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	NHS Stockport Clinical Commissioning Group Governing Body
Part 1

A G E N D A 




The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Heaton Lane, Stockport at 10.00 on Wednesday 11th March 2015.

This is a meeting held in public and is a not consultative meetings. The Chair reserves the absolute right to involve or not members of the public or other interested parties as she sees fit in order to ensure that all of the meeting’s business is addressed.

	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal

	To receive and note


	10.00
	J Crombleholme


	2
	Declarations of Interest

	Verbal
	To receive and note
	
	

	3
	Approval of the draft Minutes of the meetings held on 11 February 2015

	Attached


	To receive and approve


	
	J Crombleholme

	4
	Actions Arising
	Attached


	To receive and note
	
	J Crombleholme

	5
	Performance 
· Resilience and Compliance Report
· Quality Report
· Finance Report 
· Audit Committee Minutes

	Attached






	To receive and note


	10.10
	
G Mullins
M Chidgey
G Jones
G Jones

	6
	Report of the Chair
	Verbal
	To receive and note
	10.40
	J Crombleholme

	7
	Report of the Chief Operating Officer:
· Quarter 3 Assurance Meeting 
· Tripartite meeting - ED performance 
· Primary Care Co-commissioning and Constitutional Changes
· Commissioning Support
· Maternity Choice
· Health Watch Letter
· Action requested of the Governing Body
	Attached



	To debate and approve



	10.45
	G Mullins

	8
	Locality Chairs’ Update 
	Verbal 
	
	11.00
	Locality Chairs

	9
	Patient Story
	Video
	To receive and note
	11.10
	J Crombleholme 
 

	10
	Stockport Together Strategic Vision 
	Attached


	To debate and approve 

	11.20
	G Mullins

	11
	Draft Operational Plan 

	Attached



	To debate

	11.45
	T Ryley / G Jones 

	12
	Clinical Policy Committee
· Report
· Minutes 
	Attached


	To note 

	12.05
	Dr V. Owen-Smith

	13
	Proposed Governing Body Forward Plan
	Attached


	To debate and approve

	12.15
	T Ryley

	14
	Any Other Business
	
	
	12.25
	J Crombleholme

	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on 8th April 2015 at 10:00 at Regent House, Heaton Lane, Stockport, SK4 1BS.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday March 27th 2015
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Item 3 DRAFT NHS Stockport CCG Governing Body Minutes Part I 11 February 2015.pdf
NHS

Stockport
Clinical Commissioning Group

NHS STOCKPORT CLINICAL COMMISSIONING GROUP
DRAFT
MINUTES OF THE GOVERNING BODY MEETING
HELD AT REGENT HOUSE, STOCKPORT
ON WEDNESDAY 11 FEBRUARY
2015 PART |

PRESENT

Ms J Crombleholme Lay Member (Chair)

Dr R Gill Chief Clinical Officer

Mrs G Mullins Chief Operating Officer

Mr G Jones Chief Finance Officer

Dr C Briggs Clinical Director for Quality and Provider Management
Dr V Mehta Clinical Director for General Practice Development
Dr V Owen-Smith Clinical Director for Public Health

Mr J Greenough Lay Member

Miss K Richardson Nurse Member

Dr A Johnson Locality Chair: Marple and Werneth (Vice Chair)
Dr L Hardern Locality Chair: Stepping Hill and Victoria

Dr P Carne Locality Chair: Cheadle and Bramhall

Mrs A Dawber

IN ATTENDANCE

Head of Strategic Development (taking minutes)

Mr T Ryley Director of Strategic Planning and Governance
Mr R Roberts Director of General Practice Development

Mr M Chidgey Director of Quality and Provider Management
Dr D Jones Director of Service Reform

Clir J Pantall Chair of the Stockport Health & Wellbeing Board
Mr T Stokes Representative of Stockport Healthwatch

Ms J Farrell Board Development Consultant

None received

APOLOGIES





09/15 APOLOGIES

J Crombleholme welcomed the Governing Body, members of the public and staff to
the meeting.

She explained that today’'s is a short meeting to allow time for the Governing Body to
discuss further the CCG’s operational plans.

No apologies were received in advance of the meeting.

10/15 DECLARATIONS OF INTEREST
The Chair invited the members of the Governing Body to declare their interests.

There were no interests declared in addition to those previously made and held on file
by the Board Secretary.

11/15 APPROVAL OF THE MINUTES OF THE MEETING HELD ON 14 JANUARY
2015

The draft minutes of the meeting held on 10 December 2014 were accepted as a
correct record of the meeting with the following amendment:

Last line of the penultimate paragraph 04/15 should read ‘G Jones explained that there
is mixed support for this depending on CCG availability.’

12/15 PERFORMANCE REPORT

G Mullins presented her update report, highlighting Emergency Department (ED)
waiting times as the key challenge to the CCG on performance. The CCG has met with
the Acute Trust and Local Authority to agree additional support around discharges,
particularly at weekends. This has had an impact in January and the CCG continues to
work with the Trust on performance improvement.

G Mullins informed the meeting that the CCG, the Foundation Trust and Local Authority
have all been invited to a meeting with NHS England and Monitor at the end of February
to discuss escalation plans.

It was noted that the Performance Report included in the papers for the meeting has
data up to the end of November 2014. At this point ED performance was still on
trajectory, but the risk of winter pressures was flagged. G Mullins confirmed that the
busy winter period has resulted in performance slipping off trajectory.





G Mullins pointed to the 62 day waiting target for cancer as another performance issue
for the CCG. This relates to complex pathways where individuals are referred to a
number of different service providers. As a result, the 62 day target is currently being
breached. A review is being undertaken by the Cancer Board and a full report will be
brought to Governing Body in April.

The Chief Operating Officer also brought to the attention of the Governing Body two
cases of MRSA in January. These are currently being investigated.

The Chair took questions from Governing Body on these performance issues.

T Stokes asked what lessons the CCG had learnt from this winter, with regard to the
major impact of the respiratory virus, strains of flu resistant to the vaccine and GP
opening times.

G Mullins responded that while emergency attendances were up, the main spike has
been in emergency admissions of very poorly patients. The CCG has expanded GP
opening times, which has helped the situation. The Out of Hours GP service has also
been full over this period, indicating that the CCG’s ‘Choose Well’ messages have
worked. Winter planning was on the basis of a 5-10% increase in activity. This year's
activity has gone much higher than this. She noted, however, that we are still in winter
and that a full review of lessons learned will be undertaken in the spring.

P Carne reiterated the point that GP Practices and the Out of Hours service have been
very busy over the Christmas period and January, despite extended opening times.

T Stokes noted that most planning has been around flu, but the main impact was from
the respiratory virus. V Owen-Smith responded that the respiratory virus, which has
resulted in a high number of serious hospitalizations, is something that could not have
been predicted or planned for. She pointed out that the flu vaccine is still the most
effective way of preventing flu. Only 20% of flu this winter has been strains that are
resistant to the virus. It is key that the CCG ensures the public does not lose confidence
in the flu vaccine.

C Briggs noted that the patients seen in the ED this winter have been a much older and
frailer group — many of whom will be among the 2% of the population with GP care
plans. She pointed out that those patients from her own Practice who were admitted
through the ED had been seen regularly in general practice and she felt that this should
be considered when learning from the impact of care plans on our most vulnerable
patients.

M Chidgey informed the Governing Body that Stockport’'s Systems Resilience Group
(SRG), made up of CCG, Local Authority, Healthwatch and service provider
representatives, undertakes a learning event each spring to assess the impact of winter
pressures and inform the next year’s plans.





J Pantall felt that a lot of lessons had been taken on board this year. He praised
General Practice for taking the strain and preventing a significant increase in ED
attendances. He noted, however, the impression given in the media that 97% of flu this
year was not covered by the vaccine.

R Gill agreed that we must ensure the public is fully informed and does not lose
confidence in the flu vaccine.

V Mehta noted the important response of social care colleagues over winter and
suggested that this joint working across health and social care needs to be increased.

P Carne pointed to the success of the IV Therapy Service in reducing unnecessary ED
admissions. He noted, however, that this service reached capacity over winter, resulting
in preventable hospital cases.

J Crombleholme asked for an update on ambulance targets and whether national
changes in the target had affected local performance. M Chidgey responded that the
national changes are around the categorisation of ambulance calls. This is still a
challenge for Stockport and performance deteriorated over winter. It was noted that the
figures reported are for the North West Ambulance Service (NWAS). Stockport's
performance is generally a little below this level.

J Crombleholme asked what was being done to improve the NWAS contract. M Chidgey
responded that NWAS have improved their recruitment position and are looking at new
training courses, however this issue will not be resolved quickly. This is an issue of
growing demand stretching capacity and of what is affordable to commissioners.

13/15 QUALITY REPORT

M Chidgey introduced the quality paper, highlighting improvements in End of Life Care.
The CCG is on trajectory to achieve the national target for IAPT access. A CQC report
into Safeguarding is now due to be published — this will be brought to the next
Governing Body.

J Greenough asked for assurance that performance on TIAs will be improved, noting
that we are only achieving 12.5% on a target of 60%. C Briggs responded that as of last
week an action plan is now in place. Key improvements are planned in access to
scanning at weekends, better prioritisation of cases by severity and improving the
booking process.

M Chidgey informed Governing Body that the Quality team has gone through case by
case all instances where the target was breached. They noted significant discrepancies
in recording, suggesting that many of the breaches counted were not actually TIAs. As a
result, scores may actually be 10-20% higher than recorded. Clarity is being sought to
ensure that capacity is being used appropriately. A new booking process should be in





place by 20 February to ensure high risk cases are prioritised. It is expected that the
target will be met in March. The centralisation of stroke services in April should also
improve performance.

D Jones praised the progress in End of Life Care but flagged the potential risk of
training resources while the Liverpool care pathway is being phased out. V Mehta
responded that Dr David Waterman has been involved in developing new training. He
suggested that the CCG considers joint training for Primary, Community and Secondary
Care to counter issues such as do not resuscitate orders being agreed in one setting
without other teams not being aware. R Roberts noted that the issue of non-recurrent
staffing is going to the Proactive Care Board.

J Crombleholme asked for assurance around the care of patients registered with two
suspended GPs, as noted in section 2.4 of the Quality Report. G Mullins responded that
although this is an issue for NHS England, the CCG has been kept in the loop and is
assured that a quality service continues to be in place for those patients affected.

14/15 CHIEF OPERATING OFFICER’S UPDATE

G Mullins reminded the Governing Body the CCG’s contract with the local
Commissioning Support Unit (CSU) must be re-commissioned by April 2016. This is
usually undertaken through a Lead Provider Framework. The Governing Body was
informed that since its last meeting the local CSU has failed to make it onto the lead
provider framework. A report on next steps will be brought to a future meeting.

The NHS 111 service specification is currently being evaluated across the North West
for re-procurement. Final recommendations from the evaluation process must be signed
off by the end of February. As these recommendations were not ready before this
meeting, the Governing Body was asked to give Dr Ranijit Gill delegated authority to
sign these recommendations off on the Governing Body’s behalf.

J Greenough gave his full support to the recommendation to recruit additional
Continuing Healthcare (CHC) staff to deal long-term with the growing number and
complexity of cases as well as the short-term issue of growing restitution requests. G
Mullins informed the meeting that the deputy CHC role is out to recruitment. She also
informed the group that the CCG is working with peer CCGs to ensure that we have a
similar approach to the application of the national CHC framework. T Stokes underlined
the importance of CCGs working together to ensure the safety of child services.

G Mullins reported the success of the recent Care Congress. The Chair asked for
feedback from primary care clinicians on the Congress. 10 GPs attended the Congress.
A Jones noted a general consensus on the direction of travel but reported a lack of
clarity among GPs about the new model of care. He reported that some GPs came
away from the congress with the impression Stockport was going for a Primary and
Acute model, rather than a Multi-Speciality Community Provider.





P Carne highlighted the difficulty for local GPs in attending as they were required to
attend the full two days. T Ryley reflected that the process had been very quick and that
the CCG should have been more involved in inviting GPs to give more notice.

J Pantall praised the Congress as a well-structured workshop with a great deal of
engagement. V Mehta gave feedback from a number of participants that it was hard to
tell which organisation attendees worked for. V Owen-Smith noted a positive move
towards prevention, with the Chief Executive of the Acute Trust giving the presentation
on this topic. J Crombleholme noted the real strength of seeing all of the organisations’
leaders together.

In conclusion of the discussions on the Chief Operating Officer’s report, the Governing
Body:

Formally endorsed the CCG’s co-commissioning bid

Noted the performance report and risks to NHS Constitutional targets

Noted the success of the Care Congress

Authorised delegated authority to Dr Ranjit Gill to sign off the final
recommendations on the NHS 111 evaluation process on behalf of the
Governing Body

e Endorsed the expansion of the CHC team

e Endorsed the arrangements for monitoring the CSU services and contract.

15/15 FINANCE REPORT

G Jones presented the month 9 Finance Report detailing the CCG’s position as at 31
December 2014. He explained that these figures do not yet capture any additional
winter costs.

The CCG has now received a return of £800,000 from the national risk-sharing pooled
funds for continuing and complex healthcare cases as this fund has underspent. NHS
England has requested sight of the last Governing Body minutes where it was agreed
that these monies would be held to mitigate anticipated Quarter 4 pressures rather than
using this to increase the target surplus. No further communication has been received
and so it is assumed that this decision has been accepted.

J Greenough asked if there was likely to be a risk to the CCG’s RTT monies as a result
of the dip in performance. G Jones reported that the CCG has been asked for details on
performance but there has been no indication to date that this will affect the funding.
The CCG’s forecast position for year-end assumes that this RTT money is kept.

V Owen-Smith raised the £449,000 over-spend on macular degeneration (section 4.1 of
the finance report) as a result of the high delivery costs at Central Manchester FT. She
noted that Central Manchester charges around eight times more than our budgeted
costs. Given that patients have the choice to undergo treatment at CMFT she asked if





work is being undertaken with their lead commissioner to improve this situation. M
Chidgey agreed to take this up with CMFT’s lead commissioner across Greater
Manchester CCGs.

A Johnson raised the £751,000 overspend at Stockport FT on critical care. He asked if
work has been done to understand the increase and assure Governing Body that critical
care funding is being used appropriately. M Chidgey responded that there has been no
change in critical care capacity, just an increase in use of that capacity. He pointed out
that a lack of critical care beds results in cancelled operations. Governing Body agreed
that M Chidgey should look into the overspend and see if a deep dive is required.

The Governing Body :

e Noted that the delivery of the planned surplus has been achieved through one-
off measures which do not address the underlying recurrent pressures

e Noted that the return unspent CHC legacy monies from national risk pool
(expected Month 10) will be held to mitigate against anticipated deterioration in
the financial position in Q4.and therefore will not be available to increase our
surplus control in 14/15.

e Endorsed the approach that the delivery of the planned £4.28m surplus has
been achieved through planned slippage on 2014-15 investments.

e Noted the on-going scrutiny being carried out by the QiPP committee to ensure
delivery against the CCG’s 14/15 planned surplus and the review of 15/16 CIP
proposals and scope of further areas in line with the strategic direction of the
CCG.

e Noted the level of identified financial risks not within the forecast outturn and
basis for exclusion at this time.

16/15 ANY OTHER BUSINESS

As there was no Clinical Policy Committee report this month, V Owen-Smith alerted the
Governing Body to the committee’s recommendation not to comply with NICE Technical
Appraisal on Nalmefene by the 25" February 2015. Nalmefene has been recommended
by NICE to reduce alcohol dependency. However, the Policy Committee felt there was
insufficient benefit to this drug — which would cost the CCG an additional £140,000 pa —
over psychological therapies. A detailed review will be brought to Governing Body. V
Mehta pointed out that other CCGs are also undertaking more detailed reviews before
applying this guidance.

T Stokes asked for an update on plans for cardiology and angiography at Stockport FT.
R Gill informed the Governing Body that cardiology services are still under review. The
CCG is continuing with plans to decommission angiography at Stockport FT. The
hospital is working with Wythenshawe on joint appointments for cardiology.





17/15 DATE, TIME AND VENUE OF THE NEXT MEETING

The next meeting of NHS Stockport Clinical Commissioning Group’s Governing Body
will take place at 10.00 on Wednesday 11 March 2015 at Regent House, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 10:55.

Questions from the Public

Three questions were received from members of the public, the questions and
responses are below:

In answer to your questions to the NHS Stockport Governing Body submitted on 9
February 2015 please see below:

Question 1

Patients who have fallen outside of their surgery’s catchment area because of a
change of address are being told they must reregister with another local surgery,
despite still being resident in Stockport. Does the CCG recognise the double
standards in place when Stockport patients are asked to leave a surgery because
they live too far away but are expected to travel, for example, to Tameside
General Hospital in order to be treated?

The CCG does not commission GP medical services and therefore any specific issues
related to access to or care provided by a GP would need to be addressed by NHS
England. However, we can provide some general information about GP catchment
areas. Every GP practice identifies what its catchment area will be and this is agreed as
part of the contract. As practices are relatively small providers it is important that they
have a defined area that they provide care to, so that they do not cover too wide an
area or population. Also, it would not be an efficient way of providing home visits if they
covered too wide a geographical area. All practices in Stockport have open lists and
therefore there is choice for people about where they register. In terms of referral to
hospital services, patients are provided with a choice of provider for most hospital
services.

Question 2

After being told that EMDR treatment is a therapy reserved for the armed forces
by a Senior Consultant at Stepping Hill Hospital, how well does the CCG think the
duty to reduce inequality between patient groups is being put into practice?

Eye Movement Desensitization and Reprocessing (EMDR) is a therapy used for the treatment
of post-traumatic stress disorder (PTSD). | can confirm that:

(a) There are 4 practitioners employed by Pennine Care who are trained in the use
of EMDR.





(b) The various therapies are provided based on triage and assessment and not on
the basis of different patient groups.

(c) EMDR for the treatment of PTSD is not reserved for military veterans, the service
informs that about 50% of people with PTSD receive EMDR.

Question 3

What is the CCG’s expected pace of change so as to enable mental health related
illnesses to be addressed with equal resources as physical illness and how much
cash has the CCG allocated to develop such parity since 2012?

The CCG has made a commitment to address under funding in mental health provision
via it's strategic plan. CCGs will be monitored on their investments made to address
parity. Since 2013 CCG has been investments in psychological therapies (£230k 13/14
and £100K 14/15), child and adolescent mental health services (circa £150K 14/15),
services for people with dementia (£720K 14/15 and £50k 14/15). It is difficult to specify
the length of time this will take as resources are finite and there is a significant financial
challenge across the Stockport economy. It is however important to ensure that the
resources we have are used to effect a change.
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NHS

Stockport
Clinical Commissioning Group

Actions arising from Governing Body Part 1 Meetings

NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
030614 | Report of the Chief Clinical Officer 106/14 8 October R Gill
To bring a proposed model for primary care 12 Neovember
14 January
011114 | Patient Story 187/14 10 December G Mullins

To update the Governing Body on how
family members of those who misuse alcohol
can access support

UPDATE: There are a range of support services
for family/friends/carers for people with substance
misuse problems. These can be found via the
following website:

www.stockportdrugandalcohol.org/sto-
content/uploads/family-support2.pdf

In summary — all current substance misuse
providers run either groups, one to one,
telephone support for family, carers or friends.
Support is provided via information on the various
substances (drugs or alcohol), the effects on the
individual and coping strategies. Support is also






NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
available for parents whose children and young
people misuse substances and conversely for
children and young people of substance misusing
parents, both of these are provided via MOSAIC,
Stockport young people’s substance misuse
services.
021114 | Patient Story 187/14 10 December R Roberts
To propose to the Prevention Board that
support for alcohol misuse features more
prominently in the CCG’s prevention
programme
031114 | Patient Story 187/14 10 December G Miller / M Chidgey
To update the Governing Body concerning
the protocol for people who misuse
substances and also have mental health
issues
041114 Patient Story 187/14 14 January G Miller / M Chidgey
To review the effectiveness of primary care
interventions (for substance misuse) and of
programmes such as Alcoholics Anonymous
051114 Performance Report: Performance 188/14 14 January G Mullins / M Chidgey

To conduct a piece of detailed analysis to

UPDATE: This piece of work is still underway and






NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
understand better the issue of delays for a revised deadline of April has been set.
patients with complex cancers
061114 Performance Report: Quality 189/14 14 January C Briggs
To escalate the issue of TIA under-
performance by Stockport NHS Foundation
Trust
071114 | Reports of the Locality Council Committee | 192/14 10 December C Briggs
Chairs
To raise the issue of low morale within the
district nursing service at the community
contract meeting
081114 | Report of the Chief Operating Officer 194/14 10 December G Mullins / R Gill
To bring a paper detailing proposals for co- UPDATE: This was included within the Chief
commissioning Operating Officer’s update of 11 February 2015
091114 | Report of the Clinical Policy Committee 195/14 8 April R Gill / V Owen-Smith
To revisit the CCG’s position on lipid
modification
101114 Report of the Chief Clinical Officer 197/14 11 March R Gill

To bring to the Governing Body a paper
considering the governance arrangements
between the CCG and the Greater
Manchester-level groups






NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
011214 | Report of the Chief Operating Officer 205/14 11 February G Mullins
To share with the Governing Body the UPDATE February 2015: This has not yet been
written feedback from the CQC inspection of received
children’s safeguarding
021214 | Report of the Chief Operating Officer 205/14 11 February G Mullins
To circulate the Quarter Two Checkpoint UPDATE February 2015: The draft notes have
meeting feedback when received only recently been received and will be circulated
once finalised.
010115 | Performance: Finance Report 04/15 11 February G Jones
To use the £800,000 CCHC pooled fund
rebate to mitigate the CCG’s financial
position (and not to increase the CCG’s
target surplus)
020115 | Performance: Finance Report 04/15 11 February G Jones
To request confirmation from NHS England
that the future CCHC restitution cases will be
paid from the national risk pool
030115 | Update on the Planning Process 06/15 11 February P Pallister
To confirm attendance for the April meeting
of the Governing Body
010215 | Approval of the minutes 11/15 11 March A Dawber
To amend last line, para 6, P3 of January UPDATE — minutes amended as requested
minutes
020215 | Performance Report 12/15 April G Mullins

To bring a report from the Cancer Board into






NUMBER

ACTION

MINUTE

DUE DATE

OWNER AND UPDATE

62 day waits

030215

Performance Report
To bring a report from SRG on winter
pressures and lessons learnt

12/15

Spring

M Chidgey

040215

Quality Report
To bring the CQC’s Safeguarding report to
Governing Body

13/15

11 March

M Chidgey

050215

Chief Operating Officer's Report
To report on next steps regarding the CSU
contract

14/15

08 April

G Mullins

060215

Chief Operating Officer's Report
To sign off NHS 111 evaluation process
recommendations

14/15

28 February

R Gill

070215

Finance Report
To discuss macular degeneration charges at
CMFT with the lead commissioner

15/15

11 March

M Chidgey

080215

Finance Report
To look into SFT’s overspend on Crisis Care

15/15

11 March

M Chidgey

090215

Any other Business
To bring a detailed review of Nalmefene to
Governing Body

16/15

08 April

V Owen-Smith
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NHS

Stockport
Clinical Commissioning Group

Resilience and Compliance Report - March 2015

Report to Governing Body on NHS Stockport CCG's performance, including NHS Constitution indicators
and Legal Compliance indicators.

NHS Stockport Clinicial Commissioning Group will allow people to
access health services that empower them to live healthier, longer and

more independent lives

Tel: 0161 426 9900 Fax: 0161 426 5999
Text Relay: 18001 + 0161 426 9900

Stockport Clinical Commissioning Group
Tth Floor

Regent House

Heaton Lane

Stockport

SK4 1BS

Website: www . stockportccg.org
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Executive Summary

What decisions do you require of the Governing Body?

Mote the report.

Please detail the key points of this report

Performance on NHS Constitutional targets and legal compliance indicators

What are the likely impacts and /or implications?

Continue to monitor measures and compliance, especially ED, RTT, Cancer (62 days) and ambulance response times.

How does this link to the Annual Business Plan?

Updates Governing Body on performance on the measures laid out in our annual business plan.

What are the potential conflicts of interest?

N/A

Where has this report been previously discussed?

Directors Meeting

Clinical Executive Sponsor: Dr Ranijit Gill

Presented by: Gaynor Mullins

Meeting date: 11th March 2015

Agenda item:

Reason for being in Part 2 (if applicable)

N/A

NHS|

Stockport
Clinical Commissioning Group
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Stockport
Clinical Commissioning Group

Chief Operating Officer's Report

This report covers data to December 2014 for NHS Constitution targets and to January 2015 for statutory duty and compliance indicators.
The main risk areas continue to be:-

. Referral to Treatment Times (RTT)

. Emergency Department 4 Hour waiting times standard
. Cancer (62 days)

. Ambulance response times.

As reported last month, we are seeing increased waiting times for diagnostic services at our 3 main providers: University Hospitals South Manchester,
Central Manchester NHS Foundation Trusts and more recently at Stockport NHS Foundation Trust. Performance against this target further deteriorated in
December, as anticipated in last month’s performance report. The main issue at Stockport FT relates to Echocardiograms, an action plan has been
received with a plan to recover performance in April.

In terms of RTT, the pressures in urgent care over the Winter period have meant that there has been a slow down in treating the backlog of patients waiting
and therefore performance against this target has been better than we had planned for (we expect to see a temporary decrease in performance as we treat
the backlog of patients). We are planning to deliver the reduced backlog and therefore anticipate that RTT performance will reduce for the remainder of the
year.

In terms of ED waiting times, there continues to be pressures in the urgent care system. The months of January and February both saw a significant failure
of this target. Representatives from the health economy (CCG, Stockport NHS Foundation Trust and Stockport Council) met with NHS England and Monitor
recently to discuss the issues, performance and plans to deliver the target. This is described in more detail on the Chief Operating Officers report.

As reported last month, Ambulance response times remain a concern. Ambulance services were under significant pressure during December with a
consequential impact on performance. This position did improved in January but the national standard is not yet being delivered, this is the position across
GM and the North West.

There have been 2 cases of MRSA in December (further detail is included in the Quality & Performance report)

We are performing well against the Statutory Duty and Resilience indicators. We have reported a vacancy in one of the Governing Body Statutory roles but
| am pleased to report that this post has now been recruited to and further details will be provided in the Chairs update at the meeting.
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NHS Constitution Compliance

Referral To Treatment - Last Four Full Quarters

NHS Constitutional

Q4

Q1

Q2

Last Three Months

Oct

Nov

Dec

Operational Collection Reporting

NHS|

Stockport
Clinical Commissioning Group

Details

Status / Commentary

Compliance Indicator

Admitted patients to start
treatment within a maximum of
18 weeks from referral

Non-admitted patients to start
treatment within a maximum of
18 weeks from referral

Patients on incomplete non-
emergency pathways (yet to
start treatment) should have
waited no more than 18 weeks
from referral

Number of patients waiting
more than 52 weeks

Urgent operations cancelled
for a second time

Number of patients not treated
within 28 days of last minute
elective cancellation

91.5

95.7 |

93.8

96.1 *

94.3 %

5 A

91.6 %

95.8 *

93.1 %

1 A

3 A

91.1

92.1

93.1

A

2014

91.3

93.0

92.9

A

2014

2014

895 A 926
916 A 917
934 & 930

0 = 0

A

Standard

90%

95%

92%

Frequency Period

Whilst we are meeting the national target, this
means we are not making the intended

Monthl Quarter progress on backlog reduction. We are planning
Y actual to deliver the reduced backlog and therefore RTT
performance will reduce for the remainder of the
year.
Low performance in this area is due to meeting
Monthl Quarter the national RTT backlog reduction target. We
Y actual anticipate this will be fully resolved by March
2015.
Quarter No specific risk identified to threaten continued
Monthly actual performance.
Last e - .
month in No specific risk identified to threaten continued
Monthly the performance within Stockport. However there is
an escalated risk for patients treated out of area.
quarter
Daily
during Performance in Q4 will be impacted by the high
Winter number of elective cancellations due to winter
(Nov- pressures.
Mar)
Quarter . .
Quarterly actual This is a result of winter pressures
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Diagnostics - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Q4 Oct Nov Dec Operational Collection Reporting

Indicator 2014 2014 2014 Standard __ Frequency Period __Status/Commentary

Patients waiting for a
diagnostic test should have
been waiting less than 6
weeks from referral

Quarter The access issue for echocardiograph patients at
SFT is being resolved, an action plan has been
agreed and the target will be achieved from April.

99.6/ % 991 4| 99.0 & 979 A 082 Al 989 A 967 A| 99% Monthly 4 al

A&E waits - Last Four Full Quarters Last Three Months Details
Name of NHS Constitutional Oct Nov Dec Operational Collection Reporting
Indicator 2014 2014 2014 Standard Frequency Period

Status / Commentary

As previously reported, performance in this area

Patients should be admitted, Quarter continues to be a challenge and the Governing

transferred or discharged !
T . - 916 A 917 A 952 «| 90.2 A 951 & 944 A 802 A 95% Weekly Body should expect poor performance in at least

within 4 hours of their arrival at actual the next two months. See Covering report for

an A&E department more information.

a Despite significant winter pressures, the system

12 Hour waits from decision to uarter | has continued to ensure that this target is not

admit until being admitted 0.0/ % 0.0 % 0.0| * 0.0 * 0 Quarterly actual breached. Whilst ED performance is below 95%
risk remains on this target.

Cancer waits - 2 week wait - Last Four Full Quarters Last Three Months Details
Name of NHS Constitutional (0] \[)% Dec Operational Collection Reporting

Indicator 2014 2014 2014 Standard _ Frequency Period __ S'2tuS Commentary

Maximum two-week wait for

first outpatient appointment for " n n " " 0
patients referred urgently with 96.5 94.8 944 95.5 95.1 95.3 96.2 « 93% Monthly

suspected cancer by a GP

Quarter There is no significant risk identified to threaten
actual future performance.

Maximum two-week wait for
first outpatient appointment for
patients referred urgently with
breast symptoms (where
cancer was not initially
suspected)

Quarter | There is no significant risk identified to threaten

96.1 % 91.3 A 937 % 984 & 1000 *# 963 & 99.2 & 93% Monthly e ere oo
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Last Three Months Details

Cancer waits - 31 days wait - Last Four Full Quarters

Name of NHS Constitutional Oct Nov Dec Operational Collection Reporting
Indicator o 2014 2014 2014 Standard _ Frequency Period  Status/Commentary
Maximum one month (31-day)
wait from diagnosis to first n n o Quarter | There is no significant risk identified to threaten
definitive treatment for all 98.6 99.5% 96.9/% 97.3 100.0 97.8/%| 978 96% Monthly actual future performance.
cancers
Maximum 31-day wait for . S e
Quarter There is no significant risk identified to threaten
subsequent treatment where 98.7/ % | 98.2/% 95.0 * 100.0 = 100.0/ # 100.0 * 97.0/* 94% Monthly actual future performance.

that treatment is surgery

Maximum 31-day wait for
subsequent treatment where o Quarter  There is no significant risk identified to threaten
that treatment is an anti- 100.0 100.0 100.0 100.0 100.0 100.0 100.0 98% Monthly actual future performance.

cancer drug regimen

b
¥
¥
¥
b
¥
¥

Maximum 31 day wait for
subsequent treatment where & & & " & & " o Quarter  There is no significant risk identified to threaten
the treatment is a course of 100.0 100.0 100.0 100.0 100.0 100.0 100.0 94% Monthly actual future performance.

radiotherapy

Last Three Months Details

Name of NHS Constitutional Q3 Oct Nov Dec Operational Collection Reporting Status / Commentary

Indicator 2014 2014 2014 Standard Frequency Period

GB will receive a report in April on performance

Maximum two month (62-day) against this target. This is first being considered

wait from urgent GP referral to o Quarter by the Cancer Board. Actions are being

first definitive treatment for 834 A 836 A 87 A 7554 776 A 800 A 714 A 85% Monthly actual implemented now to improve perfromance

cancer including individual management of patient

journeys.

Maximum 62-day wait from

referral from an NHS . - _ -

screening service to first 92.0 # 967 % 76.9 A 972 &  90.9 % 100.0 * 100.0 * 90% Monthly ~ Quarter  There s o significant risk identiied to threaten
ce performance.

definitive treatment for all

cancers

Maximum 62-day wait for first

definitive treatment following a Quarter
consultant's decision to 83.3/#%| 769 A 727 A 804 & 63.2 A 875 %« 938 x| 80% Monthly
upgrade the priority of the

patient (all cancers)

There is no significant risk identified to threaten
actual future performance.
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Last Three Months

Name of NHS Constitutional Oct Nov Dec

Category A ambulance calls - Last Four Full Quarters

Indicator 2014 2014 2014 Standard Frequency Period
Category A calls resulting in

an emergency response " o Quarter
arriving within 8 minutes (Red 75.9 735 A 709 Al 69.6 A 712 A 680 A 589 A 75% Monthly actual
1)

Category A calls resulting in

an emergency response o Quarter
arriving within 8 minutes (Red 765 % 744 A 715 A 716 A 737 A 696 A 585 A 75% Monthly actual
2)

Category A calls resulting in Quarter
an ambulance arriving at the 96.2 % 957 % 949 A 933 A 036/ A 931 A 877 A 95% Monthly actual

scene within 19 minutes

Mixed Sex Accomodation Breaches - Last Four Full Quarters Last Three Months

Name of NHS Constitutional Q4 o Q2 Q3 (0] \[)% Dec Operational Collection Reporting
Indicator 2014 2014 2014 Standard Frequency Period
Minimise breaches 1A of* 0 * 0 * 0 * 0 * 0% 0 Monthly g’c‘iﬁgfr

Name of NHS Constitutional Oct Nov Dec Operational Collection Reporting
Indicator 2014 2014 2014 Standard Frequency Period
Care Programme Approach

(CPA) : the proportion of

people under adult mental

illness specialities on CPA N " " " 0 Quarter
who were followed up within 942 Al 912 A 984 98.3 100.0 94.7 A 100.0 95% Monthly actual

seven days of discharge from
psychiatric inpatient care
during the period

Operational Collection Reporting

Details

Status / Commentary

This performance is reflective of the national
pressures this winter and is a North West
response level. North West CCGs are working
with Blackpool CCG as the lead commissioner
and NWAS to address the reasons including
improving recruitment.

See above comment.

See above comment.

Details

Status / Commentary

There is no significant risk identified to
threaten future performance.

Details

Status / Commentary

There is no significant risk identified to threaten
future performance. However, low numbers mean
this is a volatile measure.
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Healthcare associated infection (HCAI) - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Oct Nov Dec Operational Collection Reporting
Indicator 2014 2014 2014 Standard __ Frequency Period __Status/Commentary
Incidence of healthcare Monthl Management continues to monitor this and
associated infection (HCAI) i) 1A 0 = 2 A 2 A 0 = 0 * 2A 0 Monthly actual Y ensure these are isolated incidents. All such
MRSA incidents have a full root cause analysis.
Incidence of healthcare Annual We continue to monitor this closely but at this
associated infection (HCAI) ii) 11 = 14~ 24 A 24 A 10 A 8 A 6% 7.4 Monthly stage we are anticipating delivery of the national
iy actual

C. Difficile target.

Key

Indicator RAG rating
# Green - Performance at or above the standard

A Red - Performance below the standard
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Statutory Duty and Resilience Compliance

Statutory Duty and Resilience - Last Four Full Quarters
Q4

Statutory Duty or Resilience
Measure

Percentage of Fols handled
within the legal timeframe

Number of limited assurance
reports received from auditors

Number of statutory
Governing Body roles vacant

Percentage of complaints
responded to within 25
working days

Percentage of days lost to
sickness in the last 12 months

Percentage of staff contracts
which are substantive.

Percentage of staff working
with vulnerable people who
have a confirmed up to date
DBS check

100.0

75.0

1.32

84.2

88.5

4

Q1

100.0

68.9

2.90

81.6

88.5

)}

A

Q2

100.0

¥

75.6 A

1.67

82.5

100.0

b,

Q3

98.0

93.8

2.25

83.8

100.0

w

¥

Last Three Months

Dec
2014

Nov

2014

100.0

85.7

2.27

84.1

)

100.0

100.0

2.28

83.3

NHS

Stockport
Clinical Commissioning Group

Details

Jan Operational | Collection |Reporting
2015 Standard |Frequency Period S T L
%1000  # 90% Monthly  Monthly 1-‘[23:: ;)se:f(;rsrlnganr:]:l:ze.mt risk identified to threaten
: There is no significant risk identified to threaten
4 Ule 0 Monthly  |Monthly future performgance.
This was due to the lack of a secondary care
" 14 |0 Monthly ~ Monthly clinician on the Governing Body during January
and February. This is now resolved.
X 800 # 80% Monthly Monthly 1]3:3:: ;)Serr]f?)rsr%ganri?nt risk identified to threaten
There is no significant risk identified to threaten
= 2.5% Monthly  Monthly 5¢re performgance.
v 847 & 80% Monthly  Monthly ;[HS:E ;)serr}%rsr:]ganr:fézént risk identified to threaten
100% Quarterly Quarterly There is no significant risk identified to threaten

future performance.
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Executive Summary

The Governing Body is requested to consider whether any of the issues
raised in this report require a higher level of escalation.

Please detail the key points of this report

Summary

o Overall good assurance of quality of commissioned services.
Positive patient experience feedback on Stockport services.
Positive engagement in a new patient safety programme —
Making Safety Visible.

Issues

o Concern over capacity for some SFT community services.

o Winter pressures impact no direct evidence of patient safety
concerns but wider impact on quality to be monitored.

o Access to Counselling improved but below the required level.

o Pennine Care Community Mental Health Services CIP
programme not yet agreed and concerns raised about the
service.

o School Speech & Language Therapy service — addressing
waiting lists for assessment and transition to revised
commissioning responsibilities between Health and Education.

Attachments

o Draft Q&PM Minutes — February 2015

o Q&PM January Committee Issues Log

o Other reports referenced are available on request

How does this link to the Annual Business Plan?

Improving the quality of commissioned services is a key strategic aim within
the CCG Annual Operational Plan.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Clinical Executive Sponsor: Dr Cath Briggs

Presented by: Mark Chidgey

Meeting Date: 11 March 2015

Agenda item: 8

Reason for being in Part 2 (if applicable)

Not applicable
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1.0

11

1.2

1.3

1.4.

2.0
2.1

2.1.1

2.1.2

Service Focus — Care Homes with Nursing

The Committee discussed the quality monitoring processes for Stockport Care
Homes with Nursing. The statutory responsibility for contract monitoring sits
with SMBC, with CQC as the regulator. The CCG joins regular meetings with
SMBC to discuss quality issues in Nursing Homes. Stockport CCG has a
thorough programme of quality assurance and compliance against
Safeguarding Standards in Care Homes where Stockport patients are placed
and an exception report is presented to the Committee. Quality is also
monitored by NWCSU through the Continuing Healthcare Framework
agreement.

In addition there are a number of workstreams focused on improving quality in
Nursing Homes, including a focus on pressure ulcer prevention through the
PURIS programme (CCG& SFT), GP support and training programmes
(CCG) and End of Life Support (CCG & SFT). Also work on improving
infection control (SMBC). The Committee reviewed an audit of infection
control in Care Homes and noted a positive improvement.

There is limited patient experience feedback. The Friends and Family Test is
not yet a requirement for Care Homes and patients and carers are known to
be reluctant to provide feedback.

In summary, the Committee concluded that processes are in place to monitor
and improve the quality of care in Care Homes and to report issues by
exception. Care Homes fall within the remit of the Proactive Care workstream
and the programme board will be instrumental in driving forward further
improvement.

Provider Quality Monitoring
Stockport Foundation Trust (SFT)

Issues are recorded on the Q&PM Issues Log attached (January 2015).
There are two ‘Red’ rated issues for SFT:

e TIA performance: A recent clinical audit of stroke patients concluded that
none were related to delays in the TIA pathway. Work continues to
accurately monitor and effectively improve the time taken to review high
risk TIA patients. The Committee will review the audit at the March
meeting and assess the risk associated with underperformance on the TIA
target.

e CIP — Quality Impact Assessments not yet seen by the CCG. Agreed
process in place to address this in March 2015.

In addition there are a number of services within SFT's Community Services
where there are unacceptably long waits mainly due to capacity issues. The
District Nurse Service is operating under capacity and significant concern has
been expressed by GPs as to the impact of this.
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2.1.3

2.1.4

2.1.5

2.2

221

2.2.2

2.2.3

2.2.4

3.0

3.1

3.1.1

Speech & Language Therapy — Schools Service

A paper was presented to the Committee highlighting a waiting list for school
children with a Statement of Educational Need to access speech and
language therapy. This affects approximately 417 Stockport children with 66
waiting over 16 weeks. Proposed commissioning solutions were outlined and
commented on. The proposals concern the transition process for focusing
health funding on access to assessment with education responsible for
treatment.

CQUIN 14/15 - Progress on CQUINs has been good with a higher percentage
achievement than in previous years. This reflects good achievement and a
move toward quality improvement projects rather than CQUINs based mainly
on the achievement of quantitative targets.

CQUIN 2015/16 — The CQUIN programme for 15/16 is almost complete with
positive engagement from the Trust. This has built on the successful
outcomes from 14/15 and supports Stockport CCG’s strategic objectives and
reform programmes.

Pennine Care/Mental Health

A Quality & Performance Report on Mental Health Services was presented to
the Committee.

Improving Access to psychological therapies (IAPT) — Performance on access
has improved with the 15% access target on track to be achieved in g4.
Access to Counselling remains a concern with 33% of patients falling outside
18 weeks to start therapy. The Committee was assured that waits are being
addressed with patients offered alternatives where appropriate.

A concern was raised about the number of serious incidents reported by
Pennine Care, 10 Stockport patients in Q3. A report will be provided to the
March Committee. Positively, no children under 19 years of age were
admitted to adult in-patient wards in Q3.

Community Mental Health Services — The CIP QIA will need to be revised in
light of a revised CMHT model reflecting staff feedback. This will be
presented to the March Committee. The Committee was informed that a
number of concerns have been raised about the delivery of Community Health
Services reported by the Union representative. These concerns are being
investigated.

Patient Safety

Safeguarding

A Safeguarding Exception report was presented to the Committee.
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3.1.2

3.1.2

3.2

3.21

3.2.2

3.2.3

3.3

3.3.1

3.4

3.4.1

3.5

3.5.1

St Ann’s Hospice is currently not fully compliant with safeguarding training.
This will be escalated through the contract monitoring process. Improvement
in compliance to safeguarding standards has been seen for Pennine Care.

Looked After Children: There is still an issue with health assessments being
completed on time. This reflects both delays in local authorities generating
requests, foster carers attending appointments, and the delivery of the
assessments by SFT. Improvement will be monitored by the Committee.

Serious incidents

There were 2 serious incidents reported on STEIS in December 2015.
2 X MRSA incidents — both incidents involve very complex patients and
following clinical review, the clinical care appears appropriate.

Never Event - The Committee reviewed the investigation report of the serious
incident (Never Event) of 8" October 2014 where a small piece of a cutting
instrument was left in situ during bladder neck surgery. The patient
subsequently passed the small piece of metal and no harm came to the
patient.

The Committee recommended that the Trust review the root cause of the
incident (recorded as ‘human error’) to reflect the fact that that the Trust’s
surgical checklist and procedures were not adequate in respect of checking
for completeness of instruments and in checking that instruments are
complete. In this case the instrument blade is very small 2 cm by 2mm
making it very difficult to see that the blade was missing. The Committee
noted that the actions on the Action Plan needed to be written in a more
definitive manner. These points have been fed back to the Trust.

Harm free care

Whilst the harm free indicators continue to show an improvement in harm free
care, winter pressures appear to have had some impact on the incidence of
pressure ulcers and VTEs. This is being closely monitored by the Trust.

Assurance of Safety of Emergency Departments

NHS England has requested assurances from commissioners of patient
safety of Emergency Departments in the context of Winter Pressures. The
CCG Quality Team has requested further assurances from the Trust in
respect of policies and procedures for monitoring safety in ED. Also more
scrutiny is being given to incidents, complaints and harm free care indicators
relating to ED. An unannounced walk round will take place in February,
following key lines of inquiry.

Making Safety Visible

A short review of this new national programme, delivered by Haelo and The
Health Foundation was presented to the Committee. This programme aims to
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3.5.2

4.0

4.1

5.0

5.1

bring together Trust boards to work collaboratively with their CCGs to improve
the measuring and monitoring of patient safety.

A series of 3 x 2 day learning events and a summit have been organised
between January and October 2015. The first event took place in February
and was attended by the full SFT Board and the CCG Quality Lead. This
provided an excellent opportunity to discuss patient safety and quality
improvement for Stockport patents in a collaborative setting. There was some
consensus that a wider representation at these events would add value. Also
that there was a need to consider the measuring and monitoring of safety
across Stockport health and social care organisations and not focus too
narrowly on hospital sites. A suggestion was for a ‘Stockport Quality Board’.
The Committee supported a Stockport approach to quality and a wider
representation on the Haelo programme.

Clinical Effectiveness

Mortality: The February AQUA mortality report was reviewed by the
Committee. This continues to show Stockport Foundation Trust is within
expected limits regarding crude in-hospital mortality data and is the lowest in
the North West for SHIMI mortality.

Patient Experience
A Patient Experience Report for January was noted by the Committee.

+ GP Patient Survey results show Stockport and Trafford with the highest
patient recommendation scores.

* The Friends and Family Test had an early roll out in the District Nursing
Service in Q3 as part of a CQUIN programme; 88% of patients said
they would recommend the service. Any negative comments related to
distance to travel and wait times

« SFT improvement on percentage of complaints concluded is still of
some concern in the Medicine Directorate at SFT.

