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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 10 September 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 9 July 2014

	
[image: image1.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 9 July 2014.pdf


	To receive and approve
	10.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4A - Actions 

arising from Governing Body Meeting of 9 July 2014 Part I v2.pdf



 EMBED AcroExch.Document.11  [image: image3.emf]Item 4B Healthier 

Together NHS Stockport C&E Plan.pdf



 EMBED AcroExch.Document.11  [image: image4.emf]Item 4C Healthier 

Together Events Calendar.pdf



 EMBED AcroExch.Document.11  [image: image5.emf]Item 4D Healthier 

Together Consultation Update .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
	Resilience and Compliance Report


	
[image: image6.emf]Item 7 Resilience and 

Compliance Report September 2014 Final.pdf


	To receive and note
	10.35
	G Mullins

	8
	Quality Report
	
[image: image7.emf]Item 8 Quality 

Report-September 2014 - full report.pdf


	To receive and note
	10.45

	M Chidgey


	9
	Finance Report

	
[image: image8.emf]Item 9 - Finance 

Report.pdf


	To receive and note
	11.00
	G Jones

	10
	Reports of the Locality Council Committee Chairs

· Minutes of the Cheadle and Bramhall Locality Council Committee meeting of 3 July 2014

· Minutes of the Stepping Hill and Victoria Locality Council Committee meeting of 16 July 2014

	
[image: image9.emf]Item 10A C&B 

Locality Council Minutes July 3rd 2014 .pdf



 EMBED AcroExch.Document.11  [image: image10.emf]Item 10B Stepping 

Hill and Victoria Locality Council meeting minutes 16th July 2014.pdf


	To receive and note
	11.10
	S Johari

A Johnson

P Carne

A Aldabbagh

	11
	Report of the Chair
	Verbal
	To note
	11.20
	J Crombleholme

	12
	Report of the Chief Clinical Officer
a) Proposed Changes to the CCG Constitution

b) AGG August 2014 summary

c) Briefing on End of Life Care Enhanced Support



	
[image: image11.emf]Item 12A1 

Constitution Changes September 2014 (2).pdf



 EMBED AcroExch.Document.11  [image: image12.emf]Item 12A2 NHS 

Stockport CCG Constitution v4 0 (September 2014).pdf



 EMBED AcroExch.Document.11  [image: image13.emf]Item 12B AGG 

Summary - Final - 5 8 14.pdf



 EMBED AcroExch.Document.11  [image: image14.emf]Item 12C EoLC 

Enhanced Support Team briefing for Ranjit.pdf


	a) To recommend

b and c) To receive and approve
	11.25
	R Gill

	13
	Report of the Chief Operating Officer
	
[image: image15.emf]Item 13 COO Update 

Sept 2014.pdf


	To receive and note
	11.45
	G Mullins

	14
	Report from the Clinical Policy Committee
	
[image: image16.emf]Item 14 Clinical Policy 

Committee update for GB 10.09.14.pdf


	To receive and note
	11.55
	V Owen-Smith

	15
	Safeguarding Annual Reports
	
[image: image17.emf]Item 15 

Safeguarding_Annual Report_2013- 2014.pdf


	To approve
	12.05
	C Briggs

	16
	Any other business as raised in agenda item 5
	Verbal
	
	12.25
	J Crombleholme



	
	Date, Time and Venue of Next meeting
The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 8 October 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 19 September 2014.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Healthier Together  
NHS Stockport CCG Communications & Engagement Plan 


Communications and Engagement Objectives 
 
General 


 To ensure residents of Stockport are aware of the formal consultation and how it will 
impact on them 


 To ensure that a high percentage of the population complete the consultation 
document 


 To support the consultation process with appropriate communication messages, 
materials and promotion of events 


 To meet our legal duty to consult on service reform. 
 
Measured  


 That the public listening events will obtain high levels of attendance. 


 At least one piece of local media coverage each week. 


 CCG social media followers will click on the Healthier Together links to obtain more 


information about the consultation (a minimum of 1000 clicks for the 3 month period). 


 The target number of people from Stockport complete the consultation questionnaire 


(target to be confirmed by HT) 


Stakeholders 
The project has a wide range of stakeholders that can be classed into four major groups: 


1. Service Users and their Carers  
2. General Public (community groups, voluntary groups, Healthwatch, PRGs, Age UK, 


MIND, Signpost) 
3. Influencers (media / councillors / MPs) 
4. Staff  


 
The Plan 
 
The plan below provides an overview of the activity that will take place. This will be a live 
plan which will be adapted depending on the needs and interest of the local community. 
 
Phase 1 


o Distribute the standard Healthier Together information to all four groups of 
stakeholders (above) 


o Distribute information, links and details of events to all stakeholders 
o Offer the opportunity for the CCG to go out to speak to people/groups about Healthier 


Together. 
o Develop a local narrative for Stockport providing a balanced view but Stockport 


specific information 
o Distribute materials 
o Book in additional public events depending on local requirements 


 
Phase 2 


o Media releases related to Healthier Together planned editorial content 
o Targeted articles for relevant groups newsletters and websites 
o Patient stories available on websites and to share with stakeholders 
o Review of planned events and action any requirements for any changes/additions 
o Obtain answers to any questions from local people 







 
Phase 3 


o Organise final opportunity for questions 
o Provide speakers/members for live panel debate and travel and access events 
o Organise any final meetings/briefings that are requested. 
o Complete feedback template for all meetings that have taken place and submit to 


Healthier Together 
 


Activity and events 


There are several types of events, meetings and activity taking place over the consultation 


period in Stockport. The organisers of these vary between the central Healthier Together 


team, the local CCG, GMCVO and Mott Macdonald. All the events are colour coded in 


Appendix 1 and a full list is below: 


 Date Time Venue Activity Audience Organiser CCG 
reps 


1 2.7.14 10.30 
– 
11.30 


Regent 
House 


Briefing to Gov 
Body members 


GB members CCG Ranjit Gill 


2 3.7.14 11.30 
– 
12.30 


Council 
chambers 


Briefing to 
Council 
members 


Councillors CCG Gaynor 
Mullins 


3 10.7.14 1.30 – 
2 


Regent 
House 


Briefing to CCG 
senior 
managers 


Senior 
managers 


CCG Gaynor 
Mullins 


4 16.7.14 All day Town centre Street teams: 
info sharing and 
engagement 


General 
public 


Healthier 
Together 
team 


None 


5 17.7.14 4 - 5 Regent 
House 


Staff briefing CCG staff CCG Gaynor 
Mullins 


6 17.7.14 5 - 7 Stepping Hill 
Hospital 


Staff briefing FT staff Healthier 
Together 
team 


Tim Ryley 


7 19.7.14 All day Stepping Hill 
Hospital 


Open day event General 
public 


FT None  


8 21.7.14 12 – 1 Regent 
House 


Staff briefing CCG staff CCG Gaynor 
Mullins 


9 22.7.14 10 – 
12 


North 
Derbyshire 


Public listening 
event 


General 
public 


Healthier 
Together 
team 


None 


10 23.7.14 1.30 – 
3.30 


Healthwatch 
Stockport 


Briefing to 
Healthwatch 


Healthwatch 
members 


Healthwatch/
FT/CCG 


Gaynor 
Mullins 


11 25.7.14 10 -12 Stepping Hill 
Hospital 


Staff briefing FT staff Healthier 
Together 
team 


Tim Ryley 


12 25.7.14 2 – 3 Stepping Hill 
Hospital 


MP briefing Local MP FT Gaynor 
Mullins 


13 26.7.14 All day Stockport 
Carnival 


Handing out 
information 


General 
public 


CCG Comms & 
Engagem
ent 


14 29.7.14 All day Town Centre Key 103 Bus 
and Street tour 


General 
public 


Healthier 
Together 
team 


None 


15 31.7.14 10.45 
– 
11.45 


Evron centre, 
Shaw Heath 


Briefing CALD 
members 


CCG Tim Ryley 


16 7.8.14 2.15 – The Briefing U3A CCG Ranjit Gill 







2.45 Ramilies, 
Cheadle 
Hulme 


members 


17 11.8.14 12 – 2 Stepping Hill 
Hospital 


Staff briefing FT staff Healthier 
Together 
team 


Gaynor 
Mullins 


18 12.8.14 2 – 4 Alma Lodge Public listening 
event 


General 
public 


Healthier 
Together 
team 


Ranjit Gill 
Gaynor 
Mullins 
Cath 
Briggs 
Gary 
Jones 


19 13.8.14 6 – 7 Council 
chambers 


Extraordinary 
Health & 
Wellbeing 
committee 


H&W 
committee 
members 


Council Ranjit Gill 


20 14.8.14 10 - 2 Sainsburys, 
Town centre 


Information 
sharing and 
engagement 


General 
public 


CCG Comms & 
Engagem
ent 


21 19.8.14 10 - 12 Co-op, 
Edgeley High 
St 


Information 
sharing and 
engagement 


General 
public 


CCG Comms & 
Engagem
ent 


22 20.8.14 TBC Town Hall Health Impact 
Assessment 
event 


Equality 
groups and 
hard to reach 


Mott 
MacDonald 


None 


23 20.8.14 10 - 3 Morrisons, 
Cheadle 


Information 
sharing and 
engagement 


General 
public 


CCG Comms & 
Engagem
ent 


24 2.9.14 All day CSA offices Information 
sharing and 
engagement 


CSA 
employees 


CCG Comms & 
Engagem
ent 


25 4.9.14 12.30-
3 


The Heatons 
sports club 


GP practice 
briefing 


GPs and 
practice staff 


CCG Ranjit Gill 


26 4.9.14 7 - 9 The Village 
Hotel, 
Cheadle 


Public listening 
event 


General 
public 


CCG Gaynor 
Mullins 
Ranjit Gill 


27 11.9.14 2 - 4 Springfield 
surgery 
diabetic clinic 


Information 
sharing and 
engagement 


General 
public 


CCG Comms & 
Engagem
ent 


28 TBC TBC TBC Briefing Adults with 
Learning 
Disabilities 


CCG TBC 


29 TBC TBC Youth Forum Briefing Young 
people 


CCG TBC 


30 17.9.14 All day British Gas Information 
sharing and 
engagement 


British Gas 
staff 


CCG Comms & 
Engagem
ent 


31 19.9.14 1.30-
4.30 


Signpost for 
Carers 


Travel and 
access event 


Invite only GMCVO None 


32 TBC TBC Stockport 
College 


Public debate General 
public 


Healthier 
Together 
team 


Ranjit Gill 
plus 


33 24.9.14 4.30-6 Stockport 
County, 
Edgeley Park 


Public listening 
event 


General 
public 


CCG Gaynor 
Mullins 
Ranjit Gill 


 


 







Additional Healthier Together directed activities: 


- Campaign advert in local papers 


- Distribution of consultation document within the MEN and weekly papers 


- Public event adverts in weekly papers 


- 3 radio adverts inviting people to take part in discussions about ‘best care’ 


- 15 inserts in the MEN and weekly’s 


- 10 inserts in City life and the Metro 


- Media activity – partnerships with Key 103 and MEN 


- Public meetings with media as independent arbitrator 


Other communications actions: 


- Imagine FM special (Weekend coverage) 


- Interview for BBC with local patient about current developments (IV Therapy) 


- Dedicated webpage ‘how you can get involved’ and flash on front page 


- Twice daily tweets and daily facebook updates 


- Press releases adapted for local use and to be sent to local media 


- Briefings on staff intranets 


- GP Newsletter ‘focus on’ 


- Pure FM interview 


- Weekly emails to over 1000 stakeholders and local people 


- Podcast for Careknowledge (Council site) 


- GP TV screens and Council building TVs showing Healthier Together video 


- Posters, flyers and consultation documents distributed widely 


- Message on prescriptions about event dates 


- Regular update on activity for CCG/FT senior leaders and communications leads 


Resources  
 
To ensure that consistent messages are given to all stakeholders, the programme has 
developed shared materials: 


 Presentations  


 Press releases to update the public on changes 


 Case studies – tangible examples of how the change can benefit individuals 
Newsletter articles tailored for target groups 


 Posters / flyers / consultation document 
 


Communication challenges 


- Many of the groups that the CCG normally goes out to speak to are closed over the 


summer period. The holiday season also delays the distribution of the materials from the 


key members of the groups. 


- The consultation documents were received late therefore distribution was slightly 


delayed. 


- The CCG do not have links with people, groups and the media from outside the 


Stockport area that may be affected by the changes. 


 







Appendix: 


- Events/activity table                                                  


- Example activity update  
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Healthier Together 


 


July       


Monday Tuesday Wednesday Thursday Friday Saturday Sunday 


 1 2 3 4 5 6 


 
 
 


 Public Consultation Board briefing 
Boardroom 10:30-11:30 


Public Consultation Media Briefing 
GM fire & rescue centre 


12:30-13:30 


   


7 8 9 10 11 12 13 


 
 
 


Public Consultation Stakeholder 
Briefing  MOSI 9:00-1:30 


 CCG Senior Managers briefing COO Briefing on Sharepoint   


14 15 16 17 18 19 20 


 
Video on GP TV screens 
 


 Street Team: engagement 9:15-14:30 
Brinnington Road/ Town Centre 


 


CCG Briefing session 
Boardroom 4:00-5:00 


 Stepping Hill Open Day  


5 –7pm Stockport FT Staff session  


21 22 23 24 25 26 27 


CCG Briefing session 
Boardroom 12:00-13:00 


10-1.30 North Derbyshire Public 
listening event 


Healthwatch Stockport Meeting 1.30-3.30 
 


Campaign advert in Stockport Times 10- 12 Stockport FT Staff session – 
Tim Ryley 


Stockport Carnival  


Campaign advert in Stockport Express 2pm - Andrew Stunnell 


28 29 30 31    


FT Team Brief this week Key 103 Bus & Street Tour 
Central Stockport all day 


GP Newsletter focus 10.45 CALD presentation and 
discussion (Tim Ryley) 


   


Filing for CareKnowledge site (council 
employees/3


rd
 sector) – Cath B 


Consultation document insert in 
Stockport Express 


Distribution of materials 


August       


Monday Tuesday Wednesday Thursday Friday Saturday Sunday 


    1 2 3 


Film about IV Therapy in community 
shown this week on BBC – link to HT 
 


      


4 5 6 7 8 9 10 


  
 
 


Event advert – Stockport Express 2.15pm - Cheadle Hulme Methodist 
church U3A  


 Imagine FM special 
 


 


Event advert – Stockport Times 


11 12 13 14 15 16 17 


Pure FM interview this week - Ranjit Public Listening Event – Ranjit,Cath, 
Gary, 2-4pm 
Alma Lodge 


6pm - Extraordinary Health & Wellbeing 
meeting – Ranjit 
 


Stall at Sainsburys, 10-2pm    


Stockport FT staff event – Gaynor, 12-
2pm 


18 19 20 21 22 23 24 


 
 


 
 
Stall at Co-op 
 


Health Impact assessment event 
(independently run) 


    


Stall at Morrisons, Cheadle 


25 26 27 28 29 30 31 


  
 
 


 Consultation document in Stockport 
Express 


   


September       


Monday Tuesday Wednesday Thursday Friday Saturday Sunday 


1 2 3 4 5 6 7 


 
 


 
CSA offices engagement 
 


 12.30-3 GP event (The Heatons sports 
club) - RG 


   


6.30-9 Public event (The Village, 
Cheadle) – RG 


8 9 10 11 12 13 14 


 
 


 
 
 


 2-4pm Diabetic clinic Springfeld surgery    


15 16 17 18 19 20 21 


FT Team Brief this week 
 


 
 


British Gas engagement  Travel and Transport event 1.30-4.30   


22 23 24 25 26 27 28 


Stockport Review this week 
 


 
 
 


Public meeting – Stockport County 
(Edgeley park) 5-7pm (chance to public 
to ask questions) 


    


29 30      


  
 


     


Key: Healthier together led Local Public Engagement GP Practice Engagement Local Communications Staff Events & Comms  







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


Resilience and Compliance Report - September 2014 


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


Page 1 of 12







Executive Summary
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Chief Operating Officer's Report


This is the Resilience and Compliance Report for the September Governing Body meeting. The data contained is the latest data available for the various measures, and 


as such the time period will vary from measure to measure. Most of the data is from June 2014, but some is from July 2014 where this is available. 


In terms of performance against constitutional targets, the delivery of the 4 hour Emergency Department waiting time continues to be challenged. Stockport NHS 


Foundation Trust has agreed a plan and trajectory with Monitor which requires them to deliver 95% from September 2014. They achieved the trajectory for August. 


Recruitment of Emergency Department consultants remains challenging and the CCG remains concerned about sustaining this target, particularly over winter.  


Whilst RTT targets have been met, there is a risk to sustained delivery as the backlog of patients waiting has increased. 


We have asked NWAS for a deep dive into performance which has been received, but is not at the required level of detail. We will report this further detail when received. 


In terms of QIPP, whilst some progress has been made the scale of change required is not currently being achieved. Following a 3% reduction in Emergency Department 


attendances in 2013/14, Emergency Department attendances are rising this year (by 5.7%) and we need to understand and address this. Although GP admissions are 


down by 13%, overall admissions are up 4.2%. The reform programmes are looking to address this. GP referrals are only up 0.7% but Consultant to Consultant for 


example are up by 10% which obviously adds to our financial pressures. 


Finally, with regards to Stockport NHS Foundation Trust's Cost Improvement Plans, we remain concerned about the lack of assurance that there is a robust plan in place 


which has been fully Quality Impact Assessed and will deliver the required cost savings. 


Chief Operating Officer's Report
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NHS Constitution Compliance 


...


...


...


...
4 
...


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


92.3 90.3 91.5 91.7


...


...


...


...
4 
...


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


96.9 96.3 95.7 96.1


...


...


...


...
4 
...


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


95.3 94.5 93.8 94.3


...


...


...


...
4 
...


Number of patients waiting 
more than 52 weeks


0.0 5.0 4.0 3.0


...


...


...


...
4 
...


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


0.0 2.0 1.0 5.0


...


...


...


...
4 
...


Urgent operations cancelled 
for a second time


0.0 0.0 0.0 0.0


Referral To Treatment - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


91.6 91.8 91.7


...


...


...


...
4 
...


95.9 96.6 95.9


...


...


...


...
4 
...


94.3 94.7 94.0


...


...


...


...
4 
...


2 1 0


...


...


...


...
4 
...
...
...
...
...
4 
...


0 0 0


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


90% Monthly
Quarter 
actual


...


...


...


...
4 
...


95% Monthly
Quarter 
actual


Across the summer the back-log of non-admitted 
patients has increased, so whilst the latest data we 
have indicates the standard is being met there is a 
risk to delivery from August.


...


...


...


...
4 
...


92% Monthly
Quarter 
actual


As with the previous measure the back-log of 
patients has increased and so whilst the latest data 
we have indicates the standard is being met there is 
a risk to delivery for August.


...


...


...


...
4 
...


0 Monthly


Last 
month in 
the 
quarter


Stockport FT have confirmed that the Root Cause 


Analysis of this shows process as the main issue. 


Mitigation actions are now in place but training 


remains a risk.  


...


...


...


...
4 
...


Quarterly
Quarter 
Actual


All patients at SFT. Issue referenced in SFT board 
reports linking to high number of cancelled 
operations across Winter.


...


...


...


...
4 
...


0
Daily 
during 
Winter


This data is collected on a Provider basis. These 
figures are for Stockport NHS Foundation Trust.


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary
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...


...


...


...
4 
...


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


99.7 99.7 99.6 99.1


Diagnostics - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


98.5 99.3 99.5


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


99% Monthly
Quarter 
actual


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary


...


...


...


...
4 
...


Patients should be admitted, 
transferred or discharged 
within 4 hours of their arrival at 
an A&E department


93.9 94.7 91.6 91.8


...


...


...


...
4 
...


Trolley waits in A&E 0.0 0.0 0.0 0.0


A&E waits - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


92.9 91.1 92.1


...


...


...


...
4 
...


0 0 0


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


95% Weekly
Quarter 
actual


Stockport NHS Foundation Trust are working to the plan agreed with 
Monitor, the improvement trajectory agreed means that the Trust is 
not required to meet the operational standard until September 2014. 
However the CCG remains concerned that any improvement may not 


be able to be maintained over the winter period.


...


...


...


...
4 
...


0
This data is collected on a Provider basis. These 
figures are for Stockport NHS Foundation Trust.


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary


...


...


...


...
4 
...


Maximum two-week wait for 
first outpatient appointment for 
patients referred urgently with 
suspected cancer by a GP


96.2 96.5 96.5 94.8


...


...


...


...
4 
...


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


94.7 96.6 96.1 91.3


Cancer waits - 2 week wait - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


94.5 94.7 95.1


...


...


...


...
4 
...


92.4 93.3 88.1


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


93% Monthly
Quarter 
actual


...


...


...


...
4 
...


93% Monthly
Quarter 
actual


Capacity & demand review underway. Referrals 
have increased but this is not the sole factor. 
Review of processes will result in improved 
Performance in Q2.


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status Commentary
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...


...


...


...
4 
...


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


98.9 97.3 98.6 99.5


...


...


...


...
4 
...


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


99.2 100.0 98.7 98.2


...


...


...


...
4 
...


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


100.0 100.0 100.0 100.0


...


...


...


...
4 
...


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


100.0 100.0 100.0 100.0


Cancer waits - 31 days wait - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


99.2 100.0 99.1


...


...


...


...
4 
...


100.0 94.7 100.0


...


...


...


...
4 
...


100.0 100.0 100.0


...


...


...


...
4 
...


100.0 100.0 100.0


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


96% Monthly
Quarter 
actual


...


...


...


...
4 
...


94% Monthly
Quarter 
actual


...


...


...


...
4 
...


98% Monthly
Quarter 
actual


...


...


...


...
4 
...


94% Monthly
Quarter 
actual


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary


...


...


...


...
4 
...


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


90.4 80.8 83.4 83.6


...


...


...


...
4 
...


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


...


...


...


...
4 
...


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


82.9 80.4 83.3 76.9


Cancer waits - 62 days wait - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


86.9 81.5 82.3


...


...


...


...
4 
...


90.0 100.0 100.0


...


...


...


...
4 
...


84.2 60.9 100.0


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


85% Monthly
Quarter 
actual


Performance is complicated by breach sharing 
rules. 7 of 15 CCGs failed Q1 whereas only 4 of 11 
Trusts failed. Both of our main providers achieved 
the target.


...


...


...


...
4 
...


90% Monthly
Quarter 
actual


...


...


...


...
4 
...


80% Monthly
Quarter 
actual


There is no national operational standard due to 
very low patient numbers


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary
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...


...


...


...
4 
...


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


75.5 72.8 75.9 73.5


...


...


...


...
4 
...


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


77.7 74.7 76.5 74.4


...


...


...


...
4 
...


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


95.4 94.8 96.2 95.7


Category A ambulance calls - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


75.7 73.4 71.5


...


...


...


...
4 
...


75.3 74.7 73.2


...


...


...


...
4 
...


96.2 95.6 95.4


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


75% Monthly
Quarter 
actual


For constitutional compliance, the figures reported 
are NWAS figures for the North West, not Stockport 
figures, which can be found in the Unscheduled 
Care dashboard. Stockport is consistent with the 
NWAS trajectory.


...


...


...


...
4 
...


75% Monthly
Quarter 
actual


Data not reported on a commissioner basis. CCGs 
will be allocated the overall performance of the 
ambulance trust that they are covered by. Stockport 
is below the NWAS trajectory.


...


...


...


...
4 
...


95% Monthly
Quarter 
actual


Data not reported on a commissioner basis. CCGs 
will be allocated the overall performance of the 
ambulance trust that they are covered by. Stockport 
is above the NWAS trajectory.


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary


...


...


...
Minimise breaches 0.0 1.0 1.0 0.0


Mixed Sex Accomodation Breaches - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...
0 0 0


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...
0 Monthly


Quarter 
actual


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


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 97.5 94.2 91.1


Mental Health - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...
...
...
...
...
...
...
...
...
...
...
...


88.9 95.0 88.9


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...
...
...
...
...
...
...
...
...
...
...
...


95% Monthly
Quarter 
actual


51 of 56 discharges were followed up within 7 days. 
Each breach is followed up to understand the 
reasons. Performance has been good in the past 
and as these are small numbers they have a 
significant impact on performance. All cases are 
followed through and there has been no cause for 
concern, but we will continue to monitor this.


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary
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...


...


...


...
4 
...


Incidence of healthcare 
associated infection (HCAI) i) 
MRSA


1 0 1 1


...


...


...


...
4 
...


Incidence of healthcare 
associated infection (HCAI) ii) 
C. Difficile


25 17 11 14


Healthcare associated infection (HCAI) - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


0 0 1


...


...


...


...
4 
...


6 5 3


Last Three Months
Apr 
2014


May 
2014


Jun 
2014


...


...


...


...
4 
...


0 Monthly Monthly


This case was arbitrated between the Foundation 
Trust and The Christie. The outcome was that this 
was attributable to "Third Party" i.e. not SFT or 
Christie. We are querying with NHSE whether it will 
remain CCG responsible. 


...


...


...


...
4 
...


89 Annual Annual


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary


Indicator RAG rating


Green - Performance at or above the standard


Red - Performance below the standard


Key
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Statutory Duty and Resilience Compliance 


...


...


...


...
4 
...


Percentage of staff undertaking 
mandatory IG e-learning


100


...


...


...


...
4 
...


Percentage of FoIs handled 
within the legal timeframe


100.0 95.0 100.0 100.0


...


...


...


...
4 
...


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


? 88.5 88.5 100.0


...


...


...


...
4 
...


Number of negative reports 
recieved from auditors


0 0 0 0


...


...


...


...
4 
...


Number of statutory Governing 
Body roles vacant


0 0 0 0


...


...


...


...
4 
...


Percentage of complaints 
responded to within 25 working 
days


80.0 85.0 75.0 68.9


...


...


...


...
4 
...


Percentage of days lost to 
sickness


2.03 1.90 1.32 2.92


...


...


...


...
4 
...


Percentage of established posts 
which are filled substantively


86.4 85.7 95.4 92.6


Statutory Duty and Resilience - Last Four Full Quarters
Statutory Duty or Resilience 
Measure


Q2 Q3 Q4 Q1


...


...


...


...
4 
...
...
...
...
...
4 
...


100 100 100


...


...


...


...
4 
...


100.0 100.0 100.0


...


...


...


...
4 
...


0 0 0


...


...


...


...
4 
...


0 0 0


...


...


...


...
4 
...


66.7 60.0


...


...


...


...
4 
...


4.37 1.69


...


...


...


...
4 
...


96.2 89.1 80.2


Last Three Months
May 
2014


Jun 
2014


Jul 
2014


...


...


...


...
4 
...


90% Annual Annual
2013-14 stats - the 2014-15 figures will be reported 
to Governing Body monthly from January - March.


...


...


...


...
4 
...


90% Monthly Monthly


...


...


...


...
4 
...


100% Quarterly Quarterly
The CCG has now had sight of the two outsatnding 
certificates, the dates of the certificates means that 
we have been compliant since March 2014.


...


...


...


...
4 
...


0 Monthly Monthly


...


...


...


...
4 
...


0 Monthly Monthly


...


...


...


...
4 
...


80% Monthly Monthly


The CCG has set itself an operational standard to 
resolve complaints in 25 days. All are acknowledged 
within 3 days. The process has been improved and 
training is being put on for managers to improve the 
quality and speed of management responses.


...


...


...


...
4 
...


2.5% Monthly Monthly


...


...


...


...
4 
...


95% Monthly Monthly


The CCG is working with CSU HR to improve the 


data quality of this indicator. It is expected that next 


month's performance will show a significant 


improvement. 


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary
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...


...


...


...
4 
...


Percentage of on call directors up 
to date with EPRR training


100 100


...


...


...


...
4 
...


Emergency Preparedness, 
Resilience and Response Test 
Status


Green Green


Statutory Duty and Resilience - Last Four Full Quarters
Statutory Duty or Resilience 
Measure


Q2 Q3 Q4 Q1


...


...


...


...
4 
...


100 100 100


...


...


...


...
4 
...


Green Green Green


Last Three Months
May 
2014


Jun 
2014


Jul 
2014


...


...


...


...
4 
...


100% Annual Annual


...


...


...


...
4 
...


Green Annual Annual


Details
Operational 
Standard


Collection 
Frequency


Reporting 
Period


Status / Commentary
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  Short to Medium Term Performance Risks       


  


 


...  PF01 Workforce
Our providers have insufficient capacity 
and capability (at a speciality level)


Chidgey, 
Mark


 


There are 3 differing issues : 


1. Business Continuity, managing impact of 


sickness and vacancies has caused intermittent 


issues with RTT. 


2.  SFTs risk register and SCCG issues log both 


reference the high number of nursing vacancies in 


Medicine. 


3. SFT has been unable to recruit to the required 
number fo ED consultants for a significant time 
period.


...  PF02 Contracts
The CCG's contracts are not robust, 
current and/or signed


Chidgey, 
Mark


 All contracts now signed


...
 PF03 Provider 


landscape
The CCG is not in control of new entrants 
and leavers within its providers


Chidgey, 
Mark


 


Market entry and exit is complex. As a CCG we do 
not carry a higher risk of this than other CCGs. 
Greater Manchester CCGs are working to manage 
this collectively.


...
 PF04 Demand 


Management
ED attendances / GP admissions are 
above planned levels


Roberts, 
Roger


 
5.7% increase in attendance 


13% decrease in GP admissions 


...  PF05 Regulation
The CCG's providers are non-compliant 
with regulation and guidance


Chidgey, 
Mark


 
Both SFT and UHSM have differing compliance 
issues with Monitor. SCCG is working with SFT, 
Monitor and NHSE on their specific issues.


...  PF06 Procurement
The CCG's procurement processes do not 
comply with legislation


Chidgey, 
Mark


 


NHS Stockport CCG is minimising this risk by 
buying in specialised procurement expertise from 
GMCSU. This mitigates risk on processes but not 
decision making in choosing the process.


...  PF07 Service Reform
The CCG's Service reforms negatively 
impact our providers' ability to deliver 
against performance standards


Jones, Diane  


Plans for elective care and proactive care reforms 
are being co-produced with providers and include 
mitigating actions to manage potential negative 
impacts on provider performance. Activity 
reductions within providers are likely to impact on 
provider income however reforms aim to increase 
efficiency leading to improved performance and 
reductions in providers costs should mitigate 
losses in income.


...  PF08 Reconfiguration


The reconfiguration of providers through 
Healthier Together and the South Sector 
partnership negatively impact 
performance


Mullins, 
Gaynor


HT consultation 
Summer 2014


Consultation still underway.


...  PF09 Grip
The CCG does not adequately manage its 
providers against the performance 
standards


Chidgey, 
Mark


 
Capacity for this is limited but specialised advice is 
bought in from GMCSU.


Performance Risks 2014/15
Drill 
Down


Risk Description
Directorate 
Lead


Q1 Q2 Q3 Q4 Horizon Events Status / Commentary
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...  PF10 CIP
Our providers' Cost Improvement Plans 
impact negatively upon service delivery


Chidgey, 
Mark


 


STF have shared QIAs on high level programmes. 
The CCG is not assured as to how QIAs are 
carried out for the impact of eg vacancy controls 
and more operational changes.


...
 PF11 CCG 


Compliance
The CCG fails to meet its statutory 
requirements for compliance


Ryley, Tim  
Compliance checks and processes are now well 
embedded into work of the CCG and all staff are 
trained.


Performance Risks 2014/15
Drill 
Down


Risk Description
Directorate 
Lead


Q1 Q2 Q3 Q4 Horizon Events Status / Commentary
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT REGENT HOUSE, 
STOCKPORT 


ON WEDNESDAY 9 JULY 2014  
 


PART I 
 


PRESENT 
  
Ms J Crombleholme Lay Member (Chair) 
Dr S Johari Locality Chair: Heatons and Tame Valley (Vice-chair) 
Dr P Carne Locality Chair: Cheadle and Bramhall 
Dr A Aldabbagh Locality Chair: Stepping Hill and Victoria 
Dr R Gill Chief Clinical Officer  
Dr V Mehta Clinical Director for General Practice Development 
Dr M Ryan Secondary Care Consultant 
Dr A Johnson Locality Chair: Marple and Werneth 
Mr G Jones Chief Finance Officer  
Mrs G Mullins Chief Operating Officer  
Dr C Briggs Clinical Director for Quality and Provider Management 
  


IN ATTENDANCE 
 
Mr M Chidgey Director of Quality and Provider Management 
Mr P Pallister Board Secretary 
Dr V Owen-Smith Clinical Director for Public Health 
Mr R Roberts Director of General Practice Development 
Mr T Stokes Healthwatch Representative 
Mr T Ryley Director of Strategic Planning and Performance 
Cllr J Pantall Chair of the Health and Wellbeing Board 
Mr T Dafter Representative from Adult Social Care, SMBC 
Dr D Jones Director of Service Reform 
  


APOLOGIES 
 


Mr J Greenough Lay Member 
Dr J Idoo Clinical Director of Service Reform 
Miss K Richardson Nurse Member 
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112/14 APOLOGIES 
 
J Crombleholme welcomed the Governing Body and the members of the public 
and staff to the meeting. 
 
Apologies were received from J Greenough, J Idoo and K Richardson. 
 
 
113/14 DECLARATIONS OF INTEREST 
 
The Chair invited the members of the Governing Body to declare their interests.  
 
The GPs present all declared an interest in the business cases being discussed 
later on the agenda. 
 
There were no further interests declared in addition to those previously made and 
held on file by the Board Secretary. 
 
 
114/14 APPROVAL OF THE MINUTES OF THE MEETING HELD ON 11 JUNE 
2014 
 
The draft minutes of the meeting of the Governing Body held on 11 June 2014 
were agreed as a correct record with the following amendments: 
 
102/14 should read ‘At their next meeting the committee will be discussing the 
backlogs for cardiology, ophthalmology and gastroenterology’ 
 
107/14 should read ‘She summarised the key messages as being that the 
members consider that the CCG is good on engagement but not so good at acting 
upon it’. 
 
  
115/14 ACTIONS ARISING 
 
The members reviewed the outstanding items. 
 
020414: To bring the output from the NWAS ‘deep dive’ exercise (once received): 
M Chidgey informed the members that he has not yet received this report. He 
expects to receive it by 18 July and so it was agreed that this item be carried 
forward to September 2014 
 
010514: To share with the members the outcomes of the review of the CCG’s 
capacity: G Mullins reminded the members that she had updated on these 
discussions at today’s pre-meeting. This item can be removed from the list 
 
020514: For the Governing Body to respond to the report (CAMHS Health and 
Wellbeing Scrutiny Committee Review): G Mullins explained that the action had 
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been for the CCG to respond and she confirmed that this has been done. This item 
can be removed from the list 
 
030514: To provide an update from the Quality and Provider Management 
Committee following its review of the IAPTS plans: M Chidgey informed the 
members that this discussion is due to take place at next week’s meeting. He 
added that we are still awaiting feedback from the urgent support team 
 
040514: To bring an update on the integration work: this is included in one of 
today’s business cases and therefore this item can be removed from the list 
 
050514: To meet with the Marple and Werneth members to understand better their 
concerns: R Gill informed the Governing Body that he has done this. The item can 
be removed from the list 
 
090514: To update the members on the topic of co-commissioning: G Mullins 
informed the members that this will be covered in her Chief Operating Officer’s 
Update later today. This item can be removed from the list 
 
020614: To review the TIA performance figures: M Chidgey provided an update to 
the members and explained that performance for March and April was 50% but in 
May was significantly lower. He confirmed that the Quality and Provider 
Management Committee will continue to monitor the performance and will provide 
updates to the Governing Body through the Quality Report. This item can be 
removed from the list 
 
030614: To bring a proposed model for primary care: R Gill asked the members if 
this item could be deferred from October until November 2014 and this was agreed 
 
040614: To bring a ‘deep dive’ report on Emergency Department: G Mullins 
explained that this is included within today’s Resilience and Compliance Report. 
This item can be removed from the list. 
 
The Governing Body noted the updates. 
 
 
116/14 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS 
 
The Chair invited items of additional business; there were no further items 
requested. 
 
 
 


10.30 R GILL LEFT THE MEETING 
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117/14 PATIENT STORY 
 
The Governing Body viewed a video interview with a member of the public 
describing her experience of learning how to improve her use of an inhaler and the 
impact that has made on her life. 
 
D Jones opened the discussion by stating that, as an asthmatic herself, she found 
it interesting how that patient now has the confidence to manage her condition 
herself through the education provided by the community pharmacist. She added 
that her mother by the age of 75 years had not mastered the use of her inhaler. 
 
P Carne asked if the patient story identifies an issue regarding the education of 
practice nurses. M Ryan agreed that staff education is an important aspect of 
inhaler usage and suggested that this not be limited solely to practice nurses. 
 
R Roberts informed the Governing Body that there is a lot of work being done 
concerning inhaler technique both locally and across Greater Manchester; he 
added that this work encompasses both community pharmacists and practice 
nurses. It is included within the community pharmacy contract that they will 
demonstrate technique to those people newly prescribed an inhaler. 
 
A Aldabbagh suggested that it would be interesting to know the amount of 
interaction between the pharmacist and the GP because it would be useful for the 
GPs to know if their patients were struggling with their inhaler technique. He added 
that if people are not using inhalers effectively then it is not a good use of NHS 
money. 
 
J Crombleholme noted the social impact on the patient who had described her 
isolation.  
 
P Carne asked if we should consider introducing an asthma expert patient 
programme as exists for diabetes; S Johari replied that there is a significant 
underuse of asthma self-management plans and he suggested that these could 
make a big difference. J Crombleholme asked how the CCG could support this 
work and R Roberts explained that one of today’s business cases will help to 
progress this. 
 
J Crombleholme asked that the Governing Body’s gratitude be passed on to 
Eunice for sharing her story. 
 
The Governing Body noted the contents of the patient story. 
 
 
118/14 RESILIENCE AND COMPLIANCE REPORT 
 
G Mullins presented the new Resilience and Compliance Report. She explained 
how it contains data as of April 2014, and drew to the members’ attention the 
following key messages: 
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- Stockport NHS Foundation Trust are continuing to struggle with the 
Emergency Department Constitutional target. They have failed to meet the 
target for quarter 1 of 2014/15 and this means that they have failed for the 
last nine consecutive quarters  


- We have been asked to submit plans for reducing waiting lists sooner than 
we had anticipated; there is some additional funding available to support 
with this and the CCG has put in a bid for some of this 


- The report includes short- to medium-term performance risks. The one 
performance risk rated as extreme is PF10: Our providers’ Cost 
Improvement Plans impact negatively upon service delivery. G Mullins 
explained that we are still awaiting the cost improvement plans from 
SNHSFT and so we do not yet know what the impacts of these will be. 


 
J Crombleholme noted the report contains the number of patients who have been 
waiting longer than 52 weeks for their treatment and asked when we will receive 
the rectification plan for this. M Chidgey replied that we should receive the 
Foundation Trust’s plans within the next four weeks. He stated that in his opinion 
the issue is not one of capacity but rather of inefficient processes. J Crombleholme 
noted that Salford Royal NHS Foundation Trust has recently identified a greater 
number of long waiting patients than they expected after they had started to review 
their processes. M Ryan added that Alder Hey Children’s NHS Foundation Trust 
had experienced the same thing. M Chidgey responded that from previous reviews 
of patient waiting lists at Stockport NHS Foundation Trust he is assured that there 
are no ‘assumed waits’. 
 
J Crombleholme enquired if any of the work being done on outpatient processes 
will help improve this position; D Jones replied that we have started to look at 
model clinics from the perspective of their processes and this work will be 
extended to consider performance. 
 
G Mullins noted the direct link between cost improvements and patient experience 
such as the timely issuing of discharge letters and explained to the members that 
this has informed the risk rating of ‘extreme’. 
 
J Pantall asked if we know how many patients are affected and M Chidgey replied 
that it is approximately 3. He added that performance was better in May but still not 
where we would wish it to be. He stated that in order to meet this performance 
target the Foundation Trust would need to deliver a result of 100% for June which 
is possible but unlikely.  
 
J Crombleholme noted the poor performance regarding ‘percentage of staff 
working with vulnerable people who have an up-to-date DBS check’ and asked 
what is being done in this area. M Chidgey explained that two staff members are 
awaiting their certificates. J Crombleholme asked if in the meantime the staff 
members are allowed to work with vulnerable people and M Chidgey admitted that 
he did not know; he agreed to find out. T Ryley added that these staff are not new 
employees and will previously have had a CRB check. G Mullins noted that some 
staff members are still in the process of moving from the old CRB process to the 
new DBS system. 
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P Carne asked if the hospital-focused performance indicators reflect solely the 
performance of Stockport NHS Foundation Trust; G Mullins explained that they 
reflect the experiences of our patients and therefore include elements of 
performance at some other hospitals. 
 
The Governing Body noted the contents of the Resilience and Compliance Report.  
 
 
119/14 QUALITY REPORT 
 
M Chidgey presented the monthly Quality Report. He informed the Governing Body 
that the Quality and Provider Management Committee is extremely concerned 
about patients waiting beyond planned dates for their follow ups at Stockport NHS 
Foundation Trust. For example there are glaucoma patients on six-monthly follow 
ups who are waiting beyond this time. M Chidgey has written to the Foundation 
Trust regarding this as a contract query. He has asked why the CCG has not been 
made aware of this issue previously and for an assessment of the clinical risk. He 
hopes to receive a response in time for next week’s committee meeting to discuss 
the Foundation Trust’s response. 
 
A Johnson asked M Chidgey if his review of the situation has included the impact 
upon general practice in the form of telephone calls into the surgery and repeat GP 
appointments to chase up the follow up appointments. M Chidgey replied that he 
acknowledges the impacts upon the rest of the healthcare system of poor care but 
stated that he had not looked specifically at the impact upon general practice. 
 
A Johnson commented that poor performance regarding TIA is a recurrent theme 
and yet following receipt by the Governing Body of a ‘deep dive’ report about a 
year ago it appears that no progress has been made as there is still the issue of no 
weekend access at the Foundation Trust. C Briggs replied that there are two main 
issues within the TIA performance. The first is the timeliness of referrals from 
general practice and the second is the lack of a weekend clinic. She explained that 
it had been hoped that the centralisation of stroke services would have helped with 
the latter but we have since learned that it will not. The Foundation Trust have 
developed plans for dealing with activity over the weekends and we hope to 
receive these in the next two weeks.  
 
J Crombleholme asked if this provides A Johnson with assurance and he replied 
that he is assured that there is a plan of action. M Chidgey stated that he would not 
say that our processes have improved; the current performance reflects the pattern 
of when people are referred by their GP. 
 
T Stokes asked if stroke patients experience any delays in the Emergency 
Department before being admitted to the stroke ward and M Chidgey replied that 
he would not expect it currently to be any different from what he has previously 
reported to the Governing Body.  
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J Crombleholme concluded the discussion by reminding the members that the 
Quality and Provider Management Committee had been very concerned about the 
delays with ophthalmology follow ups and had questioned why the CCG was 
unaware of this cohort of patients. G Mullins explained that this is why M Chidgey 
has so quickly written to the Foundation Trust for some answers. 
 
The Governing Body noted the contents of the Quality Report and received the 
minutes of the 18 June 2014 meeting of the Quality and Provider Management 
Committee. 
 
 


10.55 R GILL REJOINED THE MEETING 
 
 
120/14 EMERGENCY DEPARTMENT PERFORMANCE 
 
R Gill opened this agenda item by reminding the members that Stockport NHS 
Foundation Trust has not met the Emergency Department four hour target for more 
than two years and they are the worst performing Foundation Trust in the whole of 
England. He acknowledged that it is a system issue, and stated that the Governing 
Body knows that patient flows in the hospital are sub-optimal. He continued that we 
hope that the situation is improving but we have no assurance of the positive 
impacts of the actions underway. He concluded by suggesting that the CCG should 
do more to help people not to require urgent care in the first place. 
 
G Mullins added that the plans outlined in this report are the results of two and a 
half years’ work. This work has shown that capacity and demand are not matched 
especially in the evenings, and that there are some clinical and managerial 
capacity issues. Admissions from the Emergency Department have historically 
been high and attendances have been reducing but now appear to be increasing. 
 
The report contains another plan and another trajectory to match capacity and 
demand in the evenings, and the CCG has provided a further £500k non-
recurrently during 2014/15 to support this work. The report concludes by stating 
that in the medium term we will need a new model of delivery and this will probably 
involve a new style of ‘front end’. 
 
G Mullins concluded by informing the Governing Body that this issue is very high 
profile; the CCG is meeting with the Foundation Trust every week to discuss the 
situation. Both the CCG and FT have had performance meetings with NHS 
England. This new trajectory has performance being achieved by the end of 
August 2014. 
 
C Briggs stated that yesterday she had met with the lead of the Ambulatory Care 
Unit. She commented that the CCG has not felt assured on the ambulatory care 
sensitive pathways in the past perhaps because we have been led to believe that 
revised pathways have been in place. Yesterday she was assured that the chest 
pain pathway is now in place and embedded; it is seeing approximately eighty 
patients per month and 90% of these are not admitted. 
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The COPD pathway deals with only small numbers of patients but this year a 
CQuIN has been agreed as part of the contract to encourage the focus of some 
effort into this pathway. She stated that she feels that things are progressing. 
 
A Johnson noted that the CCG is putting more money into a failing system and 
asked how much funding has been provided to the Emergency Department over 
the last two to three years. M Chidgey replied that he could report back the exact 
figure although he explained that most of the additional funding has been external 
monies. J Crombleholme noted that the CCG pays above tariff for Emergency 
Department. 
 
A Johnson suggested that the additional funding is being used to appoint a 
managerial director rather than consultants. M Chidgey responded that the funding 
will also facilitate dedicated sessions for clinicians to support the change 
programmes. 
 
R Gill stated that A Johnson has made an interesting observation by asking if we 
are paying more for a failing hospital; he himself thinks this to be the case, and 
other hospitals are dealing with patients in better ways such as for the 19 
ambulatory care sensitive conditions. He explained that the reason for paying 
additional money to the Foundation Trust is to enable them to get a better grip of 
the situation and to release clinicians’ time to manage properly the hospital system.   
He suggested that it is the CCG’s role to facilitate the Foundation Trust 
modernising their system. 
 
G Mullins commented that all of the reviews undertaken have concluded that the 
system needs more capacity which is why the additional £500k is being provided 
 
A Johnson noted that the national media is stating an increase in Emergency 
Department attendances but our local figures are not reflecting this so that shows 
that some good work is being done. G Mullins added that this is one reason for not 
developing a walk-in centre at the Emergency Department. 
 
M Ryan suggested that the Foundation Trust may struggle to recruit clinicians ‘of 
the highest quality’; instead she suggested offering secondments from some of the 
better achieving Emergency Departments. G Mullins noted that M Ryan might 
choose to suggest this as Chair of the Unscheduled Care Board.  
 
R Gill stated that the issue for the Emergency Department is not one of money; he 
stated that the issue is that out of the 250 / 300 people attending the department 
each day around 50 or 60 of them could be being treated elsewhere in a more 
modern and effective way. He commented that from a purely medical perspective 
the solution needs to be found across the South Sector. 
 
T Stokes asked if the CCG receives any feedback form junior doctors who have 
been on placements at the Emergency Department. G Mullins replied that we will 
look to see if there is anything available. 
 
The Governing Body noted the contents of the report. 
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121/14 FINANCE REPORT  
 
G Jones presented the month 2 Finance Report. He informed the members that to 
date the CCG has received only limited activity data and therefore we are 
assuming that activity spend is in line with our plans. The same approach has been 
adopted regarding prescribing spend. 
 
QIPP is the CCG’s biggest financial challenge. The CCG’s sources of funding to 
mitigate its financial risks includes £1.8m of investment slippage recognising the 
delays in implementing some of its programme work streams. 
 
G Jones reminded the members that we are awaiting feedback from NHS England 
on the business cases which have been submitted. He suggested that the 
Governing Body needs to be informed of the available options for mitigating the 
organisation’s financial risks and offered to provide an update at the meeting 
meeting. 
 
The Governing Body noted the contents of the report and received the 
unconfirmed minutes of the Audit Committee meeting of 18 June 2014. 
 
 
122/14 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS 
 
S Johari informed the Governing Body that the Locality Council Committee Chairs 
had met last week to discuss the strategy for primary care. J Crombleholme asked 
how his locality GPs are feeling and S Johari replied that they are fairly positive. 
 
A Johnson explained that the Marple and Werneth Locality Council Committee are 
meeting in two weeks’ time. He provided some feedback from the recent meeting 
of his locality’s GPs with R Gill by saying that it had been positive that they had 
been able to put forward the viewpoint of the individual practices concerning the 
proposed future model of care. R Gill added that prior to the meeting he had 
received a two page email of questions and had used the two and a half hour 
meeting to go through these with the GPs. He felt that a lot of rumour and 
speculation had been dismissed by the end of the session. He stated that there is 
no model of ‘a single, super GP practice’. 
 
J Crombleholme added that, as a member organisation, it is important that we 
listen to our members’ concerns. 
 
P Carne updated the members by explaining that his locality has been undergoing 
reviews of gastroenterology referrals. He added that the general practice 
development business cases had been well received including the flexibility 
contained within them. 
 
A Aldabbagh stated that his Locality Council Committee is meeting soon. He 
explained that some of the smaller practices are concerned and unsure how they 
could implement all of the required changes. He commented that the usual 
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response provided is for them to federate but suggested that whilst this might work 
for acute cases it is unlikely to be the solution for patients with chronic conditions. 
 
The Governing Body noted the updates. 
 
 
123/14 REPORT OF THE CHAIR 
 
J Crombleholme provided the following updates: 
 


- On behalf of the Governing Body she congratulated T Stokes on his election 
as chair of Stockport Healthwatch 


- There will be a Part Two (closed) meeting of the Governing Body later today 
to discuss the developments of the South Sector work 


- The August meeting of the Governing Body has been cancelled. The next 
meeting will be on 10 September 2014 and is to be held in the Marple and 
Werneth locality 


- The date for the CCG’s Annual General Meeting has been confirmed as 24 
September 2014. It is being held at the Cheshire Conference and Events 
Centre (commonly known as Edgeley Park). 


 
The Governing Body noted the updates.  
 
 
124/14 REPORT OF THE CHIEF CLINICAL OFFICER 
 
R Gill reminded the Governing Body that within today’s papers he has circulated 
the Association Governing Group summaries for June and July, the NHS England 
Greater Manchester Area Team Board’s 2014/15 Direct Commissioning Plan, the 
Healthier Together Committees in Common briefing note for June, a letter from 
NHS England detailing the development of the North West five year strategic plan 
for Specialised Services Commissioning, and a letter he has issued to colleagues 
at other CCGs across Greater Manchester regarding ‘A new model for Greater 
Manchester Primary Care’. 
 
He informed the members that the public consultation for the Healthier Together 
programme started yesterday and will run for twelve weeks. Although much of the 
detail is concerned with hospital services he reminded the Governing Body that 
there is also contained therein a plan for primary care. 
 
Regarding primary care he stated that we need to move faster, and to this aim over 
summer he will be working to develop a new model for primary care which will look 
different but will be a continuation of the partner-led general practice model. Its 
intent is to deliver a significant change to primary care to develop such patient care 
as we have today heard within the patient story as having been provided within 
community pharmacy. He explained that in other countries many people work 
within the primary care setting who in the NHS in England would be working in the 
hospital setting. 
 







11 


He explained that the CCG cannot have a view of the various models being 
consulted on as part of the Healthier Together consultation as this is a public 
consultation. He added that after the twelve week consultation closes time will be 
taken to assimilate the responses and this might take until after May 2015. 
 
J Pantall commented that Stockport had been well-represented at the consultation 
launch yesterday. He observed that the consultation literature does emphasise that 
there are three strands to the Healthier Together programme. 
 
The Governing Body noted the update. 
 
 
125/14 REPORT OF THE CHIEF OPERATING OFFICER 
 
G Mullins provided the following updates: 
 


- Within her report she has circulated the Stockport Health and Social Care 
System Transformation Governance arrangements. These arrangements 
are to support the continuation of the transformation work underway across 
the local health and social care economy. The partner organisations will be 
looking to recruit additional project managers and change managers into 
this structure 


- The CCG has submitted its bid to co-commission primary care services. We 
have not yet heard back from NHS England on this. G Mullins added that 
she is leading a piece of work across Greater Manchester to develop a 
strategy and standards for the delivery of primary care services. She 
explained that this work talks directly to R Gill’s item on primary care 


- The CCG is working with the local authority on a joint application to the 
National Integrated Digital Care Fund. If successful the funding would be 
used to support the integrated record project across Stockport over two 
years 


- As already mentioned by R Gill the Healthier Together public consultation 
launched yesterday. She explained that the Head of Communications and 
Engagement is putting together a consultation plan and G Mullins offered to 
circulate this to the members. 


 
The Governing Body noted the updates. 
 
 
126/14 REPORT FROM THE CLINICAL POLICY COMMITTEE 
 
V Owen-Smith presented the report from the Clinical Policy Committee. She 
informed the members that since the report was circulated we have received 
confirmation that the costing implication of £130,000 for TA312 Multiple Sclerosis 
will be borne by NHS England and not by the CCG. 
 
She explained that the Clinical Policy Committee has amended its policy for 
specialist bariatric surgery to bring it into line with the commissioned pathway. 
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The Committee has reviewed several policies from the Greater Manchester 
Effective Use of Resources panel and has asked for the policies regarding 
varicose veins and persistent non-specific low back pain to be revisited. 
 
The Committee considers clinical risk and as a result S Johari has been asked to 
obtain an update on caesarean section morbidly adherent placenta pathway 
compliance from the Maternity Board.  
 
The Committee has noted that Stockport NHS Foundation Trust is not compliant 
with the guidance on upper gastrointestinal bleeds during out of hours. The 
Foundation Trust have reviewed their position and consider the issue to be outside 
of their control as the service is difficult to roster. The issue is being progressed by 
R Gill and C Briggs outside of the Committee. The Committee has accepted that 
this topic needs to be considered as a wider health system issue rather than as 
being a Stockport-specific issue. 
 
The Governing Body noted the update and received the draft minutes of the 
Clinical Policy Committee meetings of 28 May and 25 June. 
 
 
127/14 REMUNERATION REPORT 
 
G Mullins presented the Remuneration Report. She reminded the members that 
this report summarises the agreements made at the Part Two (closed) meeting of 
the Governing Body on 11 June 2014. The purpose of today’s report is to support 
the CCG’s openness and transparency by making such information publically-
available. 
 
The Governing Body noted the report. 
 
 
128/14 NHS STOCKPORT CCG’S STRATEGIC PLAN 
 
T Ryley presented the current version of the CCG’s strategic plan. He reminded 
the members that they have already received several versions of the plan and he 
explained that this is a more user-friendly presentation of the same information. 
 
J Crombleholme clarified that the members are not required to approve this plan as 
it is information they have previously approved. She added that she thought this 
version is excellent and makes the plan easy to read; she asked that her thanks be 
passed to the Head of Strategic Planning. 
 
The Governing Body received this latest version of the strategic plan. 
 
 
129/14 BUSINESS CASES 
 
J Crombleholme introduced this agenda item by reminding the Governing Body 
that the members have previously acknowledged that as a GP-led organisation it is 
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not practical to try to avoid conflicts of interest and that instead the approach taken 
by the CCG is to manage any such conflicts openly and in public wherever 
possible. The process adopted by the CCG is for the Conflicts of Interest and 
Procurement Panel to review business cases for potential conflicts of interest and 
for their procurement options and for the advice notes from these panel 
discussions to be included when the business cases are brought to the Governing 
Body. 
 
She continued that with regards to the business cases here today it is 
acknowledged that they contain inherent conflicts for all of the GPs rather than for 
one group of GPs above another group and on that basis it has been suggested 
that the GPs remain to participate in the discussions and in any voting. J 
Crombleholme concluded that if any member of the Governing Body feels 
particularly conflicted by these agendas items they could leave the meeting. No 
member left the meeting. 
 
 


i) Proactive Care Programme business case 
 
D Jones presented this business case and explained that it is asking the 
Governing Body to support service delivery option 8 (to implement the reforms for 
very high, high and moderate risk populations) and the procurement option 5 (to 
deliver option 1 in 18 to 24 months followed by a procurement using one of the 
three routes described in options 2, 3 or 4). 
 
She explained to the members that the funding for this business case is dependent 
upon the Better Care Fund although the Better Care Fund is not yet fully finalised. 
She added that the costs identified within the business case do not include costs 
such as for IM&T and for premises. 
 
V Mehta asked if the Governing Body is being asked to decide on which of the 
long-term procurement options is to be taken. D Jones suggested awaiting the 
decision by the local authority before considering the longer-term options. M 
Chidgey supported this approach by commenting that the provider landscape may 
have changed in the next couple of years. 
 
T Dafter observed that there have been changes made to the Better Care Fund in 
the last week and stated that the Governing Body needs to bear the new 
requirements in mind. J Crombleholme enquired as to the nature of these changes 
and T Dafter gave the example of around a quarter of the fund now being linked to 
a specific target for emergency admissions. G Mullins added that we need to 
understand the new guidance for the Better Care Fund and then fit this to the 
service changes. She reminded the members that there is the will to support this 
proactive care programme. 
 
A Johnson commented that he could not see where the investment is coming from; 
D Jones drew to the members’ attention the chart ‘Interventions and Investments’ 
and T Dafter added that the local authority is also putting in some capacity by, for 
example, changing the way in which social workers work. G Jones suggested that 
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the investment is not yet agreed although G Mullins explained that the only 
outstanding aspect is to understand the impact of last week’s announcement on 
the Better Care Fund. 
 
V Owen-Smith commented that the business case reads really well, but voiced her 
concern that prevention reads as being a separate programme with a budget of 
only £50,000. In the light of today’s update on co-commissioning she suggested 
that there exists the opportunity to embed the prevention ethos more firmly across 
all three programmes. 
 
V Mehta observed that the way in which people seek healthcare is really central to 
this programme and V Owen-Smith agreed this to be correct especially for the 
clinical aspects.  
 
R Gill drew to the members’ attention a chart ‘Anticipated scale of deflection from 
whole system changes’ and explained that this is the likely impact of what we are 
aiming to do; for example for the ‘very high risk’ category we are expecting that 
three quarters of the people will not be hospitalised. In addition to the improved 
patient experience this would also deliver a cost saving of £7.6m to the local health 
system. He asked the members if they believed in this scale of change. 
 
T Dafter noted that the CCG and local authority can work together to deliver this 
proactive care programme of work but, at the same time, we need the Foundation 
Trust not to be admitting another cohort of patients. T Ryley commented that key to 
the success of this programme is ‘whole system’ change and he suggested that if 
this is the only piece of the system changed then these targets are unrealistic.  
 
R Gill replied that currently this cohort of patients is receiving chaotic care and are 
being admitted and discharged from hospital; the local health and social care 
system is not managing to look after them. He asked the Governing Body if it is 
credible that three quarters of this cohort of patients will not need to be admitted 
into hospital if these system changes are put into place.  
 
J Crombleholme asked what evidence there is to support this business case. T 
Dafter referred to the learning from the people powered healthcare work, and D 
Jones referred to the recent End of Life Care work to support people to die in their 
place of choice. 
 
T Dafter explained that there is no ‘off the shelf’ solution to this problem; we need 
agreement as to the cohort of patients we are looking to support with this 
programme. He suggested that one option is to ask the GPs to nominate patients 
into the programme. He continued that the recent End of Life Care work could be 
rolled out to all four localities, and that the mental health work could be extended 
beyond Brinnington. He warned that doing so will likely have an impact upon 
primary care. 
 
He concluded by saying that he believes that the CCG and local authority are 
heading in the right direction and, although we may not currently have all of the 
answers, we can move forward together in an open and trusting way.  
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J Crombleholme asked the impact of last week’s announcement on the Better Care 
Fund on the Foundation Trust’s motivation for this work; T Dafter explained that it 
provides the Foundation Trust with a contingency, and G Mullins added that it 
moves emergency admissions nearer to a ‘performance by results’ payment 
model. 
 
A Johnson noted that the biggest cost for the programme is workforce and he 
asked if it is believed that the workforce could adapt culturally to working in this 
new way and if there are sufficient people available with the correct skills. D Jones 
replied that we still need to test this. She added that both the Foundation Trust and 
the third sector providers are co-producing the delivery of this solution along with 
the CCG and the local authority. A Johnson suggested that experience tells us that 
we need people who can live with risk and who can adapt to the cultural mind shift. 
 
R Gill summarised the choice for the Governing Body as being between either a 
hospital-led model or a primary care-led system. He cautioned that we have 
previously had a system which has been hospital-led and are aware of the results 
of this. 
 
J Pantall reflected that the plans are ambitious yet realistic. 
 
The Governing Body supported service delivery option 8 and procurement option 
5. 
 
 


ii) General Practice Development 
 
R Roberts explained that the aim of this business case is to provide general 
practice support to the wider system which is where the bulk of activity will in future 
sit. The business case proposes further investment into general practice. This will 
help the development of an evidence base but until then we will use what we know 
to have worked in other areas.  
 
He advised the members that the business case contains one contentious issue 
which is that of the extended hours not going out to competitive tender. 
 
V Owen-Smith suggested that under the theme of prevention there should be a 
focus on tackling areas of deprivation and of low mental health. In practice she 
explained that she would like to see efforts made to understand properly the 
population and to identify people with mental health issues. She explained that it is 
harder to reach some of these people but they have an impact on other parts of the 
health and social care system. It might be possible to reach them in different ways. 
 
A Johnson wondered if there is the risk that we could widen the differential 
between groups by managing some groups better. J Crombleholme asked if such 
a risk could be mitigated and V Mehta noted that a lot of primary care intelligence 
has been lost. 
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R Gill noted that the extension of primary care opening hours is voluntary so the 
practices can choose to participate and, if they so choose, they can specify their 
own requirements. He said that the CCG is assuming that a significant number of 
practices will be keen to take this up. He added that the learning from this will be 
used within the planning of the wider strategy next year. 
 
D Jones asked what the impact would be on a patient if their practice did not sign 
up. R Roberts replied that he does not foresee many groups of patients not having 
access to extended hours. 
 
R Gill reminded the members that there has been a significant amount of ‘noise’ at 
the national level of 8 – 8 working seven days a week; he suggested that this 
extended access would not address the fundamental problems of the health 
economy. Instead he proposed that the CCG could be proactive and could extend 
primary care access to people with long-term conditions, for people who are at risk 
of developing such conditions, and for prevention initiatives. 
 
J Crombleholme asked A Aldabbagh if this answers his concerns; A Aldabbagh 
replied that he has previously been told that extended opening is an ‘all or nothing’ 
approach. V Mehta stated that he would like to think that practices would offer 
something on the spectrum of extended services and he added that if practices are 
experiencing similar problems we will support them in looking for solutions. 
 
A Johnson agreed that the document reads as an ‘all or nothing’ proposal and 
suggested that it would be better if there were the option instead to put forward the 
practice’s plan in order for the CCG to assess for how much development support 
it qualifies. 
 
A Aldabbagh stated that it is unsustainable for the same number of GPs to spread 
their working hours over the extended periods. R Gill noted that the available 
funding is recurrent and wondered if the surgeries could use this funding to employ 
more staff as an alternative to working longer hours. A Aldabbagh commented that 
the available funding would not facilitate recruitment by the smaller practices. R Gill 
suggested that practices could find a way of working together on this perhaps 
through the federation model. 
 
G Mullins noted that the CCG would wish the benefits of extended hours to be felt 
across the whole of our population and therefore if some practices do not want to 
take up this proposal the CCG will need to review that. J Crombleholme suggested 
that this issue be given more thought. 
 
R Gill suggested that if the Governing Body approves this business case then the 
CCG could look at the patient impact of some practices choosing not to take up 
this option. The CCG could work to help people to understand the benefits. He 
added that at his recent meeting with GPs from the Marple and Werneth locality he 
had sensed that after having discussed their concerns the GPs had come away 
feeling more positive. 
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S Johari asked if there is a middle option whereby the benefits could be achieved 
by means other than that of extended hours. He questioned if this is an initiative 
from NHS England. R Gill replied that it is a CCG initiative intending to deliver 
appropriate primary care access for the people of Stockport and to use our estate 
maximally. S Johari suggested that there might be other means of improving 
access. 
 
V Mehta noted that the proposals in the business case allow for practices to state 
their expressions of interest, and he advised that he will contact those practices not 
forthcoming to understand their reasons. 
 
A Johnson commented that it is positive that the funding is recurrent, adding that 
this provides a degree of flexibility which is not currently there. G Mullins noted that 
this is a helpful observation, and reminded the members that the CCG needs to 
meet its aim of system reform. 
 
The Governing Body approved the additional funding of £2m. 
 
A Johnson stated that he does not feel comfortable voting on the procurement 
options. 
 
M Ryan asked the rationale for not tendering for this work. R Roberts explained 
that the scheme has been designed as a way of providing something in addition to 
core general practice by working with patients already known to the GPs. 
 
A Johnson agreed that the GP already has the knowledge of patients’ existing 
conditions. M Ryan asked if this implies that the GP might be unwilling to share 
such patient data if there is the potential elsewhere for better value for money and 
improved patient care. A Johnson explained that there is no requirement for the 
GP to share such information and therefore they might choose not to. M Ryan 
asked if the GPs would not even share information with a social enterprise 
provider. J Crombleholme noted that the advice note from the Conflicts of Interest 
and Procurement Panel states that the panel believed that no other provider would 
have access to the patient records in order to be able to deliver this service.  
 
M Ryan accepted that it would not be possible for another provider to deliver this 
service if the GPs are unwilling to share the patient information. V Mehta 
suggested that it is rather that they are unable to share the data and not that they 
are unwilling to do so. 
 
R Gill acknowledged that this work is predicated upon the practice being able to 
deliver continuity of care and to build upon the existing relationships held by the 
practice. 
 
M Ryan questioned if it would be a cleaner process to test the market and 
thereafter to know that no one else can provide the service. She expressed that 
she felt uncomfortable bypassing such a process. 
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S Johari noted that many patients like the continuity of dealing with the same 
people at a practice. P Carne suggested that if the service were put out to tender 
many practices may not apply although the federation might do so. 
 
R Roberts commented that an open tender process would be a long process and 
M Ryan countered that duration is not a good reason for not doing this. 
 
The Chair asked the members of the Governing Body to vote on the proposal not 
to go to procurement for this work. The members voted seven in favour, one voted 
against, and one member abstained. 
 
The Governing Body supported the proposal not to go out to procurement. 
 
 


iii) System Reform in Outpatient Services 
 
D Jones presented the third business case and explained that this speaks to the 
CCG’s other pieces of work looking to empower patients to feel confident in 
managing their own conditions. She explained that this will form part of a broader 
business case being worked upon. 
 
