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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 12 November 2014.
	
	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 8 October 2014

	
[image: image1.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 8 October 2014.pdf


	To receive and approve
	10.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

arising from Governing Body Meeting of 8 October 2014.pdf


	To receive and note
	
	J Crombleholme

	5
	Notification of items for Any Other Business


	Verbal
	To note

	
	J Crombleholme

	6
	Patient Story


	Video
	To receive and note
	10.20
	V Mehta 

	7
	Performance Report

Part A: Performance 
Part B: Quality 
Part C: Finance


	
[image: image3.emf]Item 7A Resilience  

Compliance Report November 2014.pdf



 EMBED AcroExch.Document.11  [image: image4.emf]Item 7B Quality 

Report-November 2014-full report.pdf



 EMBED AcroExch.Document.11  [image: image5.emf]Item 7C 1 Finance 

Report September 2014.pdf



 EMBED AcroExch.Document.11  [image: image6.emf]Item 7C2 Finance 

Report Appendices September 14.pdf


	To receive and note
	10.35
	G Mullins
M Chidgey

G Jones



	8
	Report of the QIPP Committee

 
	
[image: image7.emf]Item 8 - Report of 

the QIPP Committee.pdf


	To receive and support 
	11.10
	T Ryley

	9
	Reports of the Locality Council Committee Chairs


	Verbal
	To receive and note
	11.25
	A Johnson

P Carne

A Aldabbagh

	10
	Report of the Chair
	
[image: image8.emf]Item 10 Minutes of 

HWB of 16 September 2014.pdf


	To note
	11.35
	J Crombleholme

	11
	Report of the Chief Operating Officer 
	
[image: image9.emf]Item 11A - Report of 

the Chief Operating Officer.pdf



 EMBED AcroExch.Document.11  [image: image10.emf]Item 11B EPRR Core 

Standards  Stockport.pdf


	To receive and note
	11.40
	G Mullins

	12
	Report from the Clinical Policy Committee
	
[image: image11.emf]Item 12 CPC report 

to GB November 2014.pdf


	To note
	11.45
	V Owen-Smith

	13
	Statement of Involvement 2013/14
	
[image: image12.emf]Item 13 Statement 

Of Involvement 2013-14.pdf


	To note
	11.55
	T Ryley

	14
	Report of the Chief Clinical Officer
	
[image: image13.emf]Item 14 AGG 

Summary of 7 October 2014.pdf


	To receive and note
	12.05
	R Gill

	15
	Any other business as raised in agenda item 5
	Verbal
	
	12.15
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 10 December 2014 at 10:00 at Regent House, Heaton Lane, Stockport, SK4 1BS.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 28 November 2014.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Executive Summary

NHS
Stockport
Clinical Commissioning Group

What decisions do you require of the Governing Body?

Note 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, GP referrals 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: 12th November 2014

Agenda item: 7A

Reason for being in Part 2 (if applicable)

N/A
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NHS
Stockport
Clinical Commissioning Group

Chief Operating Officer's Report

Chief Operating Officer's Report

This performance report covers the period to August 2014 (for performance against NHS Constitution targets) and to September 2014 for statutory compliance indicators. In terms of
NHS Constitution Targets, the key performance risks remain the 4 Hour Emergency Department Waiting Times Standard and Referral to Treatment Times (RTT) for hospital
appointments. Whilst there are some months when performance is not at the standard for some of the other targets, this is normally due to either statistical variation due to small
numbers or particular issues rather than sustained or underlying problems.

As reported to the Governing Body in October, the 4 hour ED waiting time standard was met in Quarter 2, which is an excellent achievement. However, delivery of the target remains
high risk due to the inability to recruit to the ED Consultant vacancies, rising attendances (+6.0% above plan) and the fact that we are about to enter the traditionally pressured Winter
period. We have now received confirmation that we will receive our 'system resilience' funding, and work is underway to mobilise the schemes which will provide additional support
over the busy winter period.

RTT times continued to perform well against the standard in August. We had expected to see the performance against this standard reduce over the summer whilst the backlog of
patients was treated. Unfortunately, progress in treating the backlog has not been made, and this will now happen over the next few months. Therefore, we expect to see a reduction
in performance during at least October - December as the backlog of patients is treated. We will receive some additional funds to support this additional activity, but as yet the amount
has not been confirmed. The specialities that are particularly challenging are orthopaedics, ophthalmology and general surgery.

We do not have an accurate picture of whether the level of GP referrals are in line with plan (plan was for no growth), as there is no comprehensive reporting of this information. As
part of the GP Development Scheme we are developing a local reporting route, but currently the best proxy measure we have is GP First Referred Out-Patients. Clearly, there are
limitations to the use of this as a proxy, as this is a reflection of provider capacity and any changes to this capacity (e.g. a waiting list initiative or a reduction due to provider staff
shortages) could look like either a spike in referrals or a reduction. Putting aside the limitations, currently this measure is indicating a 2.5% increase, and a particular increase in
orthopaedics. Two localities (Heatons & Tame Valley and Stepping Hill & Victoria) are driving this increase, with referrals flat in Marple & Werneth and Cheadle & Bramhall (although
overall referral rates for this locality remain higher than the other localities).

Ambulance response times continue to be below standard across the North West and for Stockport. This is a concern across all NWAS commissioners and the response is being led by
Blackpool CCG on our behalf. This is mostly due to capacity issues within the service, against a trend of significant increases in demand. Ambulance calls are rising across the North
West, and whilst we had anticipated and funded this increase, this is clearly putting extra pressure on this service. As part of our Winter Plans we will do some targeted communications
to encourage people to use health services appropriately.

There is continued good performance in infection control and mixed sex accommodation.

In terms of Statutory Duty and Compliance we continue to have very strong performance in low levels of staff absence due to sickness. We have not met our CCG set target of
responding to all complaints within 25 working days, due to the complexity of some of the recent complaints and the fact that the providers work to a longer time period for
responding.
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NHS
Stockport
Clinical Commissioning Group

NHS Constitution Compliance

Referral To Treatment - Last Four Full Quarters Last Three Months Details
NHS Constitutional Jun Jul Operational | Collection Reporting
Compliance Indicator 2014 2014 Standard Frequency Period

Status / Commentary

Future Risk: We are being required by NHS E to
work with providers to reduce the backlog of those

Admitted patients to start

treatment within a maximum of 92.3 & 90.3 4 915 &4 91.7 &4 | 917 & 923 & 911 & 90% Monthly Q‘{artler waiting longer than 18 weeks. As a result
18 weeks from referral actua performance will dip in October through to
December in line with NHS England guidance.
Non-admitted patients to start Quarter
treatment within a maximum of 96.9 % 96.3 # 957 # 96.1 959 & 96.1 & 954 & 95% Monthly actual See comment above
18 weeks from referral
Patients on incomplete non-
emergency pathways (yet to Quarter
start treatment) should have 953 % 945 % 93.8 & 943 %« 94.0 & 93.0 & 93.2 & 92% Monthly actual See Comment above
waited no more than 18 weeks
from referral
Last There are a number of factors contributing to this
Number of patients waiting month in | including poor process and allowance of multiple
more than 52 weeks 0| * 1A 2 A 0| * 0 * 2| A 1/A] |0 Monthly the DNA's. We will review access policy under Stockport
quarter resilience Group (SRG) Funding arrangements.
Urgent operations cancelled Dai]y This data is collected on a Provider basis. These
for a second time 0| * 0% 0| * 0| & 0| & O] & O %] 10 S\?lrr:?gr figures are for Stockport NHS Foundation Trust.

Number of patients not treated
within 28 days of last minute 0 2 & 1 & 5 & Quarterly
elective cancellation

Quarter Will monitor but not expecting continued poor
Actual performance.
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Diagnostics - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Jun Jul Aug Operational | Collection Reporting

Indicator Q2 < Q4 QL 2014 2014 2014 Standard Period SERS J RNy

Patients waiting for a

diagnostic test should have
been waiting less than 6 99.7 & 99.7 % 99.6 & 99.1 & 995 % 994 % 99.2 & 99% Monthly

weeks from referral

Moderate risk that backlog work under Referral to
Treatment Times section will impact on access to
diagnostics. This being monitored closely.

Quarter
actual

A&E waits - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Jun Jul Aug Operational | Collection Reporting
Indicator Q2 Q3 Q4 Q1 2014 2014 2014 Standard Periog __ Status / Commentary

Patients should be admitted, Improvement work continues and remains high risk.
transferred or discharged o Quarter  Entering winter period and struggling to recruit
within 4 hours of their arrival at 93.9/A| 94.7/A 916 Al 920/ 4 91.8/A| 939 4 952 & 195% Weekly actual additional staff using SRG funding. Underlying

an A&E department capacity issues in ED remain.

Quarter This data is collected on a Provider basis. These

12 Hour Trolley waits in A&E 00« 00+ 00+ 0.0 0 Quarterly Actual figures are for Stockport NHS Foundation Trust.

Cancer waits - 2 week wait - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Jun Jun Aug Operational | Collection Reporting

Indicator Q2 Q3 Q4 Q1 2014 2014 2014 Standard Period SIS COEER

Maximum two-week wait for

first outpatient appointment for 0 Quarter - . o

patients referred urgently with 96.2 & 96.5 & 965 & 948 & 95.1 4 951 4 940 & 93% Monthly actual No anticipated risk of decline in performance.
suspected cancer by a GP

Maximum two-week wait for

first outpatient appointment for

patients referred urgently with o Quarter - . Lo

breast symptoms (where 94.7 % 96.6 & 96.1 & 913 A 88.1 &4 88.1 4 946 % 93% Monthly actual No anticipated risk of decline in performance.

cancer was not initially
suspected)
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Cancer waits - 31 days wait - Last Four Full Quarters

Name of NHS Constitutional
Indicator

Maximum one month (31-day)
wait from diagnosis to first
definitive treatment for all
cancers

98.9 % 97.3 & 98.6 & 995 %

Maximum 31-day wait for
subsequent treatment where
that treatment is surgery

100.0 # 100.0 98.7 # 98.2 =

|

Maximum 31-day wait for
subsequent treatment where
that treatment is an anti-
cancer drug regimen

100.0 #* 100.0 * 100.0 # 100.0

N

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

100.0 #* 100.0 # 100.0 # | 100.0 #

Name of NHS Constitutional 01
Indicator

Maximum two month (62-day)
wait from urgent GP referral to
first definitive treatment for
cancer

904 # 80.8 A 834 A 836 A

Maximum 62-day wait from
referral from an NHS
screening service to first
definitive treatment for all
cancers

100.0 # 88.2 & 92.0 « 96.7 %

Maximum 62-day wait for first
definitive treatment following a
consultant's decision to
upgrade the priority of the
patient (all cancers)

829 % 804 « 833 % 769 A

Last Three Months Details

Jun Jul Aug Operational Collection Reporting
2014 2014 | 2014 Standard  Frequency Period  Status/Commentary
Quarter - . L
99.1 & 955 A 99.0 & 96% Monthly actual No anticipated risk of decline in performance.
L Quarter - . o
100.0 = 93.3 & 94.7 =| 94% Monthly actual No anticipated risk of decline in performance
Quarter - . .
100.0 # 100.0 # 100.0 #=| 98% Monthly actual No anticipated risk of decline in performance.
Quarter . . L
100.0 #  100.0 # | 100.0 #| 94% Monthly actual No anticipated risk of decline in performance.

Details

Operational Collection Reporting Status / Commentary

2014 Standard Frequency Period
Quarter - . .
823 A 863 % 864 | 85% Monthly actual No anticipated risk of decline in performance.
Quarter Very low numbers. In august there were 8 patients 7
100.0/%| 75.0/A| 87.5 A} |90% Monthly actual of whom were seen in timeframe.
0 Quarter No National operational standard set. CCG standard
100.0| % 68.4/ A 66.7 &) 80% Monthly actual set internally. Again very small numbers.
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Category A ambulance calls - Last Four Full Quarters

Name of NHS Constitutional Q2
Indicator

Category A calls resulting in
an emergency response
arriving within 8 minutes (Red
1)

755 % 728 & 759 % 735

Category A calls resulting in
an emergency response
arriving within 8 minutes (Red
2)

77.7 % 747 A& 765 % 744

Category A calls resulting in
an ambulance arriving at the
scene within 19 minutes

954 & 948 & 96.2 & 957

Mixed Sex Accomodation Breaches - Last Four Full Quarters

Name of NHS Constitutional

[ 13

Last Three Months

Jun Jul Operational Collection Reporting

2014 2014 Standard  Frequency Period
0 Quarter

715 A 685 A 727 A 75% Monthly actual
732 A 692 A 721 A 75% Monthly ~ Quarter

) ) ) actual
95.4 & 942 A 954 & 95% Monthly ~ Quarter

’ ) ’ actual

Last Three Months

Details
Status / Commentary

Two underlying issues. Ambulance service on highest level of
alert they have been on because activity up 12% across North-
West and significant capacity issues with 35 vacancies in
Greater Manchester. GM worse performing. We are looking to
put something together and ask GM CCGs to address together
as affects us all.

See Above

Given pressures above this performance is also at
risk.

Details

Status / Commentary

Indicator

Minimise breaches

Jun Jul Operational Collection Reporting
2014 2014 Standard  Frequency Period
Quarter
0~ 0 o#~| O Monthly actual

Mental Health - Last Four Full Quarters Last Three Months

Name of NHS Constitutional
Indicator Q2 Q3 Q4 Q1

Jun Jul
2014 2014

Aug

2014 Standard Frequency Period

Operational Collection Reporting

No anticipated risks

Details

Status / Commentary

Care Programme Approach
(CPA) : the proportion of
people under adult mental
illness specialities on CPA
who were followed up within
seven days of discharge from
psychiatric inpatient care
during the period

95.6 & 975 & 942 A 912

A

Quarter

0,
95% actual

88.9 A 100.0 # 100.0 # Monthly

Remains a risk due to volatitlity resulting from low
numbers.
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Healthcare associated infection (HCAI) - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Jun Jul Aug Operational | Collection Reporting

Indicator Q2 Q3 Q4 QL 2014 2014 2014 Standard Period  Status/Commentary

Incidence of healthcare Given the very low numbers it is difficult to identify
associated infection (HCAI) i) 1 A 0 * 1 A 0 = 0 0 = 0% O Monthly  |Monthly  |specific risks factors, but there is no known risk
MRSA factors indicating a potential decline in performance.

There is variation around mean on monthly mean on

Incidence of healthcare what is an annual target. Have hit target for quater

associated infection (HCAI) i) 25 = 17 = 11 = 14 = 3= 9 & 94 74 Annual  Annual and remain on track for annual target. However, will
C. Difficile keep a close eye on position over next two months.
Key

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

A Red - Performance below the standard
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NHS
Stockport
Clinical Commissioning Group

Statutory Duty and Resilience Compliance

Monthly and Quarterly Measures

Statutory Duty and Resilience - Last Four Full Quarters Last Three Months

Details

with vulnerable people who
have a confirmed up to date

Statutory Duty or Resilience Jul Aug Sep Operational Collection Reporting
Measure Q3 Q4 Q1 Q2 2014 2014 2014 Standard  Frequency Period S!S /Commentary
No specific risk to continued performance identified.
P?tL‘?e%agf of IFt‘?'S ?a”d'ed 95.0 # 100.0 # 100.0 # 100.0 100 &4 100 % 100 & 90% Monthly  Monthly  However, growing work pressures in winter period
within the legal tmeirame can mean deprioritising of some aspects of work.
Number of negative reports . .-
recieved from auditors 0 0 0 0 0 0 O« O Monthly ~ Monthly  No negative reports anticipated.
With the standing down of three individuals it is
Number of statutory likely that there will be a short period where there is
Governing Body roles vacant 0 O * O * 0 * O * O * Oj*] 10 Monthly  Monthly a gap. Mitigation will be put in place with others
requested in the short-term to pick-up duties.
) In September there were 3 complaints in total. 2
Percentage of complaints were responded to within 25 days. 1 complaint is
responded to within 25 85.0 75.0 & 68.9 &4 75.6 A 80.0 0.0 &4 ©66.7 & 80% Monthly ~ Monthly  on-going and will exceed the 25 day target as we
working days are awaiting a response from SHFT and their
estimated response time is 35 days
There are a number of people currently off sick and
Rerkcentage of days lost to 1.90 132 4 290 & 1.78 & 193 & 1.62 =~ 2.5% Monthly ~ Monthly  Governing Body should expect poorer performance
sickness in September and October.
Percentage of established
posts which are filled 85.2 842 4 816 A 825 A 806 A 804 A 864 &4 80% Monthly  Monthly
substantively
It should be noted that we are now fully compliant
Percentage of staff working 88.5 885 A 885 A 100.0 # 100% Quarterly Quarterly with this standard. All new starters requiring DBRS

checks have this undertaken as part of routine

recruitment processes.
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Annual Measures

Statutory Duty and Resilience - Latest Year Details
Statutory Duty or Resilience Operational Collection Reporting
Measure AU Standard Frequency Period Sligils ¢ ey
Percentage of staff ) )
. 2013-14 stats - the 2014-15 figures will be reported
- 0,
unde_rtaklng mandatory I1G e 100 * | |90% Annual Annual 10 Governing Body monthly from January - March.
learning
Percentage of on call directors o
up to date with EPRR training 100| %) 1100% Annual | Annual
Emergency Preparedness,
Resilience and Response Test, Green #* | Green Annual Annual

Status
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NHS
Stockport
Clinical Commissioning Group

Short to Medium Term Performance Risks

The risks to performance are currently under review and as such there is no performance risk update this month. The revised version will be
included in Decembers report.
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Executive Summary

What decisions do you require of the Governing Body?

1. Note the financial position as at 30™ September 2014 and forecast
position against delivery of our £4.3m surplus target.

2. Note the improvement in the forecast position from £769k surplus at
month 5 to £2,763k at month 6 acknowledging the gap of £1.5m in
delivering £4.3m surplus which is being addressed via QiPP group.

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

4. Note that a separate QIPP report will be presented to the Governing
Body under a separate agenda item requiring approval of actions to
deliver the £4.3m savings target in 14/15.

Please detail the key points of this report

e Actual surplus to Mth 6 (YTD) of £1,258k, which is a £882k under
achievement against our planned target for Mth 6.

e Forecast surplus of £2,763k which is £1,517k below planned target of
£4.3m. Our recovery plan for 14/15 aims to deliver a £2m stretch target.

e RTT performance — planned spend with Providers to deliver RTT targets
within forecast position. NHSE have confirmed RTT allocations although
these are being reviewed nationally — outcome awaited.

e Potential risks of £1.3m 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: 12" November 2014

Agenda item: 7C1

Reason for being in Part 2 (if applicable)

N/A
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Report of the Chief Finance Officer as at 30" September 2014

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 we face in delivering these in 2014/15.

1.2 This report provides an update on:-
« the financial position as at 30" September 2014 (i.e. Month 6) and
o forecast outturn position for 2014/15 i.e. as at 31st March 2015.

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. We report our financial performance on a monthly basis to
NHS England. Table 1 below RAG rates our financial performance on
both a “Year to Date (YTD) and Forecast basis against these Statutory
Financial Duties and Performance Targets.

Table 1: Statutory Duty and Performance Targets

Performance Performance
Ar ry D
ca SRy Uy YTD (Mth 6) Forecast
Not to exceed
Revenue | revenue resource
allocation
) Not to exceed
Running :
running cost
Costs .
allocation
Capital —
(Note: The
CCG has Not to exceed
not capital resource
received a I .
capital allocation
allocation in
2014/15)






3.0

(Appendix 1)

year surplus

Operate within

Cash the maximum
drawdown limit

Business Comply with
(,Ep?)gg;gtz Better Payment
Table 3) Practices Code

QIPP Fully deliver
(Appendix 2 planned QIPP

Table 2) saving

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

Financial Position as at 30" September 2014

Performance

Forecast

3.1 The financial position as at month 6 is summarised in Table 2 below and
further detail is provided in appendix 1 to this report.

Table 2: Summary of Financial Position at Month 6

Plan Actual (Favourable)
(Surplus)/ | (Surplus)/ / Adverse
Deficit Deficit Variance
£000s £000s £000s
Month 6 YTD (2,140) (1,258) 882
Year End Forecast (4,280) (2,763) 1,517

3.2 Table 2 above shows the month 6 position and forecast position against

14/15 Plan. This shows that we remain ‘off track’ in terms of delivering
our planned surplus for 14/15 agreed with NHS England although our
forecast at Mth 6 shows a £2m improvement compared with Mth 5 (i.e.
£769k forecast surplus at Mth 5). Our cost pressures identified to date
have arisen as a result of the following main issues:-

Over performance on Acute contracts (£3.75m)

Increase in costs & volume growth on prescribing (£1.2m)
Contribution to CHC Legacy costs (£1.3m)
Undelivered CIP (£3.1m)






3.3

The above cost pressures are included within our forecast position and
these are being mitigated by the actions being worked up and proposed
by the QIPP group as part of the 14/15 recovery plan. All of these cost
pressures have a recurrent impact on CCG cost base, with the
exception of CHC legacy which we have assumed impacts in 14/15 and
15/16 only.

Our forecast is based on a ‘most likely’ position reflecting identified
risks as at month 6. It is important that members acknowledge that our
assumption is on this basis rather than on a ‘best case’ or ‘worst case’
scenario.

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

Acute

The YTD overspend of £2,010k and Forecast £3,746k over performance
in Acute contracts mainly relates to Central Manchester FT, Stockport
FT, Salford Royal FT, and Independent Sector / Any Qualified Provider
contracts.

Included within the forecast position is the full impact of delivering the
RTT (Referral to Treatment) performance target as communicated by
NHSE in July 14. Members will see from Table 4 in Appendix 2 that we
have received an RTT allocation of £1.4m in month 5 and we also
expect to receive a further £0.8m in month 7 as already confirmed.
However, this is currently being reviewed at a national level and we
await further confirmation that these monies will remain with the CCG to
fund the costs we are incurring. Any move by NHSE to remove this
funding will have a direct and detrimental impact on our recovery
plan and delivery of £4.3m target surplus.

Central Manchester FT — the YTD £858k overspend and forecast
outturn £1,010k over performance relates to increased non-elective
activity £257k and an increase above plan in the number of patients
admitted to the Acute Kidney Unit £277k. There is also a forecast cost
pressure in the WET AMD service of £459k due to increasing numbers
of referrals into the service.

Stockport FT over performance of YTD £260k and forecast outturn
£862k is due to A&E attendance which is forecast at £410k above plan
and increased outpatient activity forecast at £835k overspent. Offsetting
these areas is an underspend of £1m on Elective Care largely within
ENT, Gynaecology, Orthopaedics and Lower Gl.

Members should note that in addition to the above, there remains a
financial risk around agreement on NEL activity given the increase in
A&E attendances above plan which links to section 5 of this report
around risks not included in our forecast position.





3.4

University Hospital South Manchester FT — as at month 6 the reported
position for UHSM is £92k overspend YTD and forecast underspend of
£169k. The main areas of underspend are within Non-elective activity
(E386k), Readmissions (£391k) and Outpatients (£218Kk). This partially
offset by overperformance in Elective care (E401k) and Critical Care
(E308K).

Salford Royal FT - YTD and forecast outturn overspend of £171k and
£410k respectively is due to overperformance in Elective, NEL activity,
Outpatients and HDU and Intensive Care).

Independent Sector / Any Qualified Provider

At month 6 we are reporting a YTD and forecast cost pressure of £809k
and £1,578k respectively. This is as a result of the financial impact of
additional Independent Sector (including AQP) activity within Trauma
and Orthopedics, Ophthalmology and Audiology linking to delivery of
RTT target requirements.

Community Health

The underspend in this budget reflects the revised 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
impact going forward into 15/16.

Mental Health

Spend on Mental health shows a £592k YTD overspend and a forecast
overspend of £687k reflecting increasing demands we are currently
seeing on Mental Health services.

Prescribing

The latest information from the NHSBSA provides actual prescribing
expenditure for the period Apr to July 2014. As this information is
published 2 months in arrears we have included an estimate for August
and September in arriving at the cumulative position to September 14.

As at month 6 the prescribing budget is £534k overspent YTD with a
forecast overspend of £1,200k. Whilst we remain one of the lowest
spending CCGs on prescribing on a per capita basis within Greater
Manchester, we are now seeing a higher level of both cost growth and
volume growth (compared to other GM) which is contributing to this
overspend.

The CCG is seeing an increasing trend of spend on Central Nervous
System, Respiratory and Endocrine related drugs.





3.5

Running Costs (Corporate)

The CCG is required to operate within its 2014/15 running cost
allocation of £7.16m. The CCG has planned to spend £6.58m on
running costs, which is £0.58m lower than its allocation. 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

Variance Variance
YTD (Favourable) | Annual | Forecast | (Favourable)
YTD Budget Actual / Adverse Budget | Outturn / Adverse
Running Costs £000s £000s £000s £000s £000s £000s
CSU - SLA 814 726 (88) 1,617 1,433 (184)
CCG Admin 2,466 2,248 (218) 4,966 4,666 (300)
Total CCG
Running Costs 3,280 2,974 (306) 6,583 6,099 (484)

3.6

The actual position with CSU spend reflects performance against the
products the CCG is commissioning in 2014/15. The underspend on
CCG admin 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 6. Reserves
have been categorised into 5 main areas, these being:-

Investments — this reserve includes the planned investments set aside
as part of our 14/15 strategic plan. These investments are now subject
to the QIPP review and prioritisation process and to date planned
slippage of £3.3m against our investments has been identified to
support 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.






4.0

4.1

5.0

5.1

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).

Impact of Pressures on Recurrent Position

The recurrent impact of the forecast pressures identified at Mth 6 is an
additional £9.9m which will add to the already planned target of £10.7m
required in 2015/16. As such, our revised recurrent QiPP plan for 15/16
will be £20.6m as shown in Table 4.

Table 4: 2015/16 QIPP Requirement

Recurrent QIPP £m
Opening Planned 2015/16 QIPP 10.7
Impact of 2014/15 pressures c/fwd 9.9
Revised 2015/16 QIPP Requirement 20.6

Financial Risks not in forecast

The table below shows identified risks which have not been
incorporated within the 14/15 forecast position. These will be kept under
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)
Additional Acute Over
performance
(including Urgent M £1m
Care Threshold
breach)

Prescribing (Price
Increase in Generics

M £0.3m
expected from
October)
Total Risk Exposure
Unfunded £1.3m






5.2 The risk on acute overperformance is seen as Low to Medium. These
mainly relate to issues agreed within contractual terms linked to trigger
levels and achievement of performance measures, for example, non-
elective triggers and CQuINs. Given this is on a cumulative basis then
this risk is currently (i.e. at Mth 6) seen as Low-medium but we
recognise that if this thresholds are exceeded going forward then a
determination will be made around value which will be included in the
forecast.

6.0 Balance Sheet

6.1 Appendix 3 details the CCG opening balance sheet as at 15" April 2014,
closing balance sheet as 30™ September 2014 and a forecasted
balance sheet as at 31%' March 2015.

7.0 Recommendations

The Governing Body is asked to:-

Gary Jones

Note the financial position as at 30" September 2014 and £1.5m
of the savings target yet to be achieved in delivering the £4.3m
target.

Note the situation around RTT allocations currently under review
acknowledging the impact of any withdrawal is detrimental to our
recovery plan.

Note that the £1.5m savings gap is being progressed via QiPP
group who are working on a £2m savings stretch target with
proposals being brought before Governing body for approval
(under separate report)

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

Chief Finance Officer
31°% October 2014

. Statutory and Local Policy
Documentation .
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 na
2 Page Executive summary in place Patient Level Data Impacted: Privacy Impact
. n/a : ) 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 na
Completed and included
Any impact on staff: Consultation and EIA n/a
undertaken and demonstrable in document
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Executive Summary

What decisions do you require of the Governing Body?

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

Issues
Waiting Lists for follow-up appointments at SFT, 4 specialties
Lack of QIAs for CIP cost reduction programmes at SFT
Wait times for access to psychological therapies
Breakdown of a package of care for a highly vulnerable child
with complex needs.

o 63% of Stockport Learning Disability patients have not had an

annual health check with their GP practice.

Attachments

o Q&PM October Minutes

o Q&PM October Committee Issues Log

o O O O

Other Reports Reviewed and Available on Request
o Eye Care Review
o Mental Health Quality & Performance Report & IAPT
o Joint Health & Social Care Learning Disability Self-
Assessment Action Plan for Stockport
o Monthly Patient Experience Report

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?

Quiality & Provider Management Committee on 15 October 2014.

Clinical Executive Sponsor: Dr Cath Briggs

Presented by: Mark Chidgey

Meeting Date: 12 November 2014

Agenda item: 7B

Reason for being in Part 2 (if applicable)

Not applicable
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1.0
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1.2

1.3.

1.4

15

1.6

2.0

2.1

2.1.1

Service Focus — Eye Care

The October Committee meeting had a focus on Eye Care. ‘A Health Needs
Assessment (HNA) of Eye Health and Preventable Sight Loss in Stockport’
report was presented. There was also a review of Providers of commissioned
eye care in Stockport.

The aim of the HNA is to provide an accurate picture of need in Stockport.
Half of all sight loss in the UK is preventable and by 2050 the number of
people with sight loss will have doubled. The HNA recommends a greater
focus on preventative action, early identification and minimising the wider
impact of sight loss. Modifiable risk factors for sight loss include smoking,
diet and obesity and diabetes and provide opportunities for primary
prevention. Evidence suggests that the cost of eye care treatment is likely to
increase by up to 25% by 2020 from a base of 2010.