+ Stockport’'s Paramedic Pathfinder Service — feedback from patients
demonstrated a high level of satisfaction.
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Compliance Checklist:

: Statutory and Local Policy
Documentation .
Requirement
. . . - . N/A
Cover sheet completed v Change in Financial Spend: Finance Section
below completed
Page numbers v Service Changes: Public Consultation N/A
d Completed and Reported in Document
. Service Changes: Approved Equality Impact N/A
Paragraph numbers in place Y Assessment Included as Appendix
2 Page Executive summary in place N/A Patient Level Data Impacted: Privacy Impact N/A
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & N/A
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment N/A
Completed and included
Any impact on staff: Consultation and EIA N/A
undertaken and demonstrable in document
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NHS

Stockport
Clinical Commissioning Group

Quality & Provider Management Committee

DRAFT MINUTES of the meeting held on Wednesday 18 February 2015

09:00 - 11:30, Board Room, Floor 7, Regent House

Present:

(GMi) Gillian Miller, Quality & Commissioning Lead, NHS Stockport CCG

(JO) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing
Body

(KR) Karen Richardson, Nurse Lay Member of the Governing Body (Chair)

(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport
CCG

(SG) Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG

(SP) Susan Parker, Allied Health Professional

(TS) Tony Stokes, Healthwatch representative

In attendance:

(AC) Alison Caven, Joint Commissioning Manager, NHS Stockport CCG for item 6

(GE) Gina Evans, Joint Commissioning Lead, NHS Stockport CCG

(RG) Rachel Grindrod, Contracts Manager, NWCSU

Apologies:

(CB) Dr Cath Briggs, Clinical Director for Quality & Provider Management, NHS
Stockport CCG

(JH) Dr James Higgins, Locality Chair: Heatons & Tame Valley

(VOS) Dr Vicci Owen-Smith, Clinical Director, Public Health

Minute Taker:
(AN) Alison Newton, PA, NHS Stockport CCG

MEETING GOVERNANCE

1 Apologies and declarations of interest Action

1.1 Apologies were received from CB, JH and VOS and for late arrival from MC
and early departure from TS. Members noted that Dr James Higgins (JH) had been
elected as locality chair for Heatons and Tame Valley and would replace Ameer
Aldabbagh on the Committee. The meeting was not quorate. The Chair decided to
proceed with the meeting; all decisions taken would be ratified by clinical members
not in attendance.

1.2 The Chair invited members to declare their interests. There were no further
declarations of interest in addition to those previously made and held on file by the
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Secretary to the Committee.

2 Notification of items for Any Other Business

Action

2.1 The Chair invited any other items of business to be discussed:

e Making Safety Visible - Haelo (GMi)

OPERATIONAL BUSINESS

3 Minutes & actions from previous meeting (17 December 2014)

Action

3.1Minutes & actions:

The draft minutes of the meeting held on 17 December 2014 were approved as a
correct record subject to the amendments listed below and ratification from the
clinical members not in attendance. It was noted that the January meeting had
been cancelled due to a two day Health & Social Care Congress.

Amendment:
Page 3 first sentence: SP was aware of two patients that had been affected by the
loss of a follow-up appointment.

Page 7 item 4.3.1 ... the safeguarding team undertake monitoring (remove quality
monitoring) of safeguarding compliance.

3.2 Action log
Members were referred to the action log and briefed on the progress of the actions.
Action number:-

e 6.1.3 (17 September 2014): Issues Log (wet AMD, timely appointments): MC
had emailed CMFT to determine their capacity for glaucoma follow-up
appointments; MC had received a response on wet AMD capacity and had
passed on the Committee’s concerns to Manchester CCG. SP pointed out
that a high number of Stockport patients are referred to CMFT and that
NHSE (NHS England) has glaucoma as a stream of work. SP added that
10% of all outpatients’ appointments are for glaucoma follow-up. It was also
recognised that access to Ophthalmology is an issue across Greater
Manchester. Remain on log.

Action: GMi to arrange a meeting/phonecall with commissioner to seek
more information on this issue

e 5.2.1 (19 November 2014): Care UK: MC to check whether there are any
issues regarding safeguarding. SG advised the meeting that Gill Gibson
(Designated Lead, Child & Adult Safeguarding — NHS Tameside & Glossop
CCQG) sits on the Committee for Care UK and would report back to Stockport
CCG if there are any issues. Remove off log.

e 5.2.8 (19 November 2014): Care UK: MC to consider the risks regarding
ending the contracts with Care UK to ensure no patients are affected by any
changes. It was noted that there is a programme of work in place — a
detailed plan would be required for Stockport. Keep on log.

GMi
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e 6.5 (19 November 2014): SFT Quality Strategy: GMi reported that she
attends meetings with SFT (Stockport Foundation Trust). Remove off log.

e 4.4.2 (17 December 2014): Service Focus — EoLC: GMi reported that DW
had produced a business case for non-recurrent posts within the service —
this work would be incorporated in to the Proactive Care Board programme.
Remove off log.

e 6.1 (17 December 2014): Stockport Foundation Trust: TIA — This item is
included on the Committee’s Issue Log. Remove off log.

e 6.1 (17 December 2014): Stockport Foundation Trust: Lack of progress on
issue — CB is working with SFT on this issue. Remove off log.

e 7.2.1 (17 December 2014): Serious incidents: Report circulated with the
papers for the meeting. Remove off log.

The Committee noted the updates.

4 Quality Focus — Care Homes with Nursing

Action

4.1 Safeguarding / CHC / Infection control: GMi explained that the statutory
responsibility for contract monitoring of Care Homes is with the LA (Local Authority.)
and CQC is the regulator of care. The CCG has a Framework Agreement for the
CHC patients placed in Nursing Homes. The CCG joins the SMBC Quality Review
meetings and has a full safeguarding compliance programme. There are a number
of other quality monitoring workstreams including standards within SMBC’s infection
control programme (report included) and Medicines Optimisation. It was noted that
the CCG is notified by partner organisations if a serious incident occurs.

4.1.1 SG reported that the safeguarding team are carrying out various streams of
work with Care Homes as well as working with GPs and providing training for Care
Home staff. SG reminded the meeting that there are a lot of self-funders in Care
Homes and their safety is also considered. SG informed the meeting that Andria
Walton (Designated Nurse — Vulnerable Adults) is producing a draft dashboard to
bring this information together.

4.1.2 JC questioned how many patients placed by the CCG in Care Homes are of
concern. SG responded that concerns are very specific to each Home and are dealt
with appropriately by the team. SG added that the Safety Thermometer is in place
and this would also give some indicators if there any issues. There are 12 Care
Homes with Stockport patients.

4.1.3 SP commented that valuable input could be gained from carers, relatives and
patients. GMi responded that Care Homes are required to undertake patient surveys
but these are not available to view. Also carers/patients are often reluctant to give
feedback. GMi added that a quality team from the LA visits Care Homes but this
team was currently undergoing some changes. JC acknowledged the impact of
changing staff resources and stated that data should only be collected if action
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plans are put in place to address any issues. TS commented that these issues
would be taken on board by Healthwatch and they would link in with the LA on
planned visits.

MC joined the meeting (09:25 am).

SP referred to the infection control audit and pointed out that appeared that there
had been significant improvements in Care Homes and asked if these Homes could
be issued with a certificate in recognition of this achievement.

Action: GMi would feed this suggestion back to VOS.

SG explained that the CCG is involved in providing training for Care Homes on
safeguarding, Mental Capacity & DoLS (Deprivation of Liberty Safeguards); this
training had been valued by staff in the Homes.

4.1.6 TS asked if any work takes place with HCAs (Health Care Assistants) and
was told that a new certificate is due out, providing accreditation for Care Home
staff.

4.1.7 The Chair summarised the points raised noting that the Committee is sighted
on quality issues in Care Homes, a new dashboard is being produced to bring all the
streams of work together and that there is a gap in obtaining patient feedback. The
Chair encouraged the continuance of joint working with partner organisations. MC
advised the group that Care Homes is included within the remit of the Proactive
Care Workstream and this Programme Board would be instrumental in driving
through improvements. The Chair asked if this Committee would be sighted on any
issues arising from the work of this Programme Board. MC responded that this
Committee would be involved in any re-design work within the workstream. MC
explained that all partner organisations had collectively agreed the vision and the
design stage is the next step for all the Programme Boards; MC will update
members when more information becomes available.

GMi

5 Mental Health

Action

5.1 Quality & Performance report on Mental Health — key issues: GE referred
the meeting to a copy of her report (copies previously circulated) and asked the
Committee to support the recommendation to review the Quality Impact Assessment
on the revised CMHT model.

5.1.1 In response to a question, GE reported that following a staff consultation at
NHS Pennine Care FT, a paper had been presented to this Committee. Following a
further consultation exercise, staff had submitted an alternative model. GE would
update members on the outcome of this consultation at the next meeting.

5.1.1 MC referred to the paper and noted that the trajectory for access is on track
but the recovery target is below trajectory. It was noted that there is no baseline
data for a single treatment; GE acknowledged this observation and informed
members that there is a meeting to discuss this later that week and she would
provide an update at the next meeting. GE advised the meeting that recovery is
based on two completed treatments.
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5.1.2 SG noted that access to Counselling remains an issue; GE responded that
there is an action plan to address this issue. GE highlighted the fact that as this is
a very small team any staff sickness will impact on the service therefore alternative
treatment has been offered to those people that have requested counselling.

5.1.3 SG referred to the comment on community mental health services noted within
the report and asked if an investigation has started; GE reported that an
investigation has commenced and members would be updated at a later meeting.

5.1.4 JC questioned whether the Committee is assured that the quality of the
service the CCG commissions is improving. GE referred the meeting to a document
contained within her report Q3 Quality Governance Report — Stockport and
explained that there had been some technical issues with the collation of data using
the new PARIS system but there had been improvements. TS added that
Healthwatch had received no indications of concern when visiting the ward at SFT.

5.1.5 The Chair questioned whether the ten serious incidents recorded for the
guarter is average for an area like Stockport. GMi and GE would discuss trends
outside of the meeting and bring back any issues for the Committee.

The Committee accepted the report and supported the recommendation to review
the Quality Impact Assessment on the revised CMHT model.

TS conveyed his apologies and left the meeting (09:50 am).

The Chair brought forward item 12 on the agenda:

12 Any Other Business

Action

12.1 Q&PC Programme update: GMi circulated papers from a new national
programme to improve the measuring and monitoring of patient safety -: Making
Safety Visible. This programme has been developed by The Health Foundation and
Haelo. The work focuses on a new Framework developed by Professor Charles
Vincent and is designed to support Hospital Boards. The programme consists of 3 x
2 day Learning Events with a Summit Event between February and October 2015.
The first event took place in February and was attended by Stockport Foundation
Trust’'s Board and the CCG Quality Lead with 12 other Trusts from the NW. GMi
reported that both she and the SFT Board valued the opportunity to discuss
improving patient safety specifically and quality generally in a collaborative setting
as a partnership. One of the outcomes of the event was a consensus that making
safety visible needs to work across health and social care systems and not be
narrowly hospital focused. GMi said that one idea was for a Stockport Quality Board
to be considered with the inclusion of Primary Care, Mental Health & Social Care.
GMI also recommended that the CCG sends a wider representation of Governing
Body/Q&PC members to the next two Learning Events.

Action — MC to take forward these recommendations to Directors.

Alison Caven joined the meeting (10:00 am).

12.2 JC suggested holding a further discussion to ensure the CCG does not

MC
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duplicate other streams of work taking place. MC reiterated this comment and
emphasised the importance of developing a Quality Strategy that will work across
the whole Health Economy — this would be part of the work for the Programme
Boards. SG asked if safeguarding is visible in this programme of work and was told
it is, in respect of harm.

Action — MC to take forward these recommendations to Directors.

MC

6 Schools Speech and Language Therapy Service

Action

6.1 Report on Schools Speech and Language Therapy Service — Alison Caven
The Chair welcomed AC to the meeting and drew members’ attention to a paper,
(copies previously circulated) on a proposal for the Speech and Language Therapy
— School Service. The Chair invited questions on the proposals contained within the

paper.

JC declared an interest at this point — she is a governor at a Stockport secondary
school; AN is also a governor at a Stockport primary school.

6.1.1 MC reminded the meeting that speech and language (School Service) is an
item on the issues log for the Committee and asked members to consider the
options presented in terms of the quality of care. MC explained that this has been a
long-standing issue and numerous discussions have taken place to determine the
commissioning responsibilities for Education Services (within the LA) and the CCG.
Members were asked to support an aligned commissioning approach for this service
whilst maintaining CCG investment to achieve referral to first treatment (RTT) within
18 weeks.

6.1.2 AC added that during the transition period, until a formal service is offered to
schools, there are three options for the commissioners to consider. Members were
briefed on the three options presented, as included within the report. A discussion
ensued on each of the options. It was agreed that Option 1 is not acceptable from a
guality perspective as there is insufficient time to put a fully functioning service in
place before September in order to ensure that the service offered will best meet the
needs of the children and their families. Option 2 and Option 3 are feasible in order
to provide a basic entitlement for children.

6.1.3 AC pointed out that the quality risk is the uncertainty on knowing what schools
will do and how quickly; schools could take a consortium approach with a provider;
come to an individual agreement with a provider or appoint their own therapist. A
consortium approach would support a joint commissioning approach between SFT
and the CCG. AC explained that as a minimum, the health requirement of the
service must be met.

6.1.4 The Chair asked if other areas have this service and was told "yes’, but the
service on offer is variable.

6.1.5 SG pointed out that the CCG had invested in pre-school provision and
guestioned whether this is achieving its outcomes. A discussion ensued on the
process of funding for schools and the differential between primary school and
secondary school funding. JC voiced her concern that if no action is taken between
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now and September, this would impact on quality. MC reminded members that
schools remain autonomous and have the choice to select any provider that best fits
their needs.

6.1.6 The Chair questioned whether this paper had been presented at any other
group and was told 'no’ as there are ongoing discussions between the CCG and the
LA regarding joint commissioning. MC added that he and AC had met with
professionals to discuss the way forward.

6.1.7 SP asked if the current service is meeting targets and was informed by MC
that it is not meeting targets. It was noted that there are currently three therapists
working across 97 schools.

6.1.8 GMi questioned whether any service users had been involved in the
discussions. AC responded that a representative from PIPS (Parent in Partnership
Stockport) had attended a meeting to discuss the approach. It was noted that
parents had expressed their concern at the gaps in funding and the current situation
with more than 60 children currently waiting to access the service for longer than 18
weeks. AC pointed out that the service is a statutory duty; the main issue is who
funds it.

6.1.9 Members discussed the options presented and did not support option 1 as it is
not safe for children. An agreement needs to be reached on a long term model of
care with health supporting timely assessment and treatment. It was recognised
that whilst the statutory duty remains with the LA, there is a shortfall in funding. It
was agreed that there needs to be a coordinated approach between the LA and the
CCG with a joint commissioning approach to support a long term model of care. AC
pointed out that this is a non-recurrent resource that needs to be built in to future
budgets to manage the transition. Members would support options 2 and 3 but
further discussions would need to take place to include clinical members not present
at the meeting until a formal response could be submitted to the LA.

Action: Chair/MC to email clinical members not present at the meeting to KR/MC
determine their comments on the options presented.

The Chair thanked AC for her attendance at the meeting; AC left the meeting (10:35

am).

7 Stockport Foundation Trust (SFT) Action

7.1 SFT Dashboard & Exception Report: RG drew members’ attention to a
number of items contained within the dashboard, notably those coded red. The A &
E survey was published in December 2014. SG pointed out that serious incidents
reports received on time seem to be coded red in all of the dashboards. GMi
explained that the CCG continues to monitor this with SFT; but has focused more on
the quality of the investigations than the timeliness of reports.

7.1.1 Quality in ED — key issues: Due to winter pressures, ED quality would
continue to be monitored closely. It was noted that NHSE had asked for a higher
level of assurance from CCGs. GMi informed the meeting that Quality in ED has
been on the CCG radar for over a year with an audit of patient’s notes taking place
in 2014. GMi reported that the level of scrutiny by the CCG had increased; this
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included r meeting with SFT, a review of complaints and a planned walk round in
March. It had been noted that there continued to be gaps in consultant cover and
this issue remained a risk for SFT.

7.1.2 Community Quality Issues — key issues: The main issues for Community
included:

o SALT (Speech & Language Therapy) — this is under discussion

o Primary Care Physio — GPs had raised concerns at the waiting times; waiting
times had reduced since concerns were raised and GPs were now receiving
a monthly update

o District Nursing — a huge review is currently underway; there is an issue with
capacity and gaps in service

GMi reiterated that the purpose of this item is to bring to the Committee’s attention
concerns with waits for Community Services and that data and reporting for
community services is lagging far behind the acute services. GMi added that work
is taking place with SFT to address these issues. SG pointed out that Tameside &
Glossop jointly commission Community Services and asked if this affects the issues
for Stockport. GMi responded that that SFT's Community Services Directorate
covers both Stockport and T&G community Services which adds to the complexity of
reporting on quality and outcomes.

7.2 Proposals on Stockport CCG CQUINS Ideas 15-16: RG reported that there is
a meeting later that day between the CCG and SFT to review progress on CQUINs
Q3 and 15/15 proposals. RG pointed out that the CCG awaits National CQUINs and
that further discussions were due to take place on the GM IM&T and Mental Health.
RG explained that good progress is being made in developing CQUINs working in
partnership with SFT. An outcome on the current CQUINS would take place after
April. MC reported that quality aspects of the 15/16 contract are on track.

8 Patient Safety

Action

8.1 Safeguarding: SG drew members’ attention to her monthly report and
highlighted a lack of compliance to safeguarding training standards for St Ann’s
Hospice. GMi noted that there are no other quality concerns with this provider.

SG explained that whilst there appears to be no progress on staff training,
assurance had been sought on mental capacity and DoLS. MC guestioned whether
the issue is an inadequate training programme or the provider not delivering the
programme. SG responded that the programme in place is not meeting the
requirements but she remained unsighted on take up of numbers for training with
this provider. It was agreed that this issue would be escalated via a contract
meeting. JC requested that this issue not be escalated to CQC until the CCG had
received their data on training uptake.

8.1.1 JC noted that training uptake had improved for Pennine Care; SG informed the
meeting that she would be sitting on their quarterly Stockport Pennine Care Contract
meetings and would bring any issues to the Committee’s attention, as appropriate.

8.1.2 JC referred to the paragraph on LAC (Looked After Children) and asked if
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there is timeline for addressing capacity issues at the LA. SG responded that Jane
Hancock (Designated Nurse Looked After Children) has worked closely with the LA
but there remain capacity issues therefore the issue has been escalated to senior
leaders. SG explained that there are three groups of LAC: Stockport children
placed in Stockport; Stockport children placed out of Stockport and out of area
children placed in Stockport. SG added that health assessments for out of area
children are dependent upon other areas generating a request and currently this
target is not being attained. The Chair requested that figures be included in the
next monthly report to determine how big the issue is.

Action: SGto include figures for health assessments for LAC in her next
report to the Committee.

8.2 Serious incidents: Members noted the RCA (Root Cause Analysis)
Investigation Report circulated with the papers relating to a never event that
occurred at SFT in October 2014 where a small part of a blade of an instrument had
been left in situ in bladder surgery. The metal had been passed by the patient and
no harm had come to the patient. The Committee noted the root cause of ‘human
error’ would be better described in relation to a failure of process and procedures
and that the Action Plan required more definitive actions.

Action: GMi to feed back to SFT

8.3 Harm Free Care: Members noted the report circulated with the papers.

SG

GMi

9 Clinical Effectiveness

Action

9.1 CPC Update: Waiting times for continence services: This item was deferred
to the next meeting.

9.2 Mortality Report — February 2015: This item was deferred to the next meeting.

10 Patient Experience

Action

10.1 Patient Experience Report — January 2015: Members noted the report.

11 Issues Log

Action

11.1 Review Issues: The Chair referred to the Issues Log and requested an update
on the issues coded red:

11.1.1 Issue 1: TIA pathway: A contract query notice had been issued on 3
December 2014. CB had met with of the team at SFT on 28 January 2015. An
update had been provided at the Governing Body meeting earlier this year. An audit
of stroke patients had been conducted by SFT and concluded that no patients had
been affected by a delay in the TIA pathway. The Committee discussed how to
effectively assess the risk of the TIA performance and agreed it was important to be
able to track the High Risk patients’ journey. The Chair requested that a copy of the
audit be presented at the next meeting of the Committee. Remain on log.

Action: Distribute a copy of the audit for access to TIA service to the
Committee at the next meeting.

11.1.2 Issue 3: Timely appointments for psychological therapies: The main issue is

CB
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with access to IAPT counselling services. GE confirmed that the waiting list was
being managed and patients offered alternatives as appropriate. Further
consideration would be given to changing this issue to amber. Remain on log.

11.1.3 Issue 5: CIP: A meeting had been arranged with SFT to discuss this issue.
Further consideration would be given to changing this issue to amber. Remain on
log.

11.1.4 Issue 2: Timely follow-ups in Ophthalmology: SP informed the meeting that

letters concerning this issue had been circulated to all optometry practices and she
had received a response from the LOC (Local Optical Committee) — the response

had been uploaded to Huddle for members to view.

12 Any Other Business Action
12.1 Q&PC Programme update: This had been covered following item 5 on the
agenda.

Action

Meeting Governance

13. Date, time and venue of next meeting:
Wednesday 18 March 2015
09:00 - 11:30
Board Room, floor 7, Regent House
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Issue | Date added | Description of issue How is the Issue | Progress against actions | Owner/ Last Context
No. to log Being addressed? Q&PM | updated including
Lead source
1 18/09/2013 | There is an issue with Formal escalation CB Jan 15
the current under from CCG Clinical
performance of the high | Director of PM to
risk TIA pathway which | SFT Director of
is resulting in some Nursing. Escalated
patients not being seen | to Quality &
in the 24 hour target Performance
window (60% target). Contract meeting.
This could increase a
patients’ risk of
subsequent stroke if
clinic appointments are
delayed over 7 days
and may resultin a
poor patient
experience.
Expected date of removal | Jan-15
from log:
2 20/11/2013 | There is an issue with CCG has written to | Reduction in waiting lists | MC Jan 15

patients receiving timely
follow up in Cardiology
/Gastroenterology &
Ophthalmology - the
level of risk to patient
care is not understood
nor is the plan to
resolve.

SFT with a contract
guery to establish
the position in terms
of numbers and
assessed risk. A
response has been
received and was
considered at the
September meeting.

is in line with trajectory.
Reported on SFT
Integrated Performance
Report. Monitor until
March 15.






Expected date of removal | Mar-15
from log:
18/09/2013 | There is an issue with 1. An improvement GE
the timely appointments | action plan will be
for IAPT Counselling implemented 2.
which may result in a The CCG will @H
compromise to patient | commission
safety, outcomes and additional capacity G:\Comrittees\
. . 2013 14\Q&PM
experience. durlng 14/15. 2013-14\201 3\
Expected date of removal
from log:
18/09/2013 | There is an issue with An improvement Commissioner update at | MC
the timely referrals action plan, February Q&PM
within Speech and supported by non-
Language therapy for recurrent funding,
School Aged children has been
which may put some implemented by ELj
children at risk of a SFT. Q:\Q&PM 2013-14
delayed development. Se?ﬁfﬁmin-s
Expected date of removal
from log:
18/12/2013 | CIP - CCG only has CCG raised at MC Jan 15

sight of high level CIP
Plans and no formal
mechanism for
reviewing plans or
monitoring progress
against plans.

contract meetings
and through
correspondence.
Requested
information on 1.
Quiality Impact
Assessments and
process 2. Individual
schemes / projects
3. A joint process to

£
G:\Committees),

2013 14\Q&PM
2013-1412013
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agree and
understand impact
of projects.

Expected date of removal | Mar-15
from log:

18/06/2014 | There is an issue that SFT have provided | Below trajectory CB Jan 15 .Pj
patient's discharge an action plan to |_*1
letters are not being move to 95% by G:\Committees)
produced in a timely December. 2013 e |
manner. This means
that GPs do not have
the necessary E
information to make G:\Comittees\
safe prescribing 2013 14\Q8PM

. . 2013-14\157ani4h
decisions on discharge.
Expected date of removal | Mar-15
from log:

15/10/2014 | There is an issue with Risk assessed & New package of care in MC Jan 15
the breakdown of care | securing a new place. Transition is
for a ventilated child. package of care progressing well and it is
This may put the care expected that the full rota
of the child at risk. will be in place by 31st

December.
Expected date of removal | Dec-14

from log:
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15/10/2014 | There is an issue that Recommendation | To be discussed by SLT | CB Jan 15
76% of Stockport to commission a
patients with a LD have | service to enable
not had an annual all LD patients to
health check. This may | access an annual
result in unmet health health check in
need in these patients. | Stockport.
Expected date of removal | Dec-14
from log:
19/11/2014 | There is an issue that An internal service GP concerns raised at CB Jan 15
the District Nurse review undertaken the November Quality &
service is not meeting by the SFT Performance contract
the expectations of the | Community Services | meeting.
service by a number of | AD.
Stockport GPs. Review.
Expected date of removal | Mar-15

from log:

Issues removed from
log:

Date removed:

Wait times in ED 20/08/2014
Safeguarding Training 16/07/2014
Pressure Ulcers 21/05/2014
Dermatology 16/04/2014
PTS 16/07/2014
Cdiff 16/04/2014
Dementia FAIR - track through CQUIN 15/10/2014
Nursing Vacancies - monitor through safe
staffing 15/10/2014
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Executive Summary

What decisions do you require of the Governing Body?

1.

Note the financial position as at 31°%' January 2015 and latest forecast
which shows continued delivery of our £4.28m surplus target.

Note that the returned CHC legacy national risk pool underspend is
mitigating against Q4 cost pressures

Note that the delivery of the planned £4.28m surplus has been achieved
through planned slippage on 2014-15 investments of cE5m.

Note the (i) on-going scrutiny being carried out by the QiPP committee to
ensure delivery against the CCG’s 14/15 planned surplus and (ii) the
review of 15/16 QiPP proposals and scope of further areas in line with
the strategic direction of the CCG.

Note the level of identified financial risks not within the forecast outturn
and basis for exclusion at this time.

Please detail the key points of this report

Actual surplus to Mth 10 (YTD) of £3,577k, which is in line with our plan
at month 10.

CCG is forecasting achievement of its £4.28m planned surplus which has
been achieved through one off measures which do not address the
underlying recurrent pressures.

Referral to Treatment (RTT) Funding — NHS England have confirmed that
the full allocation of non-recurrent RTT funds will remain with the CCG.

Potential financial risks of £0.25m not in forecast position.

What are the likely impacts and/or implications?

Delivery against statutory financial duties and financial performance targets.

How does this link to the Annual Business Plan?

As per 2014/15 and 2015/16 Financial Plan.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Governing Body only






Clinical Executive Sponsor: Ranjit Gill

Presented by: Gary Jones

Meeting Date: 11" March 2015

Agenda item:

Reason for being in Part 2 (if applicable)

N/A

Report of the Chief Finance Officer as at 31°" January 2015

1.0 Introduction

1.1 This report provides an overview on the CCG’s performance against its
Statutory Financial Duties and Performance Targets highlighting the
financial risks and challenges the CCG faces in delivering these in
2014/15.

1.2 This report provides an update on:-
e The financial position as at 31% January 2015
e Forecast outturn position for 2014/15

2.0  Statutory Financial Duties and Performance Targets
2.1 The CCG is required to deliver its statutory duties and financial
performance targets as approved by the Governing Body at the start of

the year. Table 1 below RAG rates our financial performance on both a
‘Year to Date’ (YTD) and Forecast basis.

Table 1: Statutory Duty and Performance Targets

Area Statutory Dut Performance Performance
y y YTD (Mth 10) Forecast
Not to exceed
Revenue | revenue resource ‘ ‘
allocation
. Not to exceed
Running .
running cost
Costs : ‘ ‘
allocation
Capital —
(Note: The
CCG has not Not to exceed
received a capital resource N/A N/A
capital allocation
allocation in
2014/15)






(Appendix 1)

year surplus

Area Performance Performance Performance
Target YTD Forecast
Deliver a
Revenue | Recurrent Surplus ‘
of 2.5%
Revenue Deliver a 1% in-

Operate within

Cash the maximum ‘
drawdown limit
Business Comply with
(Ep%gggith Better Payment ‘
Table 3) Practices Code
QIPP Fully deliver
(Appendix 2 planned QIPP '
Table 2) Saving

3.0

3.1

3.2

3.3

3.4

3.5

Financial Position as at 31°%' January 2015

As at month 10 the CCG is continuing to forecast delivery of its planned
forecast surplus of £4.28m for 2014-15 (Appendix 1 refers).

Guidance issued by NHS England in relation to the return of CHC funds
requested CCGs to show the return of CHC funds within the month 10
financial position. Therefore expenditure within Continuing Care has
reduced reflecting the returned funds of £829k.

As agreed by the Governing Body at its January meeting, the CCG’s
forecast surplus has not been increased to reflect the return of £829k
funding which represents Stockport CCGs share of the National CHC
risk pool underspend. This funding is mitigating against Q4 acute cost
pressures that have materialised.

The £4.28m planned surplus has been achieved from non-recurrent
measures which do not address the underlying recurrent pressures
which will be carried forward into the 2015/16 financial year. The CCG is
therefore carrying forward a deficit of cE1m into 15/16.

The financial position as at month 10 is summarised in Table 2 below
with further detail provided in Appendix 1 to this report.

Table 2: Summary of Financial Position at Month 10
4





Plan Actual (Favourable)
(Surplus)/ | (Surplus)/ / Adverse

Deficit Deficit Variance

£000s £000s £000s
Month 10 YTD (3,567) (3,577) (10)
Year End Forecast (4,280) (4,280) 0

3.6 The above table shows that the CCG is forecasting to deliver its planned

surplus for 2014/15.This incorporates the following cost pressures:-

Over performance on Acute & Mental Health contracts (£5.8m)
Increase in costs & volume growth on prescribing (£1m)
Contribution to National Legacy costs (£0.5m)

Undelivered CIP (£3.1m)

95% CQUIN achievement by providers (c£560Kk)

Forecast NEL threshold breach (c£321k)

3.7 The majority of these pressures have a recurrent impact on our cost

base, with the exception of NEL threshold breach which has been
assumed to impact 14/15 only and CHC legacy which will be a non
recurrent cost to the CCG in 15/16. NHS England will decide whether
there is any extension to the CHC legacy risk pool beyond this 15/16.

4.0 Healthcare Contracts (Acute, Mental Health, Community Health,
Continuing Care, Primary Care and Other)
4.1 Acute

As at month 10, the year to date position is £3.74m overspent with a
Forecast overspend of £5.14m. The forecast position includes full
utilisation of the £2.2m RTT funding received for 2014-15.

Stockport FT — as at month 10 the reported position for Stockport FT is
a YTD overspend of £1,667k and forecast outturn overspend of £1,762k.
This is mainly due to forecast pressures within:

e Critical Care (E751k)
A&E (E593K)
e Drugs and devices (£611k)

Central Manchester FT — YTD £458k overspend and forecast £601k
overspend relates to pressures within:

e Macular degeneration (£492k)
5





4.2

e Increase above plan in the number of patients admitted to the
Acute Kidney Unit (£140Kk)

e Non-elective activity (£164k)

e Drugs and devices (£106k)

These pressures are partially offset by reduced Critical Care activity
which is now reported to be £448k underspent.

University Hospital South Manchester FT — as at month 10 the reported
position for UHSM is a YTD overspend of £70k and a forecast
overspend of £84k. The main areas of forecast over performance are
within:

e Critical Care (£311k)
e Elective Care (£218k)
e A&E (E100Kk)

This is offset by forecast underperformance within Readmissions
(E391k) and Non Elective (E119K) activity.

Salford Royal FT — there is a YTD and forecast outturn overspend of
£307k and £385k respectively. The main areas of forecast over
performance are:

e Non Elective (E105k)
e Outpatient activity (£61k)

Independent Sector / Any Qualified Provider

The financial impact of additional Independent Sector (IS) and Any
Qualified Provider (AQP) activity within Trauma and Orthopedics,
Ophthalmology to improve performance against the Referral to
Treatment (RTT) target has resulted in a YTD overspend of £1.3m and
a forecast outturn cost pressure of £1.9m Increased audiology activity is
also contributing to the over performance in this area.

Community Health

The underspend in this budget reflects the reduced contribution into the
Pooled Budget with Stockport MBC under Section 75 flexibilities. This is
a one-off benefit which impacts in 14/15 only and therefore has no
recurrent benefit going forward into 2015/16.





4.3

4.4

4.5

4.6

4.7

Continuing Care

As at month 10 the forecast overspend on continuing care is £335k,
which is a reduction from the previously reported position of £1.1m as
the position now reflects the CCGs share (E829K) of the underutilisation
of the National CHC Legacy risk pool.

Mental Health

Spend on Mental Health shows a £584k YTD overspend and a forecast
overspend of £666k reflecting increasing demand for Mental Health
placements above planned levels.

Prescribing

The latest information from the NHSBSA provides actual prescribing
expenditure for the period April to November 2014. As this information is
published 2 months in arrears, an estimate for December and January
has been made in arriving at the cumulative position to January 15.

As at month 10 the prescribing budget is £825k overspent YTD with a
forecast overspend of £1m. The forecast includes the estimated
increased charge on Category M drugs (£0.35m) which was highlighted
as a potential risk at month 7.

The latest information we have from the RDTC (Regional Drug &
Therapeutics Centre) has shown an increase in both cost (3.6%) and
number of items prescribed (3.8%) for the period April to December
2014.

We have seen an increase in costs specifically around Central Nervous
System. Cardiovascular, Respiratory and Central Nervous System are
areas where we continue to spend above the National average.

Primary Care

As at Month 10 the year to date position on Primary Care is £445k
underspent with a forecast underspend of £554k. The underspend to
date is largely attributable to slippage against Local Enhanced services.

Running Costs (Corporate)

The CCG is required to operate within its 2014/15 running cost
allocation of £7.16m. The CCG has budgeted to spend £6.58m on
running costs, which is lower than its £25 per head allocation of £7.16m.
This is in preparation for the planned 10% reduction in CCG running
cost allocations in 2015/16 which reduces our allocation down to
£6.42m.





Table 3 below provides a breakdown of the running costs between
those provided via SLA with the Greater Manchester Commissioning
Support Unit (CSU) and those provided ‘in-house’ within the CCG.

Table 3: Running Costs

4.8

Variance Variance
YTD YTD (Favourable) | Annual | Forecast | (Favourable)
Running Budget Actual / Adverse Budget | Outturn / Adverse
Costs £000s £000s £000s £000s £000s £000s
CSU - SLA 1,391 1,166 (225) 1,667 1,357 (310)
CCG Admin 4,099 3,879 (220) 4,916 4,672 (244)
Total CCG
Running 5,490 5,045 (445) 6,583 6,029 (554)
Costs
The CSU position reflects revised SLA values for services

commissioned. The underspend on CCG administration is due to a
mixture of staff vacancies and underspends on non-pay budgets which
reflect measures being taken to support our recovery plan.

Reserves
Table 1 of Appendix 2 sets out the reserves held at month 9.

Investments — this reserve includes the planned investments set aside
as part of our 14/15 strategic plan. These investments have been
subject to the QIPP review and prioritisation process and to date
slippage of £4.96m has been identified against our investments and is
supporting our forecast position.

Contingency — this reserve reflects the opening £2.2m contingency of
which £0.55m has been released into mainstream budgets. The
remaining £1.67m is supporting our forecast position.

QIPP_Schemes — this budget reflects the opening QIiPP target that
remains unachieved and manifests as a cost pressure until this is
cleared to zero. The unachieved delivery on QiPP remains at £3.1m.

In_year adjustments to allocations — this reserve reflects specific
allocations received during the year which have not yet been released
from reserves into mainstream budgets. (Table 4 of appendix 2 provides
the detail of in year movement on allocations).

5.0

5.1 The table below shows
incorporated within the 14/15 forecast position. These will be kept under

Financial Risks not in forecast

identified

risks which have not been





review but at the present time we assume these are part of our ‘worst
case’ scenario.

Table 5: Financial Risks not incorporated within the Forecast

position.

Risk Likelihood Value

(H = High)

(M = Medium)

(L =Low)

General Acute Over M £0.25m
performance
Total Risk Exposure

Unfunded £0.25m

5.2 The above risk represents the potential additional cost pressures
within the acute system.

6.0

Balance Sheet

6.1 Appendix 3 details the CCG opening balance sheet as at 1% April 2014,
closing balance sheet as 31% January 2015 and a forecasted balance
sheet as at 31% March 2015.

6.2 As we approach year end it is important that we can manage our spend
within our cash allocation. We have modelled the cash impact based on
our forecast spend and can confirm that the CCG is able to remain
within its cash allocation.

7.0

Recommendations

The Governing Body is asked to:-

Note the financial position as at 31% January 2015 and forecast
delivery of the £4.28m savings target.

Note that the returned CHC legacy national risk pool underspend
is being used to mitigate against Q4 cost pressures.

Note that the delivery of the planned £4.28m surplus has been
achieved through one off measures which do not address the
underlying recurrent issues.

Note that on-going work being carried out by the QiPP group to
ensure delivery against the CCG’s planned surplus and on-going
work to develop a single strategic plan to integrate and transform
health and social care services across the borough which will
seek to address the recurrent challenge.

9





V. Note the level of identified financial risks not within the forecast
outturn and basis for exclusion at this time.
Gary Jones
Chief Finance Officer
2" March 2015
Documentation Statu_tory and Local Policy
Requirement
Cover sheet completed v Change in Financial Spend: Finance Section v
below completed
Page numbers N Service Changes: Public Consultation n/a
9 Completed and Reported in Document
. Service Changes: Approved Equality Impact
Paragraph numbers in place Y Assessment Included as Appendix n/a
2 Page Executive summary in place na Patient Level Data Impacted: Privacy Impact n/a
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & na
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
Any impact on staff: Consultation and EIA n/a

undertaken and demonstrable in document

10
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Appendix 1

		NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2014-15																										Appendix 1



		Month 10 - as at 31st January 2015



						Month								YTD (Mth 10)										Forecast 14/15										Prior Month Forecast

						Plan		Actual		Var				Plan		Actual		Var		Var				Plan		Actual		Var		Var				Month 2		Change

						WTE		WTE		WTE				£000s		£000s		£000s		%				£000s		£000s		£000s		%				£000s		%





		FUNDING

		Revenue Resource Limit (RRL)

		Confirmed												(299,439)		(299,439)		0		0.0%				(363,833)		(363,833)		0		0.0%				(354,757)		2.6%

		 Anticipated												0		0		0		0.0%				0		0		0		0.0%				0		0.0%

		Total RRL												(299,439)		(299,439)		0		0.0%				(363,833)		(363,833)		0		0.0%				(354,757)		2.6%



		EXPENDITURE

		Mainstream I&E Budgets

		Acute				0.0		0.0		0.0				180,051		183,787		3,736		2.1%				216,138		221,274		5,136		2.4%				205,393		7.7%

		Mental Health				0.0		0.0		0.0				25,066		25,650		584		2.3%				30,079		30,745		666		2.2%				28,979		6.1%

		Community Health				0.0		0.0		0.0				19,634		18,152		(1,482)		(7.5%)				23,650		21,724		(1,926)		(8.1%)				17,955		21.0%

		Continuing Care				11.3		11.7		0.4				11,657		12,057		400		3.4%				13,990		14,325		335		2.4%				13,963		2.6%

		Primary Care				8.3		8.5		0.2				7,953		7,474		(479)		(6.0%)				10,023		9,445		(578)		(5.8%)				5,526		70.9%

		Other				0.0		0.0

Dolman David (5F7) Stockport PCT: Dolman David (5F7) Stockport PCT:
-1 for employee costs recharged		0.0				4,291		3,971		(320)		(7.5%)				4,273		3,820		(453)		(10.6%)				9,446		(59.6%)

		Sub Total Healthcare Contracts												248,652		251,091		2,439		1.0%				298,153		301,333		3,180		1.1%				281,262		7.1%



		Prescribing				0.0		0.0		0.0				38,901		39,726		825		2.1%				46,528		47,528		1,000		2.1%				46,947		1.2%

		Running Costs (Corporate)				63.4

Dolman David (5F7) Stockport PCT: Dolman David (5F7) Stockport PCT:
+2 for Hosted Cardiac Staff 
		54.0

Dolman David (5F7) Stockport PCT: Dolman David (5F7) Stockport PCT:
-1 for Chair as Chair payments non pay		(9.4)				5,490		5,045		(445)		(8.1%)				6,583		6,029		(554)		(8.4%)				6,368		(5.3%)

		Total Net I&E Expenditure				83.0		74.2		(8.8)				293,043		295,862		2,819		1.0%				351,264		354,890		3,626		1.0%				334,577		6.1%



		Reserves

		 Reserves - Inlaftion and Demand												0		0		0		0.0%				0		0		0		0.0%				14,454		(100.0%)

		 Reserves - Investments												2,829		0		(2,829)		(100.0%)				9,423		4,465		(4,958)		(52.6%)				8,682		(48.6%)

		 Reserves - Contingency												0		0		0		0.0%				1,676		0		(1,676)		(100.0%)				600		(100.0%)

		 Reserves - QIPP												0		0		0		0.0%				(3,136)		0		3,136		(100.0%)				(7,836)		(100.0%)

		 Reserves - In Year Adjustments to Allocation												0		0		0		0.0%				325		197		(128)		(39.4%)				0		ERROR:#DIV/0!

		Sub Total Reserves												2,829		0		(2,829)		(100.0%)				8,288		4,662		(3,626)		(43.8%)				15,900		(70.7%)



		Total Net Expenditure & Reserves												295,872		295,862		(10)		(0.0%)				359,551		359,551		0		0.0%				350,477		2.6%



		TOTAL (SURPLUS) / DEFICIT				83.0		74.2		(8.8)				(3,567)		(3,577)		(10)		0.3%				(4,282)		(4,282)		0		0.0%				(4,280)		0.0%









































Appendix 2

						SUMMARY OF RESERVES												Appendix 2

						Month 10 - as at 31 January 2015



						Table 1 - Reserves Summary

								Reserves		Commits		Forecast Bals

								Held Mth 10		Mth 10 onwards		Year End

						Amounts Held in CCG Reserves		£'000		£'000		£'000

						 Inflation and Demand		0		0		0

						 Investments		9,423		4,465		(4,958)

						 Contingency		1,676		0		(1,676)

						 QIPP (see table 2 below)		(3,136)		0		3,136

						 In Year Adjustment to Allocations (see table 4 below)		325		197		(128)

						Total Reserves		8,288		4,662		(3,626)





						Table 2 - CCG Cost Improvements



						QIPP Schemes		Opening Position		YTD		Forecast CIP		Variance 		RAG		Recurrent 

										Savings		yet to be delivered		to Plan		Rating		Variance to Plan

								£'000		£'000s				£'000s				£'000

						Activity Deflections		(10,833)		(7,697)		(3,136)		0				(3,136)

						Prescribing		(953)		(953)		0		0				0

						Total		(11,786)		(8,650)		(3,136)		0				(3,136)





						Table 3 - Public Sector Payment Policy (PSPP) - Measure of Compliance



						The Public Sector Payment Policy target requires PCT's to aim to pay 95% of all valid invoices by the due date or within 30 days of receipt of a valid invoice, whichever is later.		January YTD

								Number		£000s

						Non-NHS Payables

						Total Non-NHS Trade Invoices Paid in the Year		9,583		35,135

						Total Non-NHS Trade Invoices Paid Within Target		9,350		34,281

						Percentage of Non-NHS Trade Invoices Paid Within Target		97.57		97.57

						NHS Payables

						Total NHS Trade Invoices Paid in the Year		1,987		216,160

						Total NHS Trade Invoices Paid Within Target		1,915		215,784

						Percentage of NHS Trade Invoices Paid Within Target		96.38		99.83

						Total NHS and Non NHS Payables

						Total NHS Trade Invoices Paid in the Year		11,570		251,295

						Total NHS Trade Invoices Paid Within Target		11,265		250,065

						Percentage of NHS Trade Invoices Paid Within Target		97.36		99.51

						We will continue to monitor our performance against the 95% 'Public Sector Payment Policy' (PSPP) target of invoices paid within 30 days of invoice. Performance is measured based on both numbers of invoices and £ value.