V Mehta commented that a non-recurrent budget of £90,000 may not be sufficient 
to progress the work on patient activation. D Jones agreed, and stated that she 
has submitted a bid for further funding. She suggested that this section of the 
business plan could be viewed as a pilot. 
 
A Johnson asked if there are any mitigations in the plan against increases in first 
referrals. T Ryley explained that the programme will be looking at the overall 
elective spend and not at follow ups in isolation in order to capture just such an 
issue. There is the recognition that activity could be displaced elsewhere. A 
Johnson agreed that the CCG needs to keep sight of other activity increasing. 
V Mehta agreed with this approach of monitoring the overall system. 
 
S Johari asked if there will be a process whereby a GP can ask a consultant for 
advice. A Johnson suggested that the GP could make a telephone call to the 
hospital to speak with the consultant. M Ryan noted that there would be a fee for 
such a telephone call as the Foundation Trust would need to resource for this. 
T Ryley suggested that it is a decision for the programme board as to how to bring 
about cost-effective system change. 
 
The Governing Body approved the funding of £300,000   
 
The Governing Body noted that the Conflicts of Interest and Procurement Panel 
had considered that there were no issues regarding procurement as they felt that 
the GPs should review their own patients. J Crombleholme asked where the 
funding for patient activation is likely to be spent and D Jones replied that it is likely 
that we would probably test the market. 
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The Governing Body approved the procurement as per the business case 
acknowledging that GP Review (phase 2) and Model Clinic (phase 2) are to be 
procured from general practice.  
 
G Mullins reminded the members that these business cases are awaiting the 
approval of NHS England, and that the Proactive Care business case also requires 
approval by Stockport Metropolitan Borough Council. 
 
 
130/14 ANY OTHER BUSINESS 
 
There were no further items of business. 
 
J Crombleholme asked the members of the public and staff if they had any 
questions for the Governing Body. 
 
1 Could you please clarify if agenda item 14 (Report of the Clinical Policy 
Committee) is for noting or for approval? 
 
J Crombleholme explained that the report has come to the Governing Body for 
noting as the Clinical Policy Committee has delegated authority in such matters. 
 
2 Will there be available paper copies of the Healthier Together consultation 
documentation? 
 
R Gill explained that a mailshot is being prepared. V Mehta added that this can 
also be requested via the Healthier Together website. 
 
3 Does the CCG have a view on the Healthier Together consultation? 
 
R Gill explained that the CCG is very keen to hear the public’s view and would not 
wish to influence this. The public feedback from the consultation will then inform 
the CCG’s view. 
 
4 There has been recent publicity regarding Arriva’s contract for providing non-
emergency transport and a survey by Healthwatch on the issue. Does NHS 
Stockport CCG have any role in this contract? 
 
M Chidgey replied that the CCG has previously been aware of issues regarding 
Arriva and has met with Healthwatch and with Arriva. He explained that Arriva’s 
performance has improved although it is not yet on target. Their action plan is 
being monitored locally as are their key performance indicators. He concluded by 
stating that the CCG shares the concerns of Healthwatch. 
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131/14 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 10 September 2014 at a venue within 
the Marple and Werneth locality, Stockport. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 13.00.   
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Executive Summary 


 
What decisions do you require of the Governing Body? 


 
1. To note the financial position as at Month 4 and the forecast outturn at 


this date. 
2. Discuss and agree actions to bring recurrent and non-recurrent financial 


performance back in line with plan. 
3. Agree named Leads who will contribute to the production of a Recovery 


Plan which will be brought to the October meeting for approval 
4. To receive the Audit Committee Annual Report 2013-14 


  
 
Please detail the key points of this report 
 


• Year to Date surplus of £1,093k, which is £334k below plan. 
• Forecast outturn surplus of £1,773k which is £2,507k below plan. 
• Identified Risks of £1.0m not incorporated into the forecast outturn 


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: 10th September 2014 
Agenda item: 
Reason for being in Part 2 (if applicable) 
  
N/A 
 
 
 


 
 


2 
 







 
 
 


 
Report of the Chief Finance Officer as at 31st July 2014 


 
 


1.0 Introduction 
 
 This report details the CCG’s performance against its Statutory 


Financial Duties and Performance Targets as well as highlighting the 
financial risks and challenges that may impact on the organisation’s 
ability to deliver its statutory financial duties and performance targets in 
2014/15.  


 
This report provides an update on the financial position of NHS 
Stockport CCG as at 31st July 2014 and provides a forecast outturn 
position for the year i.e. forecast outturn position as at 31st March 2015. 


 
2.0 Background 
 


The CCG approved its 2 year operational plan covering the 2014/15 and 
2015/16 financial years at an extra meeting of the Governing Body on 
2nd April 2014. 
 
The plan approved was designed to deliver against the CCG’s 
performance targets being: 
 
Performance Targets (14/15) 


• Deliver a Recurrent Surplus of 2.5% 
• Deliver a 1% in-year surplus 
• Operate within the maximum Cash drawdown limit 
• Comply with Better Payment Practices Code 
• Fully deliver planned QIPP saving 


 
2.1 14/15 Plan identified risks & mitigations 


 
The risks inherent within the 14/15 Plan were highlighted in the report to 
Governing Body meeting of 2nd April reproduced in Table 1 below for 
information. 
 


Table 1  : Financial Risk Exposure 14/15 
 


  
Risk 


Value H/M/L 
  £m   
Demand Growth not contained £4.0 M 
QiPP plans fail to deliver £3.0 M 
GP IM&T  £1.0 H 
Contract Negotiations £2.0 M 
Prescribing pressures £1.5 H 
CHC Legacy £1.3 H 
Total Risk Exposure £12.8   
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Mitigations totalling £4.5m where identified to contribute towards these 
risks as shown in Table 2 below. 
 


Table 2 : Mitigating Factors 14/15 
  Values 
  £m 
Contingency 1.0 
Slippage in investments 2.0 
Section 75 flexibility 1.5 


  Total Mitigations £4.5 
 


2.2 Previous reported Position as at May 14 (Mth 2) 
 
At the July meeting of the Governing Body, members received the 
financial position as at May 14 (Mth 2) which reported a forecast 
position that delivered the target 1.2% surplus (£4.28m). Members were 
informed that the Mth 2 position and forecast was based on early 
estimates given the limited data available around acute activity 
performance and actual prescribing costs. Given this situation, local 
assumptions around financial risks (broadly in line with those highlighted 
at Plan stage) had been included in the forecast position as set out in 
Table 3 below.  
 
   


   Table 3: Risk and Mitigations included within the Month 2 forecast  
  financial position 


  
Risks Value  
Demand Growth/ In-Year 
Performance £2.0m 


QIPP do not deliver required saving £3.9m 
Prescribing £1.2m 
Total Risk Exposure within 
forecast Outturn £7.1m 


 
 


Mitigations Value 
Contingency £1.6m 
Investment Slippage £1.8m 
Section 75 flexibility £3.5m 
In-Year I&E Underspends  £0.2m 
Total  £7.1m 


 
 
As can be seen from the tables above, the identified risks of c£7.1m are 
shown as fully mitigated against, with mitigations including the additional 
requirement to defer/slip investments of £1.8m. 
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2.3 Financial Position as at July 14 and forecast at this date 
 


There was no meeting of the Governing Body in August which would 
have received the June 14 financial position, as a result the financial 
reporting has been moved on 2 months i.e. from May 14 to July 14. The 
July 14 financial position is now based on more robust data received 
from acute providers and NHSBS prescribing authority which was not 
the case for May 14. This latest information shows a higher level of over 
performance around acute spend, the explanation of which is provided 
in section 4 of this report. In addition to this, it has been confirmed that 
CCGs are required to contribute to the National Risk Pool for CHC 
Legacy claims (former PCT claims). 
 
Table 4 below summarises and highlights the key movements from 
Month 2 (May 14) to Month 4 (July 14)   
 
       Table 4: Movement in Financial Position Month 2 to Month 4 
 


 
 
 * Note: £1,566k of s75 flexibilities used to deliver QIPP in month 4  
 


The above table shows the areas that make up the £2.5m deterioration 
in our forecast financial position. Members should note that in month 4 


In-Year Position
Forecast 
Month 2


Forecast 
Month 4


Movement 
Month 2 to 


Month 4


£'000s £'000s £'000s


Plan (Surplus) / Deficit (4,280) (4,280) 0


Forecast Outturn Pressures 14/15
QiPP non achievement 3,950 3,136 (814)
Acute Over Performance 2,000 3,130 1,130
Prescribing 1,200 1,200 0
CHC Legacy National Risk Pool 0 1,332 1,332
Other I&E Pressures 0 212 212
Total Forecast Pressures 7,150 9,010 1,860


Mitigations
Section 75 flexibility * (3,500) (1,934) 1,566
Reserve / Investment Slippage (1,800) (1,800) 0
Contingency (1,635) (1,676) (41)
I&E Benefits 0 (878) (878)
Running Costs savings (215) (215) 0
Total Mitigation (7,150) (6,503) 647


Forecast (surplus) / deficit (4,280) (1,773) 2,507


5 
 







£1,566k of the £3.5m Section 75 flexibilities was utilised to support the 
delivery of non-recurrent QIPP.  
 
The recurrent impact of the above pressures after adjusting for non-
recurrent mitigations is an additional £8.5m recurrent QiPP onto top of 
the already planned recurrent QiPP target of £10.7m required in 
2015/16. As such, recurrent QiPP of £19.2m will need to be delivered in 
2015/16 as detailed in Table 5.  
 
    Table 5: Impact on 2015/16 QIPP requirement 
 


 
 
 


  
 


3.0 Statutory Financial Duties and Performance Targets 
 


As outlined above the CCG has a number of performance targets 
against which its financial performance is measured against. Table 6 
provides details the CCG’s YTD and Forecast performance against 
these Statutory Financial Duties and Performance Targets. 


 
 


Table 6: Performance Targets 
 
 


Area Performance 
Target 


Performance 
YTD 


Performance 
Forecast 


Revenue 
Deliver a 


Recurrent Surplus 
of 2.5% 


QIPP programmes do not defect 
the required activity from the 


acute sector and therefore do not 
deliver the required recurrent 


savings 


Revenue 
(Appendix 1) 


Deliver a 1% in-
year surplus 


Acute over performance, QIPP non-
delivery and the contribution to the 
CHC Legacy risk pool impacting 


ability to deliver 1% surplus in-year  


Cash 
Operate within 
the maximum 


drawdown limit 


  


Business 
Conduct 


(Appendix 2 
Table 3) 


Comply with 
Better Payment 
Practices Code 


  


QIPP 
(Appendix 2 


Table 2) 


Fully deliver 
planned QIPP 


saving 


Business Cases are still to be 
implemented and unlikely to deliver 
required QiPP this financial year. 
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4.0 Financial Position as at 31st July 2014 
 


The financial position as at month 4 is summarised in Table 7 and is 
provided in more detail in appendix 1 to this report 


 
Table 7: Summary of Financial Position Month 4 
 


  Plan Actual (Favourable) 
/ Adverse 
Variance   


(Surplus) / 
Deficit 


(Surplus) / 
Deficit 


  £000s £000s £000s 
Month 4 YTD (1,427) (1,093) 334 
Year End Forecast (4,280) (1,773) 2,507 


 
 
 Healthcare Contracts (Acute, Mental Health, Community Health, 


Continuing Care, Primary Care and Other) 
 


Acute  
 
 The YTD overspend of £956k and Forecast £3,130k over performance 


in Acute contracts mainly relates to Central Manchester FT, Stockport 
FT, Salford Royal FT and BMI contracts. 


 
 Central Manchester FT - YTD £525k overspend and Forecast £1,577k 


over performance is mainly due to elective and non-elective excess bed 
days. The provider has been asked to provide further details so that the 
numbers can be validated. There is also a forecast cost pressure in the 
WET AMD service of £200k due to increasing numbers of referrals into 
the service. 


 
 Stockport FT over performance of YTD £320k and Forecast £952k is 


due to outpatient activity within the Orthopaedics, ENT and Cardiology 
specialties.  


 
 Members should note that the Stockport FT contracts allows for the 


urgent care block to be increased by the expected impact on admitted 
care if emergency department (ED) attendances are >3% above plan. 
Currently ED attendances are c6% above plan and there a financial risk 
of c£400k if ED performance at Stockport FT does not improve. The 
financial impact of the ED threshold breach has been identified as part 
of the Acute over performance risk in section 5 of this report. 


 
 Salford Royal FT - YTD and forecast outturn over performance of £128k 


and £368k respectively is due to high levels of costs related to intensive 
care, high dependency units and critical care medicines.  
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BMI 
 
 The BMI contract is over performing by £81k YTD and is forecast to 


over spend by £243k at year end as a result of an increase in elective 
T&O activity in support of reducing the Stockport FT waiting list.  


 
Community Health 


 
The underspend in this area reflects the one-off benefit from Pooled 
Budget contributions with Stockport MBC under Section 75 flexibilities. 
 
Prescribing 


  
 The latest NHSBSA provides actual prescribing expenditure for May 


2014 i.e. information is 2 months in arrears. The position reported at 
month 4 is therefore an estimate for the months of June and July which, 
combined with actuals up to May shows a YTD overspend of £417k and 
a forecast overspend of £1,200k. Stockport remains one of the best 
performers across Greater Manchester in terms of efficient prescribing 
and is in line with national benchmarks. 


 
The YTD and forecast overspend is due to price and volume increases. 
The prescribing team are actively reviewing this increase of spend with 
a view to establishing measures to address this trend 
 
Running Costs (Corporate) 
 
The CCG is required to maintain its running costs within its running cost 
allocation of £7.16m. The CCG has planned to spend £6.58m on 
running costs, an under spend of £0.56m against its allocation in 
preparation for the planned 10% reduction to CCG running cost 
allocations in 2015/16. 
 
Table 8 below provides a breakdown of the running costs directly 
incurred by the CCG and via service level agreements with the Greater 
Manchester Commissioning Support Unit (CSU). 


 
 Table 8: Running Cost 
 


Running Costs 


YTD 
Budget 


YTD 
Actual 


Variance 
(Favourable) 


/ Adverse 
Annual 
Budget 


Forecast 
Outturn 


Variance 
(Favourable) 


/ Adverse 
£000s £000s £000s £000s £000s £000s 


CSU 543 516 (27) 1,678 1,678 0 
Non CSU 1,657 1,539 (118) 4,905 4,690 (215) 
Total CCG Running 
Costs 2,200 2,055 (145) 6,583 6,368 (215) 
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The YTD and forecast under spend is due to staff vacancies and 
consultancy under spend related to service redesign.  


 
 
Reserves 
 
Table 1 of Appendix 2 sets out the reserves currently held at month 4.   
Reserves have been categorised into 5 main areas, these being:- 
 
Inflation and Demand – the reserve set aside for Inflation and Demand 
growth has now been released into mainstream expenditure budgets.  
 
Investments – this reserve includes the 2.5% (£8.58m) of funds set 
aside for non-recurrent purposes in line with national requirements. 
Business cases for GP Development Proactive Care, Outpatient Reform 
and IM&T have been approved by the Greater Manchester Area Team.  


 
Contingency – this reserve reflects the 0.6% (£2.2m) contingency set 
aside in plans of which £0.55m has been released into mainstream 
budgets. The remaining £1.67m is supporting our forecast pressures.  
 
QIPP Schemes – this budget reflects the level of CIP that remains 
unachieved and is a cost pressure until this is cleared to zero.  
  
In year adjustments to allocations – this reserve reflects in year 
allocations which have not yet been released to income and expenditure 
budgets. 
 


 
5.0 Financial Risks 
 
Identified risks which have been are not incorporated within the forecast 
outturn position are detailed in the in Table 9. The financial position will 
deteriorate further if these risks materialise  
 
Table 9: Financial Risks not incorporated within the Forecast Outturn as  
     at Mth 4. 
 
 
 


Risk Likelihood 
(H = High) 


(M = Medium) 
(L = Low) 


Value  


Additional Acute Over 
performance 


(including Urgent 
Care Threshold 


breach) 


H £0.5m 


Prescribing M £0.3m 
Specialist 


Commissioning M £0.3m 


Total Risk Exposure  £1.0m 
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Unfunded 
 
 
Specialist commissioning risk - the 2014/15 contract with Stockport FT 
includes £2.9m for high cost drugs which transferred from Specialist 
Commissioning to the CCG. This is to be supported by equal funding transfer 
of £2.9m to the CCG. However, Specialist Commissioning has yet to action the 
allocation and there is a risk that the funding transferred is less than cost 
transferred.  
 
6.0 Balance Sheet 
 
Appendix 3 details the CCG opening balance sheet as at 1st April 2014, closing 
balance sheet as 31st July 2014 and a forecasted balance sheet as at 31st 
March 2015. 
 
7.0 Next Steps 
 
The deterioration in the financial position outlined above requires the 
Governing Body to take responsibility for ensuring that a recovery plan is 
produced to bring the in-year and recurrent financial positions in line with plan. 
 
Work is on-going to validate activity data and forecast methodologies to ensure 
true underlying trends are identified so that remedial actions can be taken up   
with providers. The key requirement will be for the production of a recovery 
plan which will set out options and proposals for discussion and approval by 
Governing Body. This will require setting out a governance process by which 
this will be taken forward identifying key individuals involved as part of this 
process. 
 
Given the timing of Governing Body meetings early each month, it is proposed 
that a Finance sub-group is established to meet 2 weeks after Governing Body 
to focus on the key financial issues that need to be addressed effectively 
operating in a ‘turnaround’ mode.  
 
 
8.0  Recommendation 
 


The Governing Body is asked to:- 
 


I. Note the financial position as at 31st July 2014 
 


II. Note the identified financial risks not within the forecast outturn 
 
III. Endorse the requirement to establish a finance sub-group and 


agree representation on this group. 
 
IV. Ensure a recovery plan is produced within an appropriate 


governance framework and brought before the Governing Body 
for approval at the next meeting. 


 
 
Gary Jones 
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Chief Finance Officer 
29 August 2014 
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2014-15


Month 4 - as at 31st July 2014


Plan Actual Var Var Plan Actual Var Var
£000s £000s £000s % £000s £000s £000s %


Revenue Resource Limit (RRL)
Confirmed (115,935) (115,935) 0 0.0% (355,643) (355,643) 0 0.0%
 Anticipated 0 0 0 0.0% 0 0 0 0.0%


Total RRL (115,935) (115,935) 0 0.0% (355,643) (355,643) 0 0.0%
Net Expenditure
Acute 69,294 70,250 956 1.4% 207,884 211,014 3,130 1.5%
Mental Health 9,712 9,840 128 1.3% 29,137 29,349 212 0.7%
Community Health 8,300 7,159 (1,141) (13.7%) 23,333 21,399 (1,934) (8.3%)
Continuing Care 4,661 4,708 47 1.0% 13,990 13,736 (254) (1.8%)
Primary Care 3,059 3,157 98 3.2% 9,193 9,160 (33) (0.4%)
Other 1,874 1,848 (26) (1.4%) 1,037 446 (591) (57.0%)


Sub Total Healthcare Contracts 96,900 96,962 62 0.1% 284,574 285,104 530 0.2%


Prescribing 15,408 15,825 417 2.7% 46,529 47,729 1,200 2.6%
Running Costs (Corporate) 2,200 2,055 (145) (6.6%) 6,658 6,443 (215) (3.2%)


Total Net Expenditure 114,508 114,842 334 0.3% 337,761 339,276 1,515 0.4%


Reserves
 Reserves - Inlaftion and Demand 0 0 0 0.0% 0 0 0 0.0%
 Reserves - Investments 0 0 0 0.0% 11,802 10,002 (1,800) (15.3%)
 Reserves - Contingency 0 0 0 0.0% 1,676 0 (1,676) (100.0%)
 Reserves - QIPP (Refer App 2 Table 2) 0 0 0 0.0% s+A1 0 #VALUE! #VALUE!
 Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 125 1,457 1,332 1065.6%


Sub Total Reserves 0 0 0 0.0% 13,603 11,459 (2,144) (15.8%)


Total Net Expenditure & Reserves 114,508 114,842 334 0.3% 351,363 350,734 (629) (0.2%)


TOTAL (SURPLUS) / DEFICIT (1,427) (1,093) 334 (23.4%) (4,280) (4,909) (629) 14.7%


Appendix 1


Forecast 14/15YTD (Mth 4)







SUMMARY OF RESERVES Appendix 2
Month 4 - as at 31 July 2014


Table 1 - Reserves Summary
Reserves Commits Forecast Bals


Held Mth 4 Mth 4 onwards Year End
Amounts Held in CCG Reserves £'000 £'000 £'000
 Inflation and Demand 0 0 0
 Investments 11,802 10,002 (1,800)
 Contingency 1,676 0 (1,676)
QIPP (see table 2 below) (3,136) 0 3,136
 In Year Adjustment to Allocations 125 1,457 1,332
Total Reserves 10,467 11,459 992


Table 2 - CCG Cost Improvements


QIPP Schemes YTD Forecast CIP Variance RAG Recurrent 
Savings yet to be delivered to Plan Rating Variance to Plan


£'000 £'000s £'000s £'000
Activity Deflections (10,833) (7,697) (3,136) 0 0
Prescribing (953) (953) 0 0 0
Total (11,786) (8,650) (3,136) 0 0


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


Number £000s
Non-NHS Payables
Total Non-NHS Trade Invoices Paid in the Year 4,315 14,255
Total Non-NHS Trade Invoices Paid Within Target 4,179 13,734
Percentage of Non-NHS Trade Invoices Paid Within Target 96.85 96.35
NHS Payables
Total NHS Trade Invoices Paid in the Year 802 87,031
Total NHS Trade Invoices Paid Within Target 769 86,750
Percentage of NHS Trade Invoices Paid Within Target 95.89 99.68
Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 5,117 101,286
Total NHS Trade Invoices Paid Within Target 4,948 100,485
Percentage of NHS Trade Invoices Paid Within Target 96.70 99.21


Table 4 - Summary of Notified and Anticipated Allocations


Recurrent Budget Non Recurrent Total
Still Held in 
Reserves


£'000 £'000 £'000 £000.s
Opening Baseline Allocation (354,757) (354,757)


In Year Notified Allocations


GPIT Allocation - Non recurrent (Mth3) (761) (761)
Demonstrator Funding - Non recurrent (Mth3) (125) (125) 125


TOTAL ALLOCATIONS (354,757) (886) (355,643) 125


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.


Opening Position


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


July YTD







NHS STOCKPORT CCG BALANCE SHEET as at 31 July 2014 (Month 4) Appendix 3


Opening Closing Movement Forecast
Balances Balances in Balances B/S


1.4.13 31.05.14 31.3.15
£000s £000s £000s £000s


Non-current assets:
Property, plant and equipment 18 17 (1) 14
Intangible assets 0 0 0 0
Trade and other receivables 0 0 0 0
Total non-current assets 18 17 (1) 14


Current assets:
Cash and cash equivalents 56 846 790 50
Trade and other receivables 721 279 (442) 200
Inventories 0 0 0 0


777 1,125 348 250
Non-current assets classified "Held for Sale" 0 0 0 0
Total current assets 777 1,125 348 250
Total assets 795 1,142 347 264


Current liabilities
Trade and other payables (18,975) (15,638) 3,337 (19,000)
Provisions (438) (438) 0 0
Borrowings 0 0 0 0
Total current liabilities (19,413) (16,076) 3,337 (19,000)
Non-current assets plus/less net current assets/liabilities (18,618) (14,934) 3,684 (18,736)


Non-current liabilities
Trade and other payables 0 0 0 0
Provisions 0 0 0 0
Borrowings 0 0 0 0
Total non-current liabilities 0 0 0 0
Total Assets Employed: (18,618) (14,934) 3,684 (18,736)


FINANCED BY:
TAXPAYERS' EQUITY
General fund (18,618) (14,934) 3,684 (18,736)
Revaluation reserve 0 0 0 0
Total Taxpayers' Equity: (18,618) (14,934) 3,684 (18,736)
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Foreword by the Chair of the Audit Committee 


I have pleasure in presenting to the Governing Body the first Annual Report of the work of the CCG's 
Audit Committee, covering the 2013-14 financial year. As this year was the first in which the CCG 
operated following its successful transition from a shadow organisation in 2012-13 there were a 
number of significant issues which impacted upon its work. 


During the early part of 2013/14 the Committee’s remit included dealing with PCT legacy matters 
and therefore continued on that basis for the first 6 months until September 2013 when the agenda 
focus was solely on CCG business. 


In addition, and in order to provide an element of continuity with the work of the former Primary 
Care Trust, two members of that Audit Committee served on the CCGs Committee in the first part of 
the year under review. Accordingly, I am pleased to formally record the CCGs thanks to both Geoff 
Hayward and Romana Mirza for their invaluable assistance in this regard.  


I have been supported throughout the year under review by Dr Andy Johnson, whose input to the 
work of the Committee was key to contextualise the ethos of a CCG as a clinically-led organisation. 
Latterly, and following a competitive interview, we were able to appoint Bernard Braiden and Dave 
Swift as sessional Audit Committee Members, and I look forward to working closely with them in 
future. 


I must also thank Colleagues from our Internal Audit, Anti-Fraud and External Audit providers for 
their hard work in support of the Committee, and the Officers of the CCG whose attendance at, and 
enthusiastic participation in, our meetings, is crucial to the effective completion of our work 
programme. 


I am happy to commend this report to the Governing Body for adoption in accordance with our 
Constitution and terms of reference. 


John Greenough 


Lay Member for Governance and Finance 


July 2014 
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Introduction and Purpose of this Paper 


NHS Stockport CCG has an Audit Committee in place, which meets a specific requirement of the 
Health and Social Care Act 2012, and which is embedded in its own constitutional requirements. In 
line with those constitutional requirements, the CCG Governing Body has agreed terms of reference 
for the Audit Committee, and these requirements (at section 8) call for an annual report to be 
prepared and submitted to Governing Body following the completion of the financial year. 


In terms of best practice in this respect, the 2014 edition of the Audit Committee handbook 
produced by the Healthcare Financial Management Association (HFMA) sets out (P34) guidelines for 
the content of an annual report, and these have been followed in the production of this paper. 


In summary, the paper is presented to the Governing Body to give assurance that, over the course of 
the financial year in question the Audit Committee has discharged its responsibilities, and met its 
terms of reference. 
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Positive Assurances from the work of the Committee 


 


The Audit Committee of the CCG was put in place as a key part of the establishment of the CCG, 
effective from April 2013, and its existence enabled the organisation to confirm compliance with a 
key part of its legislative requirements. As part of this establishment process , terms of reference 
were formally adopted by the Governing Body, and put into operation. 


The Committee has met on four occasions during the 2013-14 financial year, and on each occasion 
has been quorate in line with these  terms of reference. The Appendix to this paper lists the 
membership and their attendance pattern which confirms this statement. 


The Committee has devised and implemented a work programme for the full financial year, and this 
serves to ensure that the full breadth of its responsibilities are addressed in a timely and 
comprehensive manner. This work programme for 2013-14 can be summarised as covering: 


• Governance and Risk 
• Internal Audit reporting 
• Anti-Fraud reporting 
• External Audit Reporting 
• Reports from the Chief Finance Officer. 


An equivalent work programme has been devised for 2014-15, and this will include a greater 
emphasis on clinical information systems and clinical audit outcomes, which also lie within the 
Committees ambit. 


Governance and Risk 


The Director of Strategic Planning and Governance and the Board Secretary jointly kept the 
Committee appraised of issues relating to governance and risk, and reports on these topics were 
received at each meeting. The format and presentation of the risk register was considered by the 
Committee, and a decision taken that, in the early stages of the CCG’s life in particular, it would be 
prudent for  the full risk register to be received by the Committee. The implementation of that 
decision enabled the Committee to satisfy itself as to the full breadth of the scope and content of 
the register, and to challenge the processes for grading and updating risk entries. Specific assurances 
on the efficacy of the Risk Management process were sought and obtained as part of the Internal 
Audit work programme for the year. 


The Committee also sought and received assurance that the Board Assurance Framework was in 
place, and routinely submitted to both the weekly Director’s meetings and the Governing Body ( as 
part of the Chief Operating Officer’s report). This assurance was underscored by specific assurances 
received from an Internal Audit review of these arrangements. 


The Committee also considered presentations on key aspects of Governance, and sought and 
received assurances in areas including conflicts of interest and the work of the Conflicts of Interest 
and Procurement Panel; and Remuneration Committee membership. 
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Based upon this work, the Audit Committee can confirm that: 


• The CCG’s system of Risk Management is adequate in identifying risks, and allowing the 
governing body to understand the appropriate management of those risks; 


• The Committee have reviewed and used the assurance framework as necessary, and 
believes that it is fit for purpose, and that the comprehensiveness of the assurances and 
the reliability and integrity of the sources of assurance are sufficient to support the 
Governing body’s decisions and deliberations; and 


• There are no outstanding areas of significant duplication or omission in the organisation’s 
system of governance that have come to the Committee’s attention. 


Internal Audit Reporting 


Internal Audit Services for the CCG have been provided by NHS Audit North West, and this provided 
continuity with the former PCT, who used the same internal audit contractors. A proposed Greater 
Manchester wide process to retender internal audit services was considered during the financial 
year, but was deferred into 2014-15. Internal Audit produced a workplan for 2013-14 which was 
reviewed and agreed by the Committee, and which facilitated compliance with the requirements of 
the Audit Committee handbook in terms of the content of the plan, the resources required, and the 
linkages with the Assurance Framework. 


Progress against plan was reported at each meeting, and assurances provided to the Committee 
regarding the suitability of the CCGs systems for risk management, assurance framework, financial 
reporting systems and internal controls. There were no significant issues outstanding from this work, 
and confirmation was regularly received that the CCG were prompt and effective in providing 
management action in response to issues raised. The Head of Audit Opinion Statement at the end of 
the financial year provided the CCG with significant assurance that there is a “generally sound 
system of internal control, designed to meet the organisation’s objectives, and that controls are 
generally being applied consistently.”   


Anti-Fraud Reporting: 


The nominated Local Anti-Fraud Specialist for the CCG submits a work-plan for the approval of the 
Committee, and reports periodically on progress with its implementation. The Committee has 
received assurances that the ‘pro-active’ programme of establishing an anti-fraud culture within the 
CCG has progressed during the year, and has been kept informed of national developments of 
potential fraud. There are no current anti-fraud investigations under way within the CCG, nor have 
there been any investigated during the financial year in question. 


External Audit Reporting: 


Grant Thornton UK LLP are the External Auditors for the CCG, appointed nationally by the Audit 
Commission, and their work is undertaken in the context of the appointing Body’s  Statement of 
Responsibilities of Auditors and Audited Bodies. The external audit plan was received and approved 
by the Committee, and periodic update reports provided on progress. At the end of the year, the 
External Auditors confirmed that they issued an “unqualified opinion on the financial statements, 
which give a true and fair view of the CCGs financial position as at 31st March 2014, and of its net 
operating costs recorded by the CCG for the year”. The External Auditors also assessed the CCGs 
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arrangements for securing economy, efficiency and effectiveness in its use of resources for the same 
period, and advised that they “did not identify any matters to report”. 


During the year, the Committee received regular summaries of emerging issues and developments, 
and the Committee commissioned the Chief Financial Officer to provide it with written assurance as 
to how each of these were being addressed. The Committee were advised that this represented 
‘best practice’, and was only rarely a feature of the Audit Committee work in other CCGs. 


Reports from the Chief Financial Officer 


The Committee commissioned and regularly received reports from the Chief Financial Officer 
relating to Losses and Special payments (including Debtors greater than £5k); entries in the register 
of waivers; and entries in the register of sealing. The incidence of all of these transactions was 
minimal, and there were no matters of significance arising. 


The Chief Financial Officer submitted the agreed Detailed Financial Policies for the attention of the 
Committee, as whilst these had been agreed as part of the CCG establishment process, there is a 
requirement within them to seek Audit Committee approval. These were augmented by the detailed 
financial policies of the Organisation, which were comprehensively reviewed by the Committee prior 
to approval for implementation. In line with this, the Committee also sought and received a paper 
on the CCGs accounting policies, and these were accepted and agreed for adoption. 


As part of the inaugural year of the CCG, issues surrounding legacy balances from the former PCT 
continued to feature, and the Committee received regular briefings on these. Other ad hoc reports 
surrounded potential issues in relation to cash allocations; annual accounts timetables, and 
agreement of balances, which were received and noted by the Committee. 


Summary of assurances and sources of evidence used 


• The CCG can be assured as to the reliability and quality of its financial reporting systems 
[Internal Audit reports; External Audit Reports]; 


• There were no significant issues arising from our review of the financial statements [External 
Audit Reports]; 


• No major breakdowns in internal control were evident [Internal Audit Reports; Anti-Fraud 
Reports; External Audit Reports; Chief Financial Officer Reports]; 


• No major weaknesses in governance systems were evident [ Risk and Governance Reports; 
Internal Audit Reports; Anti-Fraud Reports; External Audit Reports; Chief Financial Officer 
Reports]; 


• No concerns were evident in relation to the performance of the External Auditor; 
• No additional payments were made to Internal or External Auditors for non-audit services 


provided. 
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Conclusions  and Recommendations 


During the 2013-14 financial year, the Audit Committee of NHS Stockport CCG has fully discharged 
its responsibilities to the Governing Body. In accomplishing this, the Committee has demonstrably 
met the requirements of its terms of reference. 


The Governing Body of NHS Stockport CCG are requested to receive and formally accept this 
document as providing the above assurances for the financial year 2013-2014.
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Appendix A - Membership and Meeting Attendance 2013/2014 


 5th September 
2013 


4th December 2013 21st January 2014 18th March 2014 Attendance (%) 


J Greenough (Chairman) P P P P 100% 
B Braiden *    P 100% 
G Hayward ** P P P  100% 
A Johnson A A A P 25% 
R Mirza ** P A P  67% 
D Swift *    P 100% 
Quorate ( Minimum Two 
Members) 


YES YES YES YES  


 


Key: P= Present ; A= Apologies for absence received 


* Members who joined the Committee with effect from the March 2014 meeting 


** Members who left the Committee at the end of the January 2014 meeting 
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Healthier Together consultation update - Stockport focus 24th July 


Local events and activity completed 


 Senior CCG staff briefing  


 Stockport NHS Foundation Trust staff briefing  


 CCG staff briefings 


 Healthwatch Stockport briefing 


 North Derbyshire public listening event  


 Information given to Stagecoach staff (at blood pressure testing) 


 GP TV screen promotional video 


 Link and page on CCG website with video 


 Street team activity in town centre and Brinnington 


 Email to over 1000 groups and members of the public promoting completion of the consultation 
questionnaire and inviting opportunities for the CCG to go out and speak at established groups 


 Email to all GPs and practice managers 


 Booked in second public event – 4th September (details tbc) 


 Booked in GP event – 4th September (details tbc) 


 Filming of local IV therapy community patient for BBC – suggested link to Healthier Together 
 
Upcoming activity (next 2 weeks) 


 Stockport NHS Foundation Trust staff briefing (25th July) 


 Andrew Stunnell MP meeting (25th) 


 Stockport Carnival (26th) 


 Key 103 bus and street tour (29th) 


 Consultation document insert in Stockport Express (30th) 


 Carers of Adults with Learning Disabilities presentation (31st) 


 ‘Tower Power’ – distribution of information at Hollywood Towers  
 
Social media and media activity 


 6 tweets 
o Example ‘With #HealthierTogether consultation ongoing, let us know if you’re a 


Stockport health group, and want us to come and talk to you about it.’ 


 6 facebook posts 
 


Press releases issued 
- ‘Come and tell us your views and help shape the future of your healthcare’ plus the press 


releases from the HT central team 
 


Local media coverage 
15th July – Imagine FM 
16th July – Stockport Express 
      ‘NHS shake up will bring more equality’ (CCG) 
      ‘Why our hospital needs to be special’ (SFT) 
On the 8th July interviews with Dr Ranjit Gill was covered on BBC Radio Manchester, Key 103, 
Granada and BBC news.  
24th July – Campaign advert in Stockport Times 
 
Material distribution 


 12,000 consultation documents, posters and flyers going out across Stockport on 31st July 
(Usual health facililities, post offices, working mens clubs, libraries, council buildings etc). This 
is in addition to the street teams and newspaper inserts. 
 


Issues 


 Groups are being contacted and sessions being booked in. This is proving challenging given that most 
groups do not meet over summer. 


 The materials are very late arriving and it will be a challenge to get these distributed 


 Healthier Together team cancelled the manning of stand at Stepping Hill event at very short notice  


 If we do receive a many more requests for speakers we are limited on the number of people available  
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Foreword 
 
 
The Health & Social Care Act 2012 requires the NHS Commissioning Board to ensure that the 
whole of England is covered by Clinical Commissioning Groups. Clinical Commissioning Groups 
are membership organisations and, from April 2013, they are required to commission healthcare 
services on behalf of the people for whom they are responsible. 
 
This Cconstitution replaces the Cconstitution put in place in OctoberApril 2013 to govern the 
Clinical Commissioning Group. In broad terms, this Constitution includes all the key principles 
particularly as to how the organisation works and relates to members of the public and partners. 
The Constitution continues to reflect the views of its member practices, members of the public 
and local partners. 
 
This Constitution sets out the arrangements made by the Group to meet its responsibilities for 
commissioning care for the people for whom it is responsible. It describes the governing 
principles, rules and procedures that the Group has established to ensure probity and 
accountability in the day to day running of the Group; to ensure that decisions are taken in an 
open and transparent way and that the interests of patients and the public remain central to the 
goals of the Group. 
 
The Constitution includes: 
 


• the name of the Group 
• the membership of the Group 
• the area of the Group 
• the arrangements for the discharge of the Group’s functions and those of its Governing 


Body, 
• the procedure to be followed by the Group and its Governing Body in making decisions 


and securing transparency in its decision making 
• arrangements for discharging the Group’s duties in relation to registers of interests and 


managing conflicts of interests 
• arrangements for securing the involvement of persons who are, or may be, provided with 


services commissioned by the Group in certain aspects of those commissioning 
arrangements and the principles that underpin these. 
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The Constitution applies to the following, all of whom are required to adhere to it as a condition 
of their appointment: 
 


• the Group’s member practices 
• the Group’s employees, 
• individuals working on behalf of the Group  
• anyone who is a member of the Group’s Governing Body (including the Governing 


Body’s Aaudit and Rremuneration Ccommittees) and 
• anyone who is a member of any other committee(s) or sub-committee(s) established by 


the Group or its Governing Body.  
 
 
 
 


  
Jane Crombleholme 


Chair of the Governing Body 
Dr Ranjit Gill 


Chief Clinical Officer 
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1. INTRODUCTION AND COMMENCEMENT 


 
 


1.1. Name 
 


1.1.1. The name of this Clinical Commissioning Group is NHS Stockport Clinical 
Commissioning Group. It will hereafter be referred to as the “Group”.   


 
 
1.2. Statutory Framework 
 


1.2.1. The Group is established under the 2006 Act.1  It is a statutory body which has 
the function of commissioning services for the purposes of the health service in 
England and is an NHS body for the purposes of the 2006 Act.2  The duties of 
the Group to commission certain health services are set out in section 3 of the 
2006 Act and the regulations made under that provision.3   


 
1.2.2. The NHS Commissioning Board will undertake an annual assessment of the 


Group.4  It has powers to intervene in the Group if it is satisfied that it is failing or 
has failed to discharge any of its functions or that there is a significant risk that it 
will fail to do so.5  


 
1.2.3. The Group is a clinically-led membership organisation made up of general 


practices.  The Members of the Group are responsible for determining its 
governing arrangements, which are set out in this Constitution.6 


 
1.3. Status of this Constitution 
 


1.3.1. This Constitution is made between the Members of the Group and first had 
effect from 22 January 2013, when the NHS Commissioning Board established 
the Group.7  This version of the Constitution is effective from 25 September 


1  See section 1I of the 2006 Act, inserted by section 10 of the 2012 Act 
2  See section 275 of the 2006 Act, as amended by paragraph 140(2)(c) of Schedule 4 of the 2012 Act 
3  Duties of clinical commissioning groups to commission certain health services are set out in section 3 of 


the 2006 Act, as amended by section 13 of the 2012 Act 
4  See section 14Z16 of the 2006 Act, inserted by section 26 of the 2012 Act 
5  See sections 14Z21 and 14Z22 of the 2006 Act, inserted by section 26 of the 2012 Act 
6  See in particular sections 14L, 14M, 14N and 14O of the 2006 Act, inserted by section 25 of the 2012 Act 


and Part 1 of Schedule 1A to the 2006 Act, inserted by Schedule 2 to the 2012 Act and any regulations 
issued 


7  See section 14D of the 2006 Act, inserted by section 25 of the 2012 Act 
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20149 October 2013 following the Council of Members meeting. The 
Constitution is published on the Group’s website at www.stockportccg.org.  


 
1.4. Amendment and Variation of this Constitution  
 


1.4.1. This Constitution can only be varied in two circumstances8: 
 


a) where the Group applies to the NHS Commissioning Board and that application 
is granted; 


 
b) where, in the circumstances set out in legislation, the NHS Commissioning Board 


varies the Group’s Constitution other than on application by the Group. 
 
 
2. AREA COVERED 
 
 
2.1. The Area covered by the Group is coterminous with the Metropolitan Borough of 


Stockport.  
 
 
3. MEMBERSHIP 
 
 
3.1. Membership of the Clinical Commissioning Group 
 


3.1.1. The practices listed in Appendix B comprise the Members of the Group. 
 


3.1.2. Each Member of the Group has signed an inter practice “Memorandum of 
Understanding”, confirming their agreement to this Constitution. 


 
 
3.2. Eligibility 


 
3.2.1. A provider of primary medical services to a registered list of patients under a 


GMS, PMS, or APMS contract shall be eligible for membership of the Group if a 
substantial number of its patients are ordinarily resident within the Area. 


 
3.2.2. No practice shall become a Member of the Group unless that practice: 
 


8  See sections 14E and 14F of the 2006 Act, inserted by section 25 of the 2012 Act and any regulations 
issued   
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a) is eligible to become a Member pursuant to Clause 3.2.1 above; 
 
b) has completed an application for membership in the form required by the 


Governing Body;  
 


c) has agreed with the Group’s responsibilities and benefits of membership; 
  


d) has had its application approved by the Governing Body;  
 


e) has had its membership of the Group approved by the NHS Commissioning 
Board; and 


 
f) has been entered into the Register of Members.  


 
3.2.3. A Member shall cease to be a Member if:  


 
a) it ceases to hold a contract for the provision of primary medical services within 


the Area; and 
 


b) the NHS Commissioning Board approves its removal from membership of the 
Group. 


 
3.3   Member Representatives 
 


3.3.1         Each Member will be required to nominate a representative of that Member who 
is either a GP partner, a salaried GP or other Healthcare Professional. Each 
Member shall notify the Governing Body of the name of this representative in 
writing. Each Member may remove and replace their Member Representative at 
any time and from time to time, by notice in writing to the Governing Body. Each 
Member Representative shall have nominated voting rights in the following 
proportions based on their practice list size:-  


o a practice with less fewer than or equal to 2,500 patients on the practice list will 
have 1 vote; 


o a practice with a practice list of more than 2,500 but fewerless than or equal to 
5,000 will have 2 votes; 


o a practice with a practice list of more than 5,000 but fewerless than or equal to 
7,500 will have 3 votes;  


o a practice with a practice list of more than 7,500 but fewerless than or equal to 
10,000 will have 4 votes; 
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o a practice with a practice list of more than 10,000 but fewerless than or equal to 
12,500 will have 5 votes; 


o a practice with a practice list of more than 12,500 will have 6 votes. 
 
3.3.2         Each Member Representative will represent the Member that has appointed it at 


meetings of the Council of Members and at meetings of the relevant Locality 
Committee as set out in Appendix B, and shall following discussion with the 
practice be able to cast the Member votes either as a block or as separate 
votes.   


 
3.3.3         Members’ nominated voting rights will be reviewed annually and will be based 


on the most recent practice list size, as submitted to the Governing Body as at 
31st  March each year. 


 
3.3.4         An individual shall cease to be a Member Representative if he or she: 


 
a) ceases to be on the performers list of Stockport; 
 
b) is a member of a practice that ceases to be for whatever reason a Member of the 


Group; 
 
c) is struck off the professional register by order of the GMC or is suspended; 
 
d) is expelled by a resolution passed by a 67% majority of the Council of Members 


for conduct prejudicial to the Group; 
 
e) does not fulfil their duties as a Member’s Representative, as determined by the 


Governing Body; 
 
        and the relevant Member shall appoint a new Member Representative to replace 
        him or her. 


 
 
4. MISSION, VALUES AND AIMS 
 
 
4.1. Statement of Mission, Values and Aims 


 
4.1.1. The Group shall publish a statement setting out its mission, values and aims in 


its annual commissioning plan (“Statement of Mission, Values and Aims”).   
 


Formatted: Superscript
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4.1.2. The Governing Body shall review the Statement of Mission, Values and Aims 
each year, as part of the process of producing the commissioning plan for the 
following year, and shall decide whether any changes are appropriate. 


 
4.1.3. A copy of the Group’s Statement of Mission, Value and Aims, from time to time, 


shall be published on its website. 
 
4.2. Principles of Good Governance 


 
4.2.1. Good corporate governance arrangements are critical to achieving the Group’s 


objectives.   
 


4.2.2. In accordance with section 14L(2)(b) of the 2006 Act,9 the Group will at all times 
observe “such generally accepted principles of good governance” in the way it 
conducts its business.  These include: 


 
a) the highest standards of propriety involving impartiality, integrity and objectivity in 


relation to the stewardship of public funds, the management of the organisation 
and the conduct of its business; 


 
b) The Good Governance Standard for Public Services;10  


 
c) the standards of behaviour published by the Committee on Standards in Public 


Life (1995) known as the ‘Nolan Principles’;11  
 


d) the seven key principles of the NHS Constitution;12 
 


e) the Equality Act 2010.;13 
 


f) Standards for Members of NHS Boards and Governing Bodies in England. 14 
 
 
 
 


9  Inserted by section 25 of the 2012 Act 
10  The Good Governance Standard for Public Services, The Independent Commission on Good Governance 


in Public Services, Office of Public Management (OPM) and The Chartered Institute of Public Finance & 
Accountability (CIPFA), 2004 


11  See Appendix F 
12  See Appendix G 
13  See http://www.legislation.gov.uk/ukpga/2010/15/contents     
14         See http://www.chre.org.uk/satellite/413/ 
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4.3. Accountability 
 


4.3.1. The Group will demonstrate its accountability to its mMembers, local people, 
stakeholders and the NHS Commissioning Board in a number of ways, including 
by: 


 
a) publishing its Constitution; 


 
b) appointing independent lay members and non-GP clinicians to its Governing 


Body; 
 


c) holding meetings of its Governing Body in public (except where the Group 
considers that it would not be in the public interest in relation to all or part of a 
meeting and, this being so, publishing why it has made such a decision);  


 
d) publishing annually a commissioning plan; 


 
e) complying with local authority health overview and scrutiny requirements; 


 
f) meeting annually in public to publish and present its annual report; 


 
g) producing annual accounts in respect of each financial year which must be 


externally audited; 
 


h) having a published and clear complaints process;  
 


i) complying with the Freedom of Information Act 2000; 
 


j) providing information to the NHS Commissioning Board as required. 
 
 


4.3.2. In addition to these statutory requirements, the Group will demonstrate its 
accountability by: 


 
a) Meeting at least monthly with the Local Medical Committee; 


 
b) Publishing annually a public consultation report describing all the consultations it 


has undertaken and the findings and actions resulting;  
 


c) Establishing a Public Patient Reference Group  and meeting with this at least 
four times per year to hear concerns, discuss plans and reflect on strategy; 
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d) As common practice iInvolving members of the public on clinical pathway or 
service reform project teams as common practice;   


 
e) Publishing on the Group’s website all principal commissioning and operational 


policies including its Pprocurement Ppolicy, its Eeffective Uuse of Rresources 
policy and its Ffunding of Eexceptional Ccases Ppolicy;  


 
f) Publishing on the Group’s website the Cconflicts of Iinterest Ppolicy and the 


Rregister of Iinterests; 
 


g) Publishing on the Group’s website the findings of the Conflict of Interest and 
Procurement Panel if it is asked by the Chair to review the process by which 
decisions of the Governing Body are made that may be perceived to raise 
concerns over conflicts of interest concerns;  


 
h) Publishing tThe remuneration of all employees and other individuals paid by the 


Group in excess of £50,000 per annum shall be published as part of the Aannual 
Aa ccounts (in bands of £5,000);  


 
i) Publishing tThe remuneration of all Governing Body members, irrespective of the 


amount, shall be published as part of the Aannual Aaccounts (in bands of 
£5,000) in accordance with the requirements of the CCG Regulations;  


 
j) Publishing the performance of the Group’s on its website quarterly on its website.  


 
 


4.3.3. The Governing Body of the Group will throughout each year have an ongoing 
role in reviewing the Group’s governance arrangements to ensure that the 
Group continues to reflect the principles of good governance. 


 
 
5. FUNCTIONS AND GENERAL DUTIES  
 
 
5.1. Functions 
 


5.1.1. The Group’s functions include: 
 


a) commissioning certain health services (where the NHS Commissioning Board is 
not under a duty to do so) that meet the reasonable needs of:  
i) all people registered with Member GP practices, and  
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ii) people who are usually resident within the Area and are not registered with 
a member of any clinical commissioning group; 


 
b) commissioning emergency care for anyone present in the Group’s Area; 


 
c) paying its employees’ remuneration, fees and allowances in accordance with the 


determinations made by its Governing Body and determining any other terms 
and conditions of service of the Group’s employees; 


 
d) determining the remuneration and travelling or other allowances of members of 


its Governing Body. 
 


5.1.2. In discharging its functions the Group will: 
 
a) act15, when exercising its functions to commission health services, consistently 


with the discharge by the Secretary of State and the NHS Commissioning Board 
of their duty to promote a comprehensive health service16 and with the objectives 
and requirements placed on the NHS Commissioning Board through the 
mandate17 published by the Secretary of State before the start of each financial 
year; 


 
b) meet the public sector equality duty18; and 


 
c) work in partnership with its local authority to develop joint strategic needs 


assessments19 and joint health and wellbeing strategies.20  
 
5.2. General Duties  


 
        I- in discharging its functions the Group will: 


 
5.2.1. Promote awareness of, and act with a view to securing that health services are 


provided in a way that promotes awareness of, and have regard to, the NHS 
Constitution21; 


15  See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 
16  See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 
17  See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 
18  See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of the 


2012 Act 
19  See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by 


section 192 of the 2012 Act 
20  See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by 


section 191 of the 2012 Act 
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5.2.2. Act effectively, efficiently and economically22;  
 


5.2.3. Act with a view to securing continuous improvement to the quality of services23;   
 


5.2.4. Assist and support the NHS Commissioning Board in relation to the Board’s 
duty to improve the quality of primary medical services24; 


 
5.2.5. Have regard to the need to reduce inequalities25;  


 
5.2.6. Promote the involvement of patients, their carers, and their representatives in 


decisions about their healthcare26; 
 


5.2.7. Act with a view to enabling patients to make choices27 ; 
 


5.2.8. Obtain appropriate advice28 from persons who, taken together, have a broad 
range of professional expertise in healthcare and in public health; 


 
5.2.9. Promote innovation29; 


 
5.2.10. Promote research and the use of research;; 


 
5.2.11. Have regard to the need to promote education and training30 for persons who 


are employed, or who are considering becoming employed, in an activity which 
involves or is connected with the provision of services as part of the health 
service in England so as to assist the Secretary of State for Health in the 
discharge of his related duty31 ; 


 
5.2.12. Act with a view to promoting integration of both health services with other health 


services, and health services with health-related and social care services where 


21  See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health Act 
2009 (as amended by 2012 Act) 


22  See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
23  See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
24  See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
25  See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 
26  See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 
27  See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 
28  See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
29  See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 
30  See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
31  See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
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the group considers that this would improve the quality of services or reduce 
inequalities32;  


 
5.2.13. Have regard to the need to manage effectively and confidentially information 


held about individuals. 
 


   
 


5.3. Public Involvement 
 


5.3.1. The Group shall make arrangements to secure public involvement in the 
planning, development and consideration of proposals for changes and 
decisions affecting the operation of commissioning arrangements33 in 
accordance with the following principles: 


a) working in partnership with patients and the local community to secure the best 
care for them; 


b) adapting engagement activities to meet the specific needs of the different patient 
groups and communities;  


c) publishing information about health services on the gGroup’s website and through 
other media; 


d) encouraging and acting on feedback; 


e) identifying how the group will monitor and report its compliance against this 
statement of principles. 


 
5.4. General Financial Duties  


 
        T– the Group will perform its functions so as to: 
 


5.4.1. Ensure its expenditure does not exceed the aggregate of its allotments for the 
financial year34;    


 
5.4.2. Ensure its use of resources (both its capital resource use and revenue resource 


use) does not exceed the amount specified by the NHS Commissioning Board 
for the financial year35;    


32  See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
33  See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 
34  See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
35  See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 
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5.4.3. Take account of any directions issued by the NHS Commissioning Board, in 
respect of specified types of resource use in a financial year, to ensure the 
Ggroup does not exceed an amount specified by the NHS Commissioning 
Board 36;    


 
5.4.4. Publish an explanation of how the Ggroup spent any payment in respect of 


quality made to it by the NHS Commissioning Board37.    
 


5.5. Arrangements by the Group to comply with its functions 
 
      - The Group will comply with its functions (including its duties and powers) as 
         set out in legislation and  this Constitution by: 


 
5.5.1. delegating its functions to the Governing Body unless the functions are reserved 


to the Members, acting through the Council of Members, under the Scheme of 
Delegation;  
 


5.5.2. the Governing Body ensuring that the Group has made appropriate 
arrangements for ensuring that it functions effectively, efficiently and 
economically and complies with such generally accepted principles of good 
governance as are relevant to it; 


 
5.5.3. acting in accordance with its Statement of Policy for Compliance with General, 


Financial and Public Sector Equality Duties that the Governing Body will adopt, 
keep under review and update for the Group; 


 
5.5.4. the Governing Body monitoring the performance of functions through the 


Group’s reporting mechanisms; 
 


5.5.5. the Governing Body securing sufficient commissioning and back office support 
to fulfil the Group’s duties. 


 
5.6. Other Relevant Regulations, Directions and Documents 
 


5.6.1. The Group will:  
 
a) comply with all relevant regulations; 


 


36  See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 
37  See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 
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b) comply with directions issued by the Secretary of State for Health or the NHS 
Commissioning Board; and 


 
c) take account, as appropriate, of documents issued by the NHS Commissioning 


Board and by the Department of Health.   
 


5.6.2. The Group will develop and implement the necessary systems and processes to 
comply with these regulations and directions, documenting them as necessary 
in this Constitution, its Sscheme of Rreservation and Ddelegation and other 
relevant Group policies and procedures.  


 
 
 
 


6. DECISION MAKING: THE GOVERNING STRUCTURE 
 
 
6.1. Authority to act 
 


6.1.1. The Group is accountable for exercising its statutory functions.  It may grant 
authority to act on its behalf to:  


 
a) any of its Mmembers; 


 
b) its Governing Body; 


 
c) employees; 


 
d) a committee or sub-committee of the Group. 


 
6.1.2. The extent of the authority to act of the respective bodies and individuals 


depends on the powers delegated to them by the Group as expressed through: 
 


a) this Constitution; 
 
b) the Group’s Sscheme of Rreservation and Ddelegation; and 


 
c) for committees, their terms of reference.  


 
6.2. Scheme of Reservation and Delegation38 
 


38  See Appendix D 
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6.2.1. The Group’s Sscheme of Rreservation and Ddelegation sets out: 
 


a) those decisions that are reserved for the membership as a whole, acting through 
the Council of Members; 


 
b) those decisions that are the responsibilities of its Governing Body (and its 


committees), the Group’s committees and sub-committees, individual members 
and employees. 


 
6.2.2. The Group remains accountable for all of its functions, including those that it 


has delegated. 
 
 
 
6.3. General  
 


6.3.1. In discharging functions of the Group that have been delegated to them, the 
Governing Body (and its committees and sub-committees), and any 
committees, joint committees, sub-committees of the Group and individuals 
must: 


 
a) comply with the Group’s principles of good governance,39 


 
b) operate in accordance with the Group’s Sscheme of Rreservation and 


Ddelegation,40  
 


c) comply with the Group’s Sstanding Oorders,41 
 


d) comply with the Group’s arrangements for discharging its statutory duties,42 
 


e) where appropriate, ensure that member practices have had the opportunity to 
contribute to the Group’s decision making process. 


 
6.3.2. When a committee, sub-committee or joint committee discharges delegated 


functions it must also operate in accordance with its approved terms of 
reference. 


 
6.3.3. Where delegated responsibilities are being discharged collaboratively, the joint 


arrangements must: 


39  See section 4.4 on Principles of Good Governance above 
40  See appendix D 
41  See appendix C 
42  See chapter 5 above 
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a) identify the roles and responsibilities of those clinical commissioning groups who 
are working together; 


 
b) identify any pooled budgets and how these will be managed and reported in 


annual accounts; 
 


c) specify under which clinical commissioning group’s scheme of reservation and 
delegation and supporting policies the collaborative working arrangements will 
operate; 


 
d) specify how the risks associated with the collaborative working arrangement will 


be managed between the respective parties; 
 


e) identify how disputes will be resolved and the steps required to terminate the 
working arrangements; 


 
f) specify how decisions are communicated to the collaborative partners. 


 
6.4. Committees of the Group 
 


6.4.1. The Group: 
 


a) shall have a committee called the Council of Members; and 
 
b) may, on or after its establishment, appoint such other committees as it considers 


appropriate.  
 


6.4.2. All decisions taken in good faith at a meeting of any committee of the Group 
shall be valid even if there is any vacancy in its membership or it is discovered 
subsequently that there was a defect in the calling of the meeting or the 
appointment of any of the members of the committee attending the meeting. 
 


 
6.4.3. The Council of Members 


 
a) The Council of Members shall comprise the Member Representatives from time 


to time, the Aaccountable Oofficer, the Cchair of the Governing Body, and the 
Vice-deputy chair of the Governing Body. 


 
b) Subject to the 2006 Act, the Council of Members shall perform all those functions 


of the Group which have not been delegated to: 
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i) the Governing Body; 
 
ii) any other committee of the Group; or  


 
iii) any employee or Member; 


 
under this Constitution or otherwise. 
 


c) The Council of Members shall regulate their proceedings in accordance with the 
Standing Orders. 


 
d) The Council of Members shall meet at least once per annum. 
 
e) The Council of Members may appoint its own sub-committees but sub-


committees will be able to establish their own sub-committees, to assist them in 
discharging their respective responsibilities, only if this responsibility has been 
delegated to them by the Council of Members. 
 


 
6.5. Joint Arrangements 
 


6.5.1. The Group may enter into joint arrangements with one or more clinical 
commissioning group(s), as it considers appropriate, and will describe and 
publish on its website any such arrangements in a “Statement of Collaborative 
Commissioning Arrangements”.  


 
6.5.2. The Group may establish joint committees with one or more local authorities as 


it considers appropriate and will publish on its website any Terms of Reference 
for any such committees. 
 


 
6.6. The Governing Body 
 


6.6.1. Functions - the Governing Body has the following functions conferred on it by 
sections 14L(2) and (3) of the 2006 Act, inserted by section 25 the 2012 Act, 
together with any other functions connected with its main functions as may be 
specified in regulations or in this Constitution.43 The Governing Body may also 
have functions of the Group delegated to it by the Group. Where the Group has 
conferred additional functions on the Governing Body connected with its main 
functions, or has delegated any of the Group’s functions to its Governing Body, 


43  See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 
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these are set out from paragraph 6.56.1(d) below.  The Governing Body has 
responsibility for: 


 
a) ensuring that the Group has appropriate arrangements in place to exercise its 


functions effectively, efficiently and economically and in accordance with the 
Group’s principles of good governance44 (its main function); 


 
b) determining the remuneration, fees and other allowances payable to employees 


or other persons providing services to the group and the allowances payable 
under any pension scheme it may establish under paragraph 11(4) of Schedule 
1A of the 2006 Act, inserted by Schedule 2 of the 2012 Act; 


 
c) approving any functions of the Group that are specified in regulations;45   


 
d) exercising the Group’s functions of commissioning healthcare services; 


 
e) approving, publishing and monitoring the implementation of the Group’s equality 


strategy for meeting the Ppublic Ssector Eequality Dduty; 
 


f) promoting the involvement of all Members in the work of the Group in securing 
improvements in the commissioning of care and services and in developing the 
vision, values and culture of the Group in consultation with Members; 


 
g) reviewing and monitoring the arrangements for working in partnership with the 


local authority to develop joint strategic needs assessments and joint health and 
well-being strategies and monitoring the delivery of the Group’s responsibilities 
within such strategies;  


 
h) approving and publishing the Group’s public Communications and Eengagement 


Sstrategy and annual Statement of Involvementpublic involvement report; 
 


i) ensuring effective arrangements are in place to commission health services in 
such a way as promotes awareness of, and has regard to, the NHS Constitution;  


 
j) approving and monitoring the implementation of the Group’s strategies and plans 


to secure continuous improvement in the safety and quality of services (including 
safeguarding children and vulnerable adults) utilising information available to 
help identify areas for improvement to ensure better health, better outcomes and 
better value for the residents of Stockport;  


 


44  See section 4.4 on Principles of Good Governance above 
45  See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act 
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k) assisting the NHS Commissioning Board in its duty to improve the quality of 
primary medical services by seeking to increase the capability, competence and 
capacity of primary care, and the proportion of health and social care provided by 
primary and community services;  


 
l) ensuring the Group has effective plans in place to reduce inequalities across the 


borough;  
 


m) promoting the involvement of patients, their carers and their representatives in 
decisions about their healthcare;  


 
n) ensuring effective systems are in place across its Member practices and 


commissioned providers to enable patients to make choices about their care; 
 


o) ensuring the Group, in its decision making, obtains advice from a wide range of 
professionals; 


 
p) engaging in a collaborative approach within the local health system including but 


not limited to: 
 


i) the Local Medical Committee; 
ii) other local representative committees; 
iii) Stockport Metropolitan Borough Council; 
iv) HealthwWatch; 
v) local health and social care providers; 
vi) the voluntary sector; 
vii) other clinicians and allied health professionals;  


 
q) ensuring effective systems are in place to promote innovation;  


 
r) ensuring effective systems are in place to promote research and the use of 


research; 
 


s) ensuring effective systems are in place to promote education and training;  
 


t) approving and monitoring plans to support and drive the integration of health and 
social care services where these improve quality or reduce inequalities;  


 
u) ensuring the Group has in place effective arrangements to: 


 
i) ensure expenditure does not exceed the aggregate of its allotments for the 


financial year;  


Page 22 







Constitution   
 


 
 


ii) ensure its use of resources does not exceed the amount specified by the 
NHS Commissioning Board for the financial year;  


iii) and in respect of any directions from the NHS Commissioning Board in 
respect of specified types of resource in a financial year, to ensure the 
Group does not exceed any amount specified; 
 


v) approving and publishing a process for and an explanation of how the Group 
spent any payment in respect of quality;  
 


w) managing the corporate strategic risks of the Group including regularly reviewing 
the Group’s assurance framework; 


 
x) approving the Group’s Oorganisational Ddevelopment Pplan including the 


principles by which it will procure commissioning support.  
 


6.6.2. Composition of the Governing Body  
 
T- the Governing Body shall not have fewer than 14 members and comprises: 


 
a) the Cchair, who shall be either the Llay Mmember for Ppatient and Ppublic 


Pparticipation or one of the representatives of member practices and is not an 
additional member; 


 
b) four representatives of member practices, who shall be the GP Chairs of the 


Locality Council Committees; 
 


c) ttwohree other GPs or primary care health professionals who shall be known as 
“Clinical Directors” and who shall each be responsible for one of the following 
areas of work: 


 
i) General Practice DevelopmentMember relations; or 
ii) Quality and Pprovider Mmanagement; 
iii) Service transformation 


 
d) two Llay Mmembers:  
 


i) one to lead on audit, remuneration and conflict of interest matters, 
ii) one to lead on patient and public participation matters; 
 


e) one registered nurse; 
 


f) one secondary care specialist doctor; 
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g) the Aaccountable Oofficer, who shall be a partner or salaried GP in a Member 
practice or another primary care practising clinician;  


 
h) the Cchief Ooperating Oofficer;  


 
i) the Cchief Ffinance Oofficer.; 


  
i)j) the Stockport MBC Deputy Director of Public Health who shall be the Clinical 


Director for Public Health. 
 


 
6.6.3. The Governing Body may invite other such person(s) to attend all or any of its 


meetings, or part(s) of a meeting, in order to assist it in its decision-making and 
in its discharge of its functions as it sees fit. Any such person may speak and 
participate in debate, but may not vote. 


 
6.6.4. The Governing Body will invite the following individuals to attend any or all of its 


meetings and to participate in the way described in paragraph 6.6.3: 
 


a) The Stockport MBC Deputy Director of Public Health 
 


b) a) A Stockport MBC Social Care representative, 
 


c) b) The Chair of the Stockport Health and Wellbeing Board, and 
 


d) c) A member of the Stockport Healthwatch. 
 


6.6.5. Each GP Chair of a Locality Council Committee can in his/ her absence be 
represented by the Vice-c Chair of that Locality Council Committee who will 
assume the voting rights of the absent GP Chair.  


 
6.6.6. All decisions taken in good faith at a meeting of the Governing Body shall be 


valid, subject to the meeting being quorate, even if there is any vacancy in its 
membership or it is discovered subsequently that there was a defect in the 
calling of the meeting or the appointment of any of the members of the 
Governing Body attending the meeting. 


 
6.6.7. Committees of the Governing Body  


 
T- the Governing Body shall appoint the following committees and sub-
committees:   


 


Formatted: Font: 12 pt


Formatted: Indent: Left:  0.5",  No
bullets or numbering


Formatted: Centered


Page 24 







Constitution   
 


 
 


a) Audit Committee – the Audit Committee, which is accountable to the Group’s 
Governing Body, provides the Governing Body with an independent and 
objective view of the Group’s financial systems, financial information and 
compliance with laws, regulations and directions governing the Ggroup in so far 
as they relate to finance. It supports the Governing Body in discharging its duties 
to effectively, efficiently and economically manage its resources, and to adhere 
to principles of good governance. The Chair of the Ccommittee shall be the Llay 
Mmember of the Governing Body who leads on audit, remuneration and conflict 
of interest matters. The Governing Body has approved and keeps under review 
the Tterms of Rreference for the Audit Committee, which includes information on 
the membership of the Ccommittee46.   