The Q&PM Committee supported the recommendations of the Stockport Eye
Health Needs Assessment report and agreed it should be presented to the
meeting of the January 2015 Health & Well Being Board.

Eye care pathways for Stockport patients are complex with many Providers,
both NHS and private. The quality of primary eye care provision in Stockport
is good. The Stockport Local Optical Committee (LOC) was voted by peers
as the best LOC in the UK in 2013. Its federated company GM Primary Eye
care is the provider of CCG commissioned community eye care services.
These have been successful in releasing capacity in secondary care and
patient experience is very good.

The main issue with planned secondary eye care provision in Stockport is
delayed ophthalmology follow-up appointments. This is not unique to SFT.
There is an opportunity to reform out-patient discharge of patients and the
Committee recommends this is highlighted to the Planned Care Board.
Urgent eye care, provided mainly by SFT is responsive but struggles with
capacity. The community based Minor Eye Conditions service is
commissioned to address this.

Wet AMD is commissioned from BMI and MREH. Procurement is underway
for a fully NICE compliant wet AMD service.

Provider Quality Monitoring
Stockport Foundation Trust (SFT)

Issues are recorded on the Q&PM Issues Log attached (October 2014).
There are two ‘Red’ rated issues for SFT:

e Out Patient Follow up waits in cardiology, gastroenterology and
ophthalmology. A Contract Query Notice was issued on 21 October 2014,
also referencing Chest Medicine.

¢ CIP - Quality Impact Assessments have been received for the high level
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2.2

221

2.2.2

2.2.3

2.2.4

2.2.5

2.2.6

2.2.7

Trust CIP programme. However these do not identify risks for cost
reduction programmes (CIP target of £12.9m in year). The Trust has
confirmed that these will be available in December.

Pennine Care/Mental Health

A Quality & Performance Report on Mental Health Services was presented to
the Committee and an updated IAPT Action Plan was reviewed.

The target for Early Intervention for new cases of Psychoses is 42 cases in
the year. To date Pennine Care have treated 15 patients. Commissioners
are working towards a more outcomes based target for the future.

Care Programme Approach (CPA) 7-day follow—up — Pennine Care has
almost achieved the 95% target for following people within 7 days who have
been discharged from in-patient care (94.8%).

Improving Access to psychological therapies (IAPT) — This is Red rated on the
Q&PM lIssues Log. The Committee was presented with the following
summary of access:

PWPs CBT Counselling

% % %
Access into therapy within 4 weeks 73% 25% 10%
Access into therapy >4 weeks <8 weeks 10% 14% 8%
Access into therapy >8 weeks <18 weeks 13% 20% 6%
Access into therapy >18 weeks 5% 40% 57%

PWPs - treatment from a Psychological Therapy Practitioner
CBT - treatment from Cognitive Behaviour Therapist

A detailed IAPT Activity and Action Plan was presented showing achievement
of the CCG Q2 prevalence target. This also showed referrals increasing with
an average of nearly 500 referrals/month since April.

From next year a new access target will be set by NHS England - Treatment
within 6 weeks for 75% of people referred to the Improving Access to
Psychological Therapies programme, with 95% of people being treated within
18 weeks.

https://www.gov.uk/government/uploads/system/uploads/attachment data/file/
361648/mental-health-access.pdf

The Joint Health & Social Care Learning Disability Self-Assessment was
presented to the Committee with an Action Plan for Stockport. Of concern is
that only 37% of Stockport people with Learning Disabilities have received an
annual health check with their GP Practice.
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2.2.8 The Committee discussed whether a service should be commissioned to
ensure that all Stockport LD patients have access to an annual health check.
This was added to the Issues Log.

2.3  Continuing Health Care Providers

2.3.1 The Committee was briefed about a specific case of a Stockport child
requiring long term ventilation and 24/7 nursing care at home. For a number
of reasons the provider of care (SFT) had given notice and it had proven
extremely difficult to find a new Provider for the continuity and level of care
required. The CHC team has arranged a full risk assessment — whilst the new
package is not fully recruited to there are additional risks to the child and
family. Mitigating actions are in place which do not fully address these risks.

2.3.2 This also highlights the issue of the scarcity of qualified Providers for this
growing need. This issue is proposed to be addressed across the GM
footprint. It was agreed to add this to the Q&PM Issues Log and to the
Corporate Risk Register.

3.0 Patient Safety
3.1 Safeguarding

3.1.1 The Quality and Provider Committee had requested assurance that Stockport
NHS FT and Pennine Care NHS FT had noted the findings of the Saville
report and benchmarked themselves against the findings and
recommendations. Stockport NHS FT provided documentary evidence which
demonstrated that they were compliant with the recommendations and
Pennine Care informed the safeguarding team that they were taking a paper
to their November Board meeting and would then share the report with the
CCG.

3.1.2 Stockport Safer Partnership has now confirmed that a Domestic Violence
Homicide Review will be commissioned following the death of a female victim.
The alleged perpetrator was known to one of our commissioned services and
will be involved in the review. A member of the safeguarding team will sit on
the review panel.

3.2 Serious incidents
3.2.1 There were 8 serious incidents reported on STEIS in September 2014:

e 1 CDiff —the FT concluded that the patient was clinically managed
appropriately

e 5 community acquired pressure ulcers (grade 3/4). These may be
downgraded following investigation if the pressure ulcer is either found to
be non-service acquired or unavoidable

e 1 hospital acquired pressure ulcer (grade 3/4)
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3.2.2

3.3

3.3.1

3.3.2

3.3.3

3.34

3.4

3.4.1

3.4.2

3.4.3

e 1 allegation against a healthcare professional. The GMC are aware and
following an initial investigation concluded that the allegation was
unfounded. Police also aware. The individual continues to work under
supervision. To be discussed further at regular review meetings.

From a total of 52 incidents reported on STEIS in Q1 and Q2, 17 have either
been closed or downgraded. The CCG continues to meet with the FT on a
monthly basis to seek assurances that actions have been implemented and
lessons learned.

Harm free care

Pressure ulcers: As previously reported, there had been a consistent
reduction in prevalence of pressure ulcers since September 2013 with ten
points well beneath 4% prevalence. September had an overall prevalence of
3.2% (Stockport acute and community), separated, this is 2.8% for the acute
trust and 3.7% for Stockport community. The Trust is currently meeting the
KPI target for pressure ulcer risk assessment and has just appointed a lead
for its Pressure Ulcer Reduction In Stockport project (PURIS).

Falls: All falls prevalence was 1.05% in August and has been reported below
the mean of 1.59% for five consecutive months. Falls with harm was 0.17% in
September, which is below the mean on 0.45%. Work has commenced on
the falls CQUIN and the trust are currently meeting the KPI target for falls risk
assessment.

VTE: The prevalence of new VTEs was 0.96% in September, which is above
the mean of 0.62% for the first month in four months.

Catheters with new UTI: Prevalence was 0.17% against an adjusted mean of
0.17% (from 0.39) in September.

Infection prevention

C-Difficile: The cumulative trajectory for April- August 14 is 37 cases, the
Health Economy has 28 cumulative cases reported for this period and as
such, year to date are 9 cases below trajectory. Complete information for
August is not currently available due to technical issues with the system and
as such this figure may change.

MRSA: There was one reported MRSA case for September which has been
attributed to another party through arbitration and as such so far the CCG will
have 0 cases attributed at this point in the year.

CPE: The acute trust had a CPE outbreak at the end of August on one of their

wards which comprised of 10 cases. Toolbox training sessions have occurred
on the ward, including the medical clinicians.
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4.1

4.2

4.3

5.0

5.1

5.2

6.0

Clinical Effectiveness

NICE Compliance: Currently the trust has marked full compliance or the CCG
has received evidence for approximately 61% of the relevant clinical
guidelines and 40% of the relevant Quality Standards. A new process for
reporting and embedding NICE guidance within the acute trust commenced in
September; regular information meetings have been organised. The Trust
has agreed to address the backlog by prioritising 3 overdue guidance per
business group, per month.

Mortality: The AQUA mortality report dated May 2014 evidenced that the
acute trust is within expected limits for SHIMI and HSMR mortality data and is
significantly below the North West and England average.

TIA update: TIA compliance for August 2014 was 8.3% against a target of
60%, discussions regarding weekend provision of TIA clinics have been held.
A new pathway has been proposed and implemented from the beginning of
September, awaiting further data regarding audit figures and new weekend
provision accessibility. Once audit data has been received a report will be
presented to Q&PM.

Patient Experience

The monthly patient experience report was reviewed with confirmation of the
further roll out of the Friends and Family Test (F&FT). Stockport Foundation
Trust is mainly achieving its F&FT targets. Comments are reviewed and
reported by themes to the Trust Board.

The CCG's Commissioner Walk Round programme 14/15 was discussed.
This is now in its second year and the formal programme covers the main
Providers of commissioned services. Many visits this year will be
unannounced. In addition, the Quality Team will organise walk rounds in
response to specific quality concerns identified through the quality monitoring
process.

Stockport CCG Complaints Summary
April - end of September 2014
o Formal complaints from the public - 24

o MP letters/complaints - 24
o 100% acknowledged within 3 days
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NHS

Stockport
Clinical Commissioning Group

Quality & Provider Management Committee

DRAFT MINUTES of the meeting held on Wednesday 15 October 2014

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

Present:

(AA) Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria

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

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

JC) 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

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

In attendance:

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

(ME) Michael Evans, Trainee GP (Observer)

(RG) Rachel Grindrod, Contracts Manager, NWCSU

(SB) Sue Brett, Head of Continuing and Complex Healthcare, NHS Stockport CCG

Apologies:

(TS) Tony Stokes, Healthwatch representative

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

MEETING GOVERNANCE

1. Apologies and declarations of interest Action

1.1 Apologies were received from TS. The Chair welcomed Michael Evans (trainee
GP) to the meeting.

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
Secretary to the Committee.

2 Notification of items for Any Other Business Action
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2.1 The Chair invited any other items of business to be discussed; there were no
other items presented for discussion.

OPERATIONAL BUSINESS

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

Action

3.1Minutes & actions:
The draft minutes of the meeting held on 17 September 2014 were approved as a
correct record.

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

e 8.1 (16 July 14) Clinical Effectiveness — Mortality Report: VOS to speak to Dr
James Catania regarding the R Coding data contained within chart 17 of the
Mortality Report. VOS has contacted Dr Catania and awaits receipt of a
report. Remain on log.

e 3.1.1 (20 August 14) Matters arising — IAPT paper: MC to bring a report to the
September meeting following a review of the Action Plan. Included on the
agenda. Action Closed.

e 6.1 (20 August 14) SNHSFT Dashboard — August: AA, CB and RG to meet to
discuss a way forward of reviewing the Dashboard from a GP perspective.
The three members would discuss the issue directly following the meeting
and report back at the November meeting. Remain on log.

e 10.3 (20 August 14) Any Other Business — Letter from Healthwatch: Re: flu
immunisation programme — concern expressed by Healthwatch on
community pharmacists offering the service at same safety level as GPs. MC
has discussed the issue with Viren Mehta (Clinical Director of General
Practice Development). Viren reported to MC that he had met with NHSE
(NHS England) to discuss the issue and had been assured that pharmacists
offer the same service. Action closed.

e 4.1.4 (17 September 2014): Quality Focus — Maternity & Acute Paediatrics:
MC reported that a decision has been taken to discontinue Maternity Board
with immediate effect; any quality issues that arise from this department
would be picked up at a contracts meeting. CB added that discussions
continued regarding the budget and priority areas. The Chair asked if there
were any issues that needed bringing up at this meeting; MC added that that
there were no issues that required further discussion at this meeting. The
Chair requested that members be updated on the process for monitoring
quality in this area at the next meeting. Remain on log.

e 6.1.3 (17 September 2014): Issues Log (Wet AMD, timely appointments): MC
had written to CMFT to request clarification on follow-up appointments for wet
AMD and glaucoma patients and had received a response. MC reported that
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he would email CMFT again to find out more information on their capacity for
glaucoma follow-ups. Remain on log.

e 3.2 (17 September 2014): Issues Log (TIAs): CB reported that the audit (on
the number of patients that had a stroke and had been kept waiting for an
appointment) had started during the previous week. CB reported that Sarah
Shingler and David Taylor (SFT — Stockport Foundation Trust) would email
her the results of the audit. CB would copy the Chair into any
correspondence she receives prior to the next meeting. Remain on log.

e 5.1 (17 September 2014): SFT Dashboard: AA to send CB an anonymised
copy of a patient letter. AA invited members to view an example of a
discharge letter (anonymised). Action closed.

e 6.1 (17 September 2014): Patient Safety — Safeqguarding: SG to update the
meeting on the outcome of the safeguarding audit undertaken at Pennine
Care. Due 12 January 2015. Remain on log.

e 6.1 (17 September 2014): Patient Safety — Safequarding: SG to circulate the
full report and action plan (Looked After Children). Deferred to the next
meeting. Remain on log.

e 6.1.1 (17 September 2014): Patient Safety — Safequarding (Feedback from
Governing Body): Map out the gap in provision in mental health services for
care leavers. SG reported that Jane Hancock (Safeguarding Lead for
Looked After Children) would be completing this action. Deferred to
November 2014. Remain on log.

e 9.1.5 (17 September 2014): Issues Log: AN and KR to provide a timeline for
when the TIA issue was first raised at Governing Body. Deferred to
November 2014. Remain on log.

e 9.1.6 (17 September 2014): Issues Log: Specialist Weight Management
Service (SWMS) — MC to provide an update on the procurement of this
service. MC reported that he had met with VOS and agreed that the most
appropriate action would be to procure the service. MC advised that further
discussions would commence with CSU (Commissioning Support Unit) to
establish a proportionate procurement process. Action closed.

The Committee noted the updates.
3.3 Matters Arising - Update on One to One Midwife Service:

3.3.1 MC informed the meeting that he had met with John Ferguson (One to One
Midwife Service), CB and representatives from SFT to discuss concerns and issues.
From a CCG perspective, for any service to be safely provided there must be both
clear referral protocols and pathway protocols in place between One to One and
SFT. The correct order would be to plan and then mobilise but due to the apparent
primacy of patient choice, mobilisation has occurred first.
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3.3.2 CB explained that there are no significant concerns with the service for low
risk pregnancies but there is uncertainty and concern regarding high risk
pregnancies where patients require expert clinical knowledge. It is the position of
the CCG that patients should be referred by their GP in all cases. A discussion
ensued between patient choice and commissioners’ responsibility in assuring
patient safety.

3.3.3 VOS advised the meeting that this issue is being discussed further at a
Greater Manchester QSG (Quality Strategy Group) meeting in November 2014

involving NHSE. VOS would update members on the outcome of this discussion at VOS
the next meeting. The Chair acknowledged the points made and reiterated that the
remit of this Committee is to ensure patient safety is high priority for all
commissioned services.
3.3.4 JC enquired as to whether the One to One Service is insured through the
NHSLA. The Chair would check whether the Service is insured via the NHS and JC
report back at the next meeting.
3.3.5 CB pointed out that very small numbers from Stockport use the Service (circa
50 women in the previous 12 months). VOS asked if there is a safeguarding issue.
SG pointed out that their policy had been signed off by the lead commissioner with a
designated safeguarding nurse involved.
3.3.6 CB added that the Service offers six weeks post natal support but this may
not include a health visitor, essential, particularly if the mother has post-natal
depression.
3.3.7 Members discussed the concerns and acknowledged that it needs to be
established who takes the lead on monitoring the Service. AA asked if the CCG
could suspend the Service in Stockport untii members’ concerns have been
addressed and was informed that the CCG does not have the power to do this as it
does not hold the contract. VOS informed the meeting that she had written in a
personal capacity to Sir Bruce Keogh. SP asked if anyone had spoken to the lead
commissioner (Wirral); MC reported that he had attempted to make contact with
them but has not yet been successful. It was agreed that further discussions need
to take place at Greater Manchester (GM) level.
3.3.8 The Chair drew the discussions to an end and summed up the CCG’s
position regarding the One to One Service:

o No concerns have been raised with regards to low-risk pregnancies

o The CCG requires patients to be referred to the Service via their GP

o CB is meeting with consultants at SFT to discuss the clinical perspective

o The CCG will await the outcomes from the discussions held at the QSG

meeting in November before taking any further actions.

4 Quality Focus — Eye Care Action

VOS declared an interest in item 4.4 — her step-daughter had written the Draft
Stockport Eye Health Needs Assessment report.
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SP declared an interest in this item as a self-employed Optometrist.

4.1 Focus on Ophthalmology:

4.2 Cataract Surgery Outcomes per provider:

4.3 Ophthalmology Contract Spend 14-15 summary:

4.4 Summary Report — Draft Stockport Eye Health Needs Assessment ‘Don’t
Lose Sight’:

4.1.1 SP referred members to the documents circulated with the papers and
requested that members support the recommendations contained in the Draft
Stockport Eye Health Needs Assessment report. VOS suggested presenting the
Stockport Eye Health Needs Assessment report to the meeting of the January 2015
Health & Well Being Board meeting. Members supported the suggestion.

4.1.2 SP pointed out that there are no major concerns regarding the clinical care of
eye care patients; patients are satisfied with their care when they meet with a
consultant. The main issues are delayed follow-up appointments and patients being
placed on the wrong referral route such as being placed on a routine referral rather
than on an urgent referral route. SP added that delayed follow up was by no means
unique to Stockport but was highlighted locally as the CCG and indeed the PCT had
attempted to identify and address the issue.

4.1.3 SP commented that there needs to be a fail-safe system in primary care to
identify when patients have been lost or experience delayed secondary care follow
up. For glaucoma GPs are prescribing but they have to rely on the secondary care
follow up of the patient. It is recognised that there will be increasing capacity issues
with an ageing population, earlier diagnosis and new treatment.

4.1.4 CB highlighted the exclusion diabetic retinopathy screening rates for Stockport
and the lack of a screening site in Brinnington and expressed her concern at the
CCGs lack of knowledge in this area. SP pointed out that there is an optometry
practice in Brinnington. SP added that Stockport has a higher rate of diabetic eye-
screening than other areas but GP practice is thought to be a more important factor
than deprivation for screening uptake. If there is a lower uptake in Brinnington it
would be possible to locate screening there as the Stockport programme has a
spare camera. Further investigations would need to take place on the requirement
for additional diabetic nurse funding; CB added that Brinnington remains a high risk
area. VOS advised the meeting that she would bring up this issue at the next
meeting of the Health & Well Being Board in January 2015. VOS added that she
would review the QAF (Quality Assurance Framework) indicators for Brinnington to
determine whether there is a significant issue for the CCG to address.

4.1.5 JC suggested carrying out engagement work highlighting the link between
smoking and eye disease; the suggestion was noted.

4.1.6 CB asked if there would be a focus on LD (Learning Disabilities) regarding
sight tests within a health check. SP responded that a national LD sight test
pathway is available but it is not commissioned in Stockport. However most
optometry practices make reasonable adjustments to provide sight tests for people
with LD. Very complex children are seen by a paediatric optometrist in the CCG

VOS
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commissioned service at SFT but there is no similar service for adults. VOS pointed
out that it is unclear how many are having the annual health check.

4.1.7 GMi asked if there was data on sight loss for Stockport overall and if we knew
whether outcomes were improving. SP explained the process for the PH indicators
for sight loss: SMBC are notified when patients are registered with visual impairment
so that they can put together a disability package and a copy is also sent to
Moorfields Practice for national data collation. VOS explained that the Stockport
Eye Health Needs Assessment had identified that this copy had not always been
sent so the PH indicator would be inaccurate for Stockport. GMi advised members
that there were issues with the way data is collected so that it is not possible to get
an accurate picture. VOS pointed out that the Moorfields data also includes cause
of sight loss.

4.1.8 SP highlighted the fact that she had dealt with two patients within the last
fortnight with diabetes and glaucoma who have not received a follow-up
appointment and she had raised the issue with SFT. VOS expressed her concern
that there are other patients that have not received a follow-up appointment.

4.1.9 MC pointed out that an increasing number of patients are using Optegra and
guestioned whether this is because of patient choice or long waits at SFT. It was
noted that SFT receive 40% of referrals for cataracts; this had reduced from 75%.
SP explained that patients are now asking where they can be seen in a shorter
timescale and there are also an increased number of referrals to Optegra and
spaMedica due to a quicker turnaround. MC explained that SFT are focusing on
their current list of patients and follow-ups and the CCG continues to monitor how
these follow-ups are being managed at SFT.

4.1.10 CB reminded the meeting that it will be an 18 month process for the SFT to
reduce their current waiting list and SFT are not referring patients to the Stockport
MECS (Minor Eye Conditions Service). VOS commented that some consultants are
not aware of the Stockport MECS and would need advising on the correct referral
route. MC to action.

4.1.11 JC raised the issue of there being insufficient data for patients with severe
mental health issues and questioned why there is not a focus on flagging up health
needs assessment for this group of patients. VOS acknowledged these comments
and highlighted a number of points that had been raised:

o There is a need to let professionals know how to access support services -
there needs to be an increase in communications;

o The issues raised need to be discussed at Health & Well Being Board,
including ways of preventing an increase in waiting lists;

o There needs to be communication to alert the public that free NHS sight tests
are available for the over 60’s and children.

4.1.12 SG reported that following a CQC inspection, positive comments had been
made regarding the use of Optegra and GM Eye Care Service, notably on staff at
Optegra being well trained and knowledgeable on mental capacity.

MC
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4.1.13 CB advised that a further issue that would need addressing is the fact that if
glaucoma patients do not turn up for two appointments (sometimes through no fault
of their own) they are removed from the list and need to be re-referred. The
pathway needs changing to avoid significant sight loss. SP supported these
comments and informed members that no patient should be discharged without a
clinical discussion taking place rather than through an administrative process. MC
informed the meeting that since this issue had been included on the Issue Log,
there had been a significant improvement. MC, CB and SP would discuss the
Access Policy at a separate meeting.

4.1.14 The Chair enquired as to whether Optegra and spaMedica have the capacity
to take on more Stockport patients. SP commented that they do have the capacity.
AA suggesting circulating information on other providers to GPs so that practices
are aware of other options. CB and SP would draft a letter containing this
information. This suggestion was noted. SP added that whilst there are a number
of options, it is common for patients, notably elderly patients to elect for a provider
closer to home for long-term conditions due to travel difficulties.

4.1.15 The Chair asked members how improvements could be made. It was
recognised that the service needs re-designing.

4.1.16 JC asked if this issue is a priority for planned care and was told it is a priority.
MC added that this is a service with good outcomes but an inefficient process that is
exacerbated due to an ageing population and an increase in demand. MC added
that the role of the Planned Care Board is to deliver an efficient service for
Stockport. VOS would send a summary of the main issues raised at this discussion
to the Prevention Board and the Pro-active Care Board.

4.1.17 The Chair thanked SP and VOS for their reports and asked members if they
supported the recommendations contained within the report.

The Committee supported the recommendations contained within the Draft
Stockport Eye Health Needs Assessment "Don’t Lose Sight’ Report.

MC

CB/SP

VOS

5 Stockport Foundation Trust

Action

5.1 SFT Dashboard — October: RG commented that a discussion would take place
immediately following this meeting including herself, AA and CB to review the
current format of the dashboard; members would be updated on this item at the next
meeting. Members noted the Dashboard presented for October 2014.

5.2 SFT Exception Report - September 2014: RG advised the meeting that it had
been noted at a Quality & Performance meeting that a number of KPIs (Key
Performance Indicators) were under-performing, notably medicines reconciliation.
Members discussed this KPI and noted that this target had not been met for eight
months. It was agreed that this issue would be escalated with SFT; it would be
discussed further at the Quality & Performance pre-meet. Members noted the
report.

5.3 CQUIN Outcomes Report for SFT Q1 Final: Members noted the report.
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5.4 Stockport CCG CQUINS Ideas 15 - 16: RG advised the meeting that the
majority of the targets had been met for the existing CQUINS. RG to send lessons
learnt CQUIN to VOS. RG drew members’ attention to the proposals for new
CQUINS for 2015-16 and asked for comments. Comments received included:

5.4.1 A number of suggestions were put forward:

o Lifestyle template at SFT — asking patients about their lifestyles and ensuring
they are signposted to Healthy Stockport

o Falls risk assessment — there should be a risk assessment for falls

o AF (Atrial Fibrillation) and blood pressure — encouraging people to undergo
pulse checks

o Medication errors — there are medication errors in 77% of emergency medical
admissions

5.4.2 CB suggestion:

o Heart failure and output — proactively identifying patients in outpatients and
Tier 2 — have one appointment instead of duplicating appointments

5.4.3 JC asked if these CQUINS have been mapped against CCG strategic plans to
determine whether there are any gaps. MC commented that CQUINS are reviewed
alongside CCG strategic plans.

5.4.4 CB requested that consideration is given to the template used to ensure data
is recorded effectively. CB also added that it would be beneficial if pro-active
information is contained on discharge letters — signposting patients to support
services.

The Chair thanked RG for her updates.
Gina Evans joined the meeting (10:20 am).

RG

6 Mental Health

Action

6.1 Quality and Performance Report on Mental Health Services: The Chair
welcomed GE to the meeting and invited members to ask questions regarding the
report.

6.1.1 GMi referred to the update on Early Intervention in Psychosis and asked if
there was data on outcomes for psychosis. GE reminded the meeting of a
recommendation presented to the Committee in July 2014, to move away from
counting Early Intervention cases to targets that aim to promote early access to
support, improve engagement, promote recovery and ordinary lives and facilitate
family engagement and support. GE added that until the outcome targets are
agreed the Trust (Pennine Care) continues to be measured against the current case
number targets (42 new cases per year). In response to a further question from
GMi, GE explained that the work for this has not started.

6.1.2 SG noted that the IAPT (Improving Access to Psychological Therapies) had
achieved the target for quarter 2. She then asked about outcomes and impact on
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the service. GE responded that measurements (based on patient experience and
recovery) are undertaken on a monthly basis: step 2 services had achieved 51%
recovery against a target of 50%.

6.1.3 Members were also asked to note that there were lower numbers in Pennine
Care due to the complexity of cases but the aim is to promote recovery so that
service users can be discharged to Primary Care. MC advised the meeting that

Pennine Care CIP will involve the transformation of community mental health teams.

There are currently three teams supporting severe mental health cases, it is
proposed to have one acute team and two recovery and inclusion teams working
with third sector providers. A formal staff consultation had commenced the previous
week; MC would update members at the next meeting on the consultation process
and quality impact assessment and explain how the Pennine Care risk score was
obtained.

6.1.4 MC reported that the CCG is in discussions with representatives for a mental
health campaign to provide assurances that their concerns are being addressed.

6.1.5 CB highlighted that 57% of people access counselling over 18 weeks. MC
stated that 95% of the targets had been met for step 2 and the focus for this
Committee is tracking the data for access times to CBT (Cognitive Behavioural
Therapy) and Counselling. GE pointed out that there had been improvements in
wait times in the previous year but there had been a reduction in staffing which
contributed to the increased wait times. The Chair questioned whether there is a
resilience plan for sickness and was advised that bank and agency staff are used.

6.1.6 GE advised members that the IAPT standard is four weeks (from referral to
treatment). MC reported on direction of travel proposed by Nick Clegg MP the
previous week outlining new targets for the government:

o 75% of patients requiring “talking therapies” will be guaranteed treatment
within six weeks
o 95% of patients starting treatment after a maximum wait of 18 weeks

6.1.7 The Chair recommended that members note the report and questioned
whether the Committee should agree to reduce the target for early intervention in
psychoses for new cases from 42 to 40 cases. JC challenged whether the
Committee should accept this target for the reduction of new cases. Members
discussed the point raised and agreed that until the Committee is assured that the
outcomes have improved for early intervention in psychoses for new cases, the
target should remain at 42.

Members noted the report and agreed to maintain a target of 42 for early
intervention in psychoses for new cases.

6.2 IAPT Update — updated action plan: GE referred to the updated action plan
and progress chart. MC pointed out that the main issue for this Committee is to
consider commissioning additional capacity for Pennine Care and other services to
address the significant increase in referrals. This would be an ongoing item of
discussion for the Committee.

MC
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Members thanked GE for providing a clear progress chart.

6.3 LD Self-Assessment: GE referred the Committee to the Joint Health and
Social Care Learning Disabilities Self-Assessment and explained that this had been
approved in 2013.

6.3.1 GMi questioned whether more action needs to be taken to commission a
service to ensure all patients with LD (Learning Disabilities) are able to access a
health needs assessment at a GP Practice. GE responded that the process has
changed now and the NHS does not have to validate registrations with the LA (Local
Authority). GE added that an advert has been placed for a band 5 nurse to work in
Primary Care. A discussion ensued on this issue. It was agreed that the issue
should be discussed further at SLT (Senior Leadership Team) — CB would raise the

issue at SLT. JC recommended adding this item to the Committee’s action log; CB
members supported this suggestion. MC
6.3.2 GMi pointed out that the action plan includes no numerical targets. GE

explained that the process has not been validated with NHSE and this would be

discussed further with the LA; GE would update the Committee when more

information was available for this issue.

The Chair thanked GE for her attendance and contributions; GE left the meeting

(10:40 am).

Sue Brett joined the meeting (10:40 am)

7 Escalation Process for CHC Contracts Action

7.1 Discuss escalation process for the breakdown of CHC package of care:
MC introduced Sue Brett to the Committee and briefed the meeting on a situation
that had arisen with a specific package of complex care for a child. In this particular
case, there had been a breakdown in the relationship between the provider and the
family resulting in the CCG having to put in place a new package of care that would
best meet the needs of the family. Members discussed the issue at length. MC
added that every effort is being made to resolve this situation for the benefit of the
child and their family.