						Table 4 - Summary of Notified and Anticipated Allocations



								Recurrent Budget		Non Recurrent		Total		Still Held in Reserves

								£'000		£'000		£'000		£'000

						Opening Baseline Allocation		(354,757)				(354,757)



						In Year Notified Allocations



						Mth 3 - GPIT Allocation				(761)		(761)

						Mth 3 - Demonstrator Funding				(125)		(125)

						Mth 5 - GPIT Transitional Allocation				(345)		(345)

						Mth 5 - 2014-15 RTT Funding				(1,405)		(1,405)

						Mth 5 - Spec Comm - High Cost Drugs & Insulin Pumps		(2,730)				(2,730)

						Mth 6 - Support Fund trf to CWW Area Team				72		72

						Mth 6 - MH PbR (IAT with T&G CCG)				250		250

						Mth 6 - Charge Exempt Overseas Visitors 				297		297

						Mth 7 - 2014-15 RTT IS AQP Funding 				(821)		(821)

						Mth 7 - Winter Resilience Funding				(1,866)		(1,866)

						Mth 7 - Winter Resilience Funding (2nd Tranche)				(779)		(779)

						Mth 9 - Quality Premium Awards 2013-14				(269)		(269)

						Mth 10 - Transforming Care in Brinnington				(80)		(80)

						Mth 10 - Demonstrator Bids				(125)		(125)

						Mth 10 - Specialist Palliative Care Funding				(64)		(64)

						Mth 10 - CCG Risk Reserve				(325)		(325)		325



						TOTAL ALLOCATIONS		(357,487)		(6,346)		(363,833)		325







Appendix 3

		NHS STOCKPORT CCG BALANCE SHEET as at 31st January 2015 (Month 10)										Appendix 3



				Opening		Closing		Movement				Forecast

				Balances		Balances		in Balances				B/S

				1.4.14		31.01.15						31.3.15

				£000s		£000s		£000s				£000s



		Non-current assets:

		Property, plant and equipment		18		15		(3)				14

		Intangible assets		0		0		0				0

		Trade and other receivables		0		0		0				0

		Total non-current assets		18		15		(3)				14



		Current assets:

		Cash and cash equivalents		56		157		101				50

		Trade and other receivables		721		512		(209)				200

		Inventories		0		0		0				0

				777		669		(108)				250

		Non-current assets classified "Held for Sale"		0		0		0				0

		Total current assets		777		669		(108)				250

		Total assets		795		684		(111)				264



		Current liabilities

		Trade and other payables		(18,975)		(19,653)		(678)				(19,000)

		Provisions		(438)		(438)		0				(438)

		Borrowings		0		0		0				0

		Total current liabilities		(19,413)		(20,091)		(678)				(19,438)

		Non-current assets plus/less net current assets/liabilities		(18,618)		(19,407)		(789)				(19,174)



		Non-current liabilities

		Trade and other payables		0		0		0				0

		Provisions		0		0		0				0

		Borrowings		0		0		0				0

		Total non-current liabilities		0		0		0				0

		Total Assets Employed:		(18,618)		(19,407)		(789)				(19,174)



		FINANCED BY:

		TAXPAYERS' EQUITY

		General fund		(18,618)		(19,407)		(789)				(19,174)

		Revaluation reserve		0		0		0				0

		Total Taxpayers' Equity:		(18,618)		(19,407)		(789)				(19,174)





Appendix 4



		MOVEMENT OF FORECAST OUTTURN POSITION - MONTH 9 TO MONTH 10						Appendix 4



				Month 9 Forecast Var		Month 10 Forecast Var		Movement Year End Forecast

				£000s		£000s		£000s





		FUNDING

		Revenue Resource Limit (RRL)

		Confirmed		0		0		0

		 Anticipated		0		0		0

		Total RRL		0		0		0



		EXPENDITURE

		Mainstream I&E Budgets

		Acute		4,549		5,136		587

		Mental Health		646		666		20

		Community Health		(2,000)		(1,926)		74

		Continuing Care		1,070		335		(735)

		Primary Care		(361)		(578)		(217)

		Other		(488)		(453)		35

		Sub Total Healthcare Contracts		3,416		3,180		(236)



		Prescribing		1,000		1,000		0

		Running Costs (Corporate)		(615)		(554)		61

		Total Net I&E Expenditure		3,801		3,626		(175)



		Reserves

		 Reserves - Inlaftion and Demand		0		0		0

		 Reserves - Investments		(4,867)		(4,958)		(91)

		 Reserves - Contingency		(1,676)		(1,676)		0

		 Reserves - QIPP		3,136		3,136		0

		 Reserves - In Year Adjustments to Allocation		(394)		(128)		266

		Total Reserves		(3,801)		(3,626)		175



		Total Net Expenditure & Reserves		0		0		0



		TOTAL (Positive) / Adverse Variance		0		0		0
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NHS

Stockport
Clinical Commissioning Group

NHS Stockport Clinical Commissioning Group

Audit Committee
Unconfirmed Minutes

DRAFT

Date of . From To
Meeting: 18 February 2015 Time 13-00 15:00
Venue: Meeting Room 1, Floor 7, Regent House
Present: (BB) Mr B Braiden, Lay Member (Acting Chair)

(AJ) Dr A Johnson, GP Locality Chair

(DS) Mr D Swift, Lay Member

(GJ) Mr G Jones, Chief Finance Officer

(DD) Mr David Dolman, Deputy Chief Finance Officer, NHS SCCG
In (TC) Mr T Crowley, Director MIAA
Attendance: (JF) Mr J Farrar, External Auditor, Grant Thornton

" | (TR) Mr T Ryley, Director of Strategic Planning and Performance, NHS SCCG

(LW) Ms L Warner, Internal Auditor, MIAA

(BD) Mr Beric Dawson, Anti-Fraud Manager, MIAA
Apologies: (JG) Mr J Greenough, Lay Member (Chair)

pologies: (MT) Mike Thomas, External Auditor, Grant Thornton

Secretary to | (SJ) Sue Jeeves Personal Assistant, NHS SCCG
Committee:
MEETING GOVERNANCE ‘
ltem No | Meeting Item Responsible
37.881 | 1. Declaration of Interests BB

DS disclosed that from 01.10.14 he was appointed as a non-voting
lay advisor for Tameside and Glossop CCG and from 01.01.15 he
was appointed as a non-voting lay advisor for East Lancashire

CCG.

37.882 | 2. Apologies BB
Apologies were noted from Beric Dawson, John Greenough and
Mike Thomas.

37.883 | 3. Minutes of the last meeting held on 18 December 2014 BB

Page 1: 37.868 Item 1 Apologies and Welcome.
Correction of name from Mike Thomson to Mike Thomas

1





Page 3: 37.871 Item 5 Notification of Any Other Business
It was agreed the following sentences should be amended to

SIPP is over £21m .... to QIPP is over £21m and this does not
include the potential risks on the horizon.

Page 4: 37.873 Item 7.1 - External Audit Progress Report

It was agreed that the following sentence should be removed:

The 5 Year Plan had been discussed with GJ and the Auditors were
now talking this through with BDO.

Page 5: 37.875 Item 8.1, Paragraph 2 - Internal Audit Progress
Report should be amended to:

It was agreed that PP would update the Performance Report
accordingly.

The minutes were then approved as a correct record.

37.884

4. Actions
The following items were agreed as completed and therefore
removed from the log:

37.863(v), 37.868, 37.871, 37.872, 37.873, 37.875

BB

37.885

5. Notification of items for any other business
There were no additional items raised.

BB

37.886

6. Draft Governance Statement

TR informed the Committee that work is progressing on this as part
of the Annual Report. He reported that the first draft should be
ready by the end of February with the final submission being due on
23" April. Members agreed that in the future, the draft Governance
Statement should be taken to the Audit Committee for review twice
a year in October and February as per the Audit work plan prior to
the draft submission of the Annual Reports and Accounts in April.

TR

37.887

7. External Audit Reports

7.1 External Audit Plan and Fees
JF presented the final External Audit Plan for 2014/15.

He confirmed that two attendees from the CCG Finance Team had
recently attended the Grant Thornton Year End workshop

JF outlined the audit approach to be undertaken which can be
summarised by the key stages involved being;

Initial audit planning

Risk assessment

Control evaluation

Financial Statement audit

JF






e Conclusion and reporting

JF stated that Stockport CCG’s annual report will be reviewed to
ensure that it is consistent with their understanding of the CCG.

External Audit are also required to issue a conclusion as to whether
the CCG has but in place proper arrangements for securing
economy, efficiency and effectiveness in its use of resources. This
is known as the value for Money (VfM) conclusion.

Action: JF to meet with GJ on 20" February to discuss evidence /
documentation to be provided by the CCG to support the VIM
conclusion in more detail.

JF outlined that the interim audit had not identified any material
weaknesses that would impact on their audit approach.

JF stated that the fees for the provision of external audit services in
the period 2014/15 will be £75k (excluding VAT).

BB and DS commented that report is a very good, robust document.

It was confirmed that there a meeting of the Governing Body on
27th May 2015 has been arranged to approve the Annual Report
and Accounts.

AJ outlined that even though a surplus budget was planned for in
2015/16 the risk to delivery is high. AJ asked JF as an external
auditor what where the implications if the CCG moved to a deficit
position in-year. JF outlined external auditors have a duty under
section 19 of the Act to refer matters to the Secretary of State for
Health if they believe that an organisation will not met its statutory
duty to breakeven.

JF outlined a current issue affecting CCG’s is the remuneration of
GP Governing Body members who are required by legislation to be
paid as an employee via payroll

GJ commented that HMRC are carrying out more investigations in
neighbouring areas and Stockport must ensure that legislation is
adhered to.

Action: JF to circulate the key issues document.

JF informed the Committee that there is to be a free half-day
seminar covering governance, financial reporting and integrated
health and social care issues in Manchester on 23rd March 2015.

The report was accepted by the Committee.

JF/IGJ

JF






37.888

8. Internal Audit Reports

8.1 Internal Audit Progress Report

LW presented the report setting out that two final reports have been
issued since the previous meeting of the Audit Committee The two
reports being Key Financial Systems and Provider Contract
Management were both given an overall opinion rating of significant
assurance.

Key Financial Systems had 1 High level 4, Medium, and 5 Low
recommendations the high recommendation related to the
timeliness of the financial reporting to the Governing Body due to
there being no Governing Body meeting during August 2014.

It was recommended that a flash reporting process be but in place
to ensure that the Governing Body was informed of any issues
should there not be a scheduled meeting. It was also recommended
that the CCG should consider holding future Governing Body
meetings earlier in the month subject to the financial close
timetable.

GJ commented that although a meeting of the Governing Body had
not been held in August, he had met with JG to discuss finance
issues. He added that a flash report would have been helpful at that
time.

BB commented on the timings of the information being submitted to
Governing Body and said that must be a better way to distribute the
information if no meeting is to be held.

TR stated that Governing Body meetings must be held a minimum
of 8 times per year and the difficulty is expecting Clinicians to attend
when meetings are changed.

Action: TR propose a system for “Flash Reporting”

The Provider Contract Management had 2 Medium and 3 Low
recommendations. LW outlined that there are efficient controls in
place around providing significant assurance stating however that
that a small number of contracts were not signed by the deadline.
LW recommended that an agreed governance process is required in
order to monitor smaller contracts.

BB asked who has the responsibility to maintain a list of contracts
and their expiry dates.

TR replied that the Director of Provider Management has a team
that manages all healthcare contracts.

LW added that a contract database is currently being developed.

LW

TR

4






GJ agreed to check whether the contract database will capture will
capture all contracts with the Director of Provider Management.

LW stated that the delivery of the Audit Plan is on track for the end
of March.

DS asked if there is anything else that can be done to support the
completion of the internal work plan. LW commented that the plan
is 70% delivered but would look at changing the phasing of the plan
next year. TR agreed that due to the annual requirement of
producing operational plans and contract negotiations in Q4 of
every year it would helpful if the phasing of the internal audit plan
was not as heavily weighted in Q4 going forward

LW then provided an update to the progress of the implementation
of recommendations relating to 2013/14 audit reviews with 2
recommendations related to the Assurance framework and Risk
Register outstanding.

TR commented that work around the Assurance Framework and the
Risk Register will be picked up by Laura Latham who will be
replacing Paul Pallister in April 2015.

TC provided details a Co-Commissioning Event is to be held on 29"
February 2015.

8.2 MIAA Review of Gifts, Hospitality and Sponsorship
registers

TC presented a report detailing the findings a review of CCG gifts,
hospitality and sponsorship registers. The report was designed to
prompt CCG’s to evaluate whether its register needs further
development.

TR commented that given the low number of declarations additional
guidance may be necessary to be provided to staff so that they
understand their obligations to make declarations as necessary.

AJ outline that any guidance needs to distinguish clearly the
requirements of a GP member in their capacity as a member of the
CCG or a GP working in General Practice.

Review of CCG Gifts, Hospitality and Sponsorship registers to be
undertaken

8.3 MIAA Briefing Note 7 — Safe Nurse Staffing

TC reported that this area of work mainly directed at Providers
however there are challenges and responsibilities around the role of
Commissioners especially in relation to how commissioners are
expected to obtain assurance on quality, outcomes and staffing

GJ

TC

TR

5






levels.

37.889

9. Accounting Policies

DD presented the Accounting Policies to be adopted by the CCG in
2014/15. He outlined that polices had not materially changed from
2013/14. He also outlined that the CCG must adopt the accounting
policies set out in Department of Health manual for accounts and
that while IAS 8, Accounting Policies, Changes in Accounting
Estimates and Errors, permits entities to select appropriate
accounting policies, DH group reporting requirements requires that
the same standards are be applied consistently across the group.
All policies were detailed even though they may not be relevant to
the CCG and therefore will not form part of the Annual Accounts

DD

37.890

10. Update on Financial Position

GJ informed the Committee that the monthly meeting of the
Governing Body had taken place on 11" February where he had
reported that the CCG is still forecasting to deliver a surplus of
£4.28m. However there is still risk to delivery particularly in relation
to the increased activity over the winter periods.

The delivery of the £4.28m surplus has only been achieved via non
recurrent measures which as a result means the CCG is carrying
forward a recurrent deficit of £1.7m

GJ stated that Stockport CCG paid £1.3m into a national risk pool
for Continuing Health Care (CHC) legacy claims. The risk pool is
forecasted to underspend and therefore the CCG will be receiving
£829k back from the risk pool. GJ added that NHS England’s
expectation is that CCG’s will increase their forecast surplus by the
same amount as the CHC legacy risk pool underspend. However,
due to the increase activity that the CCG has seen over the winter
period the Governing Body has made the decision to use the under
spend to mitigate against any additional costs pressures that arise
in the last quarter of the financial year.

GJ informed members the CCH has received allocation growth of
4.6% in 2015/16. However a lot of this allocation growth is required
to support national requirements and policy such as the Better Care
Fund, Systems Resilience, CHC legacy and Mental Health priority
of Esteem.

GJ outlined that NHS England business rules set out that a 1%
surplus is required in 2015/16 which would require Stockport CCG
to deliver savings of £14m which would be extremely challenging.
As a result the Governing Body has agreed to submit a plan that
achieves a surplus of £250k and saving target of cE10m which
would mean that the CCG would be drawing down c£4m of its prior
year surplus.

As a result of not delivering a 1% surplus as per NHS England

GJ
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business rules there will be increased scrutiny by NHS England and
the CCG Governing Body was made aware of this.

Both GJ and DD had met with NHS England earlier in the day to
discuss the c£E10m savings challenge; who were challenging the
level of investments made given the CCG is in recurrent deficit.

GJ said that Stockport CCG will be meeting with Monitor in March
and it will be important to get the regulators to understand that the
recovery plan is an economy recovery plan which is designed to
bring the economy back into financial balance in the medium term
(2-3 years).

BB thanked GJ for the update.

37.891 | 11. Chief Finance Officer Routine Reports DD

11.1a) Losses and Special Payments
No additional losses/payments were reported.

11.1b) Receivables>£5k
The Committee received the paper which showed two debts, both
from Stockport MBC.

1. £5400 which is the re-charge for 25 Huddle licences

2. £8422.39 arrears of VAT.
11.2 Register of Waivers
This item was a ‘Call off’ order for a three year Governing Body
Development Programme.

11.3 Register of Sealing Update
None.

37.892 | 12. Audit Committee Terms of Reference BB
The terms of reference were agreed to be accurate

ANY OTHER BUSINESS

37.893 | 13. Any Other Business
There was no other Business

DATE AND TIME OF NEXT MEETING ‘

The next meeting will take place on Friday, 01 May 2015
14.00 — 16.00 in the Boardroom, Floor 7, Regent House






Date of
Committee

Minute
Number

Action Point

Complete by Date

18.02.2015 37.887(i) JF to meet with GJ on 20th February to discuss evidence / 20.02.2015 JFIGJ
documentation to be provided by the CCG to support the ViM
conclusion in more detail
18.02.2015 37.887(ii) JF to circulate the key issues document for CCGs 01.05.2015 JF
18.02.2015 37.888(i) | TR propose a system for flash reporting 01.05.2015 TR
18.02.2015 37.888(ii) | GJ check whether the contract database will capture will capture 01.05.2015 GJ

all contracts with the Director of Provider Management
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Executive Summary

What decisions do you require of the Governing Body?

This report provides an update on a number of issues.

Please detail the key points of this report

Provides an update on:

Quarter 3 Assurance Meeting

Tripartite meeting - ED performance

Performance against NHS Constitution and legal compliance
indicators

Primary Care Co-commissioning and Constitutional Changes
Commissioning Support

Maternity Choice

Health Watch Letter

W

No ok

What are the likely impacts and/or implications?

How does this link to the Annual Business Plan?

Supports delivery.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Directors

Clinical Executive Sponsor: Ranjit Gill

Presented by: Gaynor Mullins

Meeting Date: 11™ March 2015

Agendaitem: 5
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Chief Operating Officer Update

Purpose
This is the report of the Chief Operating Officer to the Governing Body
for March 2015.

Quarter 3 Assurance Meeting

The next Q3 Assurance Meeting will take place with NHS England on
12th March 2015. Itis likely that this meeting will focus on the recently
submitted Operational Plan, financial position for 2015/16 and key
performance challenges.

An update will be provided following the meeting.

Tripartite meeting - ED performance

The Governing Body are aware of the longstanding performance
challenge in delivering the 4 hour waiting time target in Stockport NHS
Foundation Trusts Emergency Department. There have been a number
of external reviews over the last 2+ years to identify the reasons for the
under-performance and improvement plans. However, there has not
been sustained delivery of the target. Delivery of the 4 hour ED waiting
time standard is an NHS Constitution requirement.

NHS England, Monitor and the Trust Development Agency (TDA) have
developed a tripartite assurance approach for those health and social
care systems that have not delivered the standard. Stockport were
invited to the tripartite assurance process on 24™ February 2015. The
CCG, Stockport NHS Foundation Trust and Stockport Council
representatives attended. We presented our analysis of the underlying
reasons for the continued under-performance and plans to get
performance back on trajectory. We have been asked to submit a
further high impact change plan and this is currently being developed.
Delivery of this plan will be monitored by the System Resilience Group.

The Governing Body will continue to receive information of progress via
the performance reports.

Primary Care Co-commissioning and Constitutional Changes
Stockport CCG has been approved at level 2 co-commissioning. This
means that we will establish a joint commissioning arrangement with
NHS England. NHS England will continue to hold the GMS and PMS
contracts but we will work with them to ensure that commissioning
reflects local plans and priorities. Performance concerns about any
individual GP will remain the responsibility of NHS England (this
function remains with NHS England under all co-commissioning
arrangements). To establish these arrangements the CCG Governing
Body is required to approve the Terms of Reference of the Primary
Care Commissioning Committee (attached) prior to the 1st April 2015,
otherwise the CCG cannot undertake co-commissioning.





4.2

5.0
5.1

5.2

6.0
6.1

7.0
7.1

To support co-commissioning we have worked with NHS England Sub
Region and CCGs across Greater Manchester to agree local
arrangements. We have developed and MOU which sets out
responsibilities at each level of co-commissioning. This will be finalised
by mid-March to be signed off before the arrangements come into
effect on 1st April. To support the transition phase NHS England Sub
Region will be confirming any on-going issues that will need to be
picked up under these new arrangements. We have also agreed a
Management Board in partnership with NHS England Sub Region and
the CCGs which will oversee the work and priorities of the NHS
England Sub Region primary care contract function.

Commissioning Support

The CCG has a Service Level Agreement with North West CSU for a
range of commissioning support services. As reported last month,
North West CSU was not successful in getting onto the Lead Provider
Framework and has now entered a process of transition to ensure
service stability, as CCGs finalise their commissioning intentions and
arrangements post April 2016.

A Transition Board has been established and Greater Manchester
CCGs are represented on this. We have to finalise our commissioning
intentions by 1st April 2015. This process is being managed by
Directors and we have started to identify which services we wish to
bring in-house, those we would want to share with other CCGs and
those we wish to re-procure. 1t is likely that we will want to bring a
number of services (particularly contract support) in house. CCGs are
required to develop Business Cases in such circumstances and this
process will start and will be presented to the Governing Body at a
future meeting.

Maternity Choice

Following receipt of guidance from NHSE the CCG has now published
on our website the local choice offer for maternity services, i.e. those
providers with whom we hold a contract. Choice of maternity provider
does not extend beyond the local offer, although, in exceptional
circumstances, the CCG may prior approve an alternate provider. A
letter has been sent to all GPs and the next stage is to agree how the
local choices are best communicated to our population.

Health Watch Letter

Stockport CCG were copied into a letter from Tony Stokes, Chair of
Healthwatch Stockport to Norman Lamb, MP regarding the proposed
changes to secondary care mental health services in Stockport . The
CCG has been asked to provide briefing on the issues and consultation
process.





8.0 Action requested of the Governing Body
8.1 To:

=

To note the updates

2. To approve the Terms of Reference of the Primary Care
Commissioning Committee, and for the Chief Operating Officer
to sign off the MOU to support these arrangements.
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Introduction

1.

Simon Stevens, the Chief Executive of NHS England, announced on 1 May
2014 that NHS England was inviting Clinical Commissioning Groups (CCGs) to
expand their role in primary care commissioning and to submit expressions of
interest setting out the CCG’s preference for how it would like to exercise
expanded primary medical care commissioning functions. One option available
was that NHS England and CCGs would jointly commission primary medical
services.

The NHS England and NHS Stockport CCG Primary Care Joint Commissioning
Committee is a joint committee with the primary purpose of jointly
commissioning primary medical services for the people of Stockport.

Statutory Framework

3.

The National Health Service Act 2006 (as amended) (‘NHS ACT’) provides, at
section 13Z, that NHS England’s functions may be exercised jointly with a CCG,
and that functions exercised jointly in accordance with that section may be
exercised by a joint committee of NHS England and the CCG. Section 13Z of
the NHS Act further provides that arrangements made under that section may
be on such terms and conditions as may be agreed between NHS England and
the CCG.

Role of the Joint Committee

4. The role of the Joint Committee shall be to carry out the functions relating to

5.

the commissioning of primary medical services under section 83 of the NHS
Act except those relating to individual GP performance management, which
have been reserved to NHS England.

This includes the following activities:

e GMS, PMS, and APMS contracts (including the design of PMS and APMS
contracts, monitoring of contracts, taking contractual action such as
issuing breach/remedial notices, and removing a contract);

e Newly designed enhanced services (‘Local Enhanced Services’ and ‘Directed
Enhanced Services’);

e Design of local incentive schemes as an alternative to the Quality
Outcomes Framework (QOF);

e Decision-making on whether to establish new GP practices in the area;

e Approving practice mergers; and

e Making decisions on ‘discretionary’ payments.





6. In performing its role the Joint Committee will exercise its management of the
functions in accordance with the agreement entered into between NHS England
and NHS Stockport CCG, which will sit alongside the delegation and the Terms
of Reference.

This agreement will include the arrangements to deal with matters such as
information sharing, resource sharing, contractual mechanisms for service

delivery (and ownership) and the interplay between contractual and performance
list management.

Geographical Coverage

7. The Joint Committee will comprise NHS England North West Area Team and
NHS Stockport CCG. It will undertake the function of jointly commissioning
primary medical services for the metropolitan borough of Stockport.

Membership
8. The Committee shall consist of:
The Lay Member with responsibility for Patient and Public Participation
A Lay member specifically recruited to the Committee
* The Nurse Member of the Governing Body
The Chief Operating Officer
The Chief Finance Officer
A Locality Council Committee Chair or Vice-chair
A Representative of the Lancashire and Greater Manchester Sub-region of NHS

England.

9. The Chair of the Joint Committee shall be the Lay Member of NHS
Stockport CCG with responsibility for Patient and Public Participation.

10. The Vice Chair of the Committee shall be the lay member specifically
recruited to the committee.

11. The following will have a standing invitation to attend the meetings of this joint
committee:

A Representative of the Stockport HealthWatch

A Representative of the Stockport Health and Wellbeing Board.





Neither of these two roles carry voting privileges.

Meetings and Voting

12. The Joint Committee shall adopt the Standing Orders of NHS Stockport
CCG insofar as they relate to the:

a) Notice of meetings

b) Handling of meetings

c) Agendas

d) Circulation of papers, and

e) The CCG'’s procedures for the handling of conflicts of interest.

13. Each member of the Joint Committee shall have one vote. The Joint Committee
shall reach decisions by a simple majority of members present, but with the
Chair having a second and deciding vote if necessary. However, the aim of the
Committee will be to achieve consensus decision-making wherever possible.

14. The quorum for the Joint Committee is four of the seven members.

Frequency of meetings

15. The Joint Committee will meet a minimum of eight times per year. It is
anticipated that the Joint Committee will routinely meet at monthly intervals.

16. Meetings of the Joint Committee shall:

a) be held in public, subject to the application of 16(b);

b) the Joint Committee may resolve to exclude the public from a meeting that
is open to the public (whether during the whole or part of the proceedings)
whenever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business to be transacted or for other special
reasons stated in the resolution and arising from the nature of that
business or of the proceedings or for any other reason permitted by the
Public Bodies (Admission to Meetings) Act 1960 as amended or
succeeded from time to time.

17. Members of the Joint Committee have a collective responsibility for the
operation of the Joint Committee. They will participate in discussion, review
evidence, and provide objective expert input to the best of their knowledge and
ability, and endeavour to reach a collective view.

18. The Joint Committee may call additional experts to attend meetings on an
ad hoc basis to inform discussions.





19. Members of the Joint Committee shall respect confidentiality requirements as
set out in the CCG’s Standing Orders unless separate confidentiality
requirements are set out for the Joint Committee in which event these shall be
observed.

20. The secretariat to the Joint Committee will:

a) Circulate the minutes and action notes of the Joint Committee within seven
working days of the meeting to all members

b) Present the minutes and action notes to the Lancashire and Greater
Manchester Sub-region of NHS England and to the Governing Body of NHS
Stockport CCG routinely for information.

21. The CCG will also comply with any reporting requirements set out in
its Constitution.

Decisions

22. The Joint Committee will make decisions within the bounds of its remit.

23. The decisions of the Joint Committee shall be binding on NHS England and
NHS Stockport CCG.

24. The decisions will be published by both NHS England and NHS Stockport
CCG.

25. The Committee will produce an executive summary report which will be
presented routinely to the Lancashire and Greater Manchester Sub-region of
NHS England and to the Governing Body of NHS Stockport CCG for
information.

Key Responsibilities

26. The Joint Committee will have responsibility for carrying out a needs
assessment for primary medical care in Stockport and then for identifying the
means by which such needs can be met for the population.

Review of the Terms of Reference

27. These Terms of Reference will be reviewed from time to time and no less
frequently than annually. Such reviews will reflect the experience of the Joint
Committee in fulfilling its functions and the wider experience of NHS England
and CCGs in the co-commissioning of primary medical services. These Terms
of Reference may be amended by mutual agreement between the Lancashire





and Greater Manchester Sub-region of NHS England and NHS Stockport CCG.

[Signature provisions]

[Schedule 1- List of Members-to be added when confirmed]

30 January 2015, version 1.1, draft
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Executive Summary

What decisions do you require of the Governing Body?

To endorse the strategic vision and direction of travel

To support the CCG to move towards the next phase of the work

Please detail the key points of this report

Members will be aware that the CCG has been working closely with partners
to develop a new model of care for the health and social care system. This
is not a one-off step but a process. The first stage was developing a robust
case for change and setting out the strategic vision. This is what is
described in the accompanying document along with the significant risks.
The next stage will be to move into detailed design and expand the work
and engagement to a much wider group of clinical and professional staff and
fully involve the public in co-production of the design and associated
options.

What are the likely impacts and/or implications?

In the short-term significant resources demand on the CCG and greater
alignment behind the CCG transformation strategic objectives built on a
much greater degree of collaboration than seen in the past.

In the medium to long-term a fundamental change in the nature of heath &
social care delivery with community based integrated teams led by GPs and
supported by their acute based colleagues.

How does this link to the Annual Business Plan?

Taking the first steps and developing the model further is the
major component of this year’s operational plan.

What are the potential conflicts of interest?

None specific at this stage

Where has this report been previously discussed?

Stockport Leader’s group. Stockport Together Care Congress, Governing
Body pre-meeting in February

Clinical Executive Sponsor: Dr Ranjit Gill

Presented by: Gaynor Mullins

Meeting Date: 11" March 2015

Agenda item:
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Stockport Together STOCKPORT
Vision Decision TGBETHER

Introduction and Purpose of Report

The CCG’s Strategic Plan 2014-19, approved in 2014 by the CCG
Governing Body, envisages a much more integrated approach being
taken to the provision of health and social care services in Stockport. It
is clear that this is in line with national policy direction, Greater
Manchester Devolution, is in the best interests of individuals who do not
understand the barriers between us, and is essential locally for financial
sustainability.

As the Governing Body are aware a considerable amount of work has
been undertaken, particularly over the past few months, by Directors of
the CCG and colleagues from the Council, Stockport Foundation Trust
and Pennine Care Foundation Trust to shape to the vision for integrated
health and social care provision in Stockport. The purpose of this report
is to take stock of that work and set out, and seek endorsement of, the
way forward that is being proposed, including the redesign of services,
to enable health and wellbeing outcomes to be achieved within a
financially sustainable system.

Meeting the Health and Social Care Challenge in Stockport

Stockport like many other health and social care economies faces a
number of financial and service delivery challenges over the coming
years. The next few years will increasingly see a combination of
increased demand and expectations on the one hand with real terms
funding reductions on the other. It has been estimated that the financial
pressure that would result if no action is taken to address growing
demand or transform service delivery to achieve efficiency and
productivity gains, would build up to between £100m and £120m by
2018/19 on a current combined spend of around £432m.

A substantial element of that financial challenge arises out of the need
for the health and social care system needing to address continuing
demand especially that resulting from an older population, technological
advance and general inflation against a background of flat cash.

Nationally the drive is towards great integration of health & social care.
Devolution will hasten that in Greater Manchester. Under pinning this will
be greater pooling of resources as witnessed already through the Better
Care Fund. In Stockport there is already significant pooling already and
we are looking to the Governing Body to support further exploration of
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2.5

2.6

3.1

this. The possibility would be to create a substantial pooled budget
within which a mix of specific reductions and the reallocation of
resources would enable the effects of the cash limit reduction to be
mitigated and key outcomes delivered. Other areas in England such as
Sunderland and Tower Hamlets have already done this.

The CCG is fully committed to working with Local Authority and NHS
partners to agree, design and implement a ‘single strategic plan’ to
support the transformation of health and social care services in
Stockport. The stated ambition of the health and social care partners is
to create an integrated, efficient and sustainable health and social care
system that provides the best possible care for the population of
Stockport. Furthermore, to achieve this ambition to deliver a financially
sustainable system that provides quality care and increases the
wellbeing of the population requires collaborative working and an
alignment of vision among all key organisations in the health and social
care economy.

On 20/21 January 2015 , leaders from NHS Stockport CCG, Stockport
NHS Foundation Trust, Pennine Care NHS Foundation Trust and the
Council took part in a two day Congress to help shape the future of
Stockport’s Health and Social Care services. Around 100
representatives from the four partner organisations and other providers
from across Stockport worked together to further develop the strategic
blueprints for the proposed programmes of change and the overall single
strategic plan.

The partners have agreed and put in place a programme management
approach with appropriate governance arrangements. The
transformation programme is being directed and overseen by the ‘Health
and Social Care Leaders group’, on which the Leader and the Chief
Executive sit and represent the Council, and the ‘Integrated Care Board’,
the members of which include the relevant corporate and service
directors from the Council. The next section of the report outlines the
shape and structure of the vision and the progress that has been made
on the design and implementation of the programme.

Transforming Health and Social Care in Stockport — ‘Stockport
Together’

To ensure successful development of the first phase (the Vision
Decision) of the Stockport Together Transformation Programme several
key components needed to be initiated:

e Leadership Alignment — in place

e Development of a strategic Case for Change

¢ Development of strategic outlines (Strategic Blueprints) for future
health and social care services in four areas:
o Planned Care
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o Prevention and Empowerment

o Proactive Care

o Urgent Care
e Strategic activity and financial modelling (Financial Blueprint)
e Development of an innovative commissioning strategy

Case for Change

The Case for Change needs to tell the compelling story why the status
guo cannot be maintained. Demographics, disease prevalence and
performance data highlight that the future facing Stockport is one of
increasing demand for care, an ageing population and a financial
position which is not increasing to match this demand.. With a population
of around 300,000 people, Stockport is one of the healthiest places to
live in the Northwest with an average rating for most health indicators.
Despite this, Stockport has one of the largest health inequalities gaps in
England. Even a relatively small reduction in the gap of life expectancy
and hence the ‘burden’ of ill-health would improve life expectancy and
quality of life: as well as channelling resources back into the economy.

The rising numbers of ‘older people’ in Stockport means there will be
greater need for health and social care support in the near and longer
term future. Keeping this group healthy and well will be vital in reducing
this need; as well as improving their quality of life. The major diseases
impacting on the Stockport population can be contributed to a number of
health harming behaviours such as poor diet, smoking and inactivity.
The impact of the condition and its likely co-morbidities has a major
impact on an individual’s life; on the demand for health and social care;
and on the economy generally. Supporting people to reduce a whole
range of health harming behaviours is effective at any age and is where
the most gains in the long term can be achieved.

People with long-term conditions are the most intensive users of the
most expensive services, not only in terms of primary and acute
services, but also in social care and community services. Increasing the
early identification of illness as well as working with the population as a
whole to reduce their risks of developing long term conditions can
potentially affect their prevalence. Additionally, providing more
appropriate services can result in better care, particularly for long-term
conditions.

The increased demand for health and social care comes at a time when
these services are facing the most challenging landscape to date. A
number of factors are driving the need to change the current Health and
Social Care environment such as:

¢ A diverse, ageing population that is unhealthy in some areas, and
which by 2030 is predicted to grow by an additional 19,000;
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e Consequently this will increase their associated long-term conditions
and care needs which will place a greater strain on resources and
capacity

e The deprivation across some areas of Stockport contributes to a profile
of ill health which leads to very different life chances and health
outcomes

e Diseases prevalence driven by lifestyle behaviours placing additional
strain on the system

e The current system does not support the consideration of the holistic
needs of the individual which may impact on their physical, mental
and social health and wellbeing

e Fragmentation of services across health and social care often means
that people receive uncoordinated, disparate services

e The need for a new model is compounded by a lack of required
specialist skills nationally and locally

e This is all set against the backdrop of real term reductions in spend and
heightened public expectations of service, is resulting in an
unsustainable model of care.

Care and treatment is provided to the population of Stockport via
disparate range of interventions and locations. Additionally, the
fragmented health and care system is not meeting the needs of people
with complex needs who are most likely to suffer problems with co-
ordination of care and delays in transitions between services. An
emphasis in treating people at the most acute stage of their iliness is a
symptom of a health and care system not working at its most effective.
Acute hospital performance statistics suggest there is a challenged to
meet the demand for these types of services. It also reflects the lack of
the availability of alternatives to a hospital stay to assess and treat
Stockport people.

The Vision and Strategic Outlines

To enable new ways of working, the leaders of the Health and Social
Care economy have agreed to consider commissioning and service
provision in a new light — based on the type of need people require
rather than by whom and which organisation is providing it. This
approach for Stockport will allow for planning and delivery across
organisations to:

e Deliver the health outcomes
e Deliver quality
¢ Meet the financial challenge in order to achieve sustainability

The partner organisations are committed to delivering a high quality
service to the people of Stockport which delivers the health and
wellbeing outcomes which are comparable and better than their peers;
and to do so within an integrated sustainable care system.
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3.8 The Overall Transformation Programme comprises four programme

3.9

areas which encompass a wide range of health and social care
provision. They, and their key characteristics, are as follows:

e Prevention and Empowerment

o Will target more people

o Will look at wider determinants of health and well being

o Will listen to and respond to what people need to maintain their
health and wellbeing

o Will empower communities and individuals

o Will develop staff as “ambassadors” of healthy living

e Planned Care

Will ‘see and treat’ and discharge non- complex cases

Will manage complex care and long term conditions within
planned packages of care

Will create MDT’s around patients to replace referral systems
Will not be assumed to be wholly an ‘acute’ service.

o O

o O

e Proactive Care

Will focus on prevention where there is a known need

Will reduce deterioration, exacerbation and co-morbidities

Will focus on self- management

Will apply a neighbourhood based approach based around the
GP registered list ensuring continuity of care

o O O O

e Urgent Care

o Will see less people

Will see patients outside the hospital

o Will maximise access to expertise at the right time and in the
right place

o Will create a single point of access with a reformed urgent
system behind

o

Each programme area is led by a senior responsible officer (SRO) from
one of the three main partner organisations and supported by staff from
all partners. Each Programme has its own vision and the SROs have
worked together to identify the interrelationships between the visions.
These include:

¢ Proactive care will manage individuals who are either at risk of crisis or
recovering from crisis, reducing the demand on Urgent Care services

e More care will be provided in a planned way for individuals who have
reactive services currently, reducing the need for Proactive and/or
Urgent Care services
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e Prevention and Empowerment services will build community and
individual capacity to self- manage, reducing demand for Proactive
and Planned Care services.

Prevention and Empowerment

3.10 The Prevention and Empowerment vision is based on existing services,
incorporating identified best practice and building on the experiences
and ideas of the Stockport health and social care teams. This model will
be constructed based upon five core principles / elements:

¢ One system delivered at scale

e Population — identifying the risks and empowering change;

e Workforce — culture change that centres prevention at every contact;

e Services — prevention embedded into pathways supported by IT;

¢ Wider determinants of health — identifying the risk and influencing the
system wide issues that impact on health

3.11 The model of prevention will focus on a co-ordinating and expanding
primary prevention to influence the rising prevalence of disease within a
population that is aging and becoming more reliant on health and social
care services. This will be undertaken through driving culture change
where primary prevention becomes part of everyday lives wrapped
around the population’s needs. The approach will focus on developing a
model which identifies and understands the reasons why people make
choices detrimental to their health and the needs of the population
alongside what motivates people to change these behaviours. Service
models and approaches will be co-ordinated to address these both
universally and in a targeted manner.

3.12 The main ways in which this approach will be different to the current
arrangements are as follows

e At scale — co —ordinated information systems to support identification
and referrals of individuals with negative health determining
behaviours

e A single system which is easy to access, navigate and pools
commissioning and provider expertise

e Delivered through neighbourhood teams to enable prevention to be
managed and delivered at a local level - link with Proactive Care

¢ Providing a prevention offer which addresses the risks but also
motivation, capacity and capability to change through behavioural
change advisers

e Understanding needs at a local level through co-production

e Making it enjoyable, convenient and rewarding to change behaviours

e Embedded prevention pathways in hospital services;

e Investment in workforce preventative capacity through
communications, training and development;

e Use people as a key resource
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3.13

3.14

e Innovative use of resources such as I.T (e.g. Stockport Health App)
and funding (flexible)

e Prioritise the services that will have the greatest impact on reducing the
health inequalities gap

e Once a person with a high risk has been identified, services will be
wrapped around the person to provide them with the greatest
opportunity to address their issues

Planned Care

By taking new technology and improving access to advice and
diagnostics in the Stockport Health and Social Care Economy a new
system for planned care can be created. This will be a high quality and
sustainable system that offer a better experience not only for patients
but for everyone who works within it. The changes propose for planned
care can be explained using a zone system. Under this system there are
four zones in which a patient will travel. They are:

Zone 1: Self Care Zone
Zone 2: Primary Care Zone
Zone 3: Virtual Care Zone
Zone 4: Specialist Care Zone

Under this proposed system a person is given every opportunity to
resolve their issue in the earliest possible zone. If this cannot be done
then they are transferred into the next zone.

Zone 1 is where the person seeks safe and appropriate advice
independently.

e This could be via conversations with family, looking at credible
websites and other such as 111 for information, applications including
the Stockport CCG app, telephoning or walking into their GP practice
to get patient information leaflets, or to a pharmacy to get over the
counter advice Expert patient programmes, prevention, health
trainers.

e They could also access the proposed podcasts on key patient
pathways.

e The person should also have access to their own health records which
would include self- help guidance on any previous issues.

¢ Patients are encouraged at this stage to self- manage without the need
for a direct intervention.

e Once the patient has exhausted these areas for information gain they
may feel it necessary to move into the Zone 2.

3.15 Zone 2 is the next step that the patient moves to for advice or

assessment within Primary Care
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3.16

e The patient should contact directly, and can book electronically, the
appropriate service (i.e. Physiotherapy, GP, Voluntary Sector) given
their research undertaken in Zone 1 and the use of navigation tools.

e Under the new system further investigations and diagnosis can be
undertaken in primary care via increased access to diagnostics, point
of care testing and centralised phlebotomy allowing for a more
complete assessment and diagnosis

e The practitioner who assesses the patient in Zone 2 should have full
access to all the patients current and previous health records

e This information should be accessible and shared between all areas of
primary care for patients who are required to see more than one
practitioner

e Once a patient gives their history to their initial contact they should
never have to give it again as their records on a central accessible
system.

e If primary care are unable to resolve the issue they should move to
Zone 3

Zone 3 is a new care zone within Stockport Health and Social Care

Economy

3.17

e It is the provision of specialist advice (usually provided by acute
consultants) to primary care practitioners. This may include GPs,
Proactive Care teams, Physiotherapists, Pharmacists etc.

e This zone replaces the large proportion of the traditional referral
system

e There will be services that do not need to go through this zone such as
breast cancer post screening. However, for other cancers advice will
be available.

¢ Advice is requested on a patients issue and a care plan agreed at that
stage rather than a paper referral.

e The use of technology should enable effective use of resources and
the ability for the consultants to provide care in the community

e Patients records and pathway information should be accessible by all
involved in the patients care allowing for the best possible advice to
be given

e Further complex diagnostics (such as MR) would be undertaken post
advice without a need to be physically seen by a consultant

e Patients would have access to their own pathway information and are
automatically alerted to new interactions / changes to care plans

¢ Patients should undertake any Prehab, preoperative assessment,
fitness for surgery before transfer to zone 4.

e If the issue cannot be resolved the specialist can request the patient be
transferred to Zone 4 or referred when there is a confirmed diagnosis.

Zone 4 incorporates services within the acute sector where specialist
services can be offered

e This zone replaces traditional elective services such as outpatients.
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3.18

3.19

3.20

e The provision of Zone 4 services is not limited to the Hospital site
e If patients are transferred to Zone 4 they should have undertaken
‘prehab’ and be fit for treatment at time of transfer
e The provision of specialist care can be provided by enhanced services
such as
o One Stop Clinics
o MDT Clinics
o Hot/ Urgent Clinics / Slots
o Extended Clinics
o Remote access to specialist clinics/advice
e Patients, in many cases, could be transferred directly to treatment or
specialist clinics.
e Many patients who attend Zone 4 will be known to the specialists
therefore there is lower risk on the waiting list.

Proactive Care

The Proactive Programme is proposing a new model by creating
capacity within primary and community settings and managing people
outside of an ‘urgent care’ system as much as possible. Proactive Care
delivers ‘locality’ based care centred on the local population needs. The
multiagency support is focused on preventing, reducing and delaying the
deterioration associated with disease and complex needs. Success for
Proactive Care would be articulated as the individual managing their
own care and having optimised health and wellbeing.

It is considered that services currently are fragmented and confusing for
people who use them. We react to crisis but not always in a joined up
way with a focus on the person at the centre of care. Proactive care
turns that approach on its head and starts with the assumption that
individuals, carers and communities have strengths and assets that can
be built on and drive solutions to their needs. By integrating teams and
creating genuine partnerships between statutory and voluntary sector
agencies that are closer to the community and work together in a
genuinely collaborative way an individual’s experience of care will be
based on their ambitions and needs rather than service boundaries and
criteria. To this end people will be equal partners in their care and feel
supported to continue living in their local community and we will move
away from our current over-reliance on institutional and acute care.

Proactive Care is predicated on multi-agency integrated working; with
the GP Practice at the centre, delivered as local to the individual as
possible. There are four key attributes of delivery:

1. Services around four localities - The new model will utilise
multidisciplinary and integrated teams which will operate on three
levels:

e Borough wide services will be centrally coordinated but deliver
local specialist community based services to the entire borough
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of Stockport. These include for example End of Life Care,
Equipment, Podiatry and Alcohol Services.

e Locality teams will provide services at a more local and targeted
level and are based on a population size of circa 60- 70,000
people. These include for example, specialist Long Term
Conditions ( LTC) community nurses , Specialist Stroke Team,
Consultant Physicians, Dementia Nurses, Community
Psychiatric Nurses, Therapy Services

¢ Neighbourhood teams will be providing local delivery of care and
will be fully integrated with primary care and voluntary sector.
These will consist of Community Nurses; Health Visitors;
Community Matrons; Social Workers; Third Sector, GPs and
Practice Nurses

This approach enables the health and social care economy to provide
necessary services 24/7 to maintain and optimise an individual and
will do so via streamlined working, shared care and pooled resources.

2. An Integrated System - Implements an agreed joint risk
stratification or identification approach to identify and manage
individuals with health and social care needs that can and should be
met within their local community. A single care plan which is prepared
based on knowledge of the local population. In order to utilise a single
care plan, the system must allow for the following:

Single shared record
Shared accommodation
Shared IT system

Joint workforce

Utilisation of pooled budgets in order to reduce barriers to access of
resources in a timely manner, and to allow individuals to have choice
and access to services which best meet their needs.

3. GPs at the centre of services - General Practitioners (GPs) will
take ownership of their neighbourhood, and they will be supported to
act as coordinators for care.

4. Strong links with partners - There will be a strong partnership
across the providers, including the Third and Private Sectors. Equally
important is the partnership with individuals and with communities.
‘People Powered Health’ principles will form the basis on increasing
capacity and capability in the local communities.