 
In addition the Governing Body may confer or delegate other functions, 
connected with the Governing Body’s main function47, to its Audit Committee and 
any such functions shall be set out in the terms of reference for the Audit 
Committee; 


 
b) Remuneration Committee – the Remuneration Committee, which is 


accountable to the Group’s Governing Body, makes recommendations to the 
Governing Body on determinations about the remuneration, fees and other 
allowances for employees and for people who provide services to the group and 
on determinations about allowances under any pension scheme that the group 
may establish as an alternative to the NHS Pension Scheme.  The Chair shall be 
the Llay Mmember of the Governing Body who leads on audit, remuneration and 
conflict of interest matters. The Governing Body has approved and keeps under 
review the Tterms of Rreference for the Remuneration Committee, which 
includes information on the membership of the Remuneration Committee48.; 


 
c) Quality and Provider Management Committee – the Ccommittee is 


accountable to the Group’s Governing Body for monitoring the quality, safety and 
performance of service providers in line with the Group’s Quality Strategy, 
initiating performance interventions, co-ordinating negotiation of contracts and 
variations to contracts. The Chair of the Ccommittee shall be the Rregistered 
Nnurse Mmember of the Governing Body. The Governing Body has approved 
and keeps under review the Tterms of Rreference for the Quality and Provider 
Management Committee, which includes information on the membership of the 
Ccommittee 49;.  


 


46  Click on this link for the terms of reference of the Audit Committee 
47  See section 14L(2) of the 2006 Act, inserted by section 25 of the 2012 Act 
48  Click on this link for the terms of reference of the remuneration committee 
49  Click on this link the terms of reference of the Quality & Provider Management Committee 
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d) Locality Council Committees – the Governing Body has four Locality Council 
Committees, each one representing one of the localities described in Annex B. 
The chair of each Ccommittee shall be the GP representative of the Member 
practices for that locality, elected to membership of the Governing Body. The 
Governing Body has approved and keeps under review the terms of reference 
for each of the Locality Committees which includes information on the 
membership of those Ccommittees 50.; 


  
d)e) Clinical Policy Committee – the Committee is accountable to the Governing Body 


for the clinical and Effective Use of Resources policies and for the dissemination 
of NICE and other national guidance, for promoting research, and for managing 
exceptionality. The Chair of the Committee will be the Secondary Care Specialist 
Doctor member of the Governing Body. The Governing Body has approved and 
keeps under review the Terms of Reference of the Clinical Policy Committee 
which includes details of its membership.   


 
6.6.8. The Governing Body may appoint such other committees as it considers 


appropriate but committees will only be able to establish their own sub-
committees, to assist them in discharging their respective responsibilities, if this 
responsibility has been delegated to them by the Governing Body. 


 
6.6.9. All committees of the Governing Body may include individuals who are:- 


 
a) Members, officers or Governing Body members of the Group or another Clinical 


Commissioning Group 
b) Partners or employees of a Mmember of the Group or of another Clinical 


Commissioning Group 
c) Officers of the NHS Commissioning Board 
d) Other individuals deemed appropriate by the Governing Body. 


 
 


6.6.10. All decisions taken in good faith at a meeting of any committee or sub-
committee of the Governing Body shall be valid even if there is any vacancy in 
its membership or it is discovered subsequently that there was a defect in the 
calling of the meeting, or in the appointment of a member attending the meeting. 


 
 
7. ROLES, RIGHTS AND RESPONSIBILITIES 
 
 
7.1. Rights and Responsibilities of Members and their Representatives 


50  Click on this link for the terms of reference of the Locality Committees 
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7.1.1. Member Representatives represent their practice’s views and act on behalf of 
the practice in matters relating to the Group.  The role of each Member 
Representative is ordinarily to: 


 
a) Discuss and consult with the practice they represent on all issues pertinent to the 


Group; 
 
b) Represent the practice at meetings of the relevant Locality Council Committee 


and general meetings of the Council of Members; 
  


c) Express the views of the practice at the relevant Locality Council Committee and 
at general meetings of the Council of Members; 


 
d) Cast the Member’s votes [Clause 3.3.1] either as a block or as separate votes; 


 
e) Work with the GP Locality Chair of the relevant Locality Council Committee to 


ensure that the Member that it represents receives the benefits and fulfils the 
obligations of being a Member of the Group. 
 


7.1.2. Any Member Representative who is a GP has the right to be considered for any 
GP role on the Governing Body including: 


 
a) Accountable Officer 
b) Clinical Director 
c) GP Locality Chair.  


 
7.1.3. Each Member Representative has the right to be considered for the position of 


Vice-cChair of the relevant Locality Council Committee. 
 


7.1.4. Each Member is entitled to a range of benefits from being a Member of the 
Group. These are set out in the Memorandum of Understanding at Appendix B.  


 
7.1.5. Each Member is required to comply with a range of Member obligations as a 


responsibility of membership of the Group. These are set out in the 
Memorandum of Understanding at Appendix B.  


 
7.1.6. For the avoidance of doubt, the Group shall be entitled to treat any Member 


Representative as having the continuing authority given to him or her under 
Clause 3.3 until it is notified of the removal of that Member Representative and 
any provision of this Constitution that requires delivery or notification to a 
Member shall be deemed to have been satisfied if delivery or notification is 
made to or served on the Member Representative. 
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7.1.7. If a Member Representative is unable to attend a meeting of the relevant 


Locality Committee or a general meeting of the Council of Members, the 
practice can nominate any other GP or other Healthcare Professional from the 
practice to take their place at that meeting. Individuals acting in this manner 
shall not be able to stand for the position of GP Locality Council Committee 
Chair or Locality Vice-c Chair. 


 
7.2. Other GPs and Clinicians  


 
7.2.1. In addition to the Member Representatives referred to in Clause 7.1 above the 


Group may identify other GPs from Member practices to lead the work of the 
Group and represent the Group rather than represent their own individual 
practices.  These GPs undertake the following roles on behalf of the group: 


 
a) Clinical Director for Quality and Provider Management - to oversee the contract 


management and provider quality improvement agenda; and to work closely with 
colleagues in other clinical commissioning groups and the local authority to 
ensure effective joint commissioning and contract management arrangements 
are in place; 


   
b) Clinical Director for Member General Practice DevelopmentRelations – to 


oversee the relationship between the Group’s Governing Body and its Member 
practices and ensure Members are supported to work in line with the Group’s 
Statement of Mission, Values and Aims; and to work closely with the National 
Commissioning Board on developing Primary Care Strategy.  


 
c) Clinical Director for Service Transformation – to lead the major service reform 


identified in the local area and link with the Greater Manchester strategic reform 
agenda.   
 


7.2.2. From time-to-time as the Governing Body sees fit other clinicians including GPs 
will be asked to carry out specific pieces of work which may include: 


 
a) Specific clinical pathway redesign 
b) Chairing a local clinical board for a specific disease area 
c) Engaging in local strategy development in areas such as IM&T. 


 
7.3. All Members of the Group’s Governing Body  


 
7.3.1. Guidance on the roles of members of the Group’s Governing Body is set out in 


guidance published by the NHS Commissioning Board Clinical Commissioning 
Ggroup governing body members: Role outlines, attributes and skills (April 
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2012).  In summary, each member of the Governing Body should share 
responsibility as part of a team to ensure that the Group exercises its functions 
effectively, efficiently and economically, with good governance and in 
accordance with the terms of this Constitution.  Each brings their unique 
perspective, informed by their expertise and experience.   


 
7.4. The Chair of the Governing Body 


 
7.4.1. The Chair of the Governing Body is responsible for: 


 
a) leading the Governing Body, ensuring it remains continuously able to discharge 


its duties and responsibilities as set out in this Constitution; 
b) building and developing the Group’s Governing Body and its individual Members; 
c) ensuring that the Group has proper constitutional and governance arrangements 


in place; 
d) ensuring that, through the appropriate support, information and evidence the 


Governing Body is able to discharge its duties; 
e) supporting the Aaccountable Oofficer in discharging the responsibilities of the 


organisation; 
f) contributing to building a shared vision of the aims, values and culture of the 


organisation; 
g) leading and influencing to achieve clinical and organisational change to enable 


the Group to deliver its commissioning responsibilities; 
h) overseeing governance and particularly ensuring that the Governing Body and 


the wider Group behaves with the utmost transparency and responsiveness at all 
times; 


i) ensuring that public and patients’ views are heard and their expectations 
understood and, where appropriate as far as possible, met; 


j) ensuring that the organisation is able to account to its local patients, 
stakeholders and the NHS Commissioning Board; 


k) ensuring that the Group builds and maintains effective relationships, particularly 
with the individuals involved in overview and scrutiny from the relevant local 
authority(ies); 


l) Oversee the process for managing disputes between the group and individual 
Mmembers.  
 


7.5. The Vice-chair of the Governing Body 
 


7.5.1. The Vice-chair of the Governing Body deputises for the Chair of the Governing 
Body where he or she has a conflict of interest or is otherwise unable to act and 
supports the Chair in managing disputes.   


 
7.6. Role of the Accountable Officer 
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7.6.1. The Accountable Officer of the group is a member of the Governing Body.  


 
7.6.2. The Accountable Officer is responsible for: 


 
a) ensuring that the Group fulfils its duties to exercise its functions effectively, 


efficiently and economically thus ensuring improvement in the quality of services 
and the health of the local population whilst maintaining value for money;   


b) at all times ensuring that the regularity and propriety of expenditure is 
discharged, and that arrangements are put in place to ensure that good practice 
(as identified through such agencies as the Audit Commission and the National 
Audit Office) is embodied and that safeguarding of funds is ensured through 
effective financial and management systems;  


c) working closely with the Chair of the Governing Body, the Accountable Officer 
will ensure that proper constitutional, governance and development 
arrangements are put in place to assure the Members (through the Governing 
Body) of the organisation’s on-going capability and capacity to meet its duties 
and responsibilities.  This will include arrangements for the on-going 
developments of its Members and staff; 


d) taking the lead in interactions with stakeholders, including the NHS 
Commissioning Board, where the Accountable Officer is also the senior clinical 
voice of the group. 
 


7.7. Role of the Chief Finance Officer 
 


7.7.1. The Chief Finance Officer is a member of the Governing Body and is 
responsible for providing financial advice to the Group and for supervising 
financial control and accounting systems.  


 
7.7.2. The Chief Finance Officer is responsible for: 


 
 


a) being the Governing Body’s professional expert on finance and ensuring, 
through robust systems and processes, the regularity and propriety of 
expenditure is fully discharged; 


b) making appropriate arrangements to monitor the Group’s finances; 
c) overseeing robust audit and governance arrangements leading to propriety in the 


use of the Group’s resources; 
d) advising the Governing Body on the effective, efficient and economic use of the 


Group’s allocation in order to remain within that allocation and deliver required 
financial targets and duties;  
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e) producing the financial statements for audit and publication in accordance with 
the statutory requirements to demonstrate effective stewardship of public money 
and accountability to the NHS Commissioning Board; and 


f) securing cost- effective premises and facilities management for the Group’s 
headquarters.  


 
7.8. Role of the Secondary Care Specialist Doctor   
 


7.8.1. The Secondary Care Specialist Doctor is a member of the Governing Body and 
is responsible for providing strategic advice and support to the CCG in the 
following domains: 


 
a) assurance regarding the quality of medical care from all commissioned 


providers; 
b) strategic advice regarding the redesign and / or procurement of clinical services 


from service providers to meet identified CCG commissioning needs; 
c) to engage with secondary and tertiary care clinicians.  


 
7.9.  Role of the Registered Nurse 
 


7.9.1. The Registered Nurse is a member of the Governing Body and is responsible 
for providing a broader view (from his or her perspective as a registered nurse 
on the Governing Body) on health and care issues to underpin the work of the 
CCG especially on the contribution of nursing towards patient care. The role 
holder will: 


 
a) provide a Governing Body-level focus on quality, safety and effectiveness; 
b) ensure that safe, high-quality clinical services are commissioned locally on 


behalf of local people in accordance with national and local quality standards; 
c) provide nursing advice and opinion on all aspects of the Governing Body’s 


activities. 
 
7.10.  Role of the Lay Member for Patient and Public Participation 
 


7.10.1.  The Lay Member for Patient and Public Participation is a member of the 
Governing Body and: 


a) leads on being the public voice for the Stockport population, ensuring that public 
expectations are being met and that the CCG acts in the best interests of the 
population; 


b) ensures that the interests of patients and the community remain at the heart of 
the Governing Body’s discussions. 


 
7.11.   Role of the Lay Member for Audit, Remuneration and Conflicts of Interest 
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7.11.1.  The Lay Member for Audit, Remuneration and Conflicts of Interest is a member 
of the Governing Body and: 


 
a) is the Chair of the Audit Committee and of the Remuneration Committee; 
b) ensures appropriate systems of internal control are in place including for 


governance, finance and risk management; 
c) has Governing Body-level responsibility for managing conflicts of interest. 


 
7.12. Role of the Chief Operating Officer 
 


7.12.1.  The Chief Operating Officer is a member of the Governing Body and has specific 
responsibility for: 


 
a) supporting the Accountable Officer in the delivery of the duties of the role; 
b) contributing to the development of the vision, aims and business objectives of 


the CCG; 
c) advising the CCG on strategic commissioning business and key corporate 


planning issues,; and 
d) supporting the clinical leaders of the CCG to develop and maintain a systematic 


approach to ensuring that the CCG remains clinically-led and clinically-
accountable. 


 
7.13. Role of the Locality Council Committee Chair 
 


7.13.1. The Locality Council Committee Chair is a member of the Governing Body and 
has specific responsibility for: 


 
a) ensuring that the voice of GPs as commissioners informs the Governing Body 


discussions and decisions; 
b) contributing to the NHS Commissioning Board’s development of primary care 


strategy; 
c) developing democratic accountability across the locality and consulting with 


locality Mmembers on the commissioning decisions of the Governing Body; 
d) supporting the locality practices to develop their plans for quality improvement 


and best patient care whilst ensuring effective use of resources. 
 


7.14. Role of the Clinical Director for Public Health 
 


7.14.1. The Clinical Director for Public Health is a member of the Governing Body and 
has specific responsibility for: 
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a) ensuring that the public health agenda informs the Governing Body’s discussions 
and decisions; 


b) contributing to the development of strategies to reduce health inequalities; 
c) contributing to improving quality within local pathways focussing on best practice 


from NICE clinical guidelines and quality standards 
d) supporting the organisation to develop its policies for the Effective Use of 


Resources and assessing individual cases for exceptionality. 
 
 
8. STANDARDS OF BUSINESS CONDUCT AND MANAGING 


CONFLICTS OF INTEREST 
 
 


8.1. Standards of Business Conduct  
 


8.1.1. Employees, Members of the Group and members of the Governing Body (and 
its committees and sub-committees) will at all times comply with this 
Constitution and be aware of their responsibilities as outlined in it.  They should 
act in good faith and in the interests of the Group and should follow the Seven 
Principles of Public Life set out by the Committee on Standards in Public Life 
(the Nolan Principles)   The Nolan Principles are incorporated into this 
constitution at Appendix F.  


 
8.1.2. They must comply with the Group’s policy on business conduct, including the 


requirements set out in the policy for managing conflicts of interest.  This policy 
will be available on the Group’s website.  


 
8.1.3. Individuals contracted to work on behalf of the Group or otherwise providing 


services or facilities to the Group will be made aware of their obligation with 
regard to declaring conflicts or potential conflicts of interest.  This requirement 
will be written into their contract for services.    


 
8.2. Conflicts of Interest 


 
8.2.1. As required by section 140 of the 2006 Act, as inserted by section 25 of the 


2012 Act, the Group will make arrangements to manage conflicts and potential 
conflicts of interest to ensure that decisions made by the Group will be taken 
and seen to be taken without any possibility of the influence of external or 
private interest.  


 
8.2.2. Where an employee, Group Member, member of the Governing Body, or a 


member of a committee or a sub-committee of the Group or its Governing Body 
has an interest, or becomes aware of an interest, which could lead to a conflict 
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of interests in the event of the Group considering an action or decision in 
relation to that interest, that must be considered as a potential conflict and is 
subject to the provisions of this Cconstitution.  


 
8.2.3. A conflict of interest will include:  


 
a) a direct pecuniary interest: where an individual may financially benefit from the 


consequences of a commissioning decision (for example, as a provider of 
services);  


b) an indirect pecuniary interest: for example, where an individual is a partner, 
member or shareholder in an organisation that will benefit financially from the 
consequences of a commissioning decision;  


c) a non-pecuniary interest: where an individual holds a non-remunerative or not-
for-profit interest in an organisation that will benefit from the consequences of a 
commissioning decision (for example, where an individual is a trustee of a 
voluntary provider that is bidding for a contract);  


d) a non-pecuniary personal benefit: where an individual may enjoy a qualitative 
benefit from the consequence of a commissioning decision which cannot be 
given a monetary value (for example, a reconfiguration of hospital services which 
might result in the closure of a busy clinic next door to an individual’s house); 


e) where an individual is closely related to, or in a relationship (including friendship) 
with, an individual in the above categories.  
 


If in doubt the individual concerned should assume that a potential conflict of interest 
exists. 


 
8.3. Declaring and Registering Interests 


 
8.3.1. The Group will maintain registers of the interests of:  


 
a) the Members of the Group; 
b) the members of its Governing Body; 
c) the members of its committees or sub-committees and the committees or sub-


committees of its Governing Body; and  
d) its employees. 


 
8.3.2. The registers will be published on the Group’s website. 


 
8.3.3. Individuals will declare any interest that they have in relation to a decision to be 


made in the exercise of the commissioning functions of the Group in writing to 
the Governing Body, as soon as they are aware of it and in any event no later 
than 28 days after becoming aware.  
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a) Where an individual is unable to provide a declaration in writing, for example if a 
conflict becomes apparent in the course of a meeting, they will make an oral 
declaration before witnesses, and provide a written declaration as soon as 
possible thereafter  


b) The Governing Body will ensure that the registers of interest are reviewed 
regularly, and updated as necessary.   
 


8.4. Managing Conflicts of Interest: general 
 


8.4.1. Individual Members of the Group, the Governing Body, committees or sub-
committees, the committees or sub-committees of its Governing Body and 
employees will comply with the arrangements determined by the Group for 
managing conflicts or potential conflicts of interest. 


 
8.4.2. The Governing Body will ensure that for every interest declared, either in writing 


or by oral declaration, arrangements are in place to manage the conflict of 
interests or potential conflict of interests to ensure the integrity of the Group’s 
decision making processes. 


 
8.4.3. Arrangements for the management of conflicts of interest are to be determined 


by the Governing Body and will include the requirement to put in writing to the 
relevant individual the arrangements for managing the conflict of interests, or 
potential conflicts of interests, within a week of declaration. The arrangements 
will confirm the following:  


 
a) when an individual should withdraw from a specified activity, on a temporary or 


permanent basis; 
b) monitoring of the specified activity undertaken by the individual, either by a line 


manager, colleague or other designated individual. 
 


8.4.4. Where an interest has been declared, either in writing or by oral declaration, the 
declarer will ensure that before participating in any activity connected with the 
Group’s exercise of its commissioning functions they have received confirmation 
of the arrangements to manage the conflict of interest or potential conflict of 
interest from the Governing Body. 


 
8.4.5. Where an individual Member, employee or person providing services to the 


Group is aware of an interest which: 
 


a) has not been declared, either in the register or orally, they will declare this at the 
start of the meeting;  


b) has previously been declared, in relation to the scheduled or likely business of 
the meeting, the individual concerned will bring this to the attention of the chair of 
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the meeting, together with details of any arrangements which have been 
confirmed for the management of the conflict of interests or potential conflict of 
interests. 


 
8.4.6. The chair of the meeting will then determine how this should be managed and 


inform the Member, employee, or person providing services to the Group of 
their decision. Where no arrangements have been confirmed, the chair of the 
meeting may require the individual to withdraw from the meeting or part of it. 
The individual will then comply with these arrangements, which must be 
recorded in the minutes of the meeting. 


 
8.4.7. Where the chair of any meeting of the Group, including committees, sub-


committees, or of the Governing Body and the Governing Body’s committees 
and sub-committees, has a personal interest, previously declared or otherwise, 
in relation to the scheduled or likely business of the meeting, they must make a 
declaration and the deputy chair will act as chair for the relevant part of the 
meeting.  Where arrangements have been confirmed for the management of the 
conflict of interests or potential conflicts of interests in relation to the chair the 
meeting must ensure these are followed.  Where no arrangements have been 
confirmed the deputy chair may require the chair to withdraw from the meeting 
or part of it.  Where there is no deputy chair the members of the meeting will 
select one.  


 
8.4.8. Any declarations of interests, and arrangements agreed in any meeting of the 


Group, committees or sub-committees, or of the Governing Body, the Governing 
Body’s committees or sub-committees, will be recorded in the minutes.  


 
8.4.9. Where more than 50% of the members of a meeting are required to withdraw 


from a meeting or part of it, owing to the arrangements agreed for the 
management of conflicts of interests or where potential conflicts of interests 
arise, the chair (or deputy) will determine whether or not the discussion can 
proceed.  


 
8.4.10. In making this decision the chair will consider whether the meeting is quorate, in 


accordance with the number and balance of membership set out in the Group’s 
standing orders.  Where the meeting is not quorate, owing to the absence of 
certain members, the discussion will be deferred until such time as a quorum 
can be convened.  Where a quorum cannot be convened from the membership 
of the meeting, owing to the arrangements for managing conflicts of interest or 
where the chair considers that there might y maybe a potential conflict of 
interests, the chair of the meeting shall consult with the Chair of the Audit 
Committee on behalf of the Group on the action to be taken. 
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8.4.11. This may include: 
 


a) requiring the Audit Committee to review the process by which a decision has 
been reached, or if this is not possible or sufficient,  
 


b) inviting on a temporary basis one or more of the following to make up the 
quorum (where these are permitted members of the Governing Body or 
committee / sub-committee in question) so that the Group can progress the item 
of business:  


 
i) a Member of the Group who is an individual;  
ii) an individual appointed by a member to act on its behalf in the dealings 


between it and the clinical commissioning group; 
iii) a member of a relevant Health and Wellbeing Board; 
iv) a member of a governing body of another clinical commissioning group, or 


 
c) establishing a panel to make a recommendation to the Governing Body as to 


how any actual or perceived conflict of interest could be handled.  
 


8.4.12. These arrangements must be recorded in the minutes. 
 


8.4.13. In any transaction undertaken in support of the Group’s exercise of its 
commissioning functions (including conversations between two or more 
individuals, e-mails, correspondence and other communications) individuals 
must ensure, where they are aware of an interest, that they conform to the 
arrangements confirmed for the management of that interest.  Where an 
individual has not had confirmation of arrangements for managing the interest 
they must declare their interest at the earliest possible opportunity in the course 
of that transaction, and declare that interest as soon as possible thereafter.  The 
individual must also inform either their line manager (in the case of employees) 
or the Chair of the Governing Body of the transaction. 


 
8.4.14. The  Chair of Governing Body will take such steps as deemed appropriate, and 


request information deemed appropriate from individuals, to ensure that all 
conflicts of interest and potential conflicts of interest are declared. 


 
8.5. Managing Conflicts of Interest: contractors and people who provide services to 


the group  
 


8.5.1. Anyone seeking information in relation to a procurement, or participating in a 
procurement, or otherwise engaging with the Cclinical Ccommissioning Ggroup 
in relation to the potential provision of services or facilities to the Ggroup, will be 
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required to make a declaration of any relevant conflict / potential conflict of 
interest.  


 
8.5.2. Anyone contracted to provide services or facilities directly to the clinical 


commissioning group will be subject to the same provisions of this Constitution 
in relation to managing conflicts of interests.  This requirement will be set out in 
the contract for their services.  


 
8.6. Transparency in Procuring Services 


 
8.6.1. The Group recognises the importance in making decisions about the services it 


procures in a way that does not call into question the motives behind the 
procurement decision that has been made.  The Group will procure services in a 
manner that is open, transparent, non-discriminatory and fair to all potential 
providers. 


 
8.6.2. The Group will publish a Procurement Strategy approved by its Governing Body 


which will ensure that:  
a) all relevant clinicians (not just members of the Group) and potential providers, 


together with local members of the public, are engaged in the decision-making 
processes used to procure services; 


b) service redesign and procurement processes are conducted in an open, 
transparent, non-discriminatory and fair way. 
 


8.6.3. Copies of this Procurement Strategy will be available on the Group’s website.  
 
 
9. THE GROUP AS EMPLOYER 


 
 


9.1. The Group recognises that its most valuable asset is its people.  It will seek to 
enhance their skills and experience and is committed to their development in all ways 
relevant to the work of the group. 
 


9.2. The Group will seek to set an example of best practice as an employer and is 
committed to offering all staff equality of opportunity.  It will ensure that its 
employment practices are designed to promote diversity and to treat all individuals 
equally. 


 
9.3. The Group will ensure that it employs suitably qualified and experienced staff who 


will discharge their responsibilities in accordance with the high standards expected of 
staff employed by the Group. All staff will be made aware of this Constitution, the 
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commissioning strategy, and the relevant internal management and control systems 
which relate to their field of work. 


 
9.4. The Group will maintain and publish policies and procedures (as appropriate) on the 


recruitment and remuneration of staff to ensure it can recruit, retain and develop staff 
of an appropriate calibre.  The Group will also maintain and publish policies on all 
aspects of human resources management, including grievance and disciplinary 
matters. 


 
9.5. The Group will ensure that its rules for the recruitment and management of staff 


provide for the appointment and advancement on merit on the basis of equal 
opportunity for all applicants and staff.  


 
9.6. The Group will ensure as far as possible that employees' behaviour reflects the 


values, aims and principles set out above. 
 


9.7. The Group will ensure that it complies with all aspects of employment law. 
 


9.8. The Group will ensure as far as possible that its employees have access to such 
expert advice and training opportunities as they may require in order to exercise their 
responsibilities effectively. 


 
9.9. The Group will adopt a Code of Conduct for staff and will maintain and promote 


effective 'whistleblowing' procedures to ensure that concerned staff have means 
through which their concerns can be voiced. 


 
9.10. The Group recognises and confirms that nothing in or referred to in this Constitution 


(including in relation to the issue of any press release or other public statement or 
disclosure) will prevent or inhibit the making of any protected disclosure (as defined 
in the Employment Rights Act 1996, as amended by the Public Interest Disclosure 
Act 1998) by any Mmember of the Group, any member of its Governing Body, any 
member of any of its committees or sub-committees or of the committees or sub-
committees of its Governing Body, or any employee of the Group or of any of its 
Members, nor will it affect the rights of any worker (as defined in that Act) under that 
Act.  


 
9.11. Copies of this Code of Conduct, together with the other policies and procedures 


outlined in this chapter, will be available on the Group’s website. 
 


10. TRANSPARENCY, WAYS OF WORKING AND STANDING ORDERS 
 


10.1. General  
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10.1.1. The Group will publish annually a commissioning plan and an Aannual Rreport, 


presenting the Group’s Aannual Rreport to a public meeting. 
 


10.1.2. Key communications issued by the Group, including the notices of 
procurements, public consultations, Governing Body meeting dates, times, 
venues, and certain papers will be published on the Group’s website.  


 
10.1.3. The Group may use other means of communication including circulating 


information by post, or making information available in venues or through 
services accessible to the public. 


 
10.1.4. Wherever this document refers to specific documents being available on the 


Group’s website: 
 


The group’s website is: www.stockportccg.org  
 


10.1.5. If you would rather receive hard copies of key documents or copies by email 
you can also contact us at:  


 
Email: stockportccg.communications@nhs.net 
 
Address: Central AdministrationThe Communications Team, NHS 
Stockport CCG, Regent House, Heaton Lane, Stockport, SK4 1BS.  


 
10.2. Standing Orders 


 
10.2.1. This Constitution is also informed by a number of documents which provide 


further details on how the Group will operate.  They are the Group’s: 
 


c) Standing orders (Appendix C) – which set out the arrangements for meetings 
and the appointment processes to elect the Group’s representatives and making 
appointments to the Group’s committees, including the Governing Body; 


d) Scheme of reservation and delegation (Appendix D) – which sets out those 
decisions that are reserved for the membership as a whole and those decisions 
that are the responsibilities of the Group’s Governing Body, the Governing 
Body’s committees and sub-committees, the Group’s committees and sub-
committees, individual Members and employees; 


e) DetailedPrime financial policies (Appendix E) – which sets out the 
arrangements for managing the Group’s financial affairs. 
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APPENDIX A 
 


DEFINITIONS OF KEY DESCRIPTIONS USED IN THIS CONSTITUTION 
 


2006 Act National Health Service Act 2006 as amended by the 2012 Act; 


2012 Act Health and Social Care Act 2012 (this Act amends the 2006 Act); 


Accountable Oofficer an individual, as defined under paragraph 12 of Schedule 1A of the 2006 Act (as 
inserted by Schedule 2 of the 2012 Act), appointed by the NHS Commissioning 
Board, with responsibility for ensuring the group:  
• complies with its obligations under: 


o sections 14Q and 14R of the 2006 Act (as inserted by section 26 of the 
2012 Act), 


o sections 223H to 223J of the 2006 Act (as inserted by section 27 of the 
2012 Act), 


o paragraphs 17 to 19 of Schedule 1A of the NHS Act 2006 (as inserted by 
Schedule 2 of the 2012 Act), and 


o any other provision of the 2006 Act (as amended by the 2012 Act) 
specified in a document published by the Board for that purpose; 


• exercises its functions in a way which provides good value for money; 


Annual General 
Meeting or AGM means the annual general meeting of the Council of Members; 


Area the geographical area covered by the Group as described at Clause 2 of this 
Constitution; 


CCG Regulations The National Health Service (Clinical Commissioning Groups) Regulations 2012; 


Chair of the 
Governing Body the individual appointed by the Group to act as Cchair of the Governing Body; 


Chief Ffinance 
Oofficer 


the qualified accountant employed by the Group with responsibility for financial 
strategy, financial management and financial governance;  


Chief Ooperating 
Oofficer 


the most senior manager in the organisation with responsibility for overseeing the 
commissioning support provided to the Group through either directly managed 
staff or through the provision of purchased support services;  


Clinical 
commissioning group 
or CCG 


a body corporate established by the NHS Commissioning Board in accordance 
with Chapter A2 of Part 2 of the 2006 Act (as inserted by section 10 of the 2012 
Act); 


Clinical Director A member of the Governing Body appointed by the Members to undertake 
specific executive functions; 


Committee a committee or sub-committee created and appointed by: 
• the membership of the Group 
• a committee / sub-committee created by a committee created / appointed 


by the membership of the Group 
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• a committee / sub-committee created / appointed by the Governing Body; 


Council of Members the committee of the Group comprised of the Member Representatives for the 
time being, the Accountable Oofficer, the Chair of the Governing Body and the 
Deputy CVice-chair of the Governing Body; 


Financial year  this usually runs from 1 April to 31 March, but under paragraph 17 of Schedule 
1A of the 2006 Act (inserted by Schedule 2 of the 2012 Act), it can for the 
purposes of audit and accounts run from when a clinical commissioning group is 
established until the following 31 March; 


General Meeting means any meeting of the Council of Members including the Annual General 
Meeting;  


Group NHS Stockport Clinical Commissioning Group, whose constitution this is; 


Governing Body the body appointed under section 14L of the NHS Act 2006 (as inserted by 
section 25 of the 2012 Act), with the main function of ensuring that a clinical 
commissioning group has made appropriate arrangements for ensuring that it 
complies with: 
• its obligations under section 14Q under the NHS Act 2006 (as inserted by 


section 26 of the 2012 Act), and 
• such generally accepted principles of good governance as are relevant to it; 


Governing body 
member any member appointed to the Governing Body of the Group; 


Healthcare 
Professional A member of a profession that is regulated by one of the following bodies: 


a) the General Medical Council; 
b) the General Dental Council; 
c) the General Optical Council; 
d) the General Osteopathic Council; 
e) the General Chiropractic Council; 
f) the General Pharmaceutical Council; 
g) the Pharmaceutical Society of Northern Ireland; 
h) the Nursing and Midwifery Council; 
i) the Health Professions Council; or 
j) any other regulatory body established by an Order in Council under Section 60 
of the Health Act 1999; 


Lay Mmember a Llay Mmember of the Governing Body, appointed by the Ggroup. A lLay 
Mmember is an individual who is not a Mmember of the Ggroup or a healthcare 
professional (i.e. an individual who is a member of a profession regulated by a 
body mentioned in section 25(3) of the National Health Service Reform and 
Health Care Professions Act 2002) or as otherwise defined in regulations;  
(i.e. an individual who is a member of a profession regulated by a body 
mentioned in section 25(3) of the National Health Service Reform and Health 
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Care Professions Act 2002) or as otherwise defined in regulations; 


Member a provider of primary medical services to a registered patient list, who is a 
member of this Group (see tables in Chapter 3 and Appendix B); 


Member 
Representatives 


an individual appointed by a practice (who is a Mmember of the Ggroup)  to act 
on its behalf in the dealings between it and the Group, under regulations made 
under section 89 or 94 of the 2006 Act (as amended by section 28 of the 2012 
Act) or directions under section 98A of the 2006 Act (as inserted by section 49 of 
the 2012 Act); 


Registers of interests registers a Group is required to maintain and make publicly available under 
section 14O of the 2006 Act (as inserted by section 25 of the 2012 Act), of the 
interests of:  
• the Members of the Group; 
• the members of its Governing Body; 
• the members of its committees or sub-committees and committees or sub-


committees of its Governing Body; and  
• its employees; 


Special Resolution a resolution of the Council of Members passed by at least seventy-five percent of 
the votes cast by the Practice Representatives or by proxy at a meeting of the 
Council of Members; 


Statement of Mission, 
Values and Aims has the meaning given in Clause 4.4.1.  
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APPENDIX B - LIST OF MEMBER PRACTICES 
 


Practice Code Name and Address Locality 
P88001 Brinnington Health Centre 


Brinnington Road, Brinnington, Stockport, SK5 8BS 
Heatons & Tame Valley 


P88002 Marple Bridge Surgery 
Town Street, Marple Bridge, Stockport, SK6 5AA 


Marple & Werneth 


P88003 Manor Medical Practice 
Offerton Health Centre, Offerton, Stockport, SK2 5AR 


Stepping Hill & Victoria 


P88004 Heaton Moor Medical Centre 
32 Heaton Moor Road, Heaton Moor, Stockport, SK4 4NX 


Heatons & Tame Valley 


P88005 Family Surgery 
306 Gorton Road, North Reddish, Stockport, SK5 6RN 


Heatons & Tame Valley 


P88006 Marple Cottage Surgery 
50 Church Street, Marple, Stockport, SK6 6BW 


Marple & Werneth 


P88007 The Health Centre 
Smithy Green, Cheadle Hulme, Cheadle, SK8 6LU 


Cheadle & Bramhall 


P88008 Heaton Mersey Medical Practice 
460 Didsbury Road, Heaton Mersey, Stockport, SK4 3BT 


Heatons & Tame Valley 


P88009 Woodley Health Centre 
Hyde Road, Woodley, Stockport, SK6 1ND 


Marple & Werneth 


P88010 Heaton Norris Health Centre 
Cheviot Close, Heaton Norris, Stockport, SK4 1JX 


Heatons & Tame Valley 


P88011 Heaton Norris Health Centre 
Cheviot Close, Heaton Norris, Stockport, SK4 1JX 


Heatons &Tame Valley 


P88012 Beech House Medical Practice 
Beech Avenue, Hazel Grove, Stockport, SK7 4QR 


Stepping Hill & Victoria 


P88013 Caritas General Practice 
131 Mile End Lane, Mile End, Stockport, SK2 6BZ 


Stepping Hill & Victoria 


P88014 Adshall Road Medical Practice 
97 Adshall Road, Cheadle, SK8 2JN 


Cheadle & Bramhall 


P88015 
 


Bramhall Health Centre 
66 Bramhall Lane South, Bramhall, Stockport, SK7 2DY 


Cheadle & Bramhall 


P88016 Bramhall Park Medical Centre 
235 Bramhall Lane South, Bramhall, Stockport, SK7 3EP 


Cheadle & Bramhall 


P88017 Chadsfield Medical Practice 
Romiley Health Centre, Chichester Road, Romiley, Stockport, SK6 4QR 


Marple & Werneth 


P88018 Park View Group Practice 
2 Longford Road West, North Reddish, Stockport, SK5 6ET 


Heatons & Tame Valley 


P88019 The Alvanley Family Practice 
Woodley Health Centre, Hyde Road, Woodley, Stockport , SK6 1ND 


Marple & Werneth 


P88020 Cheadle Medical Practice 
1-5 Ashfield Crescent, Cheadle, SK8 1BH 


Cheadle & Bramhall 


P88021 Marple Medical Practice 
50 Stockport Road, Marple, Stockport, SK6 6AB 


Marple & Werneth 


P88023 Heald Green Health Centre 
Finney Lane, Heald Green, Cheadle, SK8 3JD 


Cheadle & Bramhall 


P88024 Gatley Medical Centre 
Old Hall Road, Gatley, Cheadle, SK8 4DG 


Cheadle & Bramhall 


Formatted Table
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Practice Code Name and Address Locality 
P88025 Cheadle Hulme Health CentreHulme Hall Medical Group 


Smithy Green, Cheadle Hulme, Cheadle, SK8 6LU 
Cheadle & Bramhall 


P88026 Heaton Moor Medical Centre 
32 Heaton Moor Road, Heaton Moor, Stockport, SK4 4NX 


Heatons & Tame Valley 


P88028 Eastholme Surgery 
2 Heaton Moor Road, Heaton Moor, Stockport, SK4 4NT 


Heatons & Tame Valley 


P88031 Bracondale Medical Centre 
141 Buxton Road, Heaviley, Stockport, SK2 6EQ 


Stepping Hill & Victoria 


P88033 Shaw Villa Medical Centre 
24 Longshut Lane West, Shaw Heath, Stockport, SK2 6SF 


Stepping Hill & Victoria 


P88034 Cale Green Surgery 
20 Meyer Street, Cale Green, Stockport, SK3 8JE 


Stepping Hill & Victoria 


P88041 The Village Surgery 
31 Bramhall Lane South, Bramhall, Stockport, SK7 2DN 


Cheadle & Bramhall 


P88042 Heald Green Health Centre 
Finney Lane, Heald Green, Cheadle, SK8 3JD 


Cheadle & Bramhall 


P88043 Brinnington Health Centre 
Brinnington Road, Brinnington, Stockport, SK5 8BS 


Heatons & Tame Valley 


P88044 Bredbury Medical Centre 
1 Auburn Avenue, Bredbury, Stockport, SK6 2AH 


Marple & Werneth 


P88600 The Surgery 
30 Brinnington Road, Brinnington, Stockport, SK1 2EX 


Heatons & Tame Valley 


P88604 Lowfield Surgery 
5 Lowfield Road, Shaw Heath, Stockport, SK2 6RW 


Stepping Hill & Victoria 


P88606 Springfield Surgery 
24 – 28 Commercial Road, Hazel Grove, Stockport, SK7 4AA 


Stepping Hill & Victoria 


P88607 The Guywood Practice 
Romiley Health Centre, Chichester Road, Romiley, Stockport, SK6 4QR 


Marple & Werneth 


P88610 South Reddish Medical Centre 
Reddish Road, South Reddish, Stockport, SK5 7QU 


Heatons & Tame Valley 


P88615 Vernon Park Surgery 
32 Brinnington Road, Brinnington, Stockport, SK1 2EX 


Heatons & Tame Valley 


P88617 Adswood Road Surgery 
270 Adswood Road, Adswood, Stockport, SK3 8PN 


Stepping Hill & Victoria 


P88618 The Surgery 
Fulmar Drive, Offerton, Stockport, SK2 5JL 


Stepping Hill & Victoria 


P88620 Haider Medical Centre 
Jacksons Lane, Hazel Grove, Stockport, SK7 5JW 


Stepping Hill & Victoria 


P88623 High Lane Medical Centre 
The Village Green, High Lane, Stockport, SK6 8DR 


Marple & Werneth 


P88624 Woodley Health Centre 
Hyde Road, Woodley, Stockport, SK6 1ND 


Marple & Werneth 


P88625 Archwood Medical Practice 
Woodley Health Centre, Hyde Road, Woodley, Stockport, SK6 1ND 


Marple & Werneth 


P88628 Houldsworth Medical Centre 
1 Rowsley Grove, South Reddish, Stockport, SK5 7AY 


Heatons & Tame Valley 


P88632 Stockport Medical Group 
1 – 3 Avondale Road, Edgeley, Stockport, SK3 9NX 
 


Stepping Hill & Victoria 
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Practice Code Name and Address Locality 
P88633 South Reddish Medical Centre 


Reddish Road, Reddish, Stockport, SK5 7QU 
Heatons & Tame Valley 


Y00334 Little Moor Surgery 
Offerton Health Centre, 10 Offerton Lane, Offerton, Stockport, SK2 5AR 


Stepping Hill & Victoria 


Y00912 Cedar House 
82 Bramhall Lane, Davenport, Stockport, SK2 6JG 


Stepping Hill & Victoria 
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1. MEMBERSHIP BENEFITS 
 
Members are entitled to the following benefits:  
 


1.1 To be consulted on all plans that significantly affect their commissioning and budget; 
 
1.2 Access to training schemes and ongoing skills development; 
 
1.3 Access to a pooled budget for management of high risk and high cost patients; 
 
1.4 Access to information and analytical support; 
 
1.5 Access to management skills to improve commissioning effectiveness and efficiency; 
 
1.6 Representation of interests via Locality Council Committee Chairs on the Governing Body; 
 
1.7 Access to centrally-managed savings for ongoing service development. 


 


2. MEMBERSHIP OBLIGATIONS 


By signing the membership application and upon acceptance of my application by NHS Stockport Clinical 
Commissioning Group I agree that: 


2.1 I will abide by the Constitution and regulations of the CCG.  
 
2.2 I agree to comply with the following membership obligations: 
 


2.2.1 To nominate a Member Representative; 
 
2.2.2 To attend via our Member Representative Locality Council Committee meetings and the 


Council of Members’  general meetings; 
 
2.2.3 To endeavour to manage patient care within the budget delegated to practice level and work 


with other locality members and support from the CCG to put into place plans to address any 
overspend; 


 
2.2.4 To have in place a practice quality development plan; 
 
2.2.5 To attend training and education appropriate to our practice development plans  and 


compliance with accredited pathways, protocols and policies; 
 
2.2.6 To adhere to pathways, policies and protocols including the prescribing formulary as agreed 


by the CCG;  
 
2.2.7 To share information via the Stockport Health Record; 
 
2.2.8 To nominate and elect a Locality Council Committee Chair via our Member Representative.  
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APPENDIX C – STANDING ORDERS 
 
 
1. STATUTORY FRAMEWORK AND STATUS 
 
1.1. Introduction  


 
1.1.1. These standing orders have been drawn up to regulate the proceedings of the Group 


so that it can fulfil its obligations, as set out largely in the 2006 Act, as amended by 
the 2012 Act and related regulations.  They are effective from the date the Group is 
established. 
 


1.1.2. The standing orders, together with the Group’s scheme of reservation and 
delegation51 and the Group’s prime financial policies52, provide a procedural 
framework within which the Group discharges its business. They set out: 


 
a) the arrangements for conducting the business of the Group; 


 
b) the appointment of Member Representatives;  


 
c) the procedure to be followed at meetings of the Council of Members (which has 


been delegated responsibility for those decisions reserved to the Group), the 
Governing Body and any other committees or sub-committees of the Group or 
the Governing Body;  


 
d) the process to delegate powers, 


 
e) the declaration of interests and standards of conduct.  


 
These arrangements must comply, and be consistent where applicable, with 
requirements set out in the 2006 Act (as amended by the 2012 Act) and related 
regulations and take account as appropriate53 of any relevant guidance. 


 
1.1.3. The standing orders, scheme of reservation and delegation and prime financial 


policies have effect as if incorporated into the Group’s Constitution.  Group Members, 


51  See Appendix D 
52  See Appendix E 
53  Under some legislative provisions the group is obliged to have regard to particular guidance but under 


other circumstances guidance is issued as best practice guidance. 
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employees, members of the Governing Body, members of the Governing Body’s 
committees and sub-committees, members of the Group’s committees and sub-
committees and persons working on behalf of the Group should be aware of the 
existence of these documents and, where necessary, be familiar with their detailed 
provisions.  Failure to comply with the standing orders, scheme of reservation and 
delegation and prime financial policies may be regarded as a disciplinary matter that 
could result in dismissal. 
 
 


1.2. Schedule of matters reserved to the Group and the scheme of reservation and 
delegation 
 


1.2.1. The 2006 Act (as amended by the 2012 Act) provides the Group with powers to 
delegate the Group’s functions and those of the Governing Body to certain bodies 
(such as committees) and certain persons.   
 


1.2.2. The following matters require the prior approval of the Council of Members by way of 
a Special Resolution and no action on these matters can be taken by the Governing 
Body  without such consent: 


 
a) Make recommendations to the National Commissioning Board for changes to the 


constitution of the Group; 
 


b) Change the nature of the business of the Group or do anything inconsistent with 
the Statement of Mission, Values and Aims of the Group;  


 
c) Approve changes to the Group’s “Statement of Mission, Values and Aims”; 


 
d) Approve Changes to the Group’s “Statement of Policy for Compliance with 


General, Financial and Public Sector Equality Duties”; 
 
e) Use any name other than that specified in Clause 1.1 of the Constitution in 


relation to the activities of the Group; 
 


f) Merge, amalgamate or federate the Group with any other clinical commissioning 
group;  
 


g) Seek to remove any Member or Member Representative for any reason other 
than those set out at Clauses 3.2.3 and 3.3.4 of the Constitution, respectively; 
 


h) Reorganise the boundaries of or change the number of Locality Council 
Committees or otherwise change the organisational structure of the Group; 
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i) Change the content or nature of the “Memorandum of  Understanding”; 
 


j) Final approval of the appointment to the Governing Body of the Chair, the 
Accountable Officer (subject to the approval of the NHS Commissioning Board) 
and the Clinical Directors.  


 
 


1.2.3. The decisions reserved to the Council of Members, and also those delegated are 
contained in the Group’s scheme of reservation and delegation (see Appendix D). 


 
 
2. THE CLINICAL COMMISSIONING GROUP: COMPOSITION OF 


MEMBERSHIP, KEY ROLES AND APPOINTMENT PROCESS 
 


2.1. Composition of membership 
 


2.1.1. Chapter 3 of the Group’s constitution provides details of the membership of the 
Group (also see Appendix B). 
 


2.1.2. Chapter 6 of the Group’s constitution provides details of the governing structure used 
in the Group’s decision-making processes, whilst Chapter 7 of the constitution 
outlines certain key roles and responsibilities within the Group and its Governing 
Body, including the role of Member Representatives (Clause 7.1 of the constitution). 


 
 


2.2. Appointment of Members of the Governing Body 
 
2.2.1. Paragraph 6.6.2 of the Group’s Constitution sets out the composition of the Group’s 


Governing Body whilst Chapter 7 of the Group’s Cconstitution identifies certain key 
roles and responsibilities within the Group and its Governing Body. 


 
2.2.2. Members of the Governing Body shall be appointed in accordance with these 


Standing Orders save that the initial current members of the Governing Body shall be 
as follows: 


 


Position Member’s name 


a) The Chair       Jane Crombleholme  


b) Vice-chair Dr Sasha Johari 


c) Accountable Officer Dr Ranjit Gill 
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d) Chief Finance Officer Gary Jones 


e) Chief Operating Officer Gaynor Mullins 


f) GP Locality Chair Dr Sasha Johari 


g) GP Locality Chair Dr Andrew Johnson  


h) GP Locality Chair Dr Ameer Aldabbagh 


i) GP Locality Chair (Interim) Dr Peter Carne 


j) Clinical Director Dr Viren Mehta  


k) Clinical Director Dr Jaweeda Idoo 


k) Clinical Director Dr Cath Briggs  


l) Lay member Jane Crombleholme  


m) Lay member John Greenough  


n) Secondary care specialist Dr Mary Ryan 


o) Registered nurse Karen Richardson  


p) Clinical Director for Public 
Health 


Dr Vicci Owen-Smith 


 
 
2.2.3. The Chair, whose role is described at Clause 7.4 of the Group’s constitution, is 


subject to the following appointment process:  
 
a) Nominations – the post shall be advertised to eligible members of the 


Governing Body;  
 


b) Eligibility – the Chair 
i) the Chair shall be either the Lay Person Member leading on patient and 


public participation matters or one of the GP Locality Council Committee 
Chairs. A majority of the Member Representatives in attendance at any 
General Meeting at which the appointment is to be approved will be required 
to ratify the appointment.  


ii) shall not be an employee, shareholder or on the Board of Directors of any 
healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG; 
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c) Appointment process – All applicants submit a CV, followed by an assessment 


centre run by an external agency with an interview including at least a GP 
Locality Council Committee Chair or the Group’s senior clinical voice, a nominee 
of the National Commissioning Board, and external human resources expertise;   


 
d) Term of office – up to 3 years; 


 
e) Eligibility for reappointment – remains a member of the Governing Body, 


subject to serving a maximum term of office of 9 years; 
 


f) Grounds for removal from office -;  
i) The post holder joins the LMC executive committee  
ii) Any Member Representative with the support of Member Representatives 


together holding at least 20% of the nominated votes allocated to Member 
Representatives can, at a General Meeting of the Council of Members, call 
a motion of no confidence in the Chair. If Member Representatives together 
holding at least 75% of the nominated votes allocated to Member 
Representatives approve such a motion the post holder must stand down  


iii) The office holder  is convicted of a criminal offence carrying a custodial 
sentence 


iv) The Chair is disqualified from membership of a CCG governing body under 
the CCG Regulations 


 
g) Notice period – 6 months unless the Chair is removed from office in accordance 


with paragraph f) above. 
 


2.2.4. The Vice-chair whose role is described at Clause 7.5 of the Group’s Constitution is 
subject to the following appointment process:  
 
a) Nominations – any eligible member of the Governing Body may nominate 


themselves 
 


b) Eligibility –  
i) the Vice-chair shall be an existing member of the Governing Body and, if the 


Chair is a lay person, the Vice-chair must be a GP Locality Council 
Committee Chair, and if the Chair is a GP the Vice-chair must be a lay 
person.  


ii) shall not be a member of the executive of any local representative 
committee  


iii) shall not be an employee, shareholder or on the Board of Directors of any 
healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG  
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c) Appointment process – Vote of the Governing Body  


 
d) Term of office – annual renewal 


 
e) Eligibility for reappointment – remains a member of the Governing Body, 


subject to serving a maximum term of office of 9 years; 
 


2.2.5. The Accountable Officer, whose role is described at Clause 7.6 of the Group’s 
Constitution, is subject to the following appointment process:  
 
a) Eligibility –  


i) The Accountable Officer shall be either: 
• A Partner or salaried GP in a Member practice 
• Another practising primary care clinician employed by a Member practice 
 


ii) shall not be a member of the executive of any local representative 
committee  


iii) shall not be an employee, shareholder or on the Board of Directors of any 
healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG.  
  


b) Nominations and Appointment process – the following process shall be 
undertaken should a vacancy arise 


 
i) The job description will be advertised to all Member practice partners and 


salaried GPs working for Member practices 
 
ii) Any such person may be nominated in writing to the Chair of the Governing 


Body by two persons who are Member practice partners or salaried GPs. 
Those nominating the relevant individual must be from two different Member 
practices and shall not be from the same Member practice as the nominee 


 
iii) Any such nominee shall submit an application form to an externally 


appointed assessment board. The membership of the assessment board 
shall be approved by the Governing Body of the Group as competent to fulfil 
the function required of it 


 
iv) The assessment board shall assess and interview each candidate and 


make recommendations to the Group on the nominees’ suitability 
 
v) The Group shall (in a process overseen by the LMC): 
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• If there is only one recommended candidate to fill the post: by a vote 
approve or reject the recommendation by a simple majority; 


 
• If there is more than one recommended candidate: by a vote to choose 


the person to fulfil the role. The candidate with the largest number of 
votes shall be nominated to fill the office.;  


 
• If the post cannot be filled from among the local GP community the 


Governing Body may extend the advertisement of the post to other 
practising primary care clinicians employed by Member practices and 
follow the process described in b i) – b v) above.  


vi) The Governing Body shall recommend to the NHS National Commissioning 
Board that it should appoint its nominated candidate. 


 
c) Term of office – up to 5 years  


 
d) Eligibility for reappointment – still meets the requirements set out at 2.2.5a, 


subject to serving a maximum term of office of 9 years 
 


e) Grounds for removal from office  
 
i) The post holder joins the LMC executive committee  
 
ii) Any Member Representative with the support of at least 20% of the 


nominated votes allocated to Mmember Rrepresentatives can at a General 
Meeting call a motion of no confidence in the Accountable Officer. If at least 
75% of the nominated votes allocated to Member Representatives approve 
such a motion the post holder must stand down  


 
iii) The office holder  is convicted of a criminal offence carrying a custodial 


sentence 
 
iv) The Accountable Officer is disqualified from membership of a CCG 


Governing Body under the CCG Regulations. 
 
f) Notice period – 6 months unless the Accountable Officer is removed from office 


in accordance with paragraph e) above. 
 


2.2.6. The Chief Operating Officer is subject to the following appointment process:  
 
a) Eligibility –  


i) shall be a person of significant board-level leadership position  
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ii) be deemed appropriately qualified by the NHS Commissioning Board 
iii) shall not be an employee, shareholder or on the Board of Directors of any 


healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG 
 


b) Appointment process – when the role becomes vacant a job description and 
person specification will be advertised widely followed by short-listing, 
psychometric and other testing, and an interview. The interview panel shall 
include at least the Chair, the Accountable Officer and a member of the NHS 
Commissioning Board or a nominee with the appropriate expertise 
  


c) Term of office – this role is that of an employee and so there is no term of office  
 


d) Grounds for removal from office –  
i) the Chief Operating Officer is disqualified from membership of a CCG 


governing body under the CCG Regulations and / or in accordance with his 
or her contract of employment 


  
e) Notice period – immediately if the Chief Operating Officer is disqualified from 


membership of a CCG governing body under the CCG Regulations but otherwise 
the Chief Operating Officer’s notice period shall be in accordance with his or her 
contract of employment (if any) and/or statutory employment rights (if any) 


 
2.2.7. The Clinical Directors for General Practice Development and for Quality and Provider 


Management are subject to the following appointment process:  
 
a) Eligibility – A Clinical Director shall be either: 


i) A Partner or salaried GP in a Group Mmember practice 
 
ii) Another practising primary care clinician 
 
iii) shall not be a member of the executive of any local representative 


committee 
 
iv) shall not be an employee, shareholder or on the Board of Directors of any 


healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG  


 
b) Nominations and Appointment process – the following process shall be 


undertaken should a vacancy arise: 
i) The job description will be advertised to all Member practice partners and 


salaried GPs 
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ii) Any such person may be nominated in writing to the Accountable Officer by 
two persons who are Member practice partners or salaried GPs. Those 
nominating the relevant individual must be from two different Member 
practices and shall not be from the same Member practice as the nominee 


 
iii) Any such nominee shall submit an application form to an externally 


appointed assessment board. The membership of the assessment board 
shall be approved by the Governing Body of the Group as competent to fulfil 
the function required of it 


 
iv) The assessment board shall assess and interview each candidate and 


make recommendations to the Group on the nominees’ suitability 
 
v) The Group shall in a process overseen by the LMC: 


• If there is only one recommended candidates to fill the post: by a vote 
approve or reject the recommendation by a simple majority; 


• If there are more than one recommended candidate: by a vote choose 
the person to fulfil the post. The candidate with the largest number of 
votes shall be appointed to the office.  


 
vi) If the post cannot be filled from among the local GP community the 


Governing Body may extend the advertisement of the post to other local 
practicing primary care clinicians and follow the process described in b i) – b 
v) above.  
 


c) Term of office – up to 5 years  
 


d) Eligibility for reappointment – still meets the requirements set out at 2.2.6a, 
subject to serving a maximum term of office of 9 years 


 
e) Grounds for removal from office –  


i) The post holder joins the LMC executive committee 
 
ii) Any Member Representative with the support of Member Representatives 


together holding at least 20% of the nominated votes allocated to Member 
Representatives can at a General Meeting call a motion of no confidence in 
a Clinical Director. If Member Representatives together holding at least 75% 
of the nominated votes allocated to Member Representatives approve such 
a motion the post holder must stand down 


 
iii) The office holder  is convicted of a criminal offence carrying a custodial 


sentence 
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iv) the individual is disqualified from membership of a CCG governing body 
under the CCG Regulations 
 


f) Notice period – 6 months unless a Clinical Director is removed from office in 
accordance with paragraph e) above. 
 


2.2.8. The Chief Finance Officer, whose role is described at Clause 7.7 of the Group’s 
Cconstitution, is subject to the following appointment process:  
 
a) Eligibility –  


i) is CCAB or CIMA qualified and meets the full person specification set out in 
the role job description 


ii) shall not be an employee, shareholder or on the Board of Directors of any 
healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG 


 
b) Appointment process – when the role becomes vacant a job description and 


person specification will be advertised widely followed by short-listing, 
psychometric and other testing, and an interview. The interview panel shall 
include at least the Chair, the Accountable Officer and a member of the NHS 
Commissioning Board or a nominee with the appropriate expertise  


 
c) Term of office – this role is that of an employee so there is no term of office  


 
d) Grounds for removal from office –  


i) The post holder is for any reason removed from membership of CCAB or 
CIMA; 


 
ii) the Chief Finance Officer is an individual who is disqualified from 


membership of a CCG governing body under the CCG Regulations; and / or  
 
iii) in accordance with his or her contract of employment. 


 
e) Notice period – immediately if the Chief Finance Officer is disqualified from 


membership of a CCG governing body under the CCG Regulations but otherwise 
the Chief Finance Officer’s notice period shall be in accordance with his or her 
contract of employment (if any) and / or statutory employment rights (if any). 


 
2.2.9. The GP Locality Council Committee Chairs are subject to the following appointment 


process:  
 
a) Nominations – any eligible person shall be entitled to put their name forward 


with the support of at least one other Member Representative. Such nominations 
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must be received at least 7 days before the next Locality Council Committee 
meeting for the relevant locality 
 


b) Eligibility – a GP Locality Council Committee Chair must: 
i) Be a partner or salaried doctor in a Group Member practice within the said 


locality; and 
 
ii) Be a Member Representative of a Member practice  
 
iii) Not be a member of the LMC Executive Committee  
 
iv) Not be a Clinical Director, the Chair of the Governing Body, or the 


Accountable Officer of the Group 
 


v) shall not be an employee, shareholder or on the Board of Directors of any 
healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG  
 


c) Appointment process – GP Locality Council Committee Chairs shall be elected 
by Member Representatives at a Locality Council Committee meeting for their 
respective locality in a process overseen by the LMC. Each Member 
Representative shall be able to vote in accordance with the number of votes set 
out at Clause 3.3 of the Constitution. If there is only one candidate a simple 
consensus of the meeting shall suffice. If there is more than one candidate the 
process for election described at clause 2.2.5bv shall be undertaken.  
 


d) Term of office – up to 3 years; 
 


e) Eligibility for reappointment – the criteria described at b) above and re-election 
as described at c) above, subject to serving a maximum term of office of 9 years; 


 
f) Grounds for removal from office – the post-holder can be removed under the 


following circumstances: 
i) The post holder is no longer a partner or salaried GP in a Member Practice 


in the relevant locality 
 
ii) The post holder joins the LMC executive committee  
 
iii) Any Member Representative from the relevant locality with the support of 


Member Representatives together holding at least 20% of the nominated 
votes allocated to Member Representatives in that locality can at a Locality 
Council Committee meeting call a motion of no confidence in the GP 
Locality Council Committee Chair. If Member Representatives together 
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holding at least 75% of the nominated votes allocated to Member 
Representatives in relevant locality approve such a motion the post holder 
must stand down. 


 
iv) The office holder  is convicted of a criminal offence carrying a custodial 


sentence 
 
v) the individual is disqualified from membership of a CCG governing body 


under the CCG Regulations 
 


g) Notice period – 3 months unless the individual is removed from office in 
accordance with paragraph f) above. 


 
2.2.10. The Lay Members are subject to the following appointment process:  


 
a) Eligibility – Lay Members shall meet the requirements set out in the role 


function and specification which shall include: 
 


• the requirements of Regulation 12(3) of the CCG Regulations in respect of 
the Lay Member who leads on audit, remuneration and conflict;  


• the requirements of Regulation 12(4) of the CCG Regulations in respect of 
the Lay Member who leads on patient and public participation.; and 


• shall not be an employee, shareholder or on the Board of Directors of any 
healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG 


 
b) Appointment process – when the role becomes vacant a job description and 


person specification will be advertised widely followed by short-listing, 
psychometric and other testing, and an interview. The interview panel shall 
include at least the Chair of the Governing Body, the Chair of the governing body 
of a neighbouring clinical commissioning group and a member of the NHS 
Commissioning Board or a nominee with the appropriate expertise  


 
c) Term of office – the office holders will be appointed to the office for a period of 


up to 3 years  
 


d) Eligibility for reappointment – the criteria described at 2.2.10 a) are still 
applicable, subject to serving a maximum term of office of 9 years 


 
e) Grounds for removal from office – 


i) The office holder takes up employment in the NHS 
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ii) The office holder fails to attend 75% or more of Governing Body meetings 
 
iii) The office holder  is convicted of a criminal offence carrying a custodial 


sentence 
 
iv) The officer holder is disqualified from: 
 


• being a Llay Mmember of a CCG governing body; or 
• being a member of a CCG governing body; 
 
under the CCG Regulations. 
 


f) Notice period – there will be a three month notice period unless the Llay 
Mmember is removed from office under paragraph e) above.  
 


2.2.11. The Nurse Member is subject to the following appointment process:  
 
a) Eligibility – the Nurse Member must: 


i) Be a registered nurse within the meaning of the CCG Regulations and must 
not fall within Regulation 12(1) of the CCG Regulations; 


 
ii) Have experience of working at board or senior committee level  
 
iii) shall not be an employee or on the Board of Directors of any healthcare 


provider which provides healthcare by way of a contract to NHS Stockport 
CCG  


 
b) Appointment process – when the role becomes vacant a job description and 


person specification will be advertised widely followed by short-listing, 
psychometric and other testing, and an interview. The interview panel shall 
include at least the Chair of the Governing Body, a GP Locality Council 
Committee Chair, and if the Chair of the Governing Body is not a Llay Mmember 
then one of the Governing Body Llay Mmembers.  
 


c) Term of office – the Nnurse officer Member will be appointed for a period of up 
to 3 years  


 
d) Eligibility for reappointment – the criteria described at 2.2.110 a) are still 


applicable, subject to serving a maximum term of office of 9 years 
 


e) Grounds for removal from office – the following are grounds for removal from 
office 
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i) The post holder’s employment changes such that they are in breach of 
section a) iii) above or the post holder is otherwise in breach of section a) i) 
or a) iii) above 


 
ii) Removal from the NMC register 
 
iii) The office holder fails to attend 75% or more Governing Body meetings  
 
iv) The Governing Body passes a vote of no confidence by a majority of 75% of 


the members 
 
v) The office holder  is convicted of a criminal offence carrying a custodial 


sentence 
 
vi) The individual is disqualified from being a member of a CCG governing 


body under the CCG Regulations 
 


f) Notice period – there will be a three month notice period unless the individual is 
removed from office under paragraph e) above. 
 


2.2.12. The Secondary Care Specialist Doctor is subject to the following appointment 
process:  


 
a) Eligibility – the Doctor must: 


i) Be a secondary care specialist within the meaning of the CCG Regulations 
and must not fall within Regulation 12 (1) of the CCG Regulations 


 
ii) Be practising in a hospital setting 
 
iii) Have experience of working at board or senior committee level  
 
iv) shall not be an employee, shareholder or on the Board of Directors of any 


healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG  


 
b) Appointment process – when the role becomes vacant a job description and 


person specification will be advertised widely followed by short-listing, 
psychometric and other testing, and an interview. The interview panel shall 
include at least the Chair of the Governing Body, a GP Locality Council 
Committee Chair, and if the Chair of the Governing Body is not a Llay Mmember 
then one of the Governing Body Llay Mmembers.  
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c) Term of office – the Secondary Care Specialist Doctor Member doctor officer 
will be appointed for a period of up to 3 years  


 
d) Eligibility for reappointment – the criteria described at 2.2.120 a) are still 


applicable, subject to serving a maximum term of office of 9 years 
 


e) Grounds for removal from office – the following are grounds for removal from 
office 
i) The post holder’s employment changes such that they are in breach of 


section a) iv) above or they are otherwise in breach of section a) i) or a) iv) 
above 


 
ii) The post holder fails to attend 75% or more Governing Body meetings 
 
iii) The Governing Body pass a vote of no confidence by a majority of 75% of 


the members  
 
iv) The office holder  is convicted of a criminal offence carrying a custodial 


sentence 
 
v) The individual is disqualified from being a member of a CCG governing 


body under the CCG Regulations 
 


f) Notice period – there will be a three month notice period unless the individual is 
removed from office under paragraph e) above. 


 
 
2.2.13. The Clinical Director for Public Health is subject to the following appointment 


process:  
 


a) Eligibility – the Clinical Director for Public Health must: 
i) Be a Deputy Director of Public Health for the local authority 
 
ii) Have experience of working at board or senior committee level  
 
iii) shall not be an employee, shareholder or on the Board of Directors of any 


healthcare provider which provides healthcare by way of a contract to NHS 
Stockport CCG  


 
b) Appointment process – when the role becomes vacant the Chair of the 


Governing Body will approach the local authority regarding their replacing of the 
Deputy Director of Public Health. When the post has been filled by the local 
authority the new post holder will be interviewed by members of the Governing 
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Body. The interview panel shall include at least the Chair of the Governing Body, 
a GP Locality Council Committee Chair, and if the Chair of the Governing Body 
is not a Lay Member then one of the Governing Body Lay Members. The 
interview panel will retain the right not to appoint to the position.  
 


c) Term of office – the role is that of an employee of the local authority so there is 
no term of office 


 
d) Grounds for removal from office – the following are grounds for removal from 


office 
i) The post holder’s employment changes such that they are in breach of 


section a) iv) above or they are otherwise in breach of section a) i) or a) iii) 
above 


 
ii) The post holder fails to attend 75% or more Governing Body meetings 
 
iii) The Governing Body pass a vote of no confidence by a majority of 75% of 


the members  
 
iv) The office holder  is convicted of a criminal offence carrying a custodial 


sentence 
 
v) The individual is disqualified from being a member of a CCG governing 


body under the CCG Regulations 
 


e) Notice period – the notice period for the Clinical Director of Public Health will be 
in accordance with his or her contract of employment with the local authority. 
 


