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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 9 July 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 make declarations
	
	

	3
	Approval of the draft Minutes of the meetings held on 11 June 2014

	
[image: image1.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 11 June 2014 (2).pdf


	To receive and approve
	10.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

arising from Governing Body Meeting of 11 June 2014 Part I.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: image3.emf]Item 7 Resilience and 

Compliance Report April 14.pdf


[image: image4.emf]Item 7B - Emergency 

Department Performance (2).pdf


	To receive and note
	10.30
	G Mullins

	8
	Quality Report
	
[image: image5.emf]Item 8 Quality 

Report-July 2014-full report.pdf


	To receive and note
	10.40

	M Chidgey


	9
	Finance Report

	
[image: image6.emf]Item 9 Finance 

reports July 2014.pdf


	To receive and note
	10.55
	G Jones

	10
	Reports of the Locality Council Committee Chairs
	Verbal
	To receive and note
	11.05
	S Johari

A Johnson

P Carne

A Aldabbagh

	11
	Report of the Chair
	Verbal
	To note
	11.15
	J Crombleholme

	12
	Report of the Chief Clinical Officer

· AGG June 2014 summary
· A new model for Greater Manchester Primary Care
· Healthier Together Committees in Common June 2014 briefing note

· 5 Year Strategic Plan for Specialised Commissioning Services
	
[image: image7.emf]Item 12A AGG 

Summary - Final - 3 6 14.pdf



 EMBED AcroExch.Document.11  [image: image8.emf]Item 12B A New 

Model for Primary Care GM CCOs and COOs 16'06'2014.pdf



 EMBED AcroExch.Document.11  [image: image9.emf]Item 12C HT CiC 

Meeting June Briefing note 120614-v2.pdf



 EMBED AcroExch.Document.11  [image: image10.emf]Item 12D 

Development of Strategic Plan for specialised commissioning.pdf


[image: image11.emf]Item 12E  Direct 

Comm Plan (2).pdf



 EMBED AcroExch.Document.11  [image: image12.emf]Item 12F AGG July 

Summary.pdf


	To receive and note
	11.20
	R Gill

	13
	Report of the Chief Operating Officer
	
[image: image13.emf]Item 13 COO Update 

July 2014.pdf


[image: image14.emf]Item 13B Primary 

Care Co-commissioning Bid Stockport CCG Final.pdf



 EMBED AcroExch.Document.11  [image: image15.emf]Item 13C - 

Co-commissioning Framework NHS Stockport CCG Final.pdf


	To receive and note
	11.35
	G Mullins

	14
	Report from the Clinical Policy Committee
	
[image: image16.emf]CPC to GB version 

2.pdf


	To receive
	11.45
	V Owen-Smith

	15
	Remuneration Report
	
[image: image17.emf]Item 15 

Remuneration Report to Governing Body July 2014.pdf


	To note
	11.50
	J Greenough

	16
	NHS Stockport CCG’s Strategic Plan
	
[image: image18.emf]Item 16 Strategic 

Plan.pdf


	To receive
	12.00
	T Ryley

	17
	Business Cases: 
i) Proactive Care
ii) General Practice Development

iii) System Reform in Outpatients


	
[image: image19.emf]Item 17 Business 

Cases.pdf


	To approve
	12.05
	D Jones
R Roberts

	18
	Any other business as raised in agenda item 5
	Verbal
	
	13.05
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 10 September 2014 at 10:00 at a venue to be confirmed.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 29 August 2014.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Finance Report May 2014 – Month 2 
 
 
 


 
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? 


 
1. To note the financial position as at Month 2 and the forecast outturn at 


this date  
2. To note the level of risk identified 
3. To receive the unconfirmed minutes of the Audit Committee meeting of 


18 June 2014. 
 


Please detail the key points of this report 
 


• Year to Date surplus of £737k, which is £24k above plan. 
• Forecast outturn surplus of £4,280k as per plan. 
• Risks with a most likely financial impact of £9.1m have been identified, 


£7.1m of which has been incorporated into the forecast outturn position.  
 
What are the likely impacts and/or implications? 
 
Delivery against statutory financial duties. 
 
 
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: 9th July 2014 
Agenda item: 9 
Reason for being in Part 2 (if applicable) 
  
N/A 
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Report of the Chief Finance Officer as at 31st May 2014 


 
 


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


Financial Duties and Performance Targets as well as highlighting the 
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 also provides an update on the financial position of NHS 
Stockport CCG as at 31st May 2014 and provides a forecast outturn 
position for the year i.e. forecast outturn position as at 31st March 
2015. 


 
 


2.0 Statutory Financial Duties and Performance Targets 
 


The CCG has a number of statutory financial duties and performance 
targets against which its financial performance is measured against. 
Table 1 provides details of these Statutory Financial Duties and 
Performance Targets and YTD performance.  


 
 


Table 1: Statutory Financial Duties and Performance Targets 
 


Area Statutory Duty Performance (RAG) 


Revenue Not to exceed revenue 
resource allocation 


 


Running 
Costs 


Not to exceed running 
cost allocation 


 


Capital – 
(Note: The 


CCG has not 
received a 


capital 
allocation in 


2014/15) 


Not to exceed capital 
resource allocation 


 


 
Area Performance Target Performance (RAG) 


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 


 


Cash Operate within the  
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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 for 
QIPP schemes are still 
being developed and 
therefore still to be 


approved which may 
result in delays in 
implementation of 


schemes 
 


 
3.0 Financial Position as at 31st May 2014 
 


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


 
Table 2: Summary of Financial Position Month 2 
 


  Plan Actual (Favourable) 
/ Adverse 
Variance   


(Surplus) / 
Deficit 


(Surplus) / 
Deficit 


  £000s £000s £000s 
Month 2 YTD (713) (737) (24) 
Year End Forecast (4,280) (4,280) 0 


 
The forecast outturn incorporates risk of £7.1m as identified in Section 
4 of this report together with funding sources to offset the financial 
value of the risks identified. 
 


 
 Healthcare Contracts (Acute, Mental Health, Community Health, 


Continuing Care, Primary Care and Other) 
 


Limited acute contract performance data has been received due to 
contract monitoring software (SLAM) update issues. Therefore a 
breakeven position has been reported YTD. The issue has impacted all 
Greater Manchester NHS organisations and has been escalated in 
order for the issue to be resolved so that month 1 and month 2 data 
can be provided in July. 


 
Prescribing 


  
 The latest NHSBSA provides actual prescribing expenditure for March 


2014. The position reported at month 2 is therefore an estimate for the 
months of April and May based on the average cost per dispensing day 
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in 2013/14 multiplied by the number of dispensing days in April and 
May. 
 
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 3 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 3 – 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 280 272 (8) 1,678 1,678 0 
Non CSU 818 802 (16) 4,905 4,690 (215) 
Total CCG Running 
Costs 1,098 1,074 (24) 6,583 6,368 (215) 


 
The YTD under spend is due to staff vacancies and consultancy under 
spend related to service redesign. The forecast outturn position also 
reflects pay and consultancy under spends. 


 
Reserves 
 
Table 1 of Appendix 2 sets out the reserves currently held at month 2.   
Reserves have been categorised into 4 main areas, these being:- 
 
Inflation and Demand – 14/15 Inflationary and Demand pressures 
which were funded as part of the 14/15 planning process and will be 
transferred to Income and Expenditure budgets in month 3.   
 
Investments – this reserve includes the 2.5% (£8.58m) of funds set 
aside for non-recurrent purposes. Business cases requiring investment 
from the 2.5% are to be submitted to the Greater Manchester Area 
Team for approval by 3rd July 2014.  
 
Contingency – this reserve reflects the 0.6% (£2.2m) contingency set 
aside in plans which will be used to fund in-year cost pressures and the 
materialisation of risks as identified in section 4 of this report.  
 
QIPP Schemes – this reserve reflects the level of saving that need to 
be achieved to enable the CCG to achieve its planned surplus of 1% 
(£4.28m) and to enable the CCG to invest in its transformation 
programme.  
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4.0 Financial Risks 
 
Current identified risks which have been included within the forecast outturn 
position are detailed in the in Table 4.  
 
Table 4: Financial Risks within Forecast Outturn Position 
 
Risk Likelihood 


(H = High) 
(M = Medium) 


(L = Low) 


Value  Actions to Mitigate Risk 


Demand Growth/ In-
Year Performance H £2.0m 


 
Expedite the 


implementation of 
investment programme 


 


QIPP do not deliver 
required saving H £3.9m 


QIPP routinely monitored 
and reported to Governing 
Body. 


 
Expedite the 


implementation of QIPP 
initiatives 


 
Establishment of 


Programme Management 
Office 


Prescribing H £1.2m 
Medicines management 
establishing measures to 


address recent trends 
Total Risk Exposure 


within forecast 
Outturn 


 £7.1m  


 
 
Offsetting the financial values of these risks the funding sources as detailed in 
Table 5 have been identified which have also been incorporated within the 
reported forecast outturn position. 
 
 
Table 5: Funding Sources  
 


Source of Funding Value 
Contingency £1.6m 
Investment Slippage £1.8m 
Section 75 flexibility £3.5m 
In-Year I&E Underspends  £0.2m 
Total  £7.1m 
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In addition to the risks identified above the following two risks have been 
identified but are currently unfunded and have not been incorporated within 
the forecast outturn position. 
 
 
Table 6: Financial Risks not incorporated within the Forecast Outturn 
 
Risk Likelihood 


(H = High) 
(M = Medium) 


(L = Low) 


Value  Actions to Mitigate Risk 


Continuing Health 
care Restitution Risk 


Pool 
H £1.3m  


 


GP IM&T H £0.7m 
Transitional funding 


scheme is being 
developed 


Total Risk Exposure 
Unfunded  £2.0m  


 
In the event that the above risks do materialise members will need to make a 
decision on how to fund the associated cost pressure.  
 
Options to be considered will include: 


• Reporting a surplus lower than plan  
• Defer investments  
• Utilisation of the remaining £0.6m contingency  
• A combination of the above   


 
 


5.0 Balance Sheet 
 
Appendix 3 details the CCG opening balance sheet as at 1st April 2014, 
closing balance sheet as 31st May 2014 and a forecasted balance sheet as at 
31st March 2015. 
 
The £6.7m decreased in Trade and other payables is a reflection of the cash 
settlement of invoices relating to the 2013/14 financial year.  
 
Members will not that there is a small “cash and cash equivalents” credit 
balance of £4k being report as at 31st May 2014, this is the cash book balance 
rather than the balance of cash physically in held in CCG bank accounts 
which was £30k as at 31st May 2014. 
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6.0  Recommendation 
 


The Governing Body is asked to:- 
 


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


II. Note the identified financial risks 
 
 
Gary Jones 
Chief Finance Officer 
26 June 2014 
 
 
 
 
 
 
 
 
 


 


Documentation  Statutory and Local Policy 
Requirement 


 


Cover sheet completed Y Change in Financial Spend: Finance Section 
below completed Y 


Page numbers N 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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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2014-15


Month 2 - as at 31st May 2014


Plan Actual Var Var Plan Actual Var Var Prior Month Change
£000s £000s £000s % £000s £000s £000s % £000s %


Revenue Resource Limit (RRL)
Confirmed (56,022) (56,022) 0 0.0% (354,757) (354,757) 0 0.0% (354,757) 0.0%
 Anticipated 0 0 0 0.0% 0 0 0 0.0% 0 0.0%


Total RRL (56,022) (56,022) 0 0.0% (354,757) (354,757) 0 0.0% (354,757) 0.0%
Net Expenditure
Acute 33,712 33,712 0 0.0% 203,393 205,393 2,000 1.0% 203,393 1.0%
Mental Health 4,830 4,830 0 0.0% 28,979 28,979 0 0.0% 28,979 0.0%
Community Health 3,576 3,609 33 0.9% 21,455 17,955 (3,500) (16.3%) 21,455 (16.3%)
Continuing Care 2,321 2,321 0 0.0% 13,963 13,963 0 0.0% 13,963 0.0%
Primary Care 921 888 (33) (3.6%) 5,526 5,526 0 0.0% 5,526 0.0%
Other 1,502 1,502 0 0.0% 9,446 9,446 0 0.0% 9,446 0.0%


Sub Total Healthcare Contracts 46,862 46,862 0 0.0% 282,762 281,262 (1,500) (0.5%) 282,762 (0.5%)


Prescribing 7,349 7,349 0 0.0% 45,747 46,947 1,200 2.6% 45,747 2.6%
Running Costs (Corporate) 1,098 1,074 (24) (2.2%) 6,583 6,368 (215) (3.3%) 6,583 (3.3%)


Total Net Expenditure 55,309 55,285 (24) (0.0%) 335,092 334,577 (515) (0.2%) 335,092 (0.2%)


Reserves
 Reserves - Inlaftion and Demand 0 0 0 0.0% 14,454 14,454 0 0.0% 14,454 0.0%
 Reserves - Investments 0 0 0 0.0% 10,482 8,682 (1,800) (17.2%) 10,482 (17.2%)
 Reserves - Contingency 0 0 0 0.0% 2,235 600 (1,635) (73.2%) 2,235 (73.2%)
 Reserves - QIPP (Refer App 2 Table 2) 0 0 0 0.0% (11,786) (7,836) 3,950 (33.5%) (11,786) (33.5%)
 Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 0 0 0 0.0% 0 0.0%


Sub Total Reserves 0 0 0 0.0% 15,385 15,900 515 3.3% 15,385 3.3%


Total Net Expenditure & Reserves 55,309 55,285 (24) (0.0%) 350,477 350,477 0 0.0% 350,477 0.0%


TOTAL (SURPLUS) / DEFICIT (713) (737) (24) 3.4% (4,280) (4,280) 0 0.0% (4,280) 0.0%


Appendix 1


Forecast 14/15 Prior Month ForecastYTD (Mth 2)







SUMMARY OF RESERVES Appendix 2
Month 2 - as at 31 May 2014


Table 1 - Reserves Summary
Reserves Commits Forecast Bals


Held Mth 2 Mth 2 onwards Year End
Amounts Held in CCG Reserves £'000 £'000 £'000
Inflation and Demand 14,454 14,454 0
 Investments 10,482 10,482 0
 Contingency 2,235 2,235 0
QIPP (see table 2 below) (11,786) (7,836) 3,950
Total Reserves 15,385 19,335 3,950


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) 0 (6,883) 3,950 3,950
Prescribing (953) 0 (953) 0 0
Total (11,786) 0 (7,836) 3,950 3,950


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


Number £000s
Non-NHS Payables
Total Non-NHS Trade Invoices Paid in the Year 1,936 8,364
Total Non-NHS Trade Invoices Paid Within Target 1,915 8,340
Percentage of Non-NHS Trade Invoices Paid Within Target 98.92 99.72
NHS Payables
Total NHS Trade Invoices Paid in the Year 364 44,803
Total NHS Trade Invoices Paid Within Target 358 44,578
Percentage of NHS Trade Invoices Paid Within Target 98.35 99.50
Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 2,300 53,167
Total NHS Trade Invoices Paid Within Target 2,273 52,918
Percentage of NHS Trade Invoices Paid Within Target 98.83 99.53


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


TOTAL ALLOCATIONS (354,757) 0 (354,757) 0


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.


May YTD







NHS STOCKPORT CCG BALANCE SHEET as at 31 May 2014 (Month 2) 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 18 0 14
Intangible assets 0 0 0 0
Trade and other receivables 0 0 0 0
Total non-current assets 18 18 0 14


Current assets:
Cash and cash equivalents 56 (4) (60) 50
Trade and other receivables 721 147 (574) 200
Inventories 0 0 0 0


777 143 (634) 250
Non-current assets classified "Held for Sale" 0 0 0 0
Total current assets 777 143 (634) 250
Total assets 795 161 (634) 264


Current liabilities
Trade and other payables (18,975) (12,226) 6,749 (19,000)
Provisions (438) (438) 0 0
Borrowings 0 0 0 0
Total current liabilities (19,413) (12,664) 6,749 (19,000)
Non-current assets plus/less net current assets/liabilities (18,618) (12,503) 6,115 (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) (12,503) 6,115 (18,736)


FINANCED BY:
TAXPAYERS' EQUITY
General fund (18,618) (12,503) 6,115 (18,736)
Revaluation reserve 0 0 0 0
Total Taxpayers' Equity: (18,618) (12,503) 6,115 (18,736)
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NHS Stockport Clinical Commissioning Group 
Audit Committee 


Unconfirmed Minutes 


Date of 
Meeting: 18 June 2014 Time 


From To 
12:30 13:55 


Venue: Boardroom, Floor 7, Regent House 


Present: (JG)  Mr J Greenough, Lay Member (Chair) 
(BB)  Bernard Braiden, Lay Member 
(DS)  Mr D Swift, Lay Member 
 


In Attendance: 


(GJ)  Mr G Jones, Chief Finance Officer 
(TC)  Mr T Crowley, Director MIAA 
(BD)  Mr Beric Dawson, Anti-Fraud Manager, MIAA 
(DD)  Mr D Dolman, Deputy Chief Finance Officer 
(JF)   Mr J Farrar, External Auditor, Grant Thornton 
(PP)  Mr P Pallister, Board Secretary 
(LW)  Ms Lisa Warner, Internal Auditor, MIAA 
 


Apologies: 


(AJ)   Dr A Johnson, GP Locality Chair  
(CM)  Mr C Morris, Senior Counter Fraud Manager, MIAA 
(TR)  Mr T Ryley, Director of Strategic Planning and Performance 
(MW) Mr M Waite, External Auditor, Grant Thornton 
 


Secretary to 
Committee: 


(CG)  Ms C Georgeson, Personal Assistant, NHS SCCG 
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MEETING GOVERNANCE 
Item No Meeting Item Responsible 
37.842 1. Declaration of Interests (Annual Formal Declaration) 


The Chair invited the members of the Audit Committee and 
those people in attendance to make their full annual 
declaration of interests.  
 