3.21 The three key elements of care provision will be as follows:

1. Identification and optimisation - Ensuring arrangements are in places
for people to proactively manage their own conditions in their own
homes/communities which will enable them to continue living
autonomous and active lives
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3.22

3.23

3.24

2. Maintenance - There is a group of the population who have and will
continue to have on-going care needs. The opportunity exists for this
group to improve the quality of care and of their lives and will be
achieved by holistic care planning and more intensive support for
those with complex needs

3. Response to deterioration - Identifying and responding to early signs
and symptoms of deterioration in a person’s condition and providing
appropriate support. Responding post crisis to enable ‘return to norm’

Urgent Care

The Urgent Care Programme is proposing a new model for urgent care.
This is based on existing good work, incorporating good practice and
building on the experiences and ideas of the Stockport health and social
care teams. The model will focus on three main aims:

¢ Attendance and Admission Avoidance
e Navigation to the most appropriate care setting
e Integration with proactive care to enable rapid discharge of patients.

This model will provide a brand new and innovative service that will
simplify the urgent care system and enable the various teams to provide
the right treatment to the right patients at the appropriate time. It will help
to reduce attendances and subsequent acute admissions as well as
reducing waste, duplication and time for both patients and staff. This will
help to reduce the reliance on expensive resources resulting in a lower
cost to the Stockport Health Economy.

To achieve this, the proposed model is constructed of three main
elements - an Urgent Care Hub and Urgent and Non Urgent Care
Centres.

The Urgent Care Hub will be a physical (based at the current A&E
department at Stepping Hill Hospital) and virtual service comprises of
the following services:

o A Single Point of Access and Virtual Admission Assessment
o Initial Assessment Service

It is important to note that the Urgent Care Hub will not be an extension
of the current A&E or acute medical service provided by the acute trust.
The hub, and the elements within it, would be a different department and
a different team.

The management of the team would also be separate (not just a team
level, but at senior manager level) from the A&E and acute medical
services. It may be possible to run the Hub as a separate organisation
as a joint venture by the economy. This would enable a different team
with a different culture to provide the step change in behaviour, actions
and outputs that is required. However, it is important that the new
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service does have the right incentives aligned with the other elements of
the urgent care system. It is also important that the ‘pain’ of any urgent
care failures is felt by all those delivering the system. This model will
require a cultural change for the urgent care system. The traditional
model of the A&E department as the all access front door will no longer
be in place. Staff and patients will be challenged on their need for
services with the model providing a gatekeeping function to acute
admissions.

3.25 The urgent and non- urgent care centres are the co-location of a range

4.1

4.2

of services that benefit from this co-location and provide services for
patients who would have traditionally attended the A&E department. The
creation of a non- urgent care centre reflects the reality that a number of
patients who present at the urgent care hub will not need urgent care,
but can still be treated effectively. The centres:

Will be based around the current A&E location
. Will include a range of services from advice and social care
planning through to resus bays

Will include out of hours services

Will be a number of services located on one site

Will include GP (out of hours) provision

Will include specialists from a range of hospital services (i.e.
general surgery, gynaecology, etc.)

Will include ambulatory care and assessment capacity.

Will include a ‘safe and sober’ facility to deal with alcohol and
drug related issues

It is expected that further services may be added through the design
phase which would add value and benefit from colocation

Enabling the Transformation

The scale and scope of the transformation programme mean
that the programme management arrangements, including governance
and resource allocation, have to be suitably robust and supported by all
partners. This section of the report outlines the arrangements in place
and the key enablers that need to be included within the programme.

Of course, the CCG’s leadership in the programme and the key
decisions it makes and / or that impact upon it will be subject to the
normal governance and decision making processes we operate. In
particular, the Governing Body should direct the overall engagement
with partners and make the key decisions regarding resource allocation
and service redesign, consulting with the public, members and
committees as part of that process.
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4.3

4.4

4.5

4.6

Representatives from the four main partners (Council, CCG, SFT and
Pennine Care) meet in several forums which exercise overarching
programme governance and management; the main ones being:

¢ Health and Social Care Leaders Group — strategic direction,
organisational commitment, external relationships etc.

e Practitioner Leaders Group — clinical and professional ownership and
engagement, quality impact and assurance etc.

e Integrated Care Board — delivery of the programme, resource allocation
etc.

In addition, each of the programme areas outlined in section three has
its own programme board:

¢ Planned Care

e Prevention and Empowerment
¢ Proactive Care

e Urgent Care

The programme is supported by a small dedicated team - the ‘portfolio
office’, led by the Portfolio Director who is accountable to the partners
through the Leaders Group and the Integrated Care Board. Each of the
four programme areas is being led by a Senior Responsible Officer
(SRO) and supported by a range of staff members from across the
partners. In addition, the partners agreed to commission some external
consultancy support to provide extra capacity and expertise.

To enable the transformation to be designed, implemented and achieve
the intended benefits there are a number of enablers which need to be in
place. These cut across and are often outside the control of the
individual programmes and must be committed to by the partner
organisations. To that end the senior managers responsible for those
enabling functions have been meeting to identify the key issues and
challenges which need addressing in their areas, including reflecting
upon the points raised within the programme areas and at the Congress
session in January. The key enablers have been identified and grouped
together under the following areas:

e Governance

e Finance

e Estates

e Workforce / Organisational Development

e Informatics (including ICT, Information Governance and Management)
e Commissioning and Contracting

Governing Body members will appreciate that there is a whole range of
issues within those areas, including the fact the partners organisations
are all subject to different monitoring and regulatory regimes and other
external factors and influences, not to mention the processes,
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4.7

5.1

5.2

5.3

5.4

procedures and ways of working that are peculiar to each. The
challenges associated with integrating service provision and ‘moving
money around the system’ will require a much more joined up approach
to be taken across the support service functions listed above.

Resourcing the programme is a priority for the partners and a significant
number of CCG Directors are involved. A small number of new fixed
term posts have been established using funds from the Investing in
Stockport reserve and consideration is being given to the requirements
for additional resources as the programme moves into the
implementation stage. Ideally, these will be identified from within the
partner organisations, either existing or newly established positions, with
the use of external consultancy support being seen as the last but
potentially necessary resort.

Financial Considerations

Intensive work has been done to model the individual partner’s financial
projections. Bringing all the forecasts and estimates together resulted in
a combined view which suggested that the cumulative financial ‘gap’
between spending and resources would amount to around £118m by
2018/19 unless action was taken.

The current total annual spend on health and social care by partners is
around £430m, and it is forecast that the overall level of resources
available to the health and social care economy (taking account of the
planned / forecast reductions in council budgets) will show a modest
increase to some £445m by 2018/19. It is clear, therefore, that the
challenge of meeting the pressures arising from significant demand
increases as well as the normal inflationary rises within what is in
essence a ‘flat cash limit’ is a real and difficult task.

The transformation programme has to result in a range of new
innovative services and activities which deliver the health and care
outcomes sought within the available resource envelope. This will
require money to be ‘moved around the system, particularly from the
acute to primary and community elements, and for increased productivity
and efficiencies to be gained from integrated working, including the
removal of duplication.

Based on some initial high level financial analyses of the four
programme areas and the partners’ plans to make efficiency and
productivity gains an estimate has been made of the likely spending
requirements by 2018/19. Key modelling assumptions underpinning that
forecast include the following:

e Delivery of organisational savings schemes
e Reduction in A&E attendances and non-elective admissions
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6.1

6.2

6.3

e Reduction in out-patients and elective treatments
e Investment in prevention, proactive care and urgent care

The work to date indicates that the forecast ‘gap’ of £118m referred to
above can / has been reduced to around £35m, meaning that further
opportunities to reduce future cost pressures have to be identified.

Key Risks and Challenges

A comprehensive risk management process will play a crucial role in the
successful management of the Programme and the activities therein.
This process will include the use of a risk assurance framework
developed and reviewed regularly by the Portfolio Office to provide
oversight for all potential issues. Risks will be also assessed at
Programme and Project level. Where the risk can be valued in financial
terms this will be done. Appropriate mitigation strategies will be
developed to minimise the impact of the individual risk (or maximise if a
positive risk). The risk management process will be ongoing and
constantly change throughout the development of the Portfolio,

Programmes and Projects.

The development of the risk assurance framework will be undertaken
through workshops with the design groups and the Portfolio Office
during the planning for design phase. This will then be reviewed on a
regular basis as the design phase progresses. The risk assurance
framework will cover a range of risks relating to delivering the
programme but also the operational risks inherent within the solutions
themselves. Examples of risk areas are provided below (this list is not

exhaustive):

Risk Area

System Financial Sustainability
Resourcing of Transformation Work
Engagement of Stakeholders
Operational Resilience

Wider Transformation impact
Operational Capacity and Capability
Service Design and Modelling
Partnership Effectiveness

Process Robustness

Fit for Purpose Infrastructure

Scope of Transformation Agenda
Unintended Consequences of
Transformational change

Impact on Clinical Wellbeing Outcomes

Examples

Adverse impact on one partner
Funds not available.

Failure to engage

Unable to respond to system pressures
Changes to govt. / regulator policy
Required staff unable to be released
Lack of skills to undertake role
Governance structures not robust
Project management not robust
Lack of required estate or IT
Agenda too broad or too limited
Loss of reputation in a field

Desired outcomes not achieved

The scale and scope of the changes envisaged in the Stockport
Together programme mean that risks are inevitable. In particular, there
will be a requirement to invest in new models of service delivery
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6.4

6.5

6.6

7.1

alongside existing arrangements (‘double running’), on the basis that the
benefits accruing from the revised approaches will reduce the demand
for current methods of provision. Clearly, there is a risk that the new
models of delivery will not result in the levels of deflection required to
free up resources from the acute sector in particular. This financial risk
will have to be recognised within any pooled budget arrangements and
by individual organisations.

Lack of clinical and professional engagement is a significant system risk
across Stockport. The CCG and Stockport Foundation Trust recognise
the need to accelerate greater clinical leadership with the system to
shape and enable this transformation. For the CCG greater engagement
of our members and their staff (Nurses, practice managers etc.) in the
detailed design phase that follows is an absolute imperative. As yet the
GP Federation have yet to develop sufficiently to feature as a main
player within this programme. The CCG needs to consider how to
accelerate this development to ensure the vision as described with
General Practice at its heart becomes a reality.

In the short to medium term the key challenge and risk relates to the
delivery of the transformation programme itself. The partners need to
commit to make available the staffing resources necessary to design
and implement the new ways of working across the programme areas as
outlined in section three above. There will also need to be effective
communication and consultation with all stakeholders, including the
public; patients, service users and carers; partner organisations (e.g.
Healthwatch); provider markets; employees and trade unions across the
organisations; external regulators and auditors; and of course elected
members through engagement with scrutiny committees and members’
seminars (such as that held on 5 March).

The challenges and risks associated with integrating health and social
care in Stockport, and the means by which they are met and mitigated,
will of course be influenced by the emergence of the ‘Devo Manc’ plan
sharing the totality of health and social care funding.

Next Steps

The purpose of this report is to seek the Governing Body’s endorsement
of the approach, shape and content of the programme; similar support is
being sought from the governing bodies of the other partner
organisations. Once that has been obtained the specific proposals will
be brought forward for approval at the relevant programme boards;
those requiring additional resources and / or having significant
implications for the CCG will of course be subject to the agreement of
the CCG Governing Body after appropriate consultation.
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7.2

7.3

8.1

Communication, consultation and engagement exercises will be
undertaken over the forthcoming months to ensure that all employees
and stakeholders are advised of the changes being proposed and
implemented. Where applicable, consultation will be undertaken with
specific groups of patients and service users, and there will be general
messages produced for public consumption.

The next stage of the work will be detailed design of the overall model
and its component parts including detailed workforce, phasing, benefits
realisation and consultation needs. If adequately resourced this should
be complete by July.

Conclusions and Recommendation

In the face of this challenge, and against a backdrop of current
difficulties and pressures, the partner organisations have been working
hard to come up with an approach to provision which will enable us to
focus on need and achieve the desired outcomes within a constrained
resource envelope. The results of those efforts are outlined above and
the Governing Body is asked to endorse the programme and support us
taking the next steps as set out in the report.
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Executive Summary

What decisions do you require of the Governing Body?

Advise the Executive on areas for further development pending final sign-off
in April.

Please detail the key points of this report

Covering note highlights the stage in the process. This plan is a draft plan
submitted to NHS England. The next steps are:

on-going local discussions including contract negotiation;

feedback and discussions with NHS England;

final revisions and submission on the 8" April

The Governing Body are also asked to note:
e On-going public conversation,
e Risks
o Current contract negotiations
o The non-adherence to NHS Business rules
o System ownership
o Delivery capacity

The QIPP committee will be going through the financial plan in detail on
behalf of the governing body.

What are the likely impacts and/or implications?

Successful delivery of this plan will advance the CCGs Strategic Plan for
improving healthcare and ensuring system resilience

Delivery of this plan is outside NHS Business rules and as such is likely to
incur significant national attention

How does this link to the Annual Business Plan?

It is the Annual Business Plan

What are the potential conflicts of interest?

The GP Development Scheme and referral variation project which
have already been previously agreed and are continued
implementation of existing plans. Members may also be conflicted
over the Prescribing Plan.

Where has this report been previously discussed?

Different elements at

Governing Body (e,g. Businness Cases)
Governing Body pre-board

Director’s meetings

QIPP committee

Economy-wide programme boards
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1.0
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1.4.

2.0

2.1

3.0

3.1

Draft Operational Plan
Purpose

The operational plan describes the work planned in the coming year by
the executive team to deliver the CCG’s strategic plan and strategic
objectives.

The draft plan attached is that which was submitted on the 27
February to NHS England. The final plan will be submitted on the 8"
April 2015. It is important the Governing Body have a chance to
comment and provide advice on the final draft prior to the final
submission.

The Governing Body have been involved in shaping the plan directly
through pre-board sessions on the January 13" and February 10™ as
well as in discussions of elements at for example Quality & Provider
Committee, and QIPP committee.

The Governing Body should also be reminded that a plan is only as
good as the day it is written and continual adjustments will be required
throughout the year.

Public Involvement

The CCG consulted widely on its strategic plan and is engaged in
continual discussions of elements of this plan with various groups,
members of the public and public representatives. If any significant
service changes arise from this plan they will need to be consulted on
in due course, and the CCG will follow its consultation on public
engagement and consultation. One example is our patient panel
supported the idea of encouraging people to quit smoking prior to
surgery and we are about to consult on this idea.

Further Work

During March there are three primary elements that need further
development. Governing Body may want to advise on others.

a) Given the attention from NHS England, further work on contract
negotiation (final sign-off moved back to March 30") and next stage
resourcing of the transformation programme there will be further
work on the accompanying financial plan
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4.0

4.1

4.2

4.3

5.0

5.1

b) Strengthening certain areas of the plan following feedback from
partners, NHS England and the Governing Body. This will include
further refinement as quick changes within the Stockport Together
context are further refined and tested during March.

c) Strengthening the monitoring arrangements including developing
benefits trajectories and inclusion of more detailed outcomes
trajectories within the text.

Delivery Risks

Local System Ownership. The Governing Body will already be aware
of the challenge we face in ensuring full membership engagement with
and ownership of the strategy and as such these plans. This is an on-
going challenge and will not be satisfactorily resolved in time for this
year’s submission. However during the next 3-4 months it is essential
that the issue is addressed more fully. Without increased engagement
and ownership significant aspects of this plan are at risk.

The delivery of our plan is also closely linked to contract negotiations
and the Stockport Together transformation programmes. The timing is
not ideal and there is more work to be done before this can be said to
fully reflect agreements in detail. However, the direction of travel is
agreed and this is already reflected in a shared and agreed activity
plan for example. The executive will continue to work on further
alignment and understanding in March to mitigate this risk.

External System Ownership. As instructed by the Governing Body
this plan is based on a £250,000 surplus as opposed to the business
rule requirement of £4.2m. In order to deliver even this we have had to
sacrifice some transitional resources. However, we are under constant
pressure to review further our position and degree of ambition.

Delivery Capability. This plan is significant in scale and is focussed on
this year stabilising the system and putting in place the essential
building blocks for major reform. The capability and capacity required is
not currently in the system. We had intended to put aside some funding
for transitional resources but given the requirement from the Governing
Body to deliver breakeven these are not currently in the plan. Further
alignment of CCG clinical leadership and staff will be required to try
and address this gap. However, given reductions on running costs
doing this will mean the CCG living with greater risk on business as
usual processes. The executive are in the process of reviewing this.

Key Features of the Plan
The following should be noted:

e The plan as is described sets out to meet all the NHS England
planning guidance deliverables. The Governing Body are asked
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to note that whilst most of these do not have investment
requirements, they do require considerable organisational
capacity. A steer on operational priorities might be useful.

e The current plan does not include any service cuts. However,
there are a number of threshold and effective use of resource
policies within the QIPP plans including slowing introduction of
NICE guidance, limiting ear suction, the aforementioned
smoking policy and fitness for surgery. Areas such as Wet AMD
are also under consideration again.

e The QIPP element of the plan assumes no additional planned or
elective growth in the system and 1% reduction in non-elective
activity. Given the years of growth this is a substantial challenge
in its own right but essential to stabilise the system. However, it
is a more realistic starting position than previous years.

e The bulk of our QIPP plan but not all is within the Stockport
Together programmes and is therefore based on system
agreement rather than purely a CCG view.

6.0 Summary
6.1 This plan is designed to deliver the twin objectives of:
e A sustainable healthcare system during 2015-16, and
e Establishment of the major building blocks of significant system
transformation
Given the challenges facing NHS Stockport and our partners there is
considerable risk attached to delivery of these objectives.
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1. Introduction






Our 5 Year Plans

1. Our Vision for Stockport

With our partners across the health and social care economy of
Stockport, our vision is to provide a truly joined up, high quality,
sustainable, modern and accessible health and care system. We have
collectively agreed to describe this reform under the banner of
Stockport Together.

Preventing disease or the impact of disease will be core to our
services. When ill or experiencing one or more conditions the local
services will work together with people to help them remain at home
and independent without requiring a visit to or stay in hospital or
residential care.

The effective use of technology and data will help us to understand
people and their health and care needs better and to provide the right
advice and support to help them stay healthy for as long as possible.

As a result of this work, people will be less likely to die young of
treatable disease adding 1,000 years of life to the population of
Stockport over the next five years, reducing health inequalities in the
borough.
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. Our Strategic Aims

Transform the experience of children and adults with long-term and
complex physical and mental health conditions

Increase the clinical cost effectiveness of elective treatment and
prescribing

Ensure better prevention and early identification of disease leading to
reduced inequalities and improved mortality

Improve the quality, safety and performance of local services in line
with national and local expectations

Create a more sustainable primary care led and less hospitalised
health care system

. Our Strategic Objectives

Reduce unplanned hospitalisation

Improve the health related quality of life for people with long-term
conditions to best in class

Improve access to mental health services, including psychological
therapy and extending young people’s services up to the age of 25
Improve the efficiency of the elective system, including outpatients
Reduce the number of avoidable hospital deaths

Increase patient satisfaction with all services to the top quartile
Reduce the number of years of life lost to causes amenable to
healthcare by 1,000 over 5 years

Narrow the gap in life expectancy across Stockport to single figures
over 5 years
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CCG Strategic Aims CCG Strategic Objectives Change Programmes / Interventions System Success Criteria

Transform the
experience of adults
and children with
long-term and
complex conditions.

Increase the clinical
cost-effectiveness of

elective treatment and

prescribing.

Improve the quality,
safety and
performance of local
services in line with
local and national
expectations.

Ensure better
prevention and early
identification of
disease leading to
reduced inequalities.

1. To reduce unplanned hospitalisation of
adults and children (admissions and bed
days).

2. To improve the health related quality of life
with people with long-term conditions to best
in class.

3. To improve access to mental health
services including IAPT take-up to 15% &
provide services for young people to 25

4. To improve the efficiency of the elective
system including outpatients by up to 30%.

5. To reduce the number of avoidable hospital
deaths.

6. To increase patient satisfaction with all
services to top quatrtile.

7. To reduce the years of life lost to causes
amenable to health care by 1,000.

8. To narrow the gap in life expectancy across
the borough to single figures.

Urgent Care

The goal of this major programme of work is to improve the way urgent
presentation is handled; improving value for money, performance and
the speed by which people are stabilised.
Change Projects:

+ Single Point of Access to urgent care

» Safe and Sober

* Ambulatory Care Sensitive Pathways

* In-Reach Services
Full alignment of discharge processes, diagnostic capacity , and mental
health escalation will be essential business-as-usual improvements.

Proactive Care

The goal of this major programme is to reduce the number of people
presenting with a real or perceived urgent need. The focus is on
integrated, proactive and anticipatory care.
Change Projects:

+ Care Planning

» Proactive Care Home Support

+ Falls Prevention Service

» End of Life Care

* Integrated Care Teams

* Intermediate Tier

» Patient Education

» Remodelled General Practice

Parity of Esteem
This is not a major programme of reform but is a significant expansion
and improvement in the quality of and access to mental health services.
It will in turn support other programmes through: IAPT expansion,
CAMHS Improvement, Dementia Care, ADHD and ASD, Severe Mental
Health, RAID, Winterbourne View, Personal Health Budgets.
Planned Care

The goal of this major programme is improved efficiency and value for
money of the elective care system,.
Change Projects:

» EUR Compliance
EUR Expansion
Optimising Pathways
GP referrals
Value for Money Re-procurements

New Models of Care
This programme looks to improve the way in which care is delivered in
Stockport by developing a collaborative health and care system putting
patients at the heart of service configuration. Projects include Multi-
Speciality Community Provider; Co-commissioning; Healthier Together;
Estates; and Workforce.

Quality
This is more a focus on the continual improvement of standards and
business-as-usual rather than system change. It includes work on a
number of interventions collectively designed to improve safety and
patient experience: Francis, Berwick, Keogh & Winterbourne; Harm-free
care; Cancer; Accountability Framework; Mental Capacity; Patient
Experience; NICE; Patient Choice; Prescribing; and Research.

Prevention & Empowerment
This is a major programme focused on preventing ill health developing
and has a particular emphasis on the health literacy of the population.
Change Projects: Health Chats; Lifestyles; Immunisation &
Vaccination; Screening Uptake; Know Your Numbers.

Success will be measured as follows:

* No provider under enhanced regulatory
scrutiny due to performance regime

» All constitutional requirements always met

« Patient experience in all areas in top

quartile

» Change in spending profile as described

+ 1,000 fewer potential years of life lost

* Health inequalities gap down to single
figures

« All partner organisations with financial
surplus in 2018-19.

System Governance

Overseen through following
arrangements:

The Health & Wellbeing Board sign-off
plans.

« Named organisation project
accountability

Major work programmes are led and

overseen by jointly constituted programme

boards including lay members and

dedicated change team.

System Values & Principles

In the way we work together we will:

o Be obsessed by quality with a strong
focus on continual improvement, putting
patients at the heart of all our decisions

« Improve outcomes by actively promoting
prevention and anticipatory care

o Drive value for the public by looking for
the best outcomes for every pound spent

o Manage risks and benefits so as not to
damage the sustainability of services for
the public

o Hold each other to account in a
transparent, constructive and supportive
spirit

2 2 Stockport Health Leaders meet monthly to
2 2 oversee implementation supported by:
< = o Fulland proper public consultation on
'q_‘i £ changes
c U‘% o Economy appointed PMO director and
2 = office

o
ESGc
2 o
= .

« Digital Services to the Population * Integrated Records ¢

This is a major programme focused on harnessing technology to enable major changes to the Health & Social Care system.
Change Projects:





Our Approach

1. NHS Stockport CCG Operational Plan

As stated before, with our partners across the health and social care
economy of Stockport, our vision is to provide a truly joined up, high
quality, sustainable, modern and accessible health and care system.
Working with our partners we are developing economy wide plans to
deliver this vision (link to final Vision Decision Document/Blueprint).

Within this vision NHS Stockport CCG has to review and revise its own
operational plan to meet NHS England’s planning requirements. This
narrative, along with activity and finance submissions and the updated
plan on a page forms the 2015/16 revision of the operational plan.

Our operational plan will support Stockport Together - the economy
wide transformation programmes on Prevention & Empowerment,
Proactive Care, Urgent Care and Planned Care and includes aspects
of work being undertaken with our partner organisations. It also
includes programmes specific to the CCG that both meet our statutory
NHS requirements and further support the work of the four
transformation programmes.

2. Our Approach

In 2015/16 the vast majority of our work will be focused on setting the
foundations for major transformational change across the entirety of the
Stockport health and care economy, moving from a reactive system that
treats illness to a proactive approach to preventing and actively managing ill
health. Alongside this we will be driving forward the development of a new
model of care as described in the Five Year Forward View.

Our operational plan sets out what we will do to deliver our part of this
change over the next year.

NHS
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3. Assumptions

Over the next year, we assume that growth in demand for services will
be around 3%:

» 2.4% growth in demand for urgent care
+ 3.5% growth in out-patient demand
» 3.1% growth in elective care.

Given the financial challenges of the NHS and our long-term desire
to deliver more care outside hospital this plan takes the first steps in
ensuring we do not put anymore growth into the system and thus keep
hospital activity in 2015/16 at the levels of 2014/15

For full detail on activity forecasts, please see appendix 1.
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In 2014 NHS Stockport CCG consulted with local people, clinicians Over the first year of our Strategic Plan we have seen significant
and partners to develop its 5 year Strategic Plan for health in progress in a number of areas, including:
Stockport.

* an End of Life Care pilot which successfully tripled the
Our Operational Plan sets out the detail of how we will achieve our percentage of patients (from 30-90%) who were able to die in
strategic goals through our 8 major change initiatives: the place of their choosing;

+ piloted an integrated team managing complex care needs
* anew Stockport health and care app for mobile phones;

@ Unscheduled Care now Urgent Care « a successful hypertension campaign which saw 1,794 people
tested and over a third referred to their GP for further action;
9 Proactive Care + tailored Care Plans for ¢ 4,500 people with multiple healthcare
needs to better manage their conditions (2% of over 18s);
Parity of Esteem * we started training health and social care staff across Stockport

to have Health Chats supporting healthy lifestyle changes;
* ran a COPD awareness campaign, testing the ‘lung age ‘of

@ Elective Care now Planned Care around 1,000 residents:
» developed a system to improve the quality of referrals;
e Acute Sector Reform now New Models of Care + reviewed 11 out-patient clinics and 27 pathways, resulting in the
_ discharge of just over 1,000 patients from secondary care;
O Quality + increased local access to IAPT services from just 8% to the
national standard of 15%
0 Prevention & Empowerment + extended access to CAMHS services from 16-18 years
* 4,098 Stockport residents took part in the Greater Manchester
@ Information Technology Healthier Together Consultation on acute service reconfiguration

+ piloted the NWAS Pathfinder Service

* invested £878,000 in a new community IV service and £772,000
The Operational Plan is refreshed each year to note progress and in Rapid Response services to support people out of hospital.
reflect any new requirements or changing situations.
In light of these achievements and new requirements from the NHS
While the content of most programmes remains the same, the order of agreed nationally, this document sets out our continued programme
these projects has been amended to fit with cross-Stockport plans. of change for the next year — 1 April 2015 — 31 March 2016.
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In December 2014, NHS England issued new planning guidance, NHS England Plans CCG Initiative

including a range of new challenges for CCGs. This challenge Innovative use of technology
compliments the CCG’s direction of travel and has been absorbed into :
our existing plans: Online records Technology

Digital mental health
NHS England Plans CCG Initiative - .
Remote and assistive technologies

Improved Care

Place-Based Commissioning

Early diagnosis for cancer Prevention - .
y €129 Co-commissioning primary care New Models of Care

Centres of excellence for trauma, New Models of Care

stroke and some surgery Specialist services

A Modern Health & Care Workforce

New Congenital Heart Disease Quality

standards Workforce Race Equality Standard New Models of Care
Improved antibiotic prescribing Planned Care Workforce development

New plans to tackle sepsis & kidney Quality Alcohol, smoking and obesity

injury interventions for staff

Empowering Patients Active travel schemes

More Patient Choice on how and Quality Nursing and Midwifery Revalidation

where care is received - .
Achieving Parity for Mental Health

Improved access for vulnerable people i
P peop Increase mental health funding

Mental Capacity Act Quality New access targets

Better access to patient records online | Technology Learning disability care outside hospital

New Models of Care
W Personal Health Budgets

Emergency Care Networks by April Urgent Care .
gency yap J Integrated education, health & care

Enhanced health in care homes Proactive Care plans for children with SENs 8
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1. Constitutional Targets NHS standard Target | Q3 Change
Programme

The CCG aims to ensure that local patients benefit from the best Cancer waits 93% 95.5%
quality care, meeting and surpassing targets set out in the NHS (2 wks) 93% 98.4%
Constitution. Within the CCG performance on these targets is :

monitored monthly by the Governing Body, and the CCG’s Quality Cancer waits 96% 98.6% @
Committee. The local SRG works with service providers to develop (31 days) 94% 98.8%
improvement plans. Where issues are sustained contractual measures 98% 100%

may be used, including financial penalties. Similarly, performance 94% 100%

indicators and financial incentives are used to prioritise key areas for Cancer waits 85% 755% @
local people. The improvement programmes set out in this plan are (62 days) 90% 97.2%
also aimed to reduce demand on services and improve capacity to | health 0 98.3%
deliver high quality care, see colour-coded reference in final column. Mental healt 95% 270

52 week waits 0 0 [
It should be noted that the figures below refer to all Stockport patients, : : 0 °
whether seen at Stockport FT or other local hospitals. Mixed Sex accommodation 0

Urgent ops cancelled twice 0 0 [
NHS standards C-Difficile 69 62 o

Programme MRSA 0 5 °
A&E waits 95% 90.2%
0 0 It is evident from the data above that there are three areas where we
will need to undertake major improvement work:

Category A ambulance calls 75% 69.6% @ . ARE waits J P

0, 0]
;gojo ;égoﬁ’ - Category A Ambulance Calls
0 3% « Cancer 62 day waits
Referral to Treatment times* 90% 91.1% o More detail on these improvement plans can be seen over the page.

95% 92.1% . .
920/2 93 1(y2 * Although RTT has gone red, this is as a result of the nationally planned
' backlog reduction programme and we expect performance to return to
Diagnostic waiting times 09%, 979% 0 @O normal in 2015/16. Similarly, we expect MRSA to return to planned levels in
2015/16. 10
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2. ED Analysis

Stockport’s Systems Resilience Group has strong links to the Greater
Manchester infrastructure at both provider and commissioner levels.

2.1 Benchmarking

+ ED attendance rates in Stockport are average, but have seen an
increase of 5.8% in 2014/15

» average Delayed Transfer of Care rate of 10.2 in 2014-15 (2.8% of
beds)

+ Patient Satisfaction with access is higher than the GM average

* We have 26.7 intermediate care beds per 100,000 population —
higher than the national average of 26.

2.1 Acute Sector

Phase 1 & Phase 2 improvement plans have been implemented:
* Piloting Community In-reach team

» 7 day working for Stroke and Cardiology

* Specialty in-reach

» See and Treat has been implemented for minors.

* GP Pathfinder has been re-located to the ED,

» Additional ANPs,

« Ambulatory Care Unit,

+ Clinical Decision Unit.

2.3 Primary / Community Position

Over the past 12 months we have delivered:

+ 25 additional community beds

+ 3,868 IV Therapy treatments,

* 1,000 deflected admissions through Pathfinder scheme

+ cessation of all half day closing

+ doubled the national extended opening hours requirement
* 2% of population (6,000) with care plans

NHS

Stockport
Clinical Commissioning Group

2.4 Recruitment
* A&E consultant posts remain vacant.
* Nursing has not been at full establishment.

2.5 Assessment & Discharge Processes

» Current processes for assessment and discharge require
improvement and to shift from “push” to “pull” systems

+ Pathways / knowledge of community services & alternatives to
admission are not consistently applied / understood across the
system

+ Patient choice remains the single biggest factor in DTOC (40%).

2.6 Funding

» The South Sector of Greater Manchester is acknowledged as a
challenged health economy with a structural deficit

* Prioritising transformation will impact on 1-2 year financial positions.

2.7 What has happened in Stockport?

+ It was not about increased attendances although these are higher
than last year

* It was not about inappropriate use of A&E (although there are still
examples of this)

It was about frail, elderly admissions with respiratory conditions

* These patients had a significantly longer length of stay and are less
likely to be “simple” discharges

» The slowing of discharge rate out of the hospital manifested in
patients waiting in ED for beds and blocking the department

* There is an inverse relationship between bed occupancy and
performance.

11
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3. ED Recovery Plan

. 3.4 Medium Term Plans
Stockport’s Systems Resilience Group has developed a number of

schemes to support improvement in the ED position and achieve
the national targets. The format of plans has been developed in light
of the Keogh review and will be used over the next year to create a
robust Urgent and Emergency Care Network.

The next step will be through Stockport’s economy-wide transformation
plan, which aims to transform our health and social care system into a
proactive model supporting wellbeing, rather than a reactive system
that responds to ill-health.

3.1 SFT Phase lll plan for Urgent Care. This plan consists of 4 main work streams , managed by an economy

) owned Portfolio Management Office:
Phase three will focus on:

» Discharge .
* acute medicine streaming .
» Elderly care .
* and 7 day service models.

Prevention & Empowerment (supporting long term impact)
Proactive Care (impacting in 15/16 through our BCF plan)

Urgent Care (developing a Single Point of Access for urgent care
and coordinating Integrated discharge)

. . » Planned Care (supporting routine electives).

3.2 Review of Intermediate Care
More detail on the four main transformational programmes can be

Capacity mapping has already been completed. We are now found in section three — Taking Forward New Models of Care.

undertaking a Utilisation Management Team review, This will look at
around 200 patient journeys and make recommendations based on
lessons learned. Actions from the review will be implemented over
2015-16.

3.3 Perfect Week
The Systems Resilience Group plans for Easter 2015 incorporate

an economy “perfect week” aligned with the four day bank holiday
and start of Quarter 1.

12
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4. Cancer

The Stockport economy consistently delivers the majority of cancer
standards. The only exception to this has been the 62 day target.
Performance will be improved by:

* Adopting a new clearer access policy which better enables
patients’ individual circumstances and preferences to be
considered

» Additional capacity to individually manage patient pathways

* Implementation of Greater Manchester approved pathways

* Animprovement review of our highest risk pathways: typically
these are where there are the greatest number of providers
involved in delivering care and treatment.

5. Ambulance Calls

The figures reported are for the North West Ambulance Service
(NWAS) across the whole of the North West. In general, the
response rates in the Stockport area are slightly lower than the North
West rates.

Work has been undertaken with NWAS to improve performance on
Category A Ambulance call response times.

To date, NWAS have improved their recruitment position and are
looking at new training courses for staff . However, it should be noted
that this is an issue of growing demand stretching capacity and of
what is affordable to commissioners.
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Parity of Esteem is a CCG initiative, rather than an
economy-wide programme of change.

The goal of this work is to expand and improve in the quality
of and access to mental health services. It will in turn support
other programmes.

The CCG operational plan describes:

* How this will help us deliver our CCG Strategic Objectives set
out in our Strategic Plan 2014-19.

* How we will meet new NHS targets around access to mental
health services

* The impact of these on activity levels during 2015-16

Contribution to Delivering our Strategic Plan

The Parity of Esteem programme of work will contribute
specifically to the delivery of 3 of our 5 Strategic Aims:

NHS

Stockport
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In doing so, it will support the following specific objectives:

ok wnNE

10.

Maintain IAPT access at 15% by and deliver

50% recovery rates in IAPT services

6 week RTT rates for 75% of IAPT patients by April 16
18 week RTT rates for 95% of IAPT patients by April 16
A further 3% improvement in dementia diagnosis rates
Effective levels of liaison psychiatry in hospital and
community crisis care

Extend CAMHSs services to the age of 18 years

Work with the local authority for the continued
implementation of Children and Families Act 2014
Establish a local ASD and ADHD diagnosis services for
adults

Work to reduce life expectancy gap for people with severe
mental illness

Projects to Deliver Change

During 2015-2016 the following projects will be undertaken to
support this direction of travel

1. Long-term and complex conditions
3. Prevention and early identification of disease

5. Primary care led system

Improving Access to Psychological Therapies (IAPT)
Children & Adolescent Mental Health Services (CAMHS)
Autistic Spectrum Disorder (ASD) & ADHD

Dementia Care

Mental Health Liaison / RAID, including Crisis Care
Severe and Enduring Mental Health

Winterbourne View

Personal Health Budgets

ONoOOGORWDNE





Project 1: IAPT Project

Mark Chidgey
Gina Evans

Senior Responsible Officer:
Project Lead:

1.1 Overview

Investment in year one means we are on track to meet our 15% IAPT
access target by the end of March 2015. The next step is to work with
our IAPT providers to redress the proportionate access to Step 2 and
Step 3 treatments as historically there has been greater demand for
Step 3 treatments.

Emphasis will be on the principles on early recognition and timely

access to all treatments. Over 2015/16 the CCG will begin to work with
Providers on the new Referral to Treatment targets for IAPT.

1.2 Access Trajectory

Date Number of patients accessing IAPT
April 2014 5,500
December 2015 6,170
March 2016 6,500

1.3 Milestones

#

o o BN

Milestone Deadline
Commission 415 additional Step 2 treatments with Stockport Mar 15
Psychological Well-being Services
Commission 150 additional counselling session with Beacon Mar 15
Q4 2014/15 target of 3.75% access 31/03/15
Pennine Insight Tool analysis 01/03/15
Referral to Treatment Time Audit Apr 15
10 Shift focus of provision from xx% Step 3 — xx% Step 2 to 70% Step 2 - Mar 16
30% Step 3
11 6 week RTT for 75% of IAPT patients Mar 16
12 18 week RTT for 95% of IAPT patients Mar 16

1.4 Outcomes

*  75% of patients treated within 6 weeks of IAPT referral
*  95% of patients treated within 18 weeks of IAPT referral
*  50% IAPT recovery rates

1.5 Risks

+ Limited funding on 2015/16 delays achievement of access targets
for Step 3 interventions

» National publicity around new waiting time targets may increase
demand for service
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Project 2: CAMHS Project

Senior Responsible Officer: Mark Chidgey
Project Lead: Alison Caven

2.1 Overview

In 2014/15 the CCG invested additional resources to extend the
diagnostic pathway for autism and the Children’s Community Learning
Disability Team (CCLDT) to accept patients up to the age of 18,
addressing a historic gap in services. In 2015/16 we will monitor the
impact of these changes on patient outcomes.

Since 12/13 there has been a 36% increase in referrals to Tier 3
CAMHS, therefore, the next year we will work with partners in the Local
Authority and Pennine Care to develop an integrated CAMHS service
bringing together tiers 2 & 3 to support early diagnosis, early
interventions, manage the demand on Tier 3 and improve access.

In addition the CCG will continue to work with LA to implement and
develop integrated education, health and care plans for children with
Special Education Needs.

2.2 Access Trajectory

* Reduce referral to diagnosis for ASD from 12 months (2014) — 3
months

* Reduce Tier 3 CAMHS waiting times from 17 weeks — 4 weeks

* Increased level of early diagnosis & intervention

2.3 Risks

» Limited funding on 2015/16 delays achievement of access targets
+ Failure to work effectively with Local Authority creates bottlenecks in

pathways

2.4 Milestones

#

0 N o o B~ W N P

Milestone

Extend autism diagnosis service for patients up to the age of 18
Extend CCLDT for children and young people up to the age of 18
Assess outcomes of new transitional arrangements

Commission integrated CAMHS service

Monitor outcomes as a result of integrated service

Monitor impact on access levels as a result of integrated service
Develop integrated education health and care plans for SEN children

Monitor outcomes as a result of integrated plans

Deadline

Mar 15
Mar 15
Mar 16
Mar 16
Mar 17
Mar 17
Mar 16
Mar 17
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Project 3: ASD & ADHD Project 3.3 Risks

Senior Responsible Officer: Mark Chidgey + Limited funding on 2015/16 delays achievement of access targets

Project Lead: Gina Evans » Failure to identify age-appropriate accommodation delays launch of
adult ASD service

3.1 Overview » Sending adults out of area for ASD diagnostics while investment is

delayed increases cost of service in-year

In 2014/15 the CCG invested additional resources to extend the
diagnostic pathway for autism to accept patients up to the age of 18,
addressing an historic gap in services. In 2015/16 we will monitor the

impact of these changes on patient outcomes. 3.4 Milestones

In year 2 the CCG planned to develop local diagnostic facilities for i SMilestone Deadline

adults with ASD & ADHD, who currently have to travel out of area for

diagnostic assessments and follow-up reviews. 1 Extend autism contract for patients up to the age of 18 Mar 15

3.2 2 Appoint ASD care coordinator Mar 15

Outcomes 3 Appoint ASD pathway administrator Mar 15

. Reduce Autism waiting times from 12 months (2014) — 3 months 4  Waiting list initiative to remove backlog of ASD cases Mar 16

*  Adult autism diagnosis within 3 months of referral 5 Reduce waiting times for children with autism Mar 16

' Adult ASD/ADHD Service procured by June 2016 6 Implement ASD monitoring and tracking system Mar 16
7 Commission local ASD & ADHD diagnostic service for adults June 16
9 Ensure that adults referred for an ASD diagnosis receive a final Sept 16

diagnosis from a locally based service within 3 months of referral
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Project 4: Dementia Care Project

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Nicole Alkemade

4.1 Overview

An early identification project was undertaken in Stockport in 2014/15,
including CQUIN incentives for diagnosis in the local acute trust. We
will continue to improve dementia diagnosis rates beyond the national
target of 67%, including regular dementia reviews in primary care.

Work is also underway to improve dementia support in care homes
through the development of an in reach service. The dementia End of
Life Care project includes significant support for patients with dementia
and their carers. This work links into the wider End of Life Care project
under Proactive Care.

Over 2015/16 work will be undertaken to ensure that providers are
supported to ensure full application of the Mental Capacity Act with
respect of all patients, including those with dementia. This will include
Greater Manchester funded training roll-out for hospital staff and GP
Master classes.

Alocal Dementia Road Map is also under development for 2015/16, as
well as a revision of the care pathway for people diagnosed with
vascular dementia.

Economy-wide, a Dementia Action Alliance is being developed to
improve the coordination of care across services.

4.2 Outcomes

* Increase percentage of dementia patients enabled to live at home

* Increase number of people receiving adequate information and advice
* Increase percentage of people accessing post-diagnostic support

+ Decrease anti-psychotic prescribing for people with dementia

* Increase quality of care in care homes

Year Mar 12 Mar 13 Mar 14 Mar 15

Dementia Diagnosis Rate 42% 53.3% 62.5% 70%
4.3 Risks

» Limited funding in 2015/16 delays achievement of targets

4.4 Milestones

# Milestone Deadline
1 Dementia early identification programme Mar 15
2 67% dementia diagnosis rate Mar 15
3 Assess providers’ training capacity on Mental Capacity Act May 15
4 MCA training for providers (including GP Master class) Mar 16
5 Recruit dementia liaison for care homes Jun 15
6 Develop Dementia Road Map Sept 15
7 Review vascular dementia care pathway Mar 16
8 Develop Dementia Action Alliance Mar 16
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Project 5: Mental Health Liaison / RAID (including Crisis
Care)

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Gina Evans

5.1 Overview

The CCG supported a CQUIN project to both develop and implement a
mental health liaison service at the local Acute trust, covering older
people’s acute wards, the emergency department and people
presenting with substance misuse problems. This is in addition to the
existing outpatient liaison service supporting hospital discharges. The
intention is for this to be funded primarily through the Better Care Fund
in 2015/16.

Stockport is signed up to the Greater Manchester Crisis Concordat

Declaration. @

Microsoft Word
Document

A detailed action plan relating to Stockport

will be developed by April 2015, building on existing

access to 24/7 mental health and crisis care via RAID, the Access and
Crisis Team, Home Treatment Team (9am-9pm) and continued liaison
with police and other emergency responses.

The action plan will also consider implementing Street Triage to support
police working with mental health problems in the community.

5.2 Outcomes

* 95% of patients on older people’s wards have access to RAID
within 24 hours

* 95% of ED patients have access to Rapid Assessment Interface &
Discharge (RAID) within 4 hours

* 95% of patients presenting with substance misuse problems have
access to RAID within 4 hours

5.3 Risks

+ Limited funding on 2015/16 halts recurrent investment in RAID

» Contract negotiations fails to agree a continuation of RAID funded
through CQUIN

» Lack of funding delays implementation of street triage plans

5.4 Milestones

# Milestone Deadline
1 Agree to fund RAID through CQUIN in Pennine care FT contract Apr 15
2 Bid to GM for £100,000 Mental Health resilience funding Jan. 15
3 Sign up to Greater Manchester Crisis Concordat Dec 14
4  Develop Stockport Crisis action plan Apr 15
5 Assess potential for street triage support for police Apr 16
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Project 6: Severe & Enduring Mental Health Project

Senior Responsible Officer: Mark Chidgey
Project Lead: Gina Evans

6.1 Overview

People with severe mental iliness face a gap in life expectancy of
around 20 years. To reduce this health inequality the CCG will work with
mental health service providers to ensure that the physical health needs
of patients with severe mental illness are well treated, including regular
physical health checks, improved monitoring of lifestyle choices, and on
going reviews of the side-effects of medication on physical health to
ensure that the impact on health is minimised.

We will also use our new co-commissioning role to promote the mental
illness health checks QOF in Primary Care and support our member
practices with GP Master classes covering parity of esteem.

Over 2015/16 the CCG will work with providers on the new referral to
treatment targets for first episode psychosis.