7.1.1 JC commented that if there are an increasing number of cases the CCG
should formulate a plan to resolve such instances if they were to occur again. SB
reported that further discussions are taking place at GM level on this particular case.

7.1.2 VOS questioned whether CMFT could provide support for this particular case
and was informed by MC that they are at capacity. VOS questioned whether the
number of cases for this particular care package are increasing in Stockport and
was told “yes’, there are now four cases in Stockport whereas 2-3 years ago there
were none.

7.1.3 Members discussed the risks for the child. The Chair asked whether these
risks had been documented; MC confirmed that a QIA had been completed and that
the risks had been documented.
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7.1.4 MC requested that this issue be added to the Committee Issue Log; members
supported the request. It would also be added to the Corporate Risk Register.

The Chair thanked SB for her attendance; SB left the meeting (10:55 am).

MC

8 Patient Safety

Action

8.1 Safeguarding: SG referred members to the Exception Report circulated with
the papers and highlighted a number of points:

o There had been two assurance visits since the previous meeting (BMI The
Alexander and Newlands Care Home with Nursing);

o The issue regarding the out of area provider discussed at the previous
meeting of the Committee has been resolved; the Stockport patient has been
moved;

o There will be a Domestic Violence Homicide Review therefore there will be
some CCG involvement;

o There had been an unannounced visit to Pennine Care involving the mental
health commissioner — members noted the comments;

o Members noted the letters circulated related to the Saville Enquiry — SG
reported that Stockport NHS FT had reviewed their systems and processes
and put appropriate measures in place. SG reported that she is pursuing this
assurance from Pennine Care;

o Capacity — SG asked members to note that the safeguarding team is working
at reduced capacity due to staff illness and a member of staff moving on to
another post;

o KPIs — SG highlighted two areas where staff training is low and advised the
Committee that this would be raised at a quarterly assurance meeting with
the Trust before it is escalated.

8.2 Serious incidents: CB reported that the focus would be on recurring themes
and this would be discussed further at a meeting that day to review the dashboard
from a GP perspective.

8.3 Harm Free Care: GMi referred members to the paper circulated and highlighted
that the Trust had an outbreak of CPE (Carbapenemase Producing
Enterobacteriaceae); toolbox training sessions had taken place on the ward
affected. GMi reported that this would be discussed at the next GM surveillance
group. GMi added that there is an action plan in place and the compliance toolkit
had been sent to NHSE.

9 Clinical Effectiveness

Action

9.1 NICE Compliance and TIA: Members noted the summary contained within the
Patient Safety Report.

10 Patient Experience

Action

10.1 Patient Experience Report — September 2014: JC questioned whether only
negative F&FT (Friends & Family Test) comments should be highlighted in this
report. GMI acknowledged this comment. GMi pointed out that the Trust has a new
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provider for analysing and reporting on FFT which should help in reporting on
comments in a more balanced and meaningful way.

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 2: Timely follow-up appointments in Cardiology, Gastroenterology &
Ophthalmology: MC reported that he had met with the Trust and updated members

on the current status of these issues:

o Glaucoma: no patients now waiting beyond due date

o Ophthalmology: 4 months beyond follow-up date — this is due to staffing
changes. CB asked if there is a GM position and was told by MC that he
believes but cannot evidence this is an issue across GM. SP commented
that efficiencies could still be made as there are new cameras in primary
care. VOS expressed her concern that the Committee is well sighted on the
position at the Trust but remains unsighted on the position at Central
Manchester where a lot of Stockport patients are referred. JC informed the
meeting that this issue has been raised at Governing Body and it would be
going to Planned Care Board as a priority. CB suggested convening a Task
& Finish Group to discuss this issue further; SP suggested producing an
efficiency plan first.

o Cardiology: New consultants had been recruited but in-patient flow had been
the priority. MC commented that it is likely that this issue would be resolved
in six months.

o Chest medicines: There are 600 patients on the waiting list and this continues
to increase.

o Gastroenterology: The position continues to deteriorate. MC reported that a
contract query had been issued and a decision now needed to be made on
whether one or more performance notices should be issued. Members
discussed whether there should be one performance notice issued for each
area of concern. It was agreed that one performance issue be produced,
listing each area of concern.

Remain on log.
11.1.2 Issue 3: Timely appointments for psychological therapies: MC informed the
meeting there had been improved performance against the IAPT action plan and
recommended reducing this issue to amber. Members supported the suggestion to
amend this issue as amber. Remain on log.
11.1.3 Issue 5: CIP: MC informed members that he awaits receipt of additional QIAs
(Quality Impact Assessments). JC asked if there is a plan in place to address the MC

recurrent deficit. MC would write to the four Programme Boards as this is an
Economy wide approach. Remain on log.

11.1.4 Issue 6: Assessment for Dementia on admission to SFT: GMi suggested

Page 20 of 26






removing this issue from the log. There is a process in place to embed this into
normal practice; the item could be tracked via the CQUIN. Members supported the
removal of this item from the Issue Log. Remove action from log.

11.1.5 Issue 7: High number of nursing vacancies: GMi suggested removing this
issue from the log — it will be monitored via safe staffing. The Chair sought
clarification as to what action has been taken to address this issue. GMi reported
that the Trust has an ongoing recruitment plan in place. SG asked if vacancies are
filled by bank or agency staff. GMi reported that there is a high number of bank staff
but this issue would be closely monitored. Remove action from log.

11.1.6 Issue 8: Specialist Weight Management Service (SWMS): This service is
planned for reprocurement; a contractual process of notice is being arranged. MC
recommended removing this action from the log; clinical input for this service had
now been identified. Members supported the recommendation to remove this issue
from the log. Remove action from log.

11.1.7 Issue 9: Timely manner of patient’s discharge letters: CB reported that this
issue is on trajectory (December 2014). Remain on log.

11.1.8 The Chair thanked members for their updates and summarised the new
items to be added to the Issues Log:

o Monitor the issue regarding the breakdown of CHC package of care for a
particular family;

o Commission a service to ensure patients with LD (Learning Disabilities) are
able to access a health needs assessment at all practices.

MC

12 To Note

Action

12.1 CCG Governing Body Quality Report (October 2014): Members noted the
report.

13 Any Other Business

Action

13.1 There were no other items of business presented for discussion.

Meeting Governance

Action

14. Date, time and venue of next meeting:

Wednesday 19 November 2014
09:00 — 11:30
Board Room, floor 7, Regent House
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Issue Date Description of issue How is the Issue Progress against Owner/ Update Context
No. added to Being actions Q&PM required including
log addressed? Lead source
1 18/09/2013 | There is an issue with the Formal escalation from SFT have agreed to CB 15/10/2014
current under performance of | CCG Clinical Director of implement weekend
the high risk TIA pathway PM to SFT Director of TIA clinic. We are
which is resulting in some Nursing. Escalated to currently verifying that
patients not being seen in the | Quality & Performance this is in place. Impact
24 hour target window (60% Contract meeting. will be monitored in
target). This could increase a October and
patient’s risk of subsequent November.
stroke if clinic appointments
are delayed over 7 days and
may result in a poor patient
experience.
Expected date of Dec-14
removal from log:
2 20/11/2013 | There is an issue with patients | CCG has written to SFT 15/10/2014
receiving timely follow up in with a contract query to
Cardiology /Gastroenterology | establish the position in
& Ophthalmology - the level of | terms of numbers and
risk to patient care is not assessed risk. A response
understood nor is the plan to has been received and will
resolve. be considered at the
August meeting.
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removal from log:
18/09/2013 | There is an issue with the 1. An improvement action MC 15/10/2014
timely appointments for plan will be implemented ]
psychological therapies which | 2. The CCG will j
may result in a compromise to | commission additional G:\Comittees),
patient safety, outcomes and | capacity during 14/15. 2013 1
experience.
Expected date of Oct-14
removal from log:
18/09/2013 | There is an issue with the An improvement action The school based MC 15/10/2014
timely referrals within Speech | plan, supported by non- service activity has
and Language therapy which | recurrent funding, has been segmented
may put some children at risk | been implemented by between assessment
of a delayed development. SFT. (CCG) and treatment
(SMBC). Meeting
arranged to review @_j
info provided and 0:\08PM 201314\
recommend on Quality\SALT
funding for activity )
January to March.
Expected date of Nov-14

removal from log:
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18/12/2013 | CIP - CCG only has sight of CCG raised at contract 15/10/2014
high level CIP Plans and no meetings and through
formal mechanism for correspondence.
reviewing plans or monitoring | Requested information on
progress against plans. 1. Quality Impact
Assessments and process J
2. Individual schemes / \Eﬂ
projects 3. A joint process Gr\Committees\
to agree and understand 2013 14\Q&PM
impact of projects. Ll
Expected date of Jan-15
removal from log:
18/12/2013 | There is an issue that patients | Escalated at contract The FAIR standards GM 15/10/2014
are not assessed for Dementia | meetings with SFT. were almost achieved
on admission to SFT and Monitored through in Q1. The Trust has a
referred appropriately. Thisis | CQUIN. plan for embedded E
measured through the national the assessment into G;\Comm&ees\
CQUIN (FAIR). Also, that clinical assessments 2013 14\Q&PM
Carers of patients with and has a dementia e
Dementia are less than strategy which should
satisfied. drive forward quality.
Propose removing
from Register.
Oct-14
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19/02/2014 | There is an issue with high SFT have reported as a Nursing vacancies GM 15/10/2014
number of nursing vacancies risk through their board. A | remain high but are
(45 in Jan 14) in the Medicines | recruitment plan is being managed through
Division. This has a potential | followed. bank and agency
impact on safe staffing levels. staff. Staffing levels
on some medical
wards is still of
concern. However this
is visible to the CCG
and has been
discussed at contract
meetings. Propose
removing from
Register.
Expected date of Oct-14
removal from log:
21/05/2014 | There is an issue that the A revised specification has | Raised at contract MC 15/10/2014
SWMS is operating without been written and the meetings with SFT.
medical input with a existing provider has been | An intention to
consequential risk on the invited to comment on the | procure has been
quality of patient care. specification and to confirmed and the
provide a gap analysis to | contractual process of
this. Consideration is notice etc is now
being given to re- being determined.
procuring the service.
Expected date of Sep-14
removal from log:
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18/06/2014 | There is an issue that patient's | SFT have provided an The action plan has CB 15/10/2014
discharge letters are not being | action plan to move to been received; a
produced in a timely manner. | 95% by December. response from CCG is
This means that GPs do not now due.
have the necessary
information to make safe
prescribing decisions on
discharge.
Expected date of Sep-14

removal from log:

Issues removed from log:
Issue 1 - Wait times in ED
Issue 2 - Safeguarding
Training

Issue 4 - Pressure Ulcers
Issue 6 - Dermatology
Issue 7 - PTS

Issue 9 - Cdiff

Date removed:

20/08/2014
16/07/2014

21/05/2014
16/04/2014
16/07/2014
16/04/2014

Date to Review

18/02/2015
21/01/2015

19/11/2014
19/11/2014
21/01/2015
15/10/2014
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2014-15 Appendix 1
Month 6 - as at 30th September 2014
YTD (Mth 6) Forecast 14/15
Plan Actual Var Var Plan Actual Var Var
£000s £000s £000s % £000s £000s £000s %
FUNDING
Revenue Resource Limit (RRL)
Confirmed (177,325) (177,325) 0 0.0% (359,504) (359,504) 0 0.0%
Anticipated 0 0 0 0.0% 0 0 0 0.0%
Total RRL (177,325) (177,325) 0 0.0% (359,504) (359,504) 0 0.0%
EXPENDITURE
Mainstream I&E Budgets
Acute 105,960 107,970 2,010 1.9% 211,267 215,013 3,746 1.8%
Mental Health 14,933 15,525 592 4.0% 29,866 30,553 687 2.3%
Community Health 11,666 10,734 (932) (8.0%) 23,333 21,399 (1,934) (8.3%)
Continuing Care 6,993 8,203 1,210 17.3% 13,990 15,095 1,105 7.9%
Primary Care 4,630 4,302 (328) (7.1%) 9,942 9,516 (426) (4.3%)
Other 2,750 2,637 (113) (4.1%) 4,486 4,347 (139) (3.1%)
Sub Total Healthcare Contracts 146,932 149,371 2,439 1.7% 292,884 295,923 3,039 1.0%
Prescribing 23,188 23,722 534 2.3% 46,529 47,729 1,200 2.6%
Running Costs (Corporate) 3,280 2,974 (306) (9.3%) 6,583 6,099 (484) (7.4%)
Total Net I&E Expenditure 173,400 176,067 2,667 1.5% 345,996 349,751 3,755 1.1%
Reserves
Reserves - Inlaftion and Demand 0 0 0 0.0% 0 0 0 0.0%
Reserves - Investments 1,785 0 (1,785) 0.0% 8,814 5,461 (3,353) (38.0%)
Reserves - Contingency 0 0 0 0.0% 1,676 0 (1,676) (100.0%)
Reserves - QIPP 0 0 0 0.0% (3,136) 0 3,136 (100.0%)
Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 1,875 1,530 (345) (18.4%)
Sub Total Reserves 1,785 0 (1,785) 0.0% 9,229 6,991 (2,238) (24.2%)
Total Net Expenditure & Reserves 175,185 176,067 882 0.5% 355,224 356,741 1,517 0.4%
TOTAL (SURPLUS) / DEFICIT (2,140) (1,258) 882 (41.2%) (4,280) (2,763) 1,517 (35.4%)






SUMMARY OF RESERVES
Month 6 - as at 30 September 2014

Table 1 - Reserves Summary

Reserves Commits Forecast Bals
Held Mth 6 Mth 6 onwards Year End
Amounts Held in CCG Reserves £'000 £'000 £'000
Inflation and Demand 0 0 0
Investments 8,814 5,461 (3,353)
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) 1,875 1,530 (345)
Total Reserves 9,229 6,991 (2,238)
Table 2 - CCG Cost Improvements
QIPP Schemes YTD Forecast CIP Variance
Opening Position Savings yet to be delivered to Plan

£'000 £'000s £'000s
Activity Deflections (10,833), (7,697) (3,136) 0
Prescribing (953) (953) 0 0
Total (11,786) (8,650) (3,136) 0
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 September YTD
all valid invoices by the due date or within 30 days of receipt of a valid
invoice, whichever is later. Number £000s
Non-NHS Payables
[Total Non-NHS Trade Invoices Paid in the Year 6,099 19,715
 Total Non-NHS Trade Invoices Paid Within Target 5,939 19,162
Percentage of Non-NHS Trade Invoices Paid Within Target 97.38 97.20
NHS Payables
Total NHS Trade Invoices Paid in the Year 1,225 130,181
Total NHS Trade Invoices Paid Within Target 1,177 129,859
Percentage of NHS Trade Invoices Paid Within Target 96.08 99.75
[Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 7,324 149,896
Total NHS Trade Invoices Paid Within Target 7,116 149,021
Percentage of NHS Trade Invoices Paid Within Target 97.16 99.42
\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

Still Held in
Recurrent Budget Non Recurrent Total Reserves

£'000 £'000 £'000 £000.s
Opening Baseline Allocation (354,757) (354,757)
In Year Notified Allocations
Mth 3 - GPIT Allocation (761) (761)
Mth 3 - Demonstrator Funding (125) (125) 125
Mth 5 - GPIT Transitional Allocation (345) (345) 345
Mth 5 - 2014-15 RTT Funding (1,405) (1,405) 1,405
Mth 5 - Spec Comm - High Cost Drugs & Insulin Pumps (2,730) (2,730) 0
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
TOTAL ALLOCATIONS (357,487) (2,017) (359,504) 1,875

RAG
Rating

Appendix 2

Recurrent
Variance to Plan

£000
(3,136)

0

(3,136)






NHS STOCKPORT CCG BALANCE SHEET as at 30 September 2014 (Month 6)

Non-current assets:
Property, plant and equipment
Intangible assets

Trade and other receivables
Total non-current assets

Current assets:

Cash and cash equivalents
Trade and other receivables
Inventories

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

Current liabilities

Trade and other payables

Provisions

Borrowings

Total current liabilities

Non-current assets plus/less net current assets/liabilities

Non-current liabilities
Trade and other payables
Provisions

Borrowings

Total non-current liabilities
Total Assets Employed:

FINANCED BY:
TAXPAYERS' EQUITY
General fund
Revaluation reserve
Total Taxpayers' Equity:

Appendix 3
Opening Closing Movement Forecast
Balances Balances in Balances B/S
1.4.13 30.09.14 31.3.15
£000s £000s £000s £000s
18 16 (2) 14
0 0 0 0
0 0 0 0
18 16 ) 14
56 13 (43) 50
721 1,122 401 200
0 0 0 0
777 1,135 358 250
0 0 0 0
777 1,135 358 250
795 1,151 356 264
(18,975) (16,509) 2,466 (19,000)
(438) (438) 0 0
0 0 0 0
(19,413) (16,947) 2,466 (19,000)
(18,618) (15,796) 2,822 (18,736)
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
(18,618) (15,796) 2,822 (18,736)
(18,618) (15,796) 2,822 (18,736)
0 0 0 0
(18,618) (15,796) 2,822 (18,736)






MOVEMENT OF FORECAST OUTTURN POSITION - MONTH 5 TO MONTH 6

Appendix 4

Month 5 Month 6 Movement Year
Forecast Var Forecast Var 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 3,886 3,746 (140)
Mental Health 658 687 29
Community Health (1,934) (1,934) 0
Continuing Care (228) 1,105 1,333
Primary Care (66) (426) (360)
Other (204) (139) 65
Sub Total Healthcare Contracts 2,112 3,039 927
Prescribing 1,200 1,200 0
Running Costs (Corporate) (448) (484) (36)
Total Net I&E Expenditure 2,864 3,755 891
Reserves
Reserves - Inlaftion and Demand 0 0 0
Reserves - Investments (1,800) (3,353) (1,553)
Reserves - Contingency (1,676) (1,676) 0
Reserves - QIPP (Refer App 2 Table 2) 3,136 3,136 0
Reserves - In Year Adjustments to Allocation 987 (345) (1,332)
Sub Total Reserves 647 (2,238) (2,885)
Total Net Expenditure & Reserves 3,511 1,517 (1,994)
TOTAL (SURPLUS) / DEFICIT 3,511 1,517 (1,994)
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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

1. Emergency Preparedness, Resilience & Response
2. Better Care Fund Update
3. Healthier Together Update

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: Ranijit Gill

Presented by: Gaynor Mullins

Meeting Date: 12 November 2014

Agendaitem: 11
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Chief Operating Officer Update

Purpose
This is the report of the Chief Operating Officer to the Governing Body
for November 2014.

Emergency Preparedness, Resilience & Response

The Local Health Resilience Partnership (LHRP), have set out their
requirements for the assurance process against the 2014-15 NHS Core
Standards for EPRR.

The LHRP requested NHS organisations to:

1. Undertake a self-assessment against the relevant core standards
identifying the level of compliance for each standard (red, amber,
green)

2. Review their EPRR action plan developed from the 2013-14
assurance process and include further actions required from this
year’s self-assessment within a revised EPRR Core Standards
improvement plan

3. Complete a statement of compliance identifying the organisation’s
overall level of compliance (full, substantial, partial, non-compliant)

4. Present the statement of compliance and improvement plan to the
appropriate governing body

In addition, NHS provider organisations were requested to inform their
relevant commissioning organisation(s) as to the outcome of their self-
assessment. Using the information from providers alongside their own
self-assessment results, we are required to update GM LHRP by 21
November 2014.

Self-assessment of the CCG’s compliance against the EPRR Core
Standards was undertaken by the North West Commissioning Support
Unit (NWCSU) Resilience Team. This was shared the AEO for
Stockport CCG (Gaynor Mullins).

Of the 20 EPRR Core Standards within scope of the GM LHRP
assurance process, there were 15 standards applicable to CCGs.

For Stockport, the breakdown of the self-assessment was as follows:
Number of Core Standards assessed as ‘green’: 15

Number of Core Standards assessed as ‘amber’: 0
Number of Core Standards assessed as ‘red’: 0





2.6

2.7

2.8

3.0
3.1

3.2

4.0

In light of the outcome of Stockport self-assessment, the CGG position
for the 2014-15 EPRR Core Standards is one of full compliance.

The CCG AEO will sign off the declaration of this position.

As part of this process, Stockport CCG has undergone a complete
review of their Business Continuity Management processes to align
with the new BS ISO standard 22301 / 22313. This review was
essential to reflect the re-organisation of the NHS in April 2013 which
created the CCGs.

As a result the CCG has a Business Continuity Plan (BCP) based upon
an analysis of critical activities, recovery time objectives and
dependencies on key service suppliers, such as the NWCSU.

It is intended, with the support of the NWCSU Resilience Team to offer
familiarisation sessions on the BCP to key CCG staff which will be
combined with refresher training with the CCG Incident Response Plan
offering a fully integrated capability for the CCG to respond to any
given crisis, either internally or externally

Better Care Fund Update

We have received confirmation that our Better Care Fund Plan has
been ‘approved with support’. There are a number of issues that we
need to address, none of which are major issues and we fully expect to
be able to address these within the timescales.

This is excellent news and represents a significant amount of work to
develop the BCF within the CCG and across partner agencies.

Action requested of the Governing Body

. To ratify the EPRR Assurance
. To note item 3
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Executive Summary

What decisions do you require of the Governing Body?

This report is from the QIPP Sub Group of the Governing Body

Please detail the key points of this report

1. Updated position
2. Process for 2015/16

What are the likely impacts and/or implications?

The CCG is required to maintain its financial position and develop plans to
ensure that it can be sustained. The CCG will set out a recovery position for
2014/15 and medium term recovery plan for the next 2 years (2015/16 —
2016/17).

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: Tim Ryley

Meeting Date: 12 November 2014

Agendaitem: 8
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Four critical considerations

&

Purpose

QIPP Sub Group Report

This is the report of the QIPP Sub Group.

2014/15 Position

Governing Body members will recall that at month 5 we were
forecasting a £3.5M shortfall against our required planned surplus
position of £4.27M. We were therefore required to develop a recovery
programme to remedy this position and bring us back into line with plan.

The QIPP Sub Group was established and has met 4 times. We have
developed the recovery plan in line with the framework below:

Beneficial Long-term
Timeliness
Practicality

Service quality

Prioritised Approach

New Thresholds
VFM Procurement

* Service Cuts / Service Change

* Already likely slippage above that

assumed

* Slow down/ delay

Halt/ cut

Already likely slippage above that
assumed

* Slow down/ delay

Halt/ cut

Hard - Intensive contract challenges
/ enforcement of policy

Soft —short-term variations and
agreements

Additional System Resilience Group
draw down funding

Penalties

Quality premium

Priorities

. Maximise Income

. Identify additional slippage
. Utilise any contract leavers
.VFM Procurement

. Slow down delay

.New Thresholds

. Scale back investments

. Cut Services / Halt
Investment

9. Stepping outside
constitution / legal

NS WN

(o]





2.3 The current position is:

Recurrent
Scheme Title Date Confirmed Net Impact
recognised £ £
3,511,000
489,000
Savings Target to deliver £4.28m 4,000,000 9,848,000
Scheme Completed (Firm) _
Enhanced Primary Care 24.9 200,000 0
Planned Care 24.9 17,120 0
GP Referral Management 24.9 64,000 0
A&E Front End 24.9 75,000 0
GP Remodelling 24.9 283,333 0
Proactive Care 24.9 515,500 0
Patient Education Expansion 24.9 115,000 0
IM&T 24.9 49,000 0
Falls Service 24.9 68,750 0
Hypertension 24.9 27,000 0
Better Care Fund: Additional Change Management 24.9 99,183 0
Additional Change Management 24.9 (81,241) 0
IAPT 24.9 (52,002) 0
NHS England Weight Management Thresholds 24.9 287,400 0
Adult ASD / ADHD / CAMHS (Parity of esteem) 24.9 28,000 0
GSF Dementia Pathway 24.9 25,000 0
Mental Health Liaison 24.9 150,000 0
Clostridium Difficile 24.9 55,000 0
Rapid Response 24.9 150,000 0
Saffron / A10 & A11 Decommissioning 24.9 80,750 0
Wet AMD 24.9 8,500 0
Penalties Q1 - ED only 24.9 180,000
Planned Care - Patient Activation 13.1 90,000 0
IM&T 98,500 0
Planned Care - Model Clinic 13.1 25,000
National Registry Journal 30,000
Planned Care - O/P follow up GP review 74,000
Quality Premium 269,000
Total 2,931,793 0
Balance Still to be Identified 1,068,207 9,848,000
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The vast majority of the schemes are as a result of slippage against the
original scheme. The exceptions to this are:

1. Planned care — we have reviewed the schemes and taken the
decision to halt a number of schemes within this programme as
they will not result in any net savings in out-patient costs.

2. Quality Premium — we have been advised that we will receive a
non-recurrent allocation for performance against Quality
premium.

3. Penalties — we would ordinarily re-invest contract penalties into
a development fund to be spent on projects to remedy the issue.
We cannot do this in the current financial context.

This means we have a remaining £1.068M challenge. However, we
anticipate that we will receive an additional allocation in 2014/15 which
recognises and will cover the additional activity that we have funded to
reduce waiting times. On that basis, we would be in a position to meet
our required surplus for 2014/15. In addition, we have identified some
further schemes which may deliver some non-recurrent benefit in
2014/15, however, these are not finalised.

It should be noted that the above schemes are wholly non-recurrent
which will leave us with a challenge in 2015/16.

2015/16

The financial challenge for 2015/16 is significant. If demand continues
at its current rate and we invest in line with our previous plans then we
will face a £20M shortfall in 2015/16 (E10M of planned QIPP and £10M
additional due to new pressures). Even if we were to halt all demand
growth and pull back on investments we would still face a c£4M
shortfall. Due to the significant financial pressures, we will need to
discuss the nature and timescale of our medium term recovery plans
with NHS England.

We are developing a framework for identifying further schemes, which
is likely to include these elements:

Decommission Areas of Limited Therapeutic Value
Are there any services we currently commission that are of limited
value?

Enforcement of Thresholds
Are there any areas where we are not enforcing effectively thresholds
or access criteria?

Re-procurement
Are there any services we currently and should continue to commission
that we could commission at lower cost?





3.3

4.0
4.1
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5.0

d)

f)

g)

Running Costs

Are there any reductions in running costs we can make without
threatening statutory or constitutional compliance or delivery of
financial balance?

Application of New Thresholds
Are there any services we currently commission that we should
continue to commission that we could apply tighter access criteria to?

Triage of activity to enforce best practice and thresholds
Are there areas of activity that we can cap or limit by imposing triage?

Decommission or cap access to lower priority services
What services do we currently commission that are lower clinical
priority?

We are using this framework to develop a range of recovery action
plans which will feed into the medium term planning process described
below.

The most significant element of the medium term recovery plan is the
health economy agreement to develop a plan across health and social
care. This intensive work has started with the aim of developing a
Case for Change and associated financial and contracting plans by the
end of January 2015. This work has the support of the CCG, Local
Authority, Stockport FT and Pennine Care FT. We are supported in this
process by BDO who supported the development of the Better care
Fund.

Key Next Actions
QIPP Group will continue to closely monitor the 2014/15 recovery plan
and risks, and develop the pace on the medium term recovery plan.

In terms of Governing Body actions, we propose that we have a short
formal Governing Body meeting in December and use the remaining
time to have an informal session with BDO to discuss this work before
taking the outcome into a wider economy meeting with partners in
January.

Action requested of the Governing Body
To support the actions taken to achieve recovery in 2014/15:
e certain schemes have slippage and we are not seeking plans
and actions to implement these faster
e the proposed out-patient reform investment is halted
e penalties are not available for re-investment

To support the approach to medium term recovery and recognise the
Governing Body role in managing this challenging financial position

6





and ensuring decisions about strategic plans, priorities and
investment/disinvestment are consistent with this

Tim Ryley
Director of Strategy, Planning and Performance
QIPP Lead
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HEALTH & WELLBEING BOARD

Meeting: 16 September 2014
At: 2.00 pm

PRESENT

John Pantall (Stockport Council) (Chair) in the chair; Councillor Adrian Nottingham
(Stockport Council), Councillor Wendy Wild (Stockport Council), Councillor John Wright
(Stockport Council), Dr Ranijit Gill (Stockport Clinical Commissioning Group), Gary Jones
(Stockport Clinical Commissioning Group), Gaynor Mullins (Stockport Clinical
Commissioning Group), Tony Stokes (Stockport HealthWatch), Terry Dafter (Director of
Adult Services), Dr Stephen Watkins (Director of Public Health) and Andrew Webb
(Director of Children's Services)

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 16 July 2014
were approved as a correct record and signed by the Chair.

2. DECLARATIONS OF INTEREST

Members of the Board and officers were invited to declare any interests they had in any of
the items on the agenda for the meeting.

The following interests were declared:-

Personal Interests

Member Interest

Clir Adrian Nottingham Any items relating to Stockport NHS Foundation Trust as

ClIr John Pantall, Dr members of the Trust
Stephen Watkins, Clir
Wendy Wild

Disclosable Pecuniary Interest

Member Interest

Dr Ranijit Gill Item 5 ‘Better Care Fund’ as a General Practitioner operating in
an area where investment was proposed. A dispensation had
been granted by the Standards Committee in relation to this
interest to allow Dr Gill to remain in and participate in the item.