J Greenough, Lay Member of the Governing Body and Chair 
of the Audit Committee, declared that he is a former partner 
and employee of KPMG (now retired.) He is a member of the 
Chartered Institute of Public Finance and Accountancy and a 
fellow of the Association of Chartered Accountants in England 
and Wales.’      
 
G Jones, Chief Finance Officer of NHS Stockport CCG, 
declared that he is a member of the Chartered Institute of 
Public Finance and Accountancy. 
 
D Swift, Audit Committee Member, declared that he provides 
technical support to the Audit Committee of East Lancashire 
CCG. He was, until 31 January 2014, Senior Internal Audit 
Manager at NHS Audit North West. His wife is an independent 
educational consultant and is currently working with Stockport 
College. He is a retired member of the Chartered Institute of 
Internal Auditors. 
 
L Warner, Senior Internal Audit Manager at Mersey Internal 
Audit Agency, declared that she is the Senior Audit Manager 
on internal audit contracts for NHS Bolton CCG, NHS 
Tameside and Glossop CCG,  NHS Oldham CCG, NHS 
Blackburn with Darwen CCG, and NHS East Lancashire CCG. 
She is a fellow of the Institute of chartered Accountants in 
England and Wales. 
 
B Braiden, Audit Committee Member, informed the committee 
that he had no interests to declare. 
 
P Pallister informed the committee that he had no interests to 
declare. 
 
J Farrar, Grant Thornton External Auditor declared and 
confirmed Grant Thornton’s independence. 
 
T Crowley, Director Mersey Internal Audit Agency declared 
that MIAA audits other parties including other CCGs and that 
he is a member of Chartered Institute of Public Finance and 
Accountancy. 
 
B Dawson, Anti-Fraud Manager at Mersey Internal Audit 
Agency declared that he is the Anti-Fraud Manager for other 


JG 
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organisations. 
 
D Dolman declared that he is a member of the Australian 
Certified Practising Accountants. 
 
Action: Declaration of Audit Committee Member’s Interests 
form which were circulated with meeting papers are to be 
completed and returned to PP. 


 
 
 
 
 


All Members 


37.843 Apologies 
Apologies were noted from: 
(AJ)   Dr A Johnson, GP Locality Chair  
(CM)  Mr C Morris, Senior Counter Fraud Manager, MIAA 
(TR)  Mr T Ryley, Director of Strategic Planning and 
Performance 
(MW) Mr M Waite, External Auditor, Grant Thornton 
 


JG 


37.844 2. Minutes of the last meeting held on 30 April 2014 
To be added to line 3, page 9 (37.837) 
 
“CM responded affirmatively to the query as to whether he 
was confident that the plan can be achieved with the reduction 
in work plan days.” 
 
The minutes were then approved as a correct record. 
 
 


JG 
 
 


37.845 3. Actions 
 
37.795 TR to include the mitigation plans for risks 
which have a high risk score 
Mitigation plans have been incorporated within the risk report 
for risks which have a high risk score.  
 
37.798 JG to include the approval of Executive and 
Non-Executive expense claims on to the agenda of the 
next Audit Committee meeting and discuss the process 
with J Crombleholme. 
JG outlined that he had discussed the issue with the CCG 
Chair J Crombleholme and that it was agreed that a review of 
the Executive and Non-Executive expense claims be 
undertaken by Internal Audit.  
 
Action: GJ to agree scope and timing of  Executive and Non-
Executive expense claims review with Internal Audit 
 
 
37.814 Internal Audit Plan to be amended with 
agreed changes 
LW confirmed Internal Audit Plan has been updated 
 


JG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JG & LW 
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37.820 GJ to formally respond to Greater 
Manchester CSU in respect to issues raised in the Service 
Auditor Report (SAR). 
GJ outlined he will be seeking full assurance that all actions 
from the internal audit review were being undertaken, and will 
raise this with the Greater Manchester finance representative 
at the next Greater Manchester CFO’s meeting. 
 
JG noted that whilst he was concerned about the problems 
identified in the SAR he accepted that GMCSU were new 
organisation.  
 
This action is to stay on the Action List, pending the provision 
of assurance from Greater Manchester CSU that issues 
identified in the SAR are being addressed. 
 
 
37.830 Formal Annual Declaration of Interests to be 
taken at the next Audit Committee meeting. 
Formal declarations of interest were taken under agenda item 
1 
 
37.835 LW to amend the HoIA Opinion to reflect the 
Committee’s comments. 
The HoIA Opinion has been updated 
 
37.836 (i) All members to email GJ with any further 
comments for the letter being sent to TC. 
All comments had been received.  
 
37.836 (ii) GJ to write to TC to confirm contract 
financial value and number of audit days and request an 
explanation as to why Safeguarding was now omitted 
from the plan 
GJ and TC have been in communication and an update on the 
position was taken under agenda item 7.2 
 
37.836 (iii) LW to combine the risk management 
elements under one heading within the internal audit 
plan. 
Internal Audit Plan has been amended 
 
37.837 PP to publish Accountable Officer statement 
on the CCG website. 
Accountable Officer statement has been published on the on 
the CCG website as of 18th June 2014. 
 
37.838 (i) Members to send any additional comments 
in relation to the Annual Report or Accounts directly to 
DD 
All comments received.  
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37.838 (ii) DD to incorporate any comments from 
members into the final version of the Annual Report and 
Accounts to be approved by Governing Body on the 3rd 
June 2014 
All comments received were reflected in the final version of 
the Annual Report and Accounts. 
 
37.840 DD to confirm time, dates and location for 
Audit Committee meeting in 2014/15. 
Time, dates and location of 2014/15 Audit Committees have 
been provided 
 
37.841 LW to include the ELFS Payroll Internal Audit 
review within the CCG Internal Audit report 
Included within the Internal Audit Progress report taken under 
agenda item 7.1 
 
The following items were noted as completed and therefore 
for removal from the log: 37.795, 37.798, 37.814, 37.830, 
37.835, 37.836 (i), 37.836 (ii), 37.836 (iii), 37.837, 37.838 (i), 
37.838 (ii), 37.840, 37.841. 
  


37.846 4. Matters arising 
There were no matters arising. 
 


 


37.847 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


5. Risk & Governance Issues 
 
5.1. Operational Risk Report (ORR) 
PP advised the Committee that the Operational Risk Report 
includes the mitigation actions for extreme risks as previously 
requested. The CCG currently has seven extreme risks, the 
majority of which are concerned with the CCG’s 
transformation work. PP detailed the new and high risks within 
the report, and the work being completed to mitigate these. 


PP updated the group regarding the Safeguarding risk with 
specific mention of the risks associated with the safeguarding 
of vulnerable adults agenda. Mark Chidgey is completing a 
capacity review of the Safeguarding function and has 
requested a piece of benchmarking work to ensure that the 
CCG resourcing of this function is in line with other Greater 
Manchester CCGs.  


PP confirmed all risks have been reviewed over the past 12 
weeks, and that the review process is working well.  There are 
two risks which were previously rated 12 or above which now 
have a rating lower than 12. 
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BB asked if the report could be developed to include an 
estimation of when the risk will be reduced to an acceptable 
level. PP agreed to add this to the ORR. 


Action: Add information regarding estimation of risk reduction 
to ORR 


DS asked how often the risk reports are reviewed. PP advised 
the group that whilst they are bought to every Audit 
Committee, they are also reviewed on a bi-monthly basis at 
the Weekly Directors’ meeting. JG feels that as a Governing 
Body member, he believes the Governing Body are kept well 
informed regarding risk and stated that there is nothing in 
today’s report which he is not already aware of.  


JG queried risks which may be permanent (e.g. projects might 
fail to deliver benefits) as to what the Audit Committee are 
expected to do about this. GJ stated his expectation that 
some risks would be present on an on-going rather than on a 
task and finish basis. The NHS is in a position of complex 
transformation and financial vulnerability, and this in itself 
presents on-going risks.  


DS asked for clarification re the ‘HR difficulty’ risk on page 20, 
and PP clarified that this referred to personnel issues being 
dealt with by team and not to any difficulties with the HR 
function from CSU.  


There was a brief discussion of the purpose of the Operational 
Risk Report being received by the committee. JG stated that 
he would be happy to see the full ORR on the Audit 
Committee agenda on an annual basis as an assurance, with 
risks being monitored and managed by Directors’ throughout 
the year. 


Action: Schedule Operational Risk Register to be reviewed 
annually on the agenda of the Audit Committee. 


JF commented that he has not seen a better report 
elsewhere. 


LW advised the Committee that a new information 
governance toolkit was issued on 16 June, which might be 
useful to the CCG. 


 
 
 
 


PP 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DD 
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37.848 6. External Audit Reports 
 
6.1 Annual Audit Letter 
JF advised the Committee that Annual Audit Letter 
summarises what is included in the Audit Finding Report 
presented at the Governing Body meeting on the 3rd June and 
the CCG are encouraged to publish the Annual Audit Letter on 
the CCG website. 


JF noted the key messages in the report being:  


• that 2013/14 was the first year of operation of the CCG  


• that the CCG has worked hard to establish appropriate 
arrangements in relation to governance, internal 
control, financial performance and management  


• that the CCG met all its statutory financial targets in 
2013/14, including a surplus of £4.3m against a 
planned surplus of £3.5m and  


• that an unqualified opinion was issued.  


JF noted that he acknowledged the hard work of the Finance 
Team in reaching this position. 


DS queried page 6: ‘The CCG collaborates with other CCGs 
in both the Greater Manchester and Derbyshire areas’ with 
regard to the addition of Cheshire. It was agreed to add 
Cheshire to the final document to be published on the CCG 
website 
 
Action: JF to amend Annual Audit Letter page 6 to include 
Cheshire as an area with which the CCG collaborates. 
 
Action: DD to publish amended Annual Audit letter on CCG 
website 
 
JG noted that this was a positive letter which he was pleased 
to receive. He formally expressed thanks to GJ and DD and 
the Finance Team for finalising and preparing the accounts in 
a difficult year, and to JF and the External Audit team for their 
support throughout year. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JF 
 
 


DD 
 


37.849 
 
 
 
 
 


7. Internal Audit Reports 
 
7.1 Internal Audit Progress Report  
Work on the 2014/15 audit plan has commenced, however no 
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37.850 


 
 
 


draft or final internal audit reports have been issued to date.  


Monitoring of Provider Quality report from the 2013/14 audit 
plan had been finalised with significant assurance provided 
with one medium and one low recommendation. The medium 
recommendation related to the development of separate 
reporting for smaller provider contracts and the low 
recommendation was to publish the latest version of the 
Terms of Reference for the Quality and Provider Management 
Committee on the CCG website which has since been 
completed. 


The committee discussed the issue of whether there was 
capacity within the Quality & Provider Management 
directorate to be able to monitor all provider contracts 
effectively and this is an issue that is being addressed through 
the Quality & Provider Management Committee.  


All reports on the 2013/14 plan have now been finalised and 
reported to the Audit Committee and as requested by the 
Audit Committee the ELFS payroll follow up report has been 
included within the Internal Audit report. It was noted that 
significant assurance has now been provided with all 
recommendations from the original ELFS payroll report now 
completed.   


The internal audit progress report also provided an update on 
the implementation of internal audit report recommendations. 
The summary table showed 8 recommendations outstanding. 
LW confirmed that progress was being made against the 
outstanding recommendations and that no additional action 
needs to be taken at this stage. 


Action: LW to add a “key” to the progress on implementation 
of recommendation table.   


The Internal Audit Report was received by the committee and 
the position to date noted. 
 


7.2 Internal Audit Draft Plan 2014-15 (Revised) 


TC noted that the decision to move the Safeguarding internal 
audit review back to 2015/16 was to enable the CCG to 
address the existing capacity issues so that a more effective 
review could be undertaken. 


PP noted that Directors are currently reviewing capacity but 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


LW 
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37.851 
 


timescales for potential recruitment into Safeguarding are to 
be confirmed 


It was agreed that the timing of the Safeguarding internal audit 
review will be reviewed in line with progress to resolving the 
capacity issues.  


TC confirmed that the internal audit and counter fraud fee was 
within the agreed financial envelope however there had been 
a reduction in the number of audit days from 2013/14. TC 
outlined that the reduced number of audit days is a reflection 
of a change in the skill mix and ability to deliver a quality 
viable service. 


GJ outlined the CCG has contracted with MIAA for the next 15 
months at which time the contract will be tendered. JG stated 
that whilst there had been no issues with the quality of service 
to date, he reserved the right to challenge if there is a 
perceived deterioration in the quality of service during the 
year.  


JG asked when the Remuneration Committee report was 
presented at the Audit Committee. JG was advised that the 
report was presented to the Audit Committee at the meeting 
held on the 30 April in his absence. JG commented that this 
was a very good piece of work. 


The committee approved the Internal Audit Plan 


 
7.3 Counter Fraud Progress Report 2014-15 
BD introduced himself to the Committee, as the proposed new 
Local Counter Fraud Specialist to undertake anti-fraud 
services replacing Chris Morris.  


BD provided a verbal update on the three main work streams 
to be undertaken during 2014/15 being: 


1. Bribery Act 


2. Continuing Health Care 


3. National Fraud Initiative 


JG advised BD that Counter Fraud are entitled to attend the 
Audit Committee, and will be invited to each meeting, but are 
not obliged to attend if there is nothing to report.  


BD agreed that counter fraud attendance at Audit Committee 
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would be to agree the Work Plan and Annual Report and to 
update the committee on any issues arising during the year, 
and therefore will only attend if there is something to report or 
present. 


37.852 
 


8. Audit Committee Work Plan 
DD presented the Audit Committee work plan 


DS noted that the following points in the Detailed Financial 
Policies (DFP’s) needed to be incorporated into the Audit 
Committee work plan. 


DFP reference 2.3.4 – That the internal audit reporting system 
is to be reviewed every three years 


DFP reference 4.1.2 – The audit committee shall approve the 
banking arrangements. It was noted that this action is 
completed. 


DFP reference 6.23.1 -  Routine reports on tenders and 
tender waivers will be made to the Audit Committee   


Action: Ensure items in the DFPs which are to be addressed 
by the Audit Committee are in the Work Plan  


DS queried whether the Assurance Framework should be 
reviewed more than annually. 


PP advised that the assurance framework is taken to 
Governing Body monthly and that the report can be attached 
as an appendix to the Operation Risk Report taken to the 
Audit Committee. 


ACTION: Include Assurance Framework as an appendix to 
the risk report at each Audit Committee Meeting.  


BD outlined that the NHS Protects Standards are still awaited 
and that the date of the review of the standards may need to 
be flexible so that the review can be aligned the publication of 
the standards. 


The Committee agreed the following points: 


• Self-assess the Committees effectiveness; move this 
item to December, to enable input from MW 


• Produce an Annual Committee Report; move this item 
to April  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DD 
 
 
 
 
 
 
 
 
 
 
 
 


PP 
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Action: Amend the Work Plan as per agreed changes 


Action: LW to email an Annual Audit Committee Report  
template to GJ 


Action: Draft a brief Annual Committee Report to Governing 
Body for 2013/14, reflecting that this was a temporary 
committee, including previous Non-Executive Directors of the 
PCT. 


GJ advised that due to the busy agenda, there may be a need 
for meetings in both April and May. 