 
 


2.2.13.2.2.14. The roles and responsibilities of each of these key roles are set out either in 
Clause 6.5.2 or Chapter 7 of the Group’s constitution. 
 
 


3. MEETINGS OF THE COUNCIL OF MEMBERS 
 


3.1. Calling General Meetings 
 


3.1.1. The Governing Body or Member Representatives together holding 20% of the 
nominated voting rights allocated to the Member Representatives can call a General 
Meeting of the Council of Members at any time. 
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3.1.2. Every notice calling a General Meeting must specify the place, day and time of the 


meeting and the general nature of the business to be transacted. Any resolution to be 
passed must be set out in full.  


 
3.1.3. The Governing Body or the Member Representatives who call a General Meeting 


must give at least 21 days’ notice of that meeting to all Member Representatives and 
all members of the Governing Body in writing.  


 
3.1.4. Notice of the meeting must be published at the offices of the Group and on the 


Group’s website. 
 


3.1.5. The following local bodies shall also be notified directly via an appropriate 
mechanism; the Group’s auditor, the Stockport HealthWatch, and the Chair of the 
Health and Wellbeing Board. 


 
3.1.6. Any papers for a General Meeting must be circulated at least 7 days prior to the 


General Meeting to each Member Representative and each Governing Body 
member.  


 
3.2. Attendance and Speaking at General Meetings 


 
3.2.1. The Group may make whatever arrangements it considers appropriate to enable 


those attending a General Meeting to listen and contribute including to exercise their 
rights to speak or vote. 
 


3.2.2. The accidental omission to give notice of a meeting to, or the non-receipt of notice of 
a meeting by, any person entitled to receive notice shall not invalidate proceedings at 
that meeting. 


 
3.2.3. All Member Representatives and members of the Governing Body may speak at a 


general meeting.  
 


3.2.4. With the exception of the Annual General Meeting the Chair may decide if members 
of the public and press may attend meetings of the Council of Members and for 
which items 


 
3.2.5. Other attendees may ask questions by invitation of the Chair.  


 
3.3. Quorum and Chairing General Meetings 


 
3.3.1. No business other than the appointment of the Chair of the meeting is to be 


transacted at a General Meeting if the persons attending do not constitute a quorum. 
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3.3.2. For a general meeting to be quorate, the voting rights of the Member 


Representatives (or their proxies) in attendance at a General Meeting shall equal or 
exceed 50% of the nominated voting rights allocated to Member Representatives in 
any year. 


 
3.3.3. The Chair of the Governing Body shall chair General Meetings if present. If not 


present the Vice-chair shall chair the General Meeting if present. 
 


3.3.4. If the Chair and Vice-chair are not present or are not present within 10 minutes of the 
time at which a meeting was due to start a GP Locality Council Committee Chair 
shall by agreement of the Member Representatives present at the meeting chair the 
meeting.  


 
3.3.5. If the persons attending a General Meeting within half an hour of the time at which 


the meeting was due to start do not constitute a quorum, or if during a meeting a 
quorum ceases to be present, the chair of the meeting must adjourn it. 


 
3.3.6. The chair of the meeting may adjourn a General Meeting at which a quorum is 


present if: 
 


a) the meeting consents to an adjournment, or  
b) it appears to the chair of the meeting that an adjournment is necessary to ensure 


that the business of the meeting is conducted in an orderly manner.  
 


3.3.7. The chair of the meeting must adjourn a General Meeting if directed to do so by 
Member Representatives holding a simple majority of the nominated voting rights 
allocated to the Member Representatives present at the meeting. 
 


3.3.8. When adjourning a General Meeting, the chair of the meeting must: 
 


a) either specify the time and place to which it is adjourned or state that it is to 
continue at a time and place to be fixed by the Governing Body; and  


b) have regard to any directions as to the time and place of any adjournment which 
have been given by the meeting.  
 


3.3.9. If the continuation of an adjourned meeting is to take place more than 14 days after it 
was adjourned the Governing Body must give at least 14 clear days’ notice of it (that 
is, excluding the day of the adjourned meeting and the day on which the notice is 
given): 
a) to the same persons to whom notice of General Meetings is required to be given, 


and  
b) containing the same information which such notice is required to contain.  
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3.3.10. At an adjourned General Meeting only that business that formed the business to be 


transacted at the original meeting can be transacted. 
 


3.4. Decision Making at General Meetings 
 


3.4.1. Every Member Representative shall have nominated voting rights in the proportions 
detailed in Clause 3.3.1 of the Constitution:  


 
a) The Chair and Vice-chair of the Governing Body and the Accountable Officer 


each have one vote at a General Meeting 
a)b) In the case of an equality of votes the chair of the meeting shall be entitled to a 


casting vote. 
b)c) Only the Chair of the Governing Body, the Vice-chair of the Governing Body, the 


Accountable Officer and the Member Representatives (or their proxies) shall be 
eligible to vote at a General Meeting. 
 


3.4.2. The decision of the Chair of the Governing Body on questions of order, relevancy 
and regularity and their interpretation of the Cconstitution, Sstanding Oorders, 
Sscheme of Rreservation and Ddelegation, and Pprime Ffinancial Ppolicies at the 
meeting, shall be final. 


 
3.5. Errors and disputes 


 
3.5.1. No objection may be raised to the qualification of any person voting at a General 


Meeting except at the meeting or adjourned meeting at which the vote objected to is 
tendered, and every vote not disallowed at the meeting is valid. 
 


3.5.2. Any such objection must be referred to the chair of the meeting whose decision is 
final. 


 
3.6. Content of proxy notices and resolutions in writing 


 
3.6.1. Proxies may only validly be appointed by a notice in writing (a “proxy notice”) which: 


a) states the name and address of the Member Representative appointing the 
proxy;  


b) identifies the person appointed to be that Member Representative’s proxy and 
the General Meeting in relation to which that person is appointed;  


c) is signed by or on behalf of the Member Representative appointing the proxy, or 
is authenticated by the relevant Member; and  


d) is delivered to the Governing Body in accordance with the Constitution and any 
instructions contained in the notice of the General Meeting to which they relate.  
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3.6.2. The Governing Body may require proxy notices to be delivered in a particular form, 


and may specify different forms for different purposes. 
 


3.6.3. Proxy notices may specify how the proxy appointed under them is to vote (or that the 
proxy is to abstain from voting) on one or more resolutions. 


 
3.6.4. Unless a proxy notice indicates otherwise, it must be treated as 


 
a) allowing the person appointed under it as a proxy discretion as to how to vote on 


any ancillary or procedural resolutions put to the meeting; and  
b) appointing that person as a proxy in relation to any adjournment of the General 


Meeting to which it relates as well as the meeting itself.  
 


3.6.5. An appointment under a proxy notice may be revoked by delivering to the Governing 
Body a notice in writing given by or on behalf of the Member Representative by 
whom or on whose behalf the proxy notice was given. 
 


3.6.6. A notice revoking a proxy appointment only takes effect if it is delivered before the 
start of the meeting or adjourned meeting to which it relates. 


 
3.6.7. If a proxy notice is not executed by the Member Representative appointing the proxy, 


it must be accompanied by written evidence of the authority of the person who 
executed it to execute it on the relevant Member’s behalf. 


 
3.7. Annual General Meeting  


 
3.7.1. The Council of Members shall hold an Annual General Meeting (AGM):  
 


a) once in each year provided that not more than 15 months shall elapse between 
the date of one Annual General Meeting and that of the next;  


b) on a Business Day; and 
c) that AGM shall be held at such a time and place as the Governing Body shall 


determine no later than 30 September of any year and in publically-accessible 
premises within the Borough of Stockport. 
 


3.7.2. Minutes of the Annual General Meeting will be a matter of public record. 
 


3.7.3. The matters to be discussed at the AGM shall be set out in the notice, and shall 
include the consideration and, if thought fit, approval of:  


 
a) the Group accounts; 
b) the Group Annual Report; 
c) the Group Report on Public Involvement; 
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d) the Group Annual Plan; 
e) the appointment of an external auditor;   
f) the transaction of any other business included in the notice convening the 


meeting; 
g) any matters reserved to the Group; 
h) the appointment or approval of appointment of members to the Governing Body, 


where applicable. 
 


3.7.4. The AGM shall be open to the public, and the press will normally be admitted subject 
to the Chair’s digressiondiscretion. 
 


3.7.5. Notice of the AGM will be published at least 28 days prior to the meeting.   
 
3.8. Minutes  


 
3.8.1. The minutes of the proceedings of a meeting shall be drawn up and submitted for 


agreement at the next meeting where they shall be signed by the person presiding at 
it as a true record. 


 
3.8.2. No discussion shall take place upon the minutes except upon their accuracy or where 


the person presiding at the meeting considers discussion appropriate. 
 


 
4. MEETINGS OF THE GOVERNING BODY AND ITS COMMITTEES AND 


SUB-COMMITTEES 
 


4.1. Calling Governing Body Meetings  
 
4.1.1. The Governing Body shall meet in public no less fewer than 8 times per year and no 


more than three months apart.  
 


4.1.2. The Governing Body shall hold meetings in accessible premises in each locality once 
per year.  


 
4.1.3. The Chair may call a meeting of the Governing Body at any time. 
 
4.1.4. One-third or more members of the Governing Body may requisition a meeting in 


writing.  If the Chair refuses, or fails, to call a meeting within seven days of a 
requisition being presented the members signing the requisition may forthwith call a 
meeting. 


4.1.5. Written notice of a meeting of the Governing Body must be given to each member of 
the Governing Body and each Practice Representative at least 21 days before the 
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meeting.  The notice shall specify the date, time and venue of the meeting and it shall 
be published at the same time on the Group’s website. 


4.1.6. The agenda and any papers for a meeting of the Governing Body must be circulated 
to each member of the Governing Body at least 7 days prior to the meeting.  At the 
same time the agenda must be circulated to each Practice Member Representative 
and the agenda and papers must be published on the Group’s website.  
 


4.1.7. The accidental omission to effectively serve notice on all of the members of the 
Governing Body or any other person entitled to receive notice of the meeting shall 
not affect the validity of the meeting, or any business conducted at it.  


 
4.1.8. The agenda will be agreed between the Accountable Officer and the Chair of the 


Governing Body.    
 


4.1.9. The Chair of the Governing Body will determine those items that need to be 
discussed in private in line with statute and relevant guidance, for example matters of 
staff discipline or where patient or commercial confidentiality is likely to be breached. 
A note of the items (without content) to be discussed in such a way shall normally be 
published in the agenda. A full list of such items shall be published at the Annual 
General Meeting. 


 
4.1.10. Any papers relating to items that are to be discussed in private by the Governing 


Body shall not be made public.  
 


4.2. Attendance and Speaking at Governing Body Meetings 
 


4.2.1. If the Chair permits, members of the public and Member Representatives will be 
allowed to ask questions at Governing Body meetings but will not be allowed to 
contribute to the discussion unless expressly invited to do so by the Chair.  
 


4.2.2. The Governing Body may co-opt such other person(s) to attend all or any of its 
meetings, or part(s) of a meeting, in order to assist in its decision making and in its 
discharge of its functions as it sees fit. Any such person may speak and participate in 
debate but may not vote.  
 


4.3. Quorum and Chairing of Governing Body Meetings 
 


4.3.1. The quorum of the Governing Body shall be 9 members, at least 5 of whom are 
practising clinicians, 2 of whom are GP Locality Chairs or their deputies and 2 of 
whom shall be non-clinical Governing Body members.  
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4.3.2. The Governing Body shall normally look to make decisions by consensus. However 


should the need for a vote arise the following rules shall apply: 
 


a) If the numbers of votes of those attending for or against a proposal are equal, the 
Chair of the Governing Body or other person chairing the meeting has a casting 
vote  


b) Any decision of the Governing Body must be decided by a majority decision of 
those present and eligible to vote 


c) Should a vote be taken the outcome of the vote, and any dissenting views, must 
be recorded in the minutes of the meeting. 


 
4.3.3. At any meeting of Governing Body the Chair if present, shall preside.  If the Chair is 


absent from the meeting the Vice-chair, if any and if present, shall preside. 
 
4.3.4. If the Chair is absent temporarily on the grounds of a declared conflict of interest the 


Vice-chair, if present, shall preside.   If both the Chair and Vice-chair are absent or 
are disqualified from participating, or there is neither a Chair nor Vice-chair, a 
member of the Governing Body shall be chosen by the members present, or by a 
majority of them, and shall preside. 


4.4. Notice of Motions 


4.4.1. Subject to the provision of Standing Orders 4.6 ‘Motions: Procedure at and during a 
meeting’ and 4.7 ‘Motions to Rescind a Resolution’, a member of the Governing Body 
wishing to move a motion shall send a written notice to the Chair. 


4.4.2. The notice shall be delivered at least 14 days before the meeting.  The Chair shall 
include in the agenda for the meeting all notices so received that are in order and 
permissible under governing regulations.  This Standing Order shall not prevent any 
motion being withdrawn or moved without notice on any business mentioned on the 
agenda for the meeting. 


4.5. Emergency Motions 


4.5.1. Subject to the agreement of the Chair, and subject also to the provision of Standing 
Order 4.6 ‘Motions: Procedure at and during a meeting’, a member of the Governing 
Body may give written notice of an emergency motion after the issue of the notice of 
meeting and agenda up to one hour before the time fixed for the meeting. The notice 
shall state the grounds of urgency.  If in order it shall be declared to the Governing 
Body at the commencement of the business of the meeting as an additional item 
included in the agenda.  The Chair's decision to include the item shall be final. 


4.6. Motions: Procedure at and during a meeting 
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4.6.1. Who may propose 


A motion may be proposed by the chair of the meeting or any member present.  
It must also be seconded by another member. 


4.6.2. Contents of motions 


The Chair may exclude from the debate at their discretion any such motion of 
which notice was not given on the notice summoning the meeting other than a 
motion relating to 


 
a) the reception of a report; 
 
b) consideration of any item of business before the Governing Body; 


 
c) the accuracy of minutes; 


 
d) that the Governing Body proceed to next business; 


 
e) that the Governing Body adjourn; 


 
f) that the question be now put. 


4.6.3. Amendments to motions 


 
a) A motion for amendment shall not be discussed unless it has been proposed and 


seconded 
 
b) Amendments to motions shall be moved relevant to the motion, and shall not 


have the effect of negating the motion before the Governing Body 
 


c) If there are a number of amendments they shall be considered one at a time.  
When a motion has been amended the amended motion shall become the 
substantive motion before the meeting, upon which any further amendment may 
be moved. 


4.6.4. Rights of reply to motions 
 


a) Amendments 


The mover of an amendment may reply to the debate on their amendment 
immediately prior to the mover of the original motion, who shall have the 
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right of reply at the close of debate on the amendment, but may not 
otherwise speak on it. 


 
b) Substantive/original motion 


The member who proposed the substantive motion shall have a right of reply 
at the close of any debate on the motion. 


4.6.5. Withdrawing a motion 


A motion, or an amendment to a motion, may be withdrawn. 


4.6.6. Motions once under debate 
 


a) When a motion is under debate no motion may be moved other than: 


• an amendment to the motion; 


• the adjournment of the discussion, or the meeting; 


• that the meeting proceed to the next business; 


• that the question should be now put; 


• the appointment of an 'ad hoc' committee to deal with a specific item of 
business; 


• that a member be not further heard; 


• a motion resolving to exclude the public, including the press (see 
Standing Order 4.1.9). 


  
b) In those cases where the motion is either that the meeting proceeds to the ‘next 


business’ or ‘that the question be now put’ in the interests of objectivity these 
should only be put forward by a member of the Governing Body who has not 
taken part in the debate and who is eligible to vote.  


 
c) If a motion ‘to proceed to the next business’ or ‘that the question be now put’ is 


carried, the Chair should give the mover of the substantive motion under debate 
a right of reply, if not already exercised.  The matter should then be put to the 
vote. 


4.7. Motion to Rescind a Resolution 
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4.7.1. Notice of motion to rescind any resolution (or the general substance of any 


resolution) which has been passed within the preceding six calendar months shall 
bear the signature of the member who gives it and also the signature of three other 
members, and before considering any such motion of which notice shall have been 
given the Governing Body may refer the matter to any appropriate Committee or the 
Chair or the Accountable Officer for recommendation. 


4.7.2. When any such motion has been dealt with by the Governing Body it shall not be 
competent for any member other than the Chair to propose a motion to the same 
effect within six months.  This Standing Order shall not apply to motions moved in 
pursuance of a report or recommendations of a committee or the Accountable 
Officer. 


 
 
 
4.8. Minutes  


 
4.8.1. The minutes of the proceedings of a meeting shall be drawn up and submitted for 


agreement at the next meeting where they shall be signed by the person presiding at 
it as a true record. 


 
4.8.2. No discussion shall take place upon the minutes in agreeing them except upon their 


accuracy or where the person chairing the meeting considers discussion appropriate. 
 


4.9. Petitions 
 


4.9.1. Where a petition has been received by the Group the Chair of the Governing Body 
shall include the petition as an item for the agenda of the next meeting of the 
Governing Body. 


 
4.10. Committees and Sub-committees of the Governing Body  


 
4.10.1. The Governing Body may arrange for any of its functions to be exercised on its 


behalf by any member of the Governing Body, any member of the Group who is an 
individual and not a member of the Governing Body, any employee or any committee 
or sub-committee of the Governing Body as it thinks fit.  The terms of any such 
delegation shall be set out in the Scheme of Delegation, in the terms of reference of 
the relevant committee or sub-committee or by a specific instruction recorded in the 
minutes. 
 


4.10.2. At any meeting of a committee or sub-committee of the Governing Body the chair of 
the relevant committee or sub-committee, if any and if present, shall preside.    If the 
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chair is absent from the meeting the deputy chair, if any and if present, shall preside.
  


4.10.3. If the chair is absent temporarily on the grounds of a declared conflict of interest the 
deputy chair, if present, shall preside.   If both the chair and deputy chair are absent, 
or are disqualified from participating, or there is neither a chair or deputy a member 
of the committee or sub-committee respectively shall be chosen by the members 
present, or by a majority of them, and shall preside. 


 
4.10.4. For any meetings of the Governing Body’s committees and sub-committees, the 


details of the process for holding a vote and all other matters set out in 4.1-4.6 above 
are set out in the appropriate terms of reference. 


 
4.10.5. At any meeting of a committee or sub-committee of the Governing Body there must 


be at least one member of the Governing Body in attendance for the meeting to be 
quorate. 


 
4.10.6. Meetings of committees and sub-committees of the Governing Body shall not be 


open to members of the public or the press unless the chair of that committee or sub-
committee decides otherwise. 


 
 
5. RECORD KEEPING 


 
5.1.1. The Governing Body shall keep and publish (except in relation to those meetings or 


parts of meetings of the Governing Body from which the public are excluded pursuant 
to the Constitution): 


 
a) Minutes of all 


i) Annual General Meetings and General Meetings of the Council of Members; 
ii) Meetings of the Governing Body and any committee or sub-committee 


carrying out functions or powers on its behalf, including: 
• The names of persons present at the meeting; 
• The decisions made at the meeting; 
• Where appropriate the reasons for the decision. 
 


b) A register of all Members and Member Representatives. 
 


5.1.2. Any such minutes shall be made available or copied on request to any Member. 
 


5.1.3. Any such minutes agreed at the subsequent meeting shall be sufficient evidence 
without further proof of the facts stated in such minutes. 
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6. EMERGENCY POWERS AND URGENT DECISIONS 


 
6.1.1. The powers of the Governing Body may in an emergency or for an urgent decision be 


exercised by a group of at least four members of the Governing Body that must 
include at least one GP Locality Council Committee Chair and at least one of each of 
the following pairs of members: 


 
a) The Chair or if not available the Vice-chair of the Governing Body 
b) The Accountable Officer or if not available a Clinical Director 
c) The Chief Operating Officer or the Chief Finance Officer  


 
6.1.2. The Chair or Vice-chair of the Governing Body shall be responsible for determining 


what constitutes an emergency or urgent decision.  
 


6.1.3. The Chair or the Vice-chair of the Governing Body will convene the group either in 
person or by virtual means.  


 
6.1.4. All such decisions will be reported to the Governing Body for ratification at its next 


meeting within the Chair’s report with an explanation of: 
 


a) What the decision was 
b) Why it was deemed an emergency or urgent decision 
c) Who was in the group convened to make the decision. 


 
6.1.5. A record of matters discussed during the meeting shall be kept. These records shall 


be made available to the Governing Body’s Audit Committee for review of the 
reasonableness of the decision to take such action. 


 
 


7. SUSPENSION OF STANDING ORDERS 
 


7.1.1. Except where it would contravene any statutory provision or any direction made by 
the Secretary of State for Health or the NHS Commissioning Board any part of these 
standing orders may be suspended at any meeting of the Governing Body provided 
all the members present are in agreement.  
 


7.1.2. A decision to suspend standing orders together with the reasons for doing so shall be 
recorded in the minutes of the meeting.  


 
7.1.3. A separate record of matters discussed during the suspension shall be kept. These 


records shall be made available to the Governing Body’s Audit Committee for review 
of the reasonableness of the decision to suspend standing orders. 
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8. APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES 


 
8.1. Appointment of committees and sub-committees 


 
8.1.1. The Group may appoint committees and sub-committees of the Group, subject to any 


regulations made by the Secretary of State54, and make provision for the appointment 
of committees and sub-committees of its Governing Body.  
 


8.1.2. Other than where there are statutory requirements, such as in relation to the 
Governing Body’s Audit Committee or Remuneration Committee, the Group shall 
determine the membership and terms of reference of committees and sub-
committees and shall, if it requires, receive and consider reports of such committees 
at the next appropriate meeting of the Council of Members.  


 
8.1.3. The provisions of these standing orders shall apply where relevant to the operation of 


the Governing Body, the Governing Body’s committees and sub-committee, and all 
committees and sub-committees unless stated otherwise in the committee’s or sub-
committee’s terms of reference. 


 
8.2. Terms of Reference 


 
8.2.1. Terms of reference shall have effect as if incorporated into the constitution and shall 


be added to this document as an appendix. 
 


8.3. Delegation of Powers by Committees to Sub-committees 
 


8.3.1. Where committees are authorised to establish sub-committees they may not 
delegate executive powers to the sub-committee unless expressly authorised by the 
group. 
 


8.4. Approval of Appointments to Committees and Sub-Committees 
 


8.4.1. The Group shall approve the appointments to each of the committees and sub-
committees which it has formally constituted including those of the Governing Body. 
The Group shall agree such travelling or other allowances as it considers 
appropriate.   


 
 


54  See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act 
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9. DUTY TO REPORT NON-COMPLIANCE WITH STANDING ORDERS 


AND PRIME FINANCIAL POLICIES 
 


9.1. If for any reason these standing orders are not complied with full details of the non-
compliance and any justification for non-compliance and the circumstances around 
the non-compliance shall be reported to the next formal meeting of the Governing 
Body for action or ratification. All members of the Group and staff have a duty to 
disclose any non-compliance with these standing orders to the Accountable Officer 
as soon as possible.  
 
 


 
10. USE OF SEAL AND AUTHORISATION OF DOCUMENTS 


 
10.1. The Group’s seal  


 
10.1.1. The Group may have a seal for executing documents where necessary. The 


following individuals or officers are authorised to authenticate its use by their 
signature subject to the Scheme of Delegation:  


 
a) the Accountable Officer; 


 
b) the Chair of the Governing Body; 


 
c) the Chief Finance Officer; 


 
d) the Chief Operating Officer. 


 
10.2. Execution of a document by signature 


 
10.2.1. The following individuals are authorised to execute a document on behalf of the 


group by their signature:  
 


a) the Accountable Officer 
 


b) the Chair of the Governing Body 
 


c) the Chief Finance Officer 
 


d) the Chief Operating Officer. 
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11. OVERLAP WITH OTHER CLINICAL COMMISSIONING GROUP 


POLICY STATEMENTS / PROCEDURES AND REGULATIONS 
 


11.1. Policy statements: general principles 
 


11.1.1. The Group will from time to time agree and approve policy statements / procedures 
which will apply to all or specific groups of staff employed the Group.  The decisions 
to approve such policies and procedures will be recorded in an appropriate minute of 
the Council of Members and will be deemed where appropriate to be an integral part 
of the Group’s standing orders. 
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APPENDIX D – SCHEME OF RESERVATION & DELEGATION 
 
1. SCHEDULE OF MATTERS RESERVED TO THE CLINICAL 


COMMISSIONING GROUP AND SCHEME OF DELEGATION 
 
1.1. The arrangements made by the group as set out in this scheme of reservation and 


delegation of decisions shall have effect as if incorporated in the group’s constitution. 
 


1.2. The clinical commissioning group remains accountable for all of its functions, 
including those that it has delegated. 


 
SCHEME OF RESERVATION AND DELEGATION 


FOR NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


The following abbreviations apply:  
 
AO  The Accountable Officer 
COO  Chief Operating Officer  
CFO   Chief Finance Officer  
 
Committees referred to below are:  
 
The CCG Governing Body  
National Commissioning Board (NCB)  
Commissioning Support Service (CSS) 
CCG Audit & Probity Committee  
CCG Remuneration and Terms of Service Committee  
 
RECORD OF AMENDMENTS 
 


NO SECTION DATE 
1 Draft Document issued for approval GJ/TR 13th June 2012 
2 Amendments made following discussions with G Jones/T Ryley 20th June 2012  
3   
4   
5   
6   
7   
8   
9   


10   
11   
12   
13   
14   
15   
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DECISIONS RESERVED TO THE CLINICAL COMMISSIONING GROUP (“The Group”)  
 
General Enabling Provision  
1. The Group may determine any matter, for which it has statutory authority if it wishes in full session within its 
statutory powers. It may also delegate authority to exercise any of its functions to: 


• Any of its members 
• Its Governing Body 
• Employees 
• Any committee or sub committee it chooses to establish 
• Any member of the Governing Body who is not a member but who is specified in either 6.6.2 (d) or 6.6.2 (i) 


of the Constitution 
 


Regulations and Control  
2. Matters requiring the prior consent of a special resolution of the Group and no action can  be taken by the CCG 
Governing Body (except the calling of a General Meeting at which such a resolution might be discussed or 
circulation of a written resolution to seek such consent]) without such consent: 


  
a) Make recommendations to the National Commissioning Board for changes to the constitution of 


the group; or  
 


b) Change the nature of the business of the CCG or do anything inconsistent with the Objects; or  
 


c) Approve changes to the Group’s “Statement of Mission, Values and Aims”; or 
 


d) Approve changes to the Group’s “statement of Policy for Compliance with General, Financial and 
Public Sector Equality Duties”; or 


 
e) Use any other name than that specified in Clause 1.1 of the Constitution  in relation to the 


activities of the CCG; or 
 


f) Merge amalgamate or federate the CCG with any other CCG; or  
 


                     e)     Remove any Member or Member Representative for any reason other than those set  
                             out at Clauses 3.2.3 and 3.3.4; or 
 


g) Reorganise the boundaries of or change the number of Locality Committees or otherwise change 
the organisational structure of the Group; or 
 


h) Change the content of the “Inter Practice Memorandum of Understanding”; or 
 


i) Final approval of the appointment of Chair of the Governing Body, Chief Clinical Officer 
(Accountable Officer), and any Clinical Directors.  


 
3. Approve Standing Orders (SOs), a schedule of matters reserved to the Governing Body and Standing Financial 
Instructions for the regulation of its proceedings and business. 
4. Suspend Standing Orders  
5. Vary or amend the Standing Orders  
6. Approve a scheme of delegation of powers from the Governing Body to its Committees  
7. Establish terms of reference and reporting arrangements of all committees and sub-committees that are 
established by the CCG Group.  
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Strategy, Strategic Plan and Budgets  
8. Define the strategic aims and objectives of the CCG  
9. Work with the NHS National Commissioning Board on how it might structure its local interfaces for primary care 
commissioning, oversight and support of clinical commissioning, and regional and national specialist commissioning  
10. Approve proposals for ensuring quality and developing clinical governance in services commissioned by the 
CCG or provided by their constituent practices having regard to any guidance issued by the Secretary of State.  
 
 
DECISIONS RESERVED TO THE CCG GOVERNING BODY (“The Governing Body”) 
General Enabling Provision  
1. The Governing Body may determine any matter for which it has been given delegated authority by the CCG 


Group 
Regulations and Control  
2. Require and receive the declaration of Governing Body members’ interests, which may conflict, with those of the 
CCG and, taking account of any waiver, which the Secretary of State for Health may have made in any case, 
determining the extent to which that member may remain involved with the matter under consideration. 
3. Require and receive the declaration of officers’ interests that may conflict with those of the CCG. 
4. Approve arrangements for dealing with complaints 
5. Determine the organisation structures, processes and procedures to facilitate the discharge of business by the 
CCG and to agree modifications thereto. 
6. Receive reports from committees, including those that the CCG are required by the Secretary of State or other 
regulation to establish, and to action appropriately. 
7. Confirm the recommendations of the CCG Governing Body’s committees where the committees do not have 
executive powers. 
8. Approve arrangements relating to the discharge of the CCG’s responsibilities as corporate trustee for funds held 
on trust. 
9. Authorise use of the seal  
10. Approve any urgent decisions taken by the Chair of the Governing Body and AO for ratifications by the CCG 
Governing Body in public session as define din Section 2.14 of the Constitution. 
Appointments/ Dismissal  
11. Appoint the Vice Chair(s) of the Governing Body 
12. Appoint and dissolve committees and individual members that are directly accountable to the CCG Governing 
Body with the approval of the National Commissioning Board. 
 
13. Approve proposals of the Remuneration Committee regarding directors and senior employees, and those of the 
AO for staff not covered by the Remuneration Committee. 
14. Appoint, appraise, discipline and dismiss officer members.  
15. Confirm appointment of members of any committee of CCG Governing Body as representatives on outside 
bodies. 
Strategy, Strategic Plan and Budgets 
16. Identify the key strategic risks, evaluate them and ensure adequate responses are in place and are monitored. 
17. Sustain commissioning expertise through transition and enable it to be formed into effective commissioning 
support arrangements from which consortia can choose. 
18. Take on responsibility for integrated plans and the QIPP plan implementation  
19. Approve plans in respect of the application of available financial resources to support the agreed Strategic Plan  
20. Agree policies and procedures for the management of risk. 
21. Approve Outline and Final Business Cases for Investment 
22. Approve budgets. 
23. Approve, annually, the CCG’s proposed organisational development proposals. 
24. Approve the opening of bank accounts.  
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25. Approve proposals in individual cases for the write off of losses or making of special payments above the limits 
of delegation of the COO and CFO (for losses and special payments)  
26. Approve individual compensation payments, subject to Department of Health guidance.  
27. Approve proposals for action on litigation against, or on behalf of, the CCG.  
Audit  
28. Receive reports of the Audit Committee meetings and take appropriate action. 
29. Approve the appointment (and, where necessary, dismissal) of External Auditors and advise the Audit 
Commission on the appointment (and, where necessary, change/removal) of external Auditors including 
arrangements for the separate audit of funds held on trust.  
30. Receive the annual management letter from the Internal Auditors, taking account of the advice, where 
appropriate, of the Audit Committee  
31. Receive an annual report from the professional lead Internal Auditor and agree action on recommendations, 
where appropriate, of the Audit Committee 
Annual Reports and Accounts 
 32. Approval of Annual Report and Annual Accounts 
 33. Approval of the Annual Report and Accounts for Funds held on Trust 
Monitoring  
34. Receipt of such reports as the Governing Body sees fit from its committees in respect of its exercise of powers 
delegate.  
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DECISIONS/DUTIES DELEGATED BY THE CCG GOVERNING BODY TO COMMITTEES  
 
REF COMMITTEE DECISIONS/DUTIES DELEGATED BY THE CCG GOVERNING BODY TO 


COMMITTEES AND TO ITS SUB-COMMITTEES 
 Governing Body The body appointed under section 14L of the NHS Act 2006 (as inserted by 


section 25 of the 2012 Act), with the main function of ensuring that a clinical 
commissioning group has made appropriate arrangements for ensuring that it 
complies with: 
• its obligations under section 14Q under the NHS Act 2006 (as inserted by 


section 26 of the 2012 Act), and 
• such generally accepted principles of good governance as are relevant to it. 


Constitution 
6.5.3 (a) 


Audit 
Committee 


The Committee will:  
 
1. Advise the Governing Body on internal and external audit services 
2. The Committee shall advise on the establishment and maintenance of effective 
systems of integrated governance, risk management and internal control, across 
the whole of the organisation’s activities (both clinical and non-clinical), that 
supports the achievement of the organisation’s objectives 
3. Monitor compliance with Standing Orders and Standing Financial Instructions. 
4. Review schedules of losses and compensations and make recommendations to 
the CCG Governing Body 
5. Review the annual financial accounts prior to submission to the Governing 
Body.  


Constitution 
6.5.3 (b) 


Remuneration & 
Terms of 
Service 
Committee  
 


The Committee will:  
 
1. Determine appropriate remuneration and terms of service for the AO, COO and 
other Executive Directors and other senior employees on VSM pay scales and 
Agenda for Change band 9 and above, including: 
• All aspects of salary (including any performance-related elements/bonuses) 
• Provisions for other benefits, including pensions and cars 
• Arrangements for termination of employment and other contractual terms. 
2. Determine remuneration and terms of service of relevant senior employees to 
ensure they are fairly rewarded for their individual contribution – having proper 
regard to the organisation’s circumstances and performance, and to the provisions 
of any national arrangements for such staff. 
3. Calculate and scrutinise termination payments taking account of such national 
guidance as is appropriate, advise on, and oversee appropriate contractual 
arrangements for such staff. 
4. The minutes of the Remuneration Committee shall be formally recorded and 
submitted to the CCG Governing Body. 


Constitution 
6.5.3 (c) 


Quality and 
Provider 
Management 
Committee 


The committee is accountable to the group’s governing body for monitoring the 
quality and performance of service providers, initiating performance interventions, 
co-ordinating negotiation of contracts and variations.  
The governing body has conferred or delegated the following functions, connected 
with the governing body’s main function, to its Provider Quality & Performance 
Committee: 
 
i) Develop contracts and contract variations 
ii) Monitor quality and performance of all commissioned providers 
iii) Routine monitoring and oversight of Children’s and Vulnerable Adult 
protection policies 
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 iv) Instigate performance intervention in line with the Quality strategy and 
contract clauses 
v) Identify major quality improvement requirements and escalate  
vi) Developing policies and strategies related to its area of responsibility 


Constitution 
6.5.3 (d) 


Locality 
Committees 


Each locality described in Annex B of the Constitution will have a committee. This 
committee is accountable to the group’s governing body for the improvement of 
quality and performance in member practices, innovating local solutions to 
address locality problems and reduce inequalities, working with local health and 
social care professionals in each area, and sharing best practice. The chair of 
each committee shall be the elected Locality Chair who sits on the governing 
body. The governing body has approved and keeps under review the terms of 
reference for each of the locality committees which includes information on the 
membership of the committees. 
 


Constitution 
6.5.3 (e) 


Clinical Policy 
Committee 


The committee is accountable to the group’s governing body for the development 
of clinical and effective use of resource policies and providing advice on local 
clinical standards including CQUIN, dissemination of NICE and other national 
guidance, promoting research and managing exceptionality. The Chair of the 
committee shall be the Consultant member of the Governing Body. The governing 
body has approved and keeps under review the terms of reference for the Clinical 
Policy Committee, which includes information on the membership of the 
committee  .  
 
The governing body has conferred or delegated the following functions, connected 
with the governing body’s main function, to its Clinical Policy Committee: 
 
i) Setting Clinical and Effective use of Resources policies for the group 
including prescribing policies 
ii) Managing exceptionality 
iii) Advising the Governing Body on latest clinical evidence in decision 
making 
iv) Prioritising clinical policy implementation  
v) Providing advice to the Quality & Provider Management committee on 
setting quality standards including CQUIN 
vi) Promoting research and the use of research evidence 
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SCHEME OF DELEGATION DERIVED FROM THE ACCOUNTABLE OFFICER MEMORANDUM  
 
AO REF DELEGATED 


TO 
DELEGATED 
TO DUTIES DELEGATED 


10 
 


AO 
 


 Accountable through NHS Accountable Officer Memorandum to 
Parliament for stewardship of the CCG’s resources 
 


12 
 


AO & CFO 
 


 Ensure the accounts of the CCG are prepared under principles and in a 
format directed by the Secretary of State. Accounts must disclose a true 
and fair view of the CCG’s income and expenditure and its state of affairs. 
AO and CFO to sign the accounts on behalf of the CCG Governing Body 
 


13 
 


AO 
 


 Sign a statement outlining responsibilities in  
respect of Internal Control. 


15&16 
 


AO 
 


CFO Ensure effective management systems that safeguard public funds and 
assist Chair of the Governing Body  to implement requirements of 
integrated governance including ensuring managers: 
• Have a clear view of their objectives and the means to assess 
achievements in relation to those objectives; 
• Be assigned well defined responsibilities for making best use of 
resources; 
• Have the information, training and access to the expert advice they need 
to exercise their responsibilities effectively. 
 


15 
 


Governing  
Body 
Chair 
 


 Implement requirements of corporate governance 
 


18 
 


AO 
 


CFO Achieve value for money from the resources available to the CCG and 
avoid waste and extravagance in the organisation’s activities.  
 
Follow through the implementation of any recommendations affecting 
good practice as set out in reports from such bodies as the Audit 
Commission and the National Audit Office (NAO).  
 
Use to best effect the funds available for healthcare, developing services 
and promoting health to meet the needs of the local population. 
 


20 
 


CFO 
 


 Operational responsibility for effective and sound financial management 
and information. 
 


20 
 


AO CFO Primary duty to see that CFO discharges this 
Function 
 


21 AO 
 
 


COO 
 
 


Ensuring that expenditure by the CCG complies with Parliamentary 
requirements 
 


22 AO COO/CFO The Codes of Conduct and Accountability incorporated in the Corporate 
Governance Framework issued to NHS Boards by the Secretary of State 
are fundamental in exercising their responsibilities for regularity and 
probity. As a CCG Governing Body member, they have explicitly 
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AO REF DELEGATED 


TO 
DELEGATED 
TO DUTIES DELEGATED 


subscribed to the Codes and should promote observance by all staff 
 


23 
 


AO 
 


COO 
 


COO supported by the CFO, to ensure appropriate  
advice is given to the CCG Governing Body and relevant  
committees on all matters of probity regularity,  
prudent and economical administration, efficiency  
and effectiveness. 
 


24 AO COO If the COO considers that any CCG Governing Body member is doing 
something that might infringe probity or regularity, he/she should set this 
out in writing to the Chair of the Governing Body and the CCG Governing 
Body. If the matter is unresolved, he/she should ask the Audit Committee 
to inquire and if necessary the National Commissioning Board and 
Department of Health. 
 
 


26 AO COO If the CCG Governing Body is contemplating a course of action that 
raises an issue not of formal propriety or regularity but affects the 
AO/COO responsibility for value for money, the AO/COO must draw the 
relevant factors to the attention of the CCG Governing Body. If the 
outcome is that the AO/COO is overruled it is normally sufficient to ensure 
that the AO/COO’s advice and the overruling of it are clearly apparent 
from the papers (exceptionally, the AO/COO must inform NCB and DH. In 
such cases, and in those described in reference 24, the CE/COO should 
as a member of the CCG Governing Body vote against the course of 
action rather than merely abstain from voting. 
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SCHEME OF DELEGATION DERIVED FROM THE CODES OF CONDUCT AND ACCOUNTABILITY 
 


COC REF DELEGATED 
TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


1.3.1.7 
 


CCG Governing 
Body 


 Approve the policy on Standards of Business Conduct and 
Commercial Sponsorship 
 


1.3.1.8 
 


CCG Governing 
Body 


 Ensure proper and widely publicised procedures for voicing 
complaints, concerns about maladministration, breaches of 
Code of Conduct and other ethical concerns. 
 


1.3.1.9 And 
1.3.1.2.2 
 


All CCG 
Governing Body 
members 


 Subscribe to Code of Conduct 
 


1.3.2.4 
 


CCG Governing 
Body 


 Governing Body members share corporate responsibility for all 
decisions of the CCG Governing Body. 
 


1.3.2.4 
 


Chair of the 
Governing Body  
& Non-Officer 
members 


 Chair and non-officer members are responsible for monitoring 
the executive management of the CCG and are responsible to 
the Secretary of State for the discharge of those 
responsibilities 
 


1.3.2.4 CCG Governing 
Body 


 The CCG Governing Body has six key functions for which it is 
held accountable by the Department of Health on behalf of the 
Secretary of State:  
 
1. To ensure effective financial stewardship through value for 


money, financial control and financial planning and 
strategy.  


 
2. To ensure that high standards of integrated governance 


and personal behaviour are maintained in the conduct of 
the business of the whole organisation.  


 
 
3.  To appoint, appraise and remunerate senior executives.  
 
4.  Under the guidance of the CCG Group and National 


Commissioning Board, to approve the strategic direction of 
the organisation within the overall policies and priorities of 
the Government and the NHS, define its annual and 
longer-term objectives and agree plans to achieve them.   


 
 
5. To oversee the delivery of planned results by monitoring 


performance against objectives and ensuring corrective 
action is taken when necessary. 


 
6.  To ensure that the organisation engages with its local 


community on its plans and performance and that these 
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COC REF DELEGATED 
TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


are responsive to the community’s needs. 
 
 


1.3.2.4 CCG Governing 
Body 


 It is the Governing Body’s duty to: 
 
1. Act within statutory financial and other constraints; 
 
2. Be clear what decisions and information are appropriate to 
the Governing Body and draw up Standing Orders, a Schedule 
of Decisions Reserved to the Governing Body and Standing 
Financial Instructions to reflect these; 
 
3. Ensure that management arrangements are in place to 
enable responsibility to be clearly delegated to senior 
executives for the main programmes of action and for 
performance against programmes to be monitored and senior 
executives held to account; 
 
4. Establish performance and quality measures that maintain 
the effective use of resources and provide value for money; 
 
5. Specify its requirements in organising and presenting 
financial and other information succinctly and efficiently to 
ensure the Governing Body can fully undertake its 
responsibilities; 
 
6. Establish Audit and Remuneration Committees based on 
formally agreed terms of reference, which set out the 
membership of the sub-committee, the limit to their powers and 
the arrangements for reporting to the main Governing Body. 
 


1.3.2.5 Governing Body 
Chair 


 It is the Chairman’s role to: 
 
1. Provide leadership to the Governing Body 
 
2. Enable all Governing Body members to make a full 
contribution to the CCG’s affairs and ensure that the Governing 
Body acts as a team; 
 
3. Ensure that key and appropriate issues are discussed by the 
Governing Body in a timely manner; 
 
4. Ensure the Governing Body has adequate support and is 
provided efficiently with all the necessary data on which to 
base informed decisions; 
 
5. Appoint non-executive Governing Body members to an Audit 
& Probity Committee. 
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COC REF DELEGATED 
TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


 
1.3.2.5 AO COO The AO/COO is accountable to the AO, Chair of the Governing 


Body and lay members for ensuring that its decisions are 
implemented, that the CCG works effectively, in accordance 
with Government policy and public service values and for the 
maintenance of proper financial stewardship. 
 
The AO/COO should be allowed full scope, within clearly 
defined delegated powers, for action in fulfilling the decisions 
of the Governing Body. 
 
The other duties of the AO as Accountable Officer are laid out 
in the Accountable Officer Memorandum. 


1.3.2.5 CCG Non-
Officer 
Governing Body 
members 
 
 


 CCG Non Officer Governing Body members are appointed to 
bring independent judgement to bear on issues of strategy, 
performance, key appointments and accountability through the 
Department of Health to Ministers and to the local community. 
 


1.3.2.8 Chair of the 
Governing Body  
& members 


 Declaration of conflict of interests. 
 


1.3.2.9 Governing Body  The Governing Body must comply with legislation and 
guidance issued by the Department of Health on behalf of the 
Secretary of State, respect agreements entered into by 
themselves or on their behalf and establish terms and 
conditions of service that are fair to the staff and represent 
good value for public money. 
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SCHEME OF DELEGATION DERIVED FROM STANDING ORDERS, CCG’s CORPORATE GOVERNANCE 
DOCUMENTS, 
 
 


SO REF DELEGATED TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


1.4.1 Chair of the 
Governing Body 


AO/COO Duty of AO/COO to ensure that all existing Directors 
and officers and all new appointees are notified of 
and understand responsibilities within SOs and SFIs. 
 


2.1.2 Governing Body  Appointment of Governing Body Vice-Chairman 
 


4.2.3 Chair of the 
Governing Body 


 Calling Governing Body meetings 
 


4.5 Chair of the 
Governing Body 


 Chair all Governing Body meetings and associated 
responsibilities 
 


4.8 Chair of the 
Governing Body 


 Give final ruling in questions of order, relevancy and 
regularity of meetings 
 


4.9 Chair of the 
Governing Body 


 Having a second or casting vote in Governing Body 
when required. 
 


4.12 CCG Group  Suspension of Standing Orders 
 


4.12 Audit Committee  Audit & Probity Committee to review every decision 
to suspend Standing Orders (power to suspend 
Standing Orders is reserved to the Governing Body 
as above) 
 


4.13 CCG Group  Variation or amendment of Standing Orders 
 


6.1.6 Governing Body  The Governing Body shall approve the appointments 
to each of the committees which it has formally 
constituted 


5.3 Chair of the 
Governing Body & 
AO 


 The powers, which the CCG Governing Body has 
retained, to itself within these Standing Orders may in 
emergency be exercised by the Chair and AO after 
having consulted at least two non officer members. 
 


6.1 CCG Governing 
Body 


 Formal delegation of powers to other committees, 
sub-committees or joint committees and approval of 
their constitution and terms of reference. (The AO 
may approve Constitution and terms of reference of 
sub-committees) 
 


5.5 AO COO The AO/COO shall prepare a Scheme of Delegation 
identifying his/her proposals*, which shall be 
considered and approved by the Governing Body 
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SO REF DELEGATED TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


subject to any amendment agreed during the 
discussion. 


5.6 All  Disclosure of non-compliance with Standing Orders 
to the Accountable Officer as soon as possible 
 


7.1 CCG Governing 
Body 


 Declare relevant and material interests. 
 


7.2 AO COO Maintain Register(s) of Interests 
 


7.1 Chair of a meeting  Making a declaration on a declared interest 
9.1 All staff  Comply with national guidance contained in HSG 


1993/5 “Standards of Business Conduct for NHS 
Staff” and the Code of Conduct for NHS Managers 
2002 
 


9.4 All  Disclosure of relationship between self and candidate 
for staff appointment (CE/COO to report the 
disclosure to the CCG/Governing Body) 


10.1,10.4 AO COO Keep seal in safe place and maintain a register of 
sealing 


10.3 CFO  Signature on any building, engineering, property or 
capital document before sealing 
 


10.5 AO COO Approve and sign all documents which will be 
necessary in legal proceedings 


 
*Nominated officers and the areas for which they are responsible should be incorporated into the CCG’s Scheme of 
Delegation document, which shall be maintained by the CFO and made available for review  
by the Governing Body 
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SCHEME OF DELEGATION DERIVED FROM STANDING FINANCIAL INSTRUCTIONS, CCG’s CORPORATE 
GOVERNANCE DOCUMENTS, 
 
SFI REF DELEGATED TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 
1.1.3 CFO  Approval of all financial procedures 
1.1.4 CFO  Advice on interpretation or application of SFIs 
1.1.4 All Staff  Have a duty to disclose any non-compliance with these Standing 


Financial Instructions to the Chief Finance Officer as soon as 
possible 
 


1.3.3 AO  Responsible as the Accountable Officer to ensure financial 
targets and obligations are met and have overall responsibility 
for the System of Internal Control 
 


1.3.4 AO & CFO COO The AO and CFO are accountable for financial control but will, 
as far as possible, delegate their detailed responsibilities to the 
COO 
 


1.3.5 AO COO To ensure all Governing Body members, officers and 
employees, present and future, are notified of and understand 
Standing Financial Instructions 
 


1.3.6 CFO  Responsible for: 
1. Implementing CCG financial policies and co-ordinating 
corrective action; 
 
2. Maintaining an effective system of financial control including 
ensuring detailed financial procedures and systems are 
prepared and documented; 
 
3. Ensuring that sufficient records are maintained to explain the 
CCG’s transactions and financial position; 
 
4. Providing financial advice to members of Governing Body and 
staff 
 
5. Maintaining such accounts, certificates etc. as required for the 
CCG to carry out its statutory duties; 
 
6. The design, implementation and supervision of systems of 
internal control 
 


1.3.7 All Staff  Responsible for security of the CCG’s property, avoiding loss, 
exercising economy and efficiency in using resources and 
conforming to Standing Orders, Standing Financial Instructions 
and financial procedures 


1.3.8 AO COO Ensure that any contractor or employees of a contractor who is 
empowered by the CCG to commit the CCG to expenditure or 
who is authorised to obtain income are made aware of these 
instructions and their requirement to comply. 
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SFI REF DELEGATED TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


 
2.1 Audit & Probity 


Committee 
 Provide independent and objective view on internal control and 


probity. 
 


2.1.3 Chair of the 
Governing Body 
 


 Raise the matter at the Governing Body meeting where Chair of 
Audit & Probity Committee considers there is evidence of ultra 
vires transactions or improper acts. 
 


2.2.1 CFO  Ensure an adequate internal audit service, for which the CFO is 
accountable and responsible, is provided (and involve the Audit 
& Probity Committee in the selection process when/if an internal 
audit service provider is changed).  
 
Ensure the annual audit report is prepared for consideration by 
the Audit & Probity Committee. 
 


2.2.1 CFO  Decide at what stage to involve police in cases of 
misappropriation and other irregularities not involving fraud or 
corruption 


2.3 Head of Internal 
Audit 


 Review, appraise and report in accordance with NHS Internal 
Audit standards and best practice. 


2.4.1 Audit Committee  Ensure cost-effective external Audit. 
 


2.5.1 AO & CFO  Monitor and ensure compliance with Secretary of State 
directions on fraud and corruption including the appointment of 
the Local Counter Fraud Specialist 


2.6.1 AO CFO Monitor and ensure compliance with Directions issued by the 
Secretary of State for Health on NHS security management 
including appointment of the Local Security Management 
Specialist 


3.1 AO CFO Has overall responsibility for the CCG’s activities and ensuring 
the CCG stays within its resource limit. The AO remains 
accountable. 


3.4 CFO  Will provide monthly reports to the Secretary of State, ensure 
cash drawn down is for approved expenditure and timely and 
follows best practice in cash management. 


3.4 CFO  Ensure monitoring systems are in place to enable the CCG not 
to exceed its limits 
 


4.1 CFO  Periodically review assumptions, submit a report to the 
Governing Body annually showing total allocations received and 
their proposed distribution 
 


4.1 CFO  Regularly update the Governing Body on significant changes to 
the initial allocation and the uses of such funds. 
 


4.2.1 AO COO Compile and submit to the Governing Body a Strategic Plan that 
takes into account financial targets and forecast limits of 
available resources. The plan will contain: 
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SFI REF DELEGATED TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


• A statement of the significant assumptions on which the plan is 
based; 
• Details of major changes in workload, delivery of services or 
resources required to achieve the plan 
 


4.2.2 & 
4.2.3 


CFO  Submit budgets to the Governing Body for approval. Monitor 
performance against budget; submit to the Governing Body 
financial estimates and forecasts 
 


4.2.6 CFO  Ensure adequate training is delivered on an ongoing basis to 
budget holders 
 


4.3.1 AO COO Delegate budget to budget holders 
 


4.3.2 AO and budget 
holders 


COO and budget 
holders 


Must not exceed the budgetary total or virement limits set by the 
Governing Body 
 


4.4.1 CFO  Devise and maintain systems of budgetary control 
 


4.4.2 CCG Budget 
Holders 


 Ensure that: 
1. no overspend or reduction of income that cannot be met from 
virement is incurred without prior consent of the Governing 
Body. 
 
2. approved budget is not used for any other than specified 
purpose subject to rules of virement; 
 
3. No permanent employees are appointed without the approval 
of the AO/COO other than those provided for within available 
resources and work force establishment 
 


4.4.3 AO COO Identify and implement best value schemes and income 
generation activities in line with the Strategic Plan 


4.6.1 AO  Submit monitoring returns 
5.1 CFO CFO Preparation of annual accounts and reports 
6.1.1 CFO CFO Managing banking arrangements, including provision of banking 


services, operation of accounts, preparation of instructions and a 
list of cheque signatories (Governing Body approves 
arrangements) 
 


6.4.2 CFO CFO Review the banking arrangements of the CCG at regular 
intervals to ensure they reflect best practice and represent best 
value for money Ensure competitive tenders are sought at least 
every five years 
 


7.1 CFO CFO Income systems, including system design, prompt banking, 
review and approval of fees and charges, debt recovery 
arrangements, design and control of receipts, provision of 
adequate facilities and systems for employees whose duties 
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include collecting or holding cash. 
 


7.2.3 All  Duty to inform CFO of money due from transactions which they 
initiate/deal with 
 


17 AO  Tendering and contracting procedure 
 


17.5.5 AO CFO Waive formal tendering procedures 
 


17.5.5 AO CFO Report waivers of tendering procedures to the Audit & Probity 
Committee. 
 


17.7.6 AO  Responsible for the receipt, endorsement and safe custody of 
tenders received 
 


17.7.7 AO  Shall maintain a register to show each set of competitive tender 
invitations despatched 
 


17.7.9 AO & CFO  Where one tender is received will assess for value for money 
and fair price 
 


17.7.10 AO  Responsible for treatment of ‘late tenders’ 
 


17.7.12 AO  Shall nominate an officer to oversee and manage a contract for 
in house services awarded on behalf of the CCG  
 


17.9.2 AO  Evaluate each quotation received applying evaluation criteria 
 


17.9.4 AO or CFO  No quotation shall be accepted which will commit expenditure in 
excess of that which has been allocated by the CCG  and which 
is not in accordance with these Instructions except with the 
authorisation of the AO/CFO 
 


17.11.1 AO or CFO  Accept tenders obtained contrary to SFIs 
 


12.2 CFO  The CFO shall demonstrate that the use of private finance 
represents value for money and genuinely transfers risk to the 
private sector 
 


17.12.6 AO  The AO shall nominate an officer who shall oversee and manage 
each contract on behalf of the CCG  
 


17.12.5 AO  The AO shall nominate officers with delegated authority to enter 
into contracts of employment, regarding staff, agency staff or 
temporary staff service contracts (eg NHS Professionals) 
 


8.2.2 AO  The AO shall nominate officers to commission service 
agreements with providers of healthcare in line with a 
commissioning plan approved by the Governing Body 
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17.5.4 AO  The AO shall be responsible for ensuring that best value for 


money can be demonstrated for all services provided on an in-
house basis 
 


8.1.1 AO  Must ensure the CCG enters into suitable contracts with service 
providers for the provision of services 
 


8.2.4 AO  As the Accountable Officer , ensure that regular reports are 
provided to the Governing Body detailing actual and forecast 
expenditure against contracts 
 


8.2.2 AO  As the Accountable Officer, ensure secondary services are 
commissioned in line with the strategic plan and reach the 
required standards 
 


8.2.5 AO  As the Accountable Officer, ensure that all agreements for 
provision of services with non-NHS providers achieve quality 
and are cost effective 


8.2.6 CFO  Will maintain a system of control to ensure effective accounting 
of expenditure against contracts 
 


8.2.7 CFO  Must account for Out of Area Treatments/Non Contract Activity 
in accordance with national guidelines. 
 


9.1.1 CCG Governing 
Body 


 Establish a Remuneration & Terms of Service Committee. 
 


9.1.2 Remuneration 
Committee 


 Approve on behalf of the CCG Governing Body, the 
remuneration and terms of service of the AO, COO, other officer 
members and senior employees to ensure they are fairly 
rewarded having proper regard to the CCG’s circumstances and 
any national agreements. Monitor and evaluate the performance 
of individual senior employees. Oversee appropriate contractual 
arrangements for such staff, including proper calculation and 
scrutiny of termination payments. 
 


9.3.2 CCG Governing 
Body 


 Approve proposals presented by the AO for settling of 
remuneration and conditions of service for those employees and 
officers not covered by the Remuneration Committee. 
 


9.2.2 AO COO Approval of variation to funded establishment of any department 
9.3.1 AO COO Approval of appointment of staff, including agency staff, 


appointments and  re-grading within approved budget and 
funded establishment 
 


9.4.1 COO CFO Payroll: 
• Specifying timetables for submission of properly authorised 
time records and other notifications; 
• Making payments on agreed dates; 
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• Agreeing method of payment 
• Issuing instructions (as listed in SFI 9.4.1) 


9.4.3 Nominated 
Managers 


 Submit time records in line with timetable;  
 
Complete time records and other notifications in required form;  
Submitting termination forms in prescribed form and on time 


9.4.4 CFO/ COO  Ensure that the chosen method for payroll processing is 
supported by appropriate (contracted) terms and conditions, 
adequate internal controls and audit review procedures and that 
suitable arrangement is made for the collection of payroll 
deductions and payment of these to appropriate bodies. 
 


9.5.1 Nominated 
Managers 


 Ensure that all employees are issued with a Contract of 
Employment in a form approved by the Governing Body and 
which complies with employment legislation. Deal with variations 
to, or termination of, contracts of employment 
 


10.1.1 CCG Governing 
Body 


 The CCG Governing Body will approve the level of non-pay 
expenditure on an annual basis 
 


10.1.2 AO COO Determine and set out, level of delegation of non-pay 
expenditure to budget managers, including a list of managers 
authorised to place requisitions, the maximum level of each 
requisition and the system for authorisation above that level. 
 


10.1.2 AO COO Set out procedures on the seeking of professional advice 
regarding the supply of goods and services. 
 


10.2.1 Requisitioner  In choosing, the item to be supplied (or the service to be 
performed) shall always obtain the best value for money for the 
CCG. In so doing, the advice of the CCG s’ Procurement 
Managers shall be sought 


10.2.2 CFO  Shall be responsible for the prompt payment of accounts and 
claims. 


10.2.3 CFO  • Advise the Governing Body regarding the setting of thresholds 
above which quotations (competitive or otherwise) or formal 
tenders must be obtained; and, once approved, the thresholds 
should be incorporated in standing orders and regularly 
reviewed. 
 
• prepare procedural instructions (where not already provided in 
the Scheme of Delegation or procedure notes for budget 
holders) on the obtaining of goods, works and services 
incorporating the thresholds; 
 
• Be responsible for the prompt payment of all properly 
authorised accounts and claims; 
 
• Be responsible for designing and maintain a system of 


Page 97 







Constitution   
 


 
 
SFI REF DELEGATED TO DELEGATED TO AUTHORITIES/DUTIES DELEGATED 


verification, recording and payments of all amounts payable; 
 
• Be responsible for ensuring that payment for goods and 
services is only made once the goods and services are received 
 
 


10.2.4 CCG Governing 
Body Member 


 Make a written case to the CFO to support the need for a pre-
payment 


10.2.4 CFO  Approved proposed pre-payment arrangements 
 


10.2.4 Budget Holder  Ensure that all items due under a prepayment contract are 
received (and immediately inform CFO if problems are 
encountered) 
 


10.2.5 AO  Authorise who may use and be issued with official orders 
 


10.2.6 AO  Ensure that managers and officers comply fully with the 
guidance and limits specified by the CFO 
 


10.3.1 CFO  Lay down procedures for payments to local authorities and 
voluntary organisations made under the powers of section s75 of 
the Health Act 2006. 
 


12.3.1 AO  Maintenance of asset registers (on advice of CFO). 
 


12.3.5 CFO  Approve procedures for reconciling balances on fixed asset 
accounts in ledgers against balances on fixed asset registers 
 


12.4.1 AO  Overall responsibility for fixed assets. 
 


12.4.1 CFO  Approval of fixed asset control procedures 
 


12.4.3 & 
12.4.4 


CCG Governing 
Body and Senior 
Staff 


 Responsibility for security of CCG assets including notifying 
discrepancies to CFO and reporting losses in accordance with 
CCG procedure 
 


13.1.3 AO  Delegate overall responsibility for control of stores (subject to 
responsibility for systems of control). Further delegation for day-
to-day responsibility subject to such delegation being recorded. 
 


12.1.3 CFO  Responsible for systems of control over stores and receipt of 
goods 
 


13.1.3 Designated 
Pharmaceutical 
Officer 


 Responsible for controls of pharmaceutical stocks. 
 


13.1.4 Nominated 
Officers 


 Security arrangements and custody of keys 
 


13.1.5 CFO  Set out procedures and systems to regulate the stores 
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13.1.5 CFO  Agree stocktaking arrangements 


 
13.1.6 CFO  Approve alternative arrangements where a complete system of 


stores control is not justified 
13.1.7 CFO  Approve system for review of slow moving and obsolete items 


and for condemnation, disposal and replacement of all 
unserviceable items 
 


13.1.7 Nominated 
Officers 


 Operate system for slow moving and obsolete stock and report 
to CFO evidence of significant overstocking 
 


13.2.3 AO COO Identify persons authorised to requisition and accept goods from 
NHS Supplies stores 
 


14.1.1 CFO  Prepare detailed procedures for disposal of assets including 
condemnations and ensure these are notified to managers. 
 


14.2.1 CFO  Prepare procedures for recording and accounting for losses and 
special payments 
 


14.2.2 All Staff  Discovery or suspicion of loss of any kind must be reported 
immediately to either head of department or nominated officer. 
The head of department/nominated officer should then inform 
the AO and CFO. 
 


14.2.2 CFO  Where a criminal offence is suspected the CFO must inform the 
police if theft or arson is involved. In cases of fraud and 
corruption, the CFO must inform the relevant Local Counter 
Fraud Specialist (LCFS) and NHS Protect in line with SOFS 
directions. 


14.2.3 CFO  Notify NHS Protect, LCFS and External Audit of all Frauds 
 


14.2.4 CFO  Notify Governing Body, and External Auditor of losses caused by 
theft, arson, neglect of duty or gross carelessness (unless trivial) 
 


14.2.4 CCG Governing 
Body 


 Approve write off of losses (within limits delegated by DH) 
 


14.2.6 CFO  Consider whether any insurance claim can be made 
 


14.2.7 CFO  Maintain losses and special payments register 
 


15.1.1 CFO  Responsible for accuracy and security of computerised financial 
data 
 


15.2.1 CFO  Satisfy him/herself that new financial systems and amendments 
to current financial systems are developed in a controlled 
manner and thoroughly tested prior to implementation. Where 
this is undertaken by another organisation, assurances of 
adequacy must be obtained from them prior to implementation. 
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15.1.3 COO  Shall publish and maintain a Freedom of Information Scheme 


 
15.2.1 Relevant Officers  Send proposals for general computer systems to CFO 


 
15.3.2 CFO  Ensure that contracts with other bodies for the provision of 


computer services for financial applications clearly define 
responsibility of all parties for security, privacy, accuracy, 
completeness and timeliness of data during processing, 
transmission and storage, and allow for audit review. Seek 
periodic assurances from the provider that adequate controls are 
in operation. 
 


15.4.1 CFO  Where computer systems have an impact on corporate financial 
systems satisfy him/herself that: 
• systems acquisition, development and maintenance are in line 
with corporate policies 
• data assembled for processing by financial systems is 
adequate, complete and timely 
• CFO and staff have access to such data 
• Such computer audit reviews are being carried out as are 
considered necessary 
 


22.2 AO COO Responsible for ensuring patients and guardians are informed 
about patients’ money and property procedures on admission. 
 


22.3 CFO  Provide detailed written instructions on the collection, custody, 
investment, recording, safekeeping and disposal of patients’ 
property (including instructions on the disposal of the property of 
deceased patients and of patients transferred to other premises) 
for all staff whose duty is to administer, in any way, the property 
of patients 
 


22.6 Departmental 
Managers 


 Inform staff of their responsibilities and duties for the 
administration of the property of patients 


16.1 CFO  Shall ensure that each trust fund, which the CCG is responsible 
for managing, is managed appropriately. 
 


18 CFO  Ensure all staff are made aware of the CCG policy on the 
acceptance of gifts and other benefits in kind by staff 
 


19.2 AO  Ensure lists of all contractors are maintained up to date and 
systems are in place to deal with applications, resignations, 
inspection of premises etc. within contractors’ terms of service 
 


19.3 CFO  Ensure only contracts included on the CCG lists receive 
payments; maintain a system of control to ensure prompt and 
accurate payments and validation of same. 
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20.2 AO COO Retention of document procedures in accordance with 


Department of Health guidance 
 


21.1 AO COO Risk management programme 
 


21.1 CCG Governing 
Body 


 Approve and monitor risk management programme 
 


21.2 CCG Governing 
Body 


 Decide whether the CCG will use the risk pooling schemes 
administered by the NHS Litigation Authority or self-insure for 
some or all of the risks (where discretion is allowed. Decisions to 
self-insure should be reviewed annually. 
 


21.3.2 CFO  Where the CCG decides to use the risk pooling schemes 
administered by the NHS Litigation Authority the CFO shall 
ensure that the arrangements entered into are appropriate and 
complementary to the risk management programme. The CFO 
shall ensure that documented procedures cover these 
arrangements. 
Where the Governing Body decides not to use the risk pooling 
schemes administered by the NHS Litigation Authority for any 
one or other of the risks covered by the schemes, the CFO shall 
ensure that the Governing Body is informed of the nature and 
extent of the risks that are self insured as a result of this 
decision. The CFO 
 will draw up formal documented procedures for the 
management of any claims arising from third parties and 
payments in respect of losses that will not be reimbursed. 
 


 
Nominated officers and the areas for which they are responsible should be incorporated into the CCG’s Scheme of 
Delegation Document. 
 