3. CHAIR'S ANNOUNCEMENTS

The Chair reported that he had attended a recent NHS Commissioning Summit and had
taken the opportunity to ask questions of senior officials at NHS England and the Care
Quality Commission (CQC). He added that he had made a comment to the CQC that





Health & Wellbeing Board - 16 September 2014

commissioners could include more in contract specifications in relation to their
expectations of providers.

4. HEALTHIER TOGETHER

The Chair invited the Board to discuss the Healthier Together programme with the views of
the Board being submitted as part of the consultation that was shortly to draw to a close.

The Clinical Commissioning Group (CCG) representatives stated that they would not be
voting in relation to this item because they did not feel it appropriate as the CCG was one
of the sponsors of the Healthier Together programme.

Tony Stokes (Healthwatch Stockport) submitted a report (copies of which were circulated)
providing the Board with an update on Healthwatch Stockport’s involvment with the
Healthier Programme and summarising the concerns raised by members during the
consultation. The report also posed the Board a series of points that Healthwatch believed
the Board needed to be satisfied had been met in preparing its response. The work of
Healthwatch Stockport in relation to the transportation implications of the proposals was
also highlighted.

The Chair reported that the Stockport NHS Foundation Trust Governors had recently met
and had a lengthy discussion about Healthier Together. The Foundation Trust was
planning on submitting a joint response on behalf of both the Board and Governors. The
issues highlighted by the Governors had reflected the concerns summarised in the
Healthwatch Stockport submission.

The Chair stated that the Health & Wellbeing Board were supportive of overall aim of the
Healthier Together programme in seeking to minimise avoidable deaths.

The following comments were made/ issues raised:-

e Concerns were expressed about the level of public involvement in the consultation,
because of the timing of the consultation and the language used in the documentation.
Anecdotally, there appeared to be a high degree of cynicism on the part of the public
about the openness of the process and their ability to influence the outcome. Given the
scale of the change needed the consultation period appeared to be relatively short.
Because so much of the consultation was web based, this may have impacted on the
level of engagement. It would have been more engaging for the public to have had the
opportunity to participate in a dialogue about the important issues underlying the
proposals and for case to be made more explicit about the benefits of reducing the
hospitalisation of the health economy, increasing the focus on primary care, and
integrated health and social care. The consultation questionnaire could have given the
impression that decisions had already been taken as respondents were presented with
a stark question about their preferred hospital configuration.

¢ Insufficient focus has been given to the non-hospital strands of the Programme, namely
Primary Care and Integration. The variability in outcomes between hospitals was not
unique to that setting, but was also reflected in primary and community care, but there
was less data available on mortality rates to evidence the case for change.

e Centralisation of specialised services was not a new process and had been achieved
successfully in a range of areas, such as stroke and cardiac care, and through
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outreach work from other hospitals, such as dermatology, and this should be continued
where there was evidence of its efficacy. The labelling of ‘specialist’ and ‘local’
hospitals was therefore unhelpful and confusing.

In relation to health and social care integration, there was a significant culture shift
required but it was important to ensure that user experience was central to
developments in this area.

There was a tension between the public’s desire to have the best possible care even if
this meant the need to travel, and the convenience of local services. It was a flaw in the
consultation that residents were being asked to give a view about the best strategic
direction of the health system when they were not well equipped to do so.

There remained value in persisting with a general hospital model but to continue with
the concentration of specialist services as has already been underway. Efforts to
reduce avoidable deaths and improve quality were not solely about hospital
configurations.

There was genuine concern that the proposal would mean that Stockport’s local
hospital would no longer provide specialised services.

In response to comments and issues raised, Dr Ranijit Gill (Stockport CCG) highlighted the
following issues:-

Suggestions by those opposed to any changes to hospitals, and echoed by some of
those involved at engagement events, that the primary driver for the proposals was
financial were not supported by the data made available by the CCGs in Common as
part of the business case that provided clear clinical reasons for change.

There was clear evidence that local diagnostics and treatment through a primary care
setting was safer, quicker, more effective and cheaper than the hospitalised
alternatives. Pursuing these primary care based alternatives where there was evidence
of quality and safety was clinically the right approach.

The preparation of the Healthier Together Programme and the South-Sector work had
provided clear evidence that the local health economy is over-hospitalised, and was
also not able to meet the changing needs of the population. The hospital system itself
was flawed as it forced Trusts to compete for emergency care, whereas the Healthier
Together proposals sought to develop a network of hospitals and to create a single
service for patients.

The evidence for this has been available to commissioners for a number of years but
was not acted upon with sufficient urgency, meaning that future change would
inevitably be more dramatic, but that it was irresponsible to not act on evidence of
avoidable deaths of the scale involved.

In relation to the consultation, this was designed with an organisation with a proven
track record in this area. Due to the complexity of the task in preparing the business
cases, the consultation began later than planned but other constraints required it to
take place when it had.

The Chair summarised the key themes to have emerged from the discussions as:-

the significance of the cultural change needed, particularly in relation to the
development of single service model of provision;
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¢ there were actions commissioner and providers could and should take in the shorter
term prevent people dying unnecessarily, and this should form part of the analysis prior
to the next phase of the programme to identify where these can be achieved.

e Greater and more thorough public engagement was needed on the wider implications
of the Programme, particularly the Primary Care and Integration strands.

RESOLVED - That the Chair be authorised to prepare a response to the Healthier
Together consultation to incorporate the issues raised at this meeting and to circulate a
draft to members of the Board prior to submission.

5. BETTER CARE FUND SUBMISSION

Tim Ryley, Director of Strategic Planning and Performance, Stockport Clinical
Commissioning Group, attended the meeting to provide an update to the Board on the
development of the Better Care Fund Plan. The Plan would be submitted to NHS England
on 19 September 2014. The latest iteration of the submission was provided to the Board
along with a summary of the key issues and outstanding items (copies of which had been
circulated).

The key issues identified in the summary

Setting the ambition for reductions in non-elective admissions.
Setting the ambition for other metrics.

Agreeing the distribution of the fund and impacts.

Agreeing risk sharing arrangements.

The following comments were made/ issues raised:-

e The proposals had been subject to extensive discussion. The current iteration was a
more realistic reflection of what was achievable. As a consequence this has meant that
the Council has had to adjust its approach in its Medium Term Financial Plan.

e Behind the figures contained in the submission the planned improvements in services,
such as the falls service, would have a significant impact on people’s quality of life. The
falls service was an example of relatively small investments having a significant impact
on outcomes. Previous work by Age UK in this respect should be used to inform the
development of the service.

e |t was useful to consider the BCF in the broader preventative agenda, particularly as
the admission into hospital for an older person, particularly for a fall, was often the
precursor to a decline in their overall health so admission should be seen as a last
resort.

e NHS England were likely to seek further reassurance about engagement and buy-in
from stakeholders in the development of the plan, particularly in relation to the 3.5%
admission reduction, as to fail to achieve this target will lead to further cost pressures.
It should be borne in mind that there the plan required contingency funds to cover the
costs of the Foundation Trust should they fail to meet the target, which would be a
significant challenge for them.

e What would the Board be able to do in the event of the 3.5% target not being met? The
wider system needed to ensure that risk was being placed where it was appropriate.
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e Due to the overall financial profile of the local health economy, it was likely that the
submission would be approved subject to conditions, due to the risks in the local health
economy.

RESOLVED - (1) That approval be given to the draft Better Care Fund Plan for
submission to NHS England, subject to the provisions of the additional note circulated at
the meeting, and that the Chair and Vice Chair be authorised to approve any further
amendments to the submission as identified by the Director of Adult Social Care
(Stockport Council) and Chief Operating Officer (Stockport CCG) prior to the 19
September deadline.

(2) That the gratitude of the Board be extended to all those officers involved in the
preparation of the Better Care Fund submission.

6. DOMESTIC ABUSE STRATEGY AND ACTION PLAN

The Corporate Director for People (Stockport Council) submitted a report (copies of which
had been circulated) inviting the Board to consider a revised Domestic Abuse Strategy and
Action Plan that was currently being consulted on. It was emphasised that there were
approximately 5000 incidents of domestic abuse recorded by Police last year, 3000 of
which were in setting with children.

The Strategy and Action Plan recognised the need for cooperation between agencies to
provide better preventative services (including awareness raising in schools); to develop a
series of interventions when abuse was identified (such as homeless referrals); and
improvement in the treatment of perpetrators to prevent future incidents.

Oversight and governance of the Strategy and Action Plan would mirror that for Troubled
Families pathway, which had been a successful approach to providing quicker and
targeted intervention through multi-agency working.

The following issues were raised:-

e Greater emphasis was needed on wider services that could contribute to the Strategy,
such as district nursing, as the current Strategy had an understandable, but too narrow
a focus on children’s services.

e Significant improvements had been made in recent years to ensuring the response of
agencies was more cohesive, and this was a development of that. Significant risk
would remain in relation to sharing of information and communication between
agencies.

¢ It was important to ensure professionals and front line staff were supported as
responding to domestic abuse and other problems could be overwhelming.

e There were really deficiencies in the current regulatory system to identify risks to
adults living in care homes and nursing homes. Efforts to encourage relationship
building between the new health and social care locality hubs and local care homes to
improve monitoring providing support was welcomed.

RESOLVED - That the Domestic Abuse Strategy and Action Plan be welcomed and the
Council Executive be recommended to approve the Strategy and Plan, subject to the
comments of this Board.
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7. FORWARD PLAN FOR HEALTH & WELLBEING BOARDS

A representative of the Democratic Services Manager submitted a report (copies of which
had been circulated) setting out planned agenda items for future meetings.

The Board congratulated the Clinical Commissioning Group for their recent for shortlisting
for HSJ Award for Board Leadership.

The Chair reported that the Pharmaceutical Needs Assessment consultation had now
gone live, and that he had written to a range of organisations encouraging them to
participate in the development of the JSNA.

RESOLVED - That the report be noted.

The meeting closed at 4.00 pm
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Organisations have an annual work programme to mitigate against identified risks and incorporate the lessons |Lessons identified from your organisation and other partner organisations. Preparedness Resilience and Response, and Business Continuity Management agendas No - Old core standard
identified relating to EPRR (including details of training and exercises and past incidents) and improve NHS organisations and providers of NHS funded care treat EPRR (including business continuity) as a systematic and continuous process and +Having a documented process for capturing and taking forward the lessons identified from exercises and 4.1
response. have procedures and processes in place for updating and maintaining plans to ensure that they reflect: emergencies, including who is responsible.
> - the undertaking of risk assessments and any changes in that risk assessment(s) v « Appointing an emergency preparedness, resilience and response (EPRR) professional(s) who can
- lessons identified from exercises, emergencies and business continuity incidents demonstrate an understanding of EPRR principles.
- restructuring and changes in the organisations « Appointing a business continuity management (BCM) professional(s) who can demonstrate an
- changes in key personnel understanding of BCM principles.
- changes in guidance and policy *Being able to provide evidence of a documented and agreed corporate policy or framework for building
Organisations have an overarching framework or policy which sets out expectations of emergency Arrangements are put in place for emergency preparedness, resilience and response which: resilience across the organisation so that EPRR and Business continuity issues are mainstreamed in Yes - New core 3. Achieved by the IRP in each CCG. Clarifies CCG approach
preparedness, resilience and response. * Have a change control process and version control processes, strategies and action plans across the organisation. standard Ipolicy to EPRR. There is a Business Continuity Plan in place
« Take account of changing business objectives and processes * That there is an approporiate budget and staff resources in place to enable the organisation to meet the which intergrates fully across the organisation. Training and
« Take account of any changes in the organisations functions and/ or organisational and structural and staff changes requirements of these core standards. This budget and resource should be proportionate to the size and rescoucing for all staff is fully supported. The IRP is reviewed at
« Take account of change in key suppliers and contractual arrangements scope of the organisation. regular intervals to account for changes wityhin the CCG and is
« Take account of any updates to risk assessment(s) further informed by the HERG. IRPs are accessible via Safe4 ,
« Have a review schedule accounts held by all On Call staff. The IRP is supported by a
3 « Use consistent unambiguous terminology, Ve range of supplementary guides and plans to provide a fully
« Identify who is responsible for making sure the policies and arrangements are updated, distributed and regularly tested; integrated incident response capability.
« Key staff must know where to find policies and plans on the intranet or shared drive.
» Have an expectation that a lessons identified report should be produced following exercises, emergencies and /or business continuity
incidents and share for each exercise or incident and a corrective action plan put in place.
« Include references to other sources of information and supporting documentation
The accountable emergency officer will ensure that the Board and/or Governing Body will receive as appropriate | After every significant incident a report should go to the Board/ Governing Body (or appropriate delegated governing group) . Yes - New core 4. Via regular meeting with AEO, HERG Updates and EPRR
4 reports, no less frequently than annually, regarding EPRR, including reports on exercises undertaken by the Must include information about the organisation’s position in relation to the NHS England EPRR core standards self assessment. Yes standard Breifing sheets monthly. This organisation fully supports EPRR
organisation, significant incidents, and that adequate resources are made available to enable the organisation to and BCM processes. The AEO can report issues to Governing
meet the requirements of these core standards. Body as required.
Duty to assess risk
5 Assess the risk, no less frequently than annually, of emergencies or business continuity incidents occurring|Risk assessments should take into account community risk registers and at the very least include reasonable worst-case scenarios for: v + Being able to provide documentary evidence of a regular process for monitoring, reviewing and updating |No - Old core standards
which affect or may affect the ability of the organisation to deliver it's functions. « severe weather (including snow, heatwave, prolonged periods of cold weather and flooding); and approving risk assessments 4.2&7.13
There is a process to ensure that the risk assessment(s) is in line with the organisational, Local Health| staff absence (including industrial action); « Version control No - Old core standard
6 |Resilience Partnership, other relevant parties, community (Local Resilience Forum/ Borough Resilience Forum), |+ the working environment, buildings and equipment (including denial of access); Y « Consulting widely with relevant internal and external stakeholders during risk evaluation and analysis 4.2
and national risk registers. « fuel shortages; stages
7 |There is a process to ensure that the risk assessment(s) is informed by, and consulted and shared with your|Other relevant parties could include COMAH site partners, PHE etc. Vs + Assurances _fror_n suppliers which could include, statements of commitment to BC, accreditation, Yes - New core 7. Yes via HERGs and Standing item to identify risk and inform
organisation and relevant partners. business continuity plans. standard GM LRF process.
Duty to maintain plans — emergency plans and business continuity plans
Effective arrangements are in place to respond to the risks the organisation is exposed to, appropriate to the Incidents and emergencies (Incident Response Plan (IRP) (Major Incident Plan)) Ve Relevant plans: 8. All covered by IRP with supplemenatry guides and GM level
role, size and scope of the organisation, and there is a process to ensure the likely extent to which particular « demonstrate appropriate and sufficient equipment (inc. vehicles if relevant) to deliver the required plans
types of emergencies will place demands on your resources and capacity. corporate and service level Business Continuity (aligned to current nationally recognised BC standards) Yes responses BCP complete and in final version control
HAZMAT/ CBRN - see separate checklist on tab overleaf « identify locations which patients can be transferred to if there is an incident that requires an evacuation;
Have arrangements for (but not necessarily have a separate plan for) some or all of the following (organisation |Severe Weather (heatwave, flooding, snow and cold weather) Yes « outline how, when required (for mental health services), Ministry of Justice approval will be gained for an This threat is covered by local Supplementary Guides and Plans
dependent) (NB, this list is not exhaustive): evacuation;
Pandemic Influenza Ve « take into account how vulnerable adults and children can be managed to avoid admissions, and include The GM Pandemic Influenza Plan is in place and will be used by
appropriate focus on providing healthcare to displaced populations in rest centres; the CCG.
Mass Countermeasures (eg mass prophylaxis, or mass vaccination) «include arrangements to co-ordinate and provide mental health support to patients and relatives, in
Mass Casualties collaboration with Social Care if necessary, during and after an incident as required;
Fuel Disruption +make sure the mental health needs of patients involved in a significant incident or emergency are met Fuel disruption realises consequences around BCM and are
Yes and that they are discharged home with suitable support managed using IRP genric management processes supported by
« ensure that the needs of self-presenters from a hazardous materials or chemical, biological, nuclear or BCP.
" - " - — AR Yes - based on old core — - - -
Surge and Escalation Management (inc. links to appropriate clinical networks e.g. Burns, Trauma and Critical Care) radiation incident are met. standard 5 but with Surge and escalation is primarily a 'System Resilience’ issue.
« for each of the types of emergency listed evidence can be either within existing response plans or as : However, the CCG IRP has capacity to respond to issues that
Yes N substantial changes. o Lo
stand alone arrangements, as appropriate. escalate to 'significant ' incident to addess this threat.
Infectious Disease Outbreak Outbreak - LA lead. However, this is managed from the GM
Yes Generic Outbreak Plan and CCG IRP systems have capacity to
manage issues around this threat.
Evacuation Yes Evacuaion at both internal and external situations are
respectively managed via the BCP or IRP.
Lockdown
Utilities, IT and Telecommunications Failure Yes These are BCP issues and managed via the BCM plan.
Excess Deaths/ Mass Fatalities
having a Hazardous Area Response Team (HART) (in line with the current national service specification, including a vehicles and equipment
replacement programme)
firearms incidents in line with National Joint Operating Procedures;
Ensure that plans are prepared in line with current guidance and good practice which includes: « Aim of the plan, including links with plans of other responders « Being able to provide documentary evidence that plans are regularly monitored, reviewed and 9. CCG IRP has robust updating and review processes. Each
« Information about the specific hazard or contingency or site for which the plan has been prepared and realistic assumptions systematically updated, based on sound assumptions: plan contains all areas listed in ‘evidence' opposite. Plans are
« Trigger for activation of the plan, including alert and standby procedures + Being able to provide evidence of an approval process for EPRR plans and documents peer reviewed via HERGs. The IRP is updated in line with
« Activation procedures « Asking peers to review and comment on your plans via consultation guidance locally from NHS Greater Manchester Area Team and
« Identification, roles and actions (including action cards) of incident response team « Using identified good practice examples to develop emergency plans national NHS guidance. The IRP is a flexible management
« Identification, roles and actions (including action cards) of support staff including communications « Adopting plans which are flexible, allowing for the unexpected and can be scaled up or down framework capable to incremental escalation in response to any
« Location of incident co-ordination centre (ICC) from which emergency or business continuity incident will be managed « Version control and change process controls Yes - based on old core | 5qyerse event. This plan is supported by a comprehensive
« Generic roles of all parts of the organisation in relation to responding to emergencies or business continuity incidents Yes « List of contributors standardv 5 but with ‘Contact Directory' of key emergency contacts. Plans comply
+ Complementary generic arrangements of other responders (including acknowledgement of multi-agency working) « References and list of sources substantial changes. | yjith cabinet Office Emergency Preparedness and Emergency
« Stand-down procedures, including debriefing and the process of recovery and returning to (new) normal processes « Explain how to support patients, staff and relatives before, during and after an incident (including Planning.
« Contact details of key personnel and relevant partner agencies counselling and mental health services).
« Plan maintenance procedures
(Based on Cabinet Office publication Emergency Preparedness, Emergency Planning, Annexes 5B and 5C (2006))
Arrangements include a procedure for determining whether an emergency or business continuity incident has Enable an identified person to determine whether an emergency has occurred « Oncall Standards and expectations are set out No - Old core standards
10 [|occurred. And if an emergency or business continuity incident has occurred, whether this requires changing the (- Specify the procedure that person should adopt in making the decision v « Include 24-hour arrangements for alerting managers and other key staff. 5.28 & 5.30
deployment of resources or acquiring additional resources. - Specify who should be consulted before making the decision
- Specify who should be informed once the decision has been made (including clinical staff)
Arrangements include how to continue your organisation’s prioritised activities (critical activities) in the event of |Decide: No - Old core standard
an emergency or business continuity incident insofar as is practical. - Which activities and functions are critical 7.3
11 - What is an acceptable level of service in the event of different types of emergency for all your services Y
- Identifying in your risk assessments in what way emergencies and business continuity incidents threaten the performance of your
or isation’s functions, ially critical activities
12 Arrangements explain how VIP and/or high profile patients will be managed. This refers to both clinical (including HAZMAT incidents) management and media / communications management of VIPs and / or high profile No - Old core standard
management 5.47
Preparedness is undertaken with the full engagement and co-operation of interested parties and key « Specifiy who has been consulted on the relevant documents/ plans etc. No - Old core standard
13 |stakeholders (internal and external) who have a role in the plan and securing agreement to its content Y 5.17
14 Arrangements include a debrief process so as to identify learning and inform future arrangements Explain the de-briefing process (hot, local and multi-agency, cold)at the end of an incident. v No - Old core standard
5.49
Command and Control (C2)
Arrangements demonstrate that there is a resilient single point of contact within the organisation, capable of Organisation to have a 24/7 on call rota in place with access to strategic and/or executive level personnel Explain how the emergency on-call rota will be set up and managed over the short and longer term. No - Old core standard
15 receiving notification at all times of an emergency or business continuity incident; and with an ability to respond v 5.31
or escalate this notification to strategic and/or executive level, as necessary.
Those on-call must meet identified competencies and key knowledge and skills for staff. NHS England publised competencies are based upon National Occupation Standards . Training is delivered at the level for which the individual is expected to operate (ie operational/ bronze, No - Old core standard
16 Y tactical/ silver and gic/gold). for example strategic/gold level leadership is delivered via the 5.25

'Strategic Leadership in a Crisis' course and other similar courses.






Self assessment RAG

Red = Not compliant with core standard and not in the EPRR

E . work plan within the next 12 months.
. . . =% i Is this standard to be
Core standard Clarifying information X Evidence of assurance included in WY 2014/15 | Aper = Not compliant but evidence of progress and in the
% EETERES EPRR work plan for the next 12 months.
Green = fully compliant with core standard.
Documents identify where and how the emergency or business continuity incident will be managed from, ie the [This should be proportionate to the size and scope of the organisation. Arrangements detail operating procedures to help manage the ICC (for example, set-up, contact lists etc.), |No - Old core standard
Incident Co-ordination Centre (ICC), how the ICC will operate (including information management) and the key contact details for all key stakeholders and flexible IT and staff arrangements so that they can operate 5.35
17 |roles required within it, including the role of the loggist . Y more than one control/coOordination centre and manage any events required.
18 Arrangements ensure that decisions are recorded and meetings are minuted during an emergency or business v No - Old core standard
continuity incident. 5.36
Arrangements detail the process for completing, authorising and submitting situation reports (SITREPs) and/or No - Old core standard
19 |commonly recognised information pictures (CRIP) / common operating picture (COP) during the emergency or Y 5.40
business continuity incident response.
20 |Arrangements to have access to 24-hour specialist adviser available for incidents involving firearms or Both acute and ambulance providers are expected to have in place arrangements for accessing specialist advice in the event of incidents Yes - for acutes only
chemical, biological, radiological, nuclear, explosive or hazardous materials, and support strategic/gold and chemical, biological, radiological, nuclear, explosive or hazardous materials (for YAS this is old core
tactical/silver command in managing these events. standard 9.8)
21 |Arrangements to have access to 24-hour radiation protection supervisor available in line with local and national |Both acute and ambulance providers are expected to have arrangements in place for accessing specialist advice in the event of a radiation Yes - for acutes only
mutual aid arrangements; incident (for YAS this is old core
standard 9.9)
Duty to communicate with the public
Arrangements demonstrate warning and informing processes for emergencies and business continuity incidents. |Arrangements include a process to inform and advise the public by providing relevant timely information about the nature of the unfolding +Have emergency communications response arrangements in place 22. For the CCG - Local media comms leads supported by 'CCG
event and about: +Be able to demonstrate that you have considered which target audience you are aiming at or addressing media guide in an emergency'. Additional comms via PHE and
- Any immediate actions to be taken by responders in publishing materials (including staff, public and other agencies) Local Authotrity. Joined up partner consulatation and liasion is
- Actions the public can take « Communicating with the public to encourage and empower the community to help themselves in an achived via the HERGs. CCG has enhanced ICC procedures
- How further information can be obtained emergency in a way which compliments the response of responders with all staff trained in this area.
- The end of an emergency and the return to normal arrangements + Using lessons identified from previous information campaigns to inform the development of future
Communications arrangements/ protocols: campaigns Yes - based on old core
- have regard to managing the media (including both on and off site implications) Yes « Setting up protocols with the media for warning and informing standards 7.17 & 7.18
- include the process of communication with interal staff « Having an agreed media strategy which identifies and trains key staff in dealing with the media including but with substantial
- consider what should be ‘puhllshgd on mtranerjmlernet sites . nominating spokespeople and 'talking heads'. changes.
- have regard for the warning and informing arrangements of other Category 1 and 2 responders and other organisations. «Having a systematic process for tracking information flows and logging information requests and being
able to deal with multiple requests for information as part of normal business processes.
+Being able to demonstrate that publication of plans and assessments is part of a joined-up
communications strategy and part of your organisation's warning and informing work.
Arrangements ensure the ability to communicate internally and externally during communication equipment Yes + Have arrangements in place for resilient communications, as far as reasonably practicable, based on Yes - New core 23. As above and via processes in BCPs. All staff have access
failures risk. standard to mobile networks.
Information Sharing — mandatory requirements
Arrangements contain information sharing protocols to ensure appropriate communication with partners. These must take into account and inclue DH (2007) Data Protection and Sharing — Guidance for Emergency Planners and Responders or any « Where possible channelling formal information requests through as small as possible a number of known|Yes - Builds upon old  |24. Via HERGs and CCG tactical coordination processes. LHRP
guidance which supercedes this, the FOI Act 2000, the Data Protection Act 1998 and the CCA 2004 ‘duty to communicate with the public’, or routes. standard 5.40 is a standing item on quarterly HERGs. Information sharing is
subsequent / additional legislation and/or guidance. « Sharing information via the Local Resilience Forum(s) / Borough Resilience Forum(s) and other groups. well developed in this CCG. Information governance , FOI and
Yes « Collectively developing an information sharing protocol with the Local Resilience Forum(s) / Borough data protection issues are monitored by both CCG and NWCSU
Resilience Forum(s). in communications protocols.
« Social networking tools may be of use here.
Co-operation
25 Organisations actively participate in or are represented at the Local Resilience Forum (or Borough Resilience v «+ Attendance at or receipt of minutes from relevant Local Resilience Forum(s) / Borough Resilience No - Old core standard
Forum in London if appropriate) Forum(s) meetings, that meetings take place and memebership is quorat. 3.2
Demonstrate active engagement and co-operation with other category 1 and 2 responders in accordance with Yes « Treating the Local Resilience Forum(s) / Borough Resilience Forum(s) and the Local Health Resilience |Yes - New core 26. Via the HERGs - well developed
the CCA Partnership as strategic level groups standard
o7 |Arrangements include how mutual aid agreements will be requested, co-ordinated and maintained. NB: mutual aid agreements are wider than staff and should include equipment, services and supplies. v ~Tal_<ing lessons Iearngc_i from all resilience activities » o No - Old core standard
+ Using the Local Resilience Forum(s) / Borough Resilience Forum(s) and the Local Health Resilience 5.34
28 Arrangements outline the procedure for responding to incidents which affect two or more Local Health Panner§hip to cons!der policy initiatives Yes - New core
Resilience Partnership (LHRP) areas or Local Resilience Forum (LRF) areas. « Establish mutual aid agreements standard
29 |Arrangements outline the procedure for responding to incidents which affect two or more regions. * Identifying useful lessons from your own practice and those learned from collaboration with other Yes - New core
responders and strategic thinking and using the Local Resilience Forum(s) / Borough Resilience Forum(s) |standard
Arrangements demonstrate how organisations support NHS England locally in discharging its EPRR functions  |Examples include completing of SITREPS, cascading of information, supporting mutual aid discussions, prioritising activities and/or services and the Local Health Resilience Partnership to share them with colleagues Yes - New core 30. Via the HERG and LHRP - cross meetings with Health
and duties etc. Yes +Having a list of contacts among both Cat. 1 and Cat 2. responders with in the Local Resilience Forum(s) |standard Protection and some borough resilience forums. This is achived
/ Borough Resilience Forum(s) area primarily via the HERG and embedded in IRP and BCP.
31 |Plans define how links will be made between NHS England, the Department of Health and PHE. Including how Yes - New core
information relating to national emergencies will be co-ordinated and shared standard
3 |Arrangements are in place to ensure an Local Health Resilience Partnership (LHRP) (and/or Patch LHRP for the Yes - New core
London region) meets at least once every 6 months standard
Arrangements are in place to ensure attendance at all Local Health Resilience Partnership meetings at a Yes - builds upon old 33. This is achived by CCG represenation at LHRP and working
director level Yes standard 3.1 with HERGs. There is also a HERG chairs meeting to ensure
clear lines of expectation and two way communication are
achieved.
Training And Exercising
Arrangements include a training plan with a training needs analysis and ongoing training of staff required to « Staff are clear about their roles in a plan « Taking lessons from all resilience activities and using the Local Resilience Forum(s) / Borough Yes - Builds upon old  |34. There is a training database noting those trained, what
deliver the response to emergencies and business continuity incidents « Training is linked to the National Occupational Standards and is relevant and proportionate to the organisation type. Resilience Forum(s) and the Local Health Resilience Partnership and network meetings to share good core standard 5.24 training has been delivered and refresher dates. Minimum
« Training is linked to Joint Emergency Response Interoperability Programme (JESIP) where appropriate practice standards for this CCG on call commanders require initial IRP
« Arrangements demonstrate the provision to train an appropriate number of staff and anyone else for whom training would be appropriate for +Being able to demonstrate that people responsible for carrying out function in the plan are aware of their and ICC training to achieve their role within the plans. All
the purpose of ensuring that the plan(s) is effective Yes roles training complies with NOS and JESIP. In this CCG ALL staff
« Arrangements include providing training to an appropriate number of staff to ensure that warning and informing arrangements are effective « Through direct and bilateral collaboration, requesting that other Cat 1. and Cat 2 responders take part in are trained who carry out response on-call duties. This CCG has
your exercises undergone and complete an incident managemnt training
« Refer to the NHS England guidance and National Occupational Standards For Civil Contingencies when programme.
identifying training needs.
Arrangements include an ongoing exercising programme that includes an exercising needs analysis and informs |+ Exercises consider the need to validate plans and capabilities « Developing and documenting a training and briefing programme for staff and key stakeholders Yes - builds upon old 35. CCG specific training is carried out. Most recently Exercise
future work. « Arrangements must identify exercises which are relevant to local risks and meet the needs of the organisation type and of other interested *Being able to demonstrate lessons identified in exercises and emergencies and business continuity core standard 5.25 Mallard ( Multi-agency) 3 September 2014. This was for CCG on
parties. incidentshave been taken forward call response directors and managers. Exercise content /
« Arrangements are in line with NHS England requirements which include a six-monthly communications test, annual table-top exercise and live + Programme and schedule for future updates of training and exercising (with links to multi-agency objectives are configured in collaboration with AEO to meet
exercise at least once every three years. Yes exercising where appropriate) needs of local staff. All lessons, via de-brief reports appaer and
«If possible, these exercises should involve relevant interested parties. « Communications exercise every 6 months, table top exercise annually and live exercise at least every are fed into IRP / ICC procedures.  Short exercises are planned
« Lessons identified must be acted on as part of continuous improvement. three years for future ICC training based upon recent TNA with CCG.
« Arrangements include provision for carrying out exercises for the purpose of ensuring warning and informing arrangements are effective
Demonstrate organisation wide (including oncall personnel) appropriate participation in multi-agency exercises Yes - New core 36. Locally sourced staff from CCG particiapte in multi-agency
Yes standard exercises. e.g. local COMAH, Barnes Wallis, Brick Wall.
Preparedness ensures all incident commanders (oncall directors and managers) maintain a continuous personal Yes - New core 37. A database is maintained for the CCG showing all EPRR
development portfolio demonstrating training and/or incident /exercise participation. standard training carried out by all individuals, directors and senior
Yes managers to maintain personal develpment, updating and

refreshing. This database also includes what exercises they
have attended.
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Compliance Level for EPRR Assurance: -
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Executive Summary

What decisions do you require of the Governing Body?