The Audit Committee work plan was approved subject to the 
changes described above being made. 


DD 
 


LW 
 
 


GJ 
 


 


37.853 
 


9. Detailed Financial Policies 
DD advised the Committee that the only changes to the DFPs 
were those mentioned last year, and asked for any additional 
comments. 


PP & DS outlined that they had some minor changes to the 
DFP’s which they will provide outside the meeting  


Action: DS and PP to provide DD with minor changes to 
DFP’s. 


The Committee received and approved the DFP’s subject to 
the minor amendments being made. 
 


 
 
 
 
 
 
 
 


DD 
 


37.854 
 


10. Chief Finance Officer Routine Reports 
10.1.Losses & Special Payments (Including Receivables 
>£5k) 
 
DD presented a schedule detailing four receivable balances 
totalling £57k with balances over £5k, one of which had since 
been paid. There were no receivables with balances greater 
than £5k outstanding for over 90 days.  
 
10.2 Register of Waivers 
None reported. 
 
10.3 Register of Sealing update 
None reported. 
 
The committee received and noted all reports. 
 


 


ANY OTHER BUSINESS 
37.855 


 
11. Any Other Business 
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No other business was raised 


The meeting closed at 1.55pm 


 
 


DATE AND TIME OF NEXT MEETING 
The next meeting will take place on  Wednesday, 15th October 2014  


13.00 – 15.00 Regent House, Floor 7, Meeting Room 1 
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Action List 
 


Date of 
Committee 


Minute 
Number 


Action Point Complete 
by Date 


By Whom 


18.03.2014 37.820 GJ to obtain assurance that issues raised 
in the Greater Manchester Service Auditor 
Report (SAR) are being resolved. 
 


15.10.14 GJ 


18.03.2014 37.842 Declaration of Audit Committee Member’s 
Interests form which were circulated with 
meeting papers are to be completed and 
returned to PP. 
 


28.06.14 All 
Members 


18.06.2014 37.845 GJ to agree scope and timing of  Executive 
and Non-Executive expense claims review 
with Internal Audit 


15.10.14 GJ 


18.06.2014 37.847 (i) Add information regarding estimation of risk 
reduction to Operational Risk Report 


15.10.14 PP 


18.06.2014 37.847 (ii) Schedule Operational Risk Register to be 
reviewed annually on the agenda of the 
Audit Committee 


15.10.14 DD 


18.06.2014 37.848 (i) JF to amend Annual Audit Letter page 6 to 
include Cheshire as an area with which the 
CCG collaborates 


28.06.14 JF 


18.06.2014 37.848 (ii) DD to publish amended Annual Audit letter 
on CCG website 
 


28.06.14 DD 


18.06.2014 37.849 LW to add a “key” to the progress on 
implementation of recommendation table.   


 


15.10.14 LW 


18.06.2014 37.852 (i) Ensure items in the DFPs which are to be 
addressed by the Audit Committee are in 
the Work Plan  


 


15.10.14 DD 


18.06.2014 37.852 (ii) Include Assurance Framework as an 
appendix to the risk report at each Audit 
Committee Meeting 


15.10.14 PP 


18.06.2014 37.852 (iii) Amend the Work Plan as per agreed 
changes 


15.10.14 DD 


18.06.2014 37.852 (iv) LW to email an Annual Committee Report  
template to GJ 


25.06.14 LW 


18.06.2014 37.852 (v) Draft a brief Annual Committee Report to 
Governing Body for 2013/14, reflecting that 
this was a temporary committee, including 
previous Non-Executive Directors of the 
PCT. 


10.09.14 GJ 


18.06.2014 37.853 DS and PP to provide DD with minor 15.10.14 DD 
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changes to DFP’s. 
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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 


 
To provide a more detailed analysis of the issues in relation to delivery of 
the Emergency Department. 
 
 
 
 
 
 
 


What are the likely impacts and/or implications? 


 
This is a constitutional requirement. This has quality, performance and 
financial 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? 


 
Strategic Leadership Team 
 


Clinical Executive Sponsor: Ranjit Gill 


Presented by: Ranjit Gill 


Meeting Date: 9th July 2014 


Agenda item: 7 
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ED 4 hour Performance 
Introduction 


The purpose of this report is to provide more detail on the issues and actions 


required to address the 4 hour ED waiting time target at Stockport NHS Foundation 


Trust (SFT). Although the report focuses mostly on the 4 hour ED target, the urgent 


care system extends beyond the ED and therefore the report also includes some 


information on issues and performance indicators for the Medicine Department SFT, 


as additional context.  


Background 


Governing Body Members have received previous reports on the ED 4 hour target.  


Performance is routinely reported in the Corporate Performance report and 


Governing Body members are aware that the target has not been achieved for the 


last 2 years. In 2014/15 the target has not been achieved in any of the first three 


months of the year. Clearly, this is not an acceptable position as this is a NHS 


Constitutional target.  


In January 2013 Monitor found SFT in breach of their Provider licence due to this 


failure.  In April 2014 Monitor and SFT signed an “Enforcement Undertakings notice” 


committing SFT to address breaches relating to ED Performance and Board 


Governance.  The CCG and SFT are required to attend regular performance meetings 


with NHS England Area Team (Greater Manchester) and Monitor.  


To understand and address the root cause of the performance problems, the CCG 


and SFT have jointly commissioned a number of external reviews.  The most recent 


of these was the December 2013 review by the Greater Manchester Utilisation Team 


(a Greater Manchester team provided by the Commissioning Support Unit who 


specialise in urgent care improvement through clinical review of capacity and 


processes). Prior to this a peer review was undertaken by an ED Consultant from 


Pennine Care NHS Trust.   


The Utilisation Management team review identified that there were a number of 


practices that had improved since the last review in 2012; a number of areas for 


further improvement were also highlighted.  


The main conclusions from the reports were: 


 Many changes and improvements have been made in the Emergency 


Department and medical division. Systems and processes have been 


improved and there have been some significant changes e.g. the introduction 


of the ED IT system. 
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 However, there is still work to be done and not all improvements are fully 


embedded, e.g. use of the Transfer Lounge. 


 There still remains a very significant problem with recruitment of ED 


consultants and this lack of senior decision making capacity impacts on 


performance and admission rates. 


 The systems is not sustainable – escalation capacity has been open all year 


and efficiency improvements not made and this is a challenge for the 


economy 


 Acuity has not risen at the same rate as admissions – 1% annual increase in 


acuity against a 9.4% increase in admissions from ED 


 We are not making the most of community services. Some services are 


currently underutilised and this needs to be addressed.  


Current Performance and Demand  
As noted above, A&E monthly performance has consistently been below the 95% 


target over the past 3 years, with a significant period of below target performance 


from Dec 12 to April 13 (during this period the performance was continually below 


90%). Performance improved during Aug 13 to Nov 13 and the 95% target was 


achieved but since then it has been below the target on a monthly basis, as shown in 


the table below.  This position has continued into 2014/15 with each month of 


quarter one being below the required standard.  


The last 2 years’ A&E performance against the 4 hours target is shown below: 


 


 


 


 


 


 


 


 


 


SFT has a lower proportion of breaches (compared to the GM average) during the 


day and a higher proportion after 7pm.  This is due to an inability to match capacity 


to demand, this has been a consistent theme in our Root Cause Analysis over the last 


few years.  To partially address this, SFT are now putting in place plans to recruit a 
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GP to work in the ED in the evenings. The original plan for recruitment of additional 


ED Consultants and Advanced Nurse Practitioners has not been achieved due to the 


recruitment difficulties previously outlined.   


A&E attendances 


During 2013/14, A&E attendances had reduced (by -2.7%) from the previous year 


from an average of 7,483 per month to 7,277. However, this trend has not continued 


into 2014/15, and in the first quarter of this year we have seen a rise in attendances 


of 7.1% overall (3.9% is the national comparator), and a particularly steep rise in 


June of 13% (6.0% is the national comparator). It is difficult to identify the cause of 


this rise, and currently it is not clear whether this is a trend that is likely to continue 


or just seasonal variation. However, what is clear is that this increase in attendances 


is causing increased pressure on an already pressured system.  Equally, SFT report 


that the increase in attendances tends to be in the evenings and is compounding 


some of their performance issues.  This is one of the reasons why we are keen to 


extend the hours of primary care, in an attempt to reduce demand on acute services. 


The table below shows the pattern of attendances over the last 2 years: 


 


 


The spine chart over the page suggests that access to primary care locally is good.  It 


also shows that our ED attendance levels are at about the England average.  We also 


know from other data sources that access to the GP Out of Hours service is good, 


with high patient satisfaction and performance levels.  Therefore this would indicate 


that whilst demand has fluctuated it is not the primary cause of our performance 


issues.   
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NHS Stockport CCG - Urgent Care Profile 
 


       


The spine chart is a way of displaying a lot of information on a single diagram.  The ‘spine’ is the red dotted line running down the centre.  This is the England 
average for each indicator.  The grey bar shows the range of values in PCTs/CCGs/local authorities in England.   Values to the right of the England average are 
better performance or outcomes.  Values to the left of the England average are worse performance or outcomes.   
 
The circle represents the local value (Stockport).  The triangle represents Stockport’s peer group average.  The colour of the circles indicates the statistical 
significance using 95% confidence intervals, where available.   


 


  


Significantly better than the national average 
         


Eng. 
worst 


 


      


England 
average 


 


Eng 
best 


 


        


25
th


 
percentile 


 


  


 


75
th


 
percentile 


  


  


 


Significantly worse than the national average 
 


Not significantly different to the national average 
 


Statistical significance not available 
       


Indicator Local 
value 


Peer 
group 
ave. 


Eng. 
ave. 


Eng. 
worst 


1 
 


Waiting time at GP surgery 68.6% 
 


68.8% 
 


66.3% 
 


50.2% 
 


2 
 


Ease of getting through to someone at GP surgery on the phone 76.9% 
 


74.1% 
 


73.9% 
 


48.9% 
 


3 
 


A&E attendances (type 1) 307.7 
 


279.8 
 


306.9 
 


400.2 
 


4 
 


Patients admitted, transferred or discharged from A&E within 4 hours 93.1% 
 


94.3% 
 


93.5% 
 


81.8% 
 


5 
 


Mean length of stay - emergency inpatient admissions 4.9 
 


4.7 
 


4.8 
 


6.2 
 


6 
 


Emergency admissions for alcohol-related conditions (narrow definnition) 650.9 
 


751.2 
 


636.9 
 


1120.6 
 


7 
 


Emergency admissions discharged home with no overnight stay 28.7% 
 


28.2% 
 


26.1% 
 


38.8% 
 


8 
 


Emergency readmissions within 30 days 12.5 
 


12.6 
 


11.8 
 


14.5 
 


9 
 


Emergency admissions for intentional self-harm 255.9 
 


278.9 
 


207.9 
 


542.4 
 


10 
 


Emergency bed days 585.7 
 


523.2 
 


458.0 
 


748.0 
 


11 
 


Emergency admissions for chronic ambulatory care sensitive conditions 1047.8 
 


997.4 
 


820.4 
 


1596.7 
 


12 
 


Emergency admissions 115.6 
 


103.6 
 


88.2 
 


132.7 
 


13 
 


Emergency admissions for LRTIs (under 19 years) 491.1 
 


443.0 
 


371.3 
 


745.1 
 


14 
 


Emergency admissions for acute conditions that should not usually require hospitalisation 1660.4 
 


1470.0 
 


1214.2 
 


2127.6 
 


15 
 


Emergency admissions for asthma, diabetes and epilepsy (under 19 years) 510.9 
 


379.7 
 


340.6 
 


892.8 
 


16 
 


Emergency admissions for gastroenteritis (under 5 years) 1846.2 
 


1599.4 
 


1131.7 
 


2518.0 
 


17 
 


Emergency admissions for alcohol specific conditions (under 18 years) 73.8 
 


60.4 
 


44.9 
 


126.7 
 


 


 Eng. 
best 


78.2% 


88.7% 


20.9 


97.5% 


3.4 


365.0 


10.6% 


7.9 


51.2 


297.1 


217.3 


54.0 


68.0 


276.5 


50.4 


157.9 


11.9 
 


  


 


 


 
 


 
 


An area that has been debated extensively between the CCG and SFT is the systems 


that we have in place to manage patients who are not acutely ill or suffering from 


significant trauma when they attend the ED.  Various attempts to manage the 


‘minors’ stream (those patients with a minor injury or who have a minor illness that 


could be seen by a GP or Nurse) have been attempted over the years.   


These have provided difficult operationally and have not had the desired impact with 


little or no financial benefit.  A walk-in centre was developed in 2009, but closed a 


year later.  Although a popular service, the evaluation concluded that the opening up 


of a walk-in centre had no impact on the level of ED attendances (they neither 


decreased on opening nor increased on closing) and given the level of investment 


needed, the service was not a local priority. Given this, and that attendances are at 


average levels, then excess demand is not the issue. Longer term we have concluded 


that we need a new ‘front end’ to the Urgent Care System. This will be primary care 


led and can manage minor illness and injury and those patients who have conditions 


that do not usually require hospital admissions, such as DVT or Cellulitis. As well as 


patients who can be managed in a primary care led facility and followed up at home. 


This will be described in our Urgent Care Strategy. 


The CCG has put in place a number of schemes to deflect attendances: 
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 Additional urgent appointments available in GP surgeries for children 


 Additional general urgent appointments available in GP surgeries  


 GP deflection scheme from ED 


 Care Plans in place for those most at risk of hospitalisation 


 IV Therapy in the community 


 Pathfinder 


 Rapid response expansion 


 Increased alcohol brief interventions 


 


We are also looking to commission a Falls Service. 


Therefore, there are a wide range of schemes in place to deflect attendance from ED 


and provide more community/primary based support for people.  All of the schemes 


have more potential and we are working across the economy to maximise their 


usage. 


Admissions  


When we look at the ED Admissions, we can see that there has been a continued rise 


in admissions which is out of line with the increase that we have seen in 


attendances.  One of the issues that the UM Team reviewed in December 2013, was 


to test the hypothesis that this increase was as a result of an increase in patient 


acuity.  The UM Review concluded, and this is now agreed between SFT and CCG, 


that while there has been an increase in acuity, it is only about 1% per annum. The 


significant increase in admissions is therefore not caused by acuity.   


Admissions have increased significantly since September 2013, from an average of 


2,037 per month to 2,269 (+11.4%). The majority of this increase is in patients with a 


length of stay of less than 24 hours and SFT acknowledge that this is due to changes 


in capacity; with increased assessment units, the Ambulatory Care Unit and 


additional beds on the Acute Medical Unit.  


We know that the level of admissions at SFT is already high compared to our peer 


group (12 % higher) and compared to the national average (31% higher).  This is as a 


result of how the system operates locally – we know that we have a very hospital 


based system with under-developed community services, although we have 


expanded these recently. Community services are not sufficiently utilised, as the UM 


Review concluded.  
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The benchmarking of how we manage ACS (ambulatory care sensitive conditions, 


such as DVT, cellulitis) identifies that we are an outlier in terms of managing these 


via an admitted process.  Emergency admissions for conditions that do not normally 


require a hospital admission are 13% higher than our peer group, and 37% higher 


than the England average. This is one of the reasons why we have strongly 


supported the ACS pathway element of the SFT urgent care reform programme.  The 


plan included the development of the Ambulatory Care Unit which would provide 


ambulatory care for a specified set of conditions.  10 pathways were prioritised 


initially, and although these are in place they are not working to optimal levels.  


Therefore there are still issues to be resolved before we could consider this element 


of the plan to be fully implemented.  In this area we have not seen the planned 


reduction in the above levels of admissions towards the peer or England averages.  


We also have some other benchmark data from the NHS Benchmarking Deep Dive 


Reviews into Cardiology and Respiratory which gives some insight into the reasons 


why our admission rates are higher than other equivalent economies (i.e. those with 


similar age/health profiles).  The high level messages from these reports was that 


overall primary care and preventative services benchmarked well, however our 


system has higher levels of admissions and hospital stays for these conditions.  These 


reports need to be discussed more widely across the economy, and actions to 


address the findings included in our service reform work.   