6.2 Risks

* Delay in national guidance on RTT for first episode psychosis
parameters

* Mental iliness reduces uptake of lifestyle services

* Level 2 co-commissioning not sufficient to influence QOF incentives

6.3 Outcomes

Reduction in life expectancy gap for people with severe mental

illness

Improvement in Pennine monitoring of lifestyle choices
Increase in Pennine referrals to lifestyle services
Increase in GP mental iliness health checks

Increase in patient satisfaction among people with mental illness

50% of referral to treatment achieved within 2 weeks for 1st
episode psychosis by April 2016

6.4 Milestones

# Milestone

© N o o b w N

Include KPIs in mental health provider contracts to undertake physical
health checks

Reviews of medication side effects impacting on physical health
Increased monitoring of lifestyle choices

Increased referrals to lifestyle services

GP Master classes

Promote mental illness health checks QOF

Psychosis action plan developed with Pennine Care

2 week referral to treatment for 50% first episode psychosis

Deadline

Apr 15

Apr 15
Apr 16
Apr 16
Apr 16
Apr 16
Jun 15
Apr 16
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Project 7: Winterbourne View Project

Senior Responsible Officer: Mark Chidgey
Project Lead: Gina Evans

7.1 Overview

In light of the Winterbourne View report, work is underway to ensure
that people with learning disabilities are protected from harm and
increasingly treated in a community setting. We have developed a joint
action plan with Stockport Council to deliver improvements outlined in
the Winterbourne View Concordat. A register of LD in-patients is
maintained and work is undertaken with providers to support discharge
into the community.

To support these discharges into the community care and treatments
plans are being developed for all in-patients to facilitate discharge. We
are using section 75 pooled budget to increase specialist capacity in the
LD community team, including psychiatry, psychology, SALT, nurses
and social workers. We are working with Council partners to review all
social care out of area placements. And as part of our Better Care
Fund, we are investing in LD stability services, with the development of
a property at Heyes Court.

People with learning disabilities also face a gap in life expectancy of
around 20 years. To reduce this health inequality the CCG will work with
service providers to ensure that the physical health needs of patients
are well treated, including regular physical health checks. We will
monitor access to healthcare and lifestyle services and support GPs to
improve referrals. We will also support our member practices with GP
Master classes covering parity of esteem.

7.2 Outcomes

* Reduction in life expectancy gap for people with LD

* Increase in LD referrals to lifestyle services

* Increase in LD health checks

* Increase in patient satisfaction among people with LDs

* Reduction in LD inpatient numbers from 5 (2014) to 2 (2015) to O

December 15
7.3 Risks

» Risk aversion in acute teams delays discharge to community
services

7.4 Milestones
# Milestone

1 Deliver local Winterbourne View action plan

2 Use section 75 pooled budget to increase specialist capacity in the LD
community team

3 Heys Court development

4  Review and reduce LD in-patient numbers

5 Complete care and treatment reviews on all in-patients.

6 Review all social care out of area placements

7 GP Master classes

8 Promote mental LD checks QOF

9 Increased monitoring of access to lifestyle services

10 Increased referrals to lifestyle services

Deadline

Apr 16
Apr 15

Apr 16
Mar 15
Dec 14
Apr 16
Apr 16
Apr 16
Apr 16

Apr 16
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Project 8: Personal Health Budgets Project

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Gina Evans & Sue Brett

8.1 Overview

Since October 2014 families children and young people receiving
Continuing Healthcare Care have had the right to request a Personal
Health Budget. To date, 18 Stockport residents are in receipt of a
personal health budget.

Over 2015/16 and 2016/17 further communications work will be
undertaken to ensure local patients are aware of their right to request
a personal health budget. We will also work with our local partners to
review and update current policies on Personal Budgets.

The CCG is part of a Mental Health demonstrator site for personal
health budgets. A process has been developed, working with
providers to identify potential clients and provide evidence to shape
NHS England policy on personal mental health budgets. This work
will be further developed to strengthen existing joint health and social
care budgets.

The CCG is working with the Local Authority to implement the
Children and Families Act 2014. A key part of this policy is offering
personal health budgets to support children and young people’s
Education, Health and Care Plan.

8.2 Outcomes

* 5% increase in personal health budget uptake for CHC
* 4 Personal Mental Health Budgets by end of pilot
*  SEND reforms fully implemented

8.3 Risks

+ Potential risk of individuals using up their budget before the end of
the financial year

» Block contract with Pennine would create double payments, where
individuals choose to use their budget in another way

8.4 Milestones

# Milestones Deadline
1 Mental Health Demonstrator Site to identify most complex groups Jun 14
2 Implement SEND Reforms Mar 15
3 Develop CCG Personal Health Budgets policy Mar 16
4  Support 4 mental health Personal Health Budgets Mar 16
5 Personal Health Budgets Information Campaign Mar 16
6 Review & improve Joint Health & Social Care Budget proposals Mar 17

agreed with Council
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In doing so it will contribute to the following specific
objectives:

. Year on year reduction in incidents resulting in harm

. 5% improvement in medication error reporting

. 100% compliance with safe staffing levels

. Patient Satisfaction levels in the 80th percentile across all
services

. Year on year increase in positive staff experience

. Year on year increase in patient health outcomes

Projects to Deliver Change in 2015-16

The CCG operational plan describes:
During 2015-2016 the following projects will be undertaken
* How this will help us deliver our CCG Strategic Objectives supportive of this direction of travel:
set out in our Strategic Plan 2014-19.
* How we will meet NHS targets around service quality
+ The impact of these on activity levels during 2015-16

Francis, Berwick & Winterbourne
Harm-Free Care

Early diagnosis and one-year tracking for Cancer
Accountability & Assurance Framework
Mental Capacity Act

Clinical Effectiveness

Positive Patient Experience

NICE Guidance

. Choice

10. Prescribing Quality

11.Research & Innovation

Contribution to Delivering our Strategic Plan

The Parity of Esteem programme of work will contribute
specifically to the delivery of 1 of our 5 Strategic Aims:

CoNoO~ONE

4. Improve quality, safety and performance






Project 1: Francis, Berwick and Winterbourne

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Gillian Miller

1.1 Overview

The CCGs aims and ambitions are:

* To agree a set of core values and standards across Stockport
organisations for patient care.

* To ensure the right staff with the right skills are accountable for care
in all care settings.

» To prioritise the commissioning of care for people with learning
disabilities and/or autism.

* Ensure strong application of the Mental Capacity Act

2013 was a watershed in the NHS with the publication of the Francis
review in response to the failings at the Mid Staffordshire NHS Trust.
This called for a fundamental change in the culture of the NHS to “put
patients where they are entitled to be — the first and foremost
consideration of the system and everyone who works in it”. Subsequent
key reports from Professor Sir Bruce Keogh and Professor Don Berwick
called for the NHS to “become devoted to continual learning and
improvement of patient care”.

SCCG has taken the recommendations and values and embedded
them into SCCG’s quality assurance and improvement work and is
monitored by our local Patient Safety Collaborative. Specific actions
related to patients with a learning disability can be found under the
Parity of Esteem programme.

NHS
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1.2 Outcomes

Safe and compassionate care

Stockport Quality Charter

Patient Safety Outcomes published

Increase in the number of LD patients supported in the community

el N

1.3 Risks

1. Capacity of quality team to review all outputs
2. Engagement of providers to complete standards schedule

1.4 Milestones

1 Deliver local Winterbourne View action plan Apr 16
2 Use section 75 budget to increase specialist capacity in LD team Apr 15
3 Review and reduce LD in-patient numbers Mar 15
4  Complete care and treatment reviews on all LD in-patients. Dec 14
5 Appoint CCG clinical lead for Safeguarding Adults to attend local Mar 15
safeguarding board
6  Stockport Quality Charter frames contracts in 16/17. Apr 16
7  Fund ‘train the trainer’ course on Mental Capacity Act for provider staff ~Mar 15
8 Roll out MCA training in providers and monitor uptake Apr 15
9 GP Master class on Mental Capacity Act Apr 16
10 Annual review of Board approved Quality Impact Assessment on CIP Apr 16
11 Implement Improvement Plan from Making Patient Safety Visible Apr 16
12 Safe staffing requirements in place at all providers Apr 16
13 Review of impact on health outcomes, patient satisfaction and budget Mar 17





Project 2: Harm Free Care Project

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Gillian Miller

2.1 Overview

The CCG has embedded a Quality Monitoring and Early Warning
System to monitor provider quality, identify issues and risks, and to
ensure processes are in place to make improvements. Analysis of this
data informs our on-going quality improvement plans, which will focus
primarily on locally identified issues of : Pressure ulcer reduction; TIA
pathway improvement ; HCAI reduction; Falls reduction; Hydration and
nutrition; Effective and safe discharge.

It is expected that services will operate an open and honest programme
of harm free care, aspiring to a zero harm culture; with a minimum
standard set of 95% harm free care (NHS Harm free care-safety
express 2011).

The CCG will include ‘Minimum quality standards’ in service
specifications and monitor outcomes to eliminate variations in quality of
care within Stockport.

We will use CQC inspection reports and ratings to assure ourselves of
the quality of care in Stockport. The Quality Team also uses incident
monitoring and peer review; CQUIN improvement incentives;
healthcare infection surveillance; and nursing risk reviews as tools in
our quality improvement journey.

NHS
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2.2 Outcomes

Safe staffing levels in 100% of Providers

100% of Providers evidence a zero harm culture

Duty of candour applied in 100% of provider organisations
Year on year reduction in pressure ulcers and HCAIs

Year on year reduction in incidents resulting in harm

10% reduction in the number of falls resulting in harm

5% improvement in reporting of medication errors
Effectively record and embed learning from safety incidents
Implement core ‘minimum quality standards’ for all providers

CoNOOr~WNE

2.3 Risks

Major change programmes reduce provider focus on quality

Lack of CCG capacity to review incidents

3. Lack of CCG capacity to monitor evidence of minimum standards
among all providers

4. The CIP programme may adversely affect staffing issues and

protected time.

A

2.4 Milestones

Develop core set of minimum standards May 15
2 Embed ‘minimum quality standards’ in all provider contracts July 15
3 Develop robust process to effectively record and embed learning from  July 15
safety incidents
4  Review of impact on health outcomes, patient satisfaction and budget Jan 16
5 Safe staffing requirements in place at all providers Apr 16
6 Publish quality ratings by provider on CCG website Mar 16





Project 3: Early diagnosis and one-year tracking for
Cancer

3.1 Overview

Across Greater Manchester work is being done to develop a strategy to
identify cancers earlier and to track one-year survival rates.

Different approaches are used to improve the number of cancers that

are diagnosed and treated at an earlier stage of their development, they

include:

* Raising awareness of the signs and symptoms of cancer

* Encouraging earlier presentation and advice seeking

» Training and education for professionals, in particular those working
in primary care - in awareness of signs and symptoms, in routes to
diagnosis and in building confidence in what can be a difficult
conversation with those at risk

* Improving access to diagnostic services

* Improving uptake and coverage of screening programmes for breast,
bowel and cervical cancers-in particular disadvantaged groups

» Supporting the development and implementation of tests to rule out
cancer as a prelude to diagnostic testing

3.2 Priorities

In January 2011 Improving Outcomes: A Strategy for Cancer set out
the Government’s plans to save an additional 5,000 lives per year by
2014/15. The major priorities were:

* Prevention and earlier diagnosis

* Quality of life and patient experience

* Better treatment

* Reducing inequalities

NHS
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To plan interventions and monitor progress in achieving earlier
diagnosis available data is used, in particular the use of
information to see if there are areas of GM or particular
populations who are at risk that need to be targeted. Addressing
health inequality is fundamental to the strategy and interventions
need to be tailored and adapted to ensure that these disparities
do not persist or increase in the future.

GM has a significantly higher mortality rate that England, with
four exceptions of which Stockport is one . However our breast
cancer staging appears to be worse than other areas and we are
doing work locally to investigate why.

[Mortality (All cancers) European age-standardised rate

250

Rate

England  GMSCN  NHSBolton NHSBury NMSCentral — NHS  NHS Morth NHS Oldham NHS Salford  NHS South NHS NHS  NHS Trafford NHS Wigan
Manchester Heywood, Manchester Manchester Stockport  Tameside Borough
Middleton & and Glossop
Aochdale

CCG/Region

We will continue to monitor early diagnosis and track one-year
survival through the GM Strategic Clinical Network

Information taken from ‘Early Detection of Cancer in Greater Manchester.
Report on data and intelligence’ Jo Farrington, Quality Improvement 26
Programme Lead (Cancer), Nov 2014
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Project 4: Accountability & Assurance Framework 4.2 Outcomes

. . . . 1. 100% staff trained in safeguarding
Senior Responsible Officer: Mark Chidge : :
orojont e Ste Gaskell 2. 100% staff trained in PREVENT

3. Full implementation of the Accountability & Assurance Framework.

4.1 Overview

The CCG is committed to ensuring full implementation of the NHS’s
new Accountability & Assurance Framework for vulnerable people.
Ensuring that health services are safe and supportive for our most
vulnerable patients is a top priority for the CCG, which has taken the
strategic decision to grow its safeguarding capacity at a time of cuts to

4.3 Risks

1. Lack of capacity in Safeguarding team
2. Lack of GP capacity to attend Adult Safeguarding Board
3. Focus on major reform projects impacts on quality agenda

commissioning running costs. Through our role as commissioners we 4.4 Milestones
will ensure that the health system works effectively to improve _
Deadli
outcomes for vulnerable people and promotes welfare. sllestems
Appoint CCG clinical lead for Safeguarding Adults to attend local Mar 15
We will work with our staff, service providers and GP members to safeguarding board
ensure that safeguarding training is fully rolled out and all staff working 2 Appoint Mental Capacity Act lead in CCG Mar 15
for or with the NHS to provide care are fully aware of their role in 3 _ _ _ _ Mar 16
safeguarding vulnerable adults and children, preventing neglect or AT CEEgnenST SETREUERENG Aot METEEET M EES ar
abuse, supporting victims and learning lessons from any cases. 4 All CCG staff undertaken PREVENT training Mar 15
- . . 5 i ini i Mar 15
Over 2015/16 we will include a new section on vulnerable people in our Audit of PREVENT training among providers
Joint Strategic Needs Assessment to ensure that we have a clear 6  Audit of safeguarding training among providers Mar 15
understanding of local needs and build safeguarding as a golden thread 7 ED and Community staff fully trained in Safeguarding Mar 16
throughout the planning of our major transformation programmes to
ensure a more joined-up approach across local health, social care and 8 Safe Standard clauses in all provider contracts Mar 15
educational services. 9  All CCG staff trained in updated Safeguarding Children level 1 Mar 16
Through our role on local Safeguarding Boards we will promote 10  Complete DH self-assessment tool Mar 16
partnership working to safeguard children, young people and adults at 11 Add vulnerable people section to Joint Strategic needs Assessment

risk of abuse, at both strategic and operational levels. <
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i i ; 5.2 Out
Project 5: Mental Capacity Act Project utcomes

1. 100% training in service providers on MCA

Senior Responsible Officer: ~ Mark Chidgey 2. 100% application of MCA in decision making
Project Lead: Sue Gaskell

5.3 Risks
5.1 Overview
1. Lack of capacity in Safeguarding team

The CCG will work to ensure that all of our commissioned services 2. Lack of GP capacity to attend Adult Safeguarding Board
comply with their responsibilities under the the Mental Capacity Act 3. Focus on major reform projects impacts on quality agenda
(MCA) to protect and empower individuals who may lack the mental _
capacity to make their own decisions about their care and treatment., 5.4 Milestones

with a particular focus on dementia, learning disability, brain injury and

stroke care. Appoint CCG clinical lead for Safeguarding Adults to attend local Mar 15
. . safeguarding board
We will work with our Greater Manchester colleagues to ensure that

local acute providers are complying with the MCA, commissioning a » | Alepeit eTiEy ERpeEi A6 i SE Mar 15
tailored train the trainer course to enable the roll-out of training across 3 Appoint designated Safeguarding Adult manager in CCG Mar 15
roviders.

P 4 Review of provider training on the MCA Apr 15
We will assess the capacity of the Safeguarding team to support GP 5 Add KPI to FT contract on MCA training Apr 15
Practices in applylng Dgprlvatlon of Liberty Stapdqrds (DOLS) through 6 Commission ‘train the trainer’ course for providers Apr 15

GP Master classes, in light of our new responsibilities under co-
commissioning. 7 Review of DOLS in provider checkpoints Jul 15
) o . . ) 8 Consent Audit in Providers Mar 16

We will also liaise with the Dementia, Care Homes and Learning
Disability teams to ensure that they are aware of their responsibility 9  Assess impact of co-commissioning on Safeguarding team re Mar 16
under the MCA and effectively applying DOLS. 10 GP Master classes on MCA and DOLS Mar 16
11 Ensure Nursing Homes, LD teams and Dementia services applying Apr 15

MCA
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Project 6: Clinical Effectiveness Project

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Gillian Miller

6.1 Overview

Through Schedule 6E of our contract with Stockport NHS FT we aim to
implement the 10 clinical standards for Seven Day Services by 2019,
with 5 completed over 2015/16. Our work across Greater Manchester in
Healthier Together supports this plan through the development of single
services for major trauma, acute medicine and surgery.

The quality team monitors mortality rates quarterly and ensures best
evidenced quality of care for patients using the clinical effective quality
metrics for regulating providers.

The CCG is committed to the AQUA ‘Advancing Quality’ programme
which embeds best practice care bundles, proven to improve patient
outcomes. We will support our local acute trust to deliver improvements
in sepsis, kidney injury and COPD over 2015/16.

The CCG will work with our providers to support NHS England’s new
clinical priorities for patients with kidney injury and sepsis through the
implementation of NICE Clinical Guidelines for Acute Kidney Injury and
the national report on Sepsis ‘“Time to Act’ .

We will use CQC inspection reports and ratings to assure ourselves of
the quality of care in Stockport. To support Patient Choice, regular
updates of performance will be published on the CCG’s website.

NHS
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6.2 Outcomes

7 day services by 2019

Named doctors for patient care

15% improvement in best care bundle for Sepsis patients
15% improvement in best care bundle for AKI patients

15% improvement in best care bundle for COPD patients
Year on year reduction in mortality/excess deaths in any
specialties, where Provider is an outlier

Compliance with all NICE Guidance /Quality Standards/TAs
across acute and community services

oukhwnNE

N

6.3 Risks

1. Lack of Quality Improvement capacity

2. Focus on major reform projects impacts negatively on quality
agenda

3. Lack of IT infrastructure to support quality monitoring

6.4 Milestones

1 Trusts to have undertaken the NHSIQ 7DS self-assessment tool Mar 15
2 Review of seven day service plan Apr 15
3 Implementation of Healthier Together contract variations Oct 16
2 Monitoring of best practice care bundles for Sepsis AKI and COPD April 16
3 National CQUIN monitoring regarding AKI and sepsis Aprill6
4 Local NICE guidance monitoring of AKI compliance. April 16
5 Quarterly review of progress in implementing NICE Guidance April 16
6 Patient Choice data published on CCG website May 16
7 Embed clear accountability through named doctors for patient care April 16





Project 7: Patient Experience Project

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Gillian Miller

7.1 Overview

The CCG will continue to monitor patient experience through the
Friends & Family Test as well as other National and local survey data
and complaints. Data will be used to performance manage local
organisations and published on the CCG’s website to promote patient
choice. Where feedback suggests an area of concern, appropriate
guality improvement streams will be implemented.

In order to ensure that patient experience remains a top priority, the
guality team are in the process of devising a local Friends and Family
Test CQUIN (FFT Plus).

The CCG will be requesting the following surveillance data in more

detail for 15/16 and going forward:

+ ldentification of the worst performing wards/areas.

* Narrative on how negative FFT scores will be improved, including
clear plans to decrease negative results.

* Clear plans for improvements to services which have recurring
negative results.

The CCG will continue to work with providers to adopt the 6Cs — Care,
Compassion, Competence, Communication, Courage, and
Commitment.
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7.2 Outcomes

1. Patient satisfaction with inpatient services in 80th percentile

2. Year on year improvement in Friends & Family scores

3. Evidence of learning and improvement from negative Friends
and Family comments in 2014/15

4. Year on year increase in positive staff experience

5. Adoption of the 6C’s

7.3 Risks

1. Major change programmes reduce focus on patient experience
2. Major reform in service models reduces staff morale

7.4 Milestones

1 Improvement plans for wards with low scores and response rates. June 15
2 Support all providers to drive forward improved patient experience April 16
3 Devise system for receiving surveillance data April 15
4  Implement system for receiving surveillance data Junel5
5 Review of impact on patient satisfaction and budget Dec 16

30





NHS

Stockport
Clinical Commissioning Group

Project 8: NICE Guidance Project 8.3 Risks
Senior Responsible Officer: Mark Chidgey 1. Reduced funding in Stockport means CCG is out of step with
Project Lead: Gillian Miller other peer CCGs in following NICE guidance

2. Post code lottery for newer or more expensive treatments
8.1 Overview 3. Legal challenge to CCG’s decisions on prioritising funding

4. Patient satisfaction levels drop
The CCG is committed in the long-term to following clinically-evidenced

guidelines produced by NICE. Where we have locally agreed NICE 8.4 Milestones

T e e e e that all ot on serete " i
. . . . Deadl|

order to improve this, we will need to ensure that all of our service e

providers and meeting the standards outlined in our contractual Review of NICE guidance Mar 15

measures. Cost analysis of implementing NICE guidance Mar 15

The intention is to move as quickly as our budget will allow us to Clinical engagement Apr 15

1
2
3
implement NICE standards fully, however current budgetary constraints 4  Patient engagement Aprls
5
6
7

mean that this movement will have to slow. Prioritise implementation May15

8.2 Outcomes Provider implementation monitored by Quality Committee Sept 15

Review of impact on health outcomes, patient satisfaction and budget  Sept 15

1. Patients receive best clinically evidenced treatment in line with NICE
guidelines

2. Increased patient satisfaction

3. Improved outcomes for Wet AMD patients
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Project 9: Patient Choice Project 9.2 Risks
Senior Responsible Officer: Tim Ryley » Lack of engagement from all local communities leads to decisions
Project Lead: Louise Hayes reflecting on part of the population

» Potential double running costs where larger providers hold block-
9.1 Overview contracts and services are opened up to AQP
Vital to the success of our reform programme is a greater emphasis on 9.3 Milestones

personal responsibility for hea_lt_h - through better preventlon_, self care 4
and self-management of conditions. Choice of treatment options and

choice of where care is delivered is key to ensuring patient involvement. Public Awareness campaigns

GP education

Our Information technology Programme will be a key enabler in
ensuring that the local population is supported to access their records

and understand care options. We will use our online and print

1

2

3 Website refresh including choice options

4
communications to improve patient awareness of treatment options and 5  Personal Health Budgets publicity

6

7

8

Section added to website to give an overview of provider CQC ratings

service quality. Mental health Choice campaign

Our successful Patient Panel will work with the local Healthwatch to Maternity Consultation 2016
assess the NHS Citizenship Approach and propose future Healthwatch / Patient Panel review of learning from the NHS Nov 15
improvements to the way the CCG involves local people in decision Citizenship Approach

making. 9 Embed NHS Citizenship Approach Jan 2016

Work will also be undertaken under the Parity of Esteem Programme to
support a greater awareness and understanding of personal health
budgets. Messages will be developed for different groups to promote
the update of personal budgets, including joint health and social care
budgets to build on local Council success.

Consultation will be undertaken to understand local views on maternity
services and ensure local input into national changes. 32






Project 10: Prescribing Quality Project

Senior Responsible Officer:
Project Lead:

Mark Chidgey
Liz Bailey

10.1 Overview

Stockport CCG is committed to ensuring the safe prescribing of
antibiotics to ensure their continued effectiveness in years to come. The
CCG has a registered local primary care antibiotic guardian.

Work includes tracking the 4 NICE key therapeutic markers, for which
overall we are currently best in Greater Manchester. A Stockport
Antibiotic Smartphone App. is being developed by our supporting
microbiology department.

Regular monitoring of oral and IV antibiotic prescribing takes place in
secondary care. We are also supporting our local hospital to implement
the MHRA ‘Start Smart then Focus’ process.
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10.2 Outcomes
1. Continuous improvement on antibiotic prescribing

10.3 Risks

1. Public continue to demand antibiotics

2. Lack of control over antibiotic prescribing in acute settings
3. GP fatigue or lack of capacity to manage demand

4. Lack of staff to deliver medications changes

10.4 Milestones

1 Track 4 NICE key therapeutic markers Apr 16

2 Monitor secondary care antibiotic prescribing Sept 15
3 Review of GP prescribing March 15
4  Engage with outlying GP practices April 15
5 Agree improvement plan for outlying GP practices Sept 15
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Project 11: Research & Innovation

Dr Vicci Owen-Smith
Tim Ryley

Senior Responsible Officer:
Project Lead:

11.1 Promoting Innovation Leadership

for change Spread of
innovation

Engagement

The CCG firmly believes in the principle of -
sharing best practice, as set out in the Y Our

NHS Change Model. shared menodoiosy
. . purpose

Throughout our work in developing the Systems

Stockport Together programmes of i

change, examples of research and

innovation from across the NHS and

beyond have been studied to better understand
what works and tailor it to local needs.

Transparent
measurement

Our Integrated Care project for managing the complex care needs in
the community draws heavily on a visit to Jonk6ping in Sweden.
Similarly, the Stockport Care Congress, which agreed the blueprints
for our four major transformation programmes developed a number of
initiatives based on innovative practice from across the globe.

Where possible, the CCG aims to support others in sharing examples

of our own projects:

» Our Hypertension campaign has been used as a model for similar
campaigns across the country and was shortlisted for a CIPR Pride
awards in 2014

» Our work to support access to services for the deaf community has
been shared as best practice via the Department of Health
sponsored Deaf Health Champions project

* Our IT advances, including our new Health App, have been shared
as best practice with NHS colleagues

NHS
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» Our End of Life Care project has been submitted as a case study
to NHS England’s Lean Healthcare Innovation programme

* The CCG took part in the NHS Leadership Academy’s pilot of its
Talent management process

* We are currently running a pilot site for Personal Health Budgets in
Mental Health.

11.2 Support for Research

As a clinically-led organisation, we understand the importance of
research to our work and are committed to promoting participation of
our patients to improve the current and future health of the population

The CCG works closely with its Member Practices to support their
participation in medical research, including running the patient
campaign locally for Care.data. and is an active member of the
Academic Health Science Network.

As commissioners, our power lies in contracting, so when procuring
new services, monitoring and renewing existing contracts, we
encourage providers to facilitate recruitment of patients into research
studies in line with Caldicott guidance we aim to ensure that contracts
with non-NHS Providers require those Providers to follow the
guidelines set out in ‘Responsibilities for meeting Patient Care Costs
associated with Research and Development in the NHS’.

11.3 Milestones

Fully embed Talent Management process in CCG Apr 15
2 Support events to roll-out the Talent Management model across NHS ~ April 16
3 Finalise Mental health PHB pilot April 16
4  Share Health App with IT partners April 16
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New Models of Care

Introduction

The Case for Change

There are an increasing number of people with long-term conditions as a
consequence of an ageing population and lifestyle changes. These in turn
mean there is a significant growth in demand for NHS and social care
services whilst at the same-time the investment in health & social care will
remain flat. Stockport Together have reviewed the scale of the
challenge we face and have calculated that without a change there will be
in the next five years either a £120m funding deficit or a severe diminution
of service quality. We have also identified areas of weak provision and
know that there is a national shortage of staff in some specialties.

Reducing
quality and
effectiveness

w Rising demand for
traditional services

We commit to deliver:

“A safe, affordable and
Nationally NHS England, Monitor and the Trust integrated Health and
Development Authority (TDA) have asked the Social Care system to
NHS to consider a number of different ways of meet the needs of the
configuring the supply of NHS care. people of Stockport”

Lack of alternative
provision

Capacity -

- Reduced availability of
specialistresource

Within this context the local partners under the ) o g
banner of Stockport Together have committed 3

themselves to a significant programme of Lror—

change in the way services are delivered. i =

Executve
NHS Foundation Trust  Peanine Care NHS Foundeton Trust
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Areas Under Consideration

In order to take forward this significant change the partners have
established a governance structure and put in place a portfolio office. For
the CCG this work will be the major focus during 2015-16. The focus will
have two dimensions:
+ Afocus on early quick changes to start to control demand,
+ A focus on developing the detailed plans required to take forward
the longer-term reform.

This section of the operational plan will describe the work being
undertaken with partners to move forward major change locally in the
coming 12 months. It will also reflect the CCG (and partners) continued
commitment to the wider Greater Manchester Healthier Together
programme. Specifically, we will describe our work in 6 areas:

* The preferred approach to new models of care
+ Stockport Together, including:
* The four local change programmes: Prevention,
Proactive, Planned and Urgent.
* The key enablers of this change: IM&T, workforce,
governance etc.
The governance structure
Progress on Joint Commissioning of primary care
Healthier Together

This transformation is essential to the delivery
of all the CCGs strategic aims and its vision of

a truly joined up, high quality, sustainable, STOCKPORT

modern and accessible health and care
system. TABETHER






New Models of Care

Taking Forward New Models Locally

1.1 Overview

The leaders of Stockport Together have submitted an expression of
interest to be a pioneer site for developing the New Models Of Care as
described in the five-year forward view. Irrespective of the outcome of that
process the CCG will work together with our local partners to develop this
approach.

We are pursuing the Multi-Speciality Community Provider (MCP) model at a
borough wide level for a population of c300,000 people. As well as looking
at a borough wide approach our design is for an MCP that covers the fullest
reach of health & social care as described in the Five Year Forward View.
Therefore it includes some inpatient and other hospital based activity where
it is appropriate and also the voluntary sector in order to break down the
structural interfaces between primary, community, social and secondary
care.

The Stockport model will include multi-disciplinary ‘neighbourhood teams’
working at populations of ¢30, 000 supported by locality units of ¢75, 000.
These teams will bring together the skills of a range of health, social care
and third sector staff to identify and pro-actively care for their registered
populations. However, as it would also work at a Stockport level it would
enable the developments of shared records across the system and the
organisation of urgent and specialist care, linked to the neighbourhood
teams.

It would build on the strengths of all the organisations and build on the
emerging multi-disciplinary, multi-organisational work that we have started
in areas such as pro-active care. It would allow us to address the areas that
require improvement (such as how we manage people with complex care
needs and reduce the inefficiency within out-patient services) and support
those more specialist services that are performing well to further develop.

NHS

Stockport
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This aim is to create a Partnership Organization between primary,
secondary, social & mental health care with a primary care clinical and
organisational governance arrangement. The aim of developing a Multi-
Specialty Community Provider would be to get the benefits of a primary care
led model of clinical care, by developing a formal partnership of all health
and social care providers who work to common standards, thresholds and
governance. There are complexities that need to be tested (such as
Conflicts of interest, governance) which can be usefully tested via the new
models of care programme.

1.2 Our model is based on:

* Primary Care services delivered at scale, consistently across Stockport,
maintaining the benefit of list based continuity of care supported by an
over-arching system of support.

* Primary, community and social care integrated at both a team level linked
to list based identification and management of people with complex
needs and at a system level creating integrated budgets, IT, governance
and management to remove barriers to effective integrated delivery.

» Specialist (hospital) services fully integrated into these locally based
services via technology, but working in network arrangements with other
Hospitals to address workforce and sustainability issues.

The following pages describe in detail the first steps towards building this
new model of care as envisioned by the leadership of local organizations.
We also describe our intentions around primary care co-commissioning as
this will be integral to the place based approach we wish to undertake.

Plans build on full public consultation on the "ﬁ
CCG’s Strategic plans and have been u
developed through intense clinical

involvement. Further consultation on the final
design is planned for Autumn 2015. STrgscElﬁ-T'lglgT 37





New Models of Care

Stockport Together

1.1 Overview

The CCG are collaborating with the major partner’s (11 within the health and
social care economy to develop a joint programme of change to address the
significant challenges over the 4 year planning period. They have already
embarked on formulating a strategic vision for health & social care services
through four major local change programmes — Prevention & Empowerment,
Pro-active Care, Urgent Care and Planned Care. The partners held a joint
Congress during January 2015 in which the strategic visions were presented
and committed to by the Leaders.

1.2 Key Milestones and Deliverables

The next steps are to undertake detailed design of the system model through
the four programmes prior to implementation. The outputs of this phase will be
a Design Decision. In order to maintain the pace required to deliver the
benefits the design stage is planned to be delivered during the period March —
July 2015. The implementation phase will follow design and will involve a
further Implementation Decision gateway prior to implementation. Timescale
will be variable depending on the individual project.

The key principles of the design phase include:

» A system model will be developed as a framework for aligning the
individual Programmes;

» Change will be jointly designed across programmes and enabling work-
streams where appropriate;

* There will be appropriate and proportional representation of stakeholders
during the Design Phase, including patient/service user, commissioner,
provider, front-line staff;

* The design process will be undertaken in an agile manner utilising
appropriate programme management techniques to support the approach;

+ There will be a clear demonstration of how the changes deliver the benefits
articulated within the strategic vision.

[11 Stockport CCG, Stockport FT, Pennine FT, Stockport MBC

NHS
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1.3 Programme Leadership and Accountability

The following portfolio governance structure has been developed to assure
the delivery of Stockport Together. The CCG alongside other partners has
joint accountability for overall delivery.

Derbyshire Pennine Stockport Stockport Stockport
CCG Care CCG FT MBC

Health & Social
Care
Leader’s Group

Integrated
Care Board

Practitioner
Leader’s
Group

Prevention &
Empowerment
Programme Board

Pro-active Care Urgent Care Planned Care
Programme Board Programme Board Programme Board

Enabler Workstreams Boards (Governance, Estates, Finance, Informatics, People, Commissioning)

Programme Management Delivery Group ]

1.4 Integrated Care Board: The ICB will have Design Authority over the
delivery of the key benefits of the portfolio . Membership consists of the key
Executives from each of the partner organisations .

1.5 Health & Social Care Leaders Group: The Leaders Group provide
strategic direction and horizon scanning for the portfolio. Membership
consists of the key leaders within each organisation.

The next section describes the key aspects of each programme including
the quick change schemes being implemented during 2015/1: @

STOCKPORT
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Prevention

Stockport Together

Prevention & Empowerment is one of four major transformation
programmes to be planned and delivered across the entire
Stockport Health and Social Care economy. The goal of the
programme is to prevent ill-health and empower residents to
take control of their health, through healthy lifestyle choices.

This programme forms an essential part of the overall
transformation of health and social care in Stockport from the
current hospital-based reactive model, to one where prevention
is the dominant feature of a system designed to keep people
well and out of hospital. We envisage that it will take three to
five years to deliver this change.

The Stockport Together partnership have developed a shared
vision for the future of preventative services which is outlined
below. While the Public Health team at Stockport Council will
take the lead in much of this work, we believe that we have a
major role to play in managing changing and recognise that
prevention must be all of our business.

The CCG operational plan describes:
+ A summary of the new model of care as agreed with partners
+ How we will take forward the detailed development of this
vision during 2015/16
The role of the CCG in delivering change over 2015-16

NHS

Stockport
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Contribution to Delivering our Strategic Plan

The proposed programme of work with contribute to delivering one
of our 5 Strategic Aims:

* Prevention and early identification of disease

In doing so it will contribute to the following specific objectives:
. Reduce the number of years lost to iliness by 1000
. Reduce the life expectancy gap from 11 to 9 years
. 15% reduction in mortality rates in the most deprived areas of
Stockport
. Reduce the number of people who don’t know their blood
pressure levels from 16-9%
. Support delivery of Stockport’s Health & Wellbeing Strategy by:
I.  Reducing obesity levels through a focus on activity
ii. Reducing unhealthy alcohol consumption
iii. Reducing smoking, particularly among younger people
and pregnant women.

Projects to Deliver Change in 2015-16
As well as designing in detail the new model of care the following
projects will be undertaken supportive of this direction of travel

. Health Chats

. Access to Lifestyle Services

. Immunisation & Vaccination uptake

. Screening uptake

. Know Your Numbers Campaigns
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The Model of Care — One System

An integrated system delivering primary
prevention at scale

Prevention is the responsibility of
all people delivering services to
the public

Increasing physical activity 4

Improving diets

Improving Mental well-being
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Prevention

POPULATION
“IDENTIFY RISKS & EMPOWERING
CHANGE”

An approach that identifies the population
demonstrating negative health determining
behaviours / needs and how to motivate
them to change those behaviours

NHS

Stockport

Clinical Commissioning Group

WORKFORCE
“CULTURE CHANGE CENTRES
PREVENTION AT EVERY CONTACT”

Wholesale culture change to promote
prevention through an empowered and
activated workforce

Elements include:

* Solutions on how to identify people who are
undertaking risky behaviours or have high
levels of need

» Understanding what is motivating those
behaviours and needs and how these can be
influenced (patient activation).

Elements include:

» Empowering the workforce to deliver a
positive message about health through
individual behaviours but also through
training on public activation and key
messaging

* Change in delivery methods from what the
professional can offer / advise to what the
person has identified as a need

» Workforce deliver primary prevention
services wrapped around the person’s
needs proactively and holistically

* Prevention to be the norm ,running through
everyday lives of the public and
professionals like a ‘stick of rock’.

SERVICES
“PREVENTION EMBEDDED IN EVERY

PATHWAY WITH CO-ORDINATED I.T ”

Elements include:

* A co-ordinated system pulling on all health

& social care resources which is easy for
the population and professionals to navigate

Focus on co-ordinating support to address
both the behaviour and the motivation
through a combination of universal offers
and more high intensive support

Primary prevention services are wrapped
around the person’s needs proactively and
holistically

Prevention which is both universal but also
targeted where there is greatest need.
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WIDER DETERMINANTS OF HEALTH
“INFLUENCING SYSTEM WIDE
ISSUES”

Focus on influencing the system to make
positive decisions on issues that impact on
healthy behaviours

Elements include:

+ ldentification of system wide factors that are
contributing to poor health outcomes and
how these can be changed

» Communication / media campaigns to
highlight key issues driving poor health
outcomes using local champions

* Influence policy decisions relating to
education, employment, infrastructure and
housing to enable healthier behaviours to
be built into everyday lives.

NHS

Stockport
Clinical Commissioning Group

Evidence based research demonstrates that
prioritising physical activity, smoking and
alcohol will provide the greatest impact on
prevalence of diseases such as COPD,
CHD, Cancers

Targeting children to influence behaviours in
their early years is vital in both preventing
their individual lifestyle choices but also in
peer support over their families and social
networks

Parity of esteem for mental and physical
well-being is important as these are often co-
related dependencies in driving behaviour
and motivation or capacity to change

Agreed set of priority areas against which all
services align.
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Project 1: Health Chats Project 1.2 Outcomes
CCG Senior Responsible Officer:  Roger Roberts 1. All staff across health and social care educated to deliver
CCG Project Lead: Fiona Sanders healthy lifestyles interventions
2. Improvement in staff lifestyle choices
1.1 Overview 3. Increase in self-referrals to the Lifestyles Service
Obesity, smoking and alcohol misuse are three of the biggest 1.3 Risks
contributors to poor health in Stockport. The Health Chat project will _ .
enable staff in all the partner organisations across the health and 1. Not all staff will engage with the programme
social care economy to help empower anyone who wants to change 2. Lack of coptrol of message _ N o
their lifestyle choices. 3. Increases in self referral lead to insufficient capacity in the
Lifestyle Service
Training in brief interventions and support for lifestyle changes will 4. Behavioural change is difficult to predict
be rolled out to all CCG staff and Council employees over 2014/15 _
and 2015/16. The programme will then be extended to cover GP 1.4 Milestones
Practice staff and employees at community and secondary care _
providers. . -
1 Review training pilot Marl5
The project will support cultural change within the local workforce, 2 Establish appropriate levels of training/coaching Apri5
moving to a preventative approach. _ _ - _
3 Devise appropriate training/coaching packages for staff May15
4  Set up a training/coaching programme May15
5 Deliver the training/coaching to all staff Jun15
6 6 month review of impact on health outcomes, patient satisfaction and  Dec15
budget
43
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Project 2: Access to Lifestyles Project

Roger Roberts
Louise Hayes

CCG Senior Responsible Officer:
CCG Project Lead:

2.1 Overview

Data suggests 42.7% of all cancers and 89.2% of lung cancers are
caused by lifestyles.

Lifestyles continue to drive significant and enduring health inequalities
within Stockport. Disadvantage starts early in life with mothers in the
most deprived areas being 40% less likely to initiate breastfeeding and
more than twice as likely to smoke at delivery. Although cancer is now
the biggest premature killer; the inequalities slope is still greatest for
circulatory disease.

Local data from the 2012 Adult Lifestyle survey shows that people with

lower mental wellbeing are more likely to engage in unhealthy lifestyles.

After smoking, mental health problems are the second biggest link to
health inequalities.

We will improve access to lifestyles services that help people live well,
including weight loss services, exercise on prescription, alcohol and
drug services, smoking cessation and brief interventions.

NHS

Stockport
Clinical Commissioning Group

2.2 Outcomes Trajectory

Increase number of people accessing lifestyle services by X%
Healthier population

Activated patients

Reduce reliance on NHS services

Narrow the gap in life expectancy across Stockport to single
figures

abrwdE

2.3 Risks

1. Clinicians don’t see importance of referring into lifestyle services
2. Lack of capacity in current lifestyle services

2.4 Milestones

© 00 N o o B~ W N PP

Update of the local Directory of Services (DOS)

Add DOS to CCG health app

Staff survey on awareness of lifestyle services

Public survey on awareness of lifestyle services

Promotion of Healthy Stockport website

Promotion of lifestyle services

GP Master class on lifestyles services available in Stockport
Roll out of Health Chat training to General Practice staff

Review of impact on health outcomes, patient experience and budget
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Project 3: Immunisation & Vaccination Uptake Project 3.3 Risks
CCG Senior Responsible Officer:  Roger Roberts 1. Increase in demand for services
CCG Project Lead: Julie Ryley 2. Increase in cost due to increase in demand

3. Lack of capacity in general practice to undertake immunisations

3.1 Overview
3.4 Milestones

Conices e profassionars il se over coneultaton se g # Milestone  Dpeadiine
services and professionals will see every consultation as an

opportunity to ensure that patients are up to date with screening and 1 Review current levels of Immunisations and vaccinations Apr 15
Immunisation. 2 Analysis of levels of immunisations and vaccinations Apr 15
Together, Public Health & the local NHS have a range of preventative 3 Identify areas of poor levels of uptake May 15
services that can support local people to protect themselves from 4 Clinical engagement May 15
unnecessary ill health, including immunisation and vaccination 5  Design delivery plan May 15
programmes. . i

6 Clinical communications June 15
Over 2015/16 and 2016/17 work will be undertaken with local 7 Publicity campaigns June 15
services to improve uptake of NHS vaccines and immunisations. 8  Targeted campaigns with key groups Jun 15
Building on Stockport’s track record as the best in the country for flu _ _ . o

8 6 month review of impact on health outcomes, patient satisfaction and  Dec 15

vaccination, we will work with local clinicians to promote immunisation
programmes and prevent avoidable ill health.

budget
3.2 Outcomes
1. Increased uptake of vaccines, particularly in deprived areas and

among harder to reach groups
2. Reduced mortality from preventable disease
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Project 4: Screening Uptake Project

CCG Senior Responsible Officer: Roger Roberts
CCG Project Lead: Louise Hayes

4.1 Overview

11,100 potential years of life are lost in Stockport a year as a result of
premature death. Cancer mortality is significantly higher in Greater
Manchester than the rest of England (187 European age standardised
rate, compared to 172 in 2011).

By increasing our preventative services like cancer and cardiovascular
screening we aim to spot early signs of disease and get people the right
treatment as soon as possible.

The CCG will work closely with Public Health to improve reporting to
Practices on screening rates and encourage improvements in areas of
weakness, such as breast cancer screening, which is declining in
Stockport.

Targeted campaigns will be run to reach those least likely to attend
screening.

4.2 Outcomes
1. Early detection of disease

2. Early intervention
3. Reduce mortality for preventable disease

NHS
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4.3 Activity Trajectory

1. Increase uptake and coverage of breast cancer screening
2. Increase uptake of cervical cancer screening

3. Increase uptake of bowel cancer screening

4. Increase cardiovascular screening

5. Increase Aortic Aneurism screening

4.4 Risks

1. Increase in demand and resulting costs

2. Lack of capacity to meet increased demand

3. Lack of engagement in clinical practice

4. Lack of IT infrastructure to support monitoring

5. Lack of access to data to monitor improvements

4.5 Milestones

Engagement with GPs Mar 15
2  Establish reporting system to practices of their screening rates May 15
3  GP communications re new system June 15
4  Communications to public June 15
5 GP Master class Jul 15
6 Implementreporting system to practices of their screening rates Jun 15
7 Targeted screening campaigns Nov 15
8 6 month review of impact on health outcomes, patient satisfaction and  Dec 15

budget
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Project 5: Know Your Numbers Campaign >-2 Outcomes

* Reduce the number of people between 40-74 who do not have a
recorded blood pressure reading in the past 5 years

* Increase uptake of FREE blood pressure checks for 40 — 74s

* Raise awareness of hypertension & COPD

* Raise awareness of preventative measures such as diet and

CCG Senior Responsible Officer:  Roger Roberts
CCG Project Lead: Louise Hayes

5.1 Overview

. o exercise.
In April 2014 the CCG launched a blood pressure campaign in
Stockport Town Centre. The campaign continued throughout 2014 in 5.3 Risks
workplace settlngsk. Qver the course of the campaign 1794 blood 1. Lack of capacity in general practice to meet increased demand
pressures were taken: 2. Increased prescribing costs increase due to increased diagnosis

+ 432 people were found to have Stage 1 hypertension
« 115 people were found to have Stage 2 hypertension
» 25 people were hypertensive emergencies

All of these people were advised on lifestyle changes and/or asked to ._-

contact their practice for an appointment.

5.4 Milestones

1 Review outcomes in general practice Mar 15
In 2015 a similar campaign was run on COPD, supporting over 1000 2 Cost out continued service for 2015/16 Apr 15
local people to know their lung age 3 Plan 10 additional sessions for 2015/16 Apr 15
Feedback from people receiving the test was very positive. Taking the il B MEIR
test to people rather than them having to go to their GP practice 5 6 month review of impact on health outcomes, patient satisfactionand ~ Oct 15

seemed to be the main advantage. Many people with high blood budget
pressure did not have any idea and most said that they would visit their
GP. Initial evidence is that people have been doing this.