To note the report and its compliance with statutory duty.

Please detail the key points of this report

- Purpose of public involvement

- Types of engagement undertaken
- The work of the engagement team
- The impact of public involvement
- Plans for next year

What are the likely impacts and/or implications?

Local people influencing strategic priorities

How does this link to the Annual Business Plan?

The Statement of Involvement is a statutory duty.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

N/A

Clinical Executive Sponsor: Dr Ranijit Gill

Presented by: Tim Ryley

Meeting Date: 12.11.14

Agenda item: 13

Reason for being in Part 2 (if applicable)

N/A
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Executive Summary

The clinical leadership of the CCG has been very clear that it wants patient views to be at
the heart of everything we do. From the 1 April 2013 to the 31 March 2014 NHS Stockport
Clinical Commissioning Group spoke to 5,614 people — 2% of the local population - about a

range of topics, including:

e the CCG’s strategic priorities
Integrated Health and Social care
Healthier Together case for change
Eye Health
Angiography decommissioning

A wide variety of communication methods were used, to reach more people, and different
groups within Stockport’'s community and give the CCG a better understanding of local

views on the health service and priorities for change.

Type of engagement People Engaged

7 x CCG Public Event 561
12 x speakers at local groups (clinical and non-clinical) 429
1 x Co-production event 50
8 x Focus groups 116
2 X Health Awareness/education events 83
18 x Health Information Stalls 1825
8 x Patient Panels 92
4 x Roadshows 168
43 x Surveys 2208
4 x Workshops 82

All Engagement

5,614 contacts

In addition, the CCG has 19 lay members covering 11 committees; patient stories were

filmed and played at the start of the CCG’s monthly Governing Body meetings; the CCG’s
Chief Clinical Officer holds monthly meetings with the Chair of Healthwatch Stockport; and
the GP Practices feed in patient views through regular Locality meetings.

Local Priorities

Overall, there were four key messages from patient engagements:

1. Local people want there to be more focus on Mental Health

2. The CCG needs to look at improving care for Long-Term Conditions — with more
prevention, joined-up services and care delivered closer to home

3. More support for Carers

4. Access to services— particularly GP appointments and the availability of hospital

Consultants at weekends.
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Positive support
Throughout the year the CCG received a lot of positive comments from patients. In
particular, there has been a lot of support this year for:

e GPs and Practice Nurses

e District Nurses

e The Out of Hours GP service

Issues with existing services

A number of issues have been raised at engagement events regarding the provision of
e mental health services for children
e patient transport
e A&E recognising and adapting their services for patients with learning disabilities

These issues have all been taken up with service providers and plans are underway for
improvement.

For more information on the CCG’s patient and public engagement, go to:
http://stockportccg.org/how-you-can-get-involved/

NHS Stockport CCG would like to thank the CCG Patient Panel who have supported
us this year by giving up their time to attend meetings and share their views on a
number of topics.

As well as recording local views on these discussions, this report sets out what impact
public involvement had on the decisions of the CCG and any changes that were made as a
result.

Finally, the report outlines our engagement plans for the next financial year (2014-2015),
which will focus on:
e The merging of Communications and Engagement into one team
The Healthier Together public consultation
Prevention and empowerment
Increasing access to primary care
‘Single vision’ for Stockport Health and Social care
Any engagement required for the four transformational projects — Urgent care,
planned care, proactive care and prevention/empowerment
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Statement of Involvement 2013-2014
1.0 Purpose

1.1  NHS Stockport Clinical Commissioning Group is responsible for making sure that
the 290,000 people living in the borough have access to the healthcare services
they need.

1.2  We recognise that our decisions, policies, and services have a major impact on the
lives and wellbeing of the local people, so we actively seek to engage with all
sectors of the community to ensure that everyone has an equal chance to have
their say before we make major decisions.

1.3  The purpose of this report is to outline what work the CCG has undertaken over
2013-14 to engage local people, involve them in decision making and consult on
major changes to local health services.

2.0 Why do we consult with patients, carers and the public?

2.1 We are committed to making evidence-based decisions that take into account the
views and experiences of all those affected by them.

2.2 In 2006 patient involvement was strengthened by the NHS Act. Sections 242 and
244 of the Act place a duty on NHS organisations to involve and consult local
people and stakeholders in the planning and development of services. It also
included a duty to report on this activity in an annual ‘statement of involvement
(section 24A of the NHS Act 2006). The report should cover:

« who we consulted

« what information we gave them

« what questions we asked

+ what people told us

« what we did with the information they gave us

« and where more information about the consultation can be found.

2.3 Over the period from 1 April 2013 to 31 March 2014 we spoke to 5768 local people
about the wide range of services we commission and decisions taken on behalf of
local people. This report summarises that engagement and how local views have
shaped our work.

2.4 In particular, we would like to thank Healthwatch Stockport for their
commitment and enthusiasm, not only to ask the difficult questions and
challenge our decisions, but also their relentless work in involving more and
more people in discussions about local health services.
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3.0

3.1

3.1.1

3.1.2

3.1.3

3.14

3.1.5

Patient & Public Involvement 2013 - 2014

Types of Engagement Undertaken

In line with the CCG’s communication principles, a number of different
communication and engagement methods - tailored in accordance with the target
audience - are used to capture patient insight and ensure that as many people as
possible can feed in their views. Where necessary a combination of methods is being
used in order to achieve maximum coverage.

Patient and Public Involvement is the responsibility of the whole organization, with
work undertaken across teams and fed into the Governing Body as intelligence to
drive tangible improvements to local services.

The Clinical Commissioning Group has taken on some of the tried and tested
methods used by the Primary Care Trust and added in some new techniques to
reach a wider and more diverse audience. Below is an outline of the work
undertaken:

Lay Membership of committees:

To ensure that patient views are heard at every level of the organisation, the CCG
has appointed lay members to sit on our committees and present a patient
perspective to discussions and decisions:

e the Governing Body has 2 lay members recruited from the community: one of
whom chairs the meetings and takes responsibility for patient engagement,
while the other leads on audit, remuneration and conflict of interest matters.

e the Governing Body has also co-opted a representative of Healthwatch
Stockport and the Chair of the Health & Wellbeing Board to attend all
meetings and feed in local views.

e the Clinical Policy Committee is attended by the lay chair of the CCG and a
Healthwatch representative

e the Quality & Provider Management Committee includes the Lay Member with
a remit for Public Involvement and a Healthwatch member

e the Audit Group is chaired by the lay member responsible for audit and
finance

e the Remuneration committee is chaired by the lay member responsible for
audit and finance

Patient Stories:

Patient story podcasts have been used at the beginning of CCG Governing Body
meetings since March 2012. The patient or carer describes their experience of
healthcare in their own words in a short video. The idea is to gain a snapshot view of
what it is like as a patient, what was good, what was bad and what would make their
experience of healthcare in Stockport more positive. Below is a list of all the patient
stories which have been shown during 2013-2014 and the actions that the Governing
Body requested as a result.
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Meeting

Patient Story Topic

Actions

April 2013

End of Life care

To revisit the issue of respite
care at a future meeting

To share the patient story with
the provider.

May 2013

Complex condition — good
practice

To support the work underway
with Stockport NHS Foundation
Trust on improving
communications with patients

June 2013

Bowel screening
‘Bowel screening lifesaver’

To share the video with GP
practices so it can be played in
waiting rooms

July 2013

Mental health

To consider ease of access to
health services within the
Stockport One service

September
2013

GP care — Please listen to us

Sharing with general practice as
a training tool. To look into
consultation techniques as GP
development work. Future
Masterclass on general practice
communications.

November
2013

End of life — Dementia

To continue the work of the
demonstrator bid to focus on
end of life care pathway
changes including specific work
on dementia

To ask general practice to
continue to follow national
guidance for end of life care until
this is replaced

January 2014

Dementia carer

To involve the carer in the
development of a resource tool
To look into developing an
information app within the Better
Care Fund programme

February
2014

STAR team
‘Stars of the NHS’

To look into the waiting times for
the orthotics and wheelchair
services

Where experiences were negative, they have been shared with the service provider
and used as a learning tool for continuous improvement. Some people give consent
for the film to be shown at the Governing Body only, some agree for it to be shared
with health and social care staff to help improve services and others agree to the
much wider sharing on websites and at conferences and events.

With consent some of the patient stories have been uploaded to Youtube. The C Diff
‘In her words’ video from 2012 has now received 3686 views,
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3.1.6

3.1.7

3.2

3.2.1

3.2.2

3.2.3

3.24

3.25

Healthwatch:
The CCG have always worked closely with Healthwatch — to get our messages out
to as wide an audience as possible and to feed in their views into CCG decision.

The CCG’s Chief Operating Officer holds monthly meetings with the Healthwatch
chair who sits as a representative on the Governing Body. Where changes are being
planned, commissioners attend Healthwatch briefing sessions to get feedback on
plans.

Customer Services Monitoring:
In 2013-2014 the CCG’s Customer Services team handled queries, compliments,
comments and complaints for the public on a daily basis. In addition, the CCG’s
communications team manage requests for information submitted under the
Freedom of information Act. All of these contacts from the public are monitored and
analysed so that trends in requests or issues are fed into the Governing Body and
the relevant commissioning team to ensure that improvements are made as a result
of local contacts. Over 2013-2014, NHS Stockport received:

e 223 Queries

o 67 Complaints

o 34 MP letters

e 147 Freedom of Information requests

Work of the Public Engagement Team

Functional and operational responsibility for engagement sit with the CCG’s
corporate function which leads and supports work across all directorates; providing
cohesion and consistency in messages, communications and engagement activities.

During 2014 the CCG is merging the communications and engagement teams.
Engagement itself is a form of communication therefore its merger will ensure that
messages are consistent across all communication channels and that they reflect
public views.

In addition to the work across the organisation, the Public Engagement team utilises
a range of methods to ensure that the public voice is heard in decision making:

Patient Panel:

The CCG has its own Patient Panel, of 35 individuals from across Stockport’s four
localities. The Patient Panel has bi-monthly meetings where CCG representatives
present and ask for their views on plans and priorities.

Public Engagement:
Where possible public engagement work is varied to meet the requirements of the
stakeholders we want to target. This year, work included:
e 43 x Surveys
7 X Public Events
8 x Focus Groups
18 x Information Stalls
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3.2.6

3.2.7

3.2.8

3.2.9

Support to GP Practices’ Patient Reference Groups:
As a membership organisation, the CCG has also supported its Member Practices
by allowing them access to use the online survey site.

Major Consultations

The CCG did not undertake any major consultations during 2013-2014. However
pre-consultation work on the Healthier Together proposals has been ongoing.

Petitions

In February 2014 the Governing Body received a petition from Stockport NHS
Watch, a local health pressure group. The petition stated ‘We call on Stockport CCG
to reject any proposal to offer private companies like Boots and Lloyds Pharmacy the
opportunity to take over Locally Enhanced services currently provided at GP
surgeries’.

The CCG was pleased to note the petition and the vote of overwhelming confidence
in the GPs of Stockport.

Health prevention and empowerment

This year the engagement team started work with the communications team to
increase awareness of self health and prevention. The focus is on providing
opportunity for people to ‘know their numbers’, for example, lung age and blood
pressure. This started with the COPD campaign in November. Work will increase in
this area in 2014/2015.
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4.1 Impact of Involvement

4.1.1 All feedback from engagement exercises is reported to the CCG’s Governing Body
as a key piece of evidence for consideration in decisions and showing how the views
of individual patients are translated into commissioning decisions and how the voice
of each practice population is sought and acted upon. One of the key tools for
feeding back to local people is the CCG’s new engagement website:
www.citizenspace.com/stockport-haveyoursay.

4.1.2 For those without access to the internet, write-ups of events are also sent out to local
groups after they have met with the NHS. Sign-up sheets are also taken at all public
events so people who wish to receive a write-up of the event can have this sent to
them in their preferred format. Articles summarising formal consultations are included
in the local Council publication that is delivered to all households in Stockport. In
addition, feedback reports are sent to the Local Involvement Network for inclusion in
their regular newsletter and targeted feedback articles are also included in a wide
range of local newsletters.

4.1.3 A full breakdown of engagement events, surveys and activities can be found in
Appendix one, which outlines:

what we did

when

how many local people were consulted

what people said

what we did as a result of local feedback

and where to go to get a full write-up of the consultation and results.
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5.0 Equalities

The core principle of the NHS is to deliver free healthcare for all. We recognise, however,
that we are not all the same and that different groups in society will need different things at
different times. We want to ensure that our services meet the needs of the individuals and
communities we serve.

Since the Clinical Commissioning Group took over the local NHS budget in April 2013
equality has been a major priority for our work.

Learning Disability Awareness
Local engagement identified Learning Disabilities as a key priority for improvements. Over
1,000 people in Stockport are registered with their GP as having a learning disability.

On the 19" June 2013, NHS Stockport Clinical Commissioning Group ran a local event to
raise awareness of the local services and the support networks out there for both those with
learning disabilities and their carers.

The event was attended by 148 people from the local community and a further 50
representatives of local organisations that provide healthcare and support services for
people with learning disabilities and their carers.

The event also launched our new Health Passports to support people with learning
disabilities going into hospital; Health Action Plans to empower people to take control of
their care; and health information packs were developed in an easy read format.

Our Learning Disability work was used as a case study at the NHS Values Summit in
Manchester later that year and the Easy Read information was published on our website.

A follow-up GP Masterclass was then run on Learning Disabilities and the annual health
check.

Challenging Ageism
Stockport has a predominantly older population, making age a key protected characteristic
for local equality work.

The full ban on age discrimination came into force for the NHS in October 2012. A full
briefing on the legislative implications was prepared for the Governing Body and CCG staff
to ensure that decisions taken eliminate illegal discrimination on the grounds of age.

As well as playing an active role in Stockport’s Older People’s Working Group, this year the
CCG has teamed up with Age UK Stockport to run staff training on Challenging Ageism
training for CCG & GP Practice staff as well as Falls prevention work with the public.

The CCG has also developed contractual incentives for health providers to improve the
diagnosis and care of patients with dementia.

Working with the Local Authority, the CCG won a funding bid to create dementia friendly
environments in care homes and day centres.
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At the other end of the age spectrum, the CCG ran a Health Inequalities session for Health
& Social Care students at Stockport College as well as giving information and taking views
at the College’s regular Wellbeing Fairs.

A Younger People’s Health Survey was developed to ensure that the CCG listens to the
views of younger people.

And on the 26" November the CCG ran a GP Masterclass on children’s health.

Targeted Flu Campaigns

e Stockport once again came top in the UK for vaccinating pregnant women. We
vaccinated 74.5% of local pregnant women — almost double the national rate of just
40.3%.

e We came top in vaccinating ‘at risk’ groups of people with long-term conditions /
disabilities to protect them against flu, reaching 68.8% of people, compared to the
national rate of just 51.3%

e We also came top in the UK for vaccinating older people aged 65 and over. 88.8% of
Stockport’s older population received the flu vaccine, beating the national average of
73.4%.

e In 2013 our flu programme was extended to include a new vaccine for children.

Supporting People with Long-Term Conditions
Our ageing population has meant a change in local health needs over recent years, with a
growing number of long-term health conditions and people with complex care needs.

Local engagement has highlighted the difficulties of managing multiple appointments with
different health and social care teams. As a result, one of the CCG’s key priorities has been
to join-up health and social care services and better manage care for people with complex
care needs to reduce unnecessary hospital stays.

Throughout the year CCG undertook a wide range of engagement with local people to
better understand their needs and how they would prefer to be treated. The majority of
respondents told us they would prefer to be treated at home, at their GP Practice or in a
local clinic.

The integrated model of health & social care will be rolled out over the coming years with
additional voluntary organisation support to develop:

* proactive management of people with complex needs

* putting patients in control of their own care

« patients co-producing care plans with professionals

* joined-up assessments of carers needs

« enhanced community support networks

* integrated health & social care records.

IVF

As a result of local engagement on existing access to IVF therapies, the CCG has:
e increased the age limit, allowing more local women to access IVF

e amended the criteria to include same sex couples and single women

e and increased number of funded cycles from one to two.
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Patient Confidentiality & Gender Identity

We worked with the local hospital to ensure that GP referrals to hospital do not breach
confidentiality in respect of a patient’s gender identity. GP Masterclass training included
information about gaining consent before disclosing previous gender identity so that
hospital records can be confidentially updated.

Celebrating Diversity

e During LGBT History Month in February 2013 the CCG displayed the NHS timeline
depicting the contribution of our lesbian, gay, bisexual and transgender community

o We attended Stockport’s local Eid celebration to get views from the Muslim community
The CCG ran an information and engagement stall at Disability Stockport’s annual
‘Celebrating Diversity’ event

¢ And we worked with one of our Patient Panel members to get local publicity for his
article in the NHS’s new timeline on the Asian contribution to the NHS.

6.0 Plans for Next Year

- Bringing the engagement and communications teams together.

- Healthier Together formal consultation. This will include surveys and public meetings
for the consultation on the proposals for the future of hospital services across
Greater Manchester.

- Prevention and empowerment — helping people to learn more about their own health
and take control. Hypertension and COPD (Chronic Obstructive Pulmonary Disease)
will be the main topics for 2014-2015.

- Self-care and how to access services outside a hospital setting.

7.0  Where to get more information

If you would like more information about the work we do, or if you would like to get involved
in future engagement and consultation work, please contact our Communications and
Engagement Team on:

0161 426 5895 - stoccqg.haveyoursay@nhs.net

Or visit our consultation website at www.citizenspace.com/stockport-haveyoursay

Louise Hayes
06 November 2014
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Appendix 1 - Patient & Public Involvement 2013 - 2014

Date Who did we Type of No. of What What did we | Where can you get more information on this work?
consult? engagement people information ask?
we was
engage provided?
d
01/04/2013 | SK1 Patients Survey 6 Patient https://www.citizenspace.com/stockport-
satisfaction haveyoursay/consultation-and-engagement/4246ffa3
survey
01/04/2013 | SK1 Employee | Survey 7 Employee https://www.citizenspace.com/stockport-
Satisfaction Satisfaction | haveyoursay/consultation-and-engagement/39f60774
survey
03/04/2013 | Patients with Survey 211 Views on https://www.citizenspace.com/stockport-
Ic?onngd_'tt?cr)?s %J;:ggement haveyoursay/consultation-and-
iti -
of long-term engagement/Itcpublicsurvey
conditions in
Stockport
15/04/2013 | Infertility Focus group 8 Changes to What IVF https://www.citizenspace.com/stockport-
network, LGF, NICE should NHS haveyoursay/consultation-and-engagement/ivffgl
OIS, Patient Guidance on Stockport
Panel, VF funding fund?
Healthwatch
16/04/2013 | 38 degrees Clinical speaker at 14 Conflicts of Open Q&A https://www.citizenspace.com/stockport-
group local groups interest/ haveyoursay/consultation-and-engagement/38-degrees
transparency
17/04/2013 | Students Focus Group 13 Local health How can we No report available
inequalities make
data services
fairer,
particularly
for younger
people
26/04/2013 | STUFF Survey 7 Views on GP | https://www.citizenspace.com/stockport-
(Stockport User services for haveyoursay/consultation-and-engagement/stuff
Friendly Forum) mental health
30/04/2013 | All provider Clinical speaker at 25 Information on | Views on https://stockport-
organizations local group integrated integrated haveyoursay.citizenspace.com/consultation-and-
inc. care plans care engagement/integrating-h-sc

Care/Nursing
homes
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07/05/2013 | Patients on the | Survey As Views on https://www.citizenspace.com/stockport-
pulmonary above current haveyoursay/consultation-and-
rehab course management | engagement/ltcpublicsurvey
of long-term
conditions in
Stockport
14/05/2013 | Heald Green Clinical speak at 30 Overview of Open Q&A https://www.citizenspace.com/stockport-
Rate Payers local group CCG and info haveyoursay/consultation-and-engagement/hgrg
on the
changes &
implications
for the local
population
20/05/2013 | Patient Panel Patient Panel 13 Review of How we can https://www.citizenspace.com/stockport-
2012-13, make the haveyoursay/consultation-and-engagement/ppmay13
suggestions Patient Panel
for 2013-14 work well
30/05/2013 | Mental health & | Survey 5 Views on https://www.citizenspace.com/stockport-
BME groups mental health | haveyoursay/consultation-and-engagement/bmemh
01/06/2013 | SK1 Patient Survey 7 Views on https://www.citizenspace.com/stockport-
Satisfaction 6 Stockport haveyoursay/consultation-and-engagement/48fbb3f7
month One Service
07/06/2013 | Patients on the | Survey As Views on https://www.citizenspace.com/stockport-
pulmonary above current haveyoursay/consultation-and-
rehab course management | engagement/ltcpublicsurvey
of long-term
conditions in
Stockport
11/06/2013 | Carers Health Information 400 Information on | Views on https://www.citizenspace.com/stockport-
stalls local support carers health | haveyoursay/consultation-and-
services & support engagement/carersinformationday
available needs
17/06/2013 | Safeguarding Survey 88 About what https://www.citizenspace.com/stockport-
Survey local people haveyoursay/consultation-and-engagement/safe
know about
the
Safeguarding
team and the
support they
offer
18/06/2013 | Carers and Speaker at local 65 Overview of Open Q&A https://stockport-
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vulnerable group the haveyoursay.citizenspace.com/consultation-and-
people Winterbourne engagement/winterbourne
review and
information on
Stockport's
response.
19/06/2013 | Learning CCG Public event 198 Information on | Open Q&A https://www.citizenspace.com/stockport-
Disability & local support haveyoursay/consultation-and-engagement/[daw
carers services
available
21/06/2013 | Older people CCG Public event 200 Food Open Q&A https://www.citizenspace.com/stockport-
Demonstration haveyoursay/consultation-and-engagement/50plus
, Zumba
classes,
Pilates, health
information
24/06/2013 | Homelessness | Survey 15 https://www.citizenspace.com/stockport-
Survey haveyoursay/stepping-hill-hospital/4749185d
25/06/2013 | Men & Women | Health Information 120 Men's health N/A https://www.citizenspace.com/stockport-
stalls booklets; haveyoursay/consultation-and-engagement/bg2013
stroke
information,
male & female
cancer
information
leaflets
26/06/2013 | District Nurse User group Views on https://www.citizenspace.com/stockport-
User Group District haveyoursay/consultation-and-engagement/dngp
nursing
services
28/06/2013 | Medicines Survey 79 Views on https://www.citizenspace.com/stockport-
Optimisation how | haveyoursay/consultation-and-engagement/6907alch
Communication information is
S presented
12/07/2013 | Older people Health Information 30 Information on | N/A https://www.citizenspace.com/stockport-
stalls small changes haveyoursay/consultation-and-engagement/rttcmarple/
you can make
to improve
your life
12/07/2013 | Marple - RTTC | Roadshow 28 Information on | Views https://www.citizenspace.com/stockport-
integrated haveyoursay/consultation-and-engagement/rttcmarple/

Real Accountability —demonstrating responsiveness & accountability in commissioning and decision making




https://stockport-haveyoursay.citizenspace.com/consultation-and-engagement/winterbourne

https://stockport-haveyoursay.citizenspace.com/consultation-and-engagement/winterbourne

https://www.citizenspace.com/stockport-haveyoursay/stepping-hill-hospital/4749185d

https://www.citizenspace.com/stockport-haveyoursay/stepping-hill-hospital/4749185d