Quality 


One of the consistent concerns in our management of the performance issues 


related to the 4 hour ED standard has been the quality of the service – are we 


assured that quality is being maintained when the standard is not achieved ?  
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Members will be aware that the standard is in itself a measure of quality, one of the 


set of nationally defined quality indicators for ED. Performance against these 


standards for SFT in March 14 is set out below:- 


SFT - ED Clinical Quality Indicators – March 2014  


 


Indicator Measure Threshold Actual


Total time in A&E 95th percentile time 4hours 04:54


                         for admitted patients 06:14


                         for non-admitted patients 03:59


Time to Initial Assessment 95th percentile time 15mins 00:20


Time to Treatment median time 1hour 01:13


Left without being seen percentage 5% 3.50%


Unplanned re-attendance rate percentage 5% 5.30%  


The CCG monitors the quality of care of patients at Stockport FT A&E through the 


Quality & Provider Management Committee. ED performance is reported by the 


committee as a quality issue on the committee’s Issues Register.  The CCG uses a 


number of ways to assess the quality of services provided: 


 Announced and unannounced walk-abouts to look at the quality and 


experience of services 


 Reviews of external reports and assurance visits (such as CQC, Healthwatch) 


 Review of external data and feedback (including performance against 


national standards and Friends and Family feedback) 


 Review of complaints and incidents 


 Specifically commissioned reviewed (such as the UM Review) 


 


The current information about the quality of care can be summarised as: 


 An unannounced CQC inspection visit took place on the evening of 1 July and 


during the day of the 2 July 2013. The inspection focused on the Accident and 
Emergency Department (ED) and wards A1 and A3 (acute medical units) in 


order to evaluate the emergency care pathway.  The inspection focused on 5 
Standards – all were met, and the report was positive about standards of 
care provided.   


 CQC has rated Stockport Foundation Trust in the lowest risk banding – Band 


6, across a range of key quality indicators.  This is a reflection of the hospital 


overall, not just A&E.  


 Stockport’s performance against the national A&E Clinical Quality Indicators 


is monitored through KPIs. SFT publish this data monthly on their web site. 







10 
 


The table summarising SFT performance in March 2014 (above) shows that 


quality standards are not being achieved.  


 The CCG monitors how many patients have a wait over 8 hours in A&E. The 


number of patients waiting over 8 hours is unacceptably high and clearly 


represents poor experience for these patients.  An audit of the safety and 


outcomes of these patient’s episodes of care has been undertaken, and will 


be reported shortly (see also below). 


 The Friends and Family Test scores for SFT A&E are on the low side compared 


to other GM Trusts.  Patient’s F&FT comments that the CCG have seen are 


predominantly positive with negative scores focussed on waiting times and 


some relating to staff attitudes. SFT report that they feel that the way that 


they collect data may impact on their scores.  


 The National In-Patient survey looked at the experiences between September 


2013 and January 2014, of 410 recent inpatients at Stockport NHS 
Foundation Trust.  Two specific questions are asked of emergency patients 
only and the score was 8.4/10 which is ‘about average compared with other 
Trusts.   SFTs scores: 


o For being given enough information on their condition and 


treatment in A&E - 8/10 - Average 


o For being given enough privacy when being examined or treated 


in A&E - 9/10 – Average 


 


 All serious incident reports are reviewed by Stockport CCG’s Quality Team.   A 


random sample of 20 of the 8 hour Emergency Department breaches was 


undertaken by the CCG Urgent care Lead.  Overall it was found that the 


quality of care in the ED seemed to be of good quality with no harms being 


evidenced to patients despite the delay in their admission.  


 


A report in May 2013 highlighted the areas of risk and concern relating to the quality 


of care for emergency patients at SFT.  Subsequently two patient notes audits have 


taken place to provide further insight into the quality of care of patients admitted 


through SFT ED.  Each audit was a retrospective review of the clinical records on 


three separate dates. Each date covered a one-month period; December 13, January 


14 and March 14. The notes review was undertaken within the A&E department of 


Stepping Hill Hospital, using the IHI global trigger tool.   The findings of the audits are 


being discussed, and a report being finalised.  Initial indications are that whilst no 


concerns have been raised over the quality of care provided, a significant proportion 


of the patients need not have been admitted to hospital.  


Plans to Improve Performance 
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Governing Body members will be aware that there have been a number of Recovery 


Plans developed over the 2 year period of the performance issues.  Some progress 


has been made on elements of the plans, but they have not been implemented in 


full: 


1. Ambulance turnaround times have seen a significant improvement in HAS 


compliance. The target has been consistently met since October 2013 with 


work continuing on embedding the new ways of working and to sustain the 


current position. 


 


2. The Ambulatory care unit has been operational 7 days a week to reduce 


admissions to the main hospital bed base and reduce pressure on the ED for 


a number of months. 10 pathways have been developed and implemented 


with a Pilot Acute Physician working to enable streaming from ED at 


weekends since the summer of 2013, however issue remain with the 


pathways and the CCG does not consider these to be fully implemented.  


 


3. The ED IT System is live and fully operational since summer 2013. It has been 


embedded into day-to-day working with improved clinical and workflow 


information with the ED and wards 


 


4. White Board Rounds – this was initially very successful.  However, further 


work in this area is needed and therefore this issue has been included in the 


recent plan to ensure that the changes are fully embedded.  


 


5. Acute Physician cover has been in place with a 7th Acute Physician since 


1/3/13 and an 8th providing locum cover for new 1-5pm shift in ED.  


 


6. Acute Medical Unit has implemented changes with a view to improving the 


overall flow of patients from ED to the appropriate bed base.  


 


7. SFT has not been able to retain and recruit sufficient ED Consultants; this has 


been flagged consistently as one of the major risks to delivery of the target 


because there is a lack of senior decision making capacity within the system.  


This reflects a national problem.  


 


Because of the sustained performance challenges and the need to significantly 


reform the system, the CCG has provided an additional £500k non-recurrently to SFT 


to support this work. This will be used to appoint a Director of Urgent Care and a 


programme team  


A further improvement plan has been developed.  This intends to address: 
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1. The recruitment of the highest calibre ED consultants with a view to 


improving the overall ED Flow and assessment processes.  


2. Early discharge through a review of the discharge process with an expected 


discharge date (EDD) of for all patients within 72 hours on admission to the 


AMU.  


3. Development of Internal Professional standards across the Medicine Business 


Group to help improve response times for the review of patients 


4. Development of a speciality in-reach model, using daily meeting to improve 


process of patient flow and facilitating clinical ownership 


5. Community support in-reach, using early identification to enable the 


discharge of patients to lower dependency settings.  


 


The high numbers of overnight breaches remains a challenge with the Trust 


undertaking observational sessions overnight in the development of appropriate 


plans of action. Stepping Hill Hospital has indicated that the trust trajectory is to 


adhere to the 4 hour target by July 2014, with these plans fully implemented by 29th 


September 2014.   


 


Other Performance Risks and Issues 


The SFT Board report highlights the following risks within the Medicine Business 


Group. 


 Business group currently has a shortfall of 37 WTE Registered Nurses (SFT 


report that they have now recruited to the majority of these vacancies).  


 Medicine are at present working with a staffing shortfall in the Governance 


Department. (Again, SFT report that they have recruited the majority of these 


posts). 


 


In addition the CCG has reported to its Governing Body  


 The Level of Cost Improvement Plans required 


 Cardiology follow up appointments not been seen within planned timeline 


(to be addressed through appointment of new Consultants) 


 


The Governance staffing shortfall represents the CCG concerns about the capacity 


available to manage incidents and complaints within the Medicine Governance 


Department.  A number of serious incidents have not been investigated as 


thoroughly as they should have been with poor reported learning outcomes, and 
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actions not been completed on time.   There is also a significant backlog of 


unanswered complaints.  There are currently 85 on-going complaints in the 


Medicine’s division with over 40 that have exceeded the 25 day standard for 


completion.  


 


Conclusion 


Some progress has been made in implementing the required changes and 


improvements to the SFT Emergency Department processes. A significant 


contributory factor is due to the inability to recruit Consultants. Alongside this there 


appears to be insufficient managerial capacity and clinical leadership to fully 


implement and embed the required changes. It is acknowledged that this is a 


significant reform programme and therefore the CCG has provided an additional 


£500k support non-recurrently in 2014/15 to support this.  


Whilst the Urgent Care Strategy should benefit performance it is not a strategy 


purely to improve ED performance and has a much broader scope.  Within this 


strategy, we are likely to conclude, as referenced previously, that we need to 


develop a new ‘front end’ to Urgent Care which is primary care led, which has GP 


Out of Hours co-located and which can manage minor illness, injuries and patients 


with conditions such as DVT and cellulitis who do not require a stay in hospital.  
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Members were welcomed to the meeting and apologies were noted. 


 
 
 
 
The minutes of the meeting held on 3rd June were agreed as an accurate record with no matters arising  
 
 
 
3.1 Healthier Together Update  
The Healthier Together programme has had a number of achievements (23rd May – 20th June 2014), 
notably:  


 Approval of PCBC Part 2 at May’s CiC 12 of 12 voting CCG’s in favour of the Category 1 decision  


 Consultation Document reviewed by AGMA CEOs, CIC, and the GM Joint Scrutiny Panel; now 
awaiting NHS England approval  


Provisional consultation start date 8th July following successful sign off 


 Widespread and largely positive media coverage of the PCBC approval by CiC which included 
the site options for hospitals. 


 Various local media and hospitals have launched campaigns to be the specialist sites  
Reactive media queries being handled daily  


 Clinicians re-united for the ‘consultation clinical support team’ to support the programme 
through the consultation period. A Stakeholder Briefing event 8th July from 9.30am – 1pm to 
brief key stakeholders and leaderson the plans for consultation and documentation.  


 
IW asked if there were any anticipated issues with this week’s CiC meeting in terms of attendance etc 
as there was a Category 1 decision to be made and so quoracy crucial, no problems identified.  
 


 


 
 
 


 
3.2 111 Update  
Purpose to update AGG on national proposals to re procure the NHS 111 call handling service, seek a 
commitment to continue to work on 111 collaboratively at a northwest level and through the GM 
footprint, and set out key actions required to progress procurement in a timely but appropriate 
timeframe. The AGG is asked to support continued working collaboratively at the NW programme level, 
interfacing with the current programme board and GM collaboration led clinically by Dr Helen Hosker (C 
Manchester CCG), financially by Kathy Roe (TG CCG) and managerially by Steve Allinson (TG CCG) with 
local commissioning support delivered through an agreement reached with the GMCSU (details 
attached). 


 The existing 'stability' contract with NWAS ends on 31 March 2015, advised that NW CCGs look 
to phase mobilisation of the new services beyond March 2015: a more realistic proposition 
would be to extend the stability contract with NWAS to October 2015. 


1.WELCOME & APOLOGIES FOR ABSENCE 


2. MATTERS ARISING 


3. Strategic Work Programmes 


The AGG noted: 


 The update report provided 
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 Recommended GM CCGs continue to work with Cumbria, Lancashire, Cheshire and Merseyside 
with a single procurement led by Blackpool CCG.  There is sufficient resource (held by Blackpool 
CCG) including some funding for clinical input to the process.   


 An estimatefor the cost of contracting at different groupings and configurations across the 
northwest suggests a premium of approximately £5m. As opposed to three contracts for the 
three footprints or £50m to let individual CCG level contracts across the northwest compared to 
a single northwest contract for call handling NHSE will publish national call handling standards.  
These must be fully embedded into service specifications.   


 The outcome of some calls will be 999, A&E, self-care (not advised to attend another service) or 
a primary care, community care or other service.   


 The primary, community care or other clinical disposition is matched to services in the directory 
of services commissioned by CCGs and local authorities.  


 The services to which the calls are transferred will be able to undertake the definitive clinical 
assessment if that is what commissioners determine.  The commissioning standards require a 
NHS111 service to be able to directly book appointments with the urgent or emergency 
department that can deal with the problem.  


 Interim OOH services/contracts need to be amended accordingly to harmonise OOH services on 
the directory of services to ensure that there is consistency. 


 Each footprint needs to engage in the development of the service specification(s), invitation to 
tender document, review bids, evaluation and the financial considerations. It is key that a small 
group of clinicians and managers are identified from GM to support these elements. 


 It is strongly recommended that the team is developed as a stable and consistent groupof 
individuals to work on the programme from start to finish. 


 CCGs are the decision makers, informed by their local governance systems and processes 
including their 111 clinical leads.  NHSE also have decision making responsibilities as 
commissioners of a range of primary care services to be included on the DoS. 


 Clear governance is crucial as is the need to phase mobilisation. 
The key recommendations are: 


a. The GM footprint is retained and becomes part of a single northwest procurement process.   
(A decision to proceed with one northwest contract is preferred but a decision is deferred until 
the August 2014 AGG meeting.) 


b. OOH contracts are extended until end March 2016 where necessary.  
c. A group of clinicians and managers from across the GM CCGs is identified to support the 


procurement process including service specification, financial, evaluation.  
 
 
 
 
 
 
 
 
 
3.3 Co-commissioning Update  
RB updated the Co-commissioning process there were 10 submissions as Manchester submitted a joint 
bid. All used the GM co-commissioning framework to describe their intentions.  


The AGG: 


 Agreed that a North West footprint and single contract process would be the most efficient 


option on the understanding that the DOS allowed for local delivery. 


 All agreed to extend OOH contracts as recommended till the end of March 2016 


 AD to canvass for additional 111 Clinical support  


 Agreed to the GM CSU requirements to support 111 
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 National guidance being developed with Category 1 being the same as GM Level 1 and requiring 
not authorization process 


 Category 2 will be as GM Level 2 and require a CiC process to support governance  


 Category 3 will be equivalent to GM level 3 and will require a formal authorization.  


 Need to be sure we are all working at level 1 and not waste any time waiting for the NHSE 
guidance  


 Need to work together to maximize scarce resource across GM to support this agenda moving 
forward. 


 
 
 
 
 
 
3.4 Health and Social Care Reform  
Presented by Warren Heppolette to provide:- 


 Reminder of the scope of work on health & social care reform between the CCGs/AGMA 


 Outline the current priorities informing the wider Public Service Reform work emphasising the 
relevance to the NHS 


 Describe developing partnership priorities with GMP/Office of the PCC and Fire & Rescue Service 


 To establish with the CCGs the means of establishing the right frequency of contact and 
engagement with AGMA work 


 To identify in that context the priorities for effective governance of that joint work 


 A reminder of the scope of work on health & social care reform between the CCGs and AGMA 


Primary Care  


 Primary Care Transformation is widely viewed as the most significant element of the reform  


 In most areas this is seen as the base of the integrated care arrangements. 


 The development of federated approaches to maximise the assets available across primary care 
will be a significant enabler of reform at scale. 


 The Primary Care Transformation Steering Group now provides the oversight to the work and 
facilitates the support it will require. 


Integrated Care  
2014/15 is the year for implementing, testing and rolling out Integrated Care models to enable this we 
need to consider:- 


 More consistent community based care: GM standards, improved access, reduced hand-offs, 
stronger links to neighbourhood resilience 


 Evaluation: Developing a consistent framework and methodology to capture the evidence of the 
impacts of reform during 2015.  For future conversations with Government, and our own future 
budgets 


 Enablers: Alongside local work to develop the models of care, GM-level work on financial and 
contracting models, population stratification, workforce, community assets, CBA, data sharing 
and estates 


 Finance: Better understand the impacts of new models of care on the local and GM financial 
position of health and social care economies – contribution of integrated care towards closing 
the £1.1bn financial gap by 2017/18 


The AGG: 


 Members wished to extend thanks to Gaynor Mullins for developing the GM Framework  


and also noted support from Rob Bellingham  
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 Better Care Fund – Further submission requested demonstrating the means of achieving 
changes in acute activity and explicit sign-off of those plans by hospitals 


Healthier Together Consultation 


 Statement of support for the consultation requested of AGMA 
Public Service Reform 


 We are moving from the Whole Place Community Budget pilot to implementation of a reform 
programme, structured around two big ticket items – complex dependency, and health and 
social care integration  


Mental Health  


 Better align health – particularly mental health – with employment support 


Working with GMF&R 


 Historic joint work on falls prevention as part of home fire risk assessments 


 Partnership Agreements in place with all Mental Health Providers to share information and 
identify risk 


 Joint work in development with NWAS on Community Risk Intervention Teams to support a 
timely response to Green rated ambulance calls 


Working with GMPand & the Police & Crime Commissioner 


 Strategic Mental Health Partnership Board 


 All mental health trusts offering 24/7 telephone triage and advice to police officers 


 A number of pilots supporting co-located health workers in neighbourhood teams 


 Local pilots supporting missing patient projects 


 Local pilots focussing on early intervention and prevention 
We need to ensure that we are maximising the value of the shared capacity;  


 AQUA, Public Service Transformation Network, LGA etc 


 Senates & networks 


 Alignment of funding opportunities (Horizon 20:20) 
Realising the strength of our assets;  


 AHSN/MAHSC 


 AGMA/GMCA political leadership 


 Cross Public Sector Integration  
Different deal with the government; 


 Multi year budgets 


 Retaining a share of savings through reform 


 Sharing risk and reward 


 New models of accountability 


 Differential Devolution 


 
Much of WH time in the interim period has been to support the HT programme and the crucial AGMA 
alignment. Perhaps need to focus on the Better Care Fund as there may be issues with funding being 
transferred to LA so some brokering may need to occur. Need to also consider a delivery system which 
will manage the co-commissioning agendas to develop a GM response to the national conversations.  
Recommendations: 


1. Revised governance through refreshed Terms of Reference for the Executive Advisory 
Group (a new NHS/AGMA Leadership Advisory Group?) 
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2. Increase frequency of communication through Chief Officers to ensure I can update and 
engage with the appropriate pace 


3. Introduce regular consideration of Public Service Reform updates to maximise NHS 
engagement in the work as it develops and ensure the work develops as a genuinely joint 
programme 


 
 
 
 
 
 


3.5 GM Fire & Rescue 
Protecting and improving the quality of life of the people in Greater Manchester presented by Peter 
O’Reilly Assistant Chief Fire Officer Director of Prevention and Protection. 