SCHEME OF DELEGATION AND RESERVATION, OPERATIONAL ARRANGEMENTS  
 
Operational decisions, authorities and duties delegated to Officers of each CCG.  
Level 1 = Accountable Officer  
Level 2 = CCG Governing Body  
Level 3 = Chief Operating Officer/Chief Finance Officer 
Level 4 = Budget Holders, in accordance with specific levels of authority granted to individuals 
 
Ref: Authorities/duties delegated Delegated to 


(Level) 
Approval Range Notes/details to further 


guidance 
1 Payroll – staff appointments, authorisation 


of contracts and terminations 
1  
3 


Level 3 and above 
Level 4 and below 


Further guidance set out 
in Standing Financial 
Instructions and 
Financial Procedures 


2 Timesheets, special duty, other additional 
payments, travel 


1 
3 
4 


Level 2 and 3 
Level 4 
Level 5 
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Ref: Authorities/duties delegated Delegated to 


(Level) 
Approval Range Notes/details to further 


guidance 
3 Approval of business cases (healthcare and 


non healthcare) for both investment and 
disinvestment 
 


2 
1 and CFO 
4 


> £250,000 
£50,000-250,000 
< £50,000 


 


4 Petty Cash reimbursement general 
 


3-4 < £30 
 


See Petty Cash 
Procedures 


5 Charitable funds 1 and CFO 
3 and CFO 


> £25k 
< £25k 
 


 


 Training Courses and agency staff invoices 1 and/or CFO 
3 and/or CFO 


> £100k 
< £100k 


See individual 
procedures 
 


7 Consultancy 1 
3 


> £100k 
< £100k 


 


8 Contract signing and variations to 
healthcare and non healthcare contracts 


3 All contracts  


9 Removal expenses  As per CCG 
Removal Policy 


 


10 Losses and special payments 1 
2 


< £50k 
< £1k (for ex 
gratia payments 
to patients and 
staff for loss of 
personal effects 
only) 


For sums over £50,000 
or in the case of all extra 
statutory or extra 
regulation payments 
approval of the NHS 
Executive will be 
required. All losses and 
special payments to be 
approved by the CCG 
Audit & Probity 
Committee 


11 Establishment control 3-4 Any changes  
12 Virements between budgets – revenue only 4 As per the CCG 


virement policy 
A virement policy will 
detail the criteria to be 
met before virements 
are made. 


13 Management of Assets 1-4 Responsibility 
delegated 


Responsibility will be 
delegated for making 
sufficient appropriate 
arrangements for the 
management of land, 
buildings and other 
assets in accordance 
with the local Scheme of 
Management. 


14 Litigation –agreement on settlement 1 or CFO 
3 


> £250k 
< £250k 


All claims will be dealt 
with in accordance with 
NHSE Guidance on 
claims Management 
Best Practice 


15 Disciplinary and dismissal 1 Level 2 and 3 See detailed Disciplinary 
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Ref: Authorities/duties delegated Delegated to 


(Level) 
Approval Range Notes/details to further 


guidance 
 
3 and 4 


officers 
All other staff 


Policy 


16 Lease Cars CFO For all levels of 
staff 


All new requests for 
lease cars must receive 
CFO approval 


17 Complaints 1/3 Final sign off of 
complaint 
response letter 


According to agreed 
complaints policy 


18 Banking arrangements CFO   
19 Signing and sealing of documents 3  See Standing Financial 


Instructions. All sealing 
must be entered in the 
Register 


20 National Commissioning Board budgets 
managed on their behalf by the CCG 


4  The individuals will be 
accountable to the NCB 
for this budget. 
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APPENDIX E – PRIME FINANCIAL POLICIES 


 
 


1. INTRODUCTION 
 


1.1. General 
 


1.1.1. These prime financial policies and supporting detailed financial policies shall 
have effect as if incorporated into the Group’s Constitution. 


 
1.1.2. The prime financial policies are part of the Group’s control environment for 


managing the organisation’s financial affairs. They contribute to good corporate 
governance, internal control and managing risks. They enable sound 
administration, lessen the risk of irregularities and support commissioning and 
delivery of effective, efficient and economical services. They also help the 
accountable officer and chief finance officer to effectively perform their 
responsibilities. They should be used in conjunction with the scheme of 
reservation and delegation found at Appendix D. 


 
1.1.3. In support of these prime financial policies, the Group has prepared more 


detailed policies, approved by the Chief Finance Officer known as detailed 
financial policies. The Group refers to these prime and detailed financial policies 
together as the Group’s financial policies. 


 
1.1.4. These prime financial policies identify the financial responsibilities which apply to 


everyone working for the Group and its constituent organisations. They do not 
provide detailed procedural advice and should be read in conjunction with the 
detailed financial policies.  The Chief Finance Officer is responsible for approving 
all detailed financial policies.  
 


1.1.5. A list of the Group’s detailed financial policies will be published and maintained 
on the Group’s website. 


 
 
1.1.6. Should any difficulties arise regarding the interpretation or application of any of 


the prime financial policies then the advice of the Chief Finance Officer must be 
sought before acting.  The user of these prime financial policies should also be 
familiar with and comply with the provisions of the Group’s constitution, standing 
orders and scheme of reservation and delegation.  
 


1.1.7. Failure to comply with prime financial policies and standing orders can in certain 
circumstances be regarded as a disciplinary matter that could result in dismissal. 
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1.2. Overriding Prime Financial Policies 


 
1.2.1. If for any reason these prime financial policies are not complied with, full details 


of the non-compliance and any justification for non-compliance and the 
circumstances around the non-compliance shall be reported to the next formal 
meeting of the Governing Body’s audit committee for referring action or 
ratification.  All of the Group’s Members and employees have a duty to disclose 
any non-compliance with these prime financial policies to the chief finance 
officer as soon as possible. 
 


1.3. Responsibilities and delegation 
 


1.3.1. The roles and responsibilities of Group’s Members, employees, members of the 
Governing Body, members of the Governing Body’s committees and sub-
committees, members of the Group’s committee and sub-committee (if any) and 
persons working on behalf of the Group are set out in chapters 6 and 7 of this 
constitution. 


 
1.3.2. The financial decisions delegated by Members of the Group are set out in the 


Group’s scheme of reservation and delegation (see Appendix D). 
 


1.4. Contractors and their employees 
 


1.4.1. Any contractor or employee of a contractor who is empowered by the Group to 
commit the Group to expenditure or who is authorised to obtain income shall be 
covered by these instructions.  It is the responsibility of the accountable officer to 
ensure that such persons are made aware of this. 
 
 


1.5. Amendment of Prime Financial Policies 
 


1.5.1. To ensure that these prime financial policies remain up-to-date and relevant, the 
chief finance officer will review them at least annually. Following consultation 
with the accountable officer and scrutiny by the Governing Body’s audit 
committee, the chief finance officer will recommend amendments, as fitting, to 
the Governing Body for approval.  As these prime financial policies are an 
integral part of the Group’s constitution, any amendment will not come into force 
until the Group applies to the NHS Commissioning Board and that application is 
granted.  
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2. INTERNAL CONTROL 
 
POLICY – the Group will put in place a suitable control environment and 
effective internal controls that provide reasonable assurance of effective and 
efficient operations, financial stewardship, probity and compliance with laws and 
policies 
 
 


2.1. The Governing Body is required to establish an audit committee with terms of 
reference agreed by the Governing Body (see paragraph 6.6.3(a) of the Group’s 
constitution for further information). 


 
2.2. The accountable officer has overall responsibility for the Group’s systems of 


internal control. 
 


2.3. The chief finance officer will ensure that: 
 


a) financial policies are considered for review and update annually 
 


b) a system is in place for proper checking and reporting of all breaches of 
financial policies; and 


 
c) a proper procedure is in place for regular checking of the adequacy and 


effectiveness of the control environment. 
 
 


3. AUDIT 
 
POLICY – the Group will keep an effective and independent internal audit 
function and fully comply with the requirements of external audit and other 
statutory reviews 
 
 


3.1. In line with the terms of reference for the Governing Body Audit Committee the 
person appointed by the Group to be responsible for internal audit and the Audit 
Commission appointed external auditor will have direct and unrestricted access 
to audit committee members and the chair of the Governing Body, accountable 
officer and chief finance officer for any significant issues arising from audit work 
that management cannot resolve, and for all cases of fraud or serious 
irregularity. 
 
 


3.2. The person appointed by the Group to be responsible for internal audit and the 
external auditor will have access to the audit committee and the accountable 
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officer to review audit issues as appropriate. All audit committee members, the 
chair of the Governing Body and the accountable officer will have direct and 
unrestricted access to the head of internal audit and external auditors.  
 


3.3. The chief finance officer will ensure that: 
 


a) the Group has a professional and technically competent internal audit 
function; and 
 


b) the Governing Body’s Audit committee approves any changes to the 
provision or delivery of assurance services to the Group. 


 
 


4. FRAUD AND CORRUPTION 
 
POLICY – the Group requires all staff to always act honestly and with integrity to 
safeguard the public resources they are responsible for. The Group will not 
tolerate any fraud perpetrated against it and will actively chase any loss suffered 
 
 


4.1. The Governing Body’s audit committee will satisfy itself that the Group has 
adequate arrangements in place for countering fraud and shall review the 
outcomes of counter fraud work. It shall also approve the counter fraud work 
programme. 


 
4.2. The Governing Body’s audit committee will ensure that the Group has 


arrangements in place to work effectively with NHS Protect. 
 
 


5. EXPENDITURE CONTROL  
 


5.1. The Group is required by statutory provisions55 to ensure that its expenditure 
does not exceed the aggregate of allotments from the NHS Commissioning 
Board and any other sums it has received and is legally allowed to spend.   
 


5.2. The accountable officer has overall executive responsibility for ensuring that the 
Group complies with certain of its statutory obligations, including its financial and 
accounting obligations, and that it exercises its functions effectively, efficiently 
and economically and in a way which provides good value for money. 


 
5.3. The chief finance officer will: 


 
a) provide reports in the form required by the NHS Commissioning Board; 


 


55  See section 223H of the 2006 Act, inserted by section 27 of the 2012 Act 
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b) ensure money drawn from the NHS Commissioning Board is required for 


approved expenditure only is drawn down only at the time of need and 
follows best practice;  


 
c) be responsible for ensuring that an adequate system of monitoring financial 


performance is in place to enable the Group to fulfil its statutory 
responsibility not to exceed its expenditure limits, as set by direction of the 
NHS Commissioning Board. 


 
 
6. ALLOTMENTS56  


 
6.1. The Group’s chief finance officer will: 


 
a) periodically review the basis and assumptions used by the NHS 


Commissioning Board for distributing allotments and ensure that these are 
reasonable and realistic and secure the Group’s entitlement to funds; 
 


b) prior to the start of each financial year submit to the Governing Body for 
approval a report showing the total allocations received and their proposed 
distribution including any sums to be held in reserve; and 


 
c) regularly update the Governing Body on significant changes to the initial 


allocation and the uses of such funds. 
 
 


7. COMMISSIONING STRATEGY, BUDGETS, BUDGETARY 
CONTROL AND MONITORING 
 
POLICY – the Group will produce and publish an annual commissioning plan57 
that explains how it proposes to discharge its financial duties. The Group will 
support this with comprehensive medium term financial plans and annual 
budgets 
 
 


7.1. The accountable officer will compile and submit to the Governing Body a 
commissioning strategy which takes into account financial targets and forecast 
limits of available resources. 


 
7.2. Prior to the start of the financial year the chief finance officer will, on behalf of the 


accountable officer, prepare and submit budgets for approval by the Governing 
Body. 
 


56  See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act. 
57  See section 14Z11 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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7.3. The chief financial officer shall monitor financial performance against budget and 


plan, periodically review them, and report to the Governing Body. This report 
should include explanations for variances. These variances must be based on 
any significant departures from agreed financial plans or budgets. 
 
 


7.4. The accountable officer is responsible for ensuring that information relating to the 
Group’s accounts or to its income or expenditure, or its use of resources is 
provided to the NHS Commissioning Board as requested. 
 


7.5. The Accountable Officer will approve consultation arrangements for the Group’s 
commissioning plan58. 
 


 
8. ANNUAL ACCOUNTS AND REPORTS 


 
POLICY – the Group will produce and submit to the NHS Commissioning Board 
accounts and reports in accordance with all statutory obligations59, relevant 
accounting standards and accounting best practice in the form and content and 
at the time required by the NHS Commissioning Board 
 
 


8.1. The chief finance officer will ensure the Group: 
 


a) prepares a timetable for producing the annual report and accounts and 
agrees it with external auditors and the Audit Committee 
 


b) prepares the accounts according to the timetable approved by the Audit 
Committee 


 
c) complies with statutory requirements and relevant directions for the 


publication of annual report; 
 


d) considers the external auditor’s management letter and fully address all 
issues within agreed timescales; and 


 
e) publishes the external auditor’s management letter on the Group’s website 


 
 
 
9. INFORMATION TECHNOLOGY 


 


58  See section 14Z13 of the 2006 Act, inserted by section 26 of the 2012 Act 
59  See paragraph 17 of Schedule 1A of the 2006 Act, as inserted by Schedule 2 of the 2012 Act. 
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POLICY – the Group will ensure the accuracy and security of the Group’s 
computerised financial data 
 
 


9.1. The chief finance officer is responsible for the accuracy and security of the 
Group’s computerised financial data and shall 


 
a) devise and implement any necessary procedures to ensure  adequate 


(reasonable) protection of the Group's data, programs  and computer 
hardware from accidental or intentional disclosure to unauthorised persons, 
deletion or modification, theft or damage, having due regard for the Data 
Protection Act 1998; 


 
b) ensure that adequate (reasonable) controls exist over data entry, 


processing, storage, transmission and output to ensure security, privacy, 
accuracy, completeness, and timeliness of the data, as well as the efficient 
and effective operation of the system; 


 
c) ensure that adequate controls exist such that the computer operation is 


separated from development, maintenance and amendment; 
 


d) ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as the chief 
finance officer may consider necessary are being carried out. 


 
9.2. In addition the chief finance officer shall ensure that new financial systems and 


amendments to current financial systems are developed in a controlled manner 
and thoroughly tested prior to implementation.  Where this is undertaken by 
another organisation, assurances of adequacy must be obtained from them prior 
to implementation. 


 
 
10. ACCOUNTING SYSTEMS 


 
POLICY – the Group will run an accounting system that creates management 
and financial accounts 
 


10.1. The chief finance officer will ensure: 
 


a) the Group has suitable financial and other software to enable it to comply 
with these policies and any consolidation requirements of the NHS 
Commissioning Board; 


 
b) that contracts for computer services for financial applications with another 


health organisation or any other agency shall clearly define the responsibility 
of all parties for the security, privacy, accuracy, completeness, and 
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timeliness of data during processing, transmission and storage.  The 
contract should also ensure rights of access for audit purposes. 


 
10.2. Where another health organisation or any other agency provides a computer 


service for financial applications, the chief finance officer shall periodically seek 
assurances that adequate controls are in operation. 


 
 
11. BANK ACCOUNTS 


 
POLICY – the Group will keep enough liquidity to meet its current commitments 


 
11.1. The chief finance officer will:  
 


a) review the banking arrangements of the Group at regular intervals to ensure 
they are in accordance with Secretary of State directions60, best practice and 
represent best value for money; 


 
b) manage the Group's banking arrangements and advise the Group on the 


provision of banking services and operation of accounts; 
 


c) prepare detailed instructions on the operation of bank accounts. 
 


11.2. The Audit Committee shall approve the banking arrangements. 
 


 
12. INCOME, FEES AND CHARGES AND SECURITY OF CASH,   


CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS. 
 
POLICY – the Group will  


• operate a sound system for prompt recording, invoicing and collection of 
all monies due 


• seek to maximise its potential to raise additional income only to the extent 
that it does not interfere with the performance of the Group or its 
functions61 


• ensure its power to make grants and loans is used to discharge its 
functions effectively62 


 
 


12.1. The Chief Financial Officer is responsible for:  
 


60  See section 223H(3) of the NHS Act 2006, inserted by section 27 of the 2012 Act 
61  See section 14Z5 of the 2006 Act, inserted by section 26 of the 2012 Act. 
62  See section 14Z6 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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a) designing, maintaining and ensuring compliance with systems for the proper 


recording, invoicing, and collection and coding of all monies due; 
 


b) establishing and maintaining systems and procedures for the secure 
handling of cash and other negotiable instruments; 


 
c) approving and regularly reviewing the level of all fees and charges other 


than those determined by the NHS Commissioning Board or by statute.  
Independent professional advice on matters of valuation shall be taken as 
necessary; 


 
d) for developing effective arrangements for making grants or loans. 


 
 


13. TENDERING AND CONTRACTING PROCEDURE  
 
POLICY – the Group: 
• will ensure proper competition that is legally compliant within all purchasing to 


ensure we incur only budgeted, approved and necessary spending 
• will seek value for money for all goods and services 
• shall ensure that competitive tenders are invited for 


o the supply of goods, materials and manufactured articles; 
o the rendering of services including all forms of management 


consultancy services (other than specialised services sought from or 
provided by the Department of Health); and 


o for the design, construction and maintenance of building and 
engineering works (including construction and maintenance of grounds 
and gardens) for disposals 


 
 


13.1. The Group shall ensure that the firms / individuals invited to tender (and where 
appropriate, quote) are among those on approved lists or where necessary a 
framework agreement. Where in the opinion of the chief finance officer it is 
desirable to seek tenders from firms not on the approved lists, the reason shall 
be recorded in writing to the accountable officer or the Group’s Governing Body 
 


13.2. The Governing Body may only negotiate contracts on behalf of the Group, and 
the Group may only enter into contracts, within the statutory framework set up by 
the 2006 Act, as amended by the 2012 Act. Such contracts shall comply with: 
 
a) the Group’s standing orders; 


 
b) the Public Contracts Regulation 2006, any successor legislation and any 


other applicable law; and 
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c) take into account as appropriate any applicable NHS Commissioning Board 


or the Independent Regulator of NHS Foundation Trusts (Monitor) guidance 
that does not conflict with (b) above. 


 
13.3. In all contracts entered into, the Group shall endeavour to obtain best value for 


money.  The accountable officer shall nominate an individual who shall oversee 
and manage each contract on behalf of the Group. 
 
 


14. COMMISSIONING 
 
POLICY – working in partnership with relevant national and local stakeholders, 
the Group will commission certain health services to meet the reasonable 
requirements of the persons for whom it has responsibility 
 


14.1. The Group will coordinate its work with the NHS Commissioning Board, other 
clinical commissioning Groups, local providers of services, local authority(ies), 
including through Health & Wellbeing Boards, patients and their carers and the 
voluntary sector and others as appropriate to develop robust commissioning 
plans. 
 


14.2. The accountable officer will establish arrangements to ensure that regular 
reports are provided to the Governing Body detailing actual and forecast 
expenditure and activity for each contract.  
 


14.3. The chief finance officer will maintain a system of financial monitoring to ensure 
the effective accounting of expenditure under contracts.  This should provide a 
suitable audit trail for all payments made under the contracts whilst maintaining 
patient confidentiality. 


 
 
 
 
 


15. RISK MANAGEMENT AND INSURANCE  
 
POLICY – the Group will put arrangements in place for evaluation and 
management of its risks 
 


15.1. The Accountable Officer will ensure that  
 
a) That an Assurance Framework meeting best practice standards is reviewed 


at least annually by the Governing Body  
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b) That the Group keeps an active risk register which is reviewed at least 


quarterly by the Audit Committee  
 


c) That a Risk Management Strategy is in place that describes how risks are 
identified, graded, escalated and how the assurance framework is populated  


 
 
16. PAYROLL  


 
POLICY – the Group will put arrangements in place for an effective payroll 
service 
 


16.1. The chief finance officer will ensure that the payroll service selected: 
 


a) is supported by appropriate (i.e. contracted) terms and conditions; 
 
b) has adequate internal controls and audit review processes; 


 
c) has suitable arrangements for the collection of payroll deductions and 


payment of these to appropriate bodies. 
 
16.2. In addition the chief finance office shall set out comprehensive procedures for 


the effective processing of payroll 
 
 
17. NON-PAY EXPENDITURE 


 
POLICY – the Group will seek to obtain the best value for money goods and 
services received 
 


17.1. The Governing Body will approve the level of non-pay expenditure on an annual 
basis and the accountable officer will determine the level of delegation to budget 
managers 
 


17.2. The accountable officer shall set out procedures on the seeking of professional 
advice regarding the supply of goods and services. 
 


17.3. The chief finance officer will: 
 


a) advise the Governing Body on the setting of thresholds above which 
quotations (competitive or otherwise) or formal tenders must be obtained; 
and, once approved, the thresholds should be incorporated in the scheme of 
reservation and delegation; 
 


b) be responsible for the prompt payment of all properly authorised accounts 
and claims; 
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c) be responsible for designing and maintaining a system of verification, 
recording and payment of all amounts payable. 


 
 


18. CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND 
SECURITY OF ASSETS 
 
POLICY – the Group will put arrangements in place to manage capital 
investment,  maintain an asset register recording fixed assets and put in place 
polices to secure the safe storage of the Group’s fixed assets 
 


18.1. The accountable officer will 
 
a) ensure that there is an adequate appraisal and approval process in place for 


determining capital expenditure priorities and the effect of each proposal 
upon plans; 
 


b) be responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost; 


 
c) shall ensure that the capital investment is not undertaken without 


confirmation of purchaser(s) support and the availability of resources to 
finance all revenue consequences, including capital charges; 


 
d) be responsible for the maintenance of registers of assets, taking account of 


the advice of the chief finance officer concerning the form of any register and 
the method of updating, and arranging for a physical check of assets against 
the asset register to be conducted once a year. 


 
18.2. The chief finance officer will prepare detailed procedures for the disposals of 


assets. 
 
 


19. RETENTION OF RECORDS 
 
POLICY – the Group will put arrangements in place to retain all records in 
accordance with NHS Code of Practice Records Management 2006 and other relevant 
notified guidance 
 


19.1. The Accountable Officer shall:   
 


a) be responsible for maintaining all records required to be retained in 
accordance with NHS Code of Practice Records Management 2006 and 
other relevant notified guidance; 
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b) ensure that arrangements are in place for effective responses to Freedom of 


Information requests; 
 


c) publish and maintain a Freedom of Information Publication Scheme. 
 
20. TRUST FUNDS AND TRUSTEES 


 
POLICY – the Group will put arrangements in place to provide for the 
appointment of trustees if the Group holds property on trust 
 


20.1. The chief finance officer shall ensure that each trust fund which the Group is 
responsible for managing is managed appropriately with regard to its purpose 
and to its requirements.  
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APPENDIX F - NOLAN PRINCIPLES 
 
 
1. The ‘Nolan Principles’ set out the ways in which holders of public office should 


behave in discharging their duties. The seven principles are: 
 


a) Selflessness – Holders of public office should act solely in terms of the 
public interest. They should not do so in order to gain financial or other 
benefits for themselves, their family or their friends. 


 
b) Integrity – Holders of public office should not place themselves under any 


financial or other obligation to outside individuals or organisations that might 
seek to influence them in the performance of their official duties. 


 
c) Objectivity – In carrying out public business, including making public 


appointments, awarding contracts, or recommending individuals for rewards 
and benefits, holders of public office should make choices on merit. 


 
d) Accountability – Holders of public office are accountable for their decisions 


and actions to the public and must submit themselves to whatever scrutiny is 
appropriate to their office. 


 
e) Openness – Holders of public office should be as open as possible about all 


the decisions and actions they take. They should give reasons for their 
decisions and restrict information only when the wider public interest clearly 
demands. 


 
f) Honesty – Holders of public office have a duty to declare any private 


interests relating to their public duties and to take steps to resolve any 
conflicts arising in a way that protects the public interest. 


 
g) Leadership – Holders of public office should promote and support these 


principles by leadership and example. 
 
 


Source: The First Report of the Committee on Standards in Public Life (1995)63  


63  Available at http://www.public-standards.gov.uk/  
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APPENDIX G – NHS CONSTITUTION 


 
The NHS Constitution sets out seven key principles that guide the NHS in all it does:  
 
1. the NHS provides a comprehensive service, available to all - irrespective of gender, race, 


disability, age, sexual orientation, religion or belief.  It has a duty to each and every individual 
that it serves and must respect their human rights.  At the same time, it has a wider social duty 
to promote equality through the services it provides and to pay particular attention to groups or 
sections of society where improvements in health and life expectancy are not keeping pace 
with the rest of the population 


 
2. access to NHS services is based on clinical need, not an individual’s ability to pay - 


NHS services are free of charge, except in limited circumstances sanctioned by Parliament. 
 
3. the NHS aspires to the highest standards of excellence and professionalism - in the 


provision of high-quality care that is safe, effective and focused on patient experience; in the 
planning and delivery of the clinical and other services it provides; in the people it employs 
and the education, training and development they receive; in the leadership and management 
of its organisations; and through its commitment to innovation and to the promotion and 
conduct of research to improve the current and future health and care of the population. 


 
4. NHS services must reflect the needs and preferences of patients, their families and 


their carers - patients, with their families and carers, where appropriate, will be involved in 
and consulted on all decisions about their care and treatment. 


 
5. the NHS works across organisational boundaries and in partnership with other 


organisations in the interest of patients, local communities and the wider population - 
the NHS is an integrated system of organisations and services bound together by the 
principles and values now reflected in the Constitution.  The NHS is committed to working 
jointly with local authorities and a wide range of other private, public and third sector 
organisations at national and local level to provide and deliver improvements in health and 
well-being 


 
6. the NHS is committed to providing best value for taxpayers’ money and the most cost-


effective, fair and sustainable use of finite resources - public funds for healthcare will be 
devoted solely to the benefit of the people that the NHS serves  


 
7. the NHS is accountable to the public, communities and patients that it serves - the NHS 


is a national service funded through national taxation, and it is the Government which sets the 
framework for the NHS and which is accountable to Parliament for its operation.  However, 
most decisions in the NHS, especially those about the treatment of individuals and the 
detailed organisation of services, are rightly taken by the local NHS and by patients with their 
clinicians.  The system of responsibility and accountability for taking decisions in the NHS 
should be transparent and clear to the public, patients and staff.  The Government will ensure 
that there is always a clear and up-to-date statement of NHS accountability for this purpose 


 
Source:  The NHS Constitution: The NHS belongs to us all (March 2012)64   
 


64  http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961   
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1. Introduction 


 
The Audit Committee (the committee) is established in accordance with NHS 
Stockport Clinical Commissioning Group’s constitution. These Terms of Reference 
set out the membership, the remit, the responsibilities and the reporting 
arrangements of the committee.  
 
The Audit Committee, which is accountable to the group’s Governing Body, provides 
the Governing Body with an independent and objective view of the group’s financial 
systems, financial information and compliance with laws, regulations, and directions 
governing the group in so far as they relate to finance. It supports the Governing 
Body in discharging its duties to manage its resources effectively, efficiently and 
economically, and to adhere to principles of good governance.     
 


 
2. Membership  


 
The committee shall be appointed by the NHS Stockport Clinical Commissioning 
Group’s Governing Body as set out in the clinical commissioning group’s constitution 
and may include individuals who are not on the governing body. 


The members of the committee will be as follows: 


- the Chair of the committee will be the Lay Member who leads on audit, remuneration 
and conflict of interest matters 


- a Locality Council Committee Chair approved by the Governing Body 


- up to three additional people recruited by the committee.  


At least one member of the committee shall have recent finance experience.  


In the event of the Chair of the Audit Committee being unable to attend all or part of 
the meeting he or she will nominate a replacement from among the members to 
deputise for that meeting. 


The Chair of the committee, in conjunction with the Chair of the Governing Body, 
shall select the Locality Council Committee Chair member. 
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The additional committee member roles are subject to the following appointment 
process: 


a) advertisement – describing the role and setting out the requirement for a governance 
or finance background  


b) appointment process – all applicants will submit a CV and be interviewed by the 
Lay Member responsible for governance and the Chair of the Governing Body  


c) term of office – the members will have a term of office of three years. 


All of the members of the committee will receive induction into and training for their 
roles. 


The Chair of the Governing Body will not be a member of the Audit Committee. 


Each member of the committee should attend no less than 75% of the meetings held 
each year. The committee will review its members’ attendance annually. 


 
3. Attendance 


 
In addition to the members of the committee listed in section 2 the Chair of the Audit 
Committee would be expected to invite routinely: 


- the Chief Finance Officer 


- the respective appointed external and internal auditors 


- the Director responsible for corporate governance and risk management. 


It is anticipated that the following would attend on a less frequent basis: 


- representative(s) from NHS Protect may be invited to attend meetings and will 
attend at least one meeting per year 


- the Accountable Officer will be invited to attend and discuss the process for 
assurance that supports the Annual Governance Statement at least annually with 
the committee. He or she would also normally attend when the committee 
considers the draft internal audit plan and the annual accounts 


- any other director (or similar) may be invited to attend particularly when the 
committee is discussing areas of risk or operation that are the responsibility of 
that director 


- the Chair of the Governing Body may also be invited to attend at least one 
meeting each year in order to form a view on, and understanding of, the 
committee’s operations.   
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4. Secretary 


 
The Secretary to the Governing Body will provide secretarial support to the 
committee. 
The secretary will be responsible for supporting the chair in the management of audit 
and probity business, for taking minutes of the meetings, and for drawing the 
committee’s attention to best practice, national guidance and other relevant 
documents, as appropriate. 
 
 


5. Quorum 


 
The quorum for the meeting shall be two members as outlined in section 2. 
If the meeting does not have a quorum within thirty minutes of its planned start the 
chair of the meeting must adjourn it. 


  
 


6. Frequency and notice of meetings 


 
The Audit Committee shall meet a minimum of three times a year.  
The external auditors or Head of Internal Audit may request a meeting if they 
consider that one is necessary. 
 
A meeting of the Audit Committee can be called with a minimum of seven days’ 
notice. The agenda and papers will be made available to the committee’s members 
one week before the time of the meeting. 


 
 


7. Remit and responsibilities of the committee 


 
The Audit Committee shall critically review the clinical commissioning group’s 
financial reporting and internal control principles and ensure an appropriate 
relationship with both internal and external auditors is maintained. 
 
The committee provides the Governing Body with an independent and objective view 
of the group’s financial systems, financial information and compliance with laws, 
regulations and directions governing the group in so far as they relate to finance. It 
supports the Governing Body in discharging its duties to manage the group’s 
resources effectively, efficiently and economically. 
 
In addition the Governing Body has conferred or delegated the following functions, 
connected to the Governing Body’s main function, to the Audit Committee: 
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- to review the process by which a decision has been made where there is a 


potential conflict of interest which means that the Governing Body is not quorate 
- to review the process by which a decision is to be made when the Chair of the 


Governing Body determines that there is a potential conflict of interest issue 
- to review of the probity of procurement decisions and processes 
- to provide assurance of risk management processes.  
 


     7.1 Integrated governance, risk management and internal control 
 


The committee shall review the establishment and maintenance of an effective 
system of integrated governance, risk management and internal control, across the 
whole of the NHS Stockport Clinical Commissioning Group’s activities that support 
the achievement of its objectives. 
 
In particular the committee will review the adequacy and effectiveness of: 
 
- all risk- and control-related disclosure statements (in particular the governance 


statement), together with any appropriate independent assurances, prior to 
endorsement by the clinical commissioning group 


- the underlying assurance processes that indicate the degree of achievement of the 
clinical commissioning group’s objectives, the effectiveness of the management of 
principal risks and the appropriateness of the above disclosure statements 


- the policies for ensuring compliance with relevant regulatory, legal and code of 
conduct requirements and related reporting and self-certification 


- the policies and procedures for all work related to fraud and corruption as set out in 
Secretary of State Directions and as required by the NHS Counter Fraud and 
Security Management Service. 
 
In carrying out this work the committee will primarily utilise the work of internal audit, 
external audit and other assurance functions, but will not be limited to these sources. 
It will also seek reports and assurances from directors and managers as appropriate, 
concentrating on the over-arching systems of integrated governance, risk 
management and internal control, together with indicators of their effectiveness. 
This will be evidenced through the committee’s use of an effective assurance 
framework to guide its work and that of the audit and assurance functions that report 
to it. 
 
 
7.2 Internal Audit 
 
The committee shall ensure that there is an effective internal audit function that 
meets mandatory NHS Internal Audit Standards and provides appropriate 
independent assurance to the Audit Committee, to the Accountable Officer, and to 
the clinical commissioning group.   
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This will be achieved by: 
 
- consideration of the provision of the internal audit service, the cost of the audit 


and any questions of resignation and dismissal 
- review and approval of the internal audit strategy, of the operational plan and 


more detailed programme of work, ensuring that this is consistent with the audit 
needs of the group, as identified in the assurance framework 


- considering the major findings of internal audit work (and management’s 
response) and ensuring co-ordination between the internal and external auditors 
to optimise audit resources 


- ensuring that the internal audit function is adequately resourced and has 
appropriate standing within the clinical commissioning group. 


- an annual review of the effectiveness of internal audit. 
 
 
7.3 External Audit 
 
The committee shall review the work and findings of the external auditors and 
consider the implications of and management’s responses to their work. This will be 
achieved by: 
 
- consideration of the performance of the external auditors, as far as the rules 


governing the appointment permit 
- discussion and agreement with the external auditors, before the audit 


commences, on the nature and scope of the audit as set out in the annual plan, 
and ensuring co-ordination, as appropriate, with other external auditors in the 
local health economy 


- discussion with the external auditors of their local evaluation of audit risks and 
assessment of the clinical commissioning group and associated impact on the 
audit fee 


- review of all external audit reports, including the report to those charged with 
governance, agreement of the annual audit letter before submission to the 
clinical commissioning group and any work undertaken outside the annual audit 
plan, together with the appropriateness of management responses.   


 
 
7.4 Other assurance functions 
 
The Audit Committee shall review the findings of other significant assurance 
functions, both internal and external, and consider the implications for the 
governance of the clinical commissioning group. 
These will include, but will not be limited to, any reviews by Department of Health 
arm’s length bodies or regulators/inspectors (for example, the Care Quality 
Commission and NHS Litigation Authority) and professional bodies with 
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responsibility for the performance of staff or functions (for example, Royal Colleges 
and accreditation bodies). 
 
7.5 Counter-fraud 
 
The committee shall satisfy itself that the clinical commissioning group has adequate 
arrangements in place for countering fraud and shall review the outcomes of 
counter-fraud work. It shall also approve the counter-fraud work programme. 
 
 
7.6 Management 
 
The committee shall request and review reports and positive assurances from 
directors and managers on the overall arrangements for governance, risk 
management and internal control. 
The committee may also request specific reports from individual functions within the 
clinical commissioning group as they may be appropriate to the overall 
arrangements. 
 
 


8. Relationship with the Governing Body 


 
The Audit Committee shall monitor the integrity of the financial statements of the 
clinical commissioning group and any formal announcements relating to the group’s 
financial performance. 
The committee shall ensure that the systems for financial reporting to the clinical 
commissioning group, including those of budgetary control, are subject to review as 
to the completeness and accuracy of the information provided to the clinical 
commissioning group.  
 
The Audit Committee shall review the annual report and financial statements before 
submission to the Governing Body and the clinical commissioning group, focusing 
particularly on: 
 
- the wording in the governance statement and other disclosures relevant to the 


terms of reference of the committee 
- changes in, and compliance with, accounting policies, practices and estimation 


techniques 
- unadjusted mis-statements in the financial statements 
- significant judgements in the preparing of the financial statements 
- significant adjustments resulting from the audit letter of representation 
- qualitative aspects of financial reporting.  
 
The minutes of the Audit Committee shall be formally submitted to the Governing 
Body during the part of the meeting held in public. The Chair of the Audit Committee 
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shall draw to the attention of the members of the Governing Body any issues that 
require full disclosure to the full Governing Body, or that require executive action. 
 
The Audit Committee will report to the Governing Body annually on its work in 
support of the Annual Governance Statement, specifically commenting on the fitness 
for purpose of the Assurance Framework, the completeness of risk management in 
the organisation and how embedded this is, and the integration of governance 
arrangements within the organisation. 


 
 


9. Policy and best practice 


 
The Audit Committee will endeavour to apply best practice in its decision-making at 
all times. 
 
The committee will have full authority to commission any reports or surveys it deems 
necessary to help it fulfil its obligations and will hold a budget to enable it to do so. 
 
 


10. Conduct of the committee 


 
The Audit Committee will, at all times, conduct its business in accordance with the 
NHS Stockport Clinical Commissioning Group’s Code of Conduct. This Code of 
Conduct has at its foundation the Nolan Principles which are: 
 
-       selflessness 
-       integrity 
-       objectivity 
-       accountability 
-       openness 
-       honesty 
-       leadership. 
 
The Audit Committee will review its own performance, membership and these Terms 
of Reference no less frequently than annually. Any changes resulting from such a 
review will be reported to the Governing Body for approval. 
 


 


 


These Terms of Reference were approved by the Audit Committee on 18 March 2014. 
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1.  Introduction 
 


The Clinical Policy Committee (the committee) is established in accordance with 
NHS Stockport Clinical Commissioning Group’s Constitution, Standing Orders and 
Scheme of Delegation. These terms of reference set out the membership, remit, 
responsibilities and reporting arrangements of the committee and shall have effect 
as if incorporated into the clinical commissioning group’s constitution and standing 
orders.  
The committee is accountable to the Governing Body for the clinical and effective 
use of resources policies and the dissemination of NICE and other national 
guidance, for promoting research, and for managing exceptionality.  
 
2. Membership 
 
The committee shall be appointed by the NHS Stockport Clinical Commissioning 
Group as set out in the Clinical Commissioning Group’s Constitution 
.  
The membership of the committee will be as follows:  
 


• The chair of the committee will be the GP locality Council Chair 


• The Clinical Director (Public Health) of the Governing Body (clinical) 


• The Clinical Director of Quality and Provider Management (clinical) 


• A Locality Council Committee Chair (clinical) 


• The Medicines optimisation lead/Clinical Representative from STAMP 
(clinical) 


• The Governing Body Lay Member with responsibility for Public Involvement 
(non clinical) 


• A representative from Healthwatch (non clinical) 


• An Allied Healthcare Professional (clinical) 


• The Director of Provider Management (non clinical) 


• Performance Manager Quality and Provider Management (clinical) 


 
In the event of the Chair of the Clinical Policy Committee being unable to attend all 
or part of the meeting he or she will nominate a replacement from among the 
members to deputise for that meeting.  


Page 128 







 Constitution   


 


    
    


 
Each member of the committee should attend no less than 75% of the meetings 
held each year. The committee will review its members’ attendance annually.  
In addition to the members of the committee listed above the Chair would be 
expected to invite other members of the senior team to routinely attend the meetings 
of the Clinical Policy Committee.  
 
3. Secretary 
 
The Secretary will be responsible for supporting the chair in the management of 
clinical policy business and for drawing the committee’s attention to best practice, 
national guidance and other relevant documents, as appropriate.  
The minutes for the Clinical Policy Committee need to be of the highest standard 
and therefore senior secretarial support will be made available to these panels. 
 
4. Quorum 
 
In order for the meeting to be quorate at least 5 members should be present, the 
majority of the members present shall be clinical with at least one clinical member 
being a GP, and either the Lay Member for Public Involvement or the Healthwatch 
representative shall be present. If the meeting does not have a quorum within thirty 
minutes of its planned start the chair of the meeting must adjourn it.   


5. Frequency and notice of meetings 


The Clinical Policy Committee shall meet a minimum of six times a year.  
A meeting of the Clinical Policy Committee can be called with a minimum of seven 
days’ notice. The agenda and papers will be made available to the committee’s 
members one week before the time of the meeting.  


6. Remit and responsibilities of the committee 


The role of the Clinical Policy Committee includes the development of clinical and 
effective use of resources policies, and the dissemination of NICE and other national 
guidance.  
The Governing Body has conferred or delegated the following functions (connected 
with the Governing Body’s main functions) to its Clinical Policy Committee:  


• The setting of clinical and effective use of resources policies including 
prescribing policies 


• The reviewing of Greater Manchester clinical policies and providing advice to 
the Governing Body 


• The provision of advice to the Governing Body on the latest clinical evidence 
in decision-making including the gaps, risks, and potential costs 
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• The prioritisation of clinical policy implementation 


• The provision of advice to the Quality and Provider Management Committee 
on NICE quality standards 


• The review and dissemination of NICE guidance 


• The assurance of NICE guidance 


 The assurance that decisions are made on best evidence  


7. Relationship with the Governing Body 
The minutes of the Clinical Policy Committee shall be formally submitted to the 
Governing Body in a timely manner. It is the Governing Body which remains 
ultimately responsible for clinical policy within the NHS Stockport Clinical 
Commissioning Group. 
 
8. Policy and best practice 
The Clinical Policy Committee will endeavour to apply best practice in its decision-
making at all times.  
The committee will have full authority to commission any reports or surveys it deems 
necessary to help it fulfil its obligations. 
 
9. Conduct of the committee 
 
The Clinical Policy Committee will, at all times, conduct its business in accordance 
with the NHS Stockport Clinical Commissioning Group’s Code of Conduct. This 
Code of Conduct has at its foundation the Nolan Principles which are:  


• Selflessness 


• Integrity 


• Objectivity 


• Accountability 


• Openness 


• Honesty 


• Leadership 


The Clinical Policy Committee will review its own performance, membership and 
these Terms of Reference no less frequently than annually. Any changes resulting 
from such a review will be reported to the Governing Body for approval. 
 
Date agreed: 27 August 2014 
 Formatted Table
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Appendix J:  
Quality and Provider Management Committee 


Terms of Reference 
 
 


1. Introduction 
 


 The Quality and Provider Management Committee (the Committee) is established in 
accordance with NHS Stockport Clinical Commissioning Group’s (CCGs) Constitution, 
Standing Orders and Scheme of Delegation.  
 
The Committee is accountable to the Governing Body for monitoring the quality of 
commissioned services service providers, for initiating performance interventions, and for 
advising on the negotiation of contracts and variations. 
 


2. Membership  
 


 The Committee shall be appointed by the CCG as set out in the CCG’s constitution and 
may include individuals who are not on the Governing Body. 
 
The membership of the Committee will be as follows:  
 


- the Chair of the Committee will be the Nurse Lay Member of the Governing Body 
- the Clinical Director for Quality & Provider Management (or a nominated deputy 


who is also a practising GP) 
- a Locality Council Committee Chair 
- the Lay Member with a remit for Public and Patient Involvement  
- the Safeguarding Lead Nurse  
- the Director of Quality & Provider Management  
- the Senior Quality and Commissioning Manager  
- a Nurse or Allied Healthcare Professional who is not an employee of NHS 


Stockport CCG nor a member of its Governing Body  
- a Healthwatch committee representative 
- the Clinical Director, Public Health 


 
 
In the event of the Chair of the Quality and Provider Management Committee being 
unable to attend all or part of the meeting he or she will nominate a replacement from 
among the members to deputise for that meeting. 
 
Each member of the Committee should attend no less fewer 75% of the meetings held 
each year. The Committee will review its members’ attendance annually. 
 
In addition to the members of the Committee listed above the Chair would be expected to 
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invite other members of the senior team when necessary, and to co-opt others as 
required, to attend the meetings of the Quality and Provider Management Committee. 
 
 
 


3. Secretary 
 


 The Secretary to the Governing Body will provide secretarial support to the Committee or 
will delegate this to an appropriate officer. 
 
The Secretary will be responsible for supporting the Chair in the management of quality 
and provider management business and for drawing the committee’s attention to best 
practice, national guidance and other relevant documents, as appropriate. 
 


4. Quorum 
 


 The quorum for the meeting shall be six of the ten members as outlined in section 2, and 
shall have a clinical majority in attendance with at least one GP in attendance. 
 
If the meeting does not have a quorum within thirty minutes of its planned start the Chair 
of the meeting must decide to adjourn the meeting or to proceed and ensure all decisions 
are ratified by clinical members not in attendance. 
 


5. Frequency and notice of meetings 
 


 The Quality and Provider Management Committee shall meet a minimum of eight times a 
year.  
 
A meeting of the Quality and Provider Management Committee can be called with a 
minimum of seven days’ notice. The agenda and papers will be made available to the 
Committee’s members one week before the time of the meeting. 
 


6. Remit and responsibilities of the committee 
 


 The role of the Quality and Provider Management Committee includes providing 
assurance on the quality of services commissioned and the promotion of a culture of 
continuous improvement and innovation with respect to the safety of services, to clinical 
effectiveness, and to patient experience. 
 
The Governing Body has conferred or delegated the following functions (connected with 
the Governing Body’s main functions) to its Quality and Provider Management 
Committee: 
 


- to advise on the development of contracts and contract variations 
- to monitor the quality and performance of all commissioned providers 
- to monitor Safeguarding risks and specifically  the routine monitoring and 


oversight of protection policies for children and vulnerable adults 
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- to instigate performance intervention in line with the quality strategy and contract 


clauses 
- to identify major quality improvement requirements and to escalate when 


necessary  
- to develop policies and strategies related to its area of responsibility 
- to monitor the improvement plans following third-party inspections and own 


service reviews. 
 
The duties of the Quality and Provider Management Committee will be driven by the 
priorities for NHS Stockport Clinical Commissioning Group and any associated risks or 
areas of quality improvement. The committee will operate a work plan that is flexible to 
new and emerging priorities and to threats to optimum service delivery and quality of 
services.  
 
In addition the Committee will support the organisation in the following ways: 
 


- by seeking  assurance that the commissioning strategy for NHS Stockport Clinical 
Commissioning Group fully reflects all elements of quality (patient experience, 
effectiveness and patient safety), keeping in mind that the strategy and response 
may need to adapt and change 


- by providing assurance that commissioned services are being delivered in a high 
quality and safe manner, ensuring that quality sits at the heart of everything the 
clinical commissioning group does. This includes jointly commissioned services  


- by establishing clear priorities for the development of Commissioning for Quality 
and Innovation (CQUIN) schemes  


- by overseeing and being assured that the effective management of risk is in place 
to manage and address clinical governance issues 


- by having oversight of the process and compliance issues concerning serious 
incidents; by being informed of all Never Events and informing the Governing 
Body of any escalation or sensitive issues in a timely manner 


- by seeking assurance on the performance of its provider organisations in terms of 
the Care Quality Commission, Monitor, and any other relevant regulatory bodies 


- by receiving and scrutinising independent investigation reports relating to patient 
safety issues and agreeing publication plans 


- by ensuring that a clear escalation process, including appropriate trigger points, is 
in place to enable appropriate engagement of external bodies on areas of concern 


- by considering and reviewing qualitative and quantitative data on its provider 
commissioned organsaitions   


- by considering reports on exceptions to performance standards or to the 
specification of services. 


 
7. Relationship with the Governing Body 


 
 The Quality and Provider Management Committee shall formally submit a Quality Report 


to each meeting of the Governing Body. 
 
It is the Governing Body which remains ultimately responsible for quality and provider 
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management within NHS Stockport Clinical Commissioning Group. 
 
 
 
 


8. Policy and best practice 
 


 The Quality and Provider Management Committee will endeavour to apply best practice 
in its decision-making at all times. 
 
The committee will have full authority to commission any reports or surveys it deems 
necessary to help it fulfil its obligations. 
 
 


9. Conduct of the committee 
 


 The Quality and Provider Management Committee will, at all times, conduct its business 
in accordance with NHS Stockport Clinical Commissioning Group’s Code of Conduct. 
This Code of Conduct has at its foundation the Nolan Principles which are: 
 


- selflessness 
- integrity 
- objectivity 
- accountability 
- openness 
- honesty 
- leadership. 


 
The Quality and Provider Management Committee will review its own performance, 
effectiveness and membership and these Terms of Reference no less frequently than 
annually. Any changes resulting from such a review will be reported to the Governing 
Body for approval. 
 


 
 
 
 
 
 


Version 1.8 
To be reviewed: August 2015 
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1. Introduction 


 
The Remuneration Committee (the committee) is established in accordance with 
NHS Stockport Clinical Commissioning Group’s constitution, standing orders and 
scheme of delegation. These terms of reference set out the membership, remit, 
responsibilities and reporting arrangements of the committee and shall have effect 
as if incorporated into the clinical commissioning group’s constitution and standing 
orders.  
 


 
2. Membership  


 
The committee shall be appointed by NHS Stockport Clinical Commissioning Group.  
 
It is only the members of the Remuneration Committee who have the right to attend 
the meetings of the committee. Other individuals such as the Accountable Officer, 
any Human Resource lead, Staff Side or LMC representatives and external advisers 
may be invited to attend for all or part of any meeting as and when appropriate. 
 
No individual should be in attendance for discussions or decisions concerning their 
own remuneration and terms of service. If this means that the meeting becomes non-
quorate then the Chair will adjourn the meeting until a date and time when the 
meeting will be quorate. 
 
The Chair of the Remuneration Committee will be the Lay Member who leads on 
audit, remuneration and conflict of interest issues. 
 
The other members of the Remuneration Committee will be: 
 
- a Locality Council Chair approved by the Governing Body (Vice-chair of 


Remuneration Committee) 
- the Lay Member for Patient and Public Participation 
- a Clinical Director 
- the Chief Operating Officer 
- the Chief Finance Officer 
- the Secondary Care Consultant.  


 
 


3. Secretary 
 


The Secretary to the Governing Body will provide secretarial support to the 
committee. 
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The Secretary will be responsible for supporting the chair in the management of 
remuneration business, for the taking of formal minutes, and for drawing the 
committee’s attention to best practice, national guidance and other relevant 
documents, as appropriate. 


4. Quorum 
 
The quorum for the meeting shall be three of the six members as outlined in section 
2 and must include either the Chair or Vice-chair. 
 
If the meeting does not have a quorum within thirty minutes of its planned start the 
chair of the meeting must adjourn it. 


  
 


5. Frequency and notice of meetings 
 


The Remuneration Committee shall meet a minimum of once a year.  
 
A meeting of the Remuneration Committee can be called with a minimum of seven 
days’ notice. The agenda and papers will be made available to the committee’s 
members one week before the time of the meeting. 
 


 
6. Remit and responsibilities of the committee 


 
The committee shall make recommendations to the governing body on 
determinations about pay and remuneration for employees of the NHS Stockport 
Clinical Commissioning Group, for people who provide services to the NHS 
Stockport Clinical Commissioning Group, and for allowances under any pension 
scheme it might establish as an alternative to the NHS Pension Scheme.  
 
The Remuneration Committee will: 
 
- review the performance of the Accountable Officer and other senior team 


members and determine annual salary awards (if appropriate) 
- consider the severance payments of the senior staff (including the Accountable 


Officer), seeking HM Treasury approval as appropriate in accordance with the 
guidance Managing Public Money 


- provide for the Governing Body an opinion on any salary and benefits framework 
which may be introduced to replace Agenda for Change. 
 


 
7. Relationship with the Governing Body 


 
The recommendations of the Remuneration Committee shall be presented as soon 
as practicable to the Governing Body. Any recommendation agreed by the 
Remuneration Committee will require ratification by the Governing Body as it is the 
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Governing Body which remains ultimately responsible for taking decisions on the 
remuneration, allowances, and terms of service of the senior team members. 
 
The minutes from the relevant meeting of the Governing Body will record the 
remuneration decisions made. 
 
The Remuneration Committee shall ensure that Governing Body members’ 
emoluments are accurately reported in the required format within the annual report 
of the NHS Stockport Clinical Commissioning Group, and that the composition of the 
committee is correctly disclosed in the annual report. 


 
 


8. Policy and best practice 
 


The Remuneration Committee will endeavour to apply best practice in its decision-
making at all times. For example the committee will: 
 
- comply with current disclosure requirements for remuneration 
- on occasion seek independent advice about remuneration for individuals 
- ensure that decisions are based on clear and transparent criteria.  
 
The committee will have full authority to commission any reports or surveys it deems 
necessary to help it fulfil its obligations. 
 


 
9. Conduct of the committee  


 
The Remuneration Committee will, at all times, conduct its business in accordance 
with the NHS Stockport Clinical Commissioning Group’s Code of Conduct. This 
Code of Conduct has at its foundation the Nolan Principles which are: 
 
-       selflessness 
-       integrity 
-       objectivity 
-       accountability 
-       openness 
-       honesty 
-       leadership. 
 
The Remuneration Committee will review its own performance, membership and 
these Terms of Reference no less frequently than annually. Any changes resulting 
from such a review will be reported to the Governing Body for approval. 
 
 
Approved: 12 February 2014 
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Version Control Document 
 
Amendment History: 
 


Date Version Author Changes 
30.04.2012 2.1 Tim Ryley Major re-ordering from version 1 as result of 


model constitution publication 
21.05.2012 2.2 Tim Ryley Various from first read through by senior staff  
21.05.2012 2.3 Tim Ryley Inclusion of Practice Members List 


14.06.2012 2.4 Tim Ryley Completion of Standing Orders and comments 
from Senior managers 


22.06.2012 2.5 Tim Ryley Inclusion of SOD and SFI and changes 
proposed by finance 


4.07.2012 2..6 Tim Ryley Reflecting first feedback from LMC 


26.07.2012 2.7 Hempsons & 
internal Audit 


Reflecting advice to the CCG from Hempsons, 
Internal Audit and Governing Body members 


3.08.2012 2.8 Tim Ryley Final minor changes agreed with LMC and 
Governing Body,  and the Memorandum of 
Organisation removed to separate document 


24.10.2013 3.0 Paul Pallister Revisions made including reflecting guidance 
from NHS Commissioning Board 


28.08.2014 4.0 Paul Pallister Revisions proposed to Governing Body on 10 
September 2014 


 
 
Distribution: Controlled copy stored on NHS Stockport CCG’s SharePoint site.  
 


Page 139 





		Email: stockportccg.communications@nhs.net




_1471349507.pdf


Elaine Whittaker 28th August 2014 


Enhanced Support Team (DN/REaCH Integrated EoLC Team) 
 
Background 
In December 2013 a pilot commenced in M&W locality to deliver EoLC to patients in the last 
weeks/days of life from an integrated team consisting of the District Nursing and REaCH staff 
working together to manage patients on an end of life care pathway. A second EoLC team 
commenced working together in January 2014 in the Stepping Hill Victoria locality. The pilot 
aimed to increase the level of support in the community utilising existing services and skill base 
working differently.   
 


Problem 


 In Stockport 70% of expected deaths occur in hospital and lack of capacity in the 
community is one of the contributing factors.   


 District Nursing is a core generalist EoLC provider and DN service lacks capacity to meet 
demand  


 Assistant Practitioners in Reablement and Care at Home (REaCH) service are trained 
and experienced but not able to maintain competencies within existing SMBC structure 
– they have no access to clinical supervision by the service therefore not able to utilise 
all skills at AP level (Band 4) 


 


Resolution 


 REaCH Assistant Practitioners are experienced and able to provide additional Band 4 
capacity for the DN service.   


 REaCH staff trained and have EoLC skills that can be utilised with appropriate 
governance arrangements 


 The DN service will provide clinical supervision/sign off of competencies for REaCH 
Assistant Practitioners 


 Staff from both services will be integrated and be located together; DN service receives 
the referral, assesses patients and allocates cases to the REaCH staff.   


 Joint management by Band 6 DN /REaCH  Manager  


 REaCH staff attend all DN contact meetings to discuss cases and agree level of support 


 Service in place in 2 localities – Marple & Werneth and Stepping Hill Victoria 
 


 Benefits 


 More people are supported to die at home if that is their wish deflecting activity from 
the hospital  


 Continuation of the service for a longer period will provide additional quantitative and 
qualitative data for a more in depth evaluation and analysis of secondary care 
deflection 


 The service will continue to develop and work more effectively and will encompass 
supporting people with complex needs requiring intense support  


 Relationships, confidence/trust between staff and providers will become more 
embedded thus improving effectiveness. 


Learning 


 The new way of working takes time to embed and for the individual staff groups to gain 
trust and respect for each other  


 A Education and training plan for EoLC would be beneficial for staff    







Elaine Whittaker 28th August 2014 


 Patient information/leaflet needed for the substantive service – to provide 
patients/relatives with information specifically about  the Enhanced Support Team and 
their role (when staff said they were from REaCH people looked the REaCH service up 
and saw that it is a reablement service and were concerned about the appropriateness 
of the support for their loved one) 


 Engagement/Communication with staff/GPs about the service would be beneficial for 
full roll out 


 
Feedback from staff/services/relatives/carers 
The feedback from all staff is positive this includes staff working within the pilot and other staff 
groups/clinicians with a realization of the benefit to both services and patients/families. There 
have been numerous letters of appreciation from relatives stating how valued the service was 
to them and how this supported their loved one to remain at home.   
 


Progress to date 
The funding for the two teams originated from the demonstrator funding, this enabled the 
services to be delivered up to 31st March 2014.  
 


In April 2014 an agreement was made to continue to fund the service in both localities, this 
decision to fund at risk was made until a firmer decision could be agreed about future funding.  
The Business case which was approved on 9th July 2014 included proposed funding for full scale 
roll out of this service across Stockport and work is underway to implement across all localities. 
 
Activity and data 
Activity data shows the positive effect delivering enhanced EoLC support to people in the 
community is having on reducing expected hospital deaths 
 
Activity from Dec 2013 – present – Marple & Werneth and Stepping Hill Victoria Localities 
 
The number of deaths the service was involved with is 56 patients – of which: 


- 49 died at home 
- 4 died in a hospice 
- 3 died in hospital 


 
Which shows a 92% deaths at home outcome (8% deaths in hospital)  – this is a tremendous 
turnaround from our baseline of 70% of people on an end of life care pathway dying in 
hospital.  
 
Next steps 
Going forward the 3rd and 4th locality roll out is being planned and the service will be fully 
operational across Stockport by December 2014. 
 
Investment to date 
Initial funding came from the Demonstrator this was: £78k 
 
The CCG investment for 2014 to date: £143k April 2014 – March 2015 
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Actions arising from Governing Body Part 1 Meetings 
 


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


020414 Actions Arising 
To bring the output from the NWAS ‘deep 
dive’ exercise (once received) 
 


46/14 9 July 
10 September 


M Chidgey 
Update: This is included within today’s Quality 
Report 


030514 Strategic Performance Report 
To provide an update from the Quality and 
Provider Management Committee following 
its review of the IAPTS plans 
  


75/14 9 July 
10 September 


M Chidgey 
Update: this is included within today’s Quality 
Report 


060514 Report of the Chief Clinical Officer 
To bring to the Governing Body options for 
the vacant clinical director role 
 


79/14 10 September R Gill 
Update: This is included in today’s report on the 
proposed changes to the Constitution 


070514 Report of the Chief Operating Officer 
To bring to the Governing Body for sign-off 
the Stockport Incident Response Plan (once 
available) 
 


80/14 13 August 
10 September 


G Mullins 
Update: the plan was tested on 3 September 
through ‘Operation Mallard’ 
 
 
 


NHS Stockport Clinical Commissioning Group  
10 September 2014  
Item 4 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


110514 Any Other Business 
To share details of the merger of the Greater 
Manchester and the Cheshire and 
Merseyside Commissioning Support Units 
(once known) 
 


85/14 13 August 
10 September 


G Mullins 
 


030614 Report of the Chief Clinical Officer 
To bring a proposed model for primary care 
 


106/14 8 October 
12 November 


R Gill 


010714 
 
 
 


Resilience and Compliance Report 
To inform the members if staff working with 
vulnerable people are allowed to carry out 
their role whilst awaiting their DBS certificate 
  


118/14 10 September M Chidgey 
Update: It is confirmed that staff can continue 
duties pending a certificate if a risk assessment 
has been undertaken and appropriate mitigating 
action undertaken 
 


020714 
 
 
 


Finance Report 
To suggest the available options for 
mitigating the organisation’s financial risks 


121/14 10 September G Jones 
  


030714 
 
 


Report of the Chief Operating Officer 
To circulate to the members the CCG’s 
Healthier Together consultation plan   
 


125/14 10 September G Mullins 
Update: Below is the CCG’s Healthier Together 
Communications and Engagement Plan, the three 
month calendar, and an update on the 
consultation activity being undertaken.   
 
 
 
 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


 
 


Healthier Together 
comms and engagement plan.docx


3 month Comms  
Engagement Plan V2.docx


Consultation activity 
update 1 - 24 7 14.docx
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Chief Operating Officer’s 
update  
Chief Operating Officer’s update to the September 2014 
meeting of the Governing Body 


 
NHS Stockport Clinical Commissioning Group will allow  


people to access health services that empower them to 
 live healthier, longer and more independent lives. 


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


Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 
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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. Enhanced Support Services for Adults with a Learning Disability 
2. Healthier Together Consultation 
3. Update on Co-Commissioning  
4. Technology Fund Application 


 
 
 
 
 
 
 
 


What are the likely impacts and/or implications? 


 
 
 
 


How does this link to the Annual Business Plan? 


 
Supports delivery. 
 


What are the potential conflicts of interest? 


 
None 
 


Where has this report been previously discussed? 


 
Directors 
 


Clinical Executive Sponsor: Ranjit Gill 


Presented by: Gaynor Mullins 


Meeting Date: 10th September 2014 


Agenda item: 13 
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Chief Operating Officer Update 
 


1.0 Purpose 
 
1.1 This is the report of the Chief Operating Officer to the Governing Body 


for September 2014. 
. 


2.0 Enhanced Support Services for Adults with a Learning Disability 
2.1 The Learning Disability (LD) Enhanced Support Service (ESS) is a 


service provided by Calderstones Partnership NHS Foundation Trust 
which supports people with a learning disability with complex and/or 
challenging behaviours and/or offending behaviour who no longer 
require medium or low security but require relational security as part of 
a discharge pathway.  The commissioning and contractual 
responsibility migrated to CCGs  1st April 2013.  An LD ESS Steering 
Group was established.  This group identified a number of areas where 
improvement was required in order to have greater adherence to 
national directives for people with LD.  The recommendation of the 
Steering Group was to move to a cost per case commissioning model 
which would ensure a shift to person-centred care planning, enable 
greater choice and value for money.  A common approach has been 
agreed across all CCGs who commission with the intention to 
decommission the current ESS and move to a cost per case model.  
The CCG Management Team have supported this commissioning 
intention.  


 
3.0 Healthier Together 
3.1      Governing Body members will be aware that the Healthier Together  


Consultation was launched on the 8th July 2014 until 30th September 
2014. 


 
3.2     Members will have received an update on activities planned throughout  


the consultation and a further update is provided below. 
 
3.3       So far in Stockport: 
 


• Circa 7000 consultation documents and questionnaires have been 
distributed by the CCG. The HT central team have also distributed 
documents across Stockport.  


• 11 meetings to discuss Healthier Together have taken place with 
the public  


• 3 staff briefings taken place at Stepping Hill Hospital  
• 10 engagement opportunities at supermarkets and hypertension 


campaign sessions 
 
3.4       A public consultation meeting was held at the Alma Lodge on 12th  


August which was attended by 92 people.  Four further events are 
planned: 
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• 4th September, Public listening event 7-9pm at The Village Hotel, 
Cheadle 


• 4th September, Briefing for member practices  
• 9th September, Travel & Transport stakeholder event (invitation 


only) 
• 24th September, Public listening event 5-7pm at Stockport County 


(Edgegley Park) 
• 25th September, Public debate in Stockport, 7-9pm Stockport 


College 
•  8 additional meetings with local groups 


 


4.0 Co-Commissioning 
4.1 Governing Body members will re-call that the CCG made an 


application to co-commission primary care general practice services.  
Our application requested that we operate at ‘level 3’ which essentially 
means that we would plan primary care services, jointly decide issues 
such as practice splits, have a greater influence in areas such as 
premises developments and Directed Enhanced Services.  Over time, 
we may request that elements of the primary care budget are devolved 
to us. 


 
4.2 The LMC were supportive of our application, and I am pleased to 


inform the CCG Governing Body that we were approved.  We are 
working through the detail of how this will work in practice and will 
provide further update reports. 


 
5.0 Technology Fund Application 
5.1 Representatives from the CCG and Local Authority were invited to 


attend a panel interview at the Health & Social Care Information Centre 
in Leeds during August, as part of the bidding process for national, 
Technology Fund monies. The invitation was the result of a successful, 
first round application process. The Stockport economy is bidding for a 
total of approximately £1m spread across two years to support the 
implementation of an Integrated Digital Care Record across Health & 
Social Care. The CCG has also added it’s support to a South Sector 
bid to the same national fund for a joint hospital records system 
procurement across the South Sector Acute Hospitals. 220 applications 
nationally will be assessed and a panel decision on who will receive 
funding is due to be made in September 2014, with funds likely to be 
released from October. 
 


6.0 Action requested of the Governing Body 
1. To ratify the commissioning intention for the LD ESS in 2.  
2. To note items 3-5 in the report. 
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Attendance:  Steve Allinson  NHS Tameside & Glossop CCG 
   Trish Anderson  NHS Wigan Borough CCG 
   Ivan Benett  NHS Central Manchester CCG for I Williamson/M Eeckelaers 
   Wirin Bhatiani   NHS Bolton CCG 
   Julie Daines  NHS Oldham CCG 
   Tim Dalton  NHS Wigan Borough CCG 
   Steve Dixon  NHS Salford CCG  for Alan Campbell/Hamish Stedman 
   Chris Duffy (Chair) NHS Heywood, Middleton & Rochdale CCG 
   Warren Hepolette Health & Social Care Reform GM 
   Gary Jones  NHS Stockport for Gaynor Mullins/Ranjit Gill 
   Joe McGuigan  NHS Trafford – for Gina Lawrence/Nigel Guest 
   Wendy Meredith Bolton Council – Public Health 
   Lesley Mort  NHS Heywood, Middleton & Rochdale CCG  
   Stuart North   NHS Bury CCG 
   Kiran Patel  NHS Bury CCG 
   Jane Pilkington  NHSE – for Rob Bellingham 


Jenny Scott NHS England – specialized Commissioning (attended for 


spec comm item only) 
   Bill Tamkin  NHS South Manchester CCG 
   Clare Watson  NHS Tameside & Glossop CCG 
   Martin Whiting   NHS North Manchester CCG 
   Leila Williams  Service Transformation 
    
 
Apologies:  Rob Bellingham  Greater Manchester LAT 
   Alan Campbell  NHS Salford CCG 
   Andrea Dayson  GM Association of CCGs 
   Alan Dow  NHS Tameside & Glossop CCG 
   Michael Eeckelaers  NHS Central Manchester CCG 
   Ranjit Gill  NHS Stockport CCG 
   Denis Gizzi  NHS Oldham CCG 


Nigel Guest  NHS Trafford CCG 
Alex Heritage  Service Transformation 


   Gina Lawrence  NHS Trafford CCG 
   Gaynor Mullins  NHS Stockport CCG 
   Hamish Stedman NHS Salford CCG 


Ian Wilkinson   NHS Oldham CCG 
   Ian Williamson  NHS Central Manchester CCG 
 


GM ASSOCIATION OF CCGs: Association Governing Group (AGG) 


Tuesday, 5 August 2014, 1:30 – 5:30pm 


SALFORD & WORSLEY SUITES, ST JAMES’S HOUSE, SALFORD 


AGG SUMMARY 
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In Attendance:  Helen Hosker  NHS 111 GM Clinical Lead/NHS Central Manchester CCG 
Sharon Martin  NHS Bury CCG 


   Dr Stephanie Gomm Consultant in Palliative Medicine/Clinical Lead  
    Palliative Care & EOLC, SCN   
 Elaine Parkin  Strategic Clinical Network  


Kim Wrigley  Strategic Clinical Network 
Abdul Amin  Strategic Clinical Network 


   
 
 
 
The Chair welcomed all to the meeting and introductions were made. 
 