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/bg2013

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/bg2013

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/dngp

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/dngp

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/6907a1cb

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/6907a1cb

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/rttcmarple/

https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/rttcmarple/



care project

17/07/2013 | Carers Forum https://www.citizenspace.com/stockport-
haveyoursay/consultation-and-engagement/cfjul13
24/07/2013 | Cerebral Palsy | Clinical speak at 60 Presentation Views on our | https://www.citizenspace.com/stockport-
group - patients | local group about the priorities haveyoursay/consultation-and-engagement/scpagm2013
and carers CCG and its
plans
06/08/2013 | People with Health Information 200 CCG overview | Views on https://www.citizenspace.com/stockport-
disabilities stalls CCG/ haveyoursay/consultation-and-
priorities engagement/diversityevent
15/08/2013 | Patient Panel Patient Panel 12 Presentation Views on GM | https://www.citizenspace.com/stockport-
about the new | plans haveyoursay/consultation-and-engagement/ppaug13
NHS
structures and
planned
changes as
part of the
Healthier
Together
programme in
Greater
Manchester
27/08/2013 | SKY Staff Health Information 18 CCGinfo + 4 x https://www.citizenspace.com/stockport-
Health Day stalls leaflets on Engagement | haveyoursay/consultation-and-engagement/sky
various guestions
conditions
13/09/2013 | Healthwatch Clinical speak at 30 Overview of Views on https://www.citizenspace.com/stockport-
local group the how we apply | haveyoursay/consultation-and-engagement/winterbourne
Winterbourne | learning
review locally
25/09/2013 | Patient Panel Patient Panel 12 Overview of Views on https://www.citizenspace.com/stockport-
the Plan ona | next year's haveyoursay/consultation-and-engagement/ppsepl3
Page and how | plans
this translated
to our annual
planning
25/09/2013 | Carers Workshop 30 Overview of Views on https://www.citizenspace.com/stockport-
the Planona | nextyear's haveyoursay/consultation-and-
Page and how | plans engagement/cfsept2013/consult_view

this translated
to our annual
planning
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03/10/2013 | Providers, Speaker at local 35 Update on Views
Mind, Stockport | group integrated
FLAG, care
Healthwatch
04/10/2013 | Patient Panel Patient Panel 12 Update on HT | Views on
Review Healthier
Together
plans
14/10/2013 | Care Leavers Survey 18 Overview of Views on https://www.citizenspace.com/stockport-
Survey Safeguarding | safeguarding | haveyoursay/safeguarding-team/2d8677f2
system
16/10/2013 | PIPS Annual Health Info Stalls 245 CCG info + 4 https://www.citizenspace.com/stockport-
Information Day leaflets on Engagement | haveyoursay/consultation-and-engagement/pips2013
2013 various Questions
conditions
17/10/2013 | Young People Health Info Stalls 155 4 x https://www.citizenspace.com/stockport-
Engagement | haveyoursay/consultation-and-engagement/wellbeingfair
guestions
19/10/2013 | Stockport Eid Health Info Stalls 40 4 x https://www.citizenspace.com/stockport-
Event Engagement | haveyoursay/consultation-and-engagement/sk-eid-event
guestions
29/10/2013 | Patients with Co-production 50 Overview of Views on https://www.citizenspace.com/stockport-
|0”9Ci_tt‘?rm Igtegrateg | ,h(zW WEt’ best | haveyoursay/consultation-and-
conditions, are mode integrate -
carers & health and engagement/mwcoproduction
frontline staff in social care to
Marple & treat people
Werneth with complex
needs in the
community
04/11/2013 | People with Survey 74 N/A Views on https://www.citizenspace.com/stockport-
visual local eye haveyoursay/consultation-and-engagement/sk-eye-
impairments health health
services
04/11/2013 | People with Survey 14 RNIB Views on https://www.citizenspace.com/stockport-
visual outcomes local eye haveyoursay/consultation-and-engagement/eye-health
impairments standards health
services
05/11/2013 | Patient Focus group 11 Brief overview | Views on our | https://www.citizenspace.com/stockport-
information of current strategic haveyoursay/consultation-and-engagement/pie
exchange priorities and planning
group how the work
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streams within

them are
progressing.
06/11/2013 | Patient Panel Patient Panel 10 Overview of Views on the | https://www.citizenspace.com/stockport-
the Stockport | new service haveyoursay/consultation-and-engagement/ppnov13
One Service
07/11/2013 | Friends of Clinical speak at 30 Presentation https://www.citizenspace.com/stockport-
Bramhall Park local group about the haveyoursay/consultation-and-engagement/friends-of-
CCG and its bramhall-park
plans
11/11/2013 | Patient Panel Survey 4 Meeting about | Views on the | https://www.citizenspace.com/stockport-
integrated hub model haveyoursay/consultation-and-
care plans engagement/ichubpatientpanel-survey
13/11/2013 | Heaton Mersey | Survey 41 Overview of Views on our | https://www.citizenspace.com/stockport-
practice priorities haveyoursay/primary-care/heaton-mersey-medical-
practice-mini-survey-2013-14
14/11/2013 | Rethink Mental | Clinical speak at 20 The group Impact on https://www.citizenspace.com/stockport-
Health Carers local group were given an | carers haveyoursay/consultation-and-engagement/patient-
overview of confidentiality
their rights in
relation to
obtaining
information,
how and when
to make a
Subject
Access
Request, an
Access to
Health
Records
request and a
Freedom of
Information
reguest
29/11/2013 | Local people Health 53 https://www.citizenspace.com/stockport-
awareness/educatio haveyoursay/consultation-and-engagement/copdevent
n
30/11/2013 | Local people Health Information 50 Overview of Views on our
stalls case for integrate
change and health and
Integrated social care
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Care model

model to
treat people
with complex

needs in the
community
03/12/2013 | Age UK Forum | Focus group 13 Overview of Views on our
the CCG's strategic
progress since | planning
authorisation
04/12/2013 | Patient Panel Patient Panel 9 Overview of Views on https://www.citizenspace.com/stockport-
the how to haveyoursay/consultation-and-engagement/ppdec13
commissionin | improve
g process and | quality
work on
quality
improvement
07/12/2013 | Local people Health Information 50 Overview of Views on our | https://lwww.citizenspace.com/stockport-
stalls case for integrate haveyoursay/consultation-and-engagement/integrated-
change and health and hub-mw/consult_view
Integrated social care
Care model model to
treat people
with complex
needs in the
community
14/12/2013 | Local people Health Information 30 Overview of Views on our | https://www.citizenspace.com/stockport-
stalls case for integrate haveyoursay/consultation-and-engagement/integrated-
change and health and hub-mw/consult view
Integrated social care
Care model model to
treat people
with complex
needs in the
community
01/01/2014 | Patient Survey 66 https://www.citizenspace.com/stockport-
Confidentiality haveyoursay/consultation-and-engagement/elbcd32b
Survey
09/01/2014 | Carers of Clinical speak at 20 NHS Views on https://www.citizenspace.com/stockport-
patients with local group structures spending haveyoursay/consultation-and-engagement/coo-at-
mental health priorities rethink-jan2014
problems
12/01/2014 | TIA Pathway Survey 7 https://www.citizenspace.com/stockport-
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Consultation

haveyoursay/quality-and-provider-management/0Ocle4df5

14/01/2014 | Workplace Health 30 Men's health Views on Lorraine to complete
Health Event at | awareness/educatio info NHS
Robinsons n priorities
15/01/2014 | Patients who Survey 3 Overview of Views on https://www.citizenspace.com/stockport-
have had a TIA the CCG's pathway and | haveyoursay/quality-and-provider-management/Ocle4df5
plan plans
20/01/2014 | Healthwatch Focus group 30 Overview of Views on http://www.healthwatchstockport.co.uk/sites/default/files/
members plans for personal 05-healthwatch_stockport_news-february-march-14.pdf
Personal health
health budgets
Budgets
23/01/2014 | People with Focus Group 7 RNIB Views on
visual outcomes Wet AMD
impairments standards services
28/01/2014 | People with Focus Group 8 RNIB Views on
visual outcomes Wet AMD
impairments standards services
29/01/2014 | Patient Panel Patient Panel 12 Overview of Views on https://www.citizenspace.com/stockport-
the budget for | spending haveyoursay/consultation-and-engagement/ppjanl4
2014/15 and priorities
how this
translated into
services for
the year
29/01/2014 | Bereavement Survey 7 Stockport End | Views on our | https://www.citizenspace.com/stockport-
Questionnaire of Life Strategy haveyoursay/service-reform-team/406f86f3
Strategy
30/01/2014 | Blood Pressure | Survey 137 Peoples https://www.citizenspace.com/stockport-
Survey understandin | haveyoursay/communications-team/blood-pressure-
g of blood survey
pressure
01/02/2014 | Community Survey 24 https://www.citizenspace.com/stockport-
Based Care haveyoursay/consultation-and-engagement/community-
Standards based-care-standards
01/02/2014 | In-Hospital Survey 24 https://www.citizenspace.com/stockport-
Care Standards haveyoursay/consultation-and-engagement/in-hospital-
care-standards
03/02/2014 | Local Clinical speak at 50 Overview of Views on our | https://stockport-
Councillors & local group case for integrate haveyoursay.citizenspace.com/consultation-and-
members of the change and health and engagement/integrating-h-sc
public Integrated social care
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Care model

model to
treat people
with complex
needs in the
community

05/02/2014

Local
Councillors &
members of the
public

Clinical speak at
local group

50

Overview of
case for
change and
Integrated
Care model

Views on our
integrate
health and
social care
model to
treat people
with complex
needs in the
community

https://stockport-
haveyoursay.citizenspace.com/consultation-and-
engagement/integrating-h-sc

09/02/2014

Carers Survey -
Marple &
Werneth

Survey

22

https://www.citizenspace.com/stockport-
haveyoursay/service-reform-team/c74fbaf8

13/02/2014

Extended
Access to GP
appointments

Survey

10

To comment
on Challenge
fund bid to
extend and
improve
access to GP
services.

https://www.citizenspace.com/stockport-
haveyoursay/consultation-and-engagement/extaccessbid

13/02/2014

GP End of Life
Care Review

Survey

27

Knowledge of
dying and
bereavement
services

https://www.citizenspace.com/stockport-
haveyoursay/service-reform-team/22475elc

01/03/2014

Local people

Health Information
stalls

65

Overview of
case for
change and
Integrated
Care model

Views on our
integrate
health and
social care
model to
treat people
with complex
needs in the
community

https://www.citizenspace.com/stockport-
haveyoursay/consultation-and-engagement/integrating-h-
e

01/03/2014

Local people

Health Information
stalls

54

Overview of
case for
change and
Integrated
Care model

Views on our
integrate
health and
social care
model to

https://www.citizenspace.com/stockport-
haveyoursay/consultation-and-engagement/integrating-h-
sC
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treat people
with complex

needs in the
community
01/03/2014 | Integrated Care | Workshop 27 Strategic Input into https://www.citizenspace.com/stockport-
Consultation Planning & CCG plans haveyoursay/consultation-and-engagement/integrated-
Meeting - Input into the care-consultation-sh-v
Stepping Hill & CCG’s Annual
Victoria Plan
01/03/2014 | Integrated Care | Workshop 15 Strategic Input into https://www.citizenspace.com/stockport-
Consultation Planning & CCG plans haveyoursay/consultation-and-engagement/integrated-
Meeting - Input into the care-consultation-h-tv
Heatons & CCG'’s Annual
Tame Valley Plan
01/03/2014 | Integrated Care | Workshop 10 Strategic Input into https://www.citizenspace.com/stockport-
Consultation Planning & CCG plans haveyoursay/consultation-and-engagement/integrated-
Meeting - Input into the care-consultation-meeting-c-b
Cheadle & CCG'’s Annual
Bramhall Plan
06/03/2014 | Public Rise To Roadshow 45 Information on
the Challenge health
services
08/03/2014 | Local people Health Information 45 Overview of Views on our | https://www.citizenspace.com/stockport-
stalls case for integrate haveyoursay/consultation-and-engagement/integrating-h-
change and health and sc
Integrated social care
Care model model to
treat people
with complex
needs in the
community
08/03/2014 | Local people Health Information 50 Overview of Views on our | https://www.citizenspace.com/stockport-
stalls case for integrate haveyoursay/consultation-and-engagement/integrating-h-
change and health and sc
Integrated social care
Care model model to
treat people
with complex
needs in the
community
10/03/2014 | Public RTC Roadshow 65 Information on

health
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services

13/03/2014 | Patient Panel Patient Panel 12 Presentation Views on https://www.citizenspace.com/stockport-
on personal health haveyoursay/consultation-and-engagement/ppmarl4
responsibility literacy
for health
14/03/2014 | Public — Rise Roadshow 30 Information on https://stockport-
To The health haveyoursay.citizenspace.com/consultation-and-
Challenge services engagement/2014-rttcreddish
15/03/2014 | Local people Health Information 85 Overview of Views on our | https://www.citizenspace.com/stockport-
stalls case for integrate haveyoursay/consultation-and-engagement/integrating-h-
change and health and sC
Integrated social care
Care model model to
treat people
with complex
needs in the
community
20/03/2014 | Public CCG Public event 37 Overview of Views on our | https://www.citizenspace.com/stockport-
the CCG's strategic haveyoursay/consultation-and-engagement/ccgstrategic-
progress since | planning plans2014m-w/consult_view
authorisation
20/03/2014 | Healthwatch Focus group 26 Overview of Views on our | https://www.citizenspace.com/stockport-
the CCG's strategic haveyoursay/consultation-and-engagement/h-
progress since | planning watchstrategicplans2014/consult_view
authorisation
21/03/2014 | Local people Health Information 103 Overview of Views on our | https://www.citizenspace.com/stockport-
stalls case for integrate haveyoursay/consultation-and-engagement/integrating-h-
change and health and scC
Integrated social care
Care model model to
treat people
with complex
needs in the
community
22/03/2014 | Local people Health Information 85 Overview of Views on our | https://www.citizenspace.com/stockport-
stalls case for integrate haveyoursay/consultation-and-engagement/integrating-h-
change and health and e
Integrated social care
Care model model to

treat people
with complex
needs in the
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community

25/03/2014 | Local people CCG Public event 53 Overview of Views on our | https://www.citizenspace.com/stockport-
the CCG's strategic haveyoursay/consultation-and-engagement/ccgstrategic-
progress since | planning plans2014sh-v/consult_view
authorisation
27/03/2014 | Local people CCG Public event 15 Overview of Views on our | https://www.citizenspace.com/stockport-
case for integrate haveyoursay/consultation-and-engagement/integrated-
change and health and care-consultation-h-tv
Integrated social care
Care model model to
treat people
with complex
needs in the
community
27/03/2014 | Local people CCG Public event 50 Overview of Views on our | https://lwww.citizenspace.com/stockport-
the CCG's strategic haveyoursay/consultation-and-engagement/ccgstrategic-
progress since | planning plans2014c-b/consult_view
authorisation
03/04/2014 | Local people CCG Public event 8 Overview of Views on our | https://www.citizenspace.com/stockport-
the CCG's strategic haveyoursay/consultation-and-engagement/copy-of-
progress since | planning ccgstrategic-plans2014h-tv
authorisation
22/05/2013 | People with Survey 4 https://www.citizenspace.com/stockport-
/ carers of haveyoursay/consultation-and-engagement/Idcarers
people with
Learning
Disabilities
Apr 13 - Patient Survey 294 Overview of Views on https://www.citizenspace.com/stockport-
Mar 14 reference group practice practice haveyoursay/primary-care/copy-of-
marple cottage patient_survey 2013-14
Apr 13 - Patient Survey 86 Overview of Views on https://www.citizenspace.com/stockport-
Mar 14 reference group practice practice haveyoursay/primary-care/gatley-medical-centre-2014-
survey
Apr 13 - Patient Survey 31 Overview of Views on https://www.citizenspace.com/stockport-
Mar 14 reference group practice practice haveyoursay/primary-care/drs-lennox-and-khan-patient-
survey-2013-2014
Apr 13 - Patient Survey 136 Overview of Views on https://www.citizenspace.com/stockport-
Mar 14 reference group practice practice haveyoursay/primary-care/heaton-mersey-medical-
practice-survey-2014
Apr 13 - Patient Survey 59 Overview of Views on https://www.citizenspace.com/stockport-
Mar 14 reference group practice practice haveyoursay/cheadle-medical-practice/cheadle-medical-

practice-patient-survery-2014
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April Potential Survey 82 Changes to What IVF https://www.citizenspace.com/stockport-
service users NICE should NHS haveyoursay/consultation-and-engagement/c5796c¢3b
Guidance on Stockport
VF funding fund?
April Potential Survey 293 Views on https://www.citizenspace.com/stockport-
service users current haveyoursay/consultation-and-
management | engagement/ltcpublicsurvey
of long-term
conditions in
Stockport
Feb-Mar Healthwatch, Survey 61 Overview of Views on https://www.citizenspace.com/stockport-
Patient panel & patient confidentiality | haveyoursay/consultation-and-engagement/elbcd32b
staff confidentiality
Feb-Mar Public Survey 16 Overview of Views on https://www.citizenspace.com/stockport-
Healthier standards haveyoursay/consultation-and-engagement/in-hospital-
Together's care-standards
standards for
in-hospital
care
Feb-Mar Public Survey 18 Overview of Views on https://www.citizenspace.com/stockport-
Healthier standards haveyoursay/consultation-and-engagement/community-
Together's based-care-standards
standards for
Community-
based care
Feb-Mar Service users Survey 3 COPD check | Views on https://www.citizenspace.com/stockport-
day event haveyoursay/healthy-stockport/38edbla0
Feb-Mar Service users Survey 120 campaigning Views on https://www.citizenspace.com/stockport-
to increase event haveyoursay/communications-team/blood-pressure-
the number of survey
people who
have had
blood
pressure
checks and to
help raise

awareness of
how to
prevent high
blood
pressure
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NHS

Greater Manchester Association of
Clinical Commissioning Groups

1.WELCOME & APOLOGIES FOR ABSENCE

The Chair welcomed all to the meeting and introductions were made.

2.MINUTES OF THE LAST MEETING (5.8.14)

The minutes of the last meeting were accepted as an accurate record of the previous meeting.

3. STRATEGIC WORK PROGRAMMES

3.1 Healthier Together Budget
The paper is to provide an update to AGG on the budgets for the Health and Social Care programme
for2014/15.The detail already been shared with the CFOS group. AGGs are requested to:

e Note the revised split of the agreed 2014/15 budget.

e Note the risks identified to this budget and the use of contingency

e Note the spend for Quarter 1 2014/15 which took the programme to consultation launch
2014/15 Budget

e Funding for the programme for 2014/15 was agreed by the GMACCGs. Contributions to support

primary care elements were agreed by the NHS England GMAT.

The major changes that impact 14/15 budget are as follows:

e The integrated care budget has been consolidated into the service redesign team

e Increased budget to support the consultation due to additional activities being included and
creative material being designed professionally

e Additional month salary payment due to underpayment last year has been profiled across teams

e Management cost increased due to reclassification of Programme Director post from PMO &
Corporate and extension of Medical Director post to equivalent support for remainder of
financial year

e Increase in backfill costs for SRO support (costs being clarified)

e Extension of PRG chair costs for whole year

e Reduction in the contingency which was previously shown under Finance & Estates consultancy
costs to balance the budget to original cost envelope.

Contingency

It was recommended that a contingency was kept in the original budget. This was to reflect the risks to
the budget outlined above. It was recommended that AGG receive a budget update paper in July to
evaluate whether this contingency has been required.

The contingency has been used in the revised budget. The main reasons for this are as follows:
e The NHS E resource tracker shows 290 days of internal resource to complete assurance work —
unbudgeted in the original estimates and so more reliant on additional consultant capacity
e Unbudgeted McKinsey costs to support the assurance process adding expertise and capacity
e Rework of consultation document resulting in additional costs with creative agency
e Additional consultation costs due to additional activities in preparation and content
e Deloitte invoice in dispute, due for resolution in October — budget reflects a worst case scenario
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Phasing
The revised 14/15 budget has been split into 3 phases:

e Pre-consultation business case — April to June
e Consultation —July to September
e Evaluation and decision making — October to March

AGG are asked to;
e Note the revised profile for the agreed 2014/15 budget
e Note the Quarter 1 spend versus budget
e Note the risks to the Healthier Together Programme budget

RECOMMENDATIONS:
e Note the revised profile for the agreed 2014/15 budget
e Note the Quarter 1 spend versus budget
e Note the risks to the Healthier Together Programme budget

The AGG noted:
o The risks identified and requested that CFOs continue to review and report through to AGG
e More detail on the use of the contingency also requested

3.2 Wider Leadership Programme
WH provided an update on the Health & Social Care Reform work with a particular emphasis on the joint
work with AGMA. The update follows the session at the Association’s recent time out session. The AGG
at its last meeting considered a paper articulating a series of strategic objectives relating to Health &
Social Care Reform. The scope of work proposes a series of shared strategic objectives:
o [Effectively aligning Health & Social Care Reform with Complex Dependency as part of Public
Service Reform;
e Implementation of the New Delivery Models for Integrated Care;
e The Delivery of the Primary Care Strategy and the Development of the Primary Care Provider
Organisations;
e The Development of the Single Service Concept to support integration across Acute Trusts;
e Supporting the Workforce Transformation to the new models of care;
e Strategic Engagement with Public Health and Public Health England;
e Realising the strength of our academic assets; and
e Developing the conversation with Government to pursue national support for GM’s reform
programme.
The same paper and proposed objectives have also been considered and supported by AGMA, engaging
both Public Health and social care Directors within that process. Work is underway to capture the detail
of delivery to describe actions, partners and capacity alignment.

e Primary Care Transformation - The GM Primary Care Transformation Steering Group provides
direction and oversight to ensure the delivery of the GM Primary Care Strategy. The group is
able to engage both professional networks across primary care and key partners such as AGMA
and Health Education England. The key enabling workstreams include:

» Workforce > Estates
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» Organisational Development » Finance/Contracting
> IM&T

e Healthier Together - A full Consultation Activity Report will be presented at the end of the
formal period capturing the extent and impact of the publicity, engagement activity and
consultation responses. A draft AGMA response has been developed through Clir Smith and Clir
Morris and agreed by all Leaders at the GMCA on 26™ September.

e Integrated Care Delivery — a simple framework for Integrated Care Development has been
established to support joint enabling work and help in establishing a common headline
dashboard to track the extent of roll out of the new models and their impact on local systems.

The dashboard will use common outcome measures (most already available through the AQuA/ADASS
data) and process measures (such as care plans completed, population covered by integrated
neighbourhood teams, etc). Agreed measures of primary care development relating to the Healthier
Together primary care standards will be incorporated. It is anticipated that this comparative dashboard
then becomes available to CCGs and Councils through the ten Health & Wellbeing Boards.

e Public Service Reform - Complex Dependency - GM has accepted the invitation from DCLG to be
an early adopter for phase 2 of the Troubled Families programme. As an early starter, GM is
working with DCLG’s Troubled Families Unit on developing the programme, in particular around
use of the Cost Savings Calculator, defining success for Payment by Results, and accessing data.

Working Well referrals continue to increase supported further by a successful visit by the
Shadow Minister for Employment and Welfare reform (Stephen Timms MP) who is keen to
understand our learning from the implementation of the programme.

Work is taking place to develop a business plan to access government funds for a mental health
and employment integration trailblazer. This pilot programme was announced in the GM
Growth and Reform Deal.

GM has been successful in securing non-recurrent funding from DCLG, GM, to support localities
adopting the Early Years new delivery model to move ‘Further, Faster’. This funding will support
the upfront costs associated with implementing the model, such as buying assessment materials
and training for the workforce. The developing data capture system which will electronically
record the Early Years early adopter dataset is nearing completion.

Conversation with Government — CCG colleagues have been kept appraised of recent discussions
to build on the City Deals which relate to Health & Social Care Reform. The information has been
submitted and it is anticipated that the Health & Social Care Reform Leadership Advisory Group
(See below) will provide the forum to shape GM'’s input to those discussions.

GOVERNANCE:

Health & Social Care Reform Leadership Advisory Group

At its last meeting the AGG received a proposal for the establishment of a Health & Social Care Reform
Leadership Advisory Group. Further draft terms of reference have been considered and supported by
AGMA through its Wider Leadership Team. AGMA CE representatives have been confirmed as Sir
Howard Bernstein, Steven Pleasant and Sean Harris. CCG colleagues are asked to support the
establishment of this group and confirm their nominees to the group. It was agreed that the CiC Chair
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should not be a member. Further nominations could be considered would need to manage the risk if
CCGs membership outnumbered the AGMA representation.
Nominations for the Group based ion SRO roles:-
e Sulong
e lan Williamson
e Hamish Stedman
e Ranjit Gill
Joint Leadership Engagement
As the health & social care leadership has engaged on the development of strategic priorities and the
revisions to the GM governance broader leadership engagement would be beneficial in the short term.
This has been proposed initially as a joint event engagement event bringing together AGMA Chief
Executives and CCG Accountable Officers. This might be the initiator of a wider leadership development
process for GM Health & Social Care Reform which would support a deeper constituency engaging
ADASS, DCS, DPHs and CCG Heads of Commissioning alongside Chief Executives and Chief Officers. GM is
pursuing the possibility of support to this arrangement from the LGA and NHS Confederation.

GM Health & Wellbeing Board
This is the forum which provides the facility for direct engagement with elected leaders from GM'’s
Councils. It invites representation from clinical leaders of GM’s CCGs along with key partners from across
the GM Public Service and Public Health England. On 8 August 2014 the GM Health & Wellbeing Board
met to consider its role and priorities. At the facilitated session the Board agreed that the GM Health &
Wellbeing Board will be a strategic partnership with an important symbolic presence. The Board will
take a strong leadership role, hosting debate and challenging its membership and partners. The
partnership focus will be central as the Board will provide the opportunity to bring together AGMA, CCG
Clinical Leaders, Public Health England, NHS England, The Police & Crime Commissioner’s Office, GMP
and GM Fire & Rescue, the community and voluntary and private sector, and universities in Greater
Manchester. This Board will focus on a smaller number of strategic priorities, to include:

. Early years

. Supporting people into work

. Supporting older people

These three priorities represent a life-course approach, and align with the Greater Manchester Strategy
and the developing GM Public’s Health Strategy.

RECOMMENDATIONS
The AGG is asked to:
i. Consider the update and note the specific updates within the exception report;
ii.  Consider the revised Terms of Reference of the Health & Social Care Reform
Leadership Advisory Group; and
iii. Nominate three CCG members of that group.

ACTION:
e WH to inform of the outcome of the funding bid to Clinical Chairs/COs/CFOs
o WH to prepare a briefing in respect of the funding for use by CCG Boards
e AD to seek two further nominations for the H&SC Leadership Advisory Group
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3.3 Organisational Alignment Capability programme
Mike Burrows was in attendance to provide an update on the Organisational Alignment Capability
Programme as follows:

e The changes to be described will hopefully provoke discussion regarding the future position of
CCGs and the Association

e The internal staff consultation with regard to the 15% reduction to running costs will conclude
on 14 November.

o An external 10% reduction and a further 5% reduction to the Executive Team to invest in other
areas such as specialised commissioning and to strengthen the national strategy policy unit.

e In the North, area teams will reduce from 9 to 4. The local (GM) team will cover a footprint
which includes Lancashire (20 CCGs in total) with a single team of Directors.

e The Area team is work closely with the Regional team and will likely mean that the hierarchical
internal assurance process will reduce.

e Currently the CCGs in Lancashire do not have a formal collective group and therefore represents
a significant challenge for the new team.

e ‘Healthier Lancashire’ is driven by the Lancashire Area Team working with a range of partners
including acute trusts.

e In October 2015 the area team’s commissioning responsibility for 0-5year olds will transfer to
local authority. No resource running cost is going to transfer as consequence of these changes.

e |t is expected the Area Team will also be devolved of other functions eg GP appraisal, some
aspects of safety/quality reporting and legacy IT.

e Appraisal and safety is enshrined in the legislation and therefore will require secondary
legislation to devolve those responsibilities elsewhere.

e Animpact on CCGs is EPRR due to the bigger footprint.

o The assurance relationship will be different, with one team and 20 CCGs and therefore naturally
more distant. It is unlikely there will be quarterly assurance meetings but maintaining regular
CCG meetings — further review will be required in to maximise the resource within the team.

e Co-commissioning is an area where CCGs will have a bigger role and policy in this area is still
developing. This provides an opportunity for the AGG to take on the leadership role within GM.

e It is anticipated that there will be moves towards the new structure during November through
to the first week in January. ‘Go live’ will be the first week in April but it is anticipated that the
new structure will start to operate as soon as it is completed (probably early in the New Year).

The AGG
o SN to prepare a discussion paper for the next meeting
e Need for an OD plan to support AGG leadership
e To invite MONITOR to a AGG to understand their approach to re-procurement

3.4 Resourcing Proactive Primary Care

Following the “Call to Action” from Dr. Ranjit Gill regarding increasing investment in primary care, a
workshop to scope an appropriate methodology was held on 17 September 2014. The paper circulated
provides a briefing on the workshop as well as requesting support for the proposed way forward; the
creation of GM Primary Medical Care Standards. Crucial to note is the balance required between GM
wide standards and additional, locally determined and complementary standards. GM wide Primary
Medical Care Standards will bring the unwarranted variation into clear sight but more importantly will
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start to address this at scale and pace. The standards will need to be accompanied by relevant and
effective KPIs and development/support plans.

The initial workshop reviewed different approaches to increasing resource in primary care. Liverpool
CCG presented 3 full years of data showing against their chosen metrics, considerable improvements in
performance e.g. increased disease registers, uptake in screening as well as access and a reduction in
secondary care attendances for primary care issues. Bolton CCG have developed the Liverpool Standards
further and have agreed 17 standards with 45 KPIs through considerable engagement with their GP
practices. Those present felt that this approach across Greater Manchester could be extremely
beneficial in reducing variation and “levelling up” quality outcomes in a short timescale.

Next Steps

The workshop agreed that the creation of GM Primary Care standards should be proposed. They would
need to shine a light on variation, be accompanied by KPIs and development/support plans and a
mechanism for claw-back and conflict management should improvements not be forthcoming. An
agreed level of funding per patient for each practice across GM would be vital and would have to be
delivered on a recurrent basis.

Workshop proposal

The creation of two task and finish groups a Clinical Reference Group and a Business & Process Group
reporting on progress to the Primary Care Transformation Steering Group, chaired by Dr. Raj Patel with
decisions referred to AGG.

AGG is requested to:

e Note the progress to date for the “Call to Action” in relation to increasing funding to Primary Care

e Support the development of proposed GM wide Primary Medical Care Standards as a method to
improve outcomes and reduce primary care variation at scale and pace

e Confirm the creation of two specific task and finish groups

e Request nominees and provide the necessary capacity to fulfil this role effectively

e Request monthly updates on progress to the AGG

AGREED:
e To support the establishment of a single (not two) next steps group
o There is a need for an overarching framework with local ‘flavour’
¢ Need to engage with patients/clinicians
e To undertake benchmarking of GP practices

3.5 Service Transformation Proposal

IW presented a paper that sets out the strategic direction of major transformation in GM, as
commissioners and providers face future clinical and financial challenges. There will need to be a
continuing programme of public sector reform and GM is very fortunate in that a strong, cohesive
leadership community exists across health and social care to lead and deliver this challenging agenda.
Over the last few years GM has delivered a number of significant major transformation programmes
that have had a significant clinical, financial and strategic effect on health and care services. This work
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has been led by CCGs and Local authorities in GM and enabled and supported by the Service
Transformation team.
There are a number of existing and emerging transformation programmes for the GM CCGs:
1. Completion of the Healthier Together programme which will broadly involve:
e  Completion of the consultation and decision making processes
e  Co-ordination of implementation across the acute providers
e  Completion of NHS England assurance requirements, including the identification of the
full Greater Manchester proposal for sustainability (the Paul Baumann solution)

2. Care Together which includes the reconfiguration of acute services at Tameside General
Hospital.
3. Continuation of the Southern Sector challenged economy work which includes reconfiguration

of acute services at University Hospitals of South Manchester, NHS Foundation Trust at Stepping
Hill and potentially East Cheshire NHS Trust.

4, North East sector which includes reconfiguration of acute services provided by Pennine Acute
NHS Trust.

(The latter three transformation programmes are likely to need formal public consultation and the

associated processes and assurance requirements).

GMCCGs have committed resource to their major transformation programme up until the end of
2014/15. It is timely to confirm the resource that will be required to complete Healthier Together and to
consider the further transformation CCGs will undertake in the next two years. Greater Manchester has
a high national profile and reputation for its cohesive strategic leadership and successful delivery of
challenging transformation programmes. The GM economy has worked together to launch the Healthier
Together consultation as the first step in major strategic reform of health and care. This has been
achieved despite significant challenges both politically and within the NHS. The quality of the work
produced to withstand these challenges has been recognised and externally assurance by national
bodies such as National Clinical Advisory Team (NCAT), Office of Government Commerce (OGC) Health
Gateway Review and NHS England have given GM commissioners confidence in the process and the
underpinning work produced by the Service Transformation team.