 Engage with GM communities to inform and educate people in how to reduce risk  


 Manage risk through using resources flexibly, efficiently and effectively 


 GMFRS have access to over 60,000 domestic premises a year. This places us in a unique position 
to work with our partners in delivering a holistic safety service that not only meets the aims and 
objectives of GMFRS but also those of partners. 


 Of the 60 people who died in preventable dwelling fires within GM, 45 of them lived in 
properties fitted with smoke alarms. 


 Only 25 of those properties however were protected by a working smoke alarm; contributory 
factors such as the effects of alcohol and disabilities may have prevented the occupier from 
responding effectively when alerted. 


 Prevention activity needs to be tailored to meet the needs of the individual. GMFRS along with 
our partners must look at alternative solutions involving technology and specialist alarms such 
as the square wave alarm or equivalent. 


22 Fatalities & 375 Casualties during 2012/2013 


 Each fire fatality cost £1.65 Million (DCLG 


 Each fire casualty cost £185K on average 


 Each fire in a domestic premises cost on average £47,202K 


 Each fire in a commercial premises cost on average £81,104K 


 44 fatalities, 619 serious & 5041 minor injuries in 2012/2013 


 69 fatalities, 681 serious & 6821 minor injuries in 2011/2012 


 £1.88 Million per fatality (DfT Aug 2012) 


 Local Authorities reducing capacity in  


 Road Safety teams recognizing that the group most at risk will likely be known to primary care. 
GMFRS prioritising 16-25yrs with road safety education via: 


 Partnership with DSA/Drive 2 Live 


 1 in 3 education resource/Driving simulators 


Have access to 60000 homes - Of those that are most vulnerable, to complete risk assessments 


 Partnerships in place - E.g. with NHS to include ‘falls assessment and prevention’ 


 A commitment to provide our young people - With self-esteem, role models, a sense of 
belonging, responsibility, employability skills 


 A partnership commitment to reducing Anti Social Behaviour e.g. 


The AGG: 


 Need to identify key strategic objectives to support WH role  to be discussed at the AGG 


away day  


 Agreed to support requirements through the AGG and COOs 
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 Safe4Summer Campaign 


 Treacle Campaign 


 A commitment to reducing reoffending e.g. 


 Community Restorative Justice (NJP) Pilot – Salford and Trafford 


 New Horizons Project – Oldham 


 STEP – Salford and Trafford 


 Work packages at Hindley & Forest Bank  


 Community Payback opportunities 


Fire Transformation Fund for 2015/16 - Greater Manchester Community Risk Intervention Teams 
Report provided the Association of Greater Manchester Clinical Commissioning Groups with information 
about the Fire Transformation Fund for 2015/16 and the opportunity it generates to support the 
creation of integrated Community Risk Intervention Teams across Greater Manchester. The  


 
Led by Greater Manchester Fire and Rescue Service (GMFRS) the Community Risk Intervention Team will 
meet a range of objectives set by GMFRS, North West Ambulance Service (NWAS), Greater Manchester 
Police (GMP), Directors of Public Health and the Health and Social Care departments of the 10 local 
authority areas across Greater Manchester (GM).The model represents the creation of 10 multi-
functional risk reduction teams across Greater Manchester. Representing the interests of all partners 
the teams will be located across various facilities within all boroughs throughout Greater Manchester. 


 Reduce a range of risks in the home such as; fire, falls, crime, general detrition in the health and 
wellbeing of individuals and have input to supported discharge arrangements as well as 
supporting community resilience during periods of adverse weather e.g. heat wave, floods or 
heavy snow. 


 Teams provided with a vehicle containing risk reduction and lifesaving equipment. Once in place 
the teams will work pro-actively on targeted campaigns and an on-call basis will apply.  Recruits 
will be drawn from GMFRS volunteers, NWAS Community First Responders, GMP Volunteers, 
Health and Social Care responders and Military Personnel returning to civilian life.   


 It is important that GMFRS continues to work across these responding services and networks to 
seek, develop and maximise the appropriate opportunities to combine service delivery with due 
consideration being given to the backdrop of Public Sector Reform (PSR). 


 GMFRS analysts are currently working with NWAS and New Economy to access and interpret the 
correct data sets across the appropriate service delivery areas. This information will inform the 
modeling of capacity within the Community Risk Intervention Teams and therefore support an 
indication of associated cost.  


 
MEASURES OF SUCCESS 
A reduction in:- 


 the numbers of Ambulance attendances at the addresses of frequent callers 


 Hospital readmissions after discharge 


  numbers of frequent callers, as identified by NWAS, needing transportation to Accident and 
Emergency departments or Urgent Care facilities 


 numbers of frail, young and older people attending Accident and Emergency departments as a 
result of falls in the home 


 demand for health and social care interventions as a result of falls in the home 


 number of Police calls that are unrelated to crime e.g. Health/Mental Health related 
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 numbers of accidental fires in the home 


  numbers of incidents relating to Carbon Monoxide poisoning in the home 


 An increase in safety confidence levels as a result of the provision of crime prevention advice 
and equipment 
 


RECOMMENDATIONS 
i. Commit, in writing, to supporting the submission to the Fire Transformation Fund for 


2015/16 - Greater Manchester Community Risk Intervention Teams. 
ii. Subject to a successful bid, all partners commit to developing the model by supporting 


the construction and implementation of the teams. 
iii. Subject to these teams contributing to the achievement of agreed key performance 


measures, AGMCCGs commit to exploring ways of financing the maintenance and 
potential expansion of the teams and their role. 


 
 
 
 
 
 
 
 
4.1 MIB Paper (1-28 Midwife to Birth Ratio) 


The purpose of this paper is to consider Options for a consistent CCG Approach to 1:28 Midwife to Birth 
Ratio presented by Su Long and Karen Bancroft Associate Medical Director/Clinical Lead- Maternity 
Strategic Clinical Network.  


Having implemented 1:28 midwife to birth ratio as one of the measures in the Making it Better (MiB) 
contract, we have multiple trusts in Greater Manchester that have routinely not met this staffing ratio 
throughout 2013/14.  


 The 1:28 ratio was estimated at a point in time in a study as a good indicator of the target of 1:1 
maternity care which is seen to drive outcomes - it is supposed to be used to indicate that 
attention was needed to check if 1:1 maternity care was being provided.  Following detailed 
clinical review within Bolton FT, the validity of 1:28 in itself as a measure is being challenged.  


 We need to decide if we wish to maintain 1:28 as a required staffing ratio to births. This is 
important to do as an association as we should have a consistent set of contractual measures for 
pregnant women no matter where they attend. 


 All GM Trusts are required under the Making it Better clinical standards to have a ratio of births 
to midwives of 1:28.  


 4 of the 8 maternity units consistently do not provide a 1:28 ratio 


 The 1:28 midwife to birth ratio is consistent with Royal College of Midwives guidance on staffing 
levels.  “An adequate ratio of midwives to births impacts upon both the safety and quality of 
maternity care. In order to provide every woman with one-to-one care throughout labour and 
childbirth, the RCM recommend a minimum ratio of one midwife for every 28 births” 


 NICE guidance on this is currently under review, but not expected to conclude for some months.  
 
The model of care document does not refer to 1:28 as a key ratio.  It consistently refers to consultant 
cover and one to one midwifery care. The 1:28 ratio does appear clearly in the service specification as a 


4. Association of CCGs  


The AGG: 


 Approved all recommendations  


 Agreed that PO’R should be invited back to describe the Youth Projects in more detail  
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key performance indicator. 
 


Alternatives to the 1:28 ratio; 


 CCGs commission for outcomes, not inputs. Therefore it could be argued that the 
Trust should be allowed to set their own safe staffing levels.  


 The Greater Manchester, Lancashire and South Cumbria Strategic Clinical Network and Senate 
have proposed a new set of performance and outcome indicators 


Risks to moving away from 1:28 ratio; 


 The midwife to birth ratio is measured nationally and reviewed by NHS England on the quality 
surveillance group dashboard.  Staffing ratios have recently received a high profile as a measure 
of quality due to Keogh reviews of Trusts. 


 As 1:28 ratios were a key promise given to the public in the Making it Better changes, being seen 
to withdraw this measure may lead to a reduction in trust from the public.  However, if outcome 
measures are retained the underlying intention of one-to-one maternity care is still a 
contractual requirement, rather than the 1:28 ratio which was seen to be an indicator of this at 
a point in time, this could be overcome. 


 
Options for DiscussionGiven the information contained within this report, there are 2 options for 
consideration:- 
 
Option 1: Agree that GM Trusts must have 1:1 care in labour and should not reduce below the 1:30 
midwife to birth ratio.All GM Trusts to report monthly on agreed outcome metrics (as set by the SCN 
potentially). Any issues regarding quality performance, safety or outcomes to be addressed immediately 
with the provider by the lead commissioner. 
 
Option 2: Agree that all GM Trusts must adhere to the 1:28 ratio and enforce this through the acute 
contract, with financial penalties applied consistently to providers who fail to attain this from 2014/15. If 
this option is selected there also needs to be agreement across GM if additional funding should be paid 
to the GM Trusts above the national tariff (top up payment of £87 per birth) 
 
Recommendation 
AGG is asked to consider the 2 options outlined in section 7 and agree the preferred option.  
 
 
 
 
 
 


 


 


 


4.2GP IT Strategy 


It was noted that the Transitional funding will not be known until end of July; a more detailed report to 
be provided at August AGG. Stuart North updated members on the current position. Meeting with CSU 


The AGG: 


 Members were asked to vote on the options  


- 2 in favour of Option 1  


- 16 in favour of Option 2 but without the top up funding  


 Noted that we need to be clear on how this is monitored and enforced need the support of 


the SCN, HOCs, CFOs and COOs 


 Needs to be further reviewed in September, with specific emphasis to the development of 


suitable outcome measures. 
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to discuss surpluses the issue being GM at 7% which is above the average of 5%. Quite frustrating in the 
light of the GPIT developments that have been put on hold. Need to ensure that investment goes back 
into GPIT and agree an open book process to ensure not aiming for a similar surplus this year.  
 
 
 
 
 
 
 
 
5.1 The Breast Strategy  
Greater Manchester breast services have been the subject of debate for a number of years: the services 
have been the subject of numerous previous reviews and working groups over the last 8 years. The 
purpose of this paper is to seek the support of Greater Manchester and East Cheshire’s cancer 
commissioners for the process of definitively resolving the situation, especially asthe pressures on 
services are continuing to grow such that the current configuration is unsustainable. 


 Breast cancers should be managed by a multidisciplinary team of at least two dedicated 
surgeons, an oncologist, two specialist radiologists, two pathologists, two nurse specialists, a 
research coordinator and other defined staff.  


 Surgeons should operate on a minimum of 30 cases per year (and a minimum of 10 screen-
detected cancers) and the multidisciplinary team should manage a minimum of 100 new cancer 
cases per year.  


 The service should be commissioned in line with the requirements of the NICE Quality Standard 
for Breast Cancer (2011), which sets out a comprehensive series of minimum standards. 


 Patients should have equitable access to research trials, and psychological (and other) support. 
An acute oncology service should be available.Each service should offer the most up-to-date 
treatment 


 There are breast cancer services in eight of the 10 hospital trusts that make up Manchester 
Cancer. Four of these trusts host breast cancer screening units as well as services for 
symptomatic patients: the other four trusts host symptomatic services only.   


 Currentlynot all of our breast cancer services are set up to be able to achieve the service model 
described above. It is anticipated that some units will find it an increasing challenge to meet the 
standards of a high quality service 


 What emerges is the clear potential for a widening of the gap in the two-tier breast cancer 
service provided in symptomatic only and screening and symptomatic units 


 Over the years, and as a result of numerous reviews, a number of options for the future of 
breast cancer services have been considered in an attempt to resolve the situation. None has 
led to any substantive change. 


 In 2005 there were a number of missed breast cancer diagnoses at Trafford Hospital, where 
services were being provided by a single-handed surgeon and radiologist.  


 The report that issued from that independent review (the Lee Report) was published in 2010 
and it was unequivocal on the need for change. It recommended a series of options.  


 In addition to the problems identified with each of the proposals, a number of other factors 
have contributed to the collective failure of the system to bring about change in breast cancer 
services in recent years.  


5. Clinical Work Programmes  


ACTION:  


 More detailed paper to come to the August meeting  
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 The Manchester Cancer Commissioning Board, established in May 2014, is now in place to allow 
locally-commissioned services to be commissioned to the same standard across the region. 


 
In order to deal with a number of legacy issues and ensure the highest quality of care for the people of 
Manchester, Trafford CCG as the lead commissioner along with the local area team are recommending 
the following approach. That a multiagency group develop a local breast cancer service specification 
which will then be agreed and commissioned through the cancer commissioned board. This specification 
should be set at the highest possible standard and be clear on the future of the symptomatic only breast 
cancer service model and any geographical considerations. 


Manchester Cancer and the Strategic Clinical Network can support commissioners in the development of 
this specification by facilitating input from clinicians and patients and carers. 
 
In order for Trafford CCG to ensure they have the capacity to support this work the objective for the 
next 2 years are the 4 non-compliant areas, Breast Strategy and acute oncology.  
 
 
 
 
 
 
 
 
 
 
 
5.2 Strategic Clinical Network & Senate – Business Plan Overview 
Janet Ratcliffe presented an overview of the Business Plan;  


 The expertise and leadership of GMLSC SCNs enables it to provide and coordinate clinical 
leadership and advice, along with patient input, to make recommendations in support of safe, 
sustainable high quality and cost effective care. 


 The SCNs have spent the previous 12 months identifying our strategic direction using the 
current evidence base for change, and gaining consensus from clinicians, commissioners and 
service users. 


 We will focus on systems of care and not just institutions and on engaging staff and stakeholders 
in delivering results. The leadership we foster will focus on shared leadership between 
managers and clinicians. 


 Clinical leadership within the SCNs will create a vision to improve health and patient experience. 
It will blend evidence and local clinical expertise so that improvements succeed because 
clinicians support the necessary changes. 


 Specifically, reflecting the identified need for close alignment and collaboration with Academic 
Health Science Networks (AHSNs) there is an agreement that the GMLSC SCNs will have a 
significant influence on setting the annual priorities which will be cemented by the production 
of a memorandum of understanding between the SCN and both the Greater Manchester and 
North West Coast AHSNs. 


The AGG: 


 Fully support Trafford CCG to take forward the work to develop the specification with 


support from Manchester Cancer and the SCN’s.  


 This will then be reported back to the AGG and a clear process for next steps outlined for 


agreement update in September. 


 This is to include timelines, transition to the new model and any potential risk factors.  
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 Each of the condition / disease specific networks are at different stages of engagement 
dependent on their maturity and therefore the operational plan should be regarded as a live 
document that may change and develop over its two year life span. 


The five portfolio programmes are: 
- Improving Mental and Physical Well Being 
- Prevention, early identification and diagnosis 
- Treatment and recovery 
- Living with and beyond the condition 
- Palliative Care and End of Life 


 
The SCNs’ Steering Groups will have agreed delegated decision making responsibilities, which will 
include responsibility for the development and delivery of work-plans together with responsibility for 
the day-to-day work and decision making (strategic and operational) of the SCNs and Senate. Janet 
Ratcliffe regularly attends the HOCs to ensure they are sighted on the work programmes allowing for 
the opportunity to be able to influence and shape.  