 
 
 
The minutes of the last meeting were accepted as an accurate record of the previous meeting but with 
the following noted: 
 
Page 7: (111 Service) Action: All agreed to extend OOH contracts as recommended until end March 2016 
Bolton and Wigan indicated that they were not in a position to do so.  It was noted that there is 
flexibility to make alternative arrangements and ensuring the maintenance of services was the main 
issue.    
 
Page 18: (MIB 1:28 Midwife to Birth Ratio) Actions 
At the last meeting members had voted in majority to support Option 2 without top up funding.  
Subsequently, Su Long emailed Hamish Stedman to clarify the actions to be taken: 


 AGG to send a letter to all Trusts confirming the expectation of the ratio and seeking 
improvement in performance from those Trusts not achieving the ratio 


 CFOs to coordinate this work across providers on tariff vs cost and explore the potential for a 
risk share 


 Collate evidence on outcomes at the current different midwife:birth ratios – suggestion that 
HoCs to work with the SCN 


It was felt in the absence of these specific actions then no changes would occur.  It was recognised that 
evidence is required before there can be a move away from the ratio.  It was explained that the real 
focus is on does each unit have the right number of midwives for the birth number/case mix.  However, 
until such evidence was available it was felt the ratio should remain although it is not a KPI in the 
contract.  As the AGG had made the decision to support the ratio at the last meeting the letter should be 
prepared for all to comment upon.    
  
 
 
 
 
 
 


1. WELCOME & APOLOGIES FOR ABSENCE 


2.  MINUTES OF THE LAST MEETING (1.7.14) 


ACTION: SL to draft letter to Trusts for AGG members to comment/review 
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Action Log 
In addition to the above, a review of the Action Log was commented upon as follows:-  
Minutes of previous meeting (June) item 3.1 – Transport Terms of Reference: 


 The Healthier Together Transport Group ToR had been received and the ToR for the proposed 
new Transport Group is outstanding.  AD to chase up as an outstanding action. 


 
 
 
 
Minutes of previous meeting (June) item 4.3 – Primary Care Budget: 


 Action completed 
 
Item 3.1 Healthier Together 


 IW action completed 


 Noted the leaflet distribution did not occur 
 


Item 3.2 NHS 111 Service 


 Included as an agenda item 
 
Item 3.4.1 H&SCR 


 Away Day topics noted 


 WH to attend noted 
 
Item 3.5 Fire & Rescue Service 


 Recommendation 1 – letter completed 


 Recommendations 2 & 3 – further work to be undertaken 


 Nominations for Project Board to be revisited at a future meeting – noted 


 Peter O’Reilly to be invited to a future meeting – AGG forward plan 
 
Item 4.2 GP IT 


 Included as an agenda item 
 
Item 7.1 Operational  Resilience 


 Action completed 
 
 
 
 
 
3.1 PUBLIC HEALTH GM PLAN 
Wendy Meredith presented an overview of the GM Public Health Strategic Framework.  The key 
messages described as follows:- 


 Not a ‘health services’ strategy – the public’s health is the responsibility of all agencies and not 
solely the remit of the NHS. 


 Not about more money but changing every day practice to embed actions across the public 
sector needed to sustain and improve the public’s health. 


3. STRATEGIC WORK PROGRAMMES 


ACTION: AD to chase up the outstanding ToR 
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 Concentrate on reducing ill health by mobilising actions of public, private and third sector. 


 Small number of actions at GM level – additional value.  Does not replace district level health 
and wellbeing strategies. 


 Owned and managed by GM Directors of Public Health. 
Engagement undertaken which included interviews with providers, commissioners and influencers, 
event attended by all sectors led to a number of priority areas identified for action:- 


 Children & Young People 


 Environment 


 Works, skills and income 


 Primary Care 


 Mental wellbeing 


 Resilience – community and individual 
 
 
RECOMMENDATIONS: The AGG was asked to consider if the Public Health Strategy:- 


1. Do the themes identified support your priorities for improving the public’s health? 
2. How would you like to be involved in strategy development? 
3. How can public health support you in primary care commissioning/development? 


 
 
 
 
 
3.2 HEALTH & SOCIAL CARE REFORM 
NEXT STEPS FOR GM HEALTH & SOCIAL CARE REFORM & GOVERNING OF GM H&SC (ToR for Partnership 
Advisory Group) 
Presented by Warren Hepolette to describe the progress to date across key areas of work and propose a 
series of strategic objectives to support full realisation of ambitions.  The papers also included the Terms 
of Reference for the new Partnership Advisory Group. 
 
Progress to date: 


Integrated Care Development – All localities are now progressing plans to extend their integrated care 
arrangements beyond initial pilot neighbourhoods and cohorts. Health & Wellbeing Boards in each 
district have driven those ambitions and provided the overarching leadership and governance to secure 
that progress. In many places the Better Care Fund represents only a minority component of the 
organisation and scale of integration locally as economies have extended those principles to apply the 
local model across the entire borough.  Partners in each place have tested their processes for stratifying 
and responding to risk, frailty and vulnerability to inform those expansion ambitions. Integrated multi-
disciplinary teams in localities (often at the neighbourhood level) are responding to the priorities 
expressed through that risk stratification and providing joined up assessment, care planning and care 
delivery for increasing numbers of people. Early signs are emerging of positive impacts on emergency 
and urgent care services which can be tested and developed through the deeper evaluations progressing 
in localities.  
 
Primary Care Developments- The process initiated through NHS England’s Area Team established six 
demonstrator communities trialling innovative solutions in Primary Care across GM. The pilots 


ACTION:  WM to present the full strategy to a future meeting 
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commenced in late 2013, initially covering a population of 377,000 with a combined budget of £2million. 
Plans to extend those demonstrators to reach 1m of the GM population will be realised in December 
this year.  NHS England has commissioned a robust formal evaluation of benefits realisation to aid future 
commissioning and prioritisation.  A Primary Care Transformation Steering Group has been established 
to bring together CCGs, Local Professional Networks, NHS England and local government partners to 
drive our ambitions for primary care transformation.  
 
Healthier Together – Hospital Changes-  For hospital services, we are proposing changes to A&E, acute 
medicine, and general surgery. To provide the best medical teams from separate hospitals will be 
combined into Single Services. This would mean providing care at two types of hospital: a local General 
Hospital and a Specialist Hospital. Both types of hospital will work together and be staffed by a single 
team of medical staff.  For a small number of patients (those who are the most unwell) a smaller 
number of hospitals will provide the most specialised care. These Specialist Hospitals will provide 
emergency and high-risk general surgery as well as the services a local General Hospital provides.  The 
12 Clinical Commissioning Groups will be making a decision on the way these hospital services are 
organised and have now launched a formal public consultation on these proposals. AGMA and the CCGs 
jointly agreed system principles to guide the whole programme of Health & social care reform and in 
June AGMA formally supported the premise of the consultation and the case for change being consulted 
upon. 


Complex Dependency - Greater Manchester partners are working together to jointly define the complex 
dependency cohorts to focus on, including health partners, housing providers, colleges, police and local 
authorities.  This involves defining and identifying the most costly and most dependent families and 
individuals, their most common issues, and the metrics that indicate the families require more intensive 
support.   Work to date to cohort suggests that issues associated with complex dependency broadly fall 
into the following four domains: (1) employment and low skills (2) crime and offending (3) health (4) 
children and young people. Work is underway to quantify those issues in the population and better 
understand how to identify individuals.  New delivery models for complex dependency will be co-
designed with partners, based on the PSR principles and Troubled Families ways of working set out 
above. 


Priorities for 2014/15 


There are clear priorities in relation to each of the areas which will need to be progressed.  The priorities 
suggested below, therefore whilst presenting recognisable and logical next steps could be characterised 
as part of a more radical strategy for public service reform: 


 Effectively aligning Health & Social Care with Complex Dependency – there are four key 
elements which will assist in bridging the work on H&SC and complex dependency:- 


o Developing population insight 
o Behaviour change 
o Asset based development 
o Mental health & work 


 Implementation of the New Delivery Models for Integrated Care – the Integrated Care Steering 
Group has identified priority themes to support collective working which includes models of 
contracting and finance, IT and data sharing, cost benefit analysis and workforce.  A Sector Led 
Improvement (SLI) approach to the H&SC agenda would build a mutually supportive 
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improvement network.  There is a plan to support H&WBB from a small pot of residual funding.  
The H&WBB support work is being supported by NW Employers and therefore links are starting 
to be made across this work, SLI and wider public sector reform work. 


 The Development of the Primary Care Provider Organisations – the development of federated 
approaches to primary care delivery represent an exciting innovation which will maximise the 
assets drawn from primary care expertise in each locality as well as supporting resilience and 
new opportunities through collaboration across the sector.  It is proposed that we engage with 
the new Federations in relation to their immediate leadership development for example: 


o Supporting the opportunities for the groups to engage with each other as peers which 
has not yet been suggested, but very clearly aids leadership across other sectors  


o Exploring the potential for them to benefit from more structured leadership 
development opportunities through AQUA and the NHS Leadership Academy etc 


 The Development of the Single Service Concept across partner Acute Trusts – the formation of 
single service teams will ensure:- 


o Equitable access to specialist services for all patients in the sector 
o Ease of transfer for patients who require escalation or de-escalation between sites 
o Equality of standards and outcomes for patients across the sector 


To secure these objectives the Single Service are developing shared: 
o Performance framework 
o Governance and accountability framework 
o Training and education programme 


 Supporting the Workforce Transformation to the new models of care – the key challenges 
relate to: 


o The shift from a focus on individual episodes, often as part of a hospital team to 
managing multi-morbidities in communities and people’s homes as part of multi-
disciplinary teams 


o Addressing the mismatches in the locations of the current workforce and where care is 
needed. For example while the need for community will grow, the number of District 
Nurses nationally has fallen by 38% between 2001-2011 


o Across the medical workforce the NHS is forecasting an oversupply of hospital doctors 
and an under supply of GPs 


o The over-supply in hospitals however masks issues in key specialties including 
emergency, geriatric and psychiatric medicine 


o In social care the mismatch between supply and demand is forecast to be 1 million 
workers by 2025 with a greater shortfall of carers. 


 Strategic Engagement with Public Health England -proactively moving the point at which the 
vulnerability is identified and the response provided.  For example, the Fit For Work service is 
providing the means for GPs to identify potential risk and refer into a reliable responsive service 
to avoid what might otherwise develop as chronic need and long term worklessness.  Similarly, a 
population healthcare approach to Falls and Fragility Fractures could address the opportunity 
often missed to ensure that initiatives to prevent a first fall, or provide secondary prevention 
where a fall has occurred are systematic and routinely operated across public health, social and 
primary care, ambulance service provision etc. Public health teams locally, alongside Public 
Health England can inform and guide this approach to model the opportunities for early 
intervention and provide the evidence to inform the new delivery models which should follow. 
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This is a considerable task and will require the full representation of our current delivery 
arrangements alongside potentially entirely novel triggers of vulnerability to help us locate the 
optimal point and type of intervention. 


 Realising the strength of our academic assets - Greater Manchester has opportunities to foster, 
develop and extend innovation which are open to few other places.   Our engagement with 
MAHSC and AHSCN would look to identify population health priorities and then deliver 
demonstration projects to show proof of concept, support spread of innovative ideas, advise on 
large-scale change and build capability in improvement methods across MAHSC partner 
organisations. Working with the Institute of Population Health at Manchester University 
provides access to the latest evidence and serves as an expert resource for the development of 
research proposals to address complex population health and implementation challenges. 


 Developing the conversation with Government - The strength of leadership across Greater 
Manchester and investments in capacity ensure we are well placed to overcome many of the 
local barriers to reform and integration of services. But we cannot reform at the pace and scale 
required to meet our ambitions without significant reform from Government. Developments 
that would assist in accelerating the pace and scale of reform include:  


o Multi-year budgets  
o Retaining a share of savings achieved through reform  
o Sharing risk and reward 
o Developing new models of accountability 
o Differential devolution  


There will be clear value in engaging (recommendation 3) a range of partners beyond AGMA, CCGs and 
NHSE GM Area Team in the consideration and further development of this work including: 


o GM Directors of Social Care 
o GM Directors of Public Health 
o MAHSC and the Academic Health Science Network 
o Public Health England 


 


Partnership Advisory Group Terms of Reference 
This group is seen as a logical and necessary development of the Executive Advisory Group (EAG).  Its 
aim is to bring together representative NHS and local government leadership to coordinate and progress 
shared objectives for health and social care reform. 
 
Membership:-  


 Co-chaired by 2 nominated Chief Officers from AGMA and CCGs 


 1 additional representative each from AGMA and CCGs at Chief Officer level 


 Nominated lead DASS 


 GM Strategic Director of H&SCR 


 Director of Commissioning – NHS England Area Team 


 Chief Operating Officer – MAHSC 


 Nominated lead DPH 


 Independent Chair of the CCGs Committee in Common 


 Nominated lead FT Chief Executive 
 
Accountability:- 







 


Page 8 of 22 
 


The group is accountable to its sponsoring bodies and will report routinely through:- 


 AGG (GM Association of CCGs) 


 AGMA (through wider leadership team to the AGMA executive) 


 FT Chief Executive’s Forum 


 GM ADASS Group 


 GM DPH Group 
 


RECOMMENDATIONS 
1. That colleagues consider and discuss the issues and priorities described in this paper. 
2. That the Strategic Director, Health & Social Care Reform, be tasked with developing the priorities 


as a clear Strategic Work Plan describing objectives, deliverables, partners and capacity alignment. 
3. That the Strategic Director, Health & Social Care Reform be asked to engage more broadly to 


secure the alliances to assist delivery and maximise capacity. 
4. That the Strategic Director, Health & Social Care Reform be asked to propose developments to the 


governance of this work in the context of the priorities described. 
5. The AGG is asked to consider and recommend any changes to the proposed Terms of Reference 


for the new Partnership Advisory Group. 
 
 


 
 
 
 
 
 
 
 
4.1 GP IT 
Joe McGuigan/Stuart North presented an update on the funding issue relating to GP IT. 
The purpose of the paper is to bring all CCGs and the AGG up to an equivalent understanding of the 
work undertaken to date, the planned spending and subsequent funding gap prior to making a series of 
recommendations on how the gap of £9.6m can potentially be bridged in 2014/15. The paper also 
provides an early indication of the position for 2015/16 so that the solution can be considered and 
agreed well in advance of 1st April 2015. 
 
The 2014/15 CCG GPIT funding was based on the target operating model and has been calculated 
nationally to provide an ‘equitable allocation based funding level’ for each CCG. For Greater Manchester 
CCGs this totalled £7.3m.  The £7.3m is significantly lower than both the GPIT spending in 2013/14 and 
AT GPIT allocation in 2013/14 and there is a view that the allocation process is not sufficiently developed 
to reflect both the variety of GPIT maturity and spending in localities across the country.  ‘Transitional 
funding’ has also been made available by NHSE to allows CCGs 2 years to bring the cost of their core 
services in line with the target operating model and in theory within the primary care allocation.  Note 
that the CCGs are working without clarity of future allocations for 15/16 and the current level of £7.3m 


4.  ASSOCIATION OF CCGS 


ACTION:   


 WH is to attend the AGG Away Day which will provide opportunity for further discussion 


 WH to review the ToR in terms of membership initially followed by objective setting 
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may change further going forward so this presents a further risk that the gap for this year could be 
under-stated. 


Under the new operating model and on the basis of commitments and the 2014/15 GPIT plans that have 
been approved to date, a forecast funding gap of £9.6m in Greater Manchester was identified. The IT 
review and financial analysis work has been over-seen by key officers with leads at COO and CFO level 
feeding into the respective meetings and providing timely updates to each CCG. This work has also been 
over-seen throughout by GM CCG IT assurance group. The governance and collaboration that exists 
across the Greater Manchester has been recognised nationally and this has been helpful in exerting the 
necessary influence within NHSE in regards to GM capital and revenue transition bids. 
 
The 2014/15 programme delivers the following major projects: 


 New GM COIN – 2014/15 like for like replacement, and future ability to add connections for GP 
practices not currently on a COIN; 


 Migrations of legacy PCT servers and data to the new GM data centre; 


 Windows 7 upgrade and PC replacement programme; 
 
It should be noted that the GM CCG IT assurance group have reviewed the plans and these have been 
shared and subsequently signed off at CCG level by CFOs as best as possible.  
 
It should be noted by AGG that the CCG GP IT Assurance Group has considered the options on what 
services, if any could/should be stopped, deferred or scaled down. However, it concluded that whilst 
there is some scope for doing this, the savings by doing so are considered to be at the margin. In some 
cases, actions would result in ‘termination contract costs’, lower future savings than planned and most 
importantly GP resilience issues and patient risks so these are excluded from the recommended actions. 
 
Transitional Funding  
Greater Manchester CCGs submitted bids for transition funding to NHSE on 25 May 2014 for a combined 
value of £5.7m; against a national allocation of £20m. Greater Manchester CCGs considered this 
approach at length and decided to submit a combined GM bid as well as breaking that down for 
localities; in order to strengthen our case for the transitional funds.  Following meetings with Trevor 
Wright, Head of Strategic Systems and Technology, North Region, he has formally proposed to NHSE 
funding of £2.8m for 2014/15.  It is also helpful that GM was able to secure an indicative figure of £2.0m 
of transitional support for 2015/16.  The collaborative approach has meant that whilst this allocation has 
been made on the basis of 12 individual submissions the funds are reserved for GPIT across Greater 
Manchester and shared collectively via the agreed pooling arrangement discussed and agreed with 
CFOs. 
 
The GM transitional bid detailed the rationale for the transition and the forecast savings over the 2 years 
that will result in a reduction in GP IT running costs of £2.6m by the end of 2015/16.  Of the £2.6m 
savings, £1.8m relates to the provision of core services and this will bring GM GPIT core services spend 
in line with the target operating model funding by 31st March 2016, subject to any new investments that 
the AGG may wish to consider.  Predicted savings to achieve this are largely dependent upon the 
completion of the new GM Data Centre consolidation project.  
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CCGs have been formally notified of the value of transition funding allocated to Greater Manchester 
CCGs and the plan assumes £2.8m and £2.0m for 2014/15 and 2015/16 respectively will be reserved 
together with the £7.3m core allocation and the further funding of £2.1m from the 0.3% risk share to 
deliver the GPIT plan. 
 
Capital funding 
NHSE have also provided guidance on how Primary Care capital applications will be assessed and ranked 
via a ‘bidding’ process.  Trevor Wright, NHSE has supported applications made by GM of £4.1m for GPIT 
capital, although we are still awaiting final formal approval.  In addition the Greater Manchester CCG’s 
submitted capital bids for other national GP initiatives (SCR, EPS and GP2GP) and local projects although 
these bids were not supported by NHSE North Region. 
 
It is now likely that some of the slippage against the Estates capital will be needed to plug the revenue 
gap of the £9.6m (see below).  It is clear that the Bury capital proposal is one that if replicated across 
other GM localities is an IT solution that is worth considering across GM so this may be an option for a 
further GM wide capital bid for 2014/15 if further capital is available or 2015/16 if not.  
 
Proposal to close the revenue gap for 2014/15 
It is clear that the significant gap (£9.6m) in funding for 2014/15 against current plans is in part due to 
lower national allocations for GPIT than expected but also is a reflection of the IT maturity across 
Greater Manchester and our higher aspirations.  Greater Manchester is seen to be slightly ahead of the 
SEGPIT programme although it is recognised that nationally GM is where most localities would wish to 
get to.  Greater Manchester CCGs require both a local and GM wide strategy to ensure GPIT delivers the 
necessary enabling to the wider improvement programmes being planned at a strategic and local level.  
In order to continue with the good work to date and to progress this GPIT plan for 2014/15 and 2015/16 
it is suggested that the ‘gap’ is bridged by contributions from across the system; including NHSE LAT and 
GMCSU.  Without this agreement there is little chance of continuing with the service changes that have 
already commenced and gaining the necessary benefits that are being planned for patients across our 
CCGs.  The proposal was to address the gap by securing sufficient funding from all ‘partners’ to this plan 
to address and mitigate the financial deficit of £9.6m and £6.0m respectively. 
 
The proposal to address the financial gap is provided in the table below and represents the latest 
discussions up to 28 July:  


 


2014/15 2015/16 


 
£m £m 


Funding allocated directly to LAT (Separate SLA) 0.4 0.4 


NHSE Transitional funding – Now Agreed by NHSE  2.8 2.0 


GMCSU contribution  2.1 1.0 


Additional funding from LAT  0.0 0.3 


CCG contribution from 0.3%  2.1 2.1 


Depreciation funded by NHSE (Confirmed by NHSE AT) 1.0 1.2 


HSCIC funding GM Network       0.1      0.1 


Community Services contribution      0.1      0.1 


Funding towards gap above 8.6 7.2 
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  Gap still to be bridged from Estates capital/Other       (1.0)          - 
 
  Surplus of funds (contingency)/brokerage       -       1.2 
 
 
It is proposed that the final gap is addressed by bridging funds from uncommitted estates capital or by 
bringing forward some contributions from 2015/16 from CCGs that may be able to contribute more in 
2014/15 offsetting this against their contribution in 2015/16.  It is also suggested that as there is a risk 
on the CCG allocation reducing in 2015/16 and a need to consider further ‘levelling’ up across CCGs 
given the position in regards to COIN on a like for like basis, as now; that there is a contingency for 
2015/16. 


 
It is also recognised that as the finances and funding are extremely complicated further work is required 
to ensure CCGs contribute a ‘fair share’ going forward. However, the plan for 2014/15 can be delivered 
from respective contributions already notified to organisations (COOs/CFOs) and built into their 
respective financial plans. 
 
Given the complexity of this issue it is suggested that the on-going oversight of the finances and service 
delivery be delegated to the GM IT Assurance Group. The GM IT Assurance Group shall also be tasked 
with the requirement to produce a plan for 2015/16. This will be reported back via GM IT Steering 
Group. 
 


RECOMMENDATIONS 
The AGG is requested to consider the current plan for GPIT in 2014/15 and: 


 
 
 
 
 
 
 
 
 
 
 
 


1. Approve the funding of £2.1m for GP-IT from 0.3% GM Strategic Levy 
2. Note that it is proposed that there will a further funding requirement for 2015/16 from the 


risk share. Indicatively this is £2.1m but a further paper will be brought back to AGG later in 
the year and nearer the time in advance of 2015/16 plans. 


3. Agree to ‘ring-fence’ and jointly manage the transitional monies, additional funds, original 
allocation and capital monies to support of the GPIT investment strategy across Greater 
Manchester as detailed in Appendix 7. 


4. Endorse the GPIT plans noting that there is a need to agree the strategy and further work is 
required to align the plans with the strategy. 


APPROVED – All Recommendations 
 
ACTION:  


 Away Day programme to include discussion re: developing common approach to co-
commissioning and specialised services 


 GM GP IT Strategy to be presented to future AGG meeting (?November) 
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4.2 GM STRATEGIC LEVY 
Julie Daines presented the proposal in respect of the GM Strategic Levy. 
In February 2014, the AGG received and accepted recommendations from GMCFOs in response to 
planning guidance in respect of utilisation of allocations for non-recurrent purposes.  Acknowledging 
known commitments at the time, GM CCG CFOs recommended that 0.3%, £10.5m in 2014-15, be ring-
fenced for the GM Strategic Levy. The planning guidance indicated an expectation that 1%, £34.8m will 
be utilised for the transformation of local services in response to Call for Action, leaving £1.2%, £41.8m 
for CCGs to choose to use for other non-recurrent purposes.  


Since February 2014, a number of other financial pressures have been identified that require 
consideration for funding.  In addition, Claire Yarwood, Director of Finance, NHS England (GM), has 
requested by letter, 20th June 2014, that the AGG reconsiders its GM risk sharing arrangements to satisfy 
NHS England financial planning assurance processes. 


Financial Pressures 
GP-IT - During the financial planning period there remained significant uncertainty regarding 
commissioning responsibility, resource allocation and planned expenditure in respect of GP-IT.  The 
detail behind this is presented as a separate agenda.  Subject to those deliberations, assumptions 
regarding resourcing an element of the GP-IT financial gap £2.1m are presented within the 
recommendations for the utilisation of 0.3% GM Strategic Levy. 


Specialised Commissioning - NHS England continue to have a fundamental financial gap to address, that 
means that financial plans remain unbalanced. The specialist commissioning contracts and plans have 
not yet been finalised and for the North West there remains an £18m gap. There have been a variety of 
suggestions of how to close the gap whilst maintaining effective relationships with Trusts to deliver QIPP 
to ensure recurrent stabilisation of contracts. In May, GM CCG CFOs were asked to consider funding 
£3.6m of this gap, on an equal shares basis this would amount to £300k per CCG. 


Subject to AGG and individual CCG approval, CCG CFOs have resolved to find a solution, assuming this 
does not undermine the delivery of statutory financial duties of local financial plans.   10 CCGs have 
agreed in principle to utilise the remainder of their 0.3% to contribute, and 7 CCGs have considered 
further contributions on a fair share basis.  On this basis £2.4m of the £3.6m has been identified with 
the remaining £1.2m unresolved. 


If the remaining two CCGs were to contribute the balance of their 0.3% (£143k) and either: 


 Option 1: all CCGs contribute a further £85k each, or 


 Option 2: remaining 5 CCGs contribute their fair share, or 


 Option 3: leave CCG CFOs to make further voluntary contributions on a affordability basis,  


then the full request for £3.6m, as a share of the NW £18m gap could be fulfilled.   


2014-15 GM Strategic Levy  
In summary, subject to the above recommendations, the proposed utilisation of the agreed 0.3% GM 
Strategic Levy is shown below: 
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Wider GM Risk share 
As already stated NHS England (GM) have requested for GM CCGs to reconsider their appetite for risk 
sharing, and a view proposed that this is insufficient given the level of transformational and transitional 
change required this year and the foreseeable future.  CCG CFOs have considered the challenge made 
and believe NHS England opinion is due to a ‘presentational’ rather than real issue. 


GM CCGs are fully aware of the challenging financial environment resulting from both national and local 
causes. GM CCGs continue to have the appetite to manage and share this risk, whilst collaborating to 
improve health services and health outcomes for the populations of Greater Manchester.  GM CCGs are 
actually sharing risk equating to £46m, c.1.3%, in 2014-15, this comprises; GPIT, CHC, Specialist 
Commissioning, Clinical Service Reconfiguration transitional support, NES Strategic Support, Mental 
Health PbR.  It is acknowledged that CCGs are not contributing on a fair shares basis, in all cases, as 
affordability and sector risk sharing is also reflected. 


In 2015-16, it is estimated that c£20m could be risk-shared in a similar fashion, Healthier Together, GP-
IT, HPB, on a GM basis, amounting to c.0.5%. 


RECOMMENDATIONS 
1. Approve the funding of £2.1m for GP-IT from 0.3% GM Strategic Levy. 
2. Endorse CCG CFOs progress in responding to this request from NHS England, identifying 


£2.4m. 
3. Consider whether the balance of 0.3%, £142k (2 CCGs contributions should be offered up, as it 


is already agreed that the full 0.3% is pooled). 
4. Consider options 1, 2 & 3 to address the remainder of the gap £1.2m 
5. AGG to consider increasing GM Strategic Levy to 0.5% ie. 50/50 share of mandated 1% to be 


made available for non-recurrent purposes in 2015-16. 
 
 
 
 
 


£'000's


Total Resources available for GM Strategic Levy 10,454.6


AGG HT Agreed against 0.3% 4,000.0


AGG Neuro-Rehab Agreed against 0.3% 1,600.0


AGG Stroke Agreed against 0.3% 1,500.0


AGG HPB Agreed against 0.3% 527.0


Sub-total 7,627.0


Other considerations  to be charges against 0.3% pending AGG Approval


Specialist Commissioning To be confirmed by AGG 584.4


GP IT To be confirmed by AGG 2,100.0


Sub-total 2,684.4


Total Commitents chargeable against the 0.3% subject to AGG agreement 10,311.4


Under/(Over) Commitment of funds 143.2
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4.3 MILITARY VETERANS SERVICE 
UPDATE ON THE MILITARY VETERANS PROJECT & DRAFT SERVICE SPECIFICATION 
Sharon Martin presented an update on the project and draft Service Specification. 
Experience from the two year pilot of the Military Veterans IAPT service indicated that many veterans 
with mental health problems struggle to recognise and articulate their distress and are more 
ambivalent/avoidant about seeking or accepting help than non-veterans. The pilot also identified that 
veterans were much more likely than the general population to have a co-morbid long-term health 
condition (often musculo-skeletal/pain or sensory impairment) and a forensic history (often for alcohol 
related violent offences). 
 
The evaluation of the pilot indicated that clinical outcomes in the service were good, even where clients 
were misusing alcohol or other substances, and that outcomes were particularly good for clients who 
were early service leavers and had a forensic history. (MV Service Evaluation ref 2013) 
 
Bury CCG, lead for the 32 associate CCGs across the North West have agreed that a 3 year Military 
Veterans service needs to be commissioned and a one year extension  to the service has been granted  
to enable a robust procurement process to take place.  A service specification is currently being 
developed with input from the 32 CCG’s and the Armed Forces Network (AFN).    We have also held a 
Bidder Information Day on 8th July where an outline of the service was given and potential bidders, 
service users and NHS England were invited to explore innovative opportunities and inform the 
development of the specification.  The feedback from this is event has been collated and has informed 
the development of the specification.  This service specification is expected to go out to tender in 
October for the new service to start April 2015. 
 
Conclusions of the pilot so far 
The Military Veterans IAPT service was awarded a national Positive Practice in Mental Health Award for 
its innovation. The success of the service is said to be due to its specialist nature, having a deep 
understanding of veterans, their needs and experiences.  The independent evaluation of the project 
carried out by the University of Manchester outlined that working in the context of IAPT services 
operating through the Country there was very good evidence of the effectiveness of psychological 


APPROVED/ENDORSED: 


 Recommendation 1 & 2 


 Recommendation 3 (vote by CFOs 10/2 with no variance to this by AGG members and 
therefore recommendation 3 is endorsed) 


ACTION: 


 Recommendation 4 not concluded and CFOs are asked to revisit at the next meeting. 


 Funding provided should have conditions regarding clearer processes and visible 
transformational plans 


 Consider an agreed approach to use of strategic levy – HT, GM vs local level at the Away 
Day 


NOTED: 


 Recommendation 5 – withdrawn as request based on perception of low risk sharing but 
figures demonstrated (page 6) that actual risk share is greater than 0.5% 
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treatments undertaken.  The question of the evaluation was whether the beneficial effects would be 
similar for a population of hard to reach military veterans, who often do not engage with the mental 
health services.  The data and research has shown that this could be answered broadly with an 
unequivocal ‘yes’; the veterans coming through referral routes into the clinical service were engaged 
with the service; the service held on to patients not traditionally serviced by IAPT and general practice 
models of care; outcomes were good, comparable to those in the published literature and other service 
models for veterans.   There was an ‘added value’ for veterans who received the combined clinical and 
social service.   In addition to looking at the impact on well-being the evaluation examined ongoing costs 
and cost effectiveness.  The probability of cost effectiveness was high, particularly when considering the 
running costs of the service(s) only, the main message being: ‘After the initial investment, to keep the 
service running would likely result in an effective improvement in patient symptoms, against costs, below 
those of general IAPT services and anti-depressant treatment in primary care. 
 
In conclusion the commissioned evaluation report of routinely generated data from the operation of the 
clinical and social services of the Pennine Care MV IAPT shows evidence of good engagement and  
beneficial outcomes for military veterans, at a cost which is defensible and compares favourably with  
both general IAPT services and primary care routine treatment. 
 
Whilst many veterans achieve a seamless transfer to civilian life, for a minority the experience is 
traumatic. By building on the success of this pilot we can meet the needs of the armed forces 
community and meet the country’s moral obligation to improve access to psychological therapies for ex-
service personnel and their families.   
 
Outline Procurement Plan and Key Milestones: 
 


Milestone Dates 


Bidder Information Day (Peace Centre, Warrington) 8th July 2014 


Draft specification to be sent to associate CCGs  End July 2014 


CCGs to provide comments on specification By 14th August 2014 


Commissioners event to sign-off  specification and PQQ documentation 22 August 2014 (venue tbc) 


CCGs approve delegated authority to Lead Commissioner August – dates tbc 


Procurement Board sign-off PQQ documentation September – date tbc 


Procurement Board sign-off spec September – date tbc 


Advert and PQQ Issued  1st October 2014 


Expected Service Commencement  1st April 2015 


 
The expected service commencement date is 1st April 2015, however, due to the complexities of the 
project and the alignment with the national team, it may be necessary to extend the contract of the 
existing provider for up to three months. 
 
Governance 
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In order to encourage collaborative decision-making a North West governance framework is being 
proposed.  This structure will ensure that every associate CCG is kept informed and involved in the 
decisions made regarding the North West Military Veteran service.  Bury CCG are seeking delegated 
authority from the associate CCGs to commission this service.  Representatives from each geographical 
area would be welcomed to be local champions and sit on the over-arching Military Veteran 
Procurement Board.  The Procurement Board will have overall accountability for the procurement and 
mobilisation of the new service and will receive regular updates from the GMCSU Project Team.    
 
NEXT STEPS 


 Obtain delegated authority from CCGs  


 Share service specification with Greater Manchester AGG 


 Finalise detailed procurement timeline 


 Final draft specification to be sent to associate CCGs for comment by 14th August 


 Commissioner event to agree the specification – 22nd August 


 Procurement Board sign-off of specification and tender documentation 


  Advert and PQQ 1st October 2014 
 
RECOMMENDATIONS 


1. Obtain delegated authority from CCGs 
2. Review and comment on draft service specification 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.1 NHS 111 SERVICE: REPORT TO NW CCGS TO CONSIDER FUTURE OPTIONS FOR NHS 11 
PROCUREMENT IN THE NW & NHS 111 COMMISSIONING INTENTIONS 2014-2019 
Procurement to replace the current “stability partner” arrangement for NHS 111 services commences in 
September 2014 with the aim of having the newly commissioned service in place from October 2015. 
Decisions need to be made on the footprints for procurement and the specification.  The Blackpool CCG 
Core NHS 111 Team has produced a detailed discussion paper containing background information and 
highlighting the progress of the NHS 111 service over the past 12 months. The paper was presented to 
the NHS 111 North West Programme Board meeting on 19th June.   The Blackpool CCG Core Team 
produced the 2014/19 NHS 111 Commissioning Intentions in draft for comment by Programme Board 
members in March 2014 and the final document was endorsed at the Programme Board on 22nd May 
meeting. Leads were asked to circulate the document to their respective CCGs to include within their 5 


ACTION:  


 Any comments on the Service Specification to be sent to SM 


 SM to check on process of sending discharge summaries to GPs 


 SM to send financial data to JD (for CFOs) 


 SM to re-send evaluation of the service to CCGs 


APPROVED: 
Recommendation 1 
 


5. CLINICAL WORK PROGRAMMES 
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year plans. The Commissioning Intentions contain a section on the key timelines for strategic change 
and an indicative procurement timetable. The timetable outlines the 2014/15 procurement milestones, 
including the intention to go to the market by October 2014 with contract award by March 2015, 
enabling a planned mobilisation period between April – November 2015. 


Footprint 
Although the service provided by NHS Direct was poor, since NWAS took over as the stability partner 
they have worked closely with commissioners of the service and the provision of service has been good.  
The service is provided on a North-West wide footprint and is working effectively.   


The Programme Board believes therefore that the North-West wide footprint is currently 
working effectively. 


 
For the previous procurement there were three footprints, Cheshire and Merseyside, Cumbria and 
Lancashire and Greater Manchester.  With the implementation of the stability partner arrangements 
with NWAS from October 2013 CCGs agreed to a single contract for the North West.  


Future Procurement Options Considered  
The options for the 2014/15 procurement are to continue on a North-West wide basis, to re-procure on 
the original 3 footprints, or to have smaller footprints.   
 
The variation in costs between a single contract for the North West, 3 contracts using the original 
footprints and 33 contracts at CCG level is quite pronounced.  In summary, a single contract would cost 
approximately £20m, with 3 contracts costing almost £26m – an additional cost of £6m. To commission 
a service at CCG level is estimated to cost £77m.  


The Programme Board believes therefore that on a financial basis the best option is a North-
West wide footprint. 


 
The Use of the Directory of Services (DoS) to support NHS 111 delivery  


The Board discussed the options and concluded that a North West single procurement process would 
provide the most cost effective model for procurement but also a flexible model by appropriate use of 
the DoS by each CCG. The key to successful interoperability of the NHS 111 within the wider urgent care 
strategies of CCGs is through the effective use and on-going management of the DoS.  This requires 
CCGs, as part of the procurement process, to engage and review the effectiveness of their DoS for the 
future to include within the service specification(s) as part of their approach to the management of 
patient pathways in their area.   


The Programme Board believes therefore that a North-West wide footprint is the most 
economic for procurement if supported by an effective and well managed DoS at local CCG 
level to provide the maximum flexibility to meet the needs of the individual patient. 


 
Service specification  
The Specification has to meet the NHS 111 National Commissioning Standards but can be further 
enhanced to meet additional local requirements.  Key local variations can be achieved by use of the local 
DoS, at CCG level. Beyond that, if particular CCGs wanted specific enhancements then this would come 
at an additional cost and may require smaller footprint arrangements.  However, the NHS 111 service 
identifies the disposition, which is where the patient should be referred to for advice/treatment from 
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the Directory of Services (DoS).  The DoS is populated by CCGs working with their local providers and can 
lead to dispositions according to the pathways held within the DoS.  The Programme Board agreed 
unanimously therefore that the “enhancements” should be developed external to NHS 111 on a local 
basis and that a single North-West wide specification should meet all local requirements.   
 


The Programme Board believes therefore that localising of service does not require a local 
footprint. 


 
Conclusion 
The Programme Board believes therefore that all the evidence above points to the optimum option for 
re-procurement of the NHS 111 service being a North-West wide footprint with localisation developed 
through the footprint CCG health communities working in collaboration in developing the Directory of 
Services.  The Programme Board believes therefore that there do not appear to be any significant 
negatives to this direction of travel.  In addition the NHS Blackpool core team have commenced a work 
programme endorsed by the Board to engage with CCGs to provide an analysis of gaps and 
opportunities on how DoS management could be improved to inform the North West NHS 111 service 
specification. 
 
RECOMMENDATIONS 
Decision to endorse the four recommendations of the NHS111 North West Programme Board 
regarding future procurement footprint, timescale, phased introduction, and call handling for OOH 
services. 
 


1. The NHS 111 North West Programme Board members unanimously agreed to recommend to 
their respective CCGs to consider agreement to a single procurement process, for a North 
West footprint, supported by effective DoS management at local CCG level.  


2. The Programme Board also agreed to recommend that new services should be phased and 
commence around September/October 2015. This also requires the existing stability partner 
contracts to be extended to that time and CCGs to consider, where necessary, extending 
contracts with OOH providers handling calls. 


3. The Programme Board also recommended that all initial call handling for OOH should be 
included within the re-procured NHS 111 service. 


4. The Programme Board also recommend that CCGs consider agreement to the proposed 
procurement timeline to go to OJEU by October 2014. CCGs are requested to confirm their 
agreement by the 4th August in order to allow sufficient time for preparation for procurement 
in advance of formal notification to the market via OJEU in October 2014. 


 
 
 
 
 
 
 
 
 
 


ACTION: 


 SA to circulate background information 
 
APPROVED: 


 All 4 Recommendations described above 







 


Page 19 of 22 
 


5.2 END OF LIFE 
Introduction 
Effective palliative and End of Life Care (EoLC) helps all those with advanced incurable illness to live as 
well as possible until they die, with dignity.  It enables the supportive and palliative care needs of both 
patient and family to be identified and met throughout the last phase of life (6-12 months), and into 
bereavement.  It includes the management of pain and other symptoms and provision of psychological, 
spiritual, social and practical support.  The North West 5 phase model uses a whole systems approach 
for all adults living with life limiting disease regardless of age and setting (End of Life Care Strategy 
2008). 
 
In 2011, in England, 452,864 people died with over half of these deaths occurring in hospital.  Of these, 
two thirds were 75 years and older and die after a period of chronic illness with approximately 75% of 
deaths considered foreseeable.  Surveys identified that the majority of people (60-70%) would choose to 
die at home.  If possible people should have the opportunity to die in a place of their choosing and 
unnecessary hospitalisation of the dying should be avoided where feasible. 
 
The Palliative and EOLC Network Support Team 
The Palliative and End of Life Care Network began operation within the Strategic Clinical Networks 
(SCNs) in December 2013.  The network is funded through a combination of SCN resource, National 
funding (limited), and Greater Manchester Specialist Palliative Care Funding. The support team 
comprises of: 


 Consultant in Palliative Medicine Clinical Lead x 1 PA per week  for Greater Manchester and 


1 PA per week for  South Cumbria and Lancashire   


 GP Clinical Lead  x1 PA per week SCN wide 


 Band 8b Quality Improvement Programme Lead (SCN wide, also leads on Dementia and 


patient carer engagement) 


 Band 8a End of Life care Programme Manager  x 1 (SCN wide) 


 Band 7 Quality Improvement Managers x 2 (GM,LSC)  


 Band 4 Programme Support Officer x 1 (SCN wide) 


 


NB – Clinical Lead, Band 8a, Band 7 and Band 4 are funded only until May 2015 as agreed by Heads of 


Commissioning (August 2013). 


 


Programme of Work 
The current programmes (2014/15) to improve the quality of End of Life Care within the NHS, social care 
and the voluntary sector across the strategic Clinical network are as follows: 


 Enable the implementation of the System-wide Response  – One Chance to get it right (June 2014) : 
development by the locality stakeholders of the SCN of a number of resources to support care of the 
dying person and support to their family/carers in the last days and hours of life. 


 Data Dashboard (in development) 


 Communication skills training (supporting Advance Care Planning). Delivery of Conversations for Life 
training. Approx. 240 health and social care staff trained across GM in 2014. 


 Care homes programmes. A mixture of education and training models across Greater Manchester 
e.g. Six Steps, Gold standards Framework)  
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 Dying Matters campaign/community engagement/BME Stories to change project 


 Transform Programme Acute Hospitals; Salford Royal Foundation Trust, Pennine Acute Hospitals 
Foundation Trust. 


 End of Life Care Facilitator’s Network; major role in delivery of education and training of health and 
care staff in hospitals, community and care homes 


 Electronic Palliative Care Coordination Systems (EPaCCS); All CCGs are engaged at varying levels, 
supported by the Network Implementation Group 


 Cancer Peer Review Specialist Palliative Care (NICE Guidance Supportive and Palliative Care); 


 NW unified DNACPR Policy implementation; 5 CCGs engaged with varying degrees of 
implementation, provide update at the meeting. 


 Development and implementation of a Greater Manchester Education and Training Strategy; 


 Monitoring the investment and impact of MPET funding for End of Life Care. Budget of £1,072,000 
for 2014/15, for the whole of the SCN, devolved to the SCNs by Health Education North West and 
monitored through the North West Operational Group. The SCN is working in partnership with 
commissioners to develop local investment plans for End of Life Care for 2014/15 


 
Horizon scanning of future work and service improvement for the commissioning of End of Life Care 
Number of people dying each year started rising from 2012 with up to 20% (530,000) increase in deaths 
by 2030.  This will see up to 7,453 more deaths in Greater Manchester with more people wanting to be 
cared for and dying in community- based settings.  The National picture is that access to end of life care 
is patchy.  The Palliative Care Funding Review (2011) estimated that 92,000 people die each year 
without getting the palliative care they needed.  Reasons for the variation include diagnosis, age, 
geography ethnicity and deprivation. 
 
The role of the Strategic Clinical Networks (SCNs) is to quality assure, advise on models of 
implementation and underpin clinical governance by benchmarking measurement of outcomes for end 
of life care across the network by: 


 Supporting commissioners across local areas by using and benchmarking available data on 
outcomes, performance and patient/carer experience to enable sharing of practice, support 
service development and care delivery, e.g. the National VOICES Survey 2013.  SCN EOLC 
support team is working with GM Area Team re CCG breakdown of data. 
Key findings: 


o Overall, quality of care has not changed significantly between 2011, 2012 and 2013 
o Quality of care was rated significantly lower for people who died in a hospital, 


compared to people dying at home, in a hospice or care home 
o For those dying at home, the quality of coordination of care was rated significantly 


lower in 2013 compared to 2012 
o The dignity and respect for patients shown by hospital nurses and hospice nurses 


has increased between 2011 and 2013 
o Pain is relieved most effectively in the hospice setting (62%) and least effectively at 


home (18%) 
o Only one third of people (35%) who express a preference to die at home, actually 


die at home. 


 enabling clinical engagement and clinical advice/leadership for commissioning and 
improving services; 
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 providing a conduit for local and clinical network and commissioning colleagues to steer the 
national end of life care agenda and programmes of work as advised by NHS Improving 
Quality. 


 
Next Steps 
Strategic Clinical Networks will advise and make recommendations to NHS commissioners and providers 
of NHS services in support of the development, delivery and assurance of safe, clinically and cost 
effective whole pathways of care (from prevention through to End of Life Care).   
Governance and Oversight 
This will be provided through the SCN oversight Group and dedicated steering group to palliative and 
end of life care as part of the SCN governance and accountability framework.  Feedback on performance 
would be through the Heads of Commissioning Group as required and MPET monitoring is through the 
North West End of Life Care Operational Group with progress reporting to HEE NW. 
 
 
 
RECOMMENDATIONS 
1. To update the Greater Manchester Association of Clinical Commissioning Group’s (CCGs) on 


developments to date since a  presentation to the Clinical Strategy Board (7th  August 2012).  
2. To seek approval from the Greater Manchester Association of CCG’s to continue to utilise 


recurrent funding from the Specialist Palliative Care budget to fund the SCN End of Life Care 
support team beyond May 2015 on a substantive basis. 


 
 
 
 
 
 
 
 
 
 
 
5.3 SPECIALISED COMMISSIONING 
(Jenny Scott attended for this item only) 
A paper was tabled which included 2 slides (2nd showing local update) and the ‘Specialised 
Commissioning Stakeholder Newsletter Issue 1 (10.7.14).  JS explained the national and local picture as 
follows: 


 Large national financial deficit with work on-going 


 National work to identify which services may be brought back to CCGs which most likely will 
include neurology but no timescale has yet been published and further clarity is expected in the 
Autumn. 


 Structural changes to NHSE and specialised commissioning will mean a reduction in head count 
by 15%. 


 A GM co-commissioning group has been established to prepare for the changes and to 
strengthen the relationship between specialised commissioning and CCGs. 


ACTION: 


 This item for discussion at future HoC/CFO – to make recommendations to a future AGG 
meeting 


 A Bali to liaise with Andrea Dayson to forward plan this item for a future AGG meeting 


 SN to write to COs re: any other host CCG funding arrangements 


 A review of networks – funding, accountability, governance to be undertaken at a future date 
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 GM specialised cancer procurements/reconfigurations for:- 
o Urology 
o Gynaecology 
o Upper GI 


 An expert panel review has been established for Major Trauma Centres.  Currently, in GM there 
are 3 centres which are not sustainable. 


 Vascular Surgery – if no consensus is reached then this will go forward to procurement 


 Cystic fibrosis at UHSM – this is a capacity issue as patients are living longer and well into 
adulthood 


 Neurorehabilitation – Operational Delivery Network established hosted by Salford CCG 


 CAMHS Tier 4 – it has been recognised nationally that the NW has a shortage of beds/managers 
 
 
 
 
 
 
 
 
 
No other business was discussed. 
 
 
 
 
 
The AGG is to hold its Away Day on 2 September 2014 and therefore its next formal meeting is to be 
held on Tuesday, 7 October 2014 at St James’s House, Salford. 
 
 
 


6. ANY OTHER BUSINESS 


DATE/TIME OF NEXT MEETING 


ACTION:  


 JS to share QIPP plans with HoCs and CFOs 


 Possible Away Day topic – co-commissioning/joint governance of specialised commissioning 


  
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Executive Summary 
 


What decisions do you require of the Governing Body? 


To confirm the level and range of assurance provided through this report 


and through the Quality & Provider Management Committee minutes. 


 


 


Please detail the key points of this report 


This is the monthly Quality Report to NHS Stockport CCG (Clinical 


Commissioning Group) Governing Body. It is a high level report 


highlighting key quality and Provider issues from July 2014 as reviewed 


by the Q&PM Committee meeting in August 2014.  


 


1. Quality & Provider Management Committee Highlights 


2. Provider Quality Monitoring 


3. Patient Safety 


4. Clinical Effectiveness 


5. Patient Experience 


 


Attachments 


Q&PM August Committee Minutes 


Q&PM July Committee Issues Log 


 


The Governing Body is requested to consider the Quality & Provider 


Management issues in respect of the Corporate Risk Register. 


 


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? 


Quality & Provider Management Committee on 16 July 2014. 


 


Clinical Executive Sponsor: Dr Cath Briggs 


Presented by: Mark Chidgey 


Meeting Date: 10 September 2014 


Agenda item: 8 


Reason for being in Part 2 (if applicable) 


Not applicable  
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1.0      Quality & Provider Management Committee - August 2014 
 
1.1 The August Committee meeting had a planned focus on Maternity & Acute 


Paediatric Services.   The Committee also reviewed the Annual Safeguarding 
Report and as overflow from the July Committee meeting, this meeting also 
reviewed a paper addressing improving access to psychological therapies 
(see Section 2.2). 


 
1.2 The Chair of the Maternity Board Dr Sasha Johari, presented an overview of 


services to the Q&PM Committee.  Dr Johari assured the Committee of the 
quality of SFT maternity services but noted that there was inadequate 
intelligence on SFT’s paediatric services to assess quality.   


 
1.3 The Provider ‘One to One Midwifery’ was discussed.  NHS England Area 


Team will progress contractual discussions with this Provider with a proposed 
local meeting between the Provider and SFT to review hand-over protocols for 
Stockport patients.  
 


1.4  Dr Johari noted that issues regarding maternity and paediatric services will 
need to be taken forward by a new Chair of the Maternity Board. 


   
2.0 Provider Quality Monitoring 
 
2.1 Stockport Foundation Trust (SFT)  
 
2.1.1 Issues are recorded on the Q&PM Issues Log attached (July 2014).  There 


are two ‘Red’ rated issues: 
 


 Out Patient Follow Up waits in cardiology, gastroenterology and 
ophthalmology.  The Trust has responded to a contract query with some 
assurance that waiting lists are reducing.  Further meetings will take place 
to resolve the issue. 


 CIP – Quality Impact Assessments have been received for the high level 
Trust CIP programme.  However these do not identify risks for cost 
reduction programmes (CIP target of £12.9m in year).  These have been 
requested.  
 


2.1.2 The Quality of care in ED has been removed from the Issues Log following a 
patient notes audit of emergency admissions.  The report of this audit 
identified no patient safety issues.  Whilst it is recognised that there is a 
residual risk to patient safety at times of overcrowding in ED, the Trust has 
provided an assurance that they will monitor and report on quality outcomes 
from ED on a consistent basis. 


 
2.1.3 CQUIN – Q1 CQUIN evidence is under review and the Q1 position will be 


reviewed by the September Q&PM Committee. 
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2.2 Pennine Care/Mental Health  
 
2.2.1 The Committee reviewed a paper addressing improving access to 


psychological therapies in response to the underperformance of IAPT 
services.  It was recognised that improvements are being made to achieving 
the required 15% prevalence through increased efficiency and increased 
commissioned capacity.  However concerns were raised that the current wait 
for counselling is 30 weeks and for CBT, 21 weeks.  It was agreed that wait 
times needed to be presented in more detail than the current single measure.   
GPs on the Committee felt that wait times could be even longer.  
 


2.2.2 Concern was also expressed about a gap in service provision for patients who 
do not meet the threshold for either psychological therapies or for a 
psychiatrist review.  
 


2.2.3 This issue will be tracked through the Issues Log. 
 
2.2.4 The Committee were not fully assured that the action plan would achieve the  
 target and requested a more comprehensive plan.  
 
3.0 Patient Safety 
 
3.1 Safeguarding 
 
3.1.1  Safeguarding Annual Report 2013-14 


 
3.1.1.1The Committee noted and accepted the annual report as an assurance that 
 NHS Stockport CCG is meeting its safeguarding statutory requirements and  


the issues that have been raised to the Committee in the year.  This is a 
separate item on the Governing Body agenda. 


 
3.2 Serious incidents 
 
3.2.1 11 serious incidents were reported on STEIS in July 2014: 
 


 5 hospital acquired pressure ulcers (grade 3 / 4) 


 3 community acquired pressure ulcer (grade 3 / 4) 


 1 MRSA – Following the RCA the FT sent this to arbitration. The 
arbitration process concluded that this case was attributable to a third 
party. 


 1 Information governance breach – ICO level 1 (reported for 
information only) 


 1 Unexpected neonatal death (Derbyshire patient) 
 
3.2.2 For clarity, the status of the above is that they are issues notified on STEIS 


(Strategic Executive Information System).  Only once investigation has been 
completed and signed off can the incidents be considered as confirmed and 
implications assessed.  The CCG continues to work with the FT to gain 
assurances and close outstanding incidents on STEIS.  Seven incidents were 
closed in July.  There remain 11 incidents from 2013/14 open on STEIS 
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where the CCG is awaiting further assurance on the outcomes of 
investigations. 


 
3.3 Harm free care 
 
3.3.1  As previously reported, there has been a consistent reduction in prevalence 


of pressure ulcers since September 2013 with ten points well beneath 4% 
prevalence.  July had a prevalence of 3.3% (SFT acute and community). 
Work and collaboration continues on the pressure ulcer task group.  The Trust 
is currently meeting the KPI target for pressure ulcer risk assessment. 


 
3.3.2   All falls prevalence fell to 0.59% in July and has been reported on or below  


the mean of 1.59% for five consecutive months.  Falls with harm has also 
fallen below the mean of 0.5% to 0.42% in July.  Work has commenced on the 
falls CQUIN and the Trust are currently meeting the KPI target for falls risk 
assessment. 


 
3.3.3   VTE (Venous Thromboembolism): The prevalence of new VTEs was 0.59% in  
 July, which is below the mean of 0.62% for the second month. 
 
3.3.4   Catheters with UTI: Catheters with UTI: Prevalence was 0.34% against a  


mean of 0.39% in July.  
                 
 3.4      Infection prevention 
 
3.4.1   C-Difficile: There were 9 cases in July, cumulative 23, against a trajectory for       
 April – July 2014 of 30 cases.  
 
3.4.2   MRSA: There is one reported MRSA case from June which has now been  


attributed to a third party through arbitration.  The implications of this for the 
CCG are being established. 


 
3.4.3   CPE (Carbapenemase Producing Enterobacteriaceae): The Acute Trust has                   
 completed their risk assessment against the new CPE threat.  The planned  
 emergency admission screening in ED has not commenced, discussions are  


underway on how best to implement it. 
 
3.5 Safe Staffing 
 
3.5.1 SFT have published monthly reports comparing planned versus actual staffing 


levels since May 2014.  Whilst within acceptable levels in aggregate there are 
concerning shortfalls by wards.  CCG concerns about ward staffing levels and 
patient safety and about presentation of the data have been raised with the 
Trust.  The Trust is undertaking a comprehensive staffing review and a review 
of how this data will be presented in light of the recent NICE guidance on safe 
staffing. 
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4.0 Clinical Effectiveness 
 
4.1    NICE Compliance: Currently SFT has marked full compliance or the CCG has              


received evidence for approximately 64% of the relevant clinical guidelines 
and 41% of the relevant Quality Standards.  A new process for reporting and 
embedding NICE guidance within the acute trust will be commenced at the 
start of September. 


 
4.2      Mortality: The recent 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.  The Trust is 
reviewing its epilepsy deaths in response to mortality reports. 


        
4.3     TIA update: TIA compliance for July 2014 was 15.2% against a target of  


60%, discussions regarding weekend provision of TIA clinics have been held. 
A new pathway model will be proposed and trialled.  


          
5.0 Patient Experience 
 
5.1 SFT response rates are satisfactory.  Net Promoter Scores are low for A&E 


and for certain wards. 
 


5.2 SFT’s complaints response rate is still significantly below acceptable levels.  
CCG concerns have been raised with the Trust.  A new Clinical Governance 
Lead has commenced work in the Medicine’s division.  The Director of 
Nursing assured the CCG that this will address the issue.  
 


5.3 The CCG’s pilot Patient Experience Surveillance Group will merge into 
Healthwatch Stockport’s Patient Experience Group.  


 
 
6.0 NWAS Deep Dive 
 
6.1 The much referenced “deep dive” with NWAS has now been completed.  The  
 CCG were disappointed with the absence of external benchmarking and  
 quality outcomes meaning that in effect it was a performance review.  The  
 recommendations and report will be considered by the Q&PM in September  
 and reported to the GB in October. 
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Compliance Checklist:  


 
 
 
 


 


 
 


 
 
 


 
 


 
 


 


 
 


Documentation  
Statutory and Local Policy 


Requirement 


 


Cover sheet completed Y  
Change in Financial Spend: Finance Section 


below completed  


N/A 


Page numbers  Y  
Service Changes: Public Consultation 


Completed and Reported in Document  


N/A 


Paragraph numbers in place Y  
Service Changes: Approved Equality Impact 


Assessment Included as Appendix  


N/A 


2 Page Executive summary in place                            


(Docs 6 pages or more in length) 


N/A Patient Level Data Impacted: Privacy Impact 


Assessment included as Appendix 


N/A 


All text single space Arial 12. Headings Arial 


Bold 12 or above, no underlining 
Y  


Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 


N/A 


  
Any form of change: Risk Assessment 


Completed and included  


N/A 


  
Any impact on staff:  Consultation and EIA 


undertaken and demonstrable in document 


N/A 
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Present: 
(AA)  Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria 
(GM)  Gillian Miller, Quality & Commissioning Lead, NHS Stockport CCG 
(KR)  Karen Richardson, Nurse Lay Member of the Governing Body (Chair) 
(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport 


CCG 
(SG)  Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG 
(SP)  Susan Parker, Allied Health Professional 
(TS)  Tony Stokes, Healthwatch Stockport representative 
(SW)  Dr Simon Woodworth, GP 
 
In attendance: 
(AC)  Alison Caven, Joint Commissioning Manager 
(RG)  Rachel Grindrod, Contracts Manager, GMCSU 
(SJ) Dr Sasha Johari, NHS Stockport CCG Governing Body member & locality 


chair 
 
Apologies: 
(CB) Dr Cath Briggs, Clinical Director for Quality & Provider Management, NHS 


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


Body 
(VOS)  Dr Vicci Owen-Smith, Clinical Director, Public Health 
 
Minute Taker: 
(SuJ)  Sue Jeeves, PA 


 


 
Quality & Provider Management Committee 


 
DRAFT MINUTES of the meeting held on Wednesday 20 August 2014 


 
09:00 – 11:35, Board Room, Floor 7, Regent House 


 


MEETING GOVERNANCE 
 


1.      Apologies and declarations of interest.  
1.1    Apologies were noted as above.  SW read out his declarations of interest;   


   these will be held on file by AN. 
1.2    The Chair read out the amendments to the Terms of Reference: 


   -  Section 4 Quorum – the quorum for the meeting shall be six of the ten   
   Members. 
   - Section 7 Relationships with the Governing Body – the Quality and   
   Provider Management Committee shall formally submit a Quality Report to   
   each meeting of the Governing Body. 
   The Terms of Reference were approved by the Committee.  


Action 
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2.       Notification of items for Any Other Business. 
2.1     The Chair invited any other items of business to be discussed: TS had one  
          item of business for discussion. 
 


Action 


OPERATIONAL BUSINESS  


3 Minutes  & actions from previous meeting (16 July 2014) Action 


3.1     Minutes & actions:  
The draft minutes of the previous meeting held on 16 July 2014 were approved as a 
correct record with the following amendment: 
 


   Item 3.2 (4.1.3) – Quality Focus – Community Services: SP and Kayleigh  
          Buckley to meet to discuss visual assessment process for the supply of  
          powered wheelchairs. 
 
3.1.1 Matters arising – IAPT paper 
GE had provided a report on Mental Health at the meeting of the July Q&PM  
Committee.  Within this, the IAPT report had been tabled but deferred until the 
August meeting.  MC informed the Committee that IAPT is an important service 
within Mental Health, there has been a significant investment in the service over the 
last four to five years with further investment planned.  MC reported that by March 
2014 the prevalence achieved was 8.3% against a plan of 12%.  The national 
requirement is 15% this year and will rise to 18% in 2015/16.  MC commented that 
the total prevalence in Stockport is 41,000 patients.  
 
A discussion took place around the action plan.  Members said that more capacity is 
required in order for the current performance to be improved.  It was felt that the 
IAPT service and also the self-help of patients must be marketed and promoted in a 
better way.   
 
The current service is not as efficient as it should be and is not delivering contracted 
capacity levels.  Work is on-going with Pennine Care re changing processes and 
culture to make the services more effective. 
   
A concern was raised as the impact on patients of the gap between planned and 
actual prevalence.  MC confirmed that this does not necessarily mean patients are 
not receiving treatment.  For example one of our counselling service’s activity is not 
eligible to be counted within IAPT. 
   
AA noted that his practice refer patients to voluntary agencies for counselling 
because the NHS wait is perceived as being so long.  Some members suggested 
that referrals to all voluntary sector providers could be counted towards Stockport 
prevalence target. 
 
GMi had recently attended the Patient Experience Surveillance Group.  Members of 
the group had expressed concerns that patients are not clear about Stockport’s 
Mental Health services.  She also asked MC about the30 week wait for counselling 
services and a 21 week wait for CBT.  MC said that he has requested and is waiting 
for Mental Health waiting list information to be available in the same way as Elective 
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Care.  MC received a response from Pennine Care to confirm that 30 weeks is the 
longest wait but the average waiting time is 7 – 10 weeks.  MC commented that the 
voluntary sector has the shortest waiting time and will work on this with GE.  He will 
bring a report back to the next meeting with a detailed breakdown of the waiting list. 
The Chair had concerns around the Action Plan in respect that it did not provide full 
assurance that all the issues would be addressed in order to achieve Q4 
performance.  MC said that he is waiting for the Intensive Support Team to review 
the action plans.  Once the feedback has been received, the Action Plan can be 
updated. 
 
The Committee recommended that the Action Plan be reviewed and updated and 
should contain more detail with a greater level of assurance. MC to bring a report to 
the September meeting. 
 
3.1.2 Matters arising – National Cardiac arrest audit – comments 
MC informed the Committee that we are still awaiting a response from the FT.   
VOS to report on this at the September meeting. 
 
3.2     Action log 
Members were referred to the action log and briefed on the progress of the actions. 
Action number:- 
 


  5.1.5 (26 Mar 14) Provider/Service : GP Primary Care: 
The following update had been received from Sarah Turner regarding 
infection control in general practice: 
 
“Gill has now started making appointments with practices to undertake the 
audits. We also have confirmation from the CQC that the audit tool we have 
developed is comprehensive and would, if current at the time of any 
inspection, go towards providing evidence for the cleanliness and infection 
control element within the domain of "is the service safe". In addition the CQC 
would expect evidence of staff training, support for the IPC lead via meetings 
attended and development for the lead within that role. This is obviously in 
addition to the observation of the environment and clinical practices seen 
during any inspection.”  Action closed. 
 
    6.1.13 (16 Apr 14) Issues Log (Wet AMD, timely appointments): MC has 
now sent a reminder to CMFT seeking assurance that Wet AMD patients 
receive appointments at appropriate intervals. Remain on Log. 


 
    4.1.3 (18 Jun 14) Quality Focus – Community Services: SP and Kayleigh 
Buckley have now had an e-mail exchange regarding patients accessing 
wheelchair services. Action closed. 


 
    5.1.3.1 (16 Jul 14) Issues Log (TIA/Stroke): There was a meeting to 
progress this issue on 5 August 2014.  CB and SW to report back at the next 
meeting.  Remain on log.   


  
               4.1.4.1 (16 Jul 14) Quality Focus – Quality & Performance Report on  
           Mental Health Services: AN has circulated the mental health dashboard to  


 
 
 
 
 
 
 
 
 
 
 


MC 
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           Committee members. Action closed 
 
                4.1.8 (16 Jul 14) Quality Focus – Quality & Performance Report on  
           Mental Health Services: Appendix One - IAPTS was included on the August  
           agenda.  Action Closed. 
 
                4.1.13 (16 Jul 14) Quality Focus – Quality & Performance Report on  
           Mental Health Services: GE & VOS to meet to discuss NICE compliance at                                
           Pennine Care FT.  GE to send VOS copy of dashboard.  Action Closed. 
 
               6.1.1 (16 Jul 14) SNHSFT Performance: GMi has circulated the full 
           Cardiac Arrest Audit Report.  Action Closed. 
          
               8.1 (16 Jul 14) Clinical Effectiveness – Mortality Report: VOS to speak to  
           Dr James Catania regarding the data contained within chart 17 of the  
           Mortality Report.  VOS has contacted Dr Catania; awaiting a response.  
           Remain on log. 


 


4 Quality Focus Action 
 


4.1 Quality and Performance – Maternity & Acute Paediatrics 
The Chair welcomed Dr S Johari (SJ) and Alison Caven to the meeting.  SJ 
presented a paper to the Committee providing an overview of the quality of 
commissioned services. 
 
4.1.1 One-to-One Midwives 
SJ briefed the Committee on the service and stated that there are concerns about 
this service commissioned by Wirral CCG but available to patients under the Choice 
agenda. SJ stated that one of the main concerns is Group B Strep which can cause 
infections in new-born babies; it is recommended that antibiotics are used but One-
to-One recommend using swabs.  Another issue is VBAC (Vaginal Birth after 
Caesarean) where there are risks of uterine rupture.  There was a discussion about 
the level of risk of a VBAC for a home delivery compared to a hospital delivery.  SJ 
also noted his concern that there is lack of formal handover procedures between 
One to One and SFT.  SJ commented that a clear pathway is required as to what 
should be done when transferring patients into hospital.   The Committee supported 
a meeting between the CCG Stepping Hill Hospital and One-to-One re transfer 
protocols. Issues on patient safety should be progressed with Greater Manchester. 
 
SJ reported that Provider Safeguarding Policies have been reviewed and found to 
be inadequate.  SG confirmed that concerns on this Provider have been sent to 
Chief Operating Officers regarding concerns around protocol policies.  He added 
that Greater Manchester CCGs and NHS England are reviewing concerns and that 
the Area Team is best placed to take forward contractual discussions with the 
Provider.  Stockport CCG has forwarded views to the Area Team.  The Committee 
discussed the concern that whilst patients have choice, patients and GPs are not 
aware of commissioner concerns.  Trafford CCG has written directly to their GPs.  
           