Proposal
It is proposed that the Major Transformation team’s core purpose will be the completion of all
requirements of Healthier Together and the administration of GM level governance for major
transformation. The expected products/ benefits for the 12 CCGs will be the successful completion and
assurance of the following:
e transport report - event summary, response to consultation and recommendations for changes
e equalities assessment (legally required)
impact assessment (legal requirement)
consultation reach and engagement report
consultation response report
o ERG report
e any further analysis required as a result of consultation responses e.g. analysis of new models,
analysis of new options, workforce, estates
e Paul Baumann challenge - main issue outstanding from NHS
e response to remaining (14) NHSE outstanding assurance items including "four tests"

Page 8 of 15





NHS

Greater Manchester Association of
Clinical Commissioning Groups

Governance will need to be designed which will address the local and sector requirements. It is
suggested that individual sectors/CCGs should commission support for their formal public consultation
as they require. Clearly the pace and scale of transformation will vary across GM going forward, and it
seems sensible that the funding of each major transformation programme be undertaken in sectors.

The team turnover rates are high due to the successful nature of the work and the current national
profile and the temporary nature of funding and commitment given to date. Commitment to the
completion of Healthier Together and consequently the current core business of this team needs to be
confirmed. GMCCGs, through a lead CCG approach, should continue to lead and manage the team. The
team have been approached by other groups of CCGs in England for advice and support as they tackle
major service transformation. It is proposed that such approaches for advice and support are
accommodated where capacity allows to reduce costs to GM CCGs wherever possible.

The AAG is asked to: -

a) recognise the work of the team to date.

b) agree that the focus of the team going forward will be the completion of the Healthier Together
programme. This includes the decision making process, coordination of implementation and
NHSE assurance. (The detail of the expected products / benefits is outlined in section 4). This
work will be financially supported by the 12 CCGs.

c) agree that individual CCG, or multi CCG sector plans for major transformation, and especially
any necessary public consultation will be commissioned separately (as those CCGs choose) i.e.
this will not be funded by the 12 CCGs together.

d) agree that detailed budget and staffing plans will be developed by the team and the lead CCG, in
conjunction with COs and CFOs. The budget for 2015/16 is expected to be less than that for
2014/15. The work that the budget will support is very significant, but the need to keep a
downward pressure on costs is recognised, notwithstanding that the team costs remain as
programme costs rather than management/ running costs.

e) note that the activities needed to be completed by the team in relation to Healthier Together
post -consultation require some different skills to those in the team to date. For example, skills
associated with the public consultation need to be replaced by those associated with decision
making and financial business cases. 15 aspects of the NHSE assurance process must be
completed before April 2015. As a result, HR advice has been taken from Salford Royal FT
(employer) and Central Manchester CCG (host). So

e asmall number of vacancies in the team are in the process of being filled, internally where
possible.

o views will be sought from Chief Officers on the approach that the team takes and
potential links with other teams.

e views will be sought from Chief Financial Officers on the financing of the team and of
major transformation more generally.

f) agree with the intention to include within the detailed work ind), clarification of the primary
care, community based care and public sector reform capacity, subject to further discussions
with NHSE and AGMA.

g) consider further discussion about the scope of the work of the team in the future if CCGs are
asked to inherit work from NHSE, as seems likely. Chief Officers were anxious at this stage to
limit the role of the team as per b) above, but will be asked to reconsider this if it seems that
collective work on (e.g. aspects of specialist commissioning) should be considered.
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The AGG noted:
o That the revised paper already considered through COOs was much clearer but still raised
questions
e For further discussion at Fridays COOs meeting
o Need to consider what the GM plan is and then determine the support required
e All agreed need to compete HT and define the endpoint
e Need to consider the wider role of Service Transformation

4. ASSOCIATION OF CCGS

4.1 Away Day — next steps

AD provided an overview for the recent AGG away day next steps already covered by Warren
Heppolette in terms of strategic objectives and Rob Bellingham for the Primary Care section. A refresh of
the day was provided which included the AGG member’s aspirations, common themes for the future
model of Primary Care and specialised commissioning. The latter debate raised a number of questions
which have been fed back through to NHSE to support the continued discussions nationally.

Big ticket items: agreed are what must be done and achieved at a GM level and once determined all
CCGs continue to work as one. It was agree that we need to share intelligence more freely across CCGs
again to support the reduction in duplications and support each other. We need to prioritise the current
Lead CCG arrangements which may need further consideration to support the expected eroding of
structures elsewhere in the system. We also need to manage the continued tension between
membership organisation and Association and look to support decision making more effectively to
ensure proactive use of AGG time. Part of this is ensuring we support our leads and supporting
infrastructure.

Big Ticket rankings:

e Primary Care — case for investment and setting the standards

e Building stronger strategic/leadership relationships — AGMA/AGG interface
Specialised commissioning in terms of reinventing the Lead Commissioning/Collaborative roles
Community Based Care

e Healthier Together 2

e Commissioning organisational support
AGG achievements

e 12 speakingas1

e Lead CCGs arrangements

e HT consultation

e Governance arrangements
Challenges

e Changing landscape

e AGG vs membership (tension)

e Strategic vs local intent
Priorities

e The big ticket items
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CiC vs AGG comparision:

AGG - Diffuse CIC - Functioning
- Exhausting Committed
- Fells like a free for all Clear agenda

AGG — no clearly identified priorities — continuing to fire fight
CIC — managed programme with clear ambition

GM Framework:

Work sponsored by Mike Burrows through PA Consultancy to develop a programme/tool to manage the
oversight of the totality of all GM Programmes. This will includes all CCG, strategic Clinical Network and
Specialised Commissioning programmes. The aim will be to determine ownership, responsibilities, scope
and risks. The benefits already identified through the development of the framework are that we have
identified a number of areas of duplication which has been managed through determining ownership.
Through the AT/CCG Directors meeting it was decided that the Association was best placed to continue
the development and management of the programme which needed to be resourced to ensure that the
system developed remains ‘live’. Melissa Surgey has been appointed to lead this work on behalf of the
Association. This work may support the decision making process ensuring that all information is
available to support governance processes.

RECOMMENDATIONS
e Agree a structured OD programme for AGG and supporting infrastructure
e Prioritise the joint working AGG/AGMA leadership session

The AGG:
o Noted and supported the feedback acknowledging that further work required on decision
processes at the next away day
e AD to align the next away day with the leadership session to work with WH for planning
purposes

4.2 Ambulance Commissioning: PTS Procurement

Stuart North and Sue Sutton described background and current position in relation to Patient Transport
Services (PTS) in the North West (NW). The GM Urgent Care Leads Group have provided this Association
Governing Group (AGG) with their collective view and recommendations. While supporting the
regionally co-ordinated approach, the group is very keen to make use of the option to have a GM level
group for work on the service specification, which links to the NW specification group (governance
described in appendix 2). There is a recently established GM PTS Group, which reports to the Urgent
Care Leads Group and it is intended that this will become the specification group.

In taking this procurement forward the GM Urgent Care Leads have recognised the wider urgent care
agenda in Greater Manchester in the context of operational demand and capacity. The Group has
considered the establishment of a GM wide System Resilience Group and a full paper outlining the
options and a potential way forward will be presented at the next AGG meeting. Named representatives
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for the GM and NW level groups are required, to allow for the service specification work to be done
October to December 2014. It is intended to go out to the market in April 2015.

RECOMMENDATIONS

e Regionally co-ordinated procurement led by NHS Blackpool CCG with five county level “lots”.

e Procurement expertise to be provided by Salford SBS including project managing specification
changes, financial modelling, evaluation criteria and technical expertise (£4k per CCG
approximately).

e Standard specification with the option for county level “addons”.

e Local county area Task & Finish Groups, led by the county area ambulance commissioning
group, to develop these local “add ons” and to link to the NW Procurement Governance
arrangements.

e Local county representatives to be nominated for inclusion on the NW level groups.

The AGG:
e Agreed recommended process
e Jackie Bell nominated and confirmed as the GM representative
o Due to continue patient dissatisfaction with the current provider need to ensure user
experience is incorporated into the process
o Would need to agree the KPIs and standards
e  When procurement starts the process will be a Level B decision

5. CLINICAL WORK PROGRAMMES

5.1 GM CATS Contract

Clare Watson as Chair of the Heads of Commissioners Group provided an Overview of current
performance issues and remedial actions being taken to ensure clinical pathways are safe and that the
contract is being managed. Request for greater clinical engagement in the contract management and in
the CATS agenda overall, particularly as part of the close down/contract exit, when decisions will need
to be made about safe transfer of patients to other providers, and the changing of clinical pathways.
Reminder to individual CCGs to agree their commissioning intentions for their contracted activity once
the contract ends on 2™ February 2016. Important issue highlighted that due to the 56 day CATS
pathway, commissioners will need to have new providers in place by December 2015. One of the key
risks to CCGs is the ‘double paying’ of the CATS contract to 2" February 2016 and any new provider
from December 2015. NHS E contract with Care UK did not consider wind down/reduction in payment.

CCGs are requested to:
e Note the different work streams relating to the Care UK/GMCATS contract;
e Note the role and actions that individual CCGs need to take re Submitting Commissioning
Intentions and contract exit discussions with Care UK
e Endorse the proposal that any service developments are managed through HoCs until JCAG is
fully functioning;
e Nominate Clinical Leads for the JCAG;
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Decide which finance option the commissioners on the Exit Group negotiate with NHSE

ACTION:

Outstanding CCGs to submit commissioning intentions as soon as possible and by the latest
January

Members to check that commissioning intention submissions had been completed

Continues to be co-ordinated through HOCs to ensure GM opportunities are not lost

Financial risk to be included on AGG Risk Register

Further update to be provided to a future meeting

5.2 Specialised Commissioning
NHS England Commissioning Intentions published. NW provider WebEx to be held on 20" October 2014

Local commissioning intentions shared

Services to transfer to CCGs for April 2015 (specialised wheelchairs / OPD neurology)
Services to transfer to CCGs in future (renal dialysis / bariatric surgery)

Services to transfer to NHS England (specialised haematology / urology / oesophageal /
hypercholesterolaemia)

Service specification compliance data published under each POC

Data is from June 2014

Intention to have very few provider derogations in place by March 2014

NHS England consultation on restructure (OACP)

Aimed at working more effectively across national / regional / area teams

Additional posts in national specialised commissioning team

Merger of Area Teams

Co Commissioning - Emergent national thinking - North West co commissioning virtual group

Service updates:

Major trauma — The Expert Clinical Panel convened was in unanimous agreement that GM
should have the ambition to move to a single MTC on a single site within 2 years. This report will
be used to inform the commissioning plan for major trauma in Greater Manchester.

Cardiac — North West stocktake completed to review service across NW

Vascular surgery — meeting held recently with CE’s of Pennine, UHSM, CMFT and Bolton to look
at reaching agreement on 2 arterial sites. They have been given a clear timeline to agree a GM
model after which procurement options will need to be considered.
Cystic fibrosis - significant capacity issues at South Manchester
Neurology - will form part of co-commissioning arrangements and therefore will work as a
community to make sure the pathway is seamless. Noted that referrals from primary care have
increased by 26% and work being undertaken with lvan Benett (headache pathways) to address.
Specialised cancer— -  Hepato-Biliary transfer from Pennine to CMFT

- Urology — subject to procurement

- Upper Gl —subject to procurement

- Gynaecology — transfer from CMFT to Christie

5.3 111 update
SA provided an update on the NHS 111 Service:-
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e Currently approaching the procurement phase with ambition to deliver service from October
2015.

e The process needs sign off by each CCG and information (advice on conflict of interest/decision
making, options, service specification etc) had been circulated.

e The service specification has been agreed by clinicians.

e Details have also been sent regarding the proposed arrangements for actual procurement
process, scoring regime and summary estimate of financial impact.

e SA asked that members provide this sign off by no later than Monday, 13 October.

e If members have known concerns/queries etc these should be expressed to SA by no later
than cop Friday 10 October.

ACTION:
e Members to alert SA by COP Friday,10 October of any existing concerns to prevent sign off
e All members to sign off procurement process plans by Monday, 13 October
e SA to send full suite of final papers to each CO

6. ANY OTHER BUSINESS - Stroke Update

Financial agreement has not been reached with Stockport. Delegates at the Greater Manchester Stroke
Board have reported a ‘gap’ at the July and September meetings. The Chief Executive of SHFT has
advised that the gap is c. £1.2m. Alan Campbell as lead SRO presented AGG with possible option if
ongoing negotiations fail to reach conclusion.

Subject to the analysis above, the CCGs have a number of options.
i) Agree differential funding for Stockport by paying more than the other two hyper-acute sites for
the activity. This could be recurrent or as a bridging payment.

o There are no identified funds for this;
e It risks re-opening discussion with the other two sites.

ii) Consider options to partly implement the service.
e  Would mean most of the conurbation benefitting but Stockport and surrounding areas not.
e Difficult to justify to population.

Consider alternative provider options
i) A different Trust
e Would need significant work-up and agreement and some disinvestment from Stockport.
ii) A different provider delivering service from Stockport.
e There are precedents (eg Christie at Wigan, Oldham and Salford)
e Would need agreement of Stockport and other provider.
iii) Deliver the hyper-acute services from the other two sites only.
e Would require more capacity at those sites;
e Would require re-negotiation;
e Would need to understand population flow issues and consequences to patients from High
Peak and Cheshire access Stockport in the agreed model.
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NHS

Greater Manchester Association of
Clinical Commissioning Groups

Summary:

The GM plan is still to implement the full hyper acute stroke model early in 2015. Planning for this is
largely in place with the key outstanding issue being the lack of agreement between commissioners and

Stockport FT on funding. It is still expected that the gap can be successfully resolved but if not, the paper
presented summarises a number of alternative approaches.

ACTION:

e AC to continue to attempt to broker a deal with Stockport on existing cost base

e If no agreement reached by the end of October, AC to make a recommendation to the
November AGG to seek alternative provider operating from Stockport

DATE/TIME OF NEXT MEETING

Tuesday 4 November 2014, Salford & Worsley Suites, St James House Salford
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Executive Summary

What decisions do you require of the Governing Body?

e To note the update on Lipid Modification

e To note CPC has responded to the consultation on the Cancer
Drug Fund

e To note CPC has approved the use of PDE 5 inhibitors after
radical prostatectomy.

e To note CPC has endorsed NICE guidelines on the use of
scanning on unprovoked DVT over the age of 40.

e To note that

0 CPC endorsed EUR policies on Cataract Surgery and
Pelvic Vein Embolisation

0 CPC endorsed NTS recommendations listed in section 3.2
o0 CPC endorsed STAMP recommendations to the black/grey

list listed in section 3.3

To receive the October minutes of the Clinical Policy
Committee (attached)

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 practise 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: 12.11.14

Agenda item: 12

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

3.6

3.7

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, which is
unchanged at £78,627.

Agreed General Policies

CPC has passed the following advice to the QUIPP group: 10% threshold has been agreed
at CPC, CPC agreed to use the cheaper of the two drugs Simvastatin 40mg (unless money
can be found from elsewhere to provide the preferred drug, Atorvastatin 20mg), to send
clear messages to patients and GPs on the impact of lifestyle, use of atorvastatin 80mg in
secondary prevention is less cost effective than reducing the primary prevention threshold

to 10%.

CPC endorsed NTS recommendations on Cystistal® bladder instillations and
Melatonin in children.

CPC endorsed STAMP recommendations to add to the following to the Stockport blacklist:
Bio-Oil, Branded Silenafil, all oral Ketoconazole preparations, Latisse Eye Drops and
Rifaxamin.

CPC endorsed the request to move Lubiprostone from the blacklist to the grey list for use
within the criteria of NICE TA 318.

CPC endorsed GM EUR policies on Cataract Surgery and Pelvic Vein Embolisation.
CPC has approved the use of PDE 5 inhibitors after radical prostatectomy.

CPC has endorsed NICE guidelines on the use of scanning on unprovoked DVT over
the age of 40.

CPC has responded to the NHS England consultation on the proposed changes to the
Cancer Drug Fund.
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4.0 Dutyto Involve

4.1  The Governing Body of the CCG has delegated the ultimate decision on changes to
policies to the CPC.

4.2  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.

4.3  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.

5.0 Equality Analysis

5.1 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.

5.2  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
22" October 2014

Compliance Checklist:

. Statutory and Local Policy
Documentation .
Requirement
L . - ) n/a
Cover sheet completed v Change in Financial Spend: Finance Section
below completed
Page numbers v Service Changes: Public Consultation nfa
9 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
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 na
undertaken and demonstrable in document
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NHS

Stockport
Clinical Commissioning Group

Clinical Policy Committee

DRAFT MINUTES of the meeting held on Wednesday 22" October 2014

9:00am to 11:00am, Boardroom, Floor 7, Regent House

Present:

(SJ) Dr Sasha Johari, Locality Chair & Governing Body member, NHS Stockport CCG
(Chair)

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

(PM) Peter Marks, Community Pharmacist, LPC Representative

(ML) Mike Lappin, Health watch Representative

JO) 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:

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

(SW) Sarah Williamson, Performance Manager, NHS Stockport CCG

(RR) Roger Roberts, Director of General Practice Development, NHS Stockport CCG

In Attendance:

(SS) Sarah Smith, Administrator to the Clinical Policy Committee

(ME) Michael Evans, GP Trainee

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 17" September 2014 were approved as | Action
a correct record.

3 Action Log

The following actions were completed and removed from the action log: Action
108, 124, 158, 162, 167, 168, 170, 173, 174 & 175.

Updates were provided for the following actions:

97 CG174 IV Therapy baseline assessment: SW to request a further review. The
chair read out an email from SW which gave the following update:
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Statement 1. This has been discussed at the Hospital Survival Group and a lead will
be identified.

Statement 2. All healthcare professional receive training in the prescribing,
preparation, administration and monitoring the administration and monitoring the
administration of IV fluids and are assessed as competent prior to independent
practice.

Statement 3 & 4. The lead person for this will be responsible for the audit and
monitoring.

This update was received from Jacqui Doherty, IV Therapy Practitioner, SFT. The
group agreed to review the guidance further in 2 months, action to remain on the log.

124 VOS to seek assurance from the providers on Psoriasis.

VOS explained that although the Dermatology service was provided by Salford Royal
FT, the CCG expects SFT to report the Psoriasis update as part of their NICE
compliance report. Closed as an action but to remain on the CPC workplan.

158 VOS to discuss TA'’s going to SFT's drugs and therapies committee with James
Catania

VOS confirmed that she had written to Dr James Catania. LB informed the group that
SFT have a number of TA’s under review from 4/5 months ago, Dr Catania has
agreed to step in and decide if the TA is appropriate to SFT. LB advised that SFT
may record TA’s which are commissioned from Salford as not applicable. LB advised
that Dermatology, Cardiology, Cancer and Neurology are areas of issue. The group
agreed to seek confirmation that SFT have systems in place to report on TA’s. Action
closed.

162 DVT review. NICE to confirm if scans should be considered for all who have had
an unprovoked DVT over the age of 40.

VOS has received an update from NICE which advised that the rationale for
‘screening’ was based on the data from the RCT but also other evidence which
showed that with spontaneous VTE there was approximately an 11% rate of there
being cancer present. A view was taken by the GDG that the inclusion of cancers in
spontaneous VTE increased after the age of 40, although not based on the RCT data
per se but on the cancer incidence increasing after 40. The decision whether to
screen for cancer or not in the first episode of unprovoked VTE remains for individual
clinicians and patients to decide about on a case by case basis. VOS commented
that cut off at age 40 was difficult in terms of the evidence (as opposed to age 50).
The group agreed that SFT are following NICE guidance as it stands i.e. age 40.
VOS assured the group that an audit is being done to ensure that all cases are
unprovoked DVT. The group endorsed the guidance to scan unprovoked DVT over
the age of 40. Action closed.

168 Anxiety disorders: GE to confirm if plans are in place to reduce longest wait
times for CBT.

A response had been received from Gina Evans in which she confirmed that there is
on-going work and monitoring of the waiting times. The CCG is also working with the
provider about a more accurate way of measuring the waiting times. An action plan is
in place and is being reviewed at the Quality &Provider Management Committee.
Action closed.
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Action 167 was discussed under item 6.

4 Matters Arising

4.1 Update on Lipids discussion

The chair updated the group that the email discussion had been circulated and that
Dr Peter Carne, QUIPP member had been copied in. The chair confirmed that CPC’s
advice had been given to the QUIPP group: 10% threshold has been agreed at CPC,
Use the cheaper of the two drugs (unless money can be found from elsewhere to
provide the preferred drug), Impact of lifestyle, use of atorvastatin 80mg in secondary
prevention is less cost effective than reducing the primary prevention threshold to
10%.

Action

5 NICE assurance / implementation (3/12 post publication)

5.1 Receive update on progress of NICE CG/QA (3/12 post publication)
None this month.

Action

6 Prior notification of new NICE guidance to be added

6.1 NICE Clinical Guidance (CG)

CG30.1 (UPDATE) Long-acting reversible contraception.

The chair highlighted that Depo-provera use may be associated with a reduction in
the frequency of seizures in women with epilepsy and women taking liver enzyme-
inducing medication may use DMPA and the dose interval does not need to be
reduced. The Chair asked if contraception was commissioned by Public Health.
VOS confirmed that contraception is commissioned by the CCG and that sexual
Health is commissioned by Public Health. AD offered to share the guidance with
Public Health and report back to CPC in 3 months.

CG183 Drug allergy: diagnosis and management of drug allergy in adults, children
and young people.

The chair commented that the guidance provides useful descriptions of time of onset
of different drug reactions and of Mast Cell Tryptase test for anaphylaxis, The chair
felt that GP’s should be informed if it is mentioned in discharge summaries.

Action: SJ to write an article for the GP Newsletter

CG184 Dyspepsia and gastro-oesophageal reflux disease.

The chair highlighted the following from the guidance:

Consider OGD for Barrett's in GORD after discussing patient’s preferences and their
individual risk factors e.g. long duration of symptoms, increased frequency of
symptoms, previous oesophagitis, previous hiatus hernia, oesophageal stricture or
oesophageal ulcers or male gender. The chair commented that this guidance is too
vague and would be difficult for GPs to interpret. VOS agreed to ask NICE to provide
further clarification.

Action: VOS to ask NICE to provide further clarification on CG184 individual
risk factors.

LB commented that the high number of blacklist appeals for these conditions,
suggest it is over treated and that lifestyle choices are not promoted. LB informed the

Action
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group that Dr Heather Proctor is writing an article for the GP newsletter promoting
lifestyle advice and advising GPs how to wean patients off PPI's effectively. The
chair asked if the dose tables could be included in this article, this was agreed.
9.35 am JC joined the meeting

CG185 Bipolar disorder: the assessment and management of bipolar disorder in
adults, children and young people in primary and secondary care.

Healthwatch noted the additional cost in respect to psychological therapies and
asked if we had capacity to accommodate this.

Action: SSto ask GE to confirm if there is capacity to accommodate additional
cost associated with psychological therapies (CG185).

Action: MC or Gillian Miller to write to the provider of ambulance services to
confirm how they will report compliance/provide assurance.

Items 9.1 and 9.2 were moved up the agenda.

9.1 NHS England Consultation on Proposed Changes to Cancer Drug Fund
Standard Operating Procedures.

VOS referred the group to the consultation document and the attached
recommendations from VOS, which were circulated prior to the meeting. VOS
opened the discussion and invited comments from the group. VOS asked that in the
current financial climate, we are unclear why the CDF scope would include
indications that have been deemed not cost effective by NICE or those still being
considered by the NICE process. The group agreed with the recommendations put
forward by VOS. VOS will feedback these recommendations on behalf of CPC and
ML will feedback to Healthwatch.

9.2 Phosphodiesterase-5 inhibitors after radical prostatectomy

The group were referred back to the documents: Evidence review PDE 5 inhibitors
after radical prostatectomy and EU Society Urology Male Sexual Dysfunction which
had been discussed briefly at August CPC. VOS informed the group that a high
number of requests had been received to prescribe daily Tadalafil 5mg for patients
who have undergone radical prostatectomy, mainly from SFT. The group discussed
the evidence review. VOS noted that the papers in section 3.3 of the EU paper had
not been picked up by the evidence review. VOS summarised that there were only a
few quality studies (13, 17 &19). The group discussed the EU guidelines and agreed
that they recommended on demand rather than daily. The group agreed that in view
of the EU guidelines and national shift toward on demand; to approve on demand
PRN Sildenafil and if the patient has no response after a trial of two weeks then
prescribe Vardenafil on demand.

Action: LB to send CPC response to Mr Brough, SFT

Action: LB and VOS to work up a framework for use.

6.2 NICE Technology Appraisals (TA)

TA322 Lenalidomide for treating myelodysplastic syndromes associated with an
isolated deletion 5q cytogenetic abnormality.

The group noted the costing implication which was not applicable as NHS England
commissioned.

Page 4 of 8





6.3 NICE Interventional Procedure Guidance (IPG)

IPG502 Assessing motility of the gastrointestinal tract using a wireless capsule.
NICE state ‘Special, other or research’, these procedures are not commissioned
without prior approval of the CPC.

IPG503 Combined endoscopic and laparoscopic removal of colonic polyps.

NICE state ‘Normal’ and SFT are not already performing the procedure; an outline
business case is required. The group agreed that if a business case is required it will
need to show the difference in tariff and length of stay.

IPG504 transcatheter valve-in-valve implantation for aortic bioprosthetic valve
dysfunction.

Can be used normally in patients with aortic bioprosthetic valve dysfunction who are
unsuitable for surgery. Specialised commissioning.

NICE state ‘Normal’ and SFT are not already performing the procedure; an outline
business case is required.

6.4 NICE Medical Technology Guidance (MTG)
None this month.

6.5 NICE Quality Standards (QS)

QS68 Acute coronary syndromes (including myocardial infarction).

VOS noted that this review may take longer than three months as we need to check
if the pathways are in place with Central and South Manchester.

QS69 Ectopic pregnancy and miscarriage

QS70 Nocturnal enuresis (bedwetting) in children and young people. The chair
asked if the community enuresis service was still in place. LB confirmed that it was.
Action: Kayleigh Buckley to confirm who commissions and observe the
service.

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)

PH54 Exercise referral schemes to promote physical activity.

AD informed the group that Public Health commissioning is confident that the
recommendations are understood. AD offered to look at the exceptions in terms of
guidance and confirmed that Public Health will take forward.

6.7 NICE Diagnostic Guidance (DG)

DG14 Atrial fibrillation and heart valve disease: self- monitoring coagulation status
using point of care coagulometers.

The guidance states that both meters are recommended in adults and children with
AF or heart valve disease if they prefer it and they or a carer are able to use it. LB
advised the group that we cannot provide the coagutometers; the patient has to buy
them at a cost of £300. VOS commented that self-testing will make a big difference
in terms of quality of life. PM asked if anyone had done a cost evaluation, LB
responded that self- testing is an additional cost. VOS advised the group that the
Strategic Clinical Network and the Academic Health Science Network are producing
comprehensive guidance and recommended that CPC wait for the guidance to come
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out, the group agree to await AHSN guidance.

Update on action 167 CG172 phases 1-3 Myocardial Infarction

AD referred the group to the baseline assessment tool, audit data and summary
report on the cardiac rehabilitation elements (phase 3) of NICE guidance CG172
which had been circulated prior to the meeting. The results show 91.7% compliance
overall, discharge templates and new doctor training has been identified as areas of

work. The group was further reassured by the results and agreed to routinely review.

Action closed.

7 New Policies

7.1 Business Cases or clinical pathway changes: None this month.

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

Insulin pen needles: 8mm, 10mm and 12mm needles for insulin pens
recommendation to blacklist. Approved subject to additional information regarding
SFT 8mm query.

Bio-Oil
The request to add Bio-Oil to the Stockport blacklist was approved by the group.

Branded Silenafil
The request for branded Silenafil to be added to the Stockport blacklist was
approved by the group.

Ketoconazole
The request for all oral ketoconazole preparations to be added to the Stockport
blacklist was approved by the group.

Latisse Eye Drops
The request for Latisse Eye Drops to be added to the Stockport blacklist was
approved by the group.

Lubiprostone

LB explained that Lubiprostone is currently blacklisted and needs to move on to the
grey list as there is now a NICE TA in place. The recommendation is to move the
item to the grey list for use within the criteria of NICE TA 318. The recommendation
was approved by the group.

Rifaxamin

LB explained that Rifaxamin now has a RED status for encephalopathy across GM.
Stockport currently have it grey listed for use at the request of microbiology which
was done in preparation for prescribing to come out to community for this indication.
The recommendation is to remove it from the grey list and put it back on to the
blacklist. The recommendation was approved by the group.

7.2.2 Amendment to the formulary — GF foods

Actions
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The group approved the request to add gluten free rice pasta (spaghetti) and Juvela
gluten-free fibre linguine to the approved list of gluten free foods funded by NHS.
Stockport CCG.

7.2.3 NTS recommendations

Cystistal® bladder instillations

The group endorsed the NTS recommendation on Cystisal®

Melatonin in children

The group endorsed the NTS recommendation on Melatonin in children. The group
noted that the shared care protocol was not in line with the NTS statement.

7.3 Amendments to EUR Policies/new GMEUR policy, new policies discussed
at GMEUR

7.3.1 Rhinoplasty & septo-rhinoplasty (draft)
No comments received.

7.3.2 Scar revision

No comments received.

7.3.3 Nasal Surgery for snoring (draft)

No comments received.