5.3  
5.3.1 Specialised Commissioning Update  


 Clinical Strategy development on hold pending achievement of financial balance 


 Specialised Services Commissioning teams focusing on QIPP and financial control 


 £21.6m QIPP included in contracts with £8.5m to be achieved in year 


 Key schemes 
- £10.7m High Cost Drugs (including repatriation) 
- £7.4m Contract review 
- £5m Referral management/pathway re-design 
- £4.5m National mandatory schemes 
- £2.5m Local Trust Initiatives 


 Established host contractual agreements with relevant providers in the ODN.   


 MoU (partnership agreement)  outlining  host, member and commissioner rules of engagement, 
governance framework and  VFM framework 


 Key delivery milestones embedded into host contracts.   
 


5.3.2Identification of optimal service delivery model for Greater Manchester Trauma Services – review 
by panel of national experts to specify commissioning requirements. Draft UEC guidance in your packs 
for comments.  Workshop in Bolton 2nd September 2014 - contact rhonacollins@nhs.net   


 
6.1 GMMMG Policy: Collagenase for Dupytren’s Contracture 
 
 
 
 
 
 
 
 
7. AOBOperational & Capacity Resilience 


The AGG: 


 Approved the policy for review in 12 months  


 



mailto:rhonacollins@nhs.net
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IW highlighted the potential issue with the elective submission for 18 week planning. Request is that 
Central Manchester to submit plans on behalf of trust for CMFT under host arrangements. RB suggested 
that the timing although tight is clearly identified and will provide a summary based on Helen 
Stapleton’s recent email to provide the detail. Currently delivery of 18 weeks is subject to an amnesty 
but must start to deliver from September robust and sustainable plans to maintain 18 weeks.  
 
  
 
 
 
 
 
 
 
The next meeting will be held Tuesday 5th August 2014 @ 1.30-5.30pm – Salford/Worsley Suite, St 
James’s House Salford. 
 
 
 
 
 
 


DATE/TIME OF NEXT MEETING 


ACTION : 


 RB to provide further details on timing  
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Co-commissioning of Primary Care 


Framework for Development of Co-Commissioning across Greater Manchester 


The attached sets out a potential framework for the development of co-commissioning of primary care services across Greater Manchester. 


The framework recognises that commissioning is a process from needs assessment, design and planning of services, procurement, contract management and review.  The diagram below shows the elements of 


the commissioning cycle. 


 


 


The framework is based on a number of principles: 


 Planning of primary care services should be done as locally as possible 


 Improving quality of primary care services should be done as locally as possible 


 Co-commissioning will support the already agreed Greater Manchester Primary Care Strategy and standards 


 Some plans and decisions will need to be consistent across Greater Manchester to support the strategic development of primary care 


 There needs to be transparency of resource allocation/management so those planning services are confident about the level of resources available to support those plans 


 The direction of travel is towards a ‘place’ based budget 


 Data about practices (quality, performance, workforce) will be shared across the AT and CCG commissioner in support of this (via transparent agreements and safeguarded and governed appropriately) 


 Co-commissioners will work together to make the most effective use of the scarce commissioning support available 


 







Co-commissioning Framework 


This describes a potential framework but acknowledges that CCGs may choose to bid for different elements. Some CCGs may also wish to develop plans for local optometry, pharmacy and dental services, recognising that the statutory responsibility 


for these (e.g. Pharmacy Needs assessment and contracts) remains with the AT.  CCGs may wish to develop their own co-commissioning ‘escalator’ for these. 


   Managing a devolved primary care budget for local 
APMS/PMS/GMS Contracts 


 Contract management of APMS/PMS/GMS contracts 
including any contractual sanctions resulting from 
performance issues 


 This would include decisions on practice 
mergers/splits/vacancies and management of 
associated contractual process 


 Managing the GP primary care market by leading on 
procurement of new services 


 Management of EPRR for GP services 


 Safeguarding e.g. named doctor 


 Possibly provision of complaints management 
function for AT 


  Delegated budget for aspects of primary care contracts 
and associated contract management: 


 Contract management of Directed Enhances Services 
alongside Locally commissioned services  


 (Potential to also join up commissioning of LA led 
Enhanced services)  


 Managing discretionary payments: 


 Premises – Legal Fees 


 Premises – Removal Costs 


 Primary Care Education & Training  


 


 Jointly designing, reviewing and managing contracts:  


 GMS/PMS/APMS contracts  


 Jointly deciding appropriate arrangements for 
practice splits/mergers 


 Jointly agreement priorities for discretionary spend 
on premises etc 


 Jointly reviewing PMS contracts and deciding 
strategic direction and scope 


 Jointly reviewing APMS contracts and deciding 
strategic direction and scope 


 
 


 


Planning of Primary Care services: 


 Assessing needs 


 Designing services/models 


 Developing strategic direction for services 


 Liaison with partners  


 Strategic Planning of local Estates with priorisation of 
investment via GM governance arrangements 


 Improving quality and reducing variation 


  
 


 


Common GM Commissioning Support Platforms provided by GMAT 
Provision of primary care ‘dashboard’ containing performance/quality (inc complaints)/QMAS/QOF/workforce data in support to CCGs, possibly on a monthly basis, Management of QOF/QMAS closedown, Management of Complaints 
about GPs (shared with CCGs in support of quality management),  technical contract management – issuing of contract variations etc, model guidance on handling ‘Conflicts of Interest’, facilitation of agreement of GM Primary Care 
Standards 


AT Responsibilities 
Core GMS\PMS\APMS contract Payments, Performers List Management, Responsible Officer, Revalidation and appraisal, provision of statutory primary care returns, Commissioning of Dental, Pharmacy and Optometry services, 
system management of primary care (either via direct commissioning or holding CCGs to account as commissioner), clarification of core GMS/PMS provision to underpin CCGs quality and development role, signing off CCGs annual 
and financial and service commissioning plans for primary care (enabling CCGs to implement investment/commissioning intentions). 
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NHS Stockport CCG 


 


1. Bid to Co-Commission Primary Care Services 


This bid is made by Stockport CCG to undertake co-commissioning of primary care 


services.  Although the bid is by Stockport CCG, it has been developed as part of a 


Greater Manchester (GM) framework for the development of primary care 


commissioning across GM.  The 12 CCGs across GM have been working closely with 


GM Area Team to develop a strategy and standards for the delivery of primary care 


services, and are keen that a GM approach to the development of primary care is 


retained.  This recognises that commissioning is a process which involves 


management of a number of activities.  It also recognises that a strategic approach 


across GM to certain issues (such as workforce planning) and the development of 


common contract platforms across GM will have significant benefits.  


 


This is described in the attached Diagram and framework at appendix 1, which details 


a stepped approach to the development of co-commissioning across GM which sets 


out how CCGs may wish to approach commissioning. Working across GM in a co-


ordinated way will provide opportunities to manage the development of co-


commissioning in a coordinated way, support the management of risk and provide 


opportunities for efficiency.   


 


2. Scope of the Proposal 


Stockport CCG’s bid covers the following elements of commissioning in the first 


instance, aiming to operate at level 3 on the attached framework.  Essentially the CCG 


is looking to lead the strategic planning and design of primary care locally and have 


the mandate to design new models of service delivery and contract mechanisms which 


work across whole pathways of care, including primary care: 


 


1. Strategic planning of GP primary care services – undertaking the needs analysis for 


local services, assessing how current service provision meets those demands, 


feeding in the views of local people and local stakeholders (including liaison with 


Health & Well Being Board) and developing strategic plans and priorities for local 


primary care services. This would enable the CCG to develop more comprehensive 


plans for the local area and ensure synergy across plans for primary, community 


and hospital services.  


 


2. Ensuring the quality, capacity and capability of local GP primary care services and 


working with local practices to remove variation and make sure that local services 


meet required standards.  This would be delivered in line with the agreed GM 


Primary Care Strategy and standards.  The CCG will use their established systems 


and knowledge of member practices to improve quality. The approach taken will be 


developmental: the aim is that all practices would be supported to meet key 


performance indicators and core standards.  The CCG would utilise the Area Team 


provided primary care data to develop a practice profile for each practice which 


would enable the CCG to understand provision, capacity, performance and quality 


issues.  This area of commissioning would include supporting practices to meet the 


required CQC standards and support the development and delivery of action plans 


to remedy any issues. The CCG would not take on responsibilities of Performers’ 
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List Management or Responsible Officer, but would take a much more active role in 


the management of quality improvement plans and resolution of local quality 


concerns that do not require regulatory action.  This would be supported by a clear 


agreement with the Area Team about communication of concerns and clear 


escalation processes. An MOU has been drafted for discussion with the Area Team. 


 


3. Strategic planning of local estates and workforce required to deliver those plans 


(recognising that there would also be a GM element to the planning of local estate 


and workforce). 


 


4. Design and capture of associated local workforce planning data which would enable 


the CCG to ensure that robust workforce plans would be in place to support the 


development of primary care.  


 


5. Designing, reviewing and managing GMS and PMS contracts:  


 


 Directly managing appropriate arrangements for practice splits/mergers 


 Jointly agree (with the Area Team) the priorities for discretionary spend on 


premises etc. 


 Jointly reviewing (with the Area Team)  PMS contracts and deciding strategic 


direction and scope  


 


6. Contract management of Directed Enhances Services alongside Locally 


commissioned services to ensure that there is no duplication or confusion about 


expected outcomes/deliverables and to ensure that there is a comprehensive 


picture of service delivery across all enhanced services. 


 


7. Organisation of Primary Care Education & Training programmes in support of CCG 


commissioning priorities. 


 


In support of this work the CCG will work with GM Area Team to confirm the resource 


envelope available from ‘core’ primary care spend to ensure that we have a firm set of 


financial planning assumptions to underpin the strategic and service plans which we 


will develop and facilitate transfer of  responsibility for implementation. This will need to 


be done during 2014/15, to mitigate the risk of planning with insufficient partial 


information about the resource envelope plans need to be delivered within. 


 


Over the course of 2014/15 the CCG would plan to work with the Area Team to 


explore whether moving to level 4 on the framework and assuming a greater 


responsibility and delegated arrangements would be appropriate.  We are also 


discussing with the Council whether to co-commission the enhanced services currently 


commissioned by the Council Public Health Department.  We have already put in place 


arrangements to work together and align our arrangements to reduce duplication and 


confusion for practices and will build on this work further.  


 


3. How this fits with local plans 
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The CCG has always recognised the importance of developing primary care as the 


cornerstone of plans to reform local health services and improve health and outcomes 


for local people.  We acknowledge our responsibility to improve the quality of, and 


reduce variation in, local primary care services and have established systems to do 


this.  Having the ability to plan and commission primary care services alongside the 


social care (via already established integrated arrangements with the Council), 


hospital, community and mental health services will allow the local health economy to 


make faster progress on these plans and design services and contract mechanisms 


which work across the whole system of care.  For example as part of the Better Care 


Fund developments the CCG and Council plan to move to a year of care tariff for 


people with complex needs/certain pathways. The CCG and Council are keen to 


further pool resources to develop the integrated care plans (set out in more detail 


below) and the ability to directly commission primary care would enhance this as 


currently there is a separation in commissioning plans.   


 


Stockport CCG and local partners have developed a 5 year strategic plan which aims 


to reform local health services and improve health outcomes for local people.  


Although one of the healthier places within GM, and average compared to England, 


Stockport is the 3rd most polarised places to live in England.  This means that our 


plans have to ensure that we address the very different health and needs of people 


living in different communities across Stockport, and target our resources and 


programmes appropriately. Again, this will provide the ability to design locally relevant 


models and target resources towards these priorities.  


 


The vision in our 5 year plan is to provide a truly joined up, high quality, sustainable, 


modern and accessible health and care system. This will mean that in the future, 


people living in Stockport will receive health and social care that is designed to keep 


them well rather than focusing on treating their symptoms when they become ill. The 


effective use of technology and data will help us understand people and their health 


and care needs better and to provide the right advice and support to help them stay 


healthy for as long as possible. People will be at the heart of the system, and care will 


wrap around them. However, everyone will understand the part they can play in 


preserving health and care services for future generations by using available 


resources wisely and well. There is a major re-design of hospital services both locally 


across the South Sector and across the wider GM footprint. 


 


One of the major parts to this strategic reform of the local system is the reform of 


primary care. Primary care in Stockport is generally good, performs well against 


benchmark data, has a high level of training practices compared to local areas and 


does not have the extent of recruitment and retention difficulties experienced 


elsewhere locally.  GPs will be pivotal as the first point of contact for many people 


needing access to health and care. They will take responsibility for working with other 


care providers who will all make use of technology to ensure that every individual in 


Stockport receives the best care for their needs - as close to home as possible. 


Routine services will be available more of the week, offering a much wider range of 


proactive and responsive services that meet the needs of patients in a modern society. 


This will mean that Practices will work together more closely in larger units. They will 


lead and be supported in providing this care by modern community based integrated 
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(joined up) care teams of health and social care professionals working in each of four 


localities in Stockport. Together primary and community teams will provide a range of 


integrated (joined up) services 7 days a week that help people to understand how to 


take care of themselves and prevent the development or rapid progression of long-


term physical and mental health illnesses. We will implement a People Powered 


Health approach which will ensure that service users are connected to other people 


with similar health conditions so that they can share emotional and practical support. 


People will be helped by their doctor and wider team, to make use of a much more 


accessible and wider range of lifestyle change services. Individuals will see it as their 


responsibility to take control of their health in partnership with health care 


professionals, and we will see and be able to demonstrate increased satisfaction in the 


health and care services received.  


 


Preventing disease or the impact of disease will be core to our services and 


professionals will see every consultation as an opportunity to ensure that patients are 


up to date with screening and immunisation and assess any risk factors for disease 


(such as smoking, blood pressure, pulse rhythm, blood sugar, kidney function, alcohol 


intake, nutritional intake and bodyweight). When ill or experiencing one or more such 


conditions the local services will work together with people to help them remain at 


home and independent without requiring a visit to or stay in hospital or residential care. 


Local communities will become more resilient, with voluntary sector organisations 


playing an increasingly important role in helping to signpost vulnerable people to the 


right service. Peer support has a vital role to play in counteracting loneliness and 


contributing to people’s overall mental health and wellbeing. Volunteers and carers will 


be respected as an integral part of the health and social care network. As people 


approach the end of their lives we will help them continue to have a life well lived by 


providing the appropriate support to manage any long-standing conditions and other 


more social needs. At the end of life itself they and their families will be treated with 


dignity and respect. They will be fully informed and consulted about decisions relating 


to their care. Proactive care will mean both less likelihood and faster detection of 


sudden relapse, and the ability to treat and manage patients for up to 24 hours in a 


primary care led short-stay “ambulatory” unit (this is a facility that people will access 


themselves rather than via an ambulance). Integral to this will be a technology platform 


with shared electronic records and the modern enabling use of “e-health” services. 


People will not have to constantly tell their story to different health and care 


professionals, and care professionals will have the right information to help them make 


timely decisions.  


 


4. Benefits 


The CCG is seeking to deliver the following benefits from this approach: 


 


 Reforming primary care at scale, increasing access and scope of service 


delivery, increasing capacity and ensuring that a reformed primary care system 


is developed and delivering the required levels of access and provision alongside 


the reform of hospital services across Stockport and the south sector hospitals. 


This will involve new models of practices working in larger groups to gain 


economies of scale, enable improved and innovative models of access whilst 


ensuring practices retain their key benefit of continuity of care 
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 Improving quality and reducing variation – ensuring the consistency of standards 


across Stockport, ensuring the adherence to national/local best practice 


pathways (for example adherence to the national diabetes standards).  This will 


be via the development of practice profiles which will be used to understand 


current performance, issues and gaps, a CCG wide quality improvement 


programme supported by a programme of training and support across pathway 


areas, targeted practice level quality improvement support and peer review  


 


 Improving the co-ordination of care, experience and outcome for those with 


complex needs – integrating care across primary, community and social care as 


described in the previous section. 


 


 Improving outcomes for local people – ensuring that practices have systems in 


place for identifying and managing disease, improving screening and 


immunisation.  This will include working with public health colleagues to support 


the delivery of these programmes. 


 


5. How we will measure success 


The CCG has identified the following measures of success that we plan to gain 


specifically from the co-commissioning bid.  We also anticipate that co-commissioning 


will contribute significantly to the delivery of our strategic objectives and have listed the 


areas where we feel it will have most impact: 


 


 Reduced utilisation of urgent/unplanned care  


 Increased uptake of the DES for reduction in admissions 


 Increased uptake of local extended hours for primary care 


 Increased proportion of people (eligible) with a care plan in place 


 


 Acceptability to members via 360 degree feedback and local review mechanisms 


 


 Improvement in quality and reduced variation: 


 Active use of a quality dashboard by all practices 


 Effective use of quality dashboard to identify and increase disease 


prevalence across practices and reduce variation 


 Increased patient satisfaction (measured via improved patient 


satisfaction score/Friend and Family Test) 


 


 In addition this will deliver: 


 A workforce plan 


 A successful suite of services with the DES and LCS working together 


to support the strategic plan 


 A broad education programme in place covering statutory, 


professional and strategic issues. 