Continuing this project into 2015/16 would enable more people to be
reached and tested and more people with hypertension or COPD to be
identified and access treatment sooner.
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Proactive Care

Stockport Together

Proactive Care is the biggest of our four major transformation
programmes, to be planned and delivered across the entire
Stockport Health & Social Care economy. It is the local title under
which we bring together the full range of Better Care Fund
schemes along with a few others that are focussed on
strengthening primary and community based capacity and
delivering care in an integrated way. Through it we aim to
strengthen community capacity and improve the health literacy,
service quality, and outcomes of care for people such that fewer
people will require hospital admission and consequently reduce
demand on the current health and social care system.

The transformation that Stockport Together need to undertake i
this area is significant and fundamental and we envisage it will
take three to five years to deliver all the improvements we believe
are necessatry.

The Stockport Together partnership have together developed a
shared vision of the future of community based which is described
more fully below and in the Better Care Fund plan. Stockport
CCG is fully committed to working together with our partners and
the public to design, commission and deliver this strategic vision.

The CCG operational plan describes:
How this will help us deliver our CCG Strategic Objectives set
out in our Strategic Plan 2014-19.
A summary of the new model of care as agreed with partners
How we will take forward the detailed development of this
vision during 2015-16.

NHS
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* A number of quick wins we have identified that will be undertaken
during 2015 to improve efficiency and value for money in this area
* The impact of these on activity levels during 2015-16

Contribution to Delivering our Strategic Plan
The proposed urgent care programme of work will contribute
specifically to the delivery of 3 of our 5 Strategic Aims:
« Transform the experience of children and adults with long-term
and complex physical and mental health conditions
* Improve the quality, safety and performance of local services
in line with national and local expectations
» Create a more sustainable primary care led and less
hospitalised health care system
In doing so it will contribute to the following specific objectives:
1. Reduce unplanned hospitalisation
2. Improve the health related quality of life for people with
long-term conditions to best in class

Projects to Deliver Change in 2015-16
As well as designing in detail the new model of care the following
projects will be undertaken supportive of this direction of travel
Care Planning
Care Home Management
Falls Service
End of Life Project
Integrated Community Teams
Review of Intermediate Tier
Patient Education
Remodelling Primary Care

STOCKPORT
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Proactive Care

The Model of Care

Proactive Care delivers ‘locality’ based care centred on the local
population needs. The multiagency support is focused on
preventing, reducing and delaying the deterioration associated
with disease and complex needs. Success for Proactive Care
would be articulated as the individual managing their own care
and having optimised health and wellbeing. There are specific
attributes and elements of the Proactive Model - these are:

* 4 key attributes of delivery
+ 3 elements of care provision

* The individual is central to this approach, with levels of
intervention delivered dependant of their identified need.

Key Attributes

4 Key

attributes

of the 3. GPs AT THE CENTRE OF
model SERVICES

4. STRONG LINKS WITH PARTNERS

NHS
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Key elements

IDENTIFICATION and OPTIMISATION
(®)

MAINTENANCE
RESPONSE TO DETERIORATION

Individual central, based on need

with Ur,
e(‘ace — gen\tcar
e
qse 10 detey; "
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 Utilising the locality method of delivery, Proactive Care has 3 main elements of Care plus an interface with Urgent Care.
Whilst these are delivered in an integrated, seamless way, they are described here in their component parts for clarification.

+ The individual is central to this approach; with levels of intervention delivered dependant of their identified need.

IDENTIFICATION and RESPONSE TO
OPTIMISATION MAINTENANCE DETERIORATION I

Empowering and supporting Identifying and responding to In the event of a deterioration
people to proactively manage  Providing support to the group ~ €arly signs and symptoms of I which cannot be managed in
their own conditions through of the population who have and ~ deterioration in a person’s the community and/or by

self care or services in their will continue to have on-going condition and providing Proactive Care, Urgent Care
own homes/communities care needs to ensure they are ~ appropriate support services will be accessed.
which will enable them to managed within their chosen Joint delivery of response to
continue living autonomous place of residence deterioration is inherent in this

and active lives model
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Proactive Care

Project 1: Care Planning Project
1.3 Outcomes

CCG Senior Responsible Officer:  Roger Roberts This project on its own will not contribute in a directly measurable way
CCG Project Lead: Julie Ryley to reductions in non-elective or emergency episodes of care. Rather it
is a key enable to all the other projects within this programme and will

1.1 Overview thus contribute to :

1. Fewer high risk patients are hospitalised for treatment
This project builds on the nationally mandated enhanced service to 2. Increase number of patients with a care plan to top 2% at
produce care plans for the top 2% of people who are at the highest risk high risk of hospitalisation
of hospitalisation in the practice population. This was extended locally 3. Agreater number of people with long-term conditions
to produce are care plan that explores the patient motivation feeling supported to manage their condition

establishing goals for them and anticipatory plans for an exacerbation
of their condition. These are then shared via the Stockport Health

Record with colleagues in social care and comminute services with 1.4 Project Risks
patient permission.

. Stratification tool does | Less impact on Clinicians provided with
1.2 Milestones ) . . . .
not identify correct improving list and then through local
group of patients coordination of knowledge and MDT
care process adjust
1 Review all patients with long term conditions Sept 15
2  Care plans produced for top 2% Sept 15 Capacity of clinicians Do not deliver No indication to date that
. . to produce plans target impacting funding insufficient to
3 Review to ensure still have top 2% Dec 15 on coordination of enable process
4 Review to ensure still have top 2% March 16 care
Lack of IT Unable to share See detailed plans under
5 Review of impact on health outcomes, patient satisfaction and budget March 16 infrastructure to upload | and update plans IM&T to improve sharing of
care plans limiting benefits plans electronically. Key
enabler.

This is an integral project within the Better Care Fund and much more
detail on work with Care Planning can be found there. 51
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Project 2: Care Home Management Project

2.2 Outcomes

CCG Senior Responsible Officer:  Roger Roberts

CCG Project Lead: Diane Jones * Increased access to primary care support in care homes

» Better management of care home patients in the community
100% of care home patients with a clear care plan
Reduction in A&E admissions

2.1 Overview
This project seeks to improve care to the resident of care homes
enabling them to remain in their home for as long as possible. There

are a number of elements to this work. This is an integral project within the Better Care Fund and
* Redistribution of the care homes more equally across the practices much more detail on the work can be found there.
facilitating better relationships as there more often one home per
practice and enabling proactive for these patients. 2.3 Project Risks

+ Development of a better care home support through the community

service with employment of senior nurses who can assess treatand | [Risk " [impact " [Level [ Control /Miigation |

prescribe for the more usual acute conditions and manage where Practices unable to Diminution of Fair share arrangement,
required fluids or antibiotics to enable people to remain in the home. cover increasing service provided close working with LMC
* Development of a training programme for care homes staff that will number of patients
then be supported in practice by the community staff who will Practices unwilling to | Diminution of Fair share arrangement
embed the skills obtained. take on new care service provided close working with LMC
. home patients from
2.2 Milestones outside their
N | (5
Lack of capacity to Less than full A lot of training will be
Redistribution of homes in first area March 15 train Care Home staff compliance with delivered “live” through
new ways of scheme professionals . Close
2  Redistribution in other areas May 15 working working with care home
. managers forum.
3 Deployment of phase 1 new community team Aug 15 Increased prescribing Minimal impact on Medicines Optimisation role
4  Deployment of phase 2 new community team Oct 15 spending this scheme dedicated to care home
5  Publication of training plan June 15 support as part of scheme
6 Review of impact on health outcomes, patient satisfaction and budget  April 16 52
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Project 3: Falls Prevention Project

CCG Senior Responsible Officer:  Roger Roberts
CCG Project Lead: Musa Nagvi

3.1 Overview

In Stockport around 45 people a year are dying due to an accidental
fall, the vast majority of these being older people. Rates in Stockport
(and South Manchester) are rising and since year 2000 have been
consistently higher than the national and regional average. 2009/2010
emergency admissions data suggests that Stockport was a national
outlier for the category of Trauma and Injuries.

We want to be in a position, where there is a prominent falls agenda,
which enables the different stakeholders within the system to help
prevent people from falling, lower the number of falls below the national
average. The aim is for Stockport to no longer be an outlier for falls, but
also be a model of excellence. There should be a reduced reliance on
urgent and emergency care services in response to falls, with a more
holistic package of support in place for those who are at a risk of having
a fall and have just had a fall.

3.2 Pro'lect Risks

Duplication or
gaps in service
delivery

Thorough review of
specification and
decommissioning of
duplicate capacity

Lack of fit with existing
pathways and services

Frontline services not
utilising service

Under utilisation Detailed implementation
and diminished plan
benefits

NHS
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3.3 Outcomes and Milestones

* 15% reduction in the overall level of falls within Stockport

+ 20% decrease in calls to NWAS (from current baseline) following
a fall which results in a conveyance to A&E

« 20% reduction in calls to CareCall (from current baseline)
following a fall which result in a call from an ambulance

+ 10% decrease in falls related A&E attendances (from baseline)
where a fall is mentioned

* 10% decrease in calls to NWAS from those in residential homes
(from current baseline).

* 10% decrease in the number of falls related episodes of care at
hospital where length of stay is over 3 days

+ 10% decrease in the number of falls related episodes of care
where there is fall and a fracture

This is an integral project within the Better Care Fund and much
more detail on the work can be found there.

3.4 Milestones

1 Contract variation with existing SFT acute/community services April 15
2 Commence recruitment April 15
3 Work with staff already in post to review, amend and improve referral Aprill5
pathways
4  Staff training & development May 15
5 Communication and engagement May15
6  Service commencement Junels
7 Review of impact on health outcomes, patient satisfaction and budget = Dec 15





Proactive Care

Project 4. End of Life Care Plan

CCG Senior Responsible Officer:  Roger Roberts
CCG Project Lead: Elaine Whittaker

4.1 Overview

The project to deliver an Enhanced EoL Support Team that is fully
operational across the borough has been achieved and the service has
been in place in all localities from November 2014 and exceeded its
trajectory in Q3 of 2014/15 by reaching 91%. It is therefore planned that
the service will transition into a business as usual function during 2015.
The monitoring of the service outcomes and benefits will be undertaken
by the commissioning and contracting teams. This service is part of the
Integrated Locality Team (ILT) model within the Proactive Care
Programme and as the Integrated Teams and management structures
become operational in October 2015 a review of the Enhanced EoL
Support Team would be beneficial.

The review will take into account the staff and management changes
within the ILT project to ensure that the service continues to deliver the
desired outcomes for End of Life Care in the last weeks of life. The
scope of the interim review of the Enhanced EoL Support includes a
review of Palliative Respite Services as the Palliative Care Respite due
to the similar focus this service has to that of the Enhanced Support
team. The review will consider the activity and effectiveness of both
services and will undertake an options appraisal that will include
proposals for improvement and development of the existing services
from March 2016 as well as the feasibility of integration of the two
services.

This is an integral project within the Better Care Fund and much more
detail on the work can be found there.

45 Pro'|ect Risks

NHS
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4.2 Milestones

1 Transfer to BAU Apr 15
2 Interim review commenced Oct 15
3  Options appraisal completed Dec 15
4  Preferred option implemented Mar 16

4.3 Outcomes

* Increase the number of patients dying in the place of their choice.

* Reduce the number of avoidable admissions of end of life care
patients.

4.4 Activity Trajectory

* From a baseline of 30% increase number of patients dying in a
place of their choice by:

* 45% in 2015/16

* 60% in 2016/17

One service provided by 2 | Service fails to Robust
providers is an deliver as result of contract. Close
accountability risk for breakdown in monitoring of
commissioners provider delivery in
early stages

Detailed review

6 months in
54

Sustain roll-out across all | Loss of benefits up to
localities over time 50%
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5.2 Outcomes

Project 5: Modern Model of Integrated Care Project . Impr(?ye the health relgted quality of life for people with long-term
conditions to the best in class
. . . * Reduce unplanned hospitalisation

CCG Senior Responsible Officer:  Roger Roberts P P
CCG Project Lead: Elaine Whittaker 5.3 Milestones
I
Each locality in Stockport will be broken down into neighbourhoods and

: : : Marpl w h neighbourh lish 1
each neighbourhood of approximately 30,000 people will have a team arple and Werneth neighbourhood established June 15
based on the GP practices that is made up of district nurses, social 2 Joint management of team in M&W Sept 15
workers IAPT counsellors and third sector staff. Other smaller teams 3 Establishment of neighbourhood s and teams rest of area Oct 15
will be based at the locality or possibly Stockport level. This team will . :

. . . - 4 Joint management structures across Stockport April 16

manage the local population and will not require referrals within but
manage proactively and Co”ective|y to Support the population and 5 6 month review of impact on health outcomes, patient satisfaction and Oct 16
reduce their need for hospital or residential services. For more Ll
complex people there will be person centred care plans in place that all This is an integral project within the Better Care Fund and much
members of the team are aware off support and deliver. more detail on the work can be found there.
The first of these teams has been developed and tested in Marple & 5.3 Project Risks
Teams will provide more preventative health and social care services, Complexity of changes Delivery slips back Use agile
support and signposting, shown to be effective in dealing with lower- and integration slow costing 30% of in working
level, less medical causes of isolation, anxiety and depression that design year benefits
often result in high use of mainstream services. Through our Better Over rapid progress fails | Additional capacity Ensure
Care fund in 2015-16 the service will expand to 7-days a week to to transform existing and costs rather than detailed design
support faster stabilisation of people so they are not hospitalised and services new system runs parallel
quicker discharge if they do go into hospital.
The teams will make use of mobile working and tele-health services to Challgnges on Delayed go live dates Deta”ed. plans
. . recruitment and workforce | and no culture for recruitment
improve care. And shared records will allow carers to see up-to-date h h & con&iitati
records when they treat patients. changes change constiltation
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Project 6: Review Intermediate Tier 6.4 Outcomes
In it is anticipated this will result in:
CCG Senior Responsible Officer:  Roger Roberts  More appropriate bed mix and capacity,
CCG Project Lead: Elaine Whittaker « Improved bed utilisation and shorter stays ,
« Better value for money service with cash releasing
6.1 The Problem to be addressed benefits.

There are numerous intermediate tier beds across the economy
developed under different titles and in response to various initiatives.
This has resulted in a over complex system and little understanding of
value for money.

The detailed benefits will be worked through during the project
and are unlikely to be realised until Q4 at the earliest.

6.5 Project Risks

6.2 Overview of the Project
A review will be undertaken of the existing schemes and a better

understanding of the nature .and nur_nbe_rs of step-up and step-down Lack of cooperation Slow pace of change Agreement at
beds that the economy requires. This will then lead to a better design of )
. across partnership by at least 1quarter Integrated
the system and procurement of the redesigned model.
Care Board
This is an integral project within the Better Care Fund and much more Decommissioning and Slow pace of change Barly
detail on investments in particular can be found there. procurement of new by 2 quarters consideration
design more complex of options
6.3 Milestones Change between systems | Patient harm Detail transition
creates risks for patients plans/ Full
Safeguarding
1 Complete review of existing base and requirements May 15
2 Complete design of new model as part of overall design July 15
3 Decommission and commission beds in line with new model Oct 15
4 Ensure all providers are fully aware of changes Dec 15
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Project 7: Patient Education 7.3 Milestones
CCG Project Lead: Elaine Whittaker

1 Additional capacity live f April 15
7.1 Overview 2 Review performance and adjust June 15

This project aims to provide patients in the moderate group with a
better understanding of and motivation to manage their condition

in three key long-term conditions groups : 7.4 Project Risks
« COPD
* Heart Failure
* Diabetes Referral pathways into the | Under utilisation of Already waiting
service do not function scheme lists and
This is an expansion of the existing Stockport Patient Education demand
service. High drop out rate Lower level of impact Known
and benefits provider with
7.2 Outcomes good service
« Additional 104 COPD patients good

+ Additional 40 Heart Failure patients
« Additional 240 Diabetes patients

Through the modelling work undertaken as part of the Better care
Fund it is anticipated that this will result in 94 fewer admissions
per year and a greater impact on A&E attendances.

This is an integral project within the Better Care Fund and much
more detail on the work can be found there.
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Proactive Care

Project 8. Remodelling Primary Care Project

8.3 Outcomes
This project will deliver benefits in prevention, non-elective admissions,
A&E attendances and prescribing. The latter will be picked-up under the
prescribing QIPP scheme.
* Anincrease in the proportion of the population with healthy lifestyles.
8.1 Overview Measured by a proxy of increased use of lifestyle services
This project aligns the national requirement from 2014-15 to invest £5 * A greater proportion of the population has their condition diagnosed and
per head in general practice along with existing enhanced schemes to managed. Measured by an increase in prevalence rates in the major long
advance delivery of the new service model at general practice level. It term conditonareas o ,
covers a range of areas * Increased patlent _satlsfactlon with general practlce in Stogkport in general
I . . but access in particular. Measured by the friends and family test and LTC

+ Commissioning the old enhanced services and caps future growth in 6 surveys

thesg ;erwces ] ) * Management of care home patients is distributed more equitably and
» Providing extended hours by doubling the hours required by the

. = ) there is a greater consistency of approach. Measured through the delivery
extended hours DES (and tied to this investment but not funded by it of a consistent specification for care home support.

CCG Senior Responsible Officer:
CCG Project Lead:

Roger Roberts
Julie Ryley

doing away with half-day closing) « Fewer people access urgent and emergency services and Prescribing is
managed within England average spend. These will be measured by

Delivering an environment that will enable the rationalisation of care
home management across practices (See Project 3 above)
Promotes prevention

Requires practices to review their performance and propose the best
way for their population to reduce Admissions, ED attendance, and

monitoring GP practices overall spend.

8.4 Project Risks

Prescribing Practices fail to recruit 25% of benefit Good lead in time during
. iti lost in terms of 14-15 and considerable
8.2 Milestones additional saff to fully A&E and NEL flexibility to stimulate
operate the scheme ty
Practices fail to utilise 25% of benefit Business area managers
All practices fully operating scheme March 15 resources as designed lost in terms of in each locality working
A&E and NEL closely with practices.
2 Monitor GP activity June 15 admissions
; Costs of redundancy should | Residual non- Contract sets out minimal
3 Review of progress May 15 scheme fail to deliver recurrent cost to terms and rules around
4 Review of progress Aug 15 CCG of c£300,000 redeployment. Highest cost
. . . . . GP in high
5 Evaluation of impact on outcomes, cost, staff and patient satisfaction Nov 15 3r°u'° (d s)arein hig
emand.






Urgent Care

Stockport Together

Urgent Care is one of our four major transformation
programmes, to be planned and delivered across the entire
Stockport Health & Social Care economy. The aim of this
programme is to improve the quality, timeliness and clinical
cost effectiveness of the urgent care system such that
people avoid hospitalisation and/or return “home” more
safely and more quickly.

The transformation that Stockport Together need to
undertake in this area is significant and fundamental and we
envisage it will take three to five years to deliver all the
improvements we believe are necessary.

The Stockport Together partnership have together
developed a shared vision of the future of urgent care which
is described more fully below, Stockport CCG is fully
committed to working together with our partners and the

public to design, commission and deliver this strategic vision.

The CCG operational plan describes:

* How this will help us deliver our CCG Strategic Objectives set
out in our Strategic Plan 2014-19.
A summary of the new model of care as agreed with partners
How we will take forward the detailed development of this
vision during 2015-16.
A number of quick wins we have identified that will be
undertaken during 2015 to improve efficiency and value for
money in this area

NHS
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+ The impact of these on activity levels during 2015-16

Contribution to Delivering our Strategic Plan
The proposed urgent care programme of work will contribute
specifically to the delivery of 3 of our 5 Strategic Aims:
+ Transform the experience of children and adults with long-
term and complex physical and mental health conditions
» Improve the quality, safety and performance of local services
in line with national and local expectations
» Create a more sustainable primary care led and less
hospitalised health care system

In doing so it will contribute to the following specific objectives:
. Reduce unplanned hospitalisation
. Deliver sustained performance against the A&E constitutional
target
. Develop a robust Urgent and Emergency Care Network in light
of the Keogh review

Projects to Deliver Change in 2015-16
As well as designing in detail the new model of care the following
projects will be undertaken supportive of this direction of travel

1. Single Point of Access

2. Development of a safe and secure alcohol unit

3. Further implementation of ambulatory care ““*“‘6

4. Inreach care team supporting early ‘\f\)'

discharge
STOCKPO
TALETHER
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The New Model of Care

GP/
Federation Authoriti
-telamh m - “

Single Point of Access

Ambulatory
Care

Hat OP

Clinics / Slots Fharmacy

2. Urgent Care 2. Non Urgent Care
Centre

This model represents Stockport’s response to the Keogh review and our blueprint for a full Urgent and Emergency Care 60
Network.





Urgent Care

1.1 The Urgent Care Model

The Urgent Care Programme Board is proposing a new
model for urgent care. This is based on existing good work,
incorporating good practice and building on the
experiences and ideas of the Stockport health and social
care teams.

The model will ensure patients who do attend the system
are treated in the most appropriate setting and that when
admitted to an acute setting it is appropriate and for
clinically right amount of time.

The model will focus on three main aims:

1. Attendance and Admission Avoidance

2. Navigation to the most appropriate care setting

3. Integration with proactive care to enable rapid
discharge of patients.

To achieve this, the model proposed is constructed of
three main elements;

1. An Urgent Care Hub
2. An Urgent Care Centre
3. A Non-Urgent Care Centre.

NHS
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1.2 The Urgent Care Hub

The Urgent Care Hub will be both a physical and virtual service
comprising of a Single Point of Access with Virtual Admission
Assessment and an Initial Assessment Service.

It is important to note that the Urgent Care Hub will not be an
extension of the current ED or acute medical service provided by
the acute trust. The hub, and the elements within it, would be a
different department and a different team with the potential of running
the ‘Hub’ as a joint venture by the economy.

This would enable a different team with a different culture to provide
the step change in behaviour, actions and outputs that is required.
However, it is important that the new service does have the right
incentives aligned with the other elements of the urgent care system.
It is also important that the ‘pain’ of any urgent care failures are felt by
all those delivering the system.

1.3 The Urgent and Non-Urgent Care Centres

The urgent and non-urgent care centres are the colocation of a range
of services that benefit from this colocation and provide services for
patients who would have traditionally attended the Emergency
Department.

The creation of a non-urgent care centre reflects the reality that a
number of patients who present at the urgent care hub will not need
urgent care, but can still be treated effectively.
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Urgent Care

Project 1: Single Point of Access Project

CCG Senior Responsible Officer:  Mark Chidgey
CCG Project Lead: Laura Copas

1.1 Overview

A disproportionate amount of Stockport’s healthcare budget is currently
spent on urgent care. One of the reasons for this problem is a lack of
pubic awareness of the options available to them in a fractured and
confusing system. The well-known ‘brand’ of A&E is already perceived
as the access point to urgent care for a large number of patients. We
will build on this to develop a single point of access to urgent services.
Staffed 24/7, our urgent care hub will be clinically led triaging and
directing patients to the relevant health and social care teams in and
out of hospital, including pharmacy, mental health, social care. The
team will have the authority to say no to those patients who do not
require urgent care and direct them to relevant services.

In line with our holistic approach to proactive care, the clinical team will
be a multidisciplinary mix of HCAs, nurses, mental health and social
care professionals, allowing them to wrap the appropriate services
around the patient.

1.2 Outcomes
» 24/7 access to urgent physical, mental and social care

+ 3.5 % reduction in A&E attendances in year 1
* reduction in urgent re-admissions within 30 days

NHS

Stockport
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1.3 Project Risks

Non-urgent patients
insist on being seen in

Inability to defect
inappropriate

Patient education, advice
and guidance

ED attendances Development of easily
accessible alternative
services

Risk-averse clinicians Model is not Clinical engagement in

in acute setting
reluctant to commit

sustainable and change
does not occur

design process
Training and education

Cost of 24/7 hub out-
weighs savings in
urgent care

Savings are not realised

Detailed modelling within
design phase prior to
implementation

Availability and
affordability of IT

Scale of
implementation and

Identification of capital
monies to fund IT

infrastructure to enable | associated benefits not infrastructure
change realised
Increased numbers of Reduction in Patient education, advice

ambulatory patients
due to perceived rapid
access

attendances is not
realised

and guidance
Development of easily
accessible alternative
services

Non-Urgent Care
Centre becomes a 2™
ED

Unnecessary costs
remain in the system

Development of easily
accessible alternative
services

Clear criteria and
protocols for admission
and diagnostic access
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Project 1. Single Point of Access Project (cont’d)

1.4 Milestones

1 Develop a Single Assessment Protocol- Health and Social Care Oct 15
2 Develop a Single Discharge Protocol — Health and Social Care Oct 15
3 Implement an acute Trust SPA for GP referrals e.g. multi-specialty Oct 15
4  Update, enhance and rollout a DOS Apr 16
5 Implement rapid access acute hot clinics and diagnostics Apr 16
6 Co-design and integrate assessment, discharge teams & SPA teams Apr 16
7 Establish proactive care teams e.g. Neighbourhood teams Oct 15
8 Procure a call handling service Apr 16
9 Implement direct access to appointments through SPA Apr 16
10 All virtual urgent health and social care referrals through the SPA Apr 16
11 Re-Model estates to create physical SPA for Walk-In patients Apr 18
12 Integrate with Mental Health SPA Oct 16

63






Urgent Care

Project 2: Reformed Acute ACS Pathway Project

CCG Senior Responsible Officer:  Mark Chidgey
CCG Project Lead: Laura Copas

2.1 Overview

The number of people with ambulatory care sensitive (ACS) conditions
- chronic illnesses for which it is possible to prevent acute
exacerbations and reduce the need for hospital admission through
active management - admitted to hospital in Stockport is
disproportionately high in comparison to our peers.

This means that patients with ACS conditions are more likely to spend
unnecessary time in hospital, putting them at a higher risk of
contracting hospital-acquired infections and causing undue distress for
patients and carers.

We will continue to work with our local Acute provider to develop the
most effective care pathways for people when in hospital with acute
ACS conditions.

2.2 Outcomes

* New urgent care pathways put in place for all 19 ACS conditions

* 17% reduction in emergency admissions for ambulatory care
sensitive conditions

* Increased number of people with long-term conditions feeling
supported to manage their condition

* Year on year increase in patient satisfaction levels

NHS
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2.3 Project Risks

Speed of investment in Benefits not Co-design and joint work
developing proactive care realised
services fails to reduce the

number of urgent attendances

with Proactive care
Governance processes to
ensure benefits released
on time

Risk-averse clinicians in acute | Model is not Clinical engagementin

setting reluctant to commit to sustainable design process

new pathways and change Training and education
does not
occur

New pathways moving away Reduced Performance monitoring

from immediate admission to ability to meet
hospital 4hr target in
A&E

2.4 Milestones

1 Data analysis of admission rates by ACS condition Apr 15

2  Prioritisation of pathways to implement Apr 15

3 Implement new pathway for asthma, anaemia & headaches Apr 15

4 Identify and agree future pathways for development Jun 15

12 Evaluation of impact on outcomes, cost, staff and patient Oct 15
satisfaction
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Urgent Care

Project 3: Safe & Sober Facility Development Project

CCG Senior Responsible Officer:  Mark Chidgey
CCG Project Lead: Laura Copas

3.1 Overview

There are a number of people attending ED with alcohol issues but are
currently too intoxicated to be assessed. A proportion of these patients
are currently admitted to an acute ward for an inpatient stay whilst the
patient ‘detoxes.’

These patients do not have an integrated assessment with Mental
Health during this stay, bed block and often have an extended length of
stay.

There is an opportunity to re-model existing bed capacity within the
Urgent Care System to provide 2-3 beds for ED to directly admit these
patients. There will be an integrated MDT team including Alcohol
specialist nurses, social care and mental health looking after the
patients within these beds to ensure LOS is kept to a minimum with
continuing care arranged and supportive discharge to reduce the
likelihood of re-admission.

3.2 Outcomes

+ Dedicated bed capacity for patients who require detox or monitoring
overnight prior to assessment

* Reduced LOS and freeing up of acute inpatient capacity

+ Improved patient experience with holistic assessment and quicker
access to the right care

NHS
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3.3 Project Risks

Risk of patients becoming Increased Focus on behavioural
frequent attenders within the attendance change

urgent care system using this | rates
as a facility to sober up
without behavioural change
The impact of the change will
not be large enough as to
reduce acute inpatient beds

Alternative services
outside of hospital

Adding cost
without value

Data analysis and
modelling
On-going monitoring

The identification of Unable to
appropriate alternative short source

stay capacity alternative
beds

Poor utilisation

System wide scoping of
bed capacity

Data analysis and
modelling
On-going monitoring

The ring-fencing of beds
purely for safe and sober
doesn’t match peaks and
toughs in demand

of resource

3.4 Milestones

1 Data analysis of attendance and admissions for intoxication Apr 15
2 Analysis of current LOS for detox or alcohol related admissions Apr 15
3 Identification of alternative short stay capacity Jul 15
4  Development and agreement of new pathways Jul 15
5 Agreement of staffing requirements for safe and sober beds Oct 15
6 Reduction in acute long stay capacity Jan 16





Urgent Care

Project 4: Community Assertive In-Reach Team
Expansion Project

CCG Senior Responsible Officer:  Mark Chidgey
CCG Project Lead: Michelle Lee

4.1 Overview

The CAIR team will work alongside colleagues in the sub-acute areas
to facilitate appropriate discharges. The team will be responsible for the
health triage including aversion of hospital admission or early hospital
discharge through assessment and treatment of individuals, assessing
complex and specialist needs in order to develop, implement
programmes of care. Supporting individuals to remain in community
settings, in their own home, residential home or nursing home. Working
in partnership with the rapid response and intermediate services to
ensure the person is supported in their preferred place of care.

The team will integrated across hospital, community, social care, mental
health and primary care.

4.2 Outcomes

+ Greater resilience during winter pressures and ability to meet
performance targets

» Early supported discharge of complex cases resulting in reduced
length of stay

» Improving patient experience through reduced delayed transfer of
care and patient waiting times

NHS
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4.3 Project Risks

Risk of duplication of workload | Increased Co-design integration
costs with assessment and

discharge teams across

the system
Cost to the team is more than Reduced Evaluation and
the benefit benefit monitoring of service
realisation and impact

Lack of alternatives for teams Benefits not

to pull out into

Close working with

realised proactive care

4.4 Milestones

Identify and recruit equipment co-ordinator Apr 15
2 Recruit additional CAIR team members Apr 15
3 Recruit additional support workers Apr 15
4  Recruit nurse for older people Apr 15
5 Agree discharge protocol across partners Oct 15
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There are number of planned pieces of work in both the Proactive and Urgent Care Programmes that are designed to collectively change
the system and deliver benefits one of which is a reduction in non-elective admissions. The “bridge” diagram below draws together the
non-elective forecast outturn, the underlying growth in the system and the impact of the range of schemes being introduced in 2015-16.

14-15 outturn

-94

Forecast Impact of Care plans, Care

Out-turn growth Homes, Falls,

2014-15 assumption EOLC, Integrated
2.6%% Model,

Intermediate Tier

Patient GP
Education Development,
Safe & Sober, Scheme Reduction
In reach care Slippage 3.5% as
team 10% BCF
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Planned Care

Stockport Together

Planned Care is one of our four clinically led major transformation
programmes, to be planned and delivered across the Stockport
Health & Social Care economy. The goal of this programme is to
improve the patient experience and outcomes across the planned
care system whilst increasing efficiency and value for money.

The transformation that Stockport Together need to undertake in
this area is significant and fundamental and we envisage that it will
take three to five years to deliver all the improvements we believe

are necessatry.

The Stockport Together partnership have developed a shared
vision of the future of planned care which is described below,
Stockport CCG is fully committed to working together with our
partners and the public to design, commission and deliver this
strategic vision.

The CCG operational plan describes:

How this will help us deliver the CCG Strategic Objectives set out

in our Strategic Plan 2014-19.

A summary of the new model of care as agreed with partners
How we will take forward the detailed development of this vision
during 2015-16.

A number of quick changes we have identified that will be
undertaken during 2015 to improve efficiency and value for
money in this area

The impact of these on activity levels during 2015-16

NHS
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Contribution to Delivering our Strategic Plan
The proposed planned care programme of work will contribute
specifically to the delivery of 3 of our 5 Strategic Aims:
Increase the clinical cost effectiveness of elective treatment and
prescribing
Improve the quality, safety and performance of local services in
line with national and local expectations
Create a more sustainable primary care led and less hospitalised
health care system
In doing so it will contribute to the following specific objectives:
. Reduce the number of first and follow up appointments;
. Reduce outpatient cancellations and DNAs;
. Improve experience of outpatient care to best quintile
. Reduce variation in the volume and quality of GP
referrals
5. Reduce variation in the volume and quality of referrals
from other sources;
6. Reduce CCG spending on elective care

Projects to Deliver Change in 2015-16
As well as designing in detail the new model of care the following
projects will be undertaken supportive of this direction of travel
1. Maximise adherence with EUR policy
2. Extend EUR policy to micro-suction & smoking before
surgery
3. Optimise pathways for Spinal, ENT, Gastroenterology and
Cardiology
Reduce GP referral variation and improve quality
Improved value for money
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2. CREATION OF A VIRTUAL ZONE

The Model of Care The key feature of the Virtual Zone will be the development of collaborative
decision making between primary and secondary care clinicians to radically

reform traditional referral behaviour. It is anticipated that by developing
THE ZONE SYSTEM shared decision making, only those needing specialist care in a hospital
The proposed new model for planned sett?ng Wlll receive that option. Thls will _be enabled by |mproveq diagnostic
is b q ¢ Th testing in a primary and community setting as well as the adoption of
care IS based on a zone system. ihe technological solutions such as virtual clinics.

four zones are:

=z = = Clesar information badk to the GP on any diagnasis, freatmentand ongaoing care
. . 3= =i - Informati If help options for their di i

Zone 1: Self Care VlSlOﬂ E; . IMi;:?;hgeth;nintnﬂ'uelrse::;::ﬂ;hmepohﬂiftEi
Zone 2: Primary Care SYSTEM OVERVEW st s
Zone 3: Virtual Care -
Zone 4: Specialist Care People Care Practitioner

* Apps, Websites, Podcasts, Social Self Help Advice
THE KEY CHANGES Networks

* Health Trainers NOT INVOLVED

* Prevention Services
* Accesstotheir Health Records

The new model is underpinned by a radical
change in terms of the introduction of a virtual
care zone (Zone 3) as well as numerous other

developments.

+ Increased atternatives to a GP Primary Care * Point of Care Testing

+ Electronic Accessto v Access to diagnostics
appointments for a wide range of * Patients fullheath records
primary care Services Information *+ Centralized Phlebotomy

+ Local Services Provision * Care plans and pathways

1. NEW DEVELOPM ENTS . + Access to specialist advice
. c . + Virtual MOTs . .
A number of new systems, services and willbe made e

processes will be introduced to create significant : ;:ngli E;Ftrnmn:-tmﬁnt : + Generalist Triage Service
improvements to the planned care pathway. e e

Specialist Care * MDT /Hot /Urgent / One Stop

These based around providing the right service + eLogin
for the right patient in the most appropriate care - DTSR AT

. appointment nf i : -
setting. * Never start a pathway again . “' =
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Planned Care

The Model of Care

ZONE 1 - Self-Care

Zone lis wherethe person independently seeks health and
wellbeing advice

This could be via conversations with family, accessing websites and
services such as 111 for information, the use of applications including
the Stockport CCG app, telephoning or attending their GP practice to
get patient information leaflets, or seeking advice from a pharmacy.
This may also include more formal services such as Expert Patient
Programmes, prevention initiatives or support from health trainers.

People may also access podcasts concerning their complaint or
condition

Improved access to patients’ own health health records and
care plans which will be co-produced by the patient and their
health care professional

At this stage patients are self managing their condition. However,
once they feel the need for a more formal intervention they may
feel it necessary to move into Zone 2 and access primary care
services

NHS
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ZONE 2 — Primary Care Services

Zone 2 is the next step the patient moves to for advice or
assessment within Primary Care once they no longer feel it is
appropriate to self care

The patient will then be able to access a range of services relevant to
their condition. This may include general practice, primary care based
physiotherapy or voluntary sector services. People will be able to
contact such services directly and electronic booking should be user
friendly.

Within the model of care an enhanced range of investigations and
diagnostic tests may be undertaken in primary care to streamline the
assessment process and achieve an early diagnosis

The practitioner who assesses the patient in Zone 2 should have full
access to all the patients current and previous health records and
where appropriate information should be shared between
professionals to support the patients care

Patient records and care plans should be easily available

If primary care are unable to resolve the issue the patient will
move to Zone 3.
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The Model of Care

ZONE 3 - Primary Care with Specialist Advice

Zone 3is aradical reform of the planned care pathway providing specialist
advice in a primary care setting

Once primary care have exhausted all of their options to care for a patient in zone 2,
traditionally at this point a clinician may have referred the patient to a specialist but
within the new model the care professional will support the patient by moving into Zone
3;

Zone 3 is a virtual area where the primary care clinician collaborates with specialists
to develop shared care plans without the need for the patient to attend a hospital
appointment;

Whilst the patient remains under the care of the primary physician their care is
supported by specialist knowledge and includes access to a range of diagnostic tests
not currently available in a primary care setting;

Patients records and pathway information should be accessible by all involved in the
patients care allowing for the best possible advice to be given

Innovative technology will be adopted to support work in the zone, this may include
the use of Skype consultations to enable access to consultants from a community
setting

For some conditions patients will continue to be referred directly to hospital where
there is a clear need to access hospital care in a timely fashion

In cases where patients need to access to care in a hospital setting any actions
required to ensure that the patient is fully prepared for treatment, such as surgery, will
be undertaken in zone 3 prior to transfer to zone 4.

If the issue can not be resolved the primary care physician and the specialist will jointly
agree whether it is appropriate to transferred the patient to Zone 4
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Zone 4 is where specialist services are delivered
from a hospital setting

Patients accessing zone 4 will have been fully
prepared for treatment, such as surgery, in zone 3
prior to transfer to zone 4 to ensure that they are
physically and psychologically ready for the next
steps in their pathway of care

This zone will include services such as

* One Stop Clinics

* Multi-disciplinary Team Clinics to support
the management of complex care

» Rapidly accessible clinic slots

As a consequence of the inclusion of zone 3 many
patients who access Zone 4 will be known to the
specialists which will reduce duplication and
maximise the clinical effectiveness of the time
spent between the patient and the clinician
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Project 1. Maximise Adherence with EUR

Diane Jones
Karen Moran

CCG Senior Responsible Officer:
CCG Project Lead:

1.1 The problem to be addressed

Whist the CCG generally performs quite well on EUR compliance
there is evidence that there remains some areas where procedures
of limited therapeutic value are still undertaken. Funding of such
procedures means that resources are diverted away from more
valuable treatments and care. Most clinicians follow the local
policies but across primary and secondary care there remain a
number of breaches of policy. The number of procedures in the last
12 months is as follows:

Number of EUR Procedures

B Number of EUR Procedures

2.2 Description of the Project

The project will have two elements addressing both primary and
secondary care.
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1. NHS Stockport Foundation Trust will fully support the implementation
of the local EUR policies. This will impact on the number of treatments
carried out as well as follow-ups.

2. The CCG will work closely with GPs as part of the GP referral variation
project to support individual practices to improve their compliance. This
should impact on both outpatient and elective activity.

1.2 Key Milestones and deliverables

1

SNHSFT agree that any inappropriate referral April 15
accepted will not be paid for and notify clinics

accordingly

GPs are informed at the Start of Year event that April 15
SNHSFT will reject any inappropriate referrals and are
supported to manage this with patients.

Optometrists are informed that any referral without a April 15
completed pro-forma will be rejected.

SNHSFT consultants reject any inappropriate referral ~ April 15
Review progress and repeat steps 1-3 above July 15
Review progress and repeat steps 1-3 above Sept 15
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Project 1. Maximise Adherence with EUR
(Contd)

1.4 Associated Benefits and Trajectory
Taking these assumptions and the delivery trajectory described

CCG Senior ResponSible Officer: Diane Jones above we have assumed the fo”owing:

CCG Project Lead: Karen Moran
1.3 Assumptions

A audit of the number of EURSs has already taken place
and this has assessed the proportion of the EURs that
could be completed prevented in future at specialty level,
which ranges from 10% to 20%. Therefore, we have
assumed:

OPFA
Procedures
OPFU

55
110
212

183
366
706

1.5 Project Delivery Risks

NHS Stockport

Lose % of benefit

Planned Care SRO from SFT
supports scheme. Joint
economy agreement to
pursue best value

Monitor through GP referral
variation scheme

Foundation Trust do | Elective

T&O 20% 10% 20% pot IS|gn-ui0 orh Follow-up

S implement scheme
General Surgery 103{) Mo 10% Patients utilise Minimal numbers affected but
Rhuematology 15% 7.5% 15% choice to avoid SFT | assume 5% of benefit could
Urology 15% 7.5% 15% to increase chance | be lost
Plastic Surgery 15% 7.5% 15% of success
Gynaecology 15% 7.5% 15% Evidence underlying | If assume deflected activity

Applying these specialty specific reductions to the
activity levels would have the following impact on activity
in 2015/16, which will be part year effect due to timing of
the scheme being implemented and the impact of
procedures already in the system. Then in 2016/17 the
full year effect would be greater.

assumptions are
false

assumptions are 50% too high
then % of benefit lost

Tested with clinical lead.
Monitor and adjust

Capacity focussed
on this work is
insufficient

Impact on timeline could delay

implementation, assume lose
1QWtr then in year benefit
loss would be x%

Planned Care Programme
Board to ensure dedicated
capacity in place in CCG and
SFT
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Project 2: New EUR Thresholds

CCG Senior Responsible Officer:  Vicci Owen-
Smith
CCG Project Lead: Diane Jones

2.1. The problems to be addressed

1. Smoking increases the associated medical risks with
certain surgical procedures and also lowers the value for
money in undertaking these procedures.

2. Around 3000 Ear suction procedures are undertaken in
secondary care at the cost of £364,000 per year. A
considerable number of these procedures should not
occur.

2.2 Description of the Project

The CCG will put in place two new pieces of policy relating
to microsunction and smoking before surgery. In line with
project 1 and project 4 the CCG will then ensure these are
embedded at both secondary and primary care ends of the
pathway.

Consultation on smoking policy completed April 15
2 Policy approved at CPC and launched May 15
3 Policy on micro-suction drafted May 15
4 Consultation on policy completed June 15
5 Policy on microsuction approved at CPC & July 15

launched
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2.3 Assumptions

Smoking before Surgery

The evidence base for the health benefits of this is developing. There is not a
strong evidence base for the impact on activity and costs. Further work is
required to work out cost benefit.

Ear suction

The CCG will develop tighter guidelines on appropriateness of Ear suction via
the Effective Use of Resources (EUR) process. A conservative assumption is
that 30% of the existing referrals can be avoided in a full year. (see project 5 for
further benefits). Given the need to introduce and implement policy the second
assumption linked to the milestones is that we will gain 8 months benefit 20%.

2.4 Associated Benefits

Taking these assumptions and the delivery trajectory described above we
have assumed the following impact on activity. We have not assumed any
contribution from the smoking policy is completed.

Treatment 971 589
2.5 Project Risks

Planned Care SRO from SFT
supports scheme. Joint
economy agreement to
pursue best value

Planned Care Programme
delay implementation, lose Board to ensure dedicated
1QWtr then in year benefit capacity in place in CCG and
loss would be 25% SFT

NHS Stockport Lose 50% of benefit
Foundation Trust do | Elective

not sign-up or Follow-up
implement scheme
Capacity focussed
on this work is
insufficient

Impact on timeline could
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Project 3: Optimised Care Pathways 3.3 Key Milestones and deliverables

CCG Senior Responsible Officer:  Diane Jones

CCG Project Lead: Karen Moran 1 End to end review of pathways to be undertaken for Jun 15
Gastro/ENT/Cardiology

3.1 The Problem to be addressed 2 Engage with clinical teams from primary and Jul 15
secondary care to re-design pathways

Stockport GP ref(_arrals are genera_llly higher than the peer group 3 Commence incremental implementation of pathways Oct 15

norm. Once received by th(_e hospltgl peoplt_a are z_:lutomatlcally through PDSA pathways

offered a face to face appointment in a clinic setting as no formal _ _

triage of referrals is undertaken. It is not always clinically necessary 4 Complete implementation of phase 1 pathways and ~ Oct 15

for the patient to see a healthcare professional in a clinic setting. A commence process for phase 2

number of people are then referred between specialties and in
some specialties higher than average numbers of follow ups are
undertaken.