7.3.4 Cataract Surgery (final)

The final draft was endorsed by the group.
7.3.5 Pelvic vein embolisation (final)

The final draft 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 09.09.2014 2014 were ratified by the
group.

The minutes of the IFR Panel meeting held on 02.09.2014 were ratified by the group.

The minutes of the ICP Panel meeting held on 02.09.2014 were ratified by the group.

8 Agree report from CPC to CCG

CPC agreed to update the Governing Body on the following:

e CPC endorsed final draft GM policies on Cataract Surgery and Pelvic Vein

embolisation.

e CPC approved STAMP recommendation to the blacklist
CPC endorsed NTS recommendations on Cystistal® bladder instillations and
Melatonin in children.
CPC has passed its advice on Lipid Modification to QUIPP.
CPC has responded to the consultation on the Cancer Drug Fund.
CPC has approved the use of PDE 5 inhibitors after radical prostatectomy
CPC has endorsed NICE guidelines on the use of scanning on unprovoked
DVT over the age of 40.

Action

9 Any other business
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9.1 NHS England Consultation on Proposed Changes to Cancer Drug Fund Action
Standard Operating Procedures. Update on page 4.
9.2 Phosphodiesterase-5 inhibitors after radical prostatectomy. Update on page 4.

The next meeting will take place on:

Wednesday 3 December 2014, Meeting Room 1, 11.00am to 1pm,
Regent House
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165/14 APOLOGIES

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

Apologies were received from V Mehta and J Pantall.

166/14 DECLARATIONS OF INTEREST
The Chair invited the members of the Governing Body to declare their interests.

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

167/14 APPROVAL OF THE MINUTES OF THE MEETING HELD ON 10
SEPTEMBER 2014

The draft minutes of the meeting of the Governing Body held on 10 September
2014 were agreed as a correct record.

168/14 ACTIONS ARISING
The members reviewed the outstanding items.

010814: To bring a recovery plan from the QIPP Committee setting out plans to
improve the CCG'’s financial position: T Ryley informed the members that this is
included within today’s report from the QIPP Committee. This item can be removed
from the list

020814: To announce the Vice-chair of the Governing Body: J Crombleholme
explained that this will be included within her Chair's Update later this morning.
This item can be removed from the list

030814: To respond to the Patient Panel’s question regarding services potentially
being run by other providers on the Stepping Hill site: M Chidgey explained that he
will respond directly to the Patient Panel. J Crombleholme asked to be copied into
the response. This item can be removed from the list

040814: To respond to the Patient Panel regarding the amount of consultation
undertaken for Healthier Together. T Ryley explained that the Healthier Together
programme team are still collating responses so the final figures cannot yet be
given. The Patient Panel will be asked if they would like the figure for the whole of
Greater Manchester or for Stockport only. This item is to remain on the list.

The Governing Body noted the updates.





169/14 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The Chair invited items of additional business; there were no further items of
business requested.

170/14 PATIENT STORY

The Governing Body viewed a video of a patient describing the time taken for her
to receive a diagnosis and treatment despite being in chronic, debilitating pain.

T Ryley started the discussion by noting how the waiting time impacted upon the
patient. J Crombleholme noted that the GP’s letters had been lost; it was not a
well-managed process.

C Briggs explained that this is one of her patients. She experienced this delay
despite having been listed as an urgent case. Initially it had been suggested that
she needed a specialist consultant but it had not been possible to get in touch with
that specific consultant so in the end the patient agreed to being treated by any
appropriate consultant. C Briggs stated that she would like to share this patient
story with the relevant Foundation Trust. J Crombleholme stated that she is happy
to support this.

P Carne noted that the patient was taking up a lot of primary care time due to
being in such pain whilst waiting for her treatment. A Johnson agreed that this then
impacts upon the GPs’ availability to their other patients.

M Ryan suggests that the story reflects the cuts to administrative staff having been
made in hospitals; these are the people who can act as patient advocates within
the hospitals.

V Owen-Smith remarked on the comments made regarding the quality of nursing
care. C Briggs offered to follow up on this in her meetings with the Foundation
Trust. K Richardson added that the Quality and Provider Management Committee
has been reviewing basic nursing care and the Foundation Trust has been
focusing on this area.

A Johnson commented that it is a day-to-day issue for GPs that there is no formal
way of escalating patient referrals. In the past it used to be possible to telephone
the consultant directly but now the consultants no longer manage their own lists.

T Stokes remarked on the patient’'s comments regarding cleanliness and nurse
attitude; he added that this is feedback regularly received by Healthwatch. He
noted the positive comment that the nursing staff were more attentive at night. M
Ryan suggested that this is because overnight there are fewer admissions.

M Chidgey commented that, with regard to the way that the referral to treatment
targets are calculated, this patient possibly did not breach the 18 week waiting
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target. He added that this patient story portrays why merely measuring
performance against targets is not sufficient.

M Ryan noted that there is no definition of an ‘urgent’ case and that the only way of
a patient being prioritised is by becoming an emergency case.

M Chidgey continued that the comments regarding the nursing care reflect a lack
of compassion and of nurse leadership and are not necessarily a reflection of
staffing levels. He said that there is a challenge for the CCG as to how to escalate
such issues as he does not currently feel aware of the process for doing so.

C Briggs explained that yesterday she had received the readmissions audit and
there were cases identified where patients had been readmitted because they had
not initially received the care that they required.

R Gill reflected on the CCG’s stated aim of being ‘obsessed by quality’ and noted
that this patient story shows that we are a long way from that. He added that it is
difficult for GPs to navigate around the health system never mind for the patients
themselves. As the local health economy transitions to a new system the CCG
needs to bed in these processes to deliver services that are better for patients as
well as being more cost-effective.

J Crombleholme noted that administration staff can be fundamentally important for
the smooth running of such systems.

T Stokes remarked that Healthwatch has received feedback that patients are
experiencing problems when attempting to book into services at Kingsgate House.
M Chidgey offered to speak with T Stokes outside of the meeting in order to hear
the detail of this issue.

The Governing Body noted the contents of the patient story. They agreed to share
the patient story and their comments with the Foundation Trust subject to the
patient’s permission.

171/14 PERFORMANCE REPORT: PERFORMANCE

G Mullins presented the Performance Report. She explained that this month it is
being presented in a slightly different way with there being three areas of
performance, quality, and finance. She provided the following key messages:

- The Foundation Trust has delivered the emergency department target for
guarter two. This is a good result following lots of hard work. She reminded
the Governing Body that quarter three is traditionally very challenging and
so both the CCG and the Foundation Trust are continuing to focus their
attention on this target. Attendances at the emergency department are up
against last year’s figures





- The CCG has received some additional funding to support performance
over the winter period. We are being viewed as a high risk CCG and so our
plans will be subject to additional scrutiny; they have not yet been signed off

- The CCG has been allocated some further funding to address the backlog
concerning the 18 week referral to treatment target. The executives have
raised a concern regarding the number of patients who have waited longer
than 52 weeks and have asked that the Quality and Provider Management
Committee reviews these on a case-by-case basis. It is important that we
consider the quality of care received and not just whether or not the target
has been achieved

- The CCG’s performance for infection control remains strong

- We still do not yet know the amount of quality premium we will receive in
respect of 2013/14.

J Greenough opened the discussion by asking how much provision has been
made in the financial accounts for the issues of referral to treatment targets and
the winter pressures. G Mullins explained that the CCG has received additional
allocation to support with these two issues.

A Johnson asked if there has been any progress made regarding the performance
of NWAS. M Chidgey replied that he will cover this within today’s quality report.

J Crombleholme asked if the concerns regarding performance against the cancer
targets have now been addressed. A Johnson replied that the breach analysis has
been completed and it has found that those cases which have breached the
waiting times are either due to patient choice or due to being complex cases.

G Mullins explained that the executives have reviewed the current way of reporting
performance risks and have identified some improvements. T Ryley explained that
the intention is for performance risks to be predicting risk to future delivery of
performance metrics rather than the previous approach of reviewing past
performance. This will enable the CCG to raise likely future issues with the aim of
mitigating these.

V Owen-Smith asked how this revised risk reporting covers the CCG’s strategic
risks. T Ryley explained that the strategic risks will continue to be reported to the
Governing Body via the Board Assurance Framework; these changes are solely for
the performance risks.

The Governing Body noted the contents of the Performance Report and agreed to
the proposed changes for the reporting of performance risk.
172/14 PERFORMANCE REPORT: QUALITY

M Chidgey presented the monthly Quality Report. He provided the Governing Body
with the following key messages:





- The Committee still has concerns regarding the performance by NWAS.
There is an issue with the number of vacancies. This is being escalated
later today at the System Resilience Group

- The new procurement process for patient transport services has been
initiated. The committee stressed the need for ensuring that patient
feedback and learning from complaints are integral to the specification of
the new contract

- This month’s report includes a breakdown of the complaints received by the
CCG. The committee is considering expanding this report to include
compliments.

J Crombleholme supported the suggestion of including compliments received
noting that by its nature the Governing Body has a tendency to focus on negatives.

J Greenough asked if things are improving with our commissioned mental health
services. R Gill responded that anecdotally he has not noticed improved access for
IAPTS, and P Carne agreed with this whilst noting that there has been no
worsening of the position. R Gill added that people with significant or enduring
mental health issues are being seen promptly and with care and kindness;
however this is not yet being experienced by people with lower level mental health
issues. C Briggs agreed that where patients need care urgently the access is good.
The readmissions audit has illustrated that there are some really good care plans
in place including follow up appointments.

M Chidgey informed the Governing Body that we are promoting the parity of
esteem agenda. The CCG should have in place the same access measurements
as for other types of care and we are working with Pennine Care NHS Foundation
Trust to deliver this. Over the coming weeks the members will be able to receive
information on waiting lists which will enable the discussions to move away from
reliance on anecdote.

A Aldabbagh commented that mental health services for the elderly are excellent; it
is possible to speak directly to the healthcare professionals on the telephone. He
commented that he does not know how they manage to provide such access but it
might be worth looking into.

M Chidgey summarised that mental health services are improving but they are not
improving fast enough. G Mullins added that this improvement is starting from a
low base. J Crombleholme reminded the members that there have been recent
political comments concerning introducing the same access targets for mental
health as exist for physical health. M Chidgey responded that he cannot assure the
Governing Body that we are currently meeting such timescales.

T Ryley reflected that today’s patient story has illustrated that access times is not
the only issue that impacts upon patients.

J Greenough noted the continued poor performance regarding TIA and stated that
he feels embarrassed by this. He asked what else the Governing Body can do to
improve this situation.
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C Briggs replied that there are difficulties in comparing our performance with that of
other organisations as different organisations are using different calculations to
measure their performance. Our position is that we record anyone referred by their
GP who is at risk. Some other organisations carry out retrospective reviews of
patients who are found to have experienced a TIA and report only those and the
speed with which they were referred.

C Briggs informed the members of the following updates:

- We have agreed that we will measure both high risk referrals by GPs as well
as those patients who are later found to have had a TIA

- We have agreed with the Foundation Trust that weekend clinic slots will be
made available and that also there will be diagnostics available at
weekends. We should start to see these changes to weekend access very
soon

- There is an audit of TIA performance ongoing. This will include a review of
any people who have experienced a stroke as a possible consequence of
the TIA pathway issues.

She concluded by stating that she feels we have made significant progress on this
issue, and that the Foundation Trust is now signed up to delivering improved
performance.

P Carne asked if the performance results show only Stockport patients; M Chidgey
replied that the figures are for the Foundation Trust’s overall performance but
added that the majority of the patients will be ours.

V Owen-Smith informed the Governing Body that there has been one case of
Carbapenemase-producing Enterobacteriaceae (CPE) at Stockport NHS
Foundation Trust. We are anticipating more cases and this will impact upon our
performance for infection control. At present there is no treatment for this. There
are high prevalence rates in central and south Manchester. There is a national
level 3 process to manage cases.

T Ryley asked if the CCG has any contractual levers available to use to improve
ambulance performance. He noted that every CCG in Greater Manchester is
running the risk of losing the related element of its 2014/15 quality premium which,
for Stockport, equates to approximately £350,000.

M Chidgey thanked T Ryley for this comment and explained that although it has
not been the approach taken to date it will help him to position his negotiations
going forward.

J Crombleholme asked J Greenough if he is assured regarding TIA performance. J
Greenough noted that C Briggs had referenced further available actions but added
that he did not know what further actions are available to the CCG. J
Crombleholme noted that the CCG has no significant concerns regarding
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performance against stroke targets, and A Johnson added that the stroke audit
being conducted will illustrate if there are any systemic problems.

C Briggs added that weekend access will help the performance towards the TIA
target. She remarked that it is important to remember that there are two separate
aspects to this target; GP referral and Foundation Trust diagnosis. M Chidgey
added that there is a contractual penalty for the Foundation Trust's element but,
irrespective of this, he commented that this is a process change which the CCG
ought to be able to implement and the current situation is frustrating.

G Mullins asked if we have been clear with the Foundation Trust as to what we
require. J Crombleholme noted that the current performance is the worst for the
last eighteen months. C Briggs remarked that the improvement process has been
slow and in part this is due to awaiting the decision as to whether or not Stockport
NHS Foundation Trust is to become a hyper-acute stroke centre.

J Crombleholme asked if it would have helped had we issued a contract notice. G
Mullins replied that in itself a contract notice doesn’t remedy underperformance.
She added that we cannot issue the Foundation Trust with a contract notice
regarding a service which we do not commission from them such as the weekend
clinics.

V Owen-Smith stated that the issuing of a contract notice relating to glaucoma
follow-ups did add value as the position improved afterwards.

The Governing Body noted the contents of the report.

173/14 PERFORMANCE REPORT: FINANCE

G Jones presented the monthly Finance Report. He informed the Governing Body
of the following key messages:

- The month 5 financial position shows a deterioration of £1m on the month 4
position

- The CCG is now £3.5m off track for delivering its planned surplus

-  The new QIPP Committee is working up plans to address a potential £4m
gap

- We have learnt that we will be subject to a financial review audit by NHS
England

- Our allocation has increased by £4.5m in-month including £2.7m in respect
of high cost drugs and £1.4m of additional money to address referral to
treatment targets. With respect to the high cost drugs Specialist
Commissioning are funding us only to the level of 2013/14 outturn and not
for any 2014/15 growth.

G Jones explained that the deterioration of £1m has been caused by an increase
in the ‘any qualified provider’ contract activity for cataracts. He added that this cost
increase is indicative of improved access which is a positive for patients. He
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informed the members that we have seen 14 months of activity under this contract
in a 12 month period.

The CCG has submitted a bid to NHS England for some additional funding but, as
we have not yet received their response, this is not included within today’s reported
position.

G Jones stated that the figure of a £3.5m shortfall is a prudent estimation. He drew
the members’ attention to a table in his report setting out some further financial
risks which have not yet been reflected within the forecast outturn.

The CCG has experienced £1.8m slippage on investments and has fully utilised its
contingency; the £3.5m shortfall is on top of these.

A Johnson asked how Stockport’s financial position compares to that of other
CCGs. G Jones explained that across Greater Manchester there is one other CCG
is a position similar to ours. He reminded the Governing Body that Stockport is the
third least-funded CCG within Greater Manchester; we are £19m away from the
Greater Manchester funding average. G Jones stated that Stockport has a credible
argument for claiming under-funding but also impacting upon us is the fact that we
are a highly hospitalised economy. He concluded by explaining that NHS England
are unlikely to alter the funding mechanism over the next couple of years.

R Gill informed the members that we have impressed our financial situation upon
our Members of Parliament but things are unlikely to change in the short to
medium term. He explained that the CCG is open to accusations of using its
funding in unwise ways as we are such a hospitalised health economy. He added
that the national directive to pay 115% of tariff for catch-up activity on waiting list
incentives will impact negatively upon the CCG’s finances. M Ryan agreed that
there is huge pressure to clear the backlogs and suggested that in January or
February we might begin to see bottlenecks in follow up appointments.

A Johnson asked if the over-activity on the cataracts contract is to address waiting
list issues; G Jones replied that it is so. G Mullins explained that this activity needs
to be viewed in the context of GP referrals and she reminded the members that the
CCG had planned for no increase to referral rates but this has not transpired.

J Greenough asked how Stockport compares with other CCGs nationally if we are
receiving a financial audit by NHS England. G Jones explained that we are one of
seven CCGs forecasting not to achieve the planned surplus. He informed the
members that we do not yet know what is involved with the financial ‘deep dive’,
and that he is viewing this as a positive event which might help to strengthen our
argument regarding our level of funding.

T Ryley explained to the Governing Body that there are four categories of CCG;
those which are financially okay, those which are in control of their financial
position perhaps by drawing down on contingency funds, the group of seven to
which we belong which are running a deficit, and those which were never planning
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to deliver a surplus this year. He stated that it is possible that this final category of
CCGs is also receiving a lot of attention from NHS England.

C Briggs commented that within the figures for elective activity we are seeing an
increase in consultant to consultant referrals and also some duplication of activity.
She gave the example of the community heart pathway where there is an
estimated duplication of 20% of activity at the Foundation Trust.

J Crombleholme reflected that the former Primary Care Trust commissioned the
Early Intervention Service to improve services and to help solve a financial
challenge and, whilst it achieved the first of these aims it did not deliver the second
one. She suggested that the CCG is now seeing some of the consequences of the
PCT having decommissioned such community-based services. She continued that
the acute sector itself is facing some massive deficits and therefore we need some
health economy-level conversations about what are the right things to do.

G Mullins explained that over the next few months the CCG needs to progress
defining its commissioning decisions for the future, and a requirement for there to
be no duplication of activity could be included within these.

J Crombleholme asked why the Finance Report includes detail of a highly likely
financial risk which is not included within the forecast position. G Jones explained
that he has made an assessment regarding this and considers that at this time it is
not necessary to incorporate the likely additional acute over-performance into our
financial position. It has already been reflected in the fact that the QIPP Committee
has committed to looking for a recovery plan of £4m rather than of £3.5m.

J Crombleholme expressed concern with this approach and T Ryley explained that
the planning by the QIPP Committee has assumed that this addition acute over-
performance is almost certain to occur and is therefore reflected within the
recovery plan.

The Governing Body:

- noted the financial position as at 31 August 2014 and the deterioration in our
financial performance against the 1% planned surplus

- noted the financial risks not included within the forecast outturn

- noted that the Governing Body is to receive a separate QIPP Committee report.

174/14 REPORT OF THE QIPP COMMITTEE

G Mullins presented the first report from the QIPP Committee. She reminded the
members that this is a new committee of the Governing Body, and its Terms of
Reference are included within this report. The committee has held its first meeting.
Its focus is to add some additional structure and rigour to our plans. She explained
that the committee will report back to the Governing Body with updates including
any decisions made.
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The committee’s current main focus is the 2014/15 recovery plan but it is important
that it starts to work on the CCG’s medium-term recovery plan as most of the
savings identified to date are non-recurrent. She explained that T Ryley will provide
an update on the process for the medium-term planning.

G Jones explained that the CCG has a £4m savings target. The medium-term two
year position will be worked up over the next few weeks. Today’s report includes
an outline of the process which is being followed. Of the £4m savings target £2.2m
has already been identified and so this leaves £1.8m to find. He added that NHS
England are currently focusing very much on the short-term 2014/15 position.

T Ryley informed the Governing Body that the medium-term plan needs to be a
‘whole system’ plan. There is a projected shortfall of £100m over the next five
years across health and social care and if we do not work to address this as an
economy there is the danger that partners will work individually to solve their own
issues which may result in costs being shunted around the economy.

He continued that the CCG and its partners have started a three month piece of
work to develop shared plans for how to deliver health and social care for £100m
less than the current arrangements. Within this planning the QIPP Committee has
a responsibility for encouraging pace, for understanding the proposed models of
care, and for ensuring real clinical leadership. He reminded the members that this
process will need to be run as an economy and not by the CCG in any standalone
way and stated that it is important that the members are sighted on this being a
system issue.

J Greenough stated that, following the first QIPP Committee meeting, he
understood that the CCG is very close to its required target. G Mullins replied that
the position contained within today’s report reflects those savings which have been
banked; there are other possible schemes but these are not yet robust enough to
consider as ‘banked’. She explained that the Governing Body are today receiving
the confirmed position; the QIPP Committee is meeting again later today and will
be receiving additional details regarding further potential schemes.

A Johnson stated that it would be useful to clarify to the Member Practices if the
CCG is stalling on its investments as today’s report is not very clear on this issue.

R Gill replied that the QIPP Committee agreed to continue with the GP
Development funding. He explained that there has been a delay with this work
from October until November which is due to working through the business cases
in detail to ensure that they reflect reductions in activity and cost reductions at least
equal to the levels of investment. He continued that the plans which have been
received vary in the amount of detail they contain and the CCG needs to be
assured that they focus on reducing avoidable hospital emergency and elective
activity and avoidable prescribing growth. He concluded by stating that in the future
we would like to be able to tell our Member Practices that this is to be recurrent
funding; at the moment this four week delay is only to ensure that the proposals
are sufficiently robust.
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J Greenough agreed that his understanding is that the QIPP Committee had not
decided to delay this investment but rather that the additional checks had added a
delay to the process. G Mullins agreed that the QIPP Committee had challenged
the executive to ensure that the business cases were robust and therefore this has
added a delay to their implementation.

A Johnson asked what is included within the identified £2.2m savings. G Mullins
replied that these are investments which have already been delayed. She added
that the QIPP Committee has not decided to delay any investments and reminded
the members that such a proposal would need to be brought to the Governing
Body for their approval.

A Johnson continued that he needs more detail on this identified £2.2m and asked
that a briefing note be prepared for the Member Representatives following the next
meeting of the QIPP Committee.

A Aldabbagh noted R Gil's comment that the GP Development funding could
become recurrent. G Mullins explained that this is one reason why the CCG needs
to be assured on the expected outcomes following committing these monies. A
Aldabbagh asked what would happen if a practice failed to achieve its targets. R
Gill explained that when this approach was taken in Liverpool the practices were
asked to review if they were doing the right things to the right people at the right
time and, if so, the challenge was to ensure that the business cases were
measuring the right metrics. This could raise questions about the practice’s
implementation or about the processes themselves. If the practice is found to be
doing things which it should not be doing then it would need to cease these and to
start doing what is required of it.

J Crombleholme supported A Johnson’s suggestion of providing for the Locality
Council Committee Chairs a more detailed QIPP briefing.

T Ryley stated that if the CCG does not get its financial plans to balance then we
will need to review the full £350m spend. J Crombleholme noted that it can
sometimes appear easier to stop investment into primary care rather than stopping
services commissioned from the Foundation Trust.

R Gill reflected that previously the commissioners may have made changes based
more on their degree of control rather than based on what actions they should
take. He cited the cardiac services as an example of a service for which the CCG
double pays on some elements.

J Crombleholme asked if the work of the Conflicts of Interest and Procurement
Panel has been rolled into the QIPP Committee and G Mullins replied that it has
been.

The Governing Body:

- Noted the contents of the report
- Ratified the QIPP Committee’s Terms of Reference
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- Approved that the £2.2m of investment slippage is to be used to address
the CCG’s financial situation and will not be reinvested elsewhere

- Acknowledged that the QIPP Committee is working to identify the further
£1.8m.

175/14 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

S Johari informed the Governing Body that the Heatons and Tame Valley Locality
Council Committee has its next meeting on 29 October 2014. He will report back to
the Governing Body following this.

A Johnson repeated his request for further detail regarding the CCG’s QIPP plans
so that he can share this with his locality.

P Carne informed the members that his next locality meeting is on 15 October
2014.

A Aldabbagh stated that his locality has expressed concerns with the practice
development plans. Their next meeting is on 22 October 2014 and he will feed
back to the Governing Body after then.

J Crombleholme commented that it is important for the Governing Body to know
how the Member Representatives are feeling. A Aldabbagh clarified that the
concerns he has raised are from his own practice and are not necessarily reflective
of the whole of the Stepping Hill and Victoria locality. His practice felt it a rushed
process over the busy holiday period. He added that the Area Business Managers
have been very helpful with the process but there has still been a significant time
commitment required from the practices.

A Johnson added that he felt there has been a change in focus for the general
practice development plans from improving quality to addressing the QIPP
challenge.

J Crombleholme noted that in terms of the writing of the business cases it is not
unexpected for the CCG to receive variable quality back from the practices if they
have never been asked to do this before. She added that the CCG needs to
consider the support available to the practices. G Mullins agreed to look into this.

A Aldabbagh noted the risk that practices may disengage from the process; J
Crombleholme agreed that it is important that the Governing Body knows how the
members feel. T Ryley commented on that it is positive that the CCG has received
plans from all 48 member practices.

A Johnson voiced his concern that if the funding cannot be found on a recurrent

basis and initiatives such as extended opening is therefore withdrawn this may not
be popular with patients.
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The Governing Body noted the updates and received the minutes of the Heatons
and Tame Valley Locality Council Committee meeting of 23 July 2014 and of the
Marple and Werneth Locality Council Committee meeting of 14 July 2014.

176/14 REPORT OF THE CHAIR
J Crombleholme provided the following updates:

- S Johari has agreed to carry on in the role of Vice-chair of the Governing
Body for a further year

- On 18 September 2014 the CCG held a Board-to-Board meeting with
Stockport NHS Foundation Trust. The discussions focused on clinical
quality and on understanding each other’s financial position

- The CCG held its first Annual General Meeting on 24 September 2014. The
event was well attended by Member Representatives, patients and
members of the public, and stakeholders including the Chief Executive of
the Foundation Trust

- The CCG has been shortlisted for an award from the Health Service
Journal. The presentation to the judges is happening this coming Friday

- The Patient Panel have submitted some further questions regarding the
Healthier Together consultation. They have also received a presentation
detailing the CCG’s walkaround programme

- The Chair last week attended the Staff Awards ceremony at Stockport NHS
Foundation Trust.

The Governing Body noted the updates and received the minutes of the Health
and Wellbeing Board of 16 July 2014.

177/14 REPORT OF THE CHIEF CLINICAL OFFICER

R Gill reminded the members that he has circulated with today’s papers the
Explanatory Document to accompany draft Legislative Reform Order 2014. This
will allow CCGs to establish joint committees with each other and with NHS
England if required. This might be useful to facilitate co-commissioning looking
forward.

R Gill asked the Governing Body to delegate authority to himself and G Mullins
jointly to approve and sign off the specification for the 111 service. The service is
currently going through the procurement process and because there are
commercially confidential elements to this it has not been brought to today’s
meeting. He added that the specification has been reviewed by S Woodworth, the
CCG'’s clinical lead for urgent care. The service is being procured across the North
West.

J Crombleholme informed the Governing Body that in the interest of transparency
she had asked R Gill to present this item in today’s Part One meeting rather than
holding a Part Two (closed) meeting to discuss this.
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The Governing Body:

noted the contents of the update
delegated authority to R Gill and G Mullins jointly to approve and sign-off
the service specification for the 111 service.

178/14 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins provided the following updates:

there have been some really well-attended local public consultation events
for the Healthier Together proposals. We have received some good
qguestions which we will be able to feed into the consultation. The
consultation is still open for feedback until 24 October 2014

the Better Care Fund submission was submitted on 15 September 2014.
We consider that our submission is quite strong and the preliminary
feedback which we have received has been positive. We now need to
switch our focus onto its implementation

she attended a Celebrating Community Services event on 3 October 2014,
there was a real ‘buzz’ about the event and it was good to see the linkages
with the CCG'’s strategic aim of increasing the provision of healthcare in the
community.

The Governing Body noted the updates.

179/14 REPORT FROM THE CLINICAL POLICY COMMITTEE

V Owen-Smith presented the report from the Clinical Policy Committee. She
provided the following key messages from the committee:

CPC has agreed to follow local policy on Emergency Department treatments
and to await Greater Manchester guidance

The committee endorsed EUR policies on hyperhidrosis and non-specific
lower back pain

The committee endorsed NTS recommendations for thrombosis and
pulmonary embolism in adults

The committee endorsed the policies of the Greater Manchester Medicines
Management Group on Dupuytren’s contracture, on the psoriatic arthritis
and ankylosing spondylitis pathway, on the use of biological drugs in
ulcerative colitis and uveitis, and on the harmonised biologics pathway for
rheumatoid arthritis.

She informed the members that the committee agreed to open up a wider
conversation with clinicians concerning CG181: Lipid modification.

The Governing Body noted the update.
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180/14 ANY OTHER BUSINESS
There were no further items of business.

The Chair asked the members of the public and staff present if they had any
questions for the Governing Body.

1 With regard to the Legislative Reform Order are both proposals A and B being
progressed as | thought that it is only proposal A being taken forward?

R Gill offered to check this out and report back next month.

2 | have submitted my feedback for the consultation on the Procurement Policy.
What are the next steps?

M Chidgey offered to meet with the member of the public outside of the meeting in
order to discuss this feedback.

3 At last month’s meeting the Governing Body had a discussion regarding the One-
to-One Midwifery service. What has happened since then?

M Chidgey explained that the service supported approximately 50 Stockport
patients in the last year. The provider has a contract with NHS Wirral CCG and
therefore is an option available to all NHS patients through patient choice.

He continued that the CCG is reviewing its processes to consider how it supports
patients who are choosing this service provider; this includes working with the
Foundation Trust and with the 111 service provider.

181/14 DATE, TIME AND VENUE OF THE NEXT MEETING

The next meeting of the NHS Stockport Clinical Commissioning Group’s Governing

Body will take place at 10.00 on Wednesday 12 November 2014 at Regent House,
Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.10.
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