The Chair concluded that the Committee is aware of the Greater Manchester  
work but the Committee need to see the report sent to COOs. She added that the 
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Committee requires confirmation that Greater Manchester is addressing issues 
confidently and that some work is being done locally.  The Committee will support 
this approach. 
 
4.1.2  Stepping Hill Hospital Maternity 
SJ stated that overall he felt assured about the quality of maternity services at SFT.  
There was a discussion about patient experience; overall CQC and F&FT results 
positive.  
           
SG stated that there is a concern within Obstetrics and access to Safeguarding 
supervision for midwives.  She requested that SJ raise this at the next meeting of 
the Maternity Board.  SG is seeking confirmation that agreed supervision levels are 
being met.  The action plan had confirmed that community midwives should be 
receiving four supervision sessions per year. 
           
4.1.3  SHH Acute Paediatrics 
SJ stated that Stockport has a higher than England average of paediatric alcohol  
admissions and asthma admissions.  He said that the issue is primarily believed to 
be coding.  He reported that one hour stays have previously been counted as  
admissions and that children admitted to short stay classed as admissions rather 
than assessments.  If the coding could be more consistent then the figures would be 
better.   
 
The Committee asked that more clinical data and outcomes need to be presented 
by the Maternity Board.  SJ felt that there was not enough information available from 
SFT to determine whether this was a quality service. 
 
4.1.4 Maternity Board 
SJ concerned that serious incidents relating to maternity/paediatrics are not seen by 
the Maternity Board.  GMi will ensure a process to forward all such reports to the 
Maternity Board. 
 
SJ informed the Committee that he will be stepping down as Maternity Lead to 
concentrate more on his GP role.  He stated that he would be available for 
guidance.  SJ felt that issues should be raised from the Maternity Board to the 
Q&PM Committee in the form of a regular short report.  
 
The Chair thanked SJ and AC for their attendance; they both left the meeting at 
10:30. 
 


 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GMi 
 
 


5 Issues Log Action 
 


5.1 Review Issues:  Members reviewed the Issues Log: 
MC commented that there has been a change to the log as it now shows the          
expected date of removal.  He proposed that once an action plan is in place that the 
Committee can support removing items with a six month follow up review.  Once 
issues are reviewed and assured, they can be removed from the log.  It was agreed 
that the Committee would only review issues at the meeting with a current removal 
date or Issues on RED.  
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Issue 1 – ED Quality 
A discussion took place around ED.   GMi noted the outcomes of the audit of patient 
notes and the report submitted to the Committee.  The main recommendation of this 
report is for SFT to provide regular audit/review of quality outcomes from ED.  SW 
informed the Committee that he was involved in the Audit and Urgent Care Report 
and supported this recommendation MC stated that the requirement for this 
assurance should be being driven by the Provider rather than being externally 
flagged.  As part of Clinical Governance, the Medicines Division should have this as 
part of a routine process; our requirements should be sent to the FT in the most 
effective way.  The Chair agreed that on this basis the issue can be removed from 
the Issues log on condition that the Committee is sighted on Quality Issues. 
 
Issue 3- Follow-Up Appointment Wait Times 
MC reported that information has been requested in terms of activity.  A meeting 
has been arranged for 16th September with the Clinical Leads to discuss responses 
and the next level of challenges. 
 
Issue 6 CIP Plans 
SP had concerns that it is difficult to understand the impact of SFT’s CIP 
programme without seeing the reports.  Only one of the plans mentions taking costs 
out. 
 
MC commented that the QIAs presented to the Committee are for the Trust’s high 
level programmes and are not QIAs for detailed CIP plans.  These have been 
requested from the Trust.  He stated that the Committee is still not assured or 
sighted on the risk and impact of the Trust’s CIP Plans and it will remain on the log 
as a red and will not be removed. 
 
Issue 4 Access to Psychological Therapies 
There was an agreement to change the rag rating of this to RED in light of the 
concerns raised by the Committee.  


 


6 SNHSFT Performance Action 
 


6.1      SNHSFT Dashboard – August 
RG highlighted a number of indicators: 
 
TIA/Stroke service  
RG informed the Committee that a meeting had taken place between CB &, SW    
CB was not present to provide an update but RG noted that it had been a positive 
meeting and there is a proposed service for TIA patients at the weekend.  However 
there is still an issue over the weekend period relating to provision of carotid 
Doppler Scanners;  
 
> 52 week breaches 
The FT has carried out an RCA on all over 52 week breaches, January 2014 to 
June 2014.  It will be discussed at the August Contract meeting; 
 
General Discussion 
SP queried the meaning of the trend arrows and whether the Dashboard could 
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indicate how long something had been underperforming.  The example she used 
was with regard to complaints. 
AA queried the current set of indicators on the Dashboard and how they were 
agreed.  RG responded that the indicators set had been agreed following    
consultation with GMCCGs in 2013.  She confirmed that it was a local Dashboard 
and could be amended as per the Q&PM Committee’s wishes.  RG to set up a 
working group to review the indicators.  


 
6.1.1 The exception report is to be brought back to the September meeting for  
discussion. 
 
6.1.2   SNHSFT Quality Report – June GMi informed the Committee that there had  
been no meeting of the Governing Body in August. 
 


 
 
 
 
 


RG 
 
 
 
 
 
 


7 Patient Safety Action 
 


7.1    Safeguarding:  
7.1.1 Safeguarding Children and Vulnerable Adults Policy and Training  
Strategy 2013-15 
SG informed the Committee that the Training Strategy has now been updated in line 
with roles and competencies; it is due for renewal in December 2015.  SG added 
that there is now specific training for members of the Governing Body.  The 
Committee noted this report. 
 
7.1.2 Safeguarding Annual Report 2013-14 
SG stated that the report is meeting statutory authorisation requirements.  She said 
that there is a comment at the end of each section about the level of assurance.   
 
7.1.3   August 14 Provider Compliance 
SG informed the Committee that significant work has been done since March 
including the dashboard.  She said that the Governing Body will require current 
information and the capacity may change to red.   MC to have a discussion with SG 
about communicating both.  SG reported that there is significant assurance around 
children but a lack of full assurance around adults which is causing concern.  She 
stated that as an organisation we are compliant.  The Committee supported the 
findings of the annual report. 
 
MC commented that there may be some emphasis changes in the final version and 
these will be circulated to the Committee. 
 
GMi asked if the report should differentiate between Provider non-compliance with 
standards and evidence not submitted by Providers. SW commented that in either 
case the result is a RED rating.  
 
7.1.4   Safeguarding Exception Report 
Midwifery - SG expressed her concerns around data that was received from the FT, 
which highlighted that midwives are not receiving the required supervision sessions.  
She raised the issue with SFTs Head of Midwifery who stated that the responsibility 
of collating this information has been transferred to an administrator.  SG had 
concerns that the CQC Ofsted Inspection had picked up that the work is done but  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MC 
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that there is no evidence.  MC to write to Judith Morris or Jo Ellis at the FT to 
request specific information to establish the position. 
New Multi-Agency Inspection Framework - SG commented that the lack of a care 
leavers service is a risk. 
                  
Serious Case Review – Following the death of a young person at Cheadle Royal, 
SG may have to provide some support/guidance to the organisation.  She 
commented that she may need some support with this. 
 
Named GP Safeguarding – SG informed the Committee that Stockport is looking to 
have a named Safeguarding GP but this is yet to be agreed. 
 
Stockport NHS FT – The Deputy Director of Nursing will be attending all assurance 
meetings. 
 
Pennine Care NHS FT – SG has taken the lead in managing this provider in respect 
of its safeguarding arrangements both as a whole organisation and its specific local 
requirements. 
 
Care Homes with Nursing – the monitoring of this will be reported through Quality 
and Safeguarding. 
 
Out of area placements – SG reported that there has been a good response and 
she will report back to the next meeting. 
 
7.2      Serious Incidents 
RG reported that there are still 11 serious incidents open from 2013/14.  RG gave a 
breakdown of all serious incidents until the end of July 2014/15: 
 
           29 grade ¾ pressure ulcers – 1 removed as not service acquired/4  
           downgrades and closed as the initial investigation found them to be  
           ‘unavoidable’. 
           2 HCAIs – 1 MRSA/1 C Diff 
           1 retained swab (never event) 
           1 safeguarding adult 
           1 diagnosis incident 
           1 intrauterine death 
           1 neonatal death 
           1 information governance breach 
 
7.3       Infection Control – refer to Quality report (July 14) 
GMi informed the Committee that planning for Carbapenem-Resistant 
Enterobacteriaceae (CPE) is a focus in GM.  The FT has submitted a toolkit of                
compliance.  There is a resource issue regarding a high number of isolation rooms 
that would be required.  Clostridium Difficile remains under trajectory. 
 


MC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


8 Clinical Effectiveness Action 


8.1     AQ Position for April 2014 
The report was noted by the Committee.       
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9 Patient Experience Action 


9.1     CCG Patient Experience Report 
The Patient Experience Report was noted.  GMi talked about the Patient  
Experience Surveillance Group and informed the Committee that Healthwatch 
Stockport is running a similar group.  GMi has attended the Healthwatch meeting 
and recommended that the groups are amalgamated.  This was approved by the 
Committee. 
        
9.2     Complaints Quality Dashboard 
GMi reported that response rates are below an acceptable level and this is centred 
on the lack of governance capacity in the Division of Medicine.  A new member of 
staff has been appointed to the post of Governance Lead and will start in 
September.  There is a huge backlog and the situation will not significantly change 
in this financial year.  GMi commented that the CCG has suggested agencies to 
support the FT but the investigations are complex and require internal clinical 
engagement.  
 
TS informed the Committee that Healthwatch had written to the FT regarding their 
concerns about the quality and timeliness of Trust complaint responses.  TS 
reported that a positive discussion took place; there will be a further meeting in six 
months’ time to review the issues.  He commented that the FT have concerns but 
hope that now a Governance Lead has been appointed that response rates will 
begin to improve. 
 
9.3     Response to Healthwatch from Stockport NHS Foundation Trust 
TS informed the Committee that Healthwatch have received a response from the FT 
to the letter sent on 3rd June regarding timescales for responses to complaints.  It 
was noted that the response letter was not sent directly from Ann Barnes. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


10 Any Other Business 
Action 


 


10.1   Pennine Care 
TS commented that patients on the Arden and Norbury wards at Pennine Care are 
disillusioned by changes in ward round dates due to different Consultants being 
available.  MC to raise this issue with GE and will feed back at the next meeting of 
the Committee. 
 
10.2   NWAS Paper 
The Chair queried why the NWAS report had been sent out prior to the Committee 
Meeting.   MC clarified that it related to an action from the meeting of the Governing 
Body relating to NWAS Deep Dive.  It was agreed to defer this item to the next 
meeting. 
 
10.3    Letter from Healthwatch 
TS shared a letter that has been sent from Healthwatch to NHS England regarding 
flu vaccinations.  As Stockport has previously had a very successful flu 
immunisation programme, there is now a great deal of concern around community 
pharmacists offering this service at the same safety level as GPs.  Dr Ranjit Gill has 
already been copied in to the letter; MC to discuss with Dr Viren Mehta. 


 
 


MC 
 
 
 
 
 
 
 
 
 
 
 


 
 
 


MC 







Page 17 of 22 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Meeting Governance 
Action 


 


11.      Date, time and venue of next meeting: 
 


Wednesday 17 September 2014 
09:00 – 11:30 


Board Room, floor 7, Regent House 
 


 
 
 


 
 







Issue 
No. 


Date 
added to 


log 


Description of issue How is the Issue 
Being addressed? 


Progress against actions  Owner/
Q&PM 
Lead 


Update 
required 


Context 
including 


source 


1 18/09/2013 There is an issue with 
significant variability in 
wait times for patients 
and overcrowding at 
SFT ED. The 
committee were 
concerned that this 
results in an increased 
risk to patient safety 
over and above that 
which would be 
expected within 
comparable ED 
departments. 
 


1. SFT are 
implementing a phase 2 
action plan in response 
to several external 
reviews.   2. Contract 
management 
processes and close 
scrutiny by NHSE and 
Monitor.  3. CCG 
Commissioned notes 
reviews.  


1. Action plan tracked 
through UCWG/SRG. 2. 
Contract management with 
additional scrutiny from 
NHSE / Monitor ongoing. 3. 
Notes review completed 
and to be reported to 
Q&PM. 


MC 20/08/2014 


 


        Expected date of removal 
from log: 


Aug-14   


  


2 18/09/2013 There is an issue with 
the current under 
performance of the 
high risk TIA pathway 
which is resulting in 
some patients not 
being seen in the 24 
hour target window 
(60% target). This 
could increase a 
patients’ risk of 
subsequent stroke if 


Formal escalation from 
CCG Clinical Director of 
PM to SFT Director of 
Nursing.  Escalated to 
Quality & Performance 
Contract meeting.  


Following discussions at the 
last quality contract meeting 
and subsequent email 
conversations with the 
Associate Medical Director, 
an alternative pathway has 
been suggested for patients 
presenting with TIA. 


CB 20/08/2014   
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clinic appointments are 
delayed over 7 days 
and may result in a 
poor patient 
experience. 


        Expected date of removal 
from log: 


Oct-14     


3  20/11/2013 There is an issue with 
patients receiving 
timely follow up in 
Cardiology 
/Gastroenterology & 
Ophthalmology - the 
level of risk to patient 
care is not understood 
nor is the plan to 
resolve. 


CCG has written to SFT 
with a contract query to 
establish the position in 
terms of numbers and 
assessed risk. A 
response has been 
received and will be 
considered at the 
August meeting. 


SFT have provided 
information showing that the 
waiting lists are reducing 
and that "treat in turn" is 
being applied. 


MC 20/08/2014 


  


        Expected date of removal 
from log:  


Oct-14   


  


4 18/09/2013 There is an issue with 
the timely 
appointments for 
psychological 
therapies which may 
result in a compromise 
to patient safety, 
outcomes and 
experience. 


1. An improvement 
action plan will be 
implemented   2. The 
CCG will commission 
additional capacity 
during 14/15. 


1. The proposed action plan 
has been finalised and will 
be considered by Q&PM in 
August. 2. The business 
case is in development. 


MC 01/08/2014 


 


        Expected date of removal 
from log: 


Oct-14   
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5 18/09/2013 There is an issue with 
the timely referrals 
within Speech and 
language therapy 
which may put some 
children at risk of a 
delayed development. 


An improvement action 
plan, supported by non 
recurrent funding, has 
been implemented by 
SFT. 


The action plan is being 
implemented and waits are 
reducing, as planned, 
across the service. This is 
not the case for the schools 
based service which is now 
the significant issue. 


MC 01/08/2014 


 


        Expected date of removal 
from log: 


Nov-14   


  


6 18/12/2013 CIP - CCG only has 
sight of high level CIP 
Plans and no formal 
mechanism for 
reviewing plans or 
monitoring progress 
against plans. 


CCG raised at contract 
meetings and through 
correspondence. 
Requested information 
on 1. Quality Impact 
Assessments and 
process 2. Individual 
schemes / projects 3. A 
joint process to agree 
and understand impact 
of projects.  


The SFT CIP target for 
14/15 is very significant 
(£12.9m in year and £16.9m 
recurrently).  Assurance has 
been provided on processa 
and governance. QIAs at 
programme level have been 
received. A joint process is 
yet to be finalised. 


MC 01/08/2014 


 


        Expected date of removal 
from log: 


Jan-15   


  


7 18/12/2013 There is an issue that 
patients are not 
assessed for Dementia 
on admission to SFT 
and referred 
appropriately.  This is 
measured through the 
national CQUIN 
(FAIR).  Also, that 


Escalated at contract 
meetings with SFT. 
Monitored through 
CQUIN. 


SFT full action plan and 
dementia group focused on 
this issue.  SFT almost 
achieved the FAIR 
assessment in Q4 of 
2013/14 after failing the first 
3 quarters.  Performance 
has dropped considerably in 
Q1 of 2014/15. 


GM 01/08/2014 
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Carers of patients with 
Dementia are less than 
satisfied. 


    


  


  Expected date of removal 
from log: 


    


  


8 19/02/2014 There is an issue with 
high number of nursing 
vacancies (45 in Jan 
14) in the Medicines 
Division.  This has a 
potential impact on 
safe staffing levels. 


SFT have reported as a 
risk through their board. 
A recruitment plan is 
being followed. 


SFT Safe Staffing published 
data in May shows SFT to 
be overall compliant but 
certain Medical wards are 
showing low safe staffing 
levels.  SFT are reporting to 
their board reduced levels 
of vacancies. 


GM 01/08/2014 


  
        Expected date of removal 


from log: 


Oct-14   


  


9 21/05/2014 There is an issue that 
the SWMS is operating 
without medical input 
with a consequential 
risk on the quality of 
patient care. 


A revised specification 
has been written and 
the existing provider 
has been invited to 
comment on the 
specification and to 
provide a gap analysis 
to this. Consideration is 
being given to re-
procuring the service. 


Raised at contract meetings 
with SFT. An intention to 
procure has been confirmed 
and the contractual process 
of notice etc is now being 
determined. 


MC 01/08/2014 


  
        Expected date of removal 


from log: 


Sep-14   
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10 18/06/2014 There is an issue that 
patient's discharge 
letters are not being 
produced in a timely 
manner. This means 
that GPs do not have 
the necessary 
information to make 
safe prescribing 
decisions on 
discharge. 


SFT have provided an 
action plan to move to 
95% by December. 


The action plan has been 
received; a response from 
CCG is now due. 


CB 01/08/2014 


  


        Expected date of removal 
from log:  


Sep-14   


  


       
  


       
  


  


Issues removed from 
log: Date removed: Date to Review 


  
  


  


Issue 2 - Safeguarding 
Training 


Jul-14 Nov-14 


  
  


  


Issue 4 - Pressure 
Ulcers May-14 Sep-14 


  
  


  
Issue 6 - Dermatology Apr-14 Sep-14 


  
  


  
Issue 7 - PTS Jul-14 Nov-14 


  
  


  
Issue 9 - Cdiff Apr-14 Sep-14 
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2014 Constitution Changes  
 


 
NHS Stockport Clinical Commissioning Group will allow  


people to access health services that empower them to 
 live healthier, longer and more independent lives. 


Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 
 
Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 


1 
 







Executive Summary 
 


What decisions do you require of the Governing Body? 
 
The Governing Body is asked to review and recommend the proposed 
changes to the CCG’s Constitution for putting to the membership at the 
Annual General Meeting on 24 September 2014. 
 
Please detail the key points of this report 
 
The major changes to the Constitution are: 
1 to reduce the number of Clinical Director posts on the Governing Body 
from three to two 
2 for the post of Clinical Director for Public Health to become a member of 
the Governing Body 
3 removal of the requirement to hold a meeting of the Governing Body in 
each of our four localities once a year 
4 that the Chair and Vice-chair of the Governing Body and the Accountable 
Officer are given one vote each at General Meetings. 
 
What are the likely impacts and/or implications? 
 
There is a change to the composition of the Governing Body although it 
retains the same level of clinical membership.  
 
How does this link to the Annual Business Plan? 
 
The CCG’s Constitution supports the legal basis of its functions. 
 
What are the potential conflicts of interest? 
 
The Constitution sets out the responsibilities and powers of the members of 
the Governing Body; therefore the members have an interest in its contents. 
However no member should be particularly conflicted as there are no 
significant changes being proposed to said responsibilities and powers. 
 
Where has this report been previously discussed? 
 
There have been discussions over the last twelve months with colleagues at 
NHS England regarding our wish to reinstate the Clinical Director for Public 
Health as a member of the Governing Body. 
 
Clinical Executive Sponsor: Dr R Gill 
Presented by: Dr R Gill / T Ryley 
Meeting Date: 10 September 2014 
Agenda item: 12A 
Reason for being in Part 2 (if applicable) Not applicable as in Part One. 
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Proposed changes to the Constitution of September 2014 
 
 


1.0 Background 
 
1.1 NHS England permits CCGs to amend their Constitutions up to twice a 


year on two specified dates. The next date for changes to be submitted 
is 3 November 2014. 
 


1.2 The local process for effecting such changes is for the Governing Body 
to consider a proposal and, subject to the Governing Body’s 
discussion, for the resulting proposal to be put to a vote of the Council 
of Members. 
 


1.3 This report is intended to start this process by inviting the members of 
the Governing Body to discuss the proposed changes. 


 
 
2.0 Detailed changes 
 
2.1 One of the CCG’s original Clinical Directors resigned over the Summer. 


This presented the requirement to consider the future structures for 
clinical engagement within the CCG.   


 
2.2 It is proposed that the post of Clinical Director for Service Reform is 


disestablished, and in its place arrangements will be made for 
clinicians to be brought in to support the CCG with various 
programmes and projects of reform work on a ‘task and finish’ basis. 


 
2.3  The members may recall that guidance received from NHS England 


during 2013 lead us to remove from the Governing Body the post of 
Clinical Director for Public Health. NHS Stockport was not the only 
CCG which expressed the view that this guidance did not support our 
closer working arrangements with the local authority. NHS England has 
sought further legal advice and has now informed CCGs that 
employees of their local authority are now eligible to be members of the 
Governing Body.  


 
2.4 It is proposed that the role of Clinical Director for Public Health 


becomes a member of the Governing Body. 
 
2.5 The October 2013 version of the Constitution includes the requirement 


for one meeting of the Governing Body to be held in each of the four 
localities once a year. The initial rationale for this was to increase the 
attendance by members of the public and Member Representatives at 
these Governing Body meetings. This increase in attendance has not 
been experienced, and it has been noted that there are increased costs 
(such as for venue and equipment hire, for travel, and for 
administration). It is recognised that, without this clause, the Governing 
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Body meetings could still occasionally be held at locations other than at 
Head Office.  


 
2.6 It is proposed that the requirement to hold locality-based meetings of 


the Governing Body be removed.  
 
2.7 The October 2013 version of the Constitution states that, in addition to 


the member Representatives, the Chair and Vice-chair of the 
Governing Body and the Accountable Officer are members of the 
Council of Members. However it provides no explanation as to their 
voting rights within the decision-making processes of the Council of 
Members. 


 
2.8 It is proposed that the Chair and Vice-chair of the Governing Body and 


the Accountable Officer have one vote apiece for each decision being 
made by the Council of Members. 


 
2.9 There are numerous minor amendments proposed which are detailed 


in the attached signposting sheet. These are mainly comprised of 
tidying up the grammar and capitalisation of some words. 


 
2.10 It is proposed that the additional minor amendments be accepted in 


totality. 
 
 
3.0 Actions required of the Governing Body 
 
3.1 The Governing Body is asked to recommend the following 


amendments to the Council of Members on 24 September 2014: 
 
 1 It is proposed that the post of Clinical Director for Service Reform is 


disestablished 
 
 2 It is proposed that the role of Clinical Director for Public Health 


becomes a member of the Governing Body 
 
 3 It is proposed that the requirement to hold locality-based meetings of 


the Governing Body be removed 
 
 4 It is proposed that the Chair and Vice-chair of the Governing Body 


and the Accountable Officer have one vote apiece for each decision 
being made by the Council of Members 


 
 5 It is proposed that the additional amendments be accepted in totality. 
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Appendices: 
 
1 Draft Constitution (September 2014) 


 
2 The signposting sheet of detailed amendments. 
 
 
 
 
 


Compliance Checklist:  


 
 
 


 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Documentation  Statutory and Local Policy 
Requirement 


 


Cover sheet completed Y Change in Financial Spend: Finance Section 
below completed  


n/a 


Page numbers  ya Service Changes: Public Consultation 
Completed and Reported in Document  


n/a 


Paragraph numbers in place Y Service Changes: Approved Equality Impact 
Assessment Included as Appendix  


n/a 


2 Page Executive summary in place                            
(Docs 6 pages or more in length) 


n/a Patient Level Data Impacted: Privacy Impact 
Assessment included as Appendix 


n/a 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining Y Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 
n/a 


  Any form of change: Risk Assessment 
Completed and included  


n/a 


  Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document 


n/a 
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Signposting Sheet for revisions to NHS Stockport CCG’s Constitution 
September 2014 
 
Page  
number 


Paragraph 
Reference 


Summary of change made: 
Previous 


 
New 


1 Cover  Date on document ‘October 
2013’  


‘September 2014’ 


2 1 organisation organisations 
 2 constitution 


April 2013 
Constitution (twice) 
October 2013 


3 1 audit and remuneration 
committees 
 
 
sub-committees 


Audit and 
Remuneration 
Committees 
 
sub-committee(s) 


4  7. Roles and Responsibilities 7. Roles, Rights and 
Responsibilities 


4 E Prime Financial Policies Detailed Financial 
Policies 


5   Contents page 
updated to include 
Committee Terms of 
Reference as 
appendices, new 
page numbers 
provided 


6 1.3.1 9 October 2013 25 September 2014 
8 3.3.1 less fewer (five times) 
9 3.3.3  paragraph formatting 
9 3.3.4  paragraph formatting 
9 3.3.4e Member’s Representative Member 


Representative 
10 4.2.1  spacing after 4.2.1 
11 4.3.1 members Members 
11 4.3.2c Public Patient 
12 4.3.2d As common practice involving 


members of the public on 
clinical pathway or service 
reform project teams  


Involving members of 
the public on clinical 
pathway or service 
reform project teams 
as common practice  


12 4.3.2e Publishing on the Group’s 
website all principal 
commissioning and 
operational policies including 
its procurement policy, 
effective use of resources 
policy and funding 


Publishing on the 
Group’s website all 
principal 
commissioning and 
operational policies 
including its 
Procurement Policy, 


6 
 







exceptional cases policy its Effective Use of 
Resources policy and 
its Funding of 
Exceptional Cases 
Policy 


12 4.3.2f Publishing on the Group’s 
website the conflicts of 
interest policy and register of 
interests 


Publishing on the 
Group’s website the 
Conflicts of Interest 
Policy and the 
Register of Interests 


12 4.3.2g  inserted ‘are made’ 
12 4.3.2h The remuneration of all 


employees and other 
individuals paid by the Group 
in excess of £50,000 per 
annum shall be published as 
part of the annual accounts 
(in bands of £5,000) 


Publishing the 
remuneration of all 
employees and other 
individuals paid by 
the Group in excess 
of £50,000 per 
annum as part of the 
Annual Accounts (in 
bands of £5,000) 


12 4.3.2i The remuneration of all 
Governing Body members, 
irrespective of the amount, 
shall be published as part of 
the annual accounts (in bands 
of £5,000) in accordance with 
the requirements of the CCG 
Regulations 


Publishing the 
remuneration of all 
Governing Body 
members, 
irrespective of the 
amount, as part of the 
Annual Accounts (in 
bands of £5,000) in 
accordance with the 
requirements of the 
CCG Regulations 


12 4.3.2j Publishing the performance of 
the Group’s on its website 
quarterly 


Publishing the 
performance of the 
Group quarterly on its 
website 


13 5.2  paragraph formatting 
14 5.2.6 and representatives , and their 


representatives 
14 5.2.8 and public health and in public health 
15 5.3.1 group’s Group’s 
15 5.4  paragraph formatting 
16 5.4.3 group Group 
16 5.4.4 group Group 
16 5.5  paragraph formatting 
17 5.6.1c and the Department of Health and by the 


Department of Health 
17 5.6.2 its scheme of reservation and 


delegation 
its Scheme of 
Reservation and 
Delegation 


7 
 







17 6.1.1a members Members 
17 6.1.1c employees its employees 
17 6.1.2 scheme of reservation and 


delegation 
Scheme of 
Reservation and 
Delegation 


18 6.2.1 scheme of reservation and 
delegation 


Scheme of 
Reservation and 
Delegation 


18 6.3.1b scheme of reservation and 
delegation 


Scheme of 
Reservation and 
Delegation 


18 6.3.1c standing orders Standing Orders 
19 6.4.3a The Council of Members shall 


comprise the Member 
Representatives from time to 
time, the accountable officer, 
the chair of the Governing 
Body and the deputy chair of 
the Governing Body 


The Council of 
Members shall 
comprise the Member 
Representatives from 
time to time, the 
Accountable Officer, 
the Chair of the 
Governing Body, and 
the Vice- chair of the 
Governing Body 


20 6.5.1 groups group(s) 
21 6.6.1 6.5.1(d) 6.6.1(d) 
21 6.6.1e public sector equality duty Public Sector Equality 


Duty 
21 6.6.1f commissioning the commissioning 
21 6.6.1f developing in developing 
21 6.6.1g well-being wellbeing 
21 6.6.1h public engagement strategy Communications and 


Engagement Strategy 
21 6.6.1h annual public involvement 


report 
annual Statement of 
Involvement 


21 6.6.1j including safeguarding 
children and vulnerable adults 


(including 
safeguarding children 
and vulnerable 
adults) 


22 6.6.1m and representatives and their 
representatives 


22 6.6.1p)iv) HealthWatch Healthwatch 
23 6.6.1x organisational development 


plan 
Organisational 
Development Plan 


23 6.6.2  paragraph formatting 
 6.6.2a the chair, who shall be either 


the lay member for patient 
and public participation or one 
of the representatives of 
member practices and is not 
an additional member 


the Chair, who shall 
be either the Lay 
Member for Patient 
and Public 
Participation or one of 
the representatives of 
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member practices 
and is not an 
additional member 


23 6.6.2b Locality Committees Locality Council 
Committees 


23 6.6.2c three other GPs or primary 
care health professionals who 
shall be known as “Clinical 
Directors” and who shall each 
be responsible for one of the 
following areas of work: 
 


i) Member 
relations; 


ii) Quality 
and 
provider 
managem
ent; 


iii) Service 
transform
ation 


 
 


two other GPs or 
primary care health 
professionals who 
shall be known as 
Clinical Directors and 
who shall each be 
responsible for one of 
the following areas of 
work: 
 


i) General 
Practic
e 
Develo
pment; 
or 


ii) Quality 
and 
Provider 
Manageme
nt 


23 6.6.2d lay members Lay Members 
24 6.6.2g accountable officer Accountable Officer 
24 6.6.2h chief operating officer Chief Operating 


Officer 
24 6.6.2i chief finance officer. Chief Finance 


Officer; 
24 insert 


6.6.2j 
 the Stockport MBC 


Deputy Director of 
Public Health who 
shall be the Clinical 
Director for Public 
Health. 


24 6.6.4a The Stockport MBC Deputy 
Director of Public Health 


deleted, and 
subsequent bullet 
points renumbered 


24 6.6.5 Locality Committee Locality Council 
Committee (twice) 


24 6.6.5 Vice Chair Vice-chair 
24 6.6.7  paragraph formatting 
25 6.6.7a group Group 
25 6.6.7a The Chair of the committee 


shall be the lay member 
The Chair of the 
Committee shall be 
the Lay Member 


25 6.6.7a terms of reference Terms of Reference 
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25 6.6.7a committee Committee  
25 6.6.7b lay member Lay Member 
25 6.6.7b terms of reference Terms of Reference 
25 6.6.7c committee Committee (three 


times) 
25 6.6.7c the registered nurse member the Registered 


Nurse Member 
25 6.6.7c the terms of reference the Terms of 


Reference 
26 6.6.7d Locality Committees Locality Council 


Committees 
26 6.6.7d committee Committee 
26 6.6.7d committees Committees 
26 6.6.7e  insertion: Clinical 


Policy Committee – 
the Committee is 
accountable to the 
Governing Body for 
the clinical and 
Effective Use of 
Resources policies 
and for the 
dissemination of 
NICE and other 
national guidance, for 
promoting research, 
and for managing 
exceptionality. The 
Chair of the 
Committee will be the 
Secondary Care 
Specialist Doctor 
member of the 
Governing Body. The 
Governing Body has 
approved and keeps 
under review the 
Terms of Reference 
of the Clinical Policy 
Committee which 
includes details of its 
membership.   


26 6.6.9b member Member 
27 7.1.1b Locality Committee Locality Council 


Committee 
27 7.1.1c Locality Committee Locality Council 


Committee 
27 7.1.1e Locality Committee Locality Council 


Committee 
27 7.1.3 Vice-Chair of the relevant Vice-chair of the 
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Locality Committee relevant Locality 
Council Committee 


27 7.1.5 These are set out in the 
Memorandum of 
Understanding at Appendix B 


These are set out in 
Appendix B 


28 7.1.7 GP Locality Chair or Locality 
Vice Chair 


GP Locality Council 
Committee Chair or 
Locality Vice-chair 


28 7.2.1b Clinical Director for Member 
Relations 


Clinical Director for 
General Practice 
Development 


28 7.2.1c  removed 
28 7.3.1 Clinical Commissioning 


group 
Clinical 
Commissioning 
Group 


29 7.4.1e accountable officer Accountable Officer 
29 7.4.1l members Members 
31 7.8f cost effective cost-effective 
31 7.9 especially the contribution of 


nursing to patient care 
especially on the 
contribution of 
nursing towards 
patient care 


32 7.13 Locality Chair Locality Council 
Committee Chair 
(twice) 


32 7.13c members Members 
32 7.14  inserted 


7.14. Role of the 
Clinical Director for 
Public Health 


7.14.1. The 
Clinica
l 
Direct
or for 
Public 
Health 
is a 
memb
er of 
the 
Gover
ning 
Body 
and 
has 
specifi
c 
respon
sibility 
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for: 
 


a) ensuri
ng that 
the 
public 
health 
agend
a 
inform
s the 
Gover
ning 
Body’s 
discus
sions 
and 
decisio
ns; 


b) contrib
uting 
to the 
develo
pment 
of 
strateg
ies to 
reduce 
health 
inequa
lities; 


c) suppor
ting 
the 
organi
sation 
to 
develo
p its 
policie
s for 
the 
Effecti
ve Use 
of 
Resou
rces 
and 
cases 
of 
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except
ionality
. 
 


 
34 8.2.2 constitution Constitution 
36 8.4.10 the chair they maybe  the chair considers 


that there might be 
37 8.5.1 clinical commissioning group Clinical 


Commissioning 
Group 


37 8.5.1 group Group 
39 9.5 recruitment the recruitment 
39 9.5 the appointment appointment 
39 9.10 member Member 
40 10.1.1 annual report Annual Report (twice) 
40 10.1.5 Central Administration The Communications 


Team 
40 10.2.1e Prime financial policies Detailed financial 


policies 
41  Accountable officer Accountable Officer 
41  group Group 
41  chair Chair 
41  Chief finance officer Chief Finance Officer 
41  Chief operating officer Chief Operating 


Officer 
42  Accountable officer Accountable Officer 
42  Deputy Chair Vice-chair 
  Lay member Lay Member 
42  group Group (twice) 
42  member Member 
42   paragraph formatting 
43  member Member 
43  group Group 
45  P88025: Cheadle Hulme 


Health Centre 
Hulme Hall Medical 
Group 


45  practice P88033 deleted  
45  practice P88628 deleted  
47   Membership benefits 


and obligations 
inserted 


49 1.2.2h Locality Committees Locality Council 
Committees 


50 2.2.1 constitution Constitution 
50 2.2.2 initial current 
51 2.2.2k Clinical Director deleted (subsequent 


entries renumbered) 
51 2.2.2p  added Clinical 


Director for Public 
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Health 
51 2.2.3 Person Member 
51 2.2.3 Locality Chairs Locality Council 


Committee Chairs 
52 2.2.3c Locality Chair Locality Council 


Committee Chair 
52 2.2.4bi) Locality Chair Locality Council 


Committee Chair, 
54 2.2.5eii) member representatives Member 


Representatives 
55 2.2.7 The Clinical Directors are The Clinical Directors 


for General Practice 
Development and for 
Quality and Provider 
Management are 


55 2.2.7ai) member Member 
57 2.2.8 constitution Constitution 
57 2.2.9 Locality Chairs Locality Council 


Committee Chairs 
57 2.2.9a Locality Committee Locality Council 


Committee 
58 2.2.9b Locality Chair Locality Council 


Committee Chair 
58 2.2.9c Locality Chairs Locality Council 


Committee Chairs 
58 2.2.9c Locality Committee Locality Council 


Committee 
58 2.2.9c 2.2.5b 2.2.5bv 
58 2.2.9fiii Locality Committee Locality Council 


Committee 
58 2.2.9fiii Locality Chair Locality Council 


Committee Chair 
60 2.2.10eiv lay member Lay Member 
60 2.2.10f lay member Lay Member 
60 2.2.11b Locality Chair Locality Council 


Committee Chair 
60 2.2.11b lay member Lay Member (twice) 
60 2.2.11c nurse officer Nurse Member 
60 2.2.11d 2.2.10a 2.2.11a 
61 2.2.12b Locality Chair Locality Council 


Committee Chair 
61 2.2.12b lay member Lay Member (twice) 
62 2.2.12c the doctor officer Secondary Care 


Specialist Doctor 
Member 


62 2.2.12d 2.2.10a 2.2.12a 
62 2.2.13  inserted appointment 


process for the 
Clinical Director for 
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Public Health 
63 2.2.14 2.2.13 renumbered to 2.2.14 
64 3.1.5 HealthWatch Healthwatch 
65 3.3.4 Locality Chair Locality Council 


Committee Chair 
66 3.4.1  a) insert 


a) The 
Chair 
and 
Vice-
chair 
of the 
Gover
ning 
Body 
and 
the 
Accou
ntable 
Officer 
each 
have 
one 
vote at 
a 
Gener
al 
Meetin
g 


and renumber the 
following bullet points 


66 3.4.2 the constitution, standing 
orders, scheme of 
reservation and delegation 
and prime financial policies 


the Constitution, 
Standing Orders, 
Scheme of 
Reservation and 
Delegation, and 
Prime Financial 
Policies 


68 3.7.4 digression discretion 
68 4.1.1 less fewer 
68 4.1.2 The Governing Body shall 


hold meetings in accessible 
premises in each locality once 
per year.  
 


Remove, and 
renumber subsequent 
sections 


69 4.1.6 Practice Representative Member 
Representative 


72 4.6.6c If a motion to proceed to the 
next business or that the 
question be now put is carried 


If a motion ‘to 
proceed to the next 
business’ or ‘that the 
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question be now put’ 
is carried 


74 4.10.4 sub-committee sub-committees 
75 6.1.1 Locality Chair Locality Council 


Committee Chair 
96 9.3.1 Approval of appointment of 


staff, including agency staff, 
appointments and re-grading 
within approved budget and 
funded establishment 


Approval of staff re-
grading within 
approved budget and 
funded establishment 
 


119   added appendix H: 
Terms of Reference 
for Audit Committee 


127   added appendix I: 
Terms of Reference 
for Clinical Policy 
Committee 


131   added appendix J: 
Terms of Reference 
of the Quality and 
Provider 
Management 
Committee 


135 
 


  added appendix K: 
Terms of Reference 
of the Remuneration 
Committee 
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Cheadle and Bramhall Locality Council 
 


Date of Meeting: July 3rd 2014 Time 
From To 


3pm 4pm 


Venue: Heald Green Health Centre 


Attendees: 


Peter Carne- Locality Chair (PC) 
Daniel Goldspink-GP-The Village Surgery (DG) 
Alex Bayes-GP-Bramhall Park Medical Centre (AB) 
Kath Wilkinson-Practice Manager Bramhall Park Medical Centre (KW) 
Javaid Ali-GP-Bramhall Health Centre (JA) 
Stephen Hastings-GP Cheadle Hulme Health Centre (SH) 
Jan Elliott-Practice Manager Heald Green Health Centre(JE) 
Rita Cryer-Assistant Manager Heald Green Health Centre(RC) 
Andy Wright-GP Heald Green Health Centre (AW) 
Kevin Dean-GP Heald Green Health Centre (KD) 
Ruth Seabrook GP Cheadle Hulme Health Centre (RS) 
Matthew Jinkinson-LOC rep (MJ) 
Graham Brown-LDC (GB) 
Sue Kardahji-Public Health rep (SK) 
Sylvia O’Brien-Practice Manager-Gatley Medical Centre (SOB) 
Joy Hancock-Practice Manager-Cheadle Medical Centre (JH) 
Chloe Hancock-Assistance Manager-Cheadle Medical Centre (CH) 
Viren Mehta- Clinical Director, SCCG (VM) 
Mark Warren-Stockport Council (MW) 
Jan Grime-Locality Medicines Optimisation Co-coordinator-SCCG (JG) 
Kath Wilkinson-Practice Manager 
Liz Wilson, Referral Coordinator, Bramhall HC 


Apologies: 


Paul Stevens-Practice Manager-The Health Centre (PS) 
Jo Revell-Practice Manager Cheadle Hulme Health Centre (SH) 
Martin Stratton-LPC 
Patrick Connelly-GP-The Health Centre 
Derran Castellani Practice Manager-The Village Surgery 
Elaine Barnes-Practice Manager Bramhall Health Centre (EB) 


Secretary to 
Committee: 


Cath Comley, Area Business Manager for Cheadle and Bramhall, SCCG 


MEETING GOVERNANCE 


 Meeting Item Responsible 


1. 1. Apologies 
 


 







As noted above. 


2. Approval of the Minutes of the meeting held on  May 1st 2014 
 
The Minutes were approved as an accurate record of this meeting 


 


3. Any new declarations of interest 
 
Members were asked to verbally declare any new declarations of interest-none 
declared.  


 


4. Updates 
 
Public Health 
 
A briefing/FAQs will be going out to practices in the next few weeks about the 
hypertension campaign. In addition data obtained during the campaign from both 
the Wellpoint kiosks and the face to face events will be sent out to practices for 
uploading onto clinical systems. A query was raised about how the data would be 
uploaded without additional work for practices. SK agreed to takes this query back 
to Public Health and ensure that this information is included in the briefing. In terms 
of numbers there will be an average of 20-30 records going back to practices per 
month. 
  
Dental 
 
GB advised that progress was being made around the issue of SNHSFT charging 
for dental x rays. 
 
Some dental practices in Stockport are piloting new contracts. However there are 
unlikely to be any permanent changes until after next year’s election. 
 
Optometry 
 
There has been resolution over the prescriptions for MECS. Now just waiting for 
the IT systems to be sorted out but this should be sorted out in the next month. 
Prescriptions will only be for MECS not for any other services.  
 
Within next 6-8 weeks the Intraocular Pressure Referral Refinement scheme will be 
extended to be a more all-encompassing Glaucoma Referral Refinement Service, 
this extends the current service to allow for repeat suspect visual field 
investigations and to allow for Stockport patients not seen within the current service 
to be assessed (e.g. a Stockport patient seen by Manchester  optometrist and 
referred via GOS18 can be deflected to the service if referred for IOP or Suspect 
visual field results alone, this deflection can take place by GP or by 
Ophthalmologist triage service at SHH, advise will be circulated when available). 
 
Also looking at further community glaucoma services (Stable Glaucoma Monitoring 
& Ocular Hypertension Monitoring) shortly. 
 
Adult Social Care 
 
Enhanced rapid response: this service has now been extended until the end of 
October. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 
Complex care and integrated service: the service for over 18s is now a generic 
service. The exception to this will be the mental health and learning disabilities 
teams which will remain separate. Marple and Werneth demonstrator site is holding 
weekly MDTs which appear to be working well. 
 
Depravation of Liberty safeguards: adult social care is struggling to cope with 
this but the picture is the same across the country. 
 
Care Act 
 
This becomes law in April 2015. This will cause several other acts to be repealed 
as they will all fall under the one Act. Several things will change including eligibility 
for care, personalised care and safeguarding becomes a statutory duty. 
 
Medicines Optimization 
 
Referral for meds management: At the moment this service is only funded for 
referrals from social services, District Nursing and Age UK but the CCG is trying to 
extend it to GP's too. Copy of the paperwork below in case practices are ever 
asked for this by District Nurses. Referral form below. 
 


Referral for 
Medicines Management Support.doc


 
Fucithalmic eye drops: the maker Leo has transferred the licensing to a company 
called Amdipharm and they then had manufacturing problems. They have 
reassured JR that these supply problems are now resolved so the product can be 
prescribed as Fusidic acid eye drops. The name Fucithalmic as a brand no longer 
exists in the UK. 
 
Recycling unused medication: JG advised she is waiting to hear back from Peter 
Marks (LPC) of any local places where unused meds can be taken, but is aware of 
a charity/company that GPs can register with. Below is the link for any practices 
that are interested and JR will forward any other local info onto you when she 
receives it: 
 
http://www.intercare.org.uk/donate-medicines 
 
 
Supply issues: One of our team has now been tasked with trying to keep up to date 
with stock shortages. It is a difficult task as we rely on receiving queries from 
practices in order to investigate as well as info circulated from other sources. We 
now put a regular slot in the monthly prescribing newsletter which goes out to all 
practices and is available on the website and we are trying to update scriptswitch 
more promptly with suggestions for alternatives.  
 
Tramadol is now a schedule 3 Controlled Drug. 
 


5. Healthy Stockport-Patrick O’Brien 
 
The service has now been running for a year and is the amalgamation of services 
including stop smoking, health trainers and weight management. All staff are 


 



http://www.intercare.org.uk/donate-medicines





 
 
 
 
 
 


trained in motivational interview techniques and some staff have specialist 
interests. There is a website available for people to access information and self-
refer. Referral can be via phone, e mail or fax. The services acts as the gateway for 
the PARIS scheme and patients need a GP referral to access this as they are 
unable to self-refer to this. There is strict criteria for the PARIS scheme.  
 
GB asked whether there would be the potential to get information out to dental 
practices about Healthy Stockport particularly around smoking. Patrick O’Brien 
explained that the plan is a roll out to dentists as part of stage two. There is a 
possibility that this will be in October as part of ‘stop smoking’ month. 
 


6. Health and wellbeing checks-Sarah Newsam 
 
Please see the embedded presentation. If practices are interested in getting 
involved with this then there are contact details at the end of the 
presentation. 
 


Health and Wellbeing 
Check CCG Locality Meetings June 2014.pptx


 
 


 


1. 7. Update from Governing Body 
2.  


PC explained that Governing Body is not until next week. 


 


ANY OTHER BUSINESS 


 
PC announced that Patrick Connelly has tendered his resignation as Vice Chair 
with immediate effect due to time constraints. If anyone is interested please contact 
either PC or VM for an informal discussion.  


 


DATE AND TIME OF NEXT MEETING 


Wednesday 15th October 2014   Heald Green Health Centre 
1:30-2:30 Locality Council 
2:30-3:30 Locality Meeting 
 
Speciality for peer review to be advised. 


 






_1471330118.pdf


 


 


 
 


Stepping Hill & Victoria Locality Council Meeting Minutes 
 


Date of Meeting: 16th July 2014 Time 
From To 


1.30pm 2.30pm 


Venue: Walthew House, Shaw Heath 


Attendees: 


Dr Ameer Aldabbagh, Springfield Surgery (Chair) 
Kath Whittall, Springfield Surgery 
Tracy Johnstone, Caritas 
Gill Eggleston, Caritas 
Dr W Ahmed, Stockport Medical Group 
Dr A Eaton, Stockport Medical Group 
Dr H Sharma, Bracondale Medical Centre 
Rosemary Hyde, Bracondale Medical Centre 
Dr J Gillick, Adswood Road Surgery 
Julie Rowe, Adswood Road Surgery 
Debbie Griffin, Referral Coordinator, Adswood Road Surgery 
Dr Phil Allan, Beech House 
Paula Trow, Beech House 
Dr Rachel Tomalin, Cale Green Surgery 
Dr John Bendelow, Manor Medical Centre 
Tricia Brooks, Manor Medical Centre 
Ian Stanyer, Little Moor Surgery 
Dr Ben Duncan, Little Moor Surgery 
Christine Small, Cedar House 
Dr H Lloyd, Cedar House 
Dr S Rafique, Haider Medical Centre 
Dr D Gilbert, Adshall Road Surgery (LMC) 
Jo Ann Edwards, Adshall Road 
Dr Heather Procter, Lowfield Road Surgery 
Carmen Mincherton, Lowfield Road Surgery 
 
In attendance 
Susan Parker, Professional Advisor Optometry 
Jacqui Coleman, Prescribing Advisor NHS Stockport CCG 
Julia Newton, Adult Social Care SMBC 
Sarah Clarke, Public Health Specialist 
Lee Speed, Healthy Stockport 
Patrick Obrien, Healthy Stockport 
Maria Murphy, CCG Education & Training department 
 


Apologies: 
Dr Adam Firth, Bracondale Medical Centre (Vice Chair) 
Peter Marks, LPC 


Secretary to 
Committee: 


Elaine Abraham-Lee Stepping Hill and Victoria Area Business Manager 







 
 


MEETING GOVERNANCE 


Item 
No 


Meeting Item 
Responsible 


1 
 
 


Apologies 
As noted 


AA 


2 Approval of the Notes of the meetings held on 1st May 2014  
 
Agreed as a true and accurate record. 


AA 


3 Declarations of Interest 
No new declarations of interest. 
 


AA 


 
4 
 


Notification of items for Any Other Business  
No items 


AA 


 
5 
 
 


Updates 


Public Health 


Public Health Update 
16th July 2014 Hypertension Campaign.docx


 
Sarah Clarke provided a summary of the previously circulated brief 
and answered questions from the members. SC clarified that each 
clinical system has a template and the minimum data entry is the BP 
reading, other data is optional but strongly recommended. 
 
Governing Body 
Ameer Aldabbagh provided the meeting with an update regarding the 
Healthier Together consultation which launched recently. Information 
will be distributed to practices as soon as is available. There is a 
public meeting 12th August 2014 at the Alma Lodge, Stockport. 
Further details to follow. 


AA 
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Minor Eye Condition Service Update – Susan Parker


Minor Eye Conditions 
Service Update Stepping Hill and Victoria Locality Meeting 16 July  2014.docx


 
Susan Parker advised that uptake from practices is variable and that 
patients are also able to self-refer.  Recent developments include a 
forthcoming prescribing solution, where pharmacies are able to 
directly supply patients entitled to free prescriptions from a MECS 
written order so GPs will no longer be requested to supply a 
prescription.  The requirement to see all patients within 3 days has 
been changed to 5 days to allow patients with very minor infections 
to be booked several days ahead to support self-care or attend 
pharmacy in the meantime with instructions to cancel the 
appointment if they improve before they are seen.  


SP 


7 Adult Social Care Update – Julia Newton 
 
Integrated Care Hub (Marple & Werneth locality) 
From September 2014 this will be a generic 18+ service; the 
progress on integrating these services has been good but somewhat 
slower than anticipated. The roll out is still moving ahead for the 


 







 


remaining 3 localities. 
  
Enhanced Rapid Response 
This has been extended and a potential procurement of the service 
is being considered.  
 
Care Act 
This becomes law in April 2015. This will impact on several other 
acts which will be repealed as they will all fall under the one Act. 
Several things will change including eligibility for care, personalised 
care and safeguarding becomes a statutory duty. 
 
Deprivation of liberty safeguarding  
Individuals with dementia and lacking in capacity now need a 
deprivation of liberty assessment, which has increased workload. 
   


8 Healthy Stockport – Patrick O’Brien & Lee Speed 
www.healthystockport.co.uk 


Patrick and Lee provided an overview of the Healthy Stockport 
Service which brings together various services including smoking 
cessation, weight management and healthy lifestyles into one “well-
being” service. Refreshed literature and referral forms are to be 
distributed to practices; patients are also able to self-refer.  PO 
indicated that if a particular service was needed to request this on 
the referral form. 
 


 


ANY OTHER BUSINESS 


9 None AA 


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on  
22nd October 2014 
1.30pm – 2.30pm 
Walthew House, Shaw Heath Stockport 


 



http://www.healthystockport.co.uk/




_1471327524.pdf


 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


 


Clinical Policy Committee Update 


New policies that have been agreed at Committee (CPC); costing implications for new NICE technology appraisals; 
best practice gaps 


 
NHS Stockport Clinical Commissioning Group will allow  


People to access health services that empower them to 
 Live healthier, longer and more independent lives. 


Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 
 
Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 







Executive Summary 
 


What decisions do you require of the Governing Body? 
• To note that CPC agreed the implementation of CG 181 Lipid 


modification subject to the issues discussed in section 3.1. 
• To note the actions for patients with Atrial Fibrillation in section 


3.1 
• To note CPC agreed to review ED prescribing costs in light of the 


new DH guidance. 
• To note the costing implications of NICE Technology Appraisals  
• To note that  


o CPC endorsed the EUR policy on Hyaluronic Acid for 
Osteoarthritis. 


o CPC endorsed  NTS and IPNTS recommendations listed in 
sections 3.2/3.3 


o CPC endorsed the end of life prescribing guidance. 
o CPC agreed to use faecal calpotectrin for specific 


indications. 
o Black list changes: Colsevelam and Cyanocobalamin to 


remain; Dymista for allergic rhinitis added. 
o CPC agreed to add the Medicines optimisation lead as a 


formal member of CPC. The updated Terms of Reference 
for CPC can be found on the CCG  website under: 
http://stockportccg.org/wp-content/uploads/2012/01/Terms-
of-Reference-Clinical-Policy-Committee-v4.pdf 


• To receive the July 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. 
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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: 10.09.14 
Agenda item: 14 
Reason for being in Part 2 (if applicable) n/a 
 
 


 
 
 
 


1.0 Purpose 
 
1.1 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. 


 
 
2.0 Context 
 
2.1 The Governing Body is asked to note the costing summary for 


2014/2015, which has been adjusted to £78,627 for the year to date. 
To include the costing implication of £78,627 for TA315 Canagliflozin in 
combination therapy for treating type 2 diabetes. 


 
 
 
3.0 Agreed General Policies 
 
3.1 CPC discussed CG181 with reference to lipid modification for primary 


prevention in patients at 10% risk. CPC agreed implementation 
alongside clear messages to patients and GPs on the benefits of a 
healthy BMI, non-smoking status and a normal blood pressure on risk 
status and of the benefits of physical activity and a healthy diet on both 
weight and blood pressure. CPC advised a period of risk factor 
modification prior to any prescribing. CPC discussed the opportunity of 
finding additional costs by reducing non-productive services elsewhere.  


  
 The net resource impact of CG 181 is estimated at £273,000. CPC 


discussed the cost benefits of using simvastatin 40mg over atorvastatin 
20mg; this would reduce the costs from £273,000 to £130,000. CPC 
agreed that if the money could be saved from elsewhere, atorvastatin 
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should be the drug of choice for all new patients. Further discussions 
will take place at the next CPC to discuss the issues of compliance with 
statins (estimated at 50%) and agree whether follow up testing is 
required. 


 
CPC agreed that action to switch patients with Atrial Fibrillation who 
are solely treated with aspirin or not anti-coagulated will be picked up 
as a priority. CPC noted NICE estimated costs associated with Atrial 
Fibrillation CG 180 of £263,000 but these need to be adjusted to 
included local arrangements and further work is being done to refine 
this estimate. 


 
3.2 CPC endorsed NTS recommendations for Aripiprazole prolonged 


release tablet (Plenadren®) for the treatment of adrenal insufficiency, 
Lurasidone (Latuda®) for treatment of Schizophrenia. 


 
3.3 CPC endorsed IPNTS additions to ‘do not prescribe’ as follows: 


blacklist; Lidocaine 5% plaster (Versatis®) for the treatment of 
postherpatic neuralgia (PHN) and grey list dapoxetene for premature 
ejaculation. 


  
 
 
4.0 Duty to 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. 
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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 
27th August 2014 
 
 
 
Compliance Checklist:  


 
 
 


 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


Documentation  Statutory and Local Policy 
Requirement 


 


Cover sheet completed Y  Change in Financial Spend: Finance Section 
below completed  


To follow 


Page numbers  Y  Service Changes: Public Consultation 
Completed and Reported in Document  


n/a 


Paragraph numbers in place Y  Service Changes: Approved Equality Impact 
Assessment Included as Appendix  


n/a 


2 Page Executive summary in place                            
(Docs 6 pages or more in length) 


n/a Patient Level Data Impacted: Privacy Impact 
Assessment included as Appendix 


na 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining Y  Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 
Na 


  Any form of change: Risk Assessment 
Completed and included  


n/a 


  Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document 


na 
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Present: 
(SJ)  Dr Sasha Johari, Locality Chair & Governing Body member, NHS Stockport CCG 
  (Chair) 
(JC)  Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body 
(VOS)  Dr Vicci Owen-Smith, Clinical Director (Public Health) 
(ML)  Mike Lappin, Health watch Representative 
(SW)  Sarah Williamson, Performance Manager, NHS Stockport CCG 
(RR)  Roger Roberts, Director of General Practice Development, NHS Stockport CCG 
Apologies: 
(MC)  Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CC 
(PM)  Peter Marks, Community Pharmacist, LPC Representative 
(AD)  Andrew Dunleavy, Senior Public Health Advisor, SMBC 
In Attendance: 
(SS)  Sarah Smith, Administrator to the Clinical Policy Committee 
(LB)  Liz Bailey, Medicines Optimisation Lead, NHS Stockport CCG 
(AF)  Alex Fleet, Office Manager, NHS Stockport CCG 
 
 
 


 
Clinical Policy Committee 


 
DRAFT MINUTES of the meeting held on Wednesday 23rd July 2014  


 
09:00 – 11.00, Boardroom, Floor 7, Regent House 


 


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 25th June 2014 were approved as a 
correct record. 


Action 


3 Action Log  


The following actions were completed and removed from the action log: 1, 80, 106, 
121, 128, 130, 131, 137, 138, 140, 142, 144, 147 and 151. 
Updates were provided for the following actions: 
01 To amend paper regarding diabetes prevention and share with diabetologists 
RR confirmed the paper had been sent to GPs with an interest in diabetes; therefore 


Action 
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the action could be removed from the log. 
93. QS49 Surgical Site Infection. SW to request an assessment from SFT. 
SW informed the group that SFT have changed their process for managing QS49 
and CG174. SFT have acknowledged that they have a backlog and are meeting this 
week to discuss it. SW will update the committee further in August. 
122. VOS to ask SMUHT & CMFT if they offer MRA (QS52 Peripheral Arterial 
Disease). VOS is awaiting assurance from central and south Manchester, VOS has 
been made aware that a dashboard exists and has asked to see it. 
127. SW to get formal compliance from SFT for CG179 Pressure Ulcers. 
SW has received verbal assurance from SFT but is awaiting the formal assurance 
document which is due over the next few months. 
139. Continuous glucose monitoring for children.  
The chair informed the group that Jo Ellis, SFT has advised that SFT are intending to 
follow the IFR process. VOS advised that this will eventually go through the GM 
process.  
142. QS53 Anxiety Disorders. RR to bring figures on benzodiazepine and 
antipsychotic prescribing. 
RR tabled a paper: Hypnotics ADQ/STAR PU – 1st Quarter 13/14 which compares 
Stockport’s mean value with the national mean value. The group noted that one 
practice stands out significantly, RR explained that the practice is working with the 
addiction unit. The chair commented that a reminder could be put in the newsletter.  
145. SS to ask if the CCG is the commissioner for TA312 – MS alemtuzumab. 
VOS confirmed that NHS England is the commissioner. NICE have acknowledged 
that there was an error in the costing report. SS confirmed that the costing statement 
has been amended.  
150. Varicose Veins costing’s. 
VOS clarified that the new policy allows people with mild to moderate symptoms to 
access diagnostic services; VOS added that requests still need prior approval and a 
symptomatic questionnaire will be used, this should control patient numbers and 
therefore reduce cost impact. VOS recommend that the NICE costing tool is run for 
the varicose veins CG. 
Action: SS to run the NICE costing tool for CG168 and bring costs to August 
CPC. 
152. ML to write Healthwatch policy in support of the CCG not providing cosmetic 
procedures. 
ML confirmed that the report had been written and is currently going through the 
Healthwatch process for ratification.  
153. RR to ask Dr Heather Proctor to confirm if; ‘to produce one or two soft, formed 
stools per day be changed to per week. 
RR updated the group that Dr Proctor had confirmed that this was correct in context 
with the discussion held at STAMP. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SS 
 
 


4   Matters Arising  


4.1 Abnormal placenta pathways  
The chair referred the group to the document supplied by SFT prior to the meeting. 
The document was approved by the group. 
4.2 Calpotectin  
The chair referred the group to the proposal for the introduction of faecal calprotectin 
testing (written by Dr Gill Burrows and Dr Z Mahmood) which had been circulated 


Action 
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prior to the meeting. The chair reminded the group the tests were recommended by 
NICE DG11 and added that its use has been recommended to limit the number of 
people who have a colonoscopy. The group discussed who would pay for use in out- 
patients in people with IBD. VOS commented that these costs are part of the tariff. 
The group noted that point of care testing is cheaper but felt that there were 
disadvantages to the use of this compared to a test provided by the pathology lab. 
The group agreed that they were supportive of the proposal as it demonstrated 
benefit to the patient and reduced costs. The group therefore agreed to use faecal 
calpotectrin for specific indications. The group requested that impact is monitored 
and reviewed. The chair confirmed that guidance had been written for primary care 
when DG11 originally came out.  
Action: SS to inform MC that CPC supports the proposal. MC to feedback to Dr 
Gill Burrows.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
SS 
 
 
 
 


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


5.1 Assurance on NICE TAs:  
The group noted the costing template which had been circulated prior to the meeting.  
VOS reported that out of hours consultant cover for upper GI bleeding needs to be 
discussed at GM level. Gastroenterology had been taken to GM. 
 
5.2 Receive update on progress of NICE CG/QA (3/12 post publication) 
QS57 Neonatal Jaundice 


The chair confirmed that the guidance is not relevant to primary care. SFT feel they 
are compliant with the exception of: Babies over 24 hrs old have their bilirubin 
measured within 6 hours  - this is probably not being met and may need 
bilirubinometers to be achieved .The group agreed to request a further update on this 
standard from SFT via the  Maternity, Acute Children’s and Neonatal Board.  


Action: SJ to raise at July Maternity, Acute Children’s and Neonatal Board.  
 


Action 
 
 
 
 
 
 
 
 
 
 
 
 


SJ 
 


6 Prior notification of new NICE guidance to be added   


6.1 NICE Clinical Guidance (CG): 
CG180 The management of Atrial Fibrillation 
The guidance which recommends changes to the management of atrial fibrillation 
was noted by the group. The chair invited comments from the group. 
VOS highlighted the action to switch patients with AF who are solely treated with 
aspirin or not anti- coagulated. 
VOS advised the group that GM is focusing heavily on this guidance and that it has 
become a public health priority.  A system is being developed to affect the changes 
required by the guidance. VOS and LB will be asking the CSU data quality team to 
extract data from the Stockport health record in particular CHA2 DS2- VASc score 
data. VOS informed the group that AHSN have offered resources to support the 
change and enable the switch, a Pfizer nurse has also been offered. AHSN are also 
developing support tools which are due out shortly.    
The group agreed that prevention is a priority. VOS and LB will lead on this work. 
VOS explained that the first step is to identify those patients that need to switch and 
to provide support GP practices.  


Action 
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LB identified a significant cost implication to the guidance. The group agreed to run 
the costing tool for the guidance. 
Action; SS/LB to run costing tool for CG180. 
 
6.2 NICE Technology Appraisals (TA) 
TA314 Implantable cardioverter defibrillators and cardiac resynchronisation 
therapy for arrhythmias. 
The group noted the costing implication which was not applicable (NHS England 
commissioned) though it would be useful for GPs to be aware of biventricular pacing 
as an option in patients with heart failure. 
 
TA315 Canagliflozin in combination therapy for treating type 2 diabetes. 
Recommended in two areas: 


1. Dual therapy with metformin if sulfonylurea contraindicated or if at significant 
risk of hypoglycaemia or its consequences. 


2. TRIPLE therapy. 
LB confirmed that the treatment would only be used in the above circumstances. LB 
informed the group that IPNTS will be writing an overarching position statement on 
the treatment, an update will then go out in the prescribing newsletter.  
 
The group noted the costing implication which was £78,000. 
 
6.3 NICE Interventional Procedure Guidance (IPG) 
IPG493 Arthroscopic radiofrequency chondroplasty for discrete chondral defects of 
the knee.  NICE state ‘Normal’ and SFT are not already performing the procedure; 
an outline business case is required.  
The group agreed to check with SFT if applicable and if it is to audit it in 4 months.  
Action: SW to monitor IPG493 and feedback at December CPC 
 
IPG494 Endoscopic saphenous vein harvest for coronary artery bypasses grafting. 
NICE state ‘Normal’ and SFT are not already performing the procedure; an outline 
business case is required.  
 
IPG495 Radiofrequency tissue reduction for turbinate hypertrophy. NICE state 
‘Normal’ and SFT are not already performing the procedure; an outline business 
case is required.  
The group agreed to check with SFT if applicable and if it is to audit it in 4 months.  
Action: SW to monitor IPG495 and feedback at December CPC 
 
 
6.4 NICE Medical Technology Guidance (MTG) 
MTG18 The MAGEC system for spinal lengthening in children with scoliosis. The 
group noted that this guidance is commissioned by NHS England. 
 
MTG19 The geko device for reducing the risk of venous thromboembolism. The 
group discussed the guidance and agreed it was not relevant to primary care 
however it was something that SFT could potentially offer. The group agreed 
prophylactic would be used in a hospital setting.  
 
6.5 NICE Quality Standards (QS) 


 
SS 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Page 4 of 8 


 







None this month. 
 
 
 
6.6 NICE Public Health Guidance (PHG) and other guidance 
None this month. 
6.7 NICE Diagnostic Guidance (DG) 
None this month 
 
 
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 Gluten free bread policy. 
RR explained that the policy had been brought back to CPC to review it in light of the 
recent patient complaint regarding the amount of bread allowed (details of the 
complaint had been circulated prior to meeting). The group reviewed and discussed 
the policy.  JC asked if any evidence had changed. RR advised that fresh bread had 
been re-introduced this year with a limit on quantity. The chair asked how the limit 
had been decided upon. LB advised a pragmatic assessment had been done. The 
group agreed the amount of bread in the policy is reasonable and contributes to the 
gluten free need. The group therefore agreed not to change the policy. 
7.2.2 Last days of life prescribing guidance 
The guidance had been circulated prior to the meeting. The chair invited comments 
from the group. LB noted the guidance referred to MCG and not micrograms 
explaining it should state micrograms. Healthwatch queried out of hours access to 
the end of life drugs. RR replied that Mastercall now keep a supply of controlled 
drugs, as a last resort the hospital on-call pharmacist has a supply. LB added that 
SFT need a wholesaler license to be able to supply the drugs in the future and that 
this could affect supply to St Anne’s and  Mastercall. RR agreed to monitor the 
availability of end of life drugs out of hours. 
The group endorsed the end of life prescribing guidance. 
7.2.3 NTS recommendations 
NTS recommendations on Aripiprazole prolonged release injection (Abilify 
Maintena®) for schizophrenia, Lurasidone (Latuda®) for schizophrenia and 
Hydrocortisone modified release tablet (Plenadren®) for adrenal insufficiency were 
endorsed by the group.  
7.2.4 Black/Grey list recommendations:  
Colesevelam review. LB explained that Colesevelam is already on the Stockport 
black list but that GMMMG have revised its status to green we need to realign to 
green from red, LB further explained that the red, amber, green rating system is a 
GM decision, the blacklist is a Stockport decision. LB confirmed the evidence base 
has not changed.  
The group agreed to continue with Colesevelam on the blacklist. 
Cyanocobalamin review.  
The group agreed to continue with Cyanocobalamin on the blacklist. 
Dymista for allergic rhinitis 


Actions 
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The group endorsed the GM position to blacklist this drug. The group also agreed to 
review annually.  
7.2.5 IPNTS additions to the ‘do not prescribe’ list 
Lidocaine 5% plaster (Versatis®) for the treatment of postherpatic neuralgia (PHN). 
The group endorsed the recommendation to add to the blacklist in line with GM. 
Dapoxetine for premature ejaculation.  LB reported that new therapies had come up 
with a defined group who can use this medication therefore it is recommended to add 
it to the grey list for these specific criteria. 
The group endorsed the IPNTS position. 
 