3.4 Assumptions

A audit of the number of out-patient follow-ups has already taken
place and this has assessed the number of follows-ups that could
be discharged to primary care or completely prevented in future at
specialty level, which ranges from 15% to 30%. For outpatient first
attendances and elective procedures a target of 10 reduction has
been assumed. Therefore, we have assumed:

3.2 Description of the Project

An end to end review of a range of care pathways will be
undertaken including referral, referral triage, thresholds, availability
of diagnostic tests at each stage of the pathway and follow ups.
Reformed pathways will then be designed by a clinically led team to
enable the streamlining of clinical interventions. This design phase
will ensure that proposed new pathways are aligned to the new
zone system proposed in the model of care. The pathways will be
implemented using PDSA cycles to iteratively improve over a period Gastro 10% 30% 0%
of time. Within the first year the following pathways will be ENT 10% 23% 0%
reformed: spinal, cardiology, ENT and Gastroenterology. Cardiology 10% 15% 0%
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Project 3: Optimised Care Pathways (Cont’d)

3.6 Project Delivery Risks
3.5 Associated Benefits and Trajectory

described above we have assumed the following:

Assumed level of Benefits not Close monitoring of
reduction is not realised realised and costs KPI's
remain
Gastro - OPFA 2,632 263 79 Whilst number of referrals | No overall gain Agreement between
Gastro - OPFU 5,001 1,500 450 reduces ,the capacity is partners RE the
Gastro - Elective 2,195 not removed at the Trust number of outpatient
ENT - OPFA 6,019 602 181 apgo"gtf;e”ts |
ENT - OPFU 8,748 2,012 604 uncertaen an
- monitoring of the
ENT - Elective 1,007 waiting list
Cardiology - OPFA 2,725 272 82 Slippage with regards to Benefits delayed Close project
Cardiology - OPFU 4,796 719 216 timescales management and
Cardiology - Elctive 784 monitoring
Total impact - OPFA 11,376 1,138 341 Lack of alternative Referrals to the Close working with
Total impact - OPFU 18,545 4,232 1,270 capacity such as Primary Trust do not reduce Primary and data analysis
Total impact - Elective 3,986 0 0 Care to understand impact of

planned reductions
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Project 4. Reduce GP Referral Variation

CCG Senior Responsible Officer:  Diane Jones
CCG Project Lead: Julie Ryley

4.1 The Problem to be addressed

Stockport referrals are higher than peer group norm and within this local
GP practice referral rates by weighted population vary significantly across
Stockport. There is some evidence that this variation is getting worse. As
a consequence there are resources being deflected for unnecessary
outpatient and subsequent elective activity that could be used elsewhere.

The graph below illustrates the variation and growth in variation at locality
level.

GP Referred 1st OP attendances by locality

o Cheadle & Bramhall

& Heatons & Tame Valley
# Marple & Werneth

® Stepping Hill & Vic
«CCG
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GP 1st Outpatients per 1000 weighted population 2014
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Percentage Growth in GP Referred 1st OP attendances from Apr-Dec 2013 to Apr-Dec 2014

The graph on the following side shows the wide variation in referral rates
even after weighting for age and deprivation is taken into account.

4.2 Description of the Project

A clinically led results orientated team will be focussed on working with GP
practices whose referral pattern is most outwith the Stockport average. They
will support the practices concerned through root cause analysis and quality
improvement to identify and address issues and better utilise the existing peer
review mechanisms already in place.

This work will mutually re-enforce the work being done on care pathway
optimisation and EUR Compliance described earlier.

1 Individual practice referral target range identified and agreed March 15
2 Approach explained at GP Start of year event with importance April 15
2 Team start work with GP practices in top quartile April 15
3  Firstresults reviewed and team re-aligned July 15
4 Further review and alignment Nov 15
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Project 4: Reduce GP Referral Variation (cont’d)

CCG Senior Responsible Officer:  Diane Jones 4.5 Project Delivery Risks
CCG Project Lead: Julie Ryley [Rek _ Tmpar [Lovel [Contor/mmgation |
4.3 Assumpti High focus on practices with | Lose 50% benefit of Team given responsibility for

; .ptIOI‘IS . . greatest opportunity means | assumption b) and whole population result not
a) Underlying growth of 2.9% applied to all practices growth across others faster growth than just targeted practices. Self
b) The practices in Stockport with a rate of 205 or assumption c) starting team able to flex
greater per weighted 1000 population (two bottom rapidly
quintiles) will deliver 20% of the reduction that would Practices with much higher | Lose 30% benefits of Assumed only 20% progress
move them back to Stockport average referral rates most resistant | assumption a) against opportunity within plan
c) The practices in Stockport with a rate between 175- to change practice anyway in year one. Strong

change agent skill in team.

205 per weighted 1000 population will keep referrals flat
d) The second lowest quartile will grow at 1.9%

i X i Population resistance in Lose 20% benefits of Ensure support through peer
e) 'Ehe lowest quartile will grow at underlying rate of more affluent areas and assumption a) review and EUR policy decisions.
2.9% potential threat of litigation Is effectively managed

f) All savings from EUR and Pathway Optimisation
project then subtracted to avoid double-count
g) Conversion rate 15t to elective 50%, Conversion rate

1stto FUP 250%
396

4.4 Associated Benefits

OP Firsts GP 1631 1235
OPFU 4078 1482 2596
Elective 816 110 706
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Project 5: Improving Value for Money 5.4 Assumptions
Preliminary discussions have indicated alternate cost of
CCG Senior Responsible Officer:  Diane Jones provision between 20-50% lower than existing tariff provision.
CCG Project Lead: Karen Moran CCG has assumed mid-point 35% for planning purposes. We
have assumed 30% unnecessary activity excluded as a result
5.1 The Problem to be addressed of EUR Changes see project 2.
The current tariff system may not be ensuring best value for money
across a range of services. The CCG has already identified Ear 5.5Associated Benefits and Trajectory

suction as such an area. The current activity at tariff for Ear suction
costs c£364,000
5.2Description of the Project

Working with subject matter experts the CCG will identify a number of 2041 2060 £255,000 £165,000
areas that are not currently providing value for money and then
develop plans to re-commission these or look for alternative modes of
provision. The first areas the CCG will be reviewing is microsuction.

£90,000 £22,500
In the case of the latter the CCG has identified that there is a very
high use of secondary care ear-suction. On the basis of assuming i Lev  Control / Mitigation
30% of activity should be removed altogether (see project 2) we are el
then looking at procuring a lower cost alternative. The ENT contractis | Freed capacity at Contract team and executive
. not reduced to reflect | SNHSFT increases clinical lead signed up.
5.3 Key milestones the pathway redesign | costs.
._— Lack of alternative Patients continue to Work with 3 providers in the
capacity for patients be referred to local area to provide alternative
SIS IEEENE O St ER] S meeting threshold for | SNHSFT capacity.
2  Further list agreed at programme board May 15 treatment
o ; Lack of clinical support | Benefits not The redesign of the pathway
3 Contract variation issued to current provider Junels and agreement to realised and costs has been clinically led and fully
4 Procurement process completed Nov 15 redesigned pathway | remain the same. supported by primary and
and thresholds secondary care clinical leads.
5 Mobilisation completed (inc decommissioning) Jan 15
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Plan for GP Led Demand — First Outpatient Attendance Following GP Referral
Forecast underlying growth, impact of proposed changes, BRIDGE DIAGRAM

14-15 outturn 15-16 outturn

Forecast Impact of Project 1 Project 3 Project 4 Scheme

Out-turn growth EUR Pathway GP Referral Slippage

2014-15 assumption Compliance Optimisation Variation c13%
2.9%
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Elective Plan
Forecast underlying growth, RTT backlog impact, impact of proposed changes. BRIDGE DIAGRAM

14-15 outturn

15-16

200

Forecast 15-16 NR Impact of Project 1 p Project 2 p Project4 p c15% scheme
Out-turn RTT growth EUR New EUR GP Referral slip
2014-15 Waiting Times assumption Compliance Variation

3.1%
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Subsequent Outpatient (Follow-up) Plan

-1270

14-15 outturn

252,052

Impact of Project 1 Project 3 Project 4 Impact of cap . :
Forecast growth EUR Pathway GP Referral on providers R"?’k St”.l.to be
Out-turn . . o - identified
assumption Compliance Optimisation Variation Sth/Central
2014-15 > 49
. 0
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Technology

Our Technology programme is a joint initiative across
the entire Stockport Health & Social Care economy.
Though not a major transformation programme in itself,
this work underpins and enables achievement of all of
the other change programmes.

By harnessing technology, this programme will allow us to
integrate and improve health and social care services for local
people.

The CCG operational plan describes:
How this will help us deliver our CCG Strategic Objectives
set out in our Strategic Plan 2014-19.
A summary of the new model of care as agreed with
partners
How we will take forward the detailed development of this
vision during 2015-16.
A number of quick wins we have identified that will be
undertaken during 2015 to improve efficiency and value
for money in this area
The impact of these on activity levels during 2015-16

Contribution to Delivering our Strategic Plan

This programme of work will contribute specifically to the
delivery of 2 of our 5 Strategic Aims:

NHS
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1. Long-term and complex conditions
4. Improve quality, safety and performance

In doing so it will contribute to the following specific
objectives:

. Enable all clinicians in Stockport to access timely health
care data

. To enable wider practitioners in Stockport and beyond to
access improved information to more safely and
efficiently care for Stockport people.

. To enable Stockport people to take more control of their
health and care through better electronic access to
records, information and technology

. Increase use of the NHS number

. 100% practices using e-prescriptions, GP2GP &
Summary Care Record systems

. 100% practices offering full patient online services

. 100% of key care providers using Stockport Health &
Care Integrated Records

Projects to Deliver Change in 2015-16

+ Digital Services to the Population
* Integrated Records & care plans
+ Clinical System Maturity
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Project 1: Digital Services Project

Senior Responsible Officer:
Project Lead:

Gary Jones
Paul Fleming

1.1 Overview

The CCG aims to use data and technology more effectively to
transform outcomes for patients. This is part of the NHS’s overall goal
to more to becoming a paperless service by 2017.

We will offer online and mobile app access to health and care services,
including patient access to GP records, online booking for appointments
and booking of repeat prescriptions. We will release apps to assist the
public and services in navigating the health and care system in
Stockport.

We will trial the use of online personal health records (PHR) linked
with GP held records for self monitoring and care, alongside patient-
practice messaging. In line with Caldicott recommendations around

peoples right to access information about themselves

NHS
Stockport

Clinical Commissioning Group

1.2 Outcomes

» 3000 downloads of local health app

» 100% practices offering online appointment booking
* 100% of practices offering online prescriptions

* Online access to personal health records

* Reduced pressure on GP appointment phone lines
* More patients taking responsibility for their health

1.3 Risks
* Lack of IT infrastructure
» Lack of IT awareness among practice staff

» Data loss / hacking of online records

1.4 Milestones

Health & Care finder app downloaded by 1000 users Jul 2015
2  All practices with a date confirmed to switch on all patient online Apr 2015
functionality
3 80% of practices offering all patient online services Apr 2015
4 100% of practice offering all patient online services Aug 2015
5 Health & Care finder app downloaded by 3000 users Dec 2015
6 PHR pilot complete Dec 2015
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Project 2: Integrated Records Project * Technology / market changes
» Data loss / hacking of online records

+ External / legal factors
» Other competing national and regional schemes undermine public
trust

Senior Responsible Officer: Gary Jones
Project Lead: Paul Fleming

2.1 Overview )
Building on previous work, we will develop integrated health and care 2.4 Milestones

records and systems so that when you go for care, the professionals l_-

you see haV_e access to your most Up‘to'dat_e records. This pereCt will Multi agency view enabled incorporating community health May 15
include public engagement around the Caldicott recommendations to functions
support direct care of individuals. 2 Full GP record viewer pilot in GP out of hours Jun 15
This will require all providers to improve their use of the NHS Number 3 Wider rollout to remaining practices for GP record viewer in GP out Oct 15
. . g o . . . . of hours
as a primary identifier. This stipulation will be included in all .
transformation contracts and monitored for performance. 4 Single GP System appraisal (independent report received) April 15
5 Multi agency view enabled incorporating key local authority care Nov 15
2.2 Outcomes functions

* Improved diagnosis through access to full medical record 6
* Improved prescribing through access to prescribing history

« Reduction in medical waste 7

* Reduction in medical errors 8 Coded discharge summaries available electronically Oct 15
» Reduction in delays / cancellations 9

* Increased patient satisfaction

Key acute hospital data available through Integrated Record Dec 15

Use of NHS number included in transformation contracts Sept 15

80% of elective referrals undertaken electronically Mar 16

« Increased data security through wider use of NHS number 10] fAuditieruse off NR Siumbenby providens Mari16
11 Roadmap for the introduction of fully interoperable digital records Apr 16
2.3 Risks . 12 Public engagement on integrated records Apr 16
* Lack of IT infrastructure
13 Dynamic, pathway data flows implemented in a key care pathway Apr 16

Lack of IT awareness among clinical staff
Lack of buy-in across partners
Capacity of suppliers 85
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Project 3: Clinical Systems Maturity Project

Senior Responsible Officer: Gary Jones
Project Lead: Paul Fleming

3.1 Overview

We will continue to update GP systems to ensure that Stockport
GPs have a modern and future-proofed clinical system to meet the
needs of a transformed system of care.

We will work with healthcare providers and social services to ensure
that new systems use the NHS Number as the main patient identifier
to improve privacy and accuracy of records.

And we will facilitate electronic transfer of patient records through
GP2GP to speed up the availability of records when a patient moves
practice.

Emis Web will be rolled out across the majority of practices and in
urgent care services as an enabler to urgent care programme,
allowing all urgent care providers to access up-to-date information
on patients in an emergency.

Dependent on the findings of an independent appraisal we will
implement a single clinical system across all Stockport GP practices.
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3.2 Outcomes

* Increased use of the NHS number

* Reduction in clerical errors

* Integrated records for joint health and social care teams
» Faster transfer of patient records

3.3 Risks

* Lack of IT infrastructure & resources

» Capacity of IT suppliers

* Changes in national direction on mandated systems
* Lack of IT awareness among clinical staff

» Data loss / hacking of online records

3.4 Milestones

1 All compliant systems to be live with Summary Care Record Apr 2015
2 All GP systems live with Summary Care Record Dec 2015
3  Contract review of provider progress towards digital health records Mar 2016
4  All GP systems live with Electronic Prescriptions (release 2) Mar 2016
5 All GP systems live with GP2GP Apr 2015
6 All practices on a single clinical system solution (dependant on appraisal) Apr 2016
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Project 1: Primary Care Co-commissioning Project 1.2 Milestones
Project Lead: Paul Pallister 1 Co-commissioning Guidance issued Nov 14
1.2 Overview 2 Governing Body discussion Dec 14

3 LMC & CCG letter to GP practices initiating discussion Dec 14
NHS Stockport CCG is 9°mm'tted to Wo_rkmg W!th our members to 4 Chief Clinical Officer meeting with Health & Wellbeing Chair Jan 15
realize a new deal for primary care, putting family doctors at the heart

6 GP workshop Jan 15
We also believe that our neighbourhood and challty based approach 7 | @avaiin Eesy deetionan| B 6 co et Jan 15
will be best supported by a placed based funding approach and —
therefore once the foundations of our transformation programme have 8  Application for level 2 30/1/15
been set, the CCG intends to apply for Level 3 co-commissioning 9 NHS England decision on co-commissioning Mar 15
status. 10 Co-commissioning committee between CCG & LAT established 1/4/15
In 2015/16 the CCG has applied for Level 2 co-commissioning powers, 11 Conflict of interest Board development May 15
working jointly with NHS England to steer vital transformations in 12 6 month review of co-commissioning, including GP engagement Sept 15
General_ Pracyce_. At the same time, GPs W|_II play a Ieadl_ng role in 13 Discussions with level 3 CCGs Oct 15
developing this vision set out in our Strategic Plan of an integrated — o
health and social care system, focusing on prevention of ill-health and 14 Application for level 3 co-commissioning Dec 15
proactive management of conditions.
Our General Practice Development team has been integral to ensuring 1.3 Risks
that GP voices are at the heart of local commissioning decisions. L . _

» Cost of co-commissioning higher than assigned budget

* Increased conflict of interest for GP members of Governing Body

» Reputational impact of GPs commissioning GPs
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Project 2: Healthier Together Project

Senior Responsible Officer:
Project Lead:

Tim Ryley
Louise Hayes

2.1 Overview

Stockport is a full and active partner in the Healthier Together
reform programme, which is designed to ensure the long-
term sustainability of high quality acute hospital services
across Greater Manchester.

A full public consultation was undertaken over the summer in
2014 to assess recommendations to create specialist centres with
consultants available 24-7 and local general hospitals for routine
hospital care.

2.2 Milestones

© 00 N o 0o A W N P

Public Consultation Oct 14
Decision on specialist centres Jun 15
Contract variation for specialist trauma centre Dec 15
Contract variation for specialist acute medicine centre Dec 15
Contract variation for specialist general surgery centre Dec 15
Roll-out ‘single services’ across Greater Manchester hospitals Jan 16
Monitor application of agreed clinical standards Jun 16
Monitor impact on variation across GM Jun 16
Monitor impact on quality in local general hospitals Jun 16
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2.3 Outcomes Trajectory

» 24/7 consultant care for specialist surgery

» 24/7 consultant care for emergency trauma centre
» 24/7 consultant care for acute medicine

* Specialist trauma outcomes improvement

» Specialist general surgery outcomes improvement
» Specialist acute medicine outcomes improvement

2.4 Financial Trajectory

HT figures

» Sustainability across GM acute sector

2.5 Risks

» Potential loss of staff who do not wish to work across multiple sites

» Public protest at loss of specialist team in local general hospitals
* Increased time to get to specialist care unit
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Project 3: Estates Project * Ensuring accessibility.

* Reduced combined property running costs.
Senior Responsible Officer: Gary Jones » Generate capital receipts through the sale of surplus assets for
Project Lead: David Dolman reinvestment.

* Improved access to public services.
3.1 Overview » Facilitate more collaborative working to manage patients and

customers with multiple or complex needs.

Estates planning is a key enabler of the major change programmes * More collaborative working at a property and FM level.
Stockport is undertaking to improve local health and care. A Stockport * Increased productivity through more flexible use of the combined
Strategic Estates Group (SEG) was established in November 2014, estate.
bringing together finance and estates leads from the CCG, local * Reduced carbon emissions.
hospital, community services, Local Authority, Police and Fire services. - Greater support for regeneration and place sharing within the

communities we serve.

The aim of the strategic estates group to develop a vision for strategic _
estates planning across the public sector and realise benefits through a 3.2 Milestones

smaller, cost efficient, greener, flexible and effective estate aligned with ._-
frontline public services. The strategy will be designed to accelerate

the pace of progress towards integrated service delivery and improved 1  Establish Stockport Strategic Estates Group Nov 14
community services at a local level. 2 Review of all public sector assets Aug 15
. — . 3 Sign off Stockport Public Sector Estates Strate Mar 16

The Stockport SEG will maintain a service led approach not an asset 9 portFubl 9y
led approach when assessing and determining the estate need for 4 Implementation of Strategy Apr 16
onwards

services. The SEG will champion collaboration as the new default way
of doing business for public sector asset management across
Stockport. The benefits of this collaborative approach are far reaching
and include:

* Improved, more effective use of resources.

* Response to commissioning intentions.
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New Models of Care

Project 4: Workforce Project

Senior Responsible Officer:
Project Lead:

Tim Ryley
Angela Dawber

4.1 Overview

Our plans to meet the changing needs in our population signify a major
change in the health and social care system across Stockport. These
changes will only become a reality with the right skills and values in
place.

The Stockport Together partnership have recently established an
enabling “people” work-stream chaired by the HR director of Stockport
NHS Foundation Trust and with representation from all partners. A
training needs analysis will be developed to as part of the detailed
design phase of the transformation programme during April to July
2015. The local LETB will be crucial in developing those revised training
programmes both for current staff and to ensure the sustainability of our
workforce going forward.

Across Stockport health and care leaders have agreed a new Values
Framework (appendix 2), which will be central to our new ways of
working. Central to our changes will be the core NHS values of equality
and diversity, which will be embedded in the work we do through the
Equality Delivery System and the new Workforce Race Equality
Standard.

Work will also be undertaken through the Prevention programme to
ensure that all staff across health and social care understand their
holistic role in supporting the prevention agenda and empowering the
population to take responsibility for their own health.
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Clinical Succession Planning will be a core project for the CCG to
ensure that future clinical leaders have the management and
leadership skills to take the health economy forward in years to come.

Specific projects will also be undertaken to support staff with improve
their physical and mental wellbeing, to undertake unpaid caring roles,
and in making Shared Decisions with patients a reality.

4.2 Risks

» Risk of industrial action in opposition to changes

» Lack of clinical leadership when current leads step down
» Gaps in key roles, including GPs and ED consultants

4.3 Milestones

1 Local health & social care leaders to agree a shared values framework Dec 14
2 Roll-out values across organisations Feb 15
3 CCG Adopt Workforce Wellbeing Charter Feb 15
4  Staff Satisfaction Review Mar 15
5 Detailed system workforce analysis completed June 15
5 CCG Clinical Succession Plan in place Sep 15
6 Staff Consultation on new models of care Oct 15
9 Introduce new nursing and midwifery revalidation Dec 15
10 Implement NHS Workforce Race Equality Standard Apr 16
11 Implement Equality Delivery System (EDS2) Apr 16
90





NHS

Stockport
Clinical Commissioning Group

4. QIPP
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1.1 CCG Budget 2015/16 1.2 Planned Spending by service area 2015/2016

In 2015/16 NHS Stockport has received an uplift in funding of
4.6%, giving us a budget of £378.5 million.

_ o _ : Budget 2015/16

Due to the CCG carrying forward a recurrent deficit of £1.65m into Service areas £000s % of Budget
2015/16 and with demand for services continuing to grow, the
CCG'’s Governing Body has had to take difficult decisions on how

the budget will be spent. Hospital services £216,676 57.3%
Statutory Duty to Break Even Prescribing £48,969 12.9%
CCGs have a statutory duty to breakeven and a requirement under . 0
NHS England business rules to make a 1% surplus in 2015/16. Sl At 05 LM
H0\_N(_aver, giv_en that Fhe CCC_S IS entering 2015/16 in recurrent Mental Health £31,247 8.3%
deficit and with ever increasing demand on services the CCG plans
to make a minimal surplus of just £250k in 2015/16. Continuing Health Care £14,812 3.9%
Investments Other Programme Expenditure £10,137 2.7%
The CCG has planned to make investments of £13.6m including a _ 0
net Better Care Fund investment of £7.6m. Investments planned in FlimesyCare £7,324 1.9%
2015_/_16 are de_S|gned to d_rlve Igstlng ch_angt_a_ln the health care Corporate (Administration Costs) £6.109 1.6%
provision ensuring future financial sustainability.

Contingency £1,892 0.5%

Quality, Innovation, Productivity & Prevention
Our QIPP plans detailed on the following page set out additional Surplus £250 0.1%
measures that will deliver both recurrent and non recurrent savings
that will allow us to invest in lasting change and move the CCG into
recurrent surplus in the medium term, while also achieving in year
financial balance.

Total £378,327 100.0%
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QIPP Plans

1.1 Quality Innovation Productivity & Prevention

Given the changing demographics and health needs in Stockport,
the CCG believes it must invest in long-term change that will
create a sustainable system to meet local needs going forward.
However, change comes at a cost.

The CCG is working closely with its partners across the Stockport
Health economy (Stockport NHS Foundation Trust, Stockport
Council and Pennine Care) to develop a new, sustainable model
of care that aims to prevent ill-health, and manage existing
conditions in the community, reducing the reliance on emergency
hospital care. Our joint plans take a five year approach,
acknowledging that the full financial benefits of this model will be
realised over the medium to long term.

Across the health and social care economy of Stockport, we have
invested in the Better Care Fund, which supports an integrated
community care model to reduce non-elective activity by 3.5%. As
such our 2015/16 contracts will reflect this 3.5% reduction. We
have also agreed to have no growth in elective activity.

Our QIPP plans for 2015/16 also include on-going work to reduce
the cost of prescribing and administration costs as well maximising
the utilisation of funding source such as the Quality Premium and
Greater Manchester Risk Share

The following table sets out the range of schemes currently in
place to address out targeted reductions in elective and non-
elective activity.

In addition to these plans, the CCG expects to see additional
benefits, as yet unquantified, through similar deflection schemes
run by Central and South Manchester CCGs on reducing
Consultant-to-Consultant referrals and the re-procurement of Wet
AMD services.
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Initiatives Schemes Activity Target  Trusts Impacted
GP development scheme Non-elective All Apr 15
Better Care Plans NEL All Apr 15
ES';Z Complex Care pathway NEL All Oct 15
(see Community Falls Service NEL All Oct 15
detail Care Homes NEL Al Oct 15
;?gzétive One Team NEL All Apr 15
Care) End of Life Care NEL All Apr 15
Intermediate Tier NEL All Oct 15
Safe & Sober NEL SFT only Oct 15
Emis web in Out of Hours NEL All Oct 15
g;%gm In-reach care team expansion NEL SFT only Apr 15
ACS Pathways NEL SFT only Apr 15
Virtual Single Point of Access NEL SFT only Apr 15
GP Referral Scheme Elective care All Apr 15
EUR EL SFT only Apr 15
Planned Pathways optimisation EL SFT only Oct 15
Care VIM re-procurements EL SFT only Oct 15
Diabetes phone clinics EL SFT only Jul 15
Model Clinics EL SFT only Apr 15
CCG running costs N/A N/A Apr 15
NICE Guidelines EL All Apr 15
Other Prescribing EL Pharmacy Apr 15
glseet:il V{M re-procurements EL All Oct 15
below) GM risk share N/A N/A Apr 15
Quality Premium N/A N/A Apr 15
Fit for surgery thresholds EL All Oct 15






Cost Improvement Plans

Plan 1: Further Reduction in CCG Running Costs

Senior Responsible Officer:
Project Lead:

Gary Jones
Tim Ryley

The CCG is planning a further 5% reduction in administration costs in
addition to the 10% reduction which has been nationally mandated.

A full review of administration costs to deliver the additional 5%
reduction will be undertaken by the end of March 2015 to be
approved and incorporated within 2015-16 budgets.

Plan 2: Value for Money Re-Procurement

Senior Responsible Officer:
Project Lead:

Gary Jones
Mark Chidgey

The CCG has identified a number of existing contracts that it intends
to re-procure over the course of 2015-16 to secure better value for
money.

The decisions are based on bench marking with neighbouring CCGs
and CCGs with a similar population to review the cost-effectiveness
of similar contracts in other areas and the clinical outcomes attained
in those areas. The total full year savings that can be achieved have
been estimated to be £417k.
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Plan 3: Application of NICE Guidelines

Vicci Owen-Smith
Tim Ryley

Senior Responsible Officer:
Project Lead:

Given the current financial restrictions, the CCG will not be able to
invest in new treatments recommended by NICE guidance over
2015/16. Our planning assumption for the Prescribing budget
assumes a net 3% uplift.

The CCG'’s clinically led Policy Committee will continue to review all
non-mandatory NICE guidance issued and make recommendations
to Governing Body in terms of local health benefits, patient
experience and cost implications.

Where there is a clear case for early adoption of new guidelines, this

will be managed through our Business Case process, to ensure that
the CCG manages its tight budget in line with the above plans.
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Plan 4: Prescribing CIP Plan

Senior Responsible Officer:
Project Lead:

Roger Roberts
Liz Bailey

1.1 Overview

As the CCG progresses its work to move care closer to home (see Proactive
Care above) to reduce referrals for elective care (see Planned Care) and to
identify people in the early stages of conditions (see Prevention) there will be
increasing demand for primary care prescribing. To counter this increase in
demand the following prescribing cost saving initiatives will be implemented.

GP Development Scheme

The CCG has undertaken a review of prescribing across primary care to
identify and work with those Practices whose prescribing levels are outwith
normal ranges to reduce growth by £944,000.

Medical Waste

We will continue to work on waste reduction through robust repeat
prescription request management in Community Pharmacies and holistic
medication review in care settings. once fully implemented, this work should
reduce spending by £200,000 a year.

Medicines Optimisation We will continue to work with clinical guidance and
enable changes in prescribing on: Respiratory corticosteroids; Neuropathic
pain management; Laxatives; and Hypnotics, with an estimated cost benefit
of around £300,000 a year. In 2015/16 this programme will be extended to
cover: emollients; antidepressants; blood glucose testing; and use of vitamin
and mineral supplements, with estimated cost benefit of £150,000.

We will continue to develop our urology product supply project, with the aim of
saving up to 25% in this area.

Non-PbR Drugs.We forecast a saving to the CCG of around £500,000 on
non-PbR tariff drugs, but this impact will not be realised until April 2016.

Plans
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High Cost Drugs

The CCG will work with specialist commissioners to ensure appropriate use
of medication and to assist in cost management. Value based processes
using home care and gain share offer opportunities to improve patient
experience and cost effective use of resources.

1.2 Outcomes

Reduce variation in GP prescribing

£944,000 p.a. saving through GP development scheme
£200,000 p.a. saving through medical waste campaigns
£300,000 p.a. saving through existing medicines optimisation
£150,000 p.a. saving through additional medicines optimisation

1.3 Risks

1. Lack of capacity in pharmacy team to deliver change

2. Lack of capacity in General practice to implement changes

3. Integrated working may trigger demand that outstrips capacity

4. Specialised commissioning increases costs without additional funding
5. Changes to national guidance may increase costs

1.4 Milestones

1
2
3
4
5
6
7
8
9

Re-procurement of Business Intelligence service Apr 15
Implement GP Development Scheme Apr 15
Launch Phase 2 of the Medications Waste campaign Sept 15
Implement pharmacy team locality working Oct 15
Monthly roll-out of medication change plans Oct 15
Roll-out Phase 2 urology supply project Nov 15
Monitor secondary care prescribing of non-PbR drugs Apr 16
Implement GM work on appropriate prescribing Apr 16
Review of impact on health outcomes, patient satisfaction and budge = March 17
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The bridge diagram below sets out the forecast activity, pressures and financial savings identified in our prescribing plan above.

Prescribing
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Forecast Out-turn Growth & Inflation GP Development Medicines Medical Waste Guidance Slippage on Plan 2015-16
2014-15 5.7% Optimisation Schemes
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Plan 5: Greater Manchester Risk Share

Senior Responsible Officer:
Project Lead:

Gary Jones
David Dolman

The CCG works closely with colleagues across Greater Manchester
to manage the movement of patients across boundaries and use of
neighbouring hospitals.

To safely manage financial pressures, the CCGs across Greater
Manchester adopt risk sharing. Each CCG contributes to a shared
pool of monies used to cover any additional, unexpected costs. This
year the CCG will be proposing to GM colleagues that contributions
will reflect the financial position of health economies.
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Plan 6: Quality Premium

Gary Jones
Tim Ryley

Senior Responsible Officer:
Project Lead:

The Quality Premium is intended to reward clinical commissioning
groups for improvements in the quality of the services that they
commission and for associated improvements in health outcomes
and reducing inequalities.

The CCG’s Governing Body has agreed to use the Quality Premium
monies received in 2014/15 to support delivery of this strategy and
transformation which is in itself delivering change and improvement.

This represents an additional source of income to support the CCG’s
delivery of improvements in service quality.
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Plan 7: Halt Investments

Senior Responsible Officer: Gary Jones
Project Lead: Tim Ryley

In April 2014 the CCG’s 5 year plan agreed to make major investments in 2014-15 and 2015-16.

In light of the current financial pressures faced by the CCG, the Governing Body has looked again at planned investments for 2015-16 and agreed
on a number of areas where planned investments will be halted until sufficient funding is available.

The following investments will no longer be made this financial year to ensure the success of our major transformation programmes.

Planned Investment Area Planned Investment 2015/16 | Impact on Dellvery of Plan

1 Follow-up reform £300,000

2 IM&T £125,000 High [

3 Strategic investment £200,000 Low [

4 Further IAPT expansion £400,000 Med

5 RAID* £100,000 Low [
TOTAL £1,125,000

* The original plan was to investment £500,000 in RAID over 2015/16. The vast majority of this will still be invested (£400,000) through the Better
Care Fund and Mental Health Resilience Funding. As such, we believe that the impact of on the service of reducing our investment will be
negligible.
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5. Implementation
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Implementation

1. Contracts

At the end of 2014, health and social care leaders across Stockport
agreed to adopt a collaborative approach to transforming care provision
in the borough, cognisant of the impact one organisation’s plans can
have on the other organisations. As such, the 2015 contracting round
will be conducted in a transformational, rather than a transactional
manner, looking at how we can tackle financial pressures together,
rather than passing them onto other organisations.

Agreed across the health and social care economy we have agreed a
common goal to reduce demand by 3.5%, as set out in our joint
submission to the Better Care Fund. This will form the basis of our
jointly agreed activity projections and planning assumptions.

This section will be completed after the contract negotiations are
concluded.
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2. CQUIN

Through the Commissioning for Quality and Innovation payment
framework (CQUIN) we will offer each provider the opportunity to earn
up to 2.5% of their annual contract value by achieving improvements

+ dementia and delirium care

 the physical healthcare of patients with mental health conditions
+ care of patients with acute kidney injury

+ identification and early treatment of sepsis

* urgent and emergency care.

Though no longer part of the CQUIN incentive, work covering the:

+ safety thermometer

+ friends and family test

will continue to be monitored under the new NHS Standard Contract.
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3. Risk

A comprehensive risk management process will play a crucial role in the successful management of the Portfolio activities. This process will
include the use of a risk assurance framework developed and reviewed regularly by the Portfolio Office to provide oversight for all potential issues.

Risks will be also assessed at Programme and Project level. Where the risk can be valued in financial terms this will be done. Appropriate
mitigation strategies will be developed to minimise the impact of the individual risk (or maximise if a positive risk). The risk management process
will be ongoing and constantly change throughout the development of the Portfolio, Programmes and Projects.

The development of the risk assurance framework will be undertaken through workshop with the design groups and the Portfolio Office during the
planning for design phase (February / March 2015) . This will then be reviewed on a regular basis as the design phase progresses. The risk
assurance framework will cover a range of risks relating to delivering the programme but also the operational risks inherent within the solutions
themselves. A sample of risk areas are provided below (this list is not exhaustive):

System Financial Sustainability Adverse impact on one partner
Resourcing of Transformation Work Funds not available.

Engagement of Stakeholders Failure to engage

Operational Resilience Unable to respond to system pressures
Wider (outside Stockport) Transformation impact Changes to government / regulator policy
Operational Service Capacity and Capability Required staff unable to be released
Service Design and Modelling Lack of skills to undertake role
Partnership Effectiveness Governance structures not robust
Process Robustness Project management not robust

Fit for Purpose Infrastructure Lack of required estate or IT

Scope of Transformation Agenda Agenda too broad or too limited
Unintended Consequences of Transformational change Loss of reputation in a field

Impact on Clinical Wellbeing Outcomes Desired outcomes not achieved

The CCG recognises that the key risk is that of deliverability: work will be undertaken after the detailed design phase of Stockport Together to
address the CCG’s workforce structure and reconfigure teams to deliver the programmes of change set out in this plan.
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Monitoring Change

4. Our Strategic Achievement Measures

4.1 Reduce unplanned hospitalisation of adults and children by
17% (Measure: All non-elective admissions from 2677 to 1939 )

4.2 Improve the health related quality of life for people with long-
term conditions to the best in class (Measure: Percentage of people
feeling supported to manage their condition. Improve EQ 5D score from 74.4
to 76)

4.3 Improve access to mental health services, increasing up-take
of IAPT services to 20% and extend young people’s services up to
the age of 25 (Measures: IAPT access; CAMHS contract)

4.4 Improve the efficiency of the elective system, including
outpatients, by up to 30% (Measure: average length of stay; average
number of follow-up appointments)

4.5 Reduce the number of avoidable hospital deaths (Measures:
NHS Stockport FT hospital standardised mortality ratio; Summary hospital
level mortality indicator)

4.6 Increase patient satisfaction with all services to the top
guartile (Measure: Commissioner level Friends & Family score; Proportion of
people reporting poor patient experience of inpatient care from 122.8 to 118.5
and primary care from 5.3-4.2)

4.7 Reduce the number of years lost to causes amenable to
healthcare by 1,000 (Measure: Potential years of life lost to causes
amenable to healthcare)

4.8 Reduce Stockport’s health inequalities gap by 2 years to single
figures (Measure: Health inequalities Gap — trend in under 75 mortality rates)
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5. Sustainable System Measures

Achieve year on year improvement in local health. (Measure:
Proportion of health outcomes indicators where the CCG is better
than average for our peer group)

Achieve NHS Constitutional standards for local residents
(Measures: Percentage delivery of NHS constitutional requirements;
Percentage of Quality Premium requirements set)

Increase spend on mental health services (Measures: spend on
mental health services and as a proportion of all spend)

Achieve financial balance (Measure: Total spend as a proportion of
planned spend)

Shift balance of CCG spending from Acute to Primary and
Community care (Measures: Total Acute spend (8.31% reduction
over 5 years) ; Total spend on community (3.32% increase over 5
years) and primary care services (1.04% increase)

Reduce the reliance on urgent care services in Stockport
(Measures: Total non-elective spend - £16.8m savings over 5 years;
GP Practices in top quintile or improving for use of acute services.)

Reporting

A monthly report on quality targets is discussed at the Governing
Body. Our strategic performance measures as well as an update of
progress of the projects outlined in this plan is taken bi-monthly for
scrutiny and debate. 102
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Activity Forecast

Planning Assumptions

We assume that demand for services will grow by around 3%, of which:
» 2.4% growth in demand for urgent care

* 3.5% growth in out-patient demand

+ 3.1% growth in elective care

Based on these assumptions and our cross-Stockport agreement in the
Better Care Fund, we expect activity in 2015-16 to look as follows:

Improved referral management
Stronger application of ‘fit for treatment’ thresholds
Increased proactive care to reduce the use of urgent care services
Better management of emergency presentations to reduce
unnecessary admissions to hospital
Reduction in prescribing waste.
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Our strategic plans set out major reforms to improve sustainably
through:

Required

Code [|Activity i%::i‘lv/ilt)sl Growth (no.) Gf(‘g/gt“ Zoiggiv't:r?T bdaegg?f;éotlfr?e'gt (&?f(lgrﬁt;zogT 2015/16 plan VzlgII:: f/e'
(FOT) blan + growth) 2014/15 FOT
E.C.1 [Elective Spells (G&A) - Ordinary 7,620 -464| -6.1% 7156 -246 -3.4% 6,910 -9.3%
E.C.2 [Elective Spells (G&A) — Day case 30,563 1,823 6.0% 32386 -1,113 -3.6% 31,273 2.3%
E.C.3 |Elective Spells (G&A) - Total 38,183 1,359 3.1% 39,542 -1,359 -3.1% 38,183 0.0%
E.C.4 |Non-Elective Spells (G&A) 38,919 1,012| 2.6% 39931 -1,398 -3.5% 38,534 -1.0%
E.C.5 [All First Outpatient Attendances (G&A) 92,977 3,254 3.5% 96,231 -3,254 -3.4% 92,977 0.0%
E.C.6 [All Subsequent Outpatient Attendances (All specialties) 247,920 8,677 3.5%| 256,597 -8,677 -3.4%| 247,920 0.0%
TOTAL OUTPATIENT ATTENDANCES 340,897 11,931 3.5%| 352,828 -11,931 -3.4%| 340,897, 0.0%
E.C.8 [A&E Attendances (all types) 95,234 2,287| 2.4% 97520 -3,413 -3.5% 94,107 -1.2%
E.C.9 [GP Written Referrals for a first outpatient appointment (G&A) 70,554 2,076] 2.9% 72,631 -2,076 -2.9% 70,554 0.0%
E.C.10 [Other Referrals for first outpatient appointment (G&A) 37,577 511 1.4% 38,089 -511 -1.3% 37,577 0.0%
E.C.11 [Total Referrals for a first outpatient appointment (G&A) 108,132 2,587| 2.4%| 110,719 -2,587 0.0%| 108,132 0.0%
E.C.12 |First Outpatient Attendances following GP Referral (G&A) 56,603 1,492 2.6% 58,096 -1,492 -2.6% 56,603 0.0%
E.C.21 [Elective Spells (All Specialties) - Ordinary 7,679 -454] -5.9% 7,226 -259 -3.6% 6,967 -9.3%
E.C.22 [Elective Spells (All Specialties) - Total 30,727 1,880 6.1% 32,607 -1,168 -3.6% 31,439 2.3%
E.C.23 [Non-Elective Spells (All Specialties) 38,406 1,291 3.4% 39,832 -1,291 -3.2% 38,406 0.0%
E.C.24 [All First Outpatient Attendances (All Specialties) 46,592 822 1.8% 47,414 -1,659 -3.5% 45,754 -1.8%
E.C.25 [1% Outpatient attendances following GP referral (all specialties) 96,949 3,393 3.5%| 100,342 -3,393 -2.0% 96,949 0.0%
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Values & Behaviours

Stockport Together - Leadership Shared Values and Behaviours

Value

Love to see vV

Associated Behaviours
Expect to see v
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Do not want to see X

We will put the interests of
Stockport people ahead of
organisational and personal
interest

Describes the world from a
Stockport resident perspective

Actively seeks to bring conflicts and
tension to the surface in a
constructive manner

Seeks to understand partners
position well enough to be able to
talk about “our” challenge with real
depth

Use the best interests of local
people (individuals, cohorts or
population) as a guiding principle
and reference point to decisions

Talks about “our” challenge

Does not make changes or pull
levers that shift problems to
partners generally and if has to
always discusses first

Openly discusses conflict or
tension as it occurs

Focus on what is best for the
organisation

Talk about “my” rather than “our”
challenge

Ignore weaknesses and problems
in our own organisations

Takes decisions or pulls leavers
without reference to impact on
partners

We will respect partners roles
and competency in the system

Actively promotes and delights in
partners areas of success and/or
contribution

Builds teams on the basis of
function and expertise not
organisational boundaries

Positively notes partners success

Looks to fully incorporate partners
knowledge and expertise in plans
for change

Promotes joint working at all levels

Shares information to enable others
to undertake their function

Run down or question partners in
public or within own organisation

Restricts the sharing of information
preventing others to carry out their
function
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Value

We will recognise the rules,
deadlines and expectations
under which partners
operate

Love to see vV
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Associated Behaviours
Expect to see v

Do not want to see X

Actively seek to understand others
agendas and requirements

Set our own timetables and plans
to fully take into account others
challenges

Directly support others to push-
back when the system requires it

Deliver contributions to partners
deadlines on time

Shape plans to take into account
others expectations and timescales

Be sympathetic to others demands

Deliver contributions to partner
deadlines late

Ask partners to break rules or prior
commitments

Blame partners for rules that are
outside their control

Use partners expectations as a lever
to gain advantage

We will adopt a leadership
model that distributes
leadership as close to the
front line as possible

Actively promotes leadership at the
frontline

Exhibits understanding and
leadership of best practice
methodology in change and quality
improvement

Follows jointly agreed transformation
decision making processes

Ensures processes involve frontline
staff

Provides adequate resources to
undertake change

Looks at ways to overcome obstacles

Insist all decisions are taken by the
top team

Penalise mistakes and innovation
that does not deliver

Fail to resource change

Blocks change

When we make
commitments we will
deliver on them

Holds to the spirit and principles
behind commitments

Actively promotes agreements
across organisations

Challenges others in own
organisation when they do not hold
to the spirit of agreements

Apologises and explains when
commitments can’t be delivered

Holds self and others to account for
commitments made

Cancel or pull out of meetings at
short notice

Does not complete actions on time

Claim not to have agreed to things or
can’t remember them
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What will change before the end of April

Improve all project risk registers

Further detail on activity assumptions and modelling across all QIPP schemes and similar
Review general formatting and scheme

Adjust as a result of contract negotiations

el N
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Clinical Policy Committee Update

New policies that have been agreed at Committee (CPC); costing implications for new NICE technology appraisals;
best practice gaps

NHS Stockport Clinical Commissioning Group will allow
People to access health services that empower them to
live healthier, longer and more independent lives.

NHS Stockport Clinical Commissioning Group

7th Floor Tel: 0161 426 9900 Fax: 0161 426 5999
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Executive Summary

| What decisions do you require of the Governing Body?

» To note the update on Lipid Modification

» To note national guidance on Erectile Dysfunction prescribing
has changed.

* To note CPC endorsed GM EUR policies noted in section 3.3

» To note CPC have endorsed the GMMMG NTS
recommendations in section 3.4.

» To note CPC have endorsed the amendments
to the blacklist in section 3.5

» To note the updated costing summary for NICE TA’s.

» To note CPC is investigating the implications of TAs
323 and 325.

» To note CPC have received the SFT scorecard for
clinical guidelines and quality standards.

» To receive the minutes of the December and January
meetings.

Please detail the key points of this report

This paper informs the Governing Body of new policies that have been
agreed at Clinical Polices Committee (CPC), best practice gaps around
NICE guidance and costing implications for new NICE technology
appraisals.

What are the likely impacts and/or implications?

Impacts on budget identified in NICE costing tool.
All other measures are in place to manage clinical cost effectiveness

How does this link to the Annual Business Plan?

Effective use of resources is an essential part of QIPP. This process
ensures innovation by systematic and timely dissemination and adaptation
to new NICE guidance and the control of new developments in-year.

What are the potential conflicts of interest?

None.

Where has this report been previously discussed?

Clinical Policy Committee (CPC)

Clinical Executive Sponsor: Dr Vicci Owen-Smith

Presented by: Dr Vicci Owen-Smith

Meeting Date: 11.03.15

Agenda item:

Reason for being in Part 2 (if applicable) n/a
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1.0

11

2.0

2.1

3.0

3.1

3.2

3.3

3.4

3.5

Purpose

This update ensures that the CCG is able to introduce new policies, innovate and adapt to

new NICE guidance in a systematic and timely manner and prioritise investment within our
financial envelope.

Context

The Governing Body is asked to note the costing summary for 2014/2015. The
summary has been adjusted to £593,201 to reflect the cost impact of TA323
Erthropoiesis — stimulating agents for treating anemia in people with cancer
having chemotherapy which NICE estimate as £373,800 however CPC is seeking
clarification on these costs. TA325 Nalmefene for reduced alcohol consumption in
people with alcohol dependence which NICE estimate as £140,000, please note
the assignment of these drug costs has not been agreed.

General Policies

Lipid Modification - CPC were made aware that QIPP had recommended that the threshold
should not be reduced from 20% to 10%. CPC agreed to update GPs via the newsletter
and locality meetings. CPC also agreed to update Stockport Foundation Trust and other
trusts.