  A plan for strategic development of primary care services 


 Contribution to delivery of 5 year strategy, specifically: 
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o To reduce unplanned hospitalisation of adults and children by 


20% (admissions and bed days).  


o To improve the health related quality of life with people with long-


term conditions to best in class.  


o To improve the efficiency of the elective system including 


outpatients by up to 30%.  


o To increase patient satisfaction with all services to top quartile.  


o To reduce the years of life lost to causes amenable to health care 


to under 5,000.  


 


We will work with the Area Team during 2014/15 to determine the actual performance 


indicators. 


 


6. How this will be delivered 


Within our structure we have a primary care team, led by a GP Clinical Director and 


experienced Director who together lead a team of primary care support staff.  Our 


Chief Operating Officer is an experienced ex Director of Primary care with 14 years’ 


experience in managing primary care commissioning and contracts.  We therefore feel 


that we have the appropriate range of skills within the organisation to manage co-


commissioning.  


 


Our primary care staff have responsibility for a locality (covering a population of c75k) 


and are supported by a GP Locality Chair who is responsible for engaging member 


practices within that locality.  We feel that we have the skills, knowledge and links with 


local practices to enable us to undertake commissioning of primary care services.  We 


have a contract management function, supported by Greater Manchester 


Commissioning Support Unit and effectively manage 196 contracts to a value of 


approx. £286M.  We have established systems of performance management and 


previously developed a balanced scorecard for general practice, with regular meetings 


to discuss progress, issues and improvement plans.   


 


Therefore we already have significant skills within the CCG to effectively commission 


primary care services.  We will look to supplement this existing capacity as part of our 


current review of our management arrangements that is already underway, particularly 


in supporting the reform programme.  As we look to develop our commissioning role 


further and take delegated responsibility for contract management we will liaise with 


GM Area Team to explore any resources that may be available to support this. 


However, we feel that the development of co-commissioning at level 3 as described 


within our bid is affordable within our existing management cost envelope. Further 


delegated responsibility would require additional resource. 


 


7. Governance and Managing Conflicts of Interest 


 


7.1 Core Principles 


The CCG has given considerable time to the consideration of the Conflict of 


Interest inherent in the design of a commissioning organisation led by one of its 


provider groups (GPs). We have developed a number of important principles that 
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already underpin our approach and are supported by a range of existing 


processes. 


 


• Conflicts of Interest are inherent in all systems and cannot be removed rather 


should be recognised and managed 


• The perception of a conflict of interest is as significant as the reality of conflict 


• All commissioning decisions must be made in public  


• All persons making those decisions have to have declared their interest both 


in general and again in particular when such a decision is being made 


• Where it is possible those making such a decision should not benefit from that 


decision 


• Where it is not possible to exclude all those from the decision we should not 


mask the involvement of GPs in for example the design by delegating the 


decision to managers or others who remain conflicted albeit in a less tangible 


way  


• Where it is not possible to remove all such people from a decision the 


decision must be made in public so that those with a conflict can be held to 


account for their decision 


• The CCG should not and cannot delegate its commissioning role to other 


bodies and so should not request other bodies to make decisions on its behalf 


where there is a conflict 


 


7.2 Current Process 


Our existing process has been recognised as a good practice example within the 


national report on NHS governance by Grant Thornton (the CCG’s external 


Auditors). (NHS Governance Review 2013: Staying in the Saddle, page 10). 


 


Currently all business cases are required to go to a Conflict of Interest and 


Procurement advisory panel chaired by the Lay Member responsible for 


Governance and Finance. In addition the membership of this panel includes the 


Director of Adult Social Care, a Clinical Director, the Chief Finance Officer, the 


Director of Quality & Provider Management and the Director of Strategic 


Planning & Governance.  


 


This panel is asked to consider what conflict of interest issues arise and the best 


option for addressing these. These options include: 


 


• asking individuals or groups of conflicted individuals to leave the room for the 


decision and the discussion, this would normally be the case if for example 


one group of GPs were likely to bid for work whilst the majority were not; 


• asking individuals or groups of conflicted individuals to leave the room only for 


the decision; 


• if all GPs are conflicted for example because an enhanced type service 


applies to them all, then ask them all to stay and vote recording their 


decisions individually and ensuring decisions are in public; 


• referring the decision to a sub-group of the governing body with a lesser 


degree of conflict; 
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• referring the decision to an organisation outside the CCG either for advice or 


for in very rare cases a final decision if under its constitution the CCG is in a 


position to do so. 


 


The Chair of the panel then puts in writing their advice which is then included in 


the business case or similar before it goes to the Governing Body. It also 


importantly notes any views of the public that have been gained in the 


development of the case to date.  


 


7.3 Strengthening Process 


The CCG recognises that with the potential of co-commissioning there is a 


greater degree of both the perception and the reality of conflicts of interest. 


Therefore we are looking to make the following additions to strengthen our 


processes around commissioning decisions: 


 


1. Transformation Business Cases 


All business cases run through a four decision point process;  


 strategy and vision  


 design 


 procurement 


 implementation 


 


Locally the reform of primary care sits firmly within the Proactive Care 


Transformation programme of change and is as such managed within a joint 


governance arrangement with local partners. Therefore the first two decision 


points and the last would need to be signed-off by firstly the Programme 


Board itself; then the Integrated Care Board, before then going to the Health 


& Social Care Leadership Group (Chief Executive level from 4 partners) only 


then would it be recommended to the CCG Governing Body. This therefore 


allows for and includes scope for considerable external scrutiny.  Further 


any design decisions at this level would also involve public engagement.  


 


Procurement itself would by necessity not form part of the transformation 


board’s agenda, but would be handled together by the co-commissioners in 


NHS England and the CCG. We would envisage procurement decisions 


such as price being the primary point of shared decision making with 


colleagues at NHS England.  


 


This would leave strategy, design and implementation more at a local level 


within this overall governance structure.   


 


2. Refer Decisions regarding advice to neighbouring CCGs 


We have agreed reciprocal arrangements with South Manchester CCG to 


refer decisions where a majority of our Governing Body are conflicted 


locally. 


 


3. Formalise Conflict Panel  Process and Membership 
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The panel as described above does not keep formal minutes but simply 


completes an advice template. We envisage making this more formal and 


publishing the minutes of these meetings in addition to any specific advice.  


We would also look to see how best to involve NHS England in this element 


of the process, either through attendance or perhaps through feeding in 


direct commentary that has to be recorded.  


 


4. Remove GP majority on Governing Body  


The CCG currently has a GP majority (8/14) though with a Lay Chair. With 


the resignation of a Clinical Director the CCG is considering a proposal to 


ask members to not replace that role, add a public health lead and therefore 


have no overall GP majority, leaving the Lay Chair with a casting vote.  


 


5. Culture 


Finally, the Governing body is very aware that despite all the best principles 


and processes the significant danger remains that of unconscious bias. As 


part of our OD plan development over the summer the CCG will look to 


commission a specific piece of work on this issue from one of our OD 


partners.  


 


6. Stakeholder Views 


Due to the timescales there has been limited opportunity to gain stakeholder 


views, and this would be an area to develop further. We have had discussions 


with the LMC who are very supportive of the CCG taking a co-commissioning 


role and developing this further to delegated responsibility for areas of 


contract management. Partners across the sector have been involved in, and 


support, the overall strategic reform programmes set out in our plans and 


reflected here. 


 


8. Next Steps 


 


If successful the CCG will: 


 


1. Develop a communications plan for members and stakeholders which will support 


co-commissioning 


2. Complete the organisational changes already underway (by August) 


3. Put in place the practice profile and practice visits process (by September) 


4. Agree the KPIs with the Area Team (to be confirmed if successful) 


5. Finalise the MOU with the Area Team which sets out the roles and responsibilities 


for each party (by September, possibly a GM level document) 


6. Work with the AT to establish a GM wide mechanism to agree information sharing, 


financial planning in support of the co-commissioning work – this will include the 


common contract platforms across GM 


7. Agree the Primary Care Resource envelope for planning purposes (to be 


determined if successful) 


8. Work with the Area Team during 2014/15 to agree the devolved budget 
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Executive Summary 
 


What decisions do you require of the Governing Body? 
The Governing Body is asked to receive the current version of the strategic 
plan. 


 
 
 


Please detail the key points of this report 
This is the high level strategic plan for the next five years, as required by 
NHS England. 
 
It sets out the case for change in Stockport, our key challenges and the 8 
major reform programmes designed to meet local challenges and reform the 
local health and social care system over the coming years. 


 
 
 


What are the likely impacts and/or implications? 
Shift of resources from secondary to primary and community care. 
A wider Primary Care at the heart of local health services. 
Proactive approach to care. 
Investment in mental health services. 
Integration of health and social care services. 
Improved quality of services. 
Harnessing technology to streamline services. 
Greater personal responsibility for health and self-management of long-term 
conditions. 
How does this link to the Annual Business Plan? 
Basis of the plans. 


 
What are the potential conflicts of interest? 
Investment in and expansions of Primary Care. 


 
Where has this report been previously discussed? 
Themes have been developed by Governing Body, discussed at Away Days 
and taken out to public consultation. 
 
Clinical Executive Sponsor: Dr Ranjit Gill 
Presented by: Tim Ryley 
Meeting Date: 09/07/2014 
Agenda item: 16 
Reason for being in Part 2 (if applicable) not applicable 
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1. Foreword


NHS Stockport Clinical Commissioning Group


As our population lives longer, more and 
more people are experiencing one or more 
long-term conditions. 


But in a fragmented system, the diabetes 
clinic doesn’t get to see the patient’s GP 
record, the weight management team don’t 
know what care the diabetes clinic have 
prescribed, GPs don’t get updates from the 
various hospital teams, and the patient 
and their carers are left with the burden of 
juggling all the different teams, explaining 
their story over and over.


In Stockport we recognise the impact that old 
ways of working have had on our patients. 
We realise that if we are to meet the needs 
of our changing population all of the 
different health and social care organisations 
must work together better than ever before.


At the same time, public services are facing 
the biggest challenge in our history. Our 
population is growing and ageing; the 
number of people with long-term conditions 
is on the rise, taking demand for health and 
social care services to new heights; and the 
cost of new treatments is growing, while 
our budgets stay the same. If we continue 
to work in the same old ways by 2020 the 
NHS will have a funding gap of around £30 
billion, the Stockport share of which will be 
around £100 million.


This five year plan represents a shift from 
the traditional NHS Strategy, which sits in 
isolation from all of the other local public 
services. This plan is a whole-system vision, 
developed jointly with our colleagues in 
Primary Care; Secondary Care; Mental Health; 
Social Care; and the Voluntary Sector. 


It recognises that we need to shift our 
focus from delivering reactive healthcare in 
hospitals when people are already seriously 
ill to taking a preventative approach, led by 
GP Practices, that helps people to manage 
their conditions close to home and prevents 
serious escalations of conditions that result in 
preventable hospital stays.


Changing this system will require a huge 
amount of effort, not only on the part of 
organisations who will have to completely 
re-think the way they deliver care, but also 
from the public, who will need to take 
more responsibility for their own health, 
taking up opportunities for screening and 
immunisation to prevent future ill-health.


We are proud to present this strategy, based 
on the strategic vision developed by the 
local organisations and communities for a 
sustainable health and social care system in 
Stockport.


Dr Ranjit Gill, Chief Clinical Officer


Jane Crombleholme, CCG Chair
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3. Plan on a Page


NHS Stockport Clinical Commissioning Group


Stockport Health Economy is a system comprised of partners from Stockport CCG, Stockport NHS Foundation Trust, Stockport Council, Pennine Care NHS Foundation 
Trust  and 3rd Sector partners  who have come together to agree the following vision. This plan sets out how the CCG will play its part in delivering this vision:


Stockport will be a sustainable health & social care system that works together to:
 consistently achieve and often exceed local and national standards for service quality and levels of public satisfaction; 


deliver more care outside of hospital in locality settings in an integrated way; and
 reduce the number of years of life lost whilst reducing the gap in life expectancy across the borough.


CCG Strategic Aims CCG Objectives


1. To reduce unplanned hospitalisation 
of adults and children by 17%  
(admissions and bed days).


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


3. To improve access to mental health 
services including IAPT take-up to 20% & 
provide services for young people to 25


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


5. To reduce the number of avoidable 
hospital deaths.


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


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


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


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


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


Increase the clinical 
cost-effectiveness of 
elective treatment and 
prescribing


Transform the experience 
of adults and children 
with long-term and 
complex conditions
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Stockport Health Economy is a system comprised of partners from Stockport CCG, Stockport NHS Foundation Trust, Stockport Council, Pennine Care NHS Foundation 
Trust  and 3rd Sector partners  who have come together to agree the following vision. This plan sets out how the CCG will play its part in delivering this vision:


Stockport will be a sustainable health & social care system that works together to:
 consistently achieve and often exceed local and national standards for service quality and levels of public satisfaction; 


deliver more care outside of hospital in locality settings in an integrated way; and
 reduce the number of years of life lost whilst reducing the gap in life expectancy across the borough.


Change Programmes / Interventions System Success Criteria


System Governance


System Values & Principles


Unscheduled Care


Proactive Care


Parity of Esteem


Elective Care


Acute Sector Reform


Local Quality


Health Literacy & Prevention


The goal of this major programme of work is to improve the way urgent 
presentation is handled; improving value for money, performance  and 
the speed by which people are stabilised. 
Change Projects:  
     •   Reformed Front-End
     •   Acute Ambulatory Care and Paediatric Pathways
     •   New Model Ambulance Service
     •   Expanded Range of Community Stabilisation Services
Full alignment of discharge processes, diagnostic capacity , and mental 
health escalation will be essential business-as-usual improvements.


The goal of this major programme is to reduce the number of people 
presenting with a real or perceived urgent need. The focus is on 
integrated, proactive and anticipatory care. 
Change Projects:  
     •   Integrated Complex Care Service including end of life
     •   People Powered Health Team
     •   Proactive Care Home Support
     •   Remodelled General Practice 
     •   Long-Term Conditions Pathway Reform
Alignment and strengthening of existing services such as IAPT, Falls, 
Patient Education, Carers Respite, Dementia and Minor Ailment schemes 
will be necessary.


This is not a major programme of reform but is a significant expansion 
and improvement in the quality of and access to mental health services. 
It will in turn support other programmes above: IAPT expansion, CAMHS 
Improvement, Dementia, ADHD and ASD improvement.


The goal of this major programme is improved efficiency and value for 
money of the elective care system, outpatients in particular. 
Change Projects:  
     •   GP referral project  and peer review
     •   Alternate pathways including thresholds and models
     •   Model clinics including GP Audit of follow-ups
     •   Increased Day Case treatment


This is encapsulated under the GM Healthier Together banner and 
describes the South Sector  (CCG and Acute Provider) response to this 
wider work. This includes changes to the cardiology services in 14-15 and 
will expand to all acute surgery & medicine.


This is more a focus on the continual improvement of standards and 
business-as-usual rather than system change. It includes work on a 
number of interventions collectively designed to improve safety and 
patient experience: Establish Shared Quality Charter, Shared Patient 
Safety Charter, Friends & Family Test, Continual Improvement and 
Compassionate Culture, Safeguarding Centre of Excellence 


This is a major programme focussed on preventing ill health developing 
and has a particular emphasis on the health literacy of the population. 
Change Projects:  Hypertension; Screening Uptake; Immunisation
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Success will be measured as follows:
• No provider under enhanced regulatory 
  scrutiny due to performance regime 
• All constitutional requirements always met 
• Patient experience in all areas in top quartile
• Change in spending profile as described
• 1,000 fewer potential years of life lost
• Health inequalities gap down to single 
   figures
• All partner organisations with financial   
   surplus in 2018-19.


Overseen through following arrangements:
The Health & Wellbeing Board sign-off plans.
Stockport Health & Social Care Reofrm Group 
meet monthly to oversee implementation 
supported by:
• Full and proper public consultation of 
   changes
• Economy appointed PMO director and office
• Named organisation project accountability
Major work programmes will be led and 
overseen by a jointly constituted programme 
board including lay members and dedicated 
change team.


In the way we work together we will:
• Be obsessed by quality with a strong focus 
   on continual improvement and by putting 
   the people we serve at the heart of all our 
   decisions 
• Improve outcomes by actively promoting 
   prevention and anticipatory care in every 
   setting 
• Drive value for the public by looking for the 
   best outcomes for every pound spent
• Manage risks and benefits so as not to 
   damage the sustainability of services for the 
   public
• Hold each other to account in a transparent, 
   constructive and supportive spirit. 







4. Vision, Aims & Objectives


NHS Stockport Clinical Commissioning Group


The Stockport Vision


To provide a truly joined up, high quality, 
sustainable, modern and accessible health 
and care system.


In the future, people living in Stockport will 
receive health and social care that is designed 
to keep them well rather than focusing on 
treating their symptoms when they become 
ill.


The effective use of technology and data 
will help us to understand people and their 
health and care needs better and to provide 
the right advice and support to help them 
stay healthy for as long as possible. 
 
People will be at the heart of the system, 
and care will wrap around them. However 
everyone will understand the part they can 
play in preserving health and care services 
for future generations by using available 
resources wisely and well.  


GPs will be pivotal as the first point of 
contact for many people needing access to 
health and care. They will take responsibility 
for working with other care providers who 
will all make use of technology to ensure 
that every individual in Stockport receives 
the best care for their needs - as close to 
home as possible.


Routine services will be available more of 
the week, offering a much wider range of 
proactive and responsive services that meet 
the needs of patients in a modern society.  
This does not mean that individual GPs will 
be working longer hours but it does mean 
that Practices will work together more 
closely in larger units. They will lead and be 
supported in providing this care by modern 
community based integrated (joined up) care 
teams of health and social care professionals 
working in each of the four localities in 
Stockport. 


Together primary and community teams 
will provide a range of integrated services 7 
days a week that help people to understand 
how to take care of themselves and prevent 
the development or rapid progression of 
long-term physical and mental ill health. The 
people who access these services on a regular 
basis are likely to have different needs and 
may be more vulnerable than many other 
service users, so we need to ensure that their 
voice is heard as our system matures.  We 
will implement a People Powered Health 
approach which will ensure that service users 
are connected to others with similar health 
conditions so that they can share emotional 
and practical support. 


People will be helped by their doctor and 
the wider team to make use of a much 
wider and more accessible range of lifestyle 
change services. Individuals will see it as their 
responsibility to take control of their health 
in partnership with health care professionals, 
and we will see and be able to demonstrate 
increased satisfaction in the health and care 
services received.


Preventing disease or the impact of disease 
will be core to our services and professionals 
will see every consultation as an opportunity 
to ensure that patients are up to date with 
screening and immunisation and assess any 
risk factors for disease (such as smoking, 
blood pressure, pulse rhythm, blood sugar, 
kidney function, alcohol intake, nutritional 
intake and bodyweight).
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When ill or experiencing one or more 
conditions the local services will work 
together with people to help them remain 
at home and independent without requiring 
a visit to or stay in hospital or residential 
care. Local communities will become more 
resilient, with voluntary sector organisations 
playing an increasingly important role in 
helping to signpost vulnerable people to 
the right service. Peer support has a vital 
role to play in counteracting loneliness and 
contributing to people’s overall mental 
health and wellbeing.   Volunteers and carers 
will be respected as an integral part of the 
health and social care network.


As people approach the end of their lives we 
will help them continue to have a life well 
lived by providing the appropriate support 
to manage any long-standing conditions 
and other more social needs. At the end of 
life people and their families will be treated 
with dignity and respect. They will be fully 
informed and consulted about decisions 
relating to their care.  


Proactive care will mean less likelihood of 
sudden relapse and faster detection when 
it does happen. Local teams will be able 
to treat and manage patients for up to 
24 hours in a primary care led short-stay 
“ambulatory” unit - a facility that people 
will access themselves rather than via 
an ambulance.  Integral to this will be a 
technology platform with shared electronic 
records and the modern enabling use of 
“e-health” services. People will not have to 
constantly tell their story to different health 
and care professionals, and care professionals 
will have the right information to help them 
make timely decisions. 


Alongside this will be a smaller, higher 
quality hospital service. Local hospitals across 
the South of Manchester will be working 
together to ensure general and specialist 
care of the highest standards, as defined by


Healthier Together, 24 hours per day, seven 
days per week when people really need it.


People will have access to high quality 
elective surgical and medical services 
from a choice of providers with a greater 
emphasis on day case treatment using the 
most modern techniques with after care 
provided closer to home.  So whilst people 
may travel further for their initial treatment, 
their follow up care such as out-patients 
appointments will be provided within their 
local community or even within their own 
homes via skype, texting or other means of 
communication.       


We will improve access to mental health 
services to ensure that mental wellbeing is 
treated as well as physical health.
 
As a result of delivering these improvements 
the health and care system will ensure that 
the people of Stockport receive the best 
quality care available with more personal 
control over both their care budget and their 
own health.


Health and care services will also join up 
more closely around the wider public service 
reform agenda, liaising more closely with 
other agencies such as the Police, Fire, 
Housing and Debt Counselling services to 
help protect vulnerable people and keep 
communities safe.


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







4. Vision, Aims & Objectives


NHS Stockport Clinical Commissioning Group


Our Aims


Over the next five years the CCG has four 
overarching aims to help us deliver our part 
of Stockport’s Strategic Vision:


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


increase the clinical cost-effectiveness of 
elective treatment and prescribing


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


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


Our Objectives


Over the next few years the CCG has 8 
objectives for improvement:


1)   Reduce unplanned hospitalisation of 
      adults and children by 17%


Stockport is one of the highest users of 
hospital services in the country. We admit 
37% more people to hospital than the 
England average. Local people have told 
us that they would prefer to be treated 
closer to home, so we plan to increase 
the number of services available in the 
community and better care for people 
at home, reducing unplanned hospitals 
stays.


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


We want to improve the way we support 
people with long-term conditions. Rather 
than waiting until people are in crisis to 
treat their condition, we want to move to  
a more proactive form of care, where we 
work with people to stay well. 


In doing this, we will move the health-
related quality of life scores for Stockport 
residents with long-term conditions from 
74 to 76 and the best in our peer groups.


3)   Improve access to mental health services, 
      increasing up-take of IAPT services to 
      20% and extend young people’s services 
      up to the age of 25


We want to ensure that mental health 
is treated as well as physical health. 
Over the next five years we will invest in 
mental health services, increasing uptake 
of our psychological therapies from 8% 
to 20% of the target population and 
extending young people’s mental health 
services to cover those up to the age of 
25 to manage the transition into adult 
services.


4)   Improve the efficiency of the elective 
      system, including outpatients, by up to 
      30%


The total number of outpatient 
attendances at Stockport NHS Foundation 
Trust increased by 9% between 2010-11 
and 2012-13, compared to a national 
increase of 7% over the same period 
and the amount we spend on outpatient 
attendances rose by 25% over the three 
year period. Where clinically appropriate, 
we want to move towards day-treatment 
in hospital and follow-up appointments 
in the community or GP Practice to reduce 
the risk of hospital-acquired infections, 
reduce the number of unnecessary 
hospital trips, lower costs and speed up 
recovery times.


5)   Reduce the number of avoidable hospital 
      deaths


Improving quality in our acute sector, 
we will reduce the number of avoidable 
hospital deaths and increase quality 
across all sites.
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6)   Increase patient satisfaction with all 
      services to the top quartile


Patient satisfaction levels in Stockport are 
relatively high, but they vary from service 
to service. By improving the quality 
of local services, we will ensure that 
satisfaction levels are among the top 80th 
percentile in the country for each service.


7)   Reduce the number of years of life lost to 
      causes amenable to healthcare by 1000


We count any death before the age of 
75 as a premature death: if someone 
dies at the age of 50, that’s 25 potential 
years of life lost. Overall 11,100 potential 
years of life are lost in Stockport a 
year as a result of premature death. By 
increasing our preventative services like 
cancer screening, we aim to spot early 
signs of disease and get people the right 
treatment so that we can reduce the 
number of years lost to diseases that we 
can treat.


8)   Narrow the gap in life expectancy across 
      Stockport to single figures.


Stockport is one of the healthiest places 
to live in the North West and our life 
expectancy is above average at 79.7 
years for men and 83 years for women 
in Stockport, compared to the national 
life expectancy of just 79.1 years for 
men and 82.9 for women. But there is 
an unacceptable difference of 12.8 years 
between how long men live in the richest 
and poorest areas within the borough 
and a 9.8 year gap for women. We 
plan to take this down to single figures 
through our healthcare improvements.


By delivering these improvements we will 
ensure that the people of Stockport receive 
the best quality care available that meets the 
standards set out in the NHS Constitution. 
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Local Context


Residents in Stockport currently enjoy better 
health than in many other areas of the UK. 
This is something to celebrate, and all the 
partners in Stockport want to ensure that 
the residents of the future go on to enjoy 
even better health than their parents, living 
longer, healthier lives.  In order to make 
sure this happens, we really do need to take 
radical action now to make sure we are fully 
equipped to meet the challenges of the 
future. 


The rosy picture of Stockport’s health is not 
as simple as it first appears. There is still an 
unacceptable difference between the life 
expectancy of people who are relatively 
wealthy compared to those who are not. 
We also know that some of our communities 
have particular needs that we are not always 
meeting - for example the deaf community 
has higher rates of depression and lower 
health rates than others; and those who 
need translation assistance have lower 
access to services. We want to make sure 
that everyone has fair access to services no 
matter where they live, how much they 
earn, or what their specific needs are, and 
that everyone is supported to make the kind 
of lifestyle choices that will keep them as 
healthy as possible for as long as possible.  


Nationally the NHS and Local Government 
are facing some very significant challenges. 
People are living longer in general which 
is great news but one result of this is that 
many of us are or can expect to live with 
a series of  “long term conditions” such as 
dementia, cardiovascular disease or diabetes. 
This is putting pressure on a system that 
was designed to meet the needs of previous 
generations and if we don’t respond to these 
changes then the health and quality of life 
of our residents will decrease rather than 
improve.  No organisation can manage  


these changes on their own, but by working 
together we can make our health and social 
care services fit to meet the challenges of the 
future. 


Stockport is one of the partners in the 
Healthier Together programme, which is 
looking at the reconfiguration of hospital 
services across the whole of Greater 
Manchester, as well as reviewing the 
community and primary care services in place 
locally to support any changes to hospital 
services. 


Different organisations in Stockport will be 
responsible for different parts of the change 
that is needed to continue to ensure that 
our general practice, hospital, community 
and social care services are as “joined up” or 
integrated as they possibly can be.  We have 
formed a special Health & Social Care Reform 
Group to help us all work together in the 
best interests of the health and wellbeing of 
Stockport residents. Representatives from the 
NHS, Local Authority and other key health 
and care service providers regularly review 
progress and make sure we are on track to 
meet the needs of the future.     
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Our Population


Stockport has a GP-registered population 
of 299,446 people. Stockport is average in 
national terms for most health indicators 
and a higher than average life expectancy. 
But health inequalities within the borough 
persist.


Compared to our Greater Manchester 
neighbours, Stockport has an older 
population. It is estimated that by 2020 one 
in five residents in the borough will be aged 
65 or over. 


As our population ages, the need for health 
and social care services grows:
   •   30% of the population have one or 
        more long-term conditions
   •   they account for 50% of all GP 
        appointments
   •   70% of hospital beds 
   •   and £7 out of every £10 spent on 
        health and care.


As a result of rising demand, each year in 
Stockport there are:
   •   1,040,000 GP appointments
   •   94,800 inpatient appointments
   •   90,650 A&E attendances
   •   369,850 outpatient consultations
   •   375,000 NHS community appointments
   •   8,155 people receive Adult Social Care
   •   and 905 receive intensive home support.


This strategy looks at how we best manage 
the NHS & social care budget to meet 
growing demand and the changing needs of 
our population.


c80,000 people 
in Stockport have 
one or more long-
term conditions


41,200 have hypertension


12,200 have heart disease


19,200 have asthma


12,500 have diabetes


30,300 have depression
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Changing Health Needs


Over recent years there has been good 
progress in reducing deaths from circulatory 
disease. In 2011 cancer was, for the first time, 
the biggest killer overall, with heart disease 
now only the most common cause of death 
for those over 80. 


Data suggests 42.7% of all cancers and 89.2% 
of lung cancers are caused by lifestyles. The 
uptake of screening programmes for both 
breast and bowel cancer are generally lower 
in Stockport compared with national levels.


 


Hospital admissions due to alcohol-related 
harm continue to rise in Stockport. Unhealthy 
drinking patterns do not have a strong 
deprivation pattern - this is an issue across 
Stockport. 


In total an estimated 610 deaths in Stockport 
are avoidable each year, from a combination 
of either treatment or prevention. 70% of 
these deaths occur between the ages of 55 
and 74 years. Overall 11,100 potential years 
of life are lost in Stockport a year as a result 
of premature mortality (under 75 years).


In Stockport around 45 people a year 
are dying due to accidental falls, the vast 
majority of these being older people. Rates 
in Stockport and South Manchester are rising 
and since 2000 have been consistently higher 
than the national and regional average. 


There were 3875 trauma admissions to the 
local hospital in 2009/10; nearly 51% of these 
admissions were a direct result of a fall. Half 
of these falls happened at home, with 13.5% 
in residential institutions. In 2009/10, hospital 
related costs for falls were £4,316,816. 
 
Data from the North West Ambulance Service 
(NWAS) suggests that 12% of the people 
they took to A&E were as a direct result of a 
fall. 


Lifestyles continue to drive significant 
and enduring health inequalities within 
Stockport. Disadvantage starts early in 
life with mothers in the most deprived 
areas being 40% less likely to initiate 
breastfeeding and more than twice as likely 
to smoke at delivery. Although cancer is now 
the biggest premature killer; the inequalities 
slope is still greatest for circulatory disease.


New experimental evidence for healthy life 
expectancy suggests that women, although 
living longer, experience disability at an 
earlier age than men. Locally, female healthy 
life expectancy is 64.9 years compared to 65.5 
years for men. This is an important finding if 
proven; a thorough investigation of healthy 
life expectancy locally is on-going.


Local data from the 2012 Adult Lifestyle 
survey shows that people with lower mental 
wellbeing are more likely to engage in 
unhealthy lifestyles. After smoking, mental 
health problems are the second biggest link 
to health inequalities.


42.7% of cancers are 
caused by lifestyles
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Performance of Services


Compared to other CCGs in England and 
Wales with a similar population, Stockport’s 
health and care system is very hospital-based, 
particularly in non-elective care. Stockport 
has the second highest rate of hospital 
admission for causes not normally requiring 
an admission compared to our peers. We 
admit 37% more people to hospital than the 
England average and Stockport is seeing a 
faster than average increase in admissions. 


The number of people going to A&E is 
comparatively low for Greater Manchester, 
however our current rates are 10% higher 
than our peer group average. 


The total number of outpatient attendances 
at Stockport NHS Foundation Trust 
increased by 9% between 2010-11 and 
2012-13, compared to a national increase 
of 7% over the same period. During those 
years Stockport’s spending on outpatients 
increased by 25%. 


There are considerable opportunities to 
improve productivity in respiratory and 
cardiology services where the cost is high 
compared to outcomes. These two areas see 
a higher spend on non-elective admissions 
than peers by £4.9 million in respiratory 
medicine and £1.2 million in cardiology 
services.


Over the past three years the local hospital 
has consistently failed to meet the NHS 
Constitution target of treating 95% of 
people presenting at A&E within 4 hours in 
10 out of the last 12 quarters.


Detailed root cause analysis has been 
undertaken by the economy and a significant 
number of measures put in place. However, 
there remains a continuing lack of senior 
clinical decision makers in the system and this 
in turn exacerbates the issues highlighted 
above.


Taken together, it is clear that Stockport has 
a higher than average number of urgent 
presentations in the system and handles 
these people less efficiently than other areas, 
admitting more of them. 


The economy recognises that together it 
needs to ensure that over the next five years 
at least 15% fewer people are admitted to 
hospital - ideally 30% - and that the top 
priority locally is a reform of the system for 
managing those with acute ambulatory care 
sensitive conditions and at risk of falls, both 
in the community and in the hospital setting.


Stockport has a lower spend on mental 
health than comparators, though this has 
been improving in relative terms. Current 
Improving Access to Psychological Therapies 
(IAPT) performance is below expectations 
and there is a considerable gap between 
anticipated delivery at the start of the 
planning period (9% access) and national 
expectations (minimum 15% by 2015). 


Local performance monitoring and