7.3 Amendments to EUR Policies/new GMEUR policy, new policies discussed 
at GMEUR 
The group noted the following draft policies which had been circulated prior to the 
meeting:  


• Pinnaplasty 
• Benign Skin Lesions 
• Sacroneuromodulation for Urinary Retention and Constipation 
• Ganglion Cyst Removal 
• Dupuytren’s Contracture 
• Eyelid Ptosis  
• Surgery of the Labia 


 
The chair invited comments from the group. LB reported that the formulary group had 
reviewed SFT’s ability to use collagenase for Dupuytren’s Contracture. The group 
agreed to feedback that it should be clarified how specialists are offering this. 
There were no other comments from the group. 
Action: SS to feedback CPC comments on Dupuytren’s Contracture to GM EUR 
   
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: 
STAMP minutes dated 10th June 2014 were ratified by the group.  
 
The minutes of the IFR Panel meeting held on 4th June 2014 were ratified by the 
group.  
 
The minutes of the ICP Panel meeting held on 2nd July 2014 were ratified by the 
group. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SS 


8 Agree report from CPC to CCG  


CPC agreed to update the Governing Body on the following: 
• Updated costing template for TA’s 
• Noted the action to switch patients with AF who are solely treated with aspirin 


or not anti-coagulated will be picked up as a priority 
• Endorsed the end of life prescribing guidance 
• Agreed to use faecal calpotectrin for specific indications 


Action 
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• Endorsed NTS recommendations for Aripiprazole prolonged release injection 
(Abilify Maintena®) for the treatment of Schizophrenia, Hydrocortisone 
modified release tablet (Plenadren®) for the treatment of adrenal insufficiency, 
Lurasidone (Latuda®) for treatment of Schizophrenia. 


• Agreed to continue with Colsevelam and Cyanocobalamin on the blacklist 
• Agreed to add Dymista for allergic rhinitis on to the blacklist  
• Endorsed IPNTS additions to ‘do not prescribe’ as follows the blacklist: 


Lidocaine 5% plaster (Versatis®) for the treatment of postherpatic neuralgia 
(PHN) and grey list dapoxetene for premature ejaculation. 


• Agreed to add the Medicines optimisation lead as a formal member of CPC. 
 


9 Any other business  


9.1 NICE Guidance – Needle and Syringe programmes 
The group noted the response from Dr Donald Menzies, (SFT) which had been 
circulated prior to the meeting. The group agreed it was comprehensive response. 
9.2 NCEPOD Acute Kidney Injury & Alcohol Related Liver Disease 
SFT had reported two NCEPOD recommendations for Alcohol Related Liver Disease 
Measuring the Units 2013 that requires consideration by commissioners. The group 
queried who the commissioner is. LB advised she is discussing this matter with 
Public Health and that Pennine are aware. VOS agreed to check compliance with the 
alcohol commissioner. 
Action: VOS to review NCEPOD recommendations with the alcohol 
commissioner. 
9.3 Compliance with NICE TA’s 
VOS reported it was now GMMMG process to add TA’s to the formulary. It was 
CSU’s remit under the medicines management contract with the CSU, to audit 
compliance, to provide the data and these reports would include indications under 
medicines management contract with the CSU, CSU are expected to check this. 
VOS flagged that the CCG need to ensure that the CSU are using the costing tool 
and accessing NICE reports. VOS also reported that CSU are currently experiencing 
problems accessing the data as not all contracts are agreed.  
VOS also advised that currently TA’s do not go to the FT’s drugs and therapies 
committee, which they should. VOS offered to discuss the matter with Dr James 
Catania, Medical Director (SFT). 
Action: VOS to discuss TA’s going to SFT’s drugs and therapies committee 
with Dr Catania, SFT. 
9.4 Medicines Management/NICE Clinical Guidelines 
VOS informed the group that prescribing messages are not being fully disseminated 
into the primary care system; VOS therefore proposed that LB becomes a formal 
member of CPC. This proposal was agreed by the group. 
Action: SS to update the membership section of the CPC TOR’s to include 
Medicines optimisation lead. 
VOS also informed the group that new therapies recommendations are not being 
enacted on at SFT. VOS offered to raise this matter with Dr Catania. 
Action: VOS to discuss new therapies recommendations with Dr Catania, SFT. 
 


Action 
 
 
 
 
 
 
 
 
 


VOS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


VOS 
 
 
 
 
 
 
 


SS 
 
 
 


VOS 


 
The next meeting will take place on: 
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Wednesday 27th August 2014 9:00 – 11:00am 
Meeting Room 1, Floor 7, Regent House 
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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
1. To approve the Safeguarding annual Report 2013-14 


 
2. To confirm that the report provides significant assurance that the 


CCG is meeting its safeguarding responsibilities. 
 


3. To acknowledge the gaps/risks in the system and the actions in 
place to address them. 


 


Please detail the key points of this report 


 
1. Identifies how the CCG is meeting the statutory safeguarding 


requirements. 
 


2. It reports on our providers compliance with the CCG 
safeguarding standards. 
 


3. It incorporates the statutory requirement for the CCG to produce 
a : 
 - Safeguarding Children Annual Report 
 - Looked After Children Annual Report 
and also as good practice 
 - Safeguarding Vulnerable Adults Annual Report 


 


What are the likely impacts and/or implications? 


 
The CCG will be required to make a new  financial contribution to 
the Adult Safeguarding Board when it becomes statutory. 
 


How does this link to the Annual Business Plan? 


 
Safeguarding is integral to all aspects of the SCCG business plan 


 
What are the potential conflicts of interest? 


 
None 


 
Where has this report been previously discussed? 


 
Quality and Provider Management Committee 
 


Clinical Executive Sponsor: Dr C Briggs 


Presented by: C Briggs 


Meeting Date: 10 September 2014 


Agenda item:  


Reason for being in Part 2 (if applicable) Not applicable 
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Safeguarding Annual Report 2013 -2014 


1.0 Purpose 


The purpose of this report is to review the safeguarding activity that has taken 
place over the past 12 months and benchmark it against the statutory 
requirements that Stockport Clinical Commissioning Group (SCCG) is 
required to meet. 


Safeguarding compliance is reviewed at the check point meetings with NHS 
England and a CCG authorisation requirement.  
 
Safeguarding for the purpose of this paper includes Children, Vulnerable 
Adults and Looked After Children.  


2.0 Context 


2.1 Statutory Requirements 


The following are the statutory requirements as identified in Safeguarding 
Vulnerable people in the Reformed NHS: Accountability and Assurance 
Framework March 2013, and a summary describing how the organisation is 
meeting these requirements. 


2.1.1 Responsible for ensuring that commissioned services provide a safe system 
that safeguards children and adults at risk of abuse and neglect. 


This has been achieved by including the CCG safeguarding policy in all 
contracts for which SCCG is the lead commissioner for and there being a 
requirement for the provider to complete an annual audit based on the 
safeguarding standards included in the contract. The audit is reviewed by the 
safeguarding team and RAG rated. All action plans resulting from the audit 
findings are monitored by the safeguarding team. Failure to progress action 
plans in a timely manner results in escalation to the Quality and Provider 
Management Committee (Q&PM) who then agree on the next steps. 


The Q&PM committee has received a quarterly dashboard of the Provider 
Compliance with Safeguarding Standards (appendix 1) and a monthly 
exception report. 


This year the focus has been on seeking assurance not only from our main 
providers but also from our care homes with nursing, our specialist 
placements and our third sector providers. Assurance for services where 
SCCG is not the lead commissioner should be provided by the organisation 
that hosts the contract. This process still requires some clarity particularly 
around Any Qualified Provider (AQP).  


The Q&PM committee has also been asked to escalate issues that have not 
been progressed in a timely manner. These can be identified in the 
committee’s action log and the committee’s issues register, most notably 
Stockport NHS Foundation Trust’s (SNHSFT) non-compliance with 
safeguarding training requirements which is also on the SCCG’s risk register.  
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Though the CCG is not the lead commissioner for Pennine Care NHS FT 
there has been a very proactive attempt to have sight of their assurance with 
the recognition that this organisation is the second biggest commissioned 
provider cost to SCCG (see page 8 for further details). 


2.1.2. To be a member of Stockport Safeguarding Children Board (SSCB), engaged 
with Stockport Safeguarding Adults Board (SSAB) and work in partnership 
with local authorities to fulfil their safeguarding responsibilities. 


These requirements are fulfilled as follows: 


Children – Working Together to Safeguard Children 2014 clarifies that the 
Board representative should be at executive level and the Designated Doctor 
and Nurse attend as specialist advisors. The SSCB expect 80% attendance of 
members. Dr Catherine Briggs is the SCCG representative however the 
required level of attendance is a real challenge and will only be 60% for this 
year. A deputy has now been  nominated. 


The Designated Nurse to fulfil the partnership requirements is also expected 
to chair one of the SSCB sub groups and attend a further four, all bi-monthly. 
The Designated Doctor attends one sub group bi-monthly and another as 
required.   


Looked After Children – Statutory Guidance on Promoting the Health and 
Well-being of Looked After Children 2010 and underpinned by Children Act 
2004 requires the CCG to work in partnership with the Local Authority to meet 
the needs of Looked After Children. The Designated Doctor LAC and Nurse 
attend the Integrated Looked After Children Board (ILAC) quarterly and the 
Designated Nurse LAC attends the Health Steering group monthly. 
Attendance at the Health Partnership Board and CAMHS Partnership Board 
also ensure that the health needs of Looked After Children are considered in 
all the relevant strategic forums. 


Vulnerable Adults – currently the SSAB representative is the Designated 
Nurse for Vulnerable Adults, however with the Care Bill expected to receive 
royal assent later this year these boards will become statutory and a similar 
level of representation to the children’s will be required. The Designated 
Nurse also attends three board sub groups to fulfil partnership requirements. 


2.1.3. To have in place robust processes to learn lessons from cases where children 
and adults die or are seriously harmed and abuse or neglect is suspected. 


The designated professionals are required to be involved in any review that 
the Safeguarding Boards commission or Stockport Safer Partnership, who 
commission Domestic Violence Homicide Reviews (DVHR). There have been 
no Serious Case Reviews (SCRs) this year but the SSCB have commissioned 
a number of learning reviews which have resulted in action plans. Action 
plans are monitored as part of the Health Safeguarding Governance Groups 
chaired by the respective Designated Nurses and the learning disseminated 
via this group and the GP Safeguarding Leads briefings. There has been one 
DVHR in 2013-14 which is due to be completed this month and the learning 
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will then require dissemination. The Designated Nurse for Children has been 
fully involved in all these reviews. 


This year there have been a number of high profile National SCRs published 
and the designated professionals via the health governance groups and the 
GP leads briefings have ensured that the learning has been considered in 
relation to local practice. 


2.2 Authorisation Requirements 


The Q&PM committee has been sighted quarterly on compliance with these 
requirements via the safeguarding dashboard (Appendix 2). This has only 
been a RAG rating therefore the Governing Body is being provided with the 
evidence to support the declared green rating; 


2.2.1. The SCCG has a safeguarding training strategy which is incorporated within 
the policy. In 2013-14 the training has been part of the mandatory 
requirements for all SCCG staff and uptake for both children and adults 
safeguarding training is 91%. Additional training for safeguarding vulnerable 
adults and mental capacity has been delivered to the continuing health care 
team and a level 2 children’s update is planned. The additional level is 
required for these staff due to their direct contact with the public.  


2.2.2 There is a clear line of accountability reflected in the SCCG governance 
arrangements (Appendix 3) 


2.2.3 The SCCG co-operates with the Stockport Metropolitan Borough Council 
(SMBC) in the operation of the SSCB and SSAB, outlined previously, and the 
Health and Well-being Board. 


2.2.4 The SCCG has a Caldecott Guardian, Dr Vicci Owen-Smith, to ensure there 
are effective arrangements for information sharing. This is also addressed in 
the safeguarding policy. 


2.2.5. The SCCG has all the appropriate Designated Professionals in place and the 
Designated Nurse for Vulnerable Adults is the Mental Capacity Act Lead and 
the Designated Nurse LAC is the PREVENT lead. 


2.3 Specific Provider Issues  


The following issues were escalated to the Q&PM committee in 2013 - 14 and 
were included in the monthly Quality Report to the Governing Body. 


2.3.1  Stockport NHS FT 


Maternity – at the beginning of the year an action place was already in place 
following concerns identified as part of a multi-agency audit and learning 
reviews. The specific action plan has been completed and the service is now 
monitored as part of the general assurance process. 


Safeguarding Children Training – this has been an issue throughout the year 
with the concern being formally escalated by the responsible director. 
Significant progress has now been made and continues to be made, though 
the organisation has not achieved by the end of this financial year the 
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required 85% uptake in any of the levels. The uptake as of the 28.3.14 is as 
follows: Level 1 – 73%, Level 2 – 58%, Level 3 – 80%. Monthly data is being 
provided and closely monitored. 


Safeguarding Adult Training – this has been addressed via a CQUIN as the 
organisation was not able to provide at the beginning of the year any training 
data and their strategy was only in its infancy. This has been monitored by the 
Quality Department with Safeguarding over sight. There has been progress in 
the areas where a ‘quick fix ‘ was possible e.g. awareness raising via a leaflet 
attached to the pay slip, but appropriate training for front line staff when 
benchmarked against the organisations training strategy is still below target. 
This will be monitored as a KPI in 2014-15. 


Sharing of DNA information with Health Visitors and School Nurses as well as 
GPs – GPs receive this information routinely but for a number of reasons the 
organisation could not replicate this process for HVs and SNs. The Q&PM 
committee were presented with a number of processes that had been put in 
place to minimise the risk due to non-compliance with this standard and 
agreed to them. This is reviewed at all assurance reviews with the 
organisation. It was also agreed that GPs needed to be reminded of their 
responsibilities, this was undertaken. 


Community Services (excluding children) – for 12 months there have been 
continuous attempts to obtain specific assurance in respect to these services 
as the organisations adult assurance only provided acute supporting 
evidence. There has also been lack of clarity within the organisation as to who 
should provide this information. An opportunity was identified when the 
organisation re-organised their directorates, however despite escalating this 
via the community contract review meetings there is still no clarity. 


Named Doctor – an issue of clinical practice relating to safeguarding was 
raised by the local authority, this was escalated to and dealt with by the 
Hospital Medical Director with  formal assurance received. This role is 
supervised by the designated doctor and monitored as part of the assurance 
process. 


2.3.2  Pennine Care NHS FT 


Though not the lead commissioner, the CCG requires assurance for the 
services provided in Stockport. Whilst Pennine Care have reported full 
compliance the assurance of this through  co-ordinated commissioning has 
been difficult.  A direct request was made by the Designated Nurse and is 
currently being reviewed. This issue is being progressed by the six 
Designated Nurses that represent the CCG’s who commission services from 
this provider.. 


2.3.4  Care Homes with Nursing 


Prior to this year there has been no formal assurance sought from these 
providers as SMBC are the lead commissioners. However in line with the 
Commissioner Responsibilities for Safeguarding Vulnerable Adults, DH 2011 
and increased capacity in the team to undertake this function, all the homes 
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were asked to complete a safeguarding audit. This has provided a benchmark 
and also identified to the homes what areas they needed to address to be fully 
compliant with the required safeguarding standards. The Designated Nurse 
for Vulnerable Adults has worked alongside the providers to drive this agenda 
forward as all the homes have identified areas that require action. This 
information has been shared with SMBC. Going forward this assurance is 
going to be undertaken jointly with the SMBC as part of the Integration 
Project. 


Several of the reports presented to the committee have also highlighted 
homes which have been subjected to enforcement orders by the Care Quality 
Commission and / or closed to admissions by the SMBC Quality Control team. 
Some of these closures have been due to safeguarding issues. The 
committee has been assured that the Continuing Health Care Team (CHC) 
review any patients funded by the organisation whenever concerns are raised. 
CHC also discuss concerns with the SCCG safeguarding team. 


2.3.5  Out of Area Providers 


This covers Mental Health and Learning Disability providers where there is 
spot purchasing of care for specific individuals. The safeguarding team has 
asked the respective CCG’s where these providers are located for assurance 
but this has not been forthcoming. This assurance remains outstanding for 
2013 -14. 


It has been recognised by NHS England that the Out of Area Protocol, that is 
a National Protocol drawn up post Winterbourne and included this reciprocal 
assurance process, is not effective and plans to address this. In 2014-15 the 
providers will be contacted directly by the CCG Safeguarding Team until the 
national protocol issue is resolved. 


2.3.6  Third Sector Providers 


A number of third sector providers were asked to provide assurance this year 
for the first time. Though the providers found this challenging they also 
acknowledged that it had focused their attention on their responsibilities. All 
the providers identified actions that they needed to address and these will be 
reviewed in 2014-15. 


2.3.7  Independent providers 


BMI Alexander, Priory Cheadle Royal, St Anne’s Hospice, Beechwood Cancer 
Care Centre and Mastercall 


All these providers are visited and compliance with safeguarding standards 
monitored. There have been no significant concerns that have required 
highlighting to the committee in respect to the care provided to the Stockport 
registered population, though all have action plans in place. 


2.4 Looked After Children 


A detailed paper was presented in February ‘14 which identified as a 
moderate risk to the CCG, two identified gaps in service provision:  
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 inconsistency in Tier 2 mental health provision  


 lack of commissioned health services for care leavers.  


The mental health provision is being addressed as part of the CAMHS 
redesign and commissioning intentions for 2014-15. 


The pilot study in relation to the health needs of care leavers that was 
reported in the paper has come to an end and the findings with 
recommendations will be collated and presented to the committee. 


In respect to the Looked After Children cohort all other requirements are being 
met by health. 


2.5 Other Areas  


2.5.1 General Practitioners 


Though the SCCG does not hold the contracts for GPs,Safeguarding 
Vulnerable people in the Reformed NHS: Accountability and Assurance 
Framework, 2013, requires the designated professionals to work closely with 
the safeguarding leads in each practice. To fulfil this requirement there are 
three children’s leads briefings and three adult briefings organised each year. 
The purpose of the briefings is to ensure practices are aware of local 
safeguarding arrangements and developments, to review and share learning 
from reviews and provide appropriate education to develop the leads 
safeguarding competencies. Attendance is variable, the children’s briefings  
attendance averages  25 practices (out of 50) , the adults is less than this. 
However, this forum has only been in place since the adult lead came into 
post and it is recognised that the adult agenda is not as embedded as the 
children’s. The designated professionals have prepared and provided training 
packages and pathways for GP practices and there has also been input into 
the Master Classes provided by the SCCG. 


2.5.2 CQC Thematic Review of Safeguarding Children and Looked After Children 


This review will take place in the next twelve months. The Designated Nurse 
is expected to provide background information to the inspectors and to 
coordinate the time table. The main focus however is on the journey of a 
number of children through the health services provided to Stockport children. 
A report is published on the CQC website, but no formal grading is given . The 
Designated Nurse is required to coordinate an action plan if areas for 
improvement are identified. Appropriate preparation has been undertaken. 


2.5.3 NHS England Safeguarding Collaborative 


There is a requirement in the Safeguarding Vulnerable People in the 
Reformed NHS, for the designated professionals to work with NHS England to 
drive improvements in safeguarding practice across the health economy. The 
Area Team is currently co-ordinating work around a GM-audit tool and a heat 
map which will provide a Greater Manchester health economy wide position of 
safeguarding compliance. 


3.0 Current Challenges/Risks 
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3.1 Adult safeguarding – the dashboard identifies that the capacity to meet this 
emerging agenda is very challenging and prioritisation of  areas is being  
agreed for 2014-15. 


3.2 A new Roles and Competencies for Health Professionals document was 
issued on 31.3.14. This identifies new training requirements related to 
safeguarding children. This will impact the CCG and on all our providers. 


3.3 PREVENT – this workstream was identified to the Q&PM committee in 
February. There had been a directive received in March ‘14 not to progress 
this agenda until the above document was released. This document provides 
some clarity about who needs to be trained. The Q&PM committee now need 
to agree the wording that was tabled in the March safeguarding report for 
inclusion in the SCCG safeguarding policy and training strategy. This is also a 
KPI for Stockport NHSFT in 2014-15. 


3.4 Mental Capacity Act and Deprivation of Liberty 


Though the MCA has been in place since 2005, it was recognised by a House 
of Lords Select Committee in December 2013, that the application of the act 
was very poor. A recent ruling by the Supreme Court has also highlighted this 
issue. In February 2014 monies were made available by NHS England to 
CCGs via the safeguarding leads to address this issue in their areas. The 
money had to be spent before the 31st March 2014 which limited what could 
be arranged. The money for Stockport has been used: 


 To deliver an MCA workshop to CHC staff by recognised experts. 


 For three staff to attend a train the trainers course 


 The production of diary sized fact sheets 


 To purchase training material 


Provider compliance with the MCA is included in the safeguarding standards 
and at assurance meetings they are being asked if they have reviewed the 
implications for the organisation following the Supreme Court judgment. The 
CCG MCA lead is working with the Local Authority and the wider GM footprint 
to ensure that there is a common understanding, response and application of  
this judgment. There is also a KPI in place for 2014-15 to monitor this area. 


This section of the report has addressed the SCCG’s statutory and 
authorisation requirements. 
 
The Q&PM committee in April 2014 agreed that: 
 
1. The information provided demonstrated that the SCCG is meeting its 


statutory safeguarding requirements 
2. The information provided demonstrated that the SCCG is meeting its 


authorisation requirements 
3. It also agreed what information and format the annual safeguarding 


report would take. The annual report is a statutory requirement and will 
be presented to the Governing Body, both the Stockport Safeguarding 
Children and Stockport Safeguarding Adult Boards and the Integrated 
Looked After Children Board. 
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The following sections will address specifically the work undertaken by the 
designated professionals in their specific areas of work and identify any risks 
and future plans. 
 
Section 1: Safeguarding Children (appendix 4) 
Section 2: Safeguarding Vulnerable Adults (appendix 5) 
Section 3: Looked After Children (appendix 6) 
 
It must be noted that this report is primarily a position statement at March 


2014 for 2013 – 2014 and that work across all three areas has been 
progressed. 
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Appendices 


Appendix 1 


 
 


Provider No. of 
Standards 


R A G Action Plan 
in Place 


 


Comments 


Stockport 
NHS FT 


Adults 20  9 11 yes The adult compliance provides no 
assurance re community services. The 
community services have been re 
configured. There is still no progress 
and has been escalated to committee. 
Action plan reviewed quarterly. 


Child 22   5 17 


Pennine 
NHS FT 


     March 14 The audit has now been 
received but requires validating 


Mastercall 11  1 10 yes CQC inspection Sept 13 reviewed 
safeguarding. Action plan reviewed 


March 14√ 


BMI 14  2 12 yes Action plan reviewed March 14 


St Annes 12  1 11 yes Action plan reviewed Jan 14 – 
safeguarding training has been 


assessed and requires development 


Beechwood 12   12 yes Reviewed Feb 14, fully compliant 


Priory 
Cheadle 
Royal 


15  1 14 yes CQC inspection of YP services Oct 13 
no actions identified. Action plan 


reviewed Feb 14, need to identify a 
new children’s lead but operationally 


an experienced social worker is 
available.  


 


Care Homes with Nursing 


Appleton 
Manor 


Adults 25  12 13  New manager started and 
benchmarked home. We have agreed 
to give them three months to 
commence action plan and work 
towards full compliance 


Arbour 
Court 


Adults 25  2 23  Action Plan in place and continue to 
work towards compliance 


Bamford 
Grange 


Adults 25  
 
 


4 21  Action plan in place and continue to 
work towards compliance 


Berrycroft 
Manor 


Adults 25  3 22  Action Plan in place and continue to 
work towards compliance 


Bowerfield 
House 


Adults 25  2 23  Action Plan in place. Awaiting some 
additional documents 


Provider Compliance with Safeguarding Standards March 14 
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Provider No. of 
Standards 


R A G Action Plan 
in Place 


 


Comments 


Cale Green Adults 25  1 24  Home has action plan in place 


Cherry Tree 
House 


Adults 25 6 12 7 
 


 Chery Tree Action Plan has been 
reviewed due to a number of 


safeguarding alerts and NHS SCCG 
concerns around patient safety 


Firbank Adults 25  3 22  Action Plan in place 


Hilltop Hall Adults 25  4 21  Action Plan in place 


Hilltop 
Court 


Adults 25  4 21 
 


 Action Plan in place 


Lynmere Adults 25   25   Fully compliant 


Marbury 
House 


Adults 25  5 20  The provider has completed 
assurance. Awaiting four documents 


to check compliance 


Marple Dale Adults 25  1 24  Action plan in place  


Newlands Adults 25  21 4  Data reviewed to agree an action plan 
to work towards full compliance 


Plane Tree 
Court 


Adults 25  22 3  Manager has left. Have spoken to 
Deputy Manager who has agreed to 
send supporting information by the 


end of the end of the February 


Sunrise 
Senior 
Living 


Adults 25 25    Unannounced visit took place on the 
3.April.2014 to understand why 


provider had not completed provider 
assurance document. There has been 


a significant change within the 
organisation and Sunrise Senior living 
has provided assurance that they will 


complete the provider assurance 
document next year. NHS SCCG has 
agreed to use the walk round in April 


as compliance for 2013/2014. 


 


Independent Hospitals 


Arbour 
Lodge 


Adults 25 2 3 20  Audit visit completed. Evidence to be 
returned  


Park Lodge Adults 25  1 24  Action Plan in place  


 


Mental Health 


Brierley 
Court 


Adults 25     As per out of area protocol the local 
CCG to each provider was asked to 
provide assurance however this has 
not been forthcoming from any of the 
areas. For 2014 a direct request will be 
sent to individual providers and 
assessed by the safeguarding team. 


Standwalk, 
Rowsley 
House 


Adults 25      


As above 


Beyer 
Lodge 


Adults 25      


As above 
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Provider No. of 
Standards 


R A G Action Plan 
in Place 


 


Comments 


The Retreat Adults 25     As above 


Castlebeck 
Care 


Adults 25      


As above 


Equilibrium 
Healthcare 


Adults 25      


As Above 


Connect 
Therapeutic 
Community 


Adults 25      


As above 


 


Voluntary Sector 


Arts for 
Recovery 


12  1 11 yes  


MIND 12  3 9 yes  


Self Help 
Services 


12   12   


Beacon 
Counselling 


12  1 11 yes  


NW Centre 
for Eating 
Disorders 


12 1 3 8 yes Staff booked onto safeguarding 
training 


Stockport 
Women’s 
Centre 


12  2 10 yes  
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Appendix 2 


 
 


 Children LAC Adults RAG 


CCG Authorisation Compliance  


 


    


Capacity  


 


    


 
 


 
 


Reviews 
 


How Many In Progress  
2013 - 14 


Published  
2013 - 14 


Action Plans 
Completed 
2013  - 14 


 


DVHR 
 


2 1 1 1 


SCR  
- Children 
- Adults 
 


0    


MALR’s 
 


2 0 n/a 3 


 
 


Serious Incidents  Adults Children LAC 


 3   


 
 


Significant 
Incidents 


       Adults Children LAC 


             8   


 
 


  


Safeguarding March 2014 
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Appendix 3      Governance Arrangements 
 


 
 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 
 


CCG Governing Body 
 


 Annual reports - Children, 
LAC and Adults 


 Exception reports 


 Quality report monthly 
(safeguarding headlines)  


 


 
 


Quality Committee 


 
Quality and Performance 


Contract Meeting 


 
Monthly safeguarding reports 


 
Designated Nurse 


Safeguarding Children 
CCG Safeguarding Lead 


 
NHS England Safeguarding AT 


Collaborative 


Designated Nurse LAC  
Prevent lead 


Designated Nurse Vulnerable 
Adults 


MCA Lead 


Escalation 
issues 


 
Clinical Director for Quality and 


Provider 
Management/Executive Lead 


for Safeguarding 
Monthly meeting 
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Appendix 4 


Section 1: The 2013 – 14 Safeguarding Children Annual Report 


1.0 Purpose 


1.1 To advise the Governing Body in respect to the level of assurance provided 
from services commissioned by the CCG in respect to their safeguarding 
arrangements for children. 


1.2 To update the Governing Body on its safeguarding activity during 2013-14. 


2.0 Context 


2.1 All health organisations have a statutory responsibility to safeguard children - 
Children Act 1989, 2004. 


2.2 The statutory responsibilities are outlined in Working Together to Safeguard 
Children 2013 and are expanded on in Safeguarding Vulnerable People in the 
Reformed NHS: Accountability and Assurance Framework, 2013. 


2.3 As part of the CCG’s statutory responsibilities it must 


 Ensure that the providers from which services are commissioned, deliver a 
safe system that safeguards children 


 Ensure robust systems are in place to learn lessons from cases where 
children die or are seriously harmed and abuse or neglect is suspected 
 


 Be a member of the Stockport Safeguarding Children Board (SSCB) 


3.0 Background 


3.1 In 2103 – 14 409 initial children protection conferences were held (13% 
increase) and at the end of March 2014, 362 children were subject to a child 
protection plan, a 17% increase over 2012 – 13 and a two fold increase in the 
past two years. Emotional abuse and neglect continue to account for the 
majority of child protection plans, Stockport has more than the national 
average number of children subject to child protection plans but less than the 
national average number of Looked After Children. This indicates that 
Stockport try to manage their high risk families in their homes with support 
rather than remove children into care. This increase in activity places a heavy 
demand on our provider services who play a key role in meeting the physical 
health needs of these children and supporting their emotional well being 


3.2 The number of children present in households where police were called to 
incidents of domestic abuse has seen a slight fall this year from 2441 in 12/13 
to 2033 in 13/14. What needs to be noted is that victims of domestic abuse 
often suffer a number of attacks before calling the police so these figures do 
not reflect the true numbers of children who witness domestic abuse. In 2013 
a review by Safer Stockport Partnership estimated that domestic abuse costs 
the Stockport economy £37 million/year. The impact on both children’s and 
adult’s health is seen across a wide range of health services, including 
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general practice, mental health services and accident and emergency. 
Domestic abuse therefore remains a key issue for the safeguarding team. 


3.3 Early Help and Prevention is one of the key drivers to reduce the number of 
children requiring intervention from expensive statutory services and will play 
an ever increasing role going forward with further local authority budget cuts. 
This has seen a shift in provision, with more children who have high levels of 
need, being managed by universal services. In 13/14 over 1,000 common 
assessments were completed by universal services including Health Visitors, 
School Nurses and GPs (the tool used to assess identified need). 


3.4 The number of multi-agency statutory case reviews in Stockport remains low. 
A domestic violence homicide review was completed in August ’13 and a 
second review is currently with the Home Office for authorisation prior to 
publication. Both cases involved children. There have been no serious case 
reviews commissioned as defined by Chapter 7 Working Together to 
Safeguard Children. However, an independent review into the case of two 
young people who suffered significant sexual harm is currently being 
undertaken after agreement by the National SCR scrutiny panel that a full 
SCR was not required. 


3.5 There have been two multi-agency learning reviews commissioned this year. 
The Designated Nurse has been a member of both review panels and had the 
opportunity to review front line practice by staff in our health providers. As in 
all practice reviews improvements were identified, but no significant failings 
were identified. Our health providers fully engage in these reviews and are 
noted for the thoroughness of their reviews into their own practice and their 
commitment to learning and improvement. 


3.6 The increased profile of child sexual exploitation has required both NHS 
Stockport FT and Pennine Care NHS FT to engage in new multi-agency 
activity to raise practitioner awareness and develop new processes. CAMHS 
are also involved in managing the mental wellbeing of the victims. 


4.0 Resources 


 The resource for safeguarding children is  


 Designated Nurse/CCG Safeguarding Lead 1wte 


 Designated Doctor  2 pa’s/week 


 Shared 0.5 administrative support with Safeguarding Adult and Looked 
After Children Nurses 


There is also a Clinical Director who has safeguarding in her portfolio. The 
CCG Responsible Officer is ultimately responsible for safeguarding. 


5.0 Equalities  


The safeguarding team strives to ensure that all service users, whatever their 
disability, sexual orientation, age, race, culture, religion or gender receive the 
same level of protection from abuse from all our commissioned services. 
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6.0 Report Context  


6.1 NHS Stockport FT (acute and community).           


6.1.1  At the March 2014 assurance meeting 4 out of the 22 standards remained on 
amber. There is an action plan in place to address these issues: 


 Compliance with all levels of safeguarding children training – there has 
been significant progress over the year. Full compliance is expected in 
2014 across all three levels in line with the current strategy. 


 


 The sharing of ‘did not attend’ letters with Health Visitors and School 
Nurses – the Trust has put in place a number of processes to act as a 
safety net as currently there is not an electronic solution available and 
there is no capacity to manage a paper system. The Q&PM committee 
agreed that these processes would reduce the risk but would monitor 
this issue with a view to escalate if, when triangulated with other 
information it becomes evident that these processes are not effectively 
managing the risk. 
 


 The identification in records of carers, audit evidence is outstanding to 
demonstrate compliance with this issue.  
 


 Safeguarding supervision for the children’s workforce – a supervision 
framework for midwives is now in place however, data is not available 
yet to demonstrate this is embedded in practice. 
 


 Staff in the disability partnership are now receiving supervision, as are 
children’s Learning Disability nurses and specialist community nurses. 


 


6.1.2 The FT has increased the resource in the specialist vulnerable children’s team 
to cope with the ever increasing pressures in this area of work. The FT 
Named safeguarding professionals engage well with the Designated Nurse 
and Doctor and attend the Safeguarding Governance Group The Named 
Nurse accesses supervision.  


6.1.3 Child Protection – Information Sharing Project (CSIP) – the organisation has 
committed to this national project which will ensure ED, Maternity and 
Paediatric services are aware of children on child protection plans or who are 
Looked After at the point of contact with the service and the information would 
be automatically shared about their attendance with the lead professional. 


6.2 Pennine Care NHS FT – Assurance for this organisation was only received at 
the end of March ’14 and a number of challenges have been made in respect 
to their declaration of full compliance with all safeguarding standards as per 
contract. The Governing Body will be updated in due course. Pennine Care 
has a Stockport Children’s Safeguarding lead, however, the post holder has 
raised concerns over her  capacity to fulfill the expected responsibilities of the 
role. The post holder has escalated this internally with management. Adult 
facing professionals in mental health services are key in identifying service 
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users who are parents and due to their health issues, may pose a risk to their 
children. Therefore, it will be a priority for 2014 – 15 to obtain a greater local 
insight into this provider’s safeguarding children provision. 


6.3 Mastercall – From a child safeguarding perspective the organisation is fully 
compliant with the required safeguarding standards. 


6.4 Independent Providers 


6.4.1 BMI – Alexander – Though the SCCG does not commission services for 
children from this provider, Stockport children do access the inpatient, 
outpatient and emergency care centre. The organisation is fully compliant with 
all the required safeguarding standards applicable to children and following 
the appointment of a new children’s service lead safeguarding pathways have 
been further strengthened. A number of good practice examples relating to 
safeguarding children have been identified this year. 


6.4.2 Priory Cheadle Royal – SCCG has no children or young people placed at this 
hospital, however, the organisation is fully compliant with the required 
safeguarding standards. The Designated Nurse worked with the specialist 
commissioning team following the death of a young person earlier this year, 
sharing the most recent safeguarding assurance information. 


6.4.3 A number of adult only providers, St Ann’s Hospice, Beechwood Cancer Care 
Centre and a range of third sector providers have all been visited and details 
of their assurance are included in the adult safeguarding report. Adult facing 
health staff are required to have a level of safeguarding children training. 
Beechwood are compliant and St Ann’s and the third sector organisations 
have plans in place to address this. 


7.0 Risks  


7.1 NHS England and SCCG still have no clear agreement in respect to who is 
responsible for safeguarding in primary care, specifically around the 
provisions of training and the provision of a Named GP for Safeguarding . As 
a result there is no safeguarding assurance audit data available as neither 
organisation has undertaken this process. As a CCG being responsible for the 
quality and safety of the member practices, this is a significant gap in the 
organisations intelligence. A number of practices have been visited by the 
Care Quality Commission (CQC) as part of the registration process and one 
practice was found lacking in respect to their safeguarding arrangements. The 
practice has now provided the CQC with evidence that it has addressed their 
safeguarding arrangements. The designated professionals are required to 
engage with the GP safeguarding leads. The current arrangement is that 
three briefings a year are held, where the average attendance is 25, to date 
there is no system in place to follow up the practices that do not attend, 
though they do receive all the material from the briefing, including 
presentations, electronically. NHS England Area Team are currently putting 
together a proposal in respect to the provision of a named GP. 


7.2 The changing commissioning arrangements for key services that safeguard 
children, notably health visiting and school nursing, have challenged the 
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previous provider focused assurance process and the health economy wide 
responsibilities of the designated professionals. To address this, joint 
assurance has been undertaken with the local authority, which has ensured 
that the Designated Nurse continues to have oversight of the school nurse 
provision and this arrangement will be extended to health visiting when 
commissioning responsibilities pass to the local authority next year. 


7.3 Though there has been significant progress this year by our providers to 
achieve full compliance for safeguarding training, the new requirements as 
outlined in ‘Roles and Competencies for Health Care Professionals’, March 
2014 are going to be extremely challenging. The Designated Nurse will work 
with the providers to agree how this will be implemented. 


7.4 The pressures in the safeguarding system continue to rise and impact on our 
health providers, for example, the number of child protection medicals that our 
paediatricians are undertaking and the associated reports has continued to 
rise. In 2013 86 medicals were undertaken in the first 6 months of 2014 89 
have already been undertaken. With 160 children on child protection plans for 
neglect, paediatricians are being asked to participate not only in case 
conferences, but also in Team Around the Child meetings to provide a 
medical opinion when children are not thriving or the level of harm being 
caused to a child by failure to comply with treatment or not attending 
appointments. All this work is in addition to their role as acute paediatricians. 
The risk to the CCG is at some point Stockport NHS FT may challenge the 
commissioning arrangements for providing this level of service. At present this 
is part of a block contract. 


7.5 Increased expectation on GPs to be more actively involved in safeguarding 
processes and increased awareness of GPs as they access training has seen 
a rise in the numbers of call to the safeguarding team for advice. If the CCG is 
successful in its expression of interest to co-commission primary care then the 
demands on the team are likely to increase, particularly around the provision 
of training and assurance processes. 


8.0 Progress to Date 


8.1 The governance arrangements for safeguarding are now embedded in the 
organisation. The Governing Body now receives monthly safeguarding 
updates as part of the Quality Report and the Q&PM committee receive 
monthly safeguarding exception reports providing scrutiny and challenge to 
the information. The committee also decide when more formal escalation 
processes have to be evoked when providers are not making sufficient 
progress to or are not meeting the required safeguarding standards. 
 


8.2 Assurance from a wider number of providers has been scrutinised this year, 
partly by direct auditing and partly by the Designated Nurse being a member 
of the Q&PM committee and questioning/challenging safeguarding 
arrangements in providers where the CCG is not the lead commissioner for 
example Arriva and NWAS. 
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8.3 Safeguarding standards have been embedded in the contracting process and 
KPI’s put in place. 
 


8.4      Ongoing work with NHS England to understand the CCG’s responsibilities in 
respect to the Named Doctor role and Primary Care. 
 


8.5 Compliance with the safeguarding training has improved significantly in our 
providers. 
 


8.6 Clinical Lead, Dr Cath Briggs has represented the CCG at Stockport 
Safeguarding Children Board 


 
8.7      The Designated nurse plays an active role in all aspects of safeguarding 


board activity. 


9.0 Next Steps   


9.1 To agree arrangements with Pennine Care NHS FT for specific safeguarding 
assurance, supported by relevant data, for Mental Health services being 
provided in Stockport. 


9.2 To continue to monitor safeguarding compliance across all commissioned 
services. 


9.3 To ensure that all service developments take into account safeguarding. 


9.4 To work with commissioners/CSU to ensure all contracts/service 
specifications include safeguarding. 


9.5 To identify emerging safeguarding issues and any associated risks or 
commissioning requirements to the CCG. 


9.6     To engage with the GP safeguarding leads who do not attend the briefings 


10.0 Recommendations 


10.1 The Governing Body confirms that following consideration of this report they 
are significantly assured that services commissioned by the CCG are fulfilling 
their responsibilities to safeguard children. 


10.2 That the Governing Body confirms that it is assured that it is fulfilling its own 
responsibilities to safeguard children. 


10.3 The Designated Doctor and Designated Nurse will continue to lead, on behalf 
of SCCG, the health agenda for safeguarding children and provide strategic 
and clinical leadership and advice to the Governing Body and commissioners. 


 


Sue Gaskell       Dr Louise O’Connor 
Designated Nurse      Designated Doctor 
Safeguarding Children      Safeguarding Children 
 
Dr Catherine Briggs 
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Clinical Lead for Safeguarding 


11.07.14 
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Appendix 5 
 
Section 2: The 2013 – 14 Safeguarding Vulnerable Adults Annual Report 
 
1.0 Purpose 


 
1.1 To update Stockport Clinical Commissioning Group (SCCG) on Adult 


Safeguarding activity for 2013-14 
 
1.2 To advise the Governing Body in respect to the level of assurance provided 


from services commissioned by SCCG in respect to their safeguarding 
arrangements for adults. 


 
1.3 To provide a positional statement to the Governing Body in respect to its own 


compliance with safeguarding arrangements. 
 
1.4 To provide assurance that within Stockport services are working 


collaboratively to meet the commitment of ensuring that adults live free from 
abuse and neglect and that those people in vulnerable circumstances are not 
only safe but also receive the highest possible standard of care. 


 
2.0 Context 
  
2.1 This is the report for 2013/14 it should be noted that further progress has 


been made since March 2013. 
 
2.2 The term adult safeguarding covers everything that assists an adult at risk to 


live a life that is free from abuse and neglect, which enables them to retain 
independence, well-being, dignity and choice. It is about preventing abuse 
and neglect as well as promoting good practice for responding to concerns on 
a multi-agency basis. 


  
2.3 The responsibility for coordinating adult safeguarding arrangement lies with 


Stockport Metropolitan Borough Council (SMBC), but SCCG is accountable 
for ensuring it has its own safeguarding structures and processes which is a 
key thread that runs throughout the SCCG quality and safety agenda. 


 
2.4 NHS England local area team is formalising local safeguarding networks to 


include CCG executive leads and designated professionals to further support 
safeguarding across the NHS and to ensure a standardised approach to 
safeguarding is achieved. 


 
2.5 DoH Best Practice guidance for Commissioner’s 2011 states safeguarding 


adults is a core responsibility. 
 
2.6 The national context for adult safeguarding has still not been clarified and it is 


unlikely that this will happen until 2015 when the Care and Support Bill is 
enacted. 
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2.8 Services should be developed in response to the need to improve outcomes 
for safeguarding adults and take into account the requirements of: 


 


 Safeguarding Vulnerable people in the Reformed NHS-Accountability and 
Assurance Framework (2013) 


 Office of the Public Guardian Safeguarding Policy May 2013 


 DoH Statement of Government Policy on Adult Safeguarding (May 2013) 


 ADASS Safeguarding Adults Advice and Guidance to Directors of Adult 
Social Care (March 2013) 


 The Human Rights Act (1998), Equality Act (2010), Mental Capacity Act 
(2005) and Safeguarding Vulnerable Groups Act (2006) provide the legal 
framework 


 
2.9 The SCCG’s responsibilities are: 


 
1. To ensure that the providers from which services are commissioned, 


deliver a safe system that safeguards vulnerable adults 
2. To ensure robust systems are in place to learn lessons from cases where 


adults die or are seriously harmed and abuse or neglect is suspected 
3. To be a member of the Local Safeguarding Adult Board 


 
3.0 Background 
 
3.1 The safeguarding adult agenda does not have the same statutory status as 


the children’s agenda however registration with the Care Quality Commission 
for providers applies the same safeguarding criteria for both children and 
adults. 


 
3.2 The contractual requirement of using the self-assessment tool has been 


extended to all health care, independent and voluntary providers.  
 
3.3 Though there have been no new domestic violence homicide reviews in 2013-


2014, a 2012 review has just been concluded and will be published later this 
year. As there were children in the family the Designated Nurse Safeguarding 
Children has led on this on behalf of the CCG. 


 
3.4 There has been no Serious Case Review commissioned by the Adult 


Safeguarding Board however the safeguarding board are in the process of 
updating the policy and criteria for conducting a Serious Case Review. 


 
3.5 It remains SCCG’s responsibility to monitor the out of area placements of 


individuals with learning disabilities following the Winterbourne report. SCCG 
and SMBC are committed to developing and improving services for Learning 
Disabilities and are working together with a number of agencies to ensure that 
the health of individuals concerned is monitored and the quality of care is 
maintained. 


 
3.6  April 2013 saw a number of changes to commissioning arrangements, the 


most notable for safeguarding adults being for  GP’s, Optometrist, Pharmacist 
and Dentists– to NHS England. NHS England is now responsible for 
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monitoring safeguarding compliance and providing training for these 
professionals. SCCG currently do not receive any training data from NHS 
England and this has been escalated via the GM Safeguarding Collaborative. 


 
4.0 Resources 
 
4.1     1.0 wte Designated Nurse Adult Safeguarding incorporating MCA lead  
 
4.2 0.5 administrative support shared with safeguarding children and LAC. 
 
4.3 There is a clinical director with responsibility for safeguarding. 
 
5.0 Equalities 
 
5.1 The safeguarding team strives to ensure that all service users, whatever their 


disability, sexual orientation, age, race, culture, religion or gender receive the 
same level of protection from abuse from all our commissioned services. 


 
5.2 Adult safeguarding does not have the same profile within services as 


children’s safeguarding. The lack of a statutory framework and a single 
guidance document is a significant factor when promoting equality.  


 
6.0 Report Context 
 
6.1 Assurance continues to be a key focus for adult safeguarding. The embedding 


of the safeguarding policy, safeguarding standards and the requirement to 
complete a self-assessment in all contracts has been progressed and will 
continue to be embedded in all contracts for 2014-2015.  


 
This year has seen an increase in the number of providers being asked to 
provide assurance particularly care homes with nursing, any qualified provider 
and third sector providers. The assurance tool was sent to all providers for 
them to self-assess. This was then followed up by the designated professional 
visiting providers to discuss their self-assessments and to examine some of 
the supporting evidence.   
 


6.1.1 Stockport NHS Foundation Trust (SNHSFT) 
 


SCCG continue to meet with the trust on a quarterly basis and there has been 
significant progress made towards full compliance with adult safeguarding 
agenda. The focus for the year has been on: 


 


 Compliance with all levels of safeguarding adults training, which has been 
managed through CQUINs and has at times required escalating to the 
Quality and Provider Management Committee due to lack of progress. 
SCCG recognised that by the end of the year SNHSFT had made 
significant progress towards achieving compliance and made a partial 
payment. 
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 The understanding and application of the Mental Capacity Act and 
deprivation of liberty. This still requires embedding and will be monitored 
as a Key Performance Indicator (KPI) in 2014-2015 


 
6.1.2  Mastercall 


The organisation is working towards full compliance in respect to 
safeguarding adults and is a valued member of SCCG’s adult governance 
group. 


 
6.1.3 BMI Alexander 


The provider is has made significant improvement this year to achieve 
compliance and is a valued member of SCCG’s adult governance group. 


 
6.1.4 Cheadle Royal 


The organisation has shown commitment this year to ensure that the 
organisation works fully compliant with safeguarding standards and is a 
valued member of the SCCG’s adult governance group. 


 
6.1.5 St Anne’s Hospice and Beechwood Cancer Care Centre have made 


significant improvement to become compliant and are valued members of 
SCCG’s adult governance group.  


 
6.1.6 A number of out of area Independent providers, who are commissioned to 


provide mental health services, were asked to complete the self-assessment 
however the response has been poor. For 2014-2015 the self-assessment 
tool will be sent to both the provider and the local safeguarding lead for a 
response. 


 
6.2 The Safeguarding Team provide monthly reports to the Quality and Provider 


Management committee highlighting providers who are non-compliant and 
where insufficient evidence is being provided to demonstrate that their action 
plans are being progressed within agreed time scales. The committee then 
agree how to manage the issue. 


 
6.3 SCCG has developed an early warning system for adult safeguarding which 


will require embedding in 2014-2015 
 
7.0 Risks 
 
7.1 Access to specialised services for mental health and learning disabilities 


within Stockport remains limited and therefore SCCG has to continue to place 
out of area. Out of area placements can be more challenging to monitor both 
the quality of the provider, and to identify emerging safeguarding issues. 


 
7.2 There is a concern that safeguarding adult’s incidents and serious incidents 


are being under reported within Stockport due to the lack of uptake in training. 
This may impact on professionals understanding of safeguarding, mental 
capacity and deprivation of liberties. 
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7.3  The Adult Safeguarding Board (ASB) currently has no statutory 
responsibilities and does not receive any funding to support the running of the 
board. To keep pace with this growing agenda any board developments rely 
heavily on commitment from the board members. This commitment, impacts 
on the capacity of the Designated Nurse, who has played a very active role in 
these developments and will continue to do so as the ASB becomes statutory 
and its remit widens. 


 
7.4 Despite an increase in service capacity adult safeguarding remains on SCCG 


risk register. This is due to a number of factors: 
 


 When the post was established and the job description written there was 
no national guidance and therefore the content and capacity required was 
not fully understood. 


 The job description did not capture the extent that the post holder would 
be involved in safeguarding investigations. 


 The development of integration in Stockport, in line with the national 
agenda, has also involved the post holder spending a significant amount of 
time developing, with SMBC, an integrated assurance tool for care homes 
with nursing to reduce duplication, and going forward, contributing to its 
implementation. 


 
7.5 The safeguarding team has been monitoring the developments around 


domestic abuse following a review commissioned by Stockport Safer 
Partnership. The safeguarding team has raised concerns about the decision 
to place the strategic oversight of domestic abuse with the Troubled Families 
agenda, fearing that the abuse of older people may be over showed by the 
children’s agenda. The team are closely monitoring this. 


 
 8.0 Progress to date 
 
8.1 The Designated Nurse Adult Safeguarding role in now recognised for 


promoting and influencing safeguarding across NHS services in Stockport. 
 
8.2 The Designated Nurse Adult Safeguarding is actively engaged in partnership 


working with SMBC, CQC and providers, all working together towards a 
shared vision for adult safeguarding. 


 
8.3 Regular attendance at strategy meetings, Adult Safeguarding Board, Adult 


Safeguarding Board sub groups, Regional Meetings and Local Authority 
Quality and Contract meetings has provided a clear insight into what the 
expectations and challenges are for SCCG. 


  
8.4 Provision of a direct point of contact within health to support queries raised by 


health colleagues when they are confronted with a safeguarding concern. 
 
8.5 A safeguarding adult engagement survey using the SCCG website and hand 


held devices has been undertaken to ascertain professional and public 
understanding of adult safeguarding. This has now formed the basis of a 
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larger pilot for the Safeguarding Board Communication and Engagement sub-
group. 


 
8.6 The Designated Nurse represents SCCG at a number of multi-agency forums 


which monitor and drive service improvement for adults at risk. 
 
8.7 The Designated Nurse is part of the Pressure Ulcer Task and Finish group 


which is looking at reducing pressure ulcers across the Stockport economy 
and ensures that safeguarding is considered as part of this work stream. 


 
8.8 Increased networking with the independent and third sector providers to 


ensure they have a senior point of contact and that they are following the 
same reporting process as NHS colleagues. 


 
8.9 Supporting the quality team and the SCCG to drive quality and safeguarding 


throughout all commissioned services. 
 
8.10 Since having the established dedicated adult safeguarding post the profile of 


safeguarding vulnerable adults has been raised and an increase in demand 
for the post holder to provide advice and attend numerous forums 


 
8.11 As MCA and DoLS lead for the organisation the post holder was approached 


by NHS England to utilise some government funding to raise awareness 
around mental capacity. This resulted in securing a successful bid of £8,000 
for resources, training and development of staff across the Stockport Health 
economy. 


 
9.0 Governance 
 
9.1 The Designated Nurse provides a monthly update to the Quality and Provider 


committee and briefs the clinical lead in respect to any adult issues. 
 
9.2 The Designated Nurse monitors the provider action plans in respect to 


compliance with safeguarding standards. 
 
9.3 The Designated Nurse reviews incident reports and investigation reports 


when there has been an untoward incident and advises re safeguarding 
issues. 


 
9.4 The Designated Nurse maintains record keeping standards by using the 


Ulysses safeguarding system which ensure that any patient information that is 
available is kept in a sensitive manner and compliant with data protection and 
information governance. 


 
10.0 Next Steps 
 
10.1 To continue to monitor the current and future action plans relating to 


compliance with the safeguarding standards and alert the relevant 
commissioner if the action plans are not progressed in a timely manner. 
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10.2  To continue to work with SMBC and other multiagency partners in developing 
the integration of adult safeguarding processes, as part of the wider 
integration work, to reduce duplication across the economy 


 
10.3 To work with relevant commissioners and contract leads to ensure that KPI’s 


and CQUINS relating to safeguarding are in place. 
  
10.4 To further develop and embed the Early Warning Adult Safeguarding system. 
 
10.5 To ensure that within SCCG there are clear processes to manage adult 


safeguarding and that they are embedded within the organisations culture.  
  
10.6 To identify any emerging safeguarding issues and potential commissioning 


requirements.  
 
10.7 As part of the integration work to develop a quality profile for care homes. 
 
11.0  Recommendations 
 
11.1 SCCG has made good progress in embedding the Adult agenda at the end of 


the first year of having a Board lead and Designated Nurse.  They will 
continue to coordinate on behalf of SCCG the health agenda for Safeguarding 
Adults and provide strategic and clinical leadership and advice to SCCG 
commissioners. 


 
11.2 That the Governing Body confirms that as a result of the above report they are 


partially assured with regard to services commissioned by SCCG for 
safeguarding vulnerable adults. 


 
11.3  The gap to significant assurance results from:- 


 The full review of all providers’ processes is work in progress. All risks are 
therefore not yet identified. 


 Of the assessed providers, there are significant issues to be addressed 
with the focus being on assurance from SNHSFT in relation to the 
community contract. 


 The lack of assurance from Pennine NHS Foundation trust continue and 
an absence of a dedicated lead for Stockport services.  


 
11.4 In addition that as a result of planned actions that this will move to SCCG 


being significantly assured by the end of 2014 – 15. 
 
Andria Walton    Dr Catherine Briggs 
Designated Nurse Safeguarding  Clinical Lead for Safeguarding. 
Adults 
 
04 September 2014 
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Appendix 6 
 
Section 3: The 2013 – 14 Looked After Children Annual Report 
 
1.0 Purpose 
 


This is the second annual report for Stockport Clinical  
Commissioning Group (SCCG) in respect to Looked After Children  
(LAC). The purpose of this report is to: 
 


1.1 Advise the Governing Body on the delivery of services for LAC during 2013-
2014. 


 
1.2 Assure the Governing Body of the extent to which the services commissioned 


by the organisation are meeting their statutory functions and delivering best 
practice. 


 
1.3 Outline the Governing Body’s statutory responsibilities for LAC and SCCG’s 


compliance. 
 
2.0 Context 
 
2.1 All health organisations have a statutory responsibility to promote the  


health and well-being of Looked After Children. 
 
2.2 The statutory responsibilities are outlined in ‘Statutory Guidance on  


Promoting the Health and Well-Being of Looked After Children’ DH 2009. The 
specific duties for health are explained in ‘Delivering the health reforms for 
looked after children: How the new NHS will work from April 2013’. 


 
2.3 The SCCG’s statutory responsibilities are: 


 
1. To cooperate with the local authority in fulfilling its duties towards looked 


after children, including the commissioning of statutory health 
assessments and reviews. 


2. To have a Designated Doctor and Nurse for Looked After Children. 
3. To commission most secondary health care, including for those originally 


from the CCG area but now placed outside, even where the child registers 
with a GP practice in the new CCG area in which they have been placed. 


 
3.0 Background  
 
3.1 At the time of reporting Stockport has 301 Looked After Children of which 89 


are placed outside Stockport, for which the SCCG is responsible for 
commissioning secondary care.  


 
3.2 In addition to Stockport’s own LAC, an additional 300-400 LAC from other 


local authorities reside here. The estimate of this number is due to the 
notification process when a child moves. The provider team are currently 







31 
 


trying to receive updates on 100 children placed here by Manchester, who 
have no up to date information. 


 
3.3 The availability of placements for children from other areas is mainly due to 


the 40 plus residential units that have been granted planning permission in 
Stockport. These homes are operated by a number of independent providers 
and are regulated by Ofsted. The young people residing in these units are 
some of the most vulnerable and challenging and often access multiple 
services across organisations including health. 


 
3.4 In February 2012 Ofsted and the CQC undertook an announced 10 day 


inspection of Safeguarding and Looked after Children services. This resulted 
in Stockport receiving a judgement of “inadequate” in response to its 
contribution to the health and wellbeing for Looked after Children. 


 
3.5 A comprehensive action plan was put in place which provided a framework to 


address service improvement. The former SHA monitored the plan and signed 
it off in November 2012.  The Designated Nurse LAC continues to monitor the 
improvements to ensure they remain embedded in light of the pressures on 
the system. 


 
4.0 Resources 
 
4.1 The requirement for appointment of designated health professionals – SCCG 


statutory responsibility 2 - has been met through the appointment of:- 
 


a) A 0.5wte Designated Nurse LAC. 
 


b) A medical resource for Looked after Children - a Designated Doctor 
who is a paediatrician with 2PAs / week to fulfil this role. 
 


c) 0.5 administrative support shared with Safeguarding Children and 
Vulnerable Adults. 


 
4.2 The provider organisation is commissioned to provide a dedicated resource 


for Looked after Children which sit alongside universal services. Together 
these fulfil the aim of reducing inequalities and ensuring Looked after 
Children’s health needs are met, in accordance with statutory guidance – 
SCCG statutory responsibility 1. 


 
5.0 Equalities 
 
5.1 Looked After Children and young people share many of the same  


health risks and problems as their peers, but often to a greater degree.  They 
often enter care with a worse level of health than their peers, in part due to the 
impact of poverty, abuse and neglect. 


 
5.2 The vision across Stockport is that Looked after Children will access  


universal health services in the same way as other children and young 
people. Additional needs will be met through targeted interventions and 
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specialist services. Furthermore, children and young people who are cared for 
by any Local Authority but living in Stockport, will receive the same 
opportunities to access health services within the borough irrespective of their 
originating CCG. 


 
6.0 Report Context 
 


Services should be developed in response to the need to improve  
outcomes for LAC and take into account the requirements of national 
guidance. 


 
6.1 Assurance  
 
6.1.1 Stockport NHS Foundation Trust  


 Provide a dedicated resource for LAC which works alongside universal 
services. 


 A quality audit relating to review health assessments that was put in place 
post inspection now demonstrates consistency in the quality of health 
plans completed by Stockport health professionals. 


 The KPI requirement 2013-14 for initial and review health assessments 
was successfully delivered.   


 There is a planned programme to seek opinions of young people with 
regard to their experience of health assessments. 


 
6.1.2 Pennine NHS Foundation Trust 


 There remains an identified gap in the provision of CAMHS services for 
LAC, particularly around transition and tier 2 services. 


 There is currently no dedicated resource for care leavers. 
 


6.2 SCCG statutory responsibilities 
 
6.2.1 CCGs and NHS England have a duty when fulfilling their commissioning role 


to have regard to the need to: 
 


a) reduce inequalities between patients with respect to their ability to  
access health services, for the CCG this is access to secondary care and 
NHS England, primary care, dental care, pharmacy, optometry and 
specialist services such as tier 4 CAMHS. 
 


b) reduce inequalities between patients with respect to the outcomes  
achieved for them by the provision of health services. 


 
6.2.2 Currently there are access issues to some services for LAC, most notably 


around emotional health and wellbeing and this impacts on their outcomes.  
 


There is currently no dedicated resource for care leavers. 
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7.0 Risks  
 
7.1 Funding 


Following changes in the North West commissioning arrangements, there 
remains uncertainty around the implementation of the national tariff and how 
this will impact on future income.  


 
As a net importer of LAC the Stockport economy no longer generates an 
income of what was c£300K per annum. There is no GM strategic lead or 
direction resulting in CCG’s locally and nationally choosing to implement the 
tariff arrangements as they see fit. We are currently in a position in which we 
are being charged for children placed out of area but there is no charging 
arrangement for children placed in Stockport. Stockport Foundation Trust has 
made some initial enquiries into how this could be implemented locally. This is 
a significant risk to the CCG. 


 
7.2 Access to Services 


There are two areas where there are difficulties 


 Mental health services 


 No dedicated health team for care leavers 
 


Both of these pose a moderate risk to the CCG. There are Mental Health 
services available but access is inconsistent and/or there is insufficient 
capacity. The requirement of an organisation to have health care leavers 
services are now strengthened in both CQC and OFSTED inspection 
frameworks. The new OFSTED joint inspection consultation document criteria 
would suggest Stockport would be unlikely to receive ‘Good’ if inspected 
without this provision being in place. 


 
7.3 Access to data and information 
 This is predominantly a risk for Stockport NHS Foundation Trust, however, 


there is an impact on the SCCG which creates a moderate risk when planning 
services. The Provider services are looking at improvements in IT, including 
Child health, in improving this area. 


 
7.4 Service Delivery 
  
7.4.1 The Local Authority, Stockport NHS Foundation Trust and the CCG have 


worked in partnership to support the implementation and embedding of the 
agreed improvements following the 2012 Ofsted / CQC inspection. There 
have been some delays and some difficulties remain due to the redesign and 
cuts to services across the economy. Improvements to processes are 
developed through the multiagency Health Steering group which, in turn, 
reports to the Integrated LAC board. 


 
7.4.2   SCCG has the duty to commission statutory health assessments, but does 


not commission health visitors or school nurses that carry out the majority of 
review health assessments. The Designated Nurse works closely with the LA 
and NHS England to ensure there is on-going scrutiny of the service 
specifications to ensure this role is addressed. 
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8.0 Progress to date 
 
8.1 At the end of the financial year the Designated Doctor LAC retired. The role 


has now been recruited to and the post holder is embedding this into her job 
plan. 


 
8.2 There is a specialist looked after children health team service specification in 


place. The team strive to deliver best practice and review this as new 
guidance is published. There are processes in place to ensure that the 
Designated Professional’s roles and provider services work together to meet 
the health needs of LAC in accordance with statutory guidelines. 


 
8.3 Service user involvement continues to help shape service delivery. As a CCG 


we continue to source a range of views to influence future service provision. 
Health questions continue to be included in the local authority ‘Have Your 
Say’ questionnaire, which seeks the views and opinions of all looked after 
children and care leavers.  A further care leaver’s survey has been completed 
by the Designated Nurse LAC, with the findings being used to pilot some 
developments in service as part of the New Belongings project. New 
Belongings is a national pilot aiming to create a ‘gold standard’ to support 
care leavers which can be replicated in other areas. The feedback from this 
has been used to influence recommendations for a business case for an 
additional resource for this vulnerable group. 


 
8.4 The Designated Nurse represents the SCCG at a number of multiagency 


forums which monitor and drive service improvements, the focus being 
improving outcomes for all Looked after Children – SCCG statutory 
responsibility 1. 


 
8.5     There is inconsistency about how the national tariff will be implemented. There 


has been some initial consultation with the provider organisation and SCCG 
on the potential impact of this. 


 
8.6     Work has started in conjunction with public health in creating a health profile 


for LAC in Stockport. There needs to be some changes in the way data is 
collected to provide an accurate picture of need.  


 
8.7     An Initial Health assessment audit has been completed by the Designated 


Nurse LAC to evidence the improvements in the quality of the health plans. 
An action plan has been developed, in conjunction with the provider team, to 
make further improvements and inform training needs. 


 
8.8   The Designated Nurse LAC has provided a ‘Drop in’ session for support and 


advice for young people at Café Zest as part of New belongings project. This 
has enabled the capturing of views and experiences from young people on 
their access to services across health and listening to what matters to them. 
This has been evaluated positively and will influence a care leavers business 
case.  
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9.0 Next Steps 
 
9.1 Funding 
 To continue to engage with the commissioners and provider organisations 


who are leading on the implementation of the national tariff at a GM and local 
level and advise the SCCG on its impact. 


 
9.2 Access to services 
 To work with mental health commissioners and Public Health to progress the 


business case for an additional resource for care leavers. 
 
9.3 Access to data 
 
9.3.1 To develop the data set available to enable the construction of a health profile 


of LAC living in Stockport. The profile can then be used to feed into the JSNA, 
benchmark service provision and inform future commissioning. 


 
9.3.2   To provide input on the monitoring and reporting required from a LAC 


perspective during the development and implementation of the new Child 
health/IT systems across the economy. 


 
9.4 Service delivery 
 
9.4.1 To ensure that the health needs of Stockport Looked After Children placed 


outside of the area are having their health needs identified and met – SCCG 
statutory responsibility 3. To benchmark Stockport’s progress against the 
quality standard for the Health and Well-Being of Looked After Children and 
Young People (NICE quality standard 31 April 2013) and identify any gaps 
that the SCCG may need to consider. 


 
9.4.2 To identify if a formal agreement is required with health visitor and school 


nurse commissioners in respect to the completion of review health 
assessments. 


 
10.0 Recommendations 
 
10.1 The Governing body confirms that as a result of the above report they are 


significantly assured with regard to services commissioned by the SCCG for 
LAC. 


 
10.2 The CCG supports and implements plans to address gaps in service 


provision.  
 
10.2 The Designated Doctor and Designated Nurse will continue to coordinate on 


behalf of the SCCG the health agenda for LAC and provide strategic and 
clinical leadership and advice to SCCG commissioners, including providing 
data on request. 


 
Jane Hancock                                                 Dr Erika Houston 
Designated Nurse for LAC                              Designated Doctor for LAC 
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Dr Catherine Briggs 
Clinical Lead for Safeguarding    04 September 2014 