CPC noted that the guidelines on prescribing ED products in particular Sildenafil had
changed nationally. CPC are currently working on what we will advise locally and will
provide a further update to Governing Body in April.

CPC endorsed GM EUR policies on: Common Benign Skin Lesions, Labiaplasty,
Hyperhidrosis, Bunion removal, Correction of eyelid ptosis, Dupuytren’s contracture,
Ganglion cyst removal, Body contouring, Pinnaplsty, Sacroneuromodulation, Varicose
Veins and Non- specific lower back pain. See appendix 1

CPC endorsed GMMMG (Greater Manchester Medicines Management Group) New
Therapies Subgroup (NTS) recommendations on the following: Avanafil for Erectile
Dysfunction, Olodaterol for maintenance bronchodilator treatment in patient with
Chronic Obstructive Pulmonary Disease, Umeclidinium/Vilanterol combination inhaler
(Anoro®Ellopta) and Umeclidinium (Incruse® Ellipta®) for use as a maintenance
treatment to relieve Chronic Obstructive Pulmonary Disease, Apixaban for the
treatment and prevention of recurrent Deep Vein Thrombosis & Pulmonary
Embolism, Alprostadil cream for erectile dysfunction, Methyliphenidate, atomoxetine,
dexamfetamin or lisdexamfetamine for Adult Attention Deficit Disorder (ADHD) and
Denosumab for Osteoporosis in men.

CPC endorsed version 2.5.2 of the Stockport Blacklist and approved the request
from STAMP to add Salbutamol tablets to the blacklist.
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4.0 NICE assurance Clinical Guidelines/Quality Standards

4.1  CPC has noted the updated Stockport Foundation Trust scorecard for clinical guidelines and

quality standards.

5.0 Dutyto Involve

5.1 The Governing Body of the CCG has delegated the ultimate decision on changes to

policies to the CPC.

5.2  Due to the technical nature of policy discussions around new treatments and
medications, the Clinical Policy Committee (CPC) has four members of the
Governing Body, including a GP (as chair), the Public Health Doctor, and the lay

chair of the Governing Body (as vice chair) as well as expert directors and managers
and lay representation from Stockport’s Healthwatch.

5.3  Where individual patients or referring clinicians disagree with a decision, their case
will be reviewed on an individual case basis by the Individual Funding (IF) panel.

6.0 Equality Analysis

6.1 As a public sector organisation, we have a legal duty to ensure that due regard is given to
eliminating discrimination, reducing inequalities and fostering good relations. In taking our
decisions, due regard is given to the potential impact of our decisions on protected groups,
as defined in the Equality Act 2010.

6.2 We recognise that all decisions with regards to health care have a differential impact on the
protected characteristic of disability. However, in all cases, decisions are taken primarily on
the grounds of clinical effectiveness and health benefits to patients. As such, the decision is

objectively justifiable.

Dr Vicci Owen-Smith
25" February 2015

Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

Change in Financial Spend: Finance Section

n/a

Bold 12 or above, no underlining

Tendering Rationale approved and Included

Cover sheet completed Y below completed
Page numbers v Service Changes: Public Consultation nfa
g Completed and Reported in Document
; . : /a
’ Service Changes: Approved Equality Impact n

Paragraph numbers in place Y Assessment Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact na
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & Na

Any form of change: Risk Assessment
Completed and included

n/a

Any impact on staff: Consultation and EIA
undertaken and demonstrable in document

na
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NHS

Stockport
Clinical Commissioning Group

Clinical Policy Committee

MINUTES of the meeting held on Wednesday 3™ December 2014

11:00am to 1:00pm, Meeting Room 1, Floor 7, Regent House

Present:

(PC) Dr Peter Carne, Locality Chair & Governing Body member, NHS Stockport CCG
(Chair)

(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CC

(SwW) Sarah Williamson, Performance Manager, NHS Stockport CCG

(RR) Roger Roberts, Director of General Practice Development, NHS Stockport CCG

(JC) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body

(AD) Andrew Dunleavy, Senior Public Health Advisor, SMBC

(LB) Liz Bailey, Medicines Optimisation Lead, NHS Stockport CCG

Apologies:

Dr Vicci Owen Smith, Mike Lappin (Healthwatch), Peter Marks

In Attendance:
(SS) Sarah Smith, Administrator to the Clinical Policy Committee

MEETING GOVERNANCE

1 Apologies
1. Apologies: Apologies were noted as above. The meeting was quorate. Action

OPERATIONAL BUSINESS

2 Minutes from the previous meeting

The minutes of the previous meeting held on 22" October 2014 were approved as a | Action
correct record.

3 Action Log

The following actions were completed and removed from the action log: 109, 160, Action
164, 166, 173, 174, 176 & 177

Actions 91, 93 and 97 were carried forward as no update had been received from
SFT; the chair noted the long due dates for these actions and asked when an update
would be received. SW explained that there had been a delay in receiving updates
from SFT as there had been a lack of co-ordination and no route to request updates,
however SFT had recently changed their process and updates could now be
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requested via the new performance team. SFT are currently working through the
backlog; SW will advise SS of new due dates.

Updates were provided for the following actions:

109 MC to ask Gina Evans to review CG178 Psychosis and Schizophrenia in adults
MC informed the group that a response had been received from the provider,
Pennine Care and he believes that they are complaint. MC agreed to provide the
committee with the assurance document when it is received.

142 RR to check with Kayleigh Buckley if there is a service specification for the
continence service and what access there is to products and what is the speed of
access

It had been confirmed that there is a service specification however access details
have not been confirmed. Action to remain on the log.

166 MC to confirm who SG1 safe staffing for nursing in adult inpatient wards in acute
hospitals should be shared with.

MC confirmed the contacts as Gillian Miller, Quality and Commissioning Lead and
Sue Gaskell, Designated Nurse Safeguarding

176 Ask Blackpool CCG/NWAS how they will report compliance.

MC confirmed that compliance will be reported through the urgent care leads group
meetings.

4 Matters Arising

4.1 Detecting, managing and monitoring haemostasis: viscoelastometric point-of-
care testing.

The group noted the update received from UHSM FT which confirmed that the
Cardiothoracic ICU did offer ROTEM and TEG after cardiac and thoracic surgery.
4.2 Update on Lipid Modification

PC updated the group that QUIPP had recommended that the threshold should not
be reduced from 20% to 10%. LB commented that there had been pressure from
some GPs to go to 10%, LB recommended the decision should be clearly
communicated to GPs and other trusts as GM are implementing at 10%.

Action: LB to put an update on Lipid Modification in the newsletter and email
update to GPs

Action: VOS to inform James Catania (SFT) and other providers.

PC confirmed that Simvastatin has not been discussed at QUIPP.

4.3 Update on prescribing for Erectile Dysfunction

LB reminded the group that there had been a change in national guidance on
prescribing of Erectile Dysfunction products in particular Sildenafil. LB informed the
group that GPs are concerned there is no restriction regarding clinical category and
asked where the GPs stand regarding private prescribing. RR responded that
technically GPs should not prescribe privately LB clarified that GPs should not be
prescribing privately to their own patients. LB recommended the local policy is
changed to state no private prescribing by your own GP.

Currently local policy allows treatment with Sildenafil if the patient has a Selected List
Scheme (SLS) indication and is restricted to 4 per month. PC commented that if
patients are aware the treatment is available on the NHS this could lead to more
requests. MC commented that if the restrictions in the local policy is removed this will

Action

LB

VOS
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have a cost impact.

LB advised the group that patients can get the treatment from some pharmacies:
Boots, some Lloyds and Tesco pharmacies. The group agreed not to change local
policy until local availability of purchase of sildenafil is scoped.

Action: LB to scope out availability of purchase of sildenafil from local LB
pharmacies.

4.4 Continuous Glucose Monitoring (CGM) for children with diabetes

SFT are currently using a range of pumps one of which is the pump NHS England

has approved. RR has asked SFT why they are using a range of pumps and not just

the pump NHS England have recommended. The group noted the response to this
question from Dr Chris Cooper which states SFT understand a choice of pumps must

be given as part of the tendering process, the response also states that SFT believe

that the one pump with integral CGM is not the best pump for patients and not the

one that they commonly use.

The group discussed if the CCG should change its policy or inform SFT to only use

the pump recommended by NHS England. The group noted that costs for the NHS
England recommended pump are accrued by NHS England, costs for the other

pumps are accrued up by the CCG.

The group agreed to inform SFT to only use the NHS England approved pump and

that they can come through the IFR process if a case is exceptional.

Action: RR to update SFT regarding CGM pumps. RR
5 NICE assurance / implementation (3/12 post publication)

5.1 Receive update on progress of NICE CG/QA (3/12 post publication) Action

QS66 Intravenous fluid therapy in adults in hospital

The group noted the assurance update from SFT which responded to each
statement. The group were assured by the update and agreed no further assurance
IS required.

Updates had not been received for QS66, QS64, QS65 and QS67 these items would
therefore remain on the committees work plan.

The group noted the compliance update from SFT. SW provided the following
summary:
« SFT will produce a new scorecard which will be ready by the second week in
December
» All correspondence/updates will come to SW
» SFT are linking with the audit team to prioritise the backlog

SW is meeting with SFT again on 15 December and hopes to have the new
scorecard by then. SW confirmed that CPC will see a RAG (red, amber, green) rated
table going forward. AD asked if SFT are looking at Public Health guidance. SW
responded they weren’t and this was due to the backlog. AD expressed concern
regarding this. JC asked how we would know if we had a public health gap. AD
responded that we do not know as public health cannot provide assurance across
the whole system. AD suggested it would be worth raising this issue with SFT and
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providing them with a priority list.

CG180 The management of Atrial Fibrillation

CG182 Chronic kidney disease

CG180 and CG182 had not been reviewed and this led to a discussion on how CPC
reviews primary care guidance. The committee agreed to review the process as it
was currently unclear who was responsible for reviewing guidance applicable to
primary care. In the meantime PC agreed to review CG180 and CG182 for primary
care.

6 Prior notification of new NICE guidance to be added

6.1 NICE Clinical Guidance (CG)

CG186 Multiple sclerosis: management of MS in primary and secondary care

The guidance was noted by the group. PC commented the guidance may not impact
on primary care but agreed to review the full guidance and confirm there are no
significant changes for primary care. SW agreed to contact Salford Royal FT to
review the impact of the guidance on secondary care.

CG187 Acute heart failure: diagnosing and managing acute heart failure in adults
The guidance was noted by the group. SW agreed to request a compliance
statement from SFT. PC agreed to check the guidance for significant changes for
primary care.

6.2 NICE Technology Appraisals (TA)

TA321 Dabrafenib for treating unresectable or metastatic BRAF V600 mutation-
positive melanoma.

The group noted the costing impact of this TA which was not applicable as it is
commissioned by NHS England.

6.3 NICE Interventional Procedure Guidance (IPG)
None this month

6.4 NICE Medical Technology Guidance (MTG)
None this month.

6.5 NICE Quality Standards (QS)

QS71 Transient loss of consciousness

The group discussed statement 3

Statement 3. People who have had a transient loss of consciousness and 1 or more
'red flag' signs or symptoms identified have an urgent specialist cardiovascular
assessment within 24 hours of the initial assessment.

The group felt that currently the only route to achieve this standard is through A&E.
SW agreed to request a review from SFT.

The above Quality Standard was noted by the group and will be added to the
committee’s work-plan and will be brought back for review in 3 months

6.6 NICE Public Health Guidance (PHG)
PH55 Oral health: approaches for local authorities and their partners to improve the
oral health of their communities.

Action
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AD advised the group that this is part of JSNA and that he would ask for exceptions
to come back to CPC. AD will also ask the relevant team to confirm how the
guidance is being managed.
AD offered to bring a report back to CPC in 3 months.
Action: AD to provide an update on PH55 Oral health at March CPC. AD
6.7 NICE Diagnostic Guidance (DG)
DG15 Myocardial infarction (acute): Early rule out using high-sensitivity troponin
tests (Eleusis Troponin T high-sensitive, ARCHITECT STAT High Sensitive
Troponin-1 and Accutane=3 assays)
Action: SW to ask SFT if they are using Troponin T test and establish if they do SW
Troponin-1
7 New Policies
7.1 Business Cases or clinical pathway changes: None this month. Actions
7.2 Amendments to prescribing lists (e.g. black/grey lists, formulary,
recommendations from GMMMG):
7.2.1 Items for inclusion on the black/grey list
Both agenda items were deferred.
7.3 Amendments to EUR Policies/new GMEUR policy, new policies discussed
at GMEUR
7.3.1 Benign Skin Legions
The final version of the policy was endorsed by the group.
7.3.2 Labiaplasty
The final version of the policy was endorsed by the group.
7.3.3 Hyperhidrosis
The final version of the policy was endorsed by the group.
7.4 Equality Impact Assessment for new Policies: None to report (GMEUR
policies already assessed as part of the GM process)
7.5 Ratify minutes of reporting panels / meetings:
The minutes of the STAMP meeting dated 14" October 2014 were ratified by the
group.
The minutes of the IFR Panel meeting held on 1% October 2014 were ratified by the
group.
The minutes of the ICP Panel meeting held on 1% October 2014 were ratified by the
group.
8 Agree report from CPC to CCG
CPC agreed to update the Governing Body on the following: Action
» CPC endorsed final draft GM policies on Benign Skin Legions, Labiaplasty
and Hyperhidrosis
» CPCs response to the QUIPP recommendations on Lipid Modification.
» The update on prescribing of Erectile Dysfunction products in particular

Page 5 of 6





Sildenafil.

9 Any other business

9.1NICE Vitamin D: increasing supplement use among at risk groups.

LB fedback STAMPs view that patients should be told to purchase supplements as
the current framework could lead to all patients being given supplements. Public
Health guidelines say CCGs frameworks should state patients should purchase
supplements where they may be deficient.

Action: LB to write an update for the newsletter on Vitamin D supplements use.

9.2Procurement of WET AMD Service

MC informed the group that the CCG is out to procurement for a new WET AMD
provider, the current procurement document specifies NICE compliant drugs
Lucentis® (ranibizumab) and Eylea® (aflibercept) as the main drugs. There has
been a position change at the Royal College and the number of other CCGs looking
to commission Avastin® (bevacizumab) as the main drug. In light of this MC asked if
CPC wanted to reconsider Avastin® versus the NICE compliant drugs.

The group agreed that although there were financial implications and it was not NICE
approved it would re consider Avastin® as an option and requested an evidence
review is brought back to CPC.

Action: MC to bring evidence paper on Avastin® to CPC

Action

LB

MC

The next meeting will take place on:
TBA
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NHS

Stockport
Clinical Commissioning Group

Clinical Policy Committee

DRAFT MINUTES of the meeting held on Wednesday 28" January 2015

9:00am to 11:00am, Meeting Room 1, Floor 7, Regent House

Present:

JO) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body
(chair)

(VOS) Dr Vicci Owen Smith, Clinical Director (Public Health)

(SwW) Sarah Williamson, Performance Manager, NHS Stockport CCG

(RR) Roger Roberts, Director of General Practice Development, NHS Stockport CCG
(AD) Andrew Dunleavy, Senior Public Health Advisor, SMBC

(LB) Liz Bailey, Medicines Optimisation Lead, NHS Stockport CCG

(PM) Peter Marks, Community Pharmacist & LPC rep

(ML) Mike Lappin, Healthwatch

Apologies:

Dr Lydia Hardern, Dr Peter Carne, Mark Chidgey

In Attendance:
(SS) Sarah Smith, Administrator to the Clinical Policy Committee
(PL) Philip Leigh, Community Safety Operations Manager, SMBC for item 4

MEETING GOVERNANCE

1 Apologies

1. Apologies: Apologies were noted as above. The meeting was not quorate; the | Action
chair informed the committee that all decisions would be sent to GP members for
ratification.

OPERATIONAL BUSINESS

2 Minutes from the previous meeting

The minutes of the previous meeting held on 3" December 2014 were approved asa | Action
correct record.

3 Action Log and Matters Arising

The following actions were completed and removed from the action log: Action
91,97,123, 142, 160, 171, 172, 180, 181, 182, 183, 186 & 187

Updates were provided for the following actions:

91. SW to request clarification from SFT re endoscopy after 24 hours (QS38 Acute
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upper gastrointestinal bleeding)

SW reported clarification had been received from clinical audit that this is being
audited, the last results showed 86% compliance. Action closed.

97 CG174 IV Therapy baseline assessment: SW to clarify who completed the
assessment and request further review.

The group noted the conclusions of the audit 20100 on 1V fluid therapy on medical
wards dated 30.10.14. The group agreed to request a full audit report and to
consider if the report should be taken to Quality & Provider committee.

Action: SW to request full audit report from SFT on IV fluid therapy.

142RR to check with Kayleigh Buckley if there is a service specification for the
continence service and what access there is to products and what is the speed of
access

Kayleigh Buckley, Joint Commissioning Manager for long term conditions & disability
had advised that whilst the service has reported waits up to and exceeding 18
weeks, access to the continence service has improved with the average wait now
managed within 5 weeks. Action closed.

143 MC to confirm who offers IPG487 Endoscopic thoracic sympathectomy locally.
SW confirmed that this is offered by UHSM.

171 Alison Caven to review QS59 Antisocial behaviour and conduct disorders in
children and young people.

The group reviewed the report from Alison Caven which provided a statement with
regard to the clinical aspects of the QS. The group agreed the report demonstrates
compliance. Action closed.

172 QS60 Induction of Labour. Request update from SFT

The group noted the Induction of Labour Audit (May 2013) conclusions which had
been circulated prior to the meeting. The audit concluded that overall the standards
for induction of labour had been met as all standards achieved 75% or above and all
standards audited met the minimum criteria of 75% compliance. Action closed.

180 LB to put an update on Lipid Modification in the newsletter and email update to
GPs. VOS to inform James Catania and other providers

LB confirmed that an item had gone into the newsletter and a letter is being sent to
GPs, Medical Directors and Pharmacist’s. Action closed.

181 LB to scope out availability of private purchase of Sildenafil from local
pharmacies.

LB updated the group that all of the major chains have a supply service in place.
Action closed.

183 CG180 The management of Atrial Fibrillation - PC to review for primary care.
The group noted the update received from Dr Peter Carne, GP member who
recommended that there were educational opportunities for GPs via Masterclasses.
VOS and LB are reviewing numbers and will then take a business case forward;
VOS advised it would be appropriate to send to Masterclass after this has happened.
186 LB to write an update for the newsletter on Vitamin D supplements use.

LB confirmed that an item will go into the next newsletter.

187 MC to bring evidence paper on Avastin versus NICE approved drugs to CPC.
VOS has written a paper on Avastin and this will be submitted to QUIPP.

Matters Arising

CG183 Chronic kidney disease:

The group noted the update provided by Dr Peter Carne and agreed the item needed
to be discussed further when a GP was in attendance.
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Action: SS to run costing tool and request an opinion form Dr Gill Burrows,
SFT. Item to remain on the workplan.

4 NICE TA325 Nalmefene for reducing alcohol consumption in people with
alcohol dependence

PL joined the meeting and introductions were made.

PL referred the group to the briefing paper circulated prior to the meeting and
provided the following summary. Nalmefene is an opiodone receptor blocker which is
used for reduced alcohol consumption for drinkers whose consumption is higher than
the recommended levels. The new TA means that in theory treatment will be
required to be funded from 25.02.15 if it is deemed suitable and is requested. The
Marketing Authorisation organisation says that Nalmefene should only be prescribed
in conjunction with psychosocial support. The guidance recommends that Nalmefene
IS prescribed for men who drink 7.5 units per day and women who drink 5 units per
day.

LB advised that the tablet would be taken once a day and when needed, the
implication is that the patient would not take it if not intending to drink that day.

NICE have estimated the cost impact for Stockport CCG of this TA as £140,000. A
discussion ensued regarded who is responsible for the costs of the TA, do they sit
with the CCG or Local Authority? The group acknowledged this needs to be clarified
further, outside of CPC.

The group noted that currently Stockport does not have psychosocial support
provision. PL advised that Healthy Stockport can offer something similar (similar
enough to be adapted to meet needs).

The group agreed that tight threshold’s to start and end treatment need to be agreed
as this treatment could lead to long term use. The group considered implementation
with very clearly defined thresholds of 7.5 units per day for men and 5 units per day
for women, to only prescribe in conjunction with psychosocial support and if the
patient is not able to reduce consumption over a period of time and to therefore grey
list the drug.

The group agreed that further work needs to be done regarding thresholds and
therefore decided to defer the decision to implement.

Action: VOS to work with Phil Leigh on thresholds and report back to February
CPC.

PL left the meeting

5 Receive update on progress of NICE CG/QA (3/12 post publication

Quality Standards due for review

QS64 Feverish iliness in children (July)

The group noted the compliance update received from SFT. SFT have highlighted
the following areas for improvement. poor recording rate for BP/CRT - likely
recorded but not clear on triage and increase in overall antibiotic prescription —
Above 18% is recommended.

The group raised concern regarding the over prescribing of antibiotics and noted the
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update was dated November 2013.
Action: QS64 SW to request more up to date information and seek clarification
on antibiotic prescribing.

QS60 Induction of Labour (May) — see update under item 3.

QS63 Delirium (July)

The group noted the compliance update received from SFT. Outcomes from SFT
Delirium audit (2011) found; variation in documenting and assessment and
recommended education and awareness training for staff. The current on-going audit
20154 is only at the data collection stage.

Updates on the following have been requested but not received:

QS67 Varicose veins in the legs, QS68 Acute coronary syndromes, QS69 Ectopic
pregnancy and miscarriage and QS70 Nocturnal enuresis in children and young
people. These items will therefore remain on the committees work plan.

Clinical Guidance due for review

CG180 The management of Atrial Fibrillation (June)

The group noted the SFT AF update in relation to Stroke audit (Nov 2012) outcomes.
LB and VOS are working up a proposal/ business case which will feed into QIPP

6 Prior notification of new NICE guidance to be added

6.1 NICE Clinical Guidance (CG)
CG188 Gallstone disease
CG189 Obesity: identification, assessment & management of overweight & obesity in

children, young people & adults

The group agreed the implications of this CG need further investigation as it is a
potentially high risk area.

Action: VOS and AD to review CG189 and update CPC at the February meeting.

CG190 Intrapartum care: care of health women and their babies during childbirth.
SW informed the group that she has discussed staffing levels with SFT and a ward
round has been recently done. SW agreed to request a compliance statement from
SFT.

CG191 Pneumonia: Diagnosis and management of community and hospital acquired

pneumonia in adults.
SW agreed to request a compliance statement from SFT
CG192 Antenatal and postnatal mental health: clinical management and service

guidance
SW agreed to request a compliance statement from SFT

The above guidance (CG188 to CG192) will be sent to the committees GP members
to check the guidance for significant changes for primary care and comment on the
primary care aspects

CG37 Postnatal care — Review
SW agreed to request a compliance statement from SFT

Action
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CG131 Colorectal cancer: The diagnosis and management of colorectal cancer —
updates and replaces TA93

6.2 NICE Technology Appraisals (TA)

TA323 Erthropoiesis — stimulating agents for treating anaemia in people with cancer
having chemotherapy (including review of TA142)

The group noted that the CCG is responsible for paying the costs for EPOs
prescribed in accordance with TA323 (within tariff). NICE advised that the cost
impact would be £373,800; the group agreed to seek clarification on these costs and
requested figures are locally adapted.

Action: SS to ask Umesh Patel, Finance and Contract lead to run local
costing’s for TA323.

TA324 Dual-chamber pacemakers for symptomatic bradycardia due to sick sinus
syndrome without atrioventricular block (part review of TA88)

The group noted that costing implications for this TA were not expected to be
significant.

TA326 Imatinib for the adjuvant treatment of gastrointestinal stromal tumours (review

of TA 196)

The group noted the costing impact of this TA which wasnot applicable as it'is
commissioned by NHS England.

TA327 Dabigatran etexilate for the treatment and secondary prevention of deep vein

thrombosis and/or pulmonary embolism.
The group noted that costing implications for this TA were not expected to be
significant.

TA328 ldelalisib for treating follicular lymphoma that is refractory to 2 prior
treatments (terminated appraisal)
Terminated TA.

6.3 NICE Interventional Procedure Guidance (IPG)
IPG505 Telemetric adjustable pulmonary artery banding for pulmonary hypertension

in infants with congenital heart defects.

NICE state special arrangements apply; these procedures are not commissioned
without prior approval of the CPC.

IPG506 Insertion of an annular disc implant at lumbar discectomy

NICE state special arrangements apply; these procedures are not commissioned
without prior approval of the CPC.

IPG507 Insertion of a collagen plug to close an abdominal wall enterocutaneous
fistula

NICE state special arrangements apply; these procedures are not commissioned
without prior approval of the CPC.

IPG508 Single-incision laparoscopic cholecystectomy.

NICE state normal arrangements apply, if SFT are not already performing the
procedure, an outline business case is required. SW agreed to check if SFT are
performing the procedure.
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6.4 NICE Medical Technology Guidance (MTG)

MTG20 Parafricta Bootees and Undergarments to reduce skin breakdown in people
with or at risk of pressure ulcers.

NICE advised that there is insufficient evidence to recommend routine adoption
therefore the group agreed not to adopt this guidance.

MTG21 The ReCell Spray—On Skin system for treating skin loss, scarring and
depigmentation after burn injury.

NICE advised that there is insufficient evidence to recommend routine adoption
therefore the group agreed not to adopt this guidance.

6.5 NICE Quality Standards (QS)

QS72 Renal replacement therapy services

The group agreed this quality standard comes under specialist service and therefore
does not need to be reviewed by CPC in 3 months.

QS73 Fertility problems

The group reviewed each statement and agreed each statement was being met or is
likely to be met.

QS74 Head injury

SW offered to circulate the head injury pathway which had been received from SFT.
SW confirmed that SFT do offer people attending the emergency department with a
head injury a CT scan within 1 hour of a risk factor for brain injury being identified.
QS75 Antibiotics for neonatal infection

QS5 Chronic Kidney disease - review

The above Quality Standards were noted by the group and will be added to the
committee’s work-plan‘and will be brought back for review in'3 months

6.6 NICE Public Health Guidance (PHG)

PH56 Vitamin D: increasing supplement use amongst at risk groups.

AD advised that public health is currently reviewing this guidance and agreed to
bring an update to CPC.

LB highlighted availability issues with some patients not willing to purchase
supplements, expecting to be prescribed. LB informed the group that updated
vitamin D guidance is being written and will be circulated in due course.

Action: AD to bring public health update on PH56 Vitamin D to CPC.
6.7 NICE Diagnostic Guidance (DG)

6.8 Evidence updates and summaries

6.8.1Updates

The following updates were noted by the group: Psoriasis (68), Lower limb peripheral
arterial disease (69), Spasticity in children 7 young people with non-progressive brain
disorders and Ectopic pregnancy and miscarriage

6.8.2Summaries

Evidence Summaries: new medicines (ESNM) 49 COPD was noted by the group.
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7 New Policies
7.1 Business Cases or clinical pathway changes: None this month. Actions
7.2 Amendments to prescribing lists (e.g. black/grey lists, formulary,
recommendations from GMMMG):
7.2.1NTS recommendations: Avanafil for ED, Olodaterol for COPD, Anoro® Ellipta
for COPD, Apixaban for DVT & PE, Alprostadil cream for ED and Umeclidinium for
COPD.
The NTS recommendations for the above treatments were approved by the group.
7.2.2 Considerations for the Grey list — Anhydrol and driclor
The recommendation from STAMP to add Anhydrol and Driclor to the Grey list was
approved by the group.
7.2.3Grey list v3.5.2
The updated grey list was approved by the group.
7.2.4 Considerations for the Black or Grey list — Eflornithine
The group agreed with STAMPSs view that this item should remain on the blacklist
7.2.5 GMMMG summary NTS recommendations
The summary was noted by the group.
7.2.6RA Pathway
The group noted the complex pathway which had been approved at GM level. VOS
asked how many changes of agent a patient can go through. LB responded it varies;
3 is the maximum in some areas 2.
The group approved the pathway, agreeing it was good clinical practice.
7.3 Amendments to EUR Policies/new GMEUR policy, new policies discussed
at GMEUR
None this month.
7.4 Equality Impact Assessment for new Policies: None to report (GMEUR
policies already assessed as part of the GM process)
7.5 Ratify minutes of reporting panels / meetings:
The minutes of the STAMP meeting dated 11.11.14 were ratified by the group.
The minutes of the IFR Panel meetings held on 5.11.14 & 3.12.14 were ratified by
the group.
8 Agree report from CPC to CCG
CPC agreed to update the Governing Body on the following: Action
* Investigating the implications of CG189 in context of delayed procurement
» Nalmefene assignment of drug costs — not agreed
» Seek clarification on costs of TA323
» Approval of NTS statements
= Approval of EUR policies.
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9 Any other business

9.1 Date of February CPC Action
SS informed the group that February CPC would not be quorate if held on the
scheduled date as GP’s cannot attend due to the Clinical Leadership course. PC and
LH had suggested 18.02.15 as an alternative; the group declined this suggestion due
to limited availability during half term. The chair agreed that if an alternative date
could not be agreed the meeting will go ahead as scheduled and all decisions would
be ratified remotely or by Governing Body.

The next meeting will take place on:
TBC
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Appendix 1 Commissioning Recommendations for EUR Policies

Body Contouring (excluding Mastopexy / Breast Lift which is covered in the Aesthetic

Br { raery Poli

Commissioning
Recommendation:

Body Contouring is not routinely commissioned. Panniculectomy
(also referred to as Apronectomy) is commissioned in accordance
with the criteria specified in Section 4:

Criteria for commissioning

Mandatory Criteria

This policy applies to adults (aged over 18 years) only.
Panniculectomy (also referred to as Apronectomy)

Panniculectomy procedures are commissioned in accordance with
the criteria below. Referral letters should demonstrate that the
patient meets these criteria, to ensure that they can be accepted
by secondary care providers.

a) e The patient must have achieved a significant weight
loss from a starting BMI of above 40 or above 35 (with
relevant and significant co-morbidities) to a BMI of 28,
(in accordance with Royal College of Surgeons
Guidance) or below.

OR

. Where a BMI of below 28 cannot be achieved,
patients should achieve a weight loss equivalent to
75% of the excess body weight (calculated by
estimating the target weight for the patient’s height to
give them a BMI just in the normal range and taking
that from their maximum recorded weight dividing by
100 and multiplying by 75). A BMI of up to 40 can be
considered here (in accordance with Royal College of
Surgeons Guidance).

AND

b) e The weight loss must have been maintained for a
period of 2 years. This shows a commitment to
maintaining the lower weight achieved and allows any
natural resolution of the excess skin to occur.
Clinicians must provide the patient’s peak weight and
BMI and the current weight and BMI, including dates
with evidence that the patient has maintained the
current weight for 2 years.

AND

c) e There is documented evidence of a severe
impairment of functional activity associated with the
excess skin. Examples being ambulatory restrictions,
difficulty in necessary activities of daily living or in the
use of orthotic and other supportive equipment.






OR
o Documented evidence of recurrent injury to the area
of excess skin.

OR

. There is clinically documented evidence of persistent
or recurrent skin conditions arising as a direct result of
the panniculus (e.g. intertiginous dermatitis,
panniculitis, cellulitis or skin ulcerations) that is
refractory to good hygiene practice. Documented
evidence includes either a record of prescriptions
issued or a statement from both clinician and patient
clearly setting out all self-medication used including
when and how applied.

OR

o A statement from an appropriately qualified clinician
that the patient is having problems associated with
poorly fitting stoma bags that are likely to be resolved
following surgery.

AND

d) e The panniculus is mainly skin (in very rare cases the
procedure may be considered if a clinician provides
evidence of induration of the fatty tissue).

AND

e) e The panniculus hangs below the symphysis pubis
when the individual is standing normally.

Sacroneuromodulation / sacral neuromodulation (SNM) / Sacral nerve stimulation
(SNS) —referred to in this policy as sacroneuromodulation for urinary

retention/constipation.

Commissioning
Recommendation:

Sacroneuromodulation is considered a developmental treatment in
relation to urinary retention and constipation and will only be
commissioned:

o for Fowler's Syndrome (the diagnosis should be confirmed
by EMG)
o as part of a commissioned trial.

Sacroneuromodulation for faecal and urinary incontinence are
currently commissioned by NHS England.






Pinnaplasty (also referred to as otoplast

Commissioning

Recommendation:

Commissioned between the ages of 5 and 19 where there is
significant deformity or asymmetry and Psychological distress
(presenting as documented episodes of bullying and or school
refusal).

Vari Vein

Commissioning

Recommendation:

Severe Varicose Veins

Referral to a vascular service should take place for patients with
severe varicose veins — these are varicose veins that are
associated with one of the following:

) They are bleeding from a varicosity that has eroded the skin.
) They have bled from a varicosity and are at risk of bleeding
again.

Note: If either of the above are present the patient should be
referred as a matter of urgency.

o They have an ulcer which is progressive and/or painful.

o They have a stable, pain-free, ulcer and/or progressive skin
changes indicative of varicose eczema that may benefit from
surgery.

The above should be accompanied by a Venous Clinical Severity
Score which would be expected to be 9 or more.

Moderate Varicose Veins

Patients with moderate varicose veins (symptoms, include: Itching,
aching, mild swelling, and the minor skin changes of eczema
haemosiderosis) may be considered for surgery if there is
objective evidence of rapid worsening of the condition. Funding
approval must be obtained prior to referral. Serial Venous Clinical
Severity Scores should be included with the funding request,
detailing the worsening of symptoms.

Correction of Eyelid Ptosis

Commissioning

Blepharoplasty procedures will not be commissioned for aesthetic






Recommendation:

reasons.
Blepharoplasty is only commissioned for adults where there is:

o Evidence of the presence of Wick syndrome - the
misdirection of tears laterally or along the upper eyelid skin
crease causing epiphora.

o Objective evidence of impairment of vision.

All possible underlying causes of visual field loss need to have
been excluded or treated prior to requesting surgical intervention.

Applications should be supported by a Estermann visual field test
showing the degree of obstruction.

Levator Aponeurosis Dehiscence is excluded from this policy and
should be referred via the normal route. Prior funding approval is
not required.

Children under the age of 18 are excluded from this policy and
should be managed as clinically appropriate.

Dupuytren’s Contracture (also known as Dupuytren’s Disease)

Commissioning
Recommendation:

Interventions for Dupuytren’s Contracture are commissioned in line
with the recommendations of the British Society for Surgery of the
Hand (BSSH): Evidence for Surgical Treatment 1 — Dupuytren’s
Disease.

1. Criteria for Commissioning

Management of Dupuytren’s Contracture depends on the stage of
the disease. Criteria for commissioning interventions at each stage
are based on British Society for Surgery of the Hand: Evidence for
Surgical Treatment 1 — Dupuytren’s Disease.

Mild

o No functional problems.

J No contracture.

o Mild metacarpo-phalangeal joint contracture only (<30°).

Treatment at this stage is reassurance and observation.

Moderate






o Notable functional problems.

AND one of the following:

o Moderate metacarpo-phalangeal joint contracture (30° —
60°).

Moderate proximal inter-phalangeal joint contracture (<30°).

"B R

First web contracture.

Treatment at this stage is collagenase in line with GMMMG
recommendation OR needle fasciotomy, if appropriately trained.
For metacarpo-phalangeal joint contracture, or in rapidly
progressing cases, referral for limited fasciectomy.

Severe

) Severe contracture of both metacarpo-phalangeal (>60°)
joint and proximal inter-phalangeal joint (>30°)

Treatment at this stage is referral for surgery for limited
fasciectomy or dermofasciectomy, as appropriate.

Ganglion Cyst Removal

Commissioning
Recommendation:

Only those ganglion cysts graded as severe will be referred for
surgery (see section 2, criteria for commissioning, for grading and
treatment options). Where indicted, aspiration can be done in
primary care to aid reassurance for all grades.






Bunion (Hallux Valgus) Surgery

Commissioning
Recommendation:

Bunion surgery is justified and appropriate when:

AND

AND

OR

the patient experiences persistent significant pain and
functional impairment that is interfering with the activities of
daily living.

all appropriate conservative measures have been tried over
a 6 month period and failed to relieve symptoms, including:
o up to 12 weeks of evidence based non-surgical
treatments, i.e. analgesics/painkillers.
o bunion pads
o footwear modifications

the patient understands that they will be out of sedentary
work for 2-6 weeks and physical work for 2-3 months and
they will be unable to drive for 6-8 weeks, (2 weeks if left
side and driving automatic car)

there is a higher risk of ulceration or other complications, for
example, neuropathy, for patients with diabetes. Such
patients should be referred for an early assessment.

A patient should not be referred for surgery for prophylactic or
cosmetic reasons for asymptomatic bunions.
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Executive Summary

What decisions do you require of the Governing Body?

Approve the work plan
Advise on frequency of reports
Consider role of locality committees

Please detail the key points of this report

It is good practice to have a forward plan

There are a number of balances that need to be considered
Plan of dates and type of meeting to ensure balance
Suggested standing items

Suggested outline of other items through the year

What are the likely impacts and/or implications?

A different balance to the agenda related to organisational priorities.

Improved engagement of members

How does this link to the Annual Business Plan?

Linked to planning and annual business cycle and key pieces of
work described in the operational plan

What are the potential conflicts of interest?

Time commitments from Clinical Board members

Where has this report been previously discussed?

With the Chair and Chief Operating Officer

Clinical Executive Sponsor:

Presented by: Director of Strategy & Governance

Meeting Date: 11™ March 2015

Agenda item:
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1.

Introduction and Purpose

1.11t is internationally recognised that good governing bodies and boards

have a clear forward plan aligned to their annual business cycle and
the priorities of their business. This paper puts forward a proposal to
the Governing Body for its annual plan.

Members are asked to:
e Discuss the proposals

e Give a view on frequency of committee reports
e Approve the plan subject to any changes

1.2 The plan will then form the basis of the agenda and meetings going

forward through 2015-16.

1.3 As well as having the right plan it will be important to ensure individual

Governing Body members are being supported to develop the
appropriate set of skills to undertake their role at a continually higher
level.

2. Matters for Consideration

2.1Governing Bodies have responsibilities to set strategic direction and

hold the executive to account for delivery and organisational
performance. This is no different for the CCG. Setting strategic
direction requires a good understanding of the strategic context, the
options and opportunities, its risk appetite and available resources as
well as the national mandates. In holding the executive to account it
scrutinises delivery of its plans, its compliance with the NHS
Constitution and other statutory and legal duties. A good governing
body ensures there is a good balance of time given to these two twin
functions.

2.2 The Governing Body has formal committees who are integral to

undertaking aspects of these roles. When considering how much time
is given to undertaking its roles a governing body should consider not
only its time in meeting as the governing body but its time meeting in
committee. So, for example if most of its time in committee is spent
scrutinising performance then it may not require as much time to be
spent on this in a formal meeting. This important distinction between a
board’s functions and a board meeting is poorly understood including
by NHS England so there are risks associated.
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2.3The locality committees are committees of the governing body and not
locality meetings. When considering the functions of the governing
body we should also be considering how these committees are able to
contribute to the governance of the CCG. They represent a
considerable opportunity given the time and resources they represent.

2.4 As well as the balance between its strategy and governance
responsibilities a governing body plan should reflect the organisational
priorities it has set. As we move into a period of intense service
transformation and change this will need to take-up an increasing
proportion of the agenda.

2.5To undertake its strategic role effectively, the governing body requires
space to debate and study together. Whilst decisions need to be made
in public this reflection needs to be undertaken in such a way that
members are empowered to contribute fully. Opportunity for study and
development time is crucial. The CCG constitution requires the
Governing Body to meet in public 8 times per year and in addition to
meet with members in public at the AGM before the end of September.

2.6 As an NHS body and CCG we rightly have a high proportion of clinical
members who give part of their time to leadership whilst retaining
considerable patient facing responsibilities. We need to balance the
twin constraints of a time as a governing body with this responsibility to
patients.

2.7 Responsibility for holding the executive to account for delivery of plans
and performance should also mean the governing body understands
the organisation’s capability and capacity. Similarly when setting
strategic direction it needs to understand the organisation’s strengths
and weaknesses. The governing body should not design the
operational structures and capacity but it should test it to ensure
continued alignment with its plans.

2.8We live in a fast changing environment and any plan will need to be
adjusted. Therefore, we will need space in the plan for items as they
arise without these so dominating the agenda that they effectively reset
the strategic direction.

2.9 The Audit Committee is a particularly important committee in terms of
its ability to help the Governing Body deliver its functions. Through its
commissioned Audit Plan it is responsible for checking that processes
are effective. So for example; it is responsible for checking that
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performance monitoring is systematic, consistent and reliably
undertaken thus freeing governing bodies to deal with significant issues
that arise.

2.10 Governing body members are required (both as individuals
working in the organisation and in their leadership capacity) to
undertake mandatory training. This is another challenge for people with
limited time availability and an approach is recommended below.

2.11 Individual Governing Body members will also need time and
opportunities to develop their own leadership skills in order for the
governing body to effectively fulfil its responsibilities within the forward
plan.

3. Proposal Summary

3.1The detailed plan described below includes the following features:

a) Broadly similar arrangements as currently in place

b) Meeting formally in public 8 times per year and 3 times for study,
development and discussion together.

c) More focus on delivery of the transformation agenda we are
committed to

d) Greater recognition of the committees in supporting the governing
body in undertaking its functions

e) Capping mandatory training requirements to one session (one
morning or afternoon per year) or less.

4. Plan
4.1 High Level
Month Type Date etc.
April 15 Formal Meeting 8.04.15 9.00 am -12.45pm
May 15 Time Out 1 day 13.05.15 9.00 am - 4.30pm
May 15* Short Formal Meeting | 27.05.11  9.00am -12.45pm*
June 15 Formal Meeting 10.06.15 9.00 am -12.45pm
July 15 Formal Meeting 8.07.15 9.00 am -12.45pm
August 15 No meeting
September 15 Formal Meeting 9.09.15 9.00 am -12.45pm
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Month Type Date etc.

September 15 AGM 9.09.15 2.00 am - 4.30pm

October 15 Time Out %2 day 14.10.15 8.30 am - 1.00pm

November 15 Formal Meeting 11.11.15 9.00 am -12.45pm

December 15** Short Formal Meeting 221251p5m** 8.30am-

January 16 Formal Meeting 13.1.16 9.00 am -12.45pm

February 16 Time Out Fullday | 10.2.16 9.00 am - 4.30pm

March 16 Formal Meeting 9.3.16 9.00 am -12.45pm

April 16 Formal Meeting 13.4.16 9.00 am -12.45pm
May* Actual time just 10-11.00, but build in mandatory training (9.00-10.00 &
11.00 -12.45)

December** Actual time just 10-11.30. Rest of time mandatory training for
those unable to attend in May (8.30-10.00 and 11.30-12.45)

4.2 Detail
Standing Items
Apologies Committee Reports
Declarations of Interest Audit Committee
Patient Story Quiality & Provider Management
Minutes and Matters Arising Locality Committees
Reports from Clinical Policy Committee
Chair QIPP Committee

Chief Clinical Officer inc Performance | Primary Care Co-commissioning

Chief Operating Officer Items for Information

Chief Finance Officer
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April

May 13"

May 27"

June

July

September

Standing ltems

Special Focus

Annual Declarations
of Interest

Final Approval of
Annual Budget &
Plan

Board Assurance
Framework

Strategic
Performance
Updates

Strategic Impact
Report

Reports Requiring
Annual Sign-off

Time Out

Nature of CCG

GM Devolution

Membership

Structure

No standing items

Standing Iltems

Standing Iltems

Standing Items

Single item agenda

Organisational
Development Plan

Co-commissioning
Update

Approve Stockport
Together Design
Decision

Board Assurance
Framework

Healthier Together
Update

AGM Preparation

None

Proactive Care

IM&T

Parity of Esteem

Planned Care

Strategic Impact
Report

Urgent Care

Prevention

Approve Annual
Accounts and
Annual Report

Public Engagement
& Consultation
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October November December January February March
Standing Items Standing Items Standing ltems
Time Out Board Assurance Time Out
Framework Governing Body
Strategy Plans Forward plan
_ New Models of Care
Special Focus Update Contracts
Annual
SWOT/PESTLE Winter Plan Next Year

Strategic
Performance
Updates

Reports Requiring
Annual Sign-off

Benchmarking
Member views
Review priorities
Review approach
National mandate
Public Views

Devolution

Proactive Care
Workforce

Strategic Impact
Report

Equality

Standing Items Only

Procurement Report

Parity of Esteem

Planned Care

Organisational
Development Plan

Safeguarding

Draft Operational
Plan

Urgent Care

Prevention

Strategic Impact
Report
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5. Locality Committees
5.1 The Locality committees currently meet quarterly. It should also
be remembered that the Council of Members is the final decision
making authority in the CCG albeit most of its powers are
delegated to the Governing Body with few reserved to itself.

5.2Given the above forward plan it is proposed that the committees
could undertake these functions.

Quarter Strategic Role Accountability Role
Start of Year Role of General
Practice & Devolution
June/July Stockport together Locality & CCG
Design Decision performance Report
AGM Review past year CCG
) performance via Annual
Full Council Of Report
Members
October/November | Organisational Locality & CCG
Priorities and Performance Report
Opportunities
Stockport Together
Delivery
January / February | Inform Operational Locality & CCG
Plan Performance Report
Stockport Together
Delivery

6. Committee Reports
6.1 Rather than the full minutes coming to each Governing Body

meeting it is proposed a report comes periodically. | would
envisage for example the Locality and QIPP committee reports
coming say every quarter. We might want Quality every time we
meet or perhaps also every quarter. The answer to this question
is dependent upon two things:

e The organisations priorities, and

e An understanding of the degree to which committees

undertake the functions of the Governing Body.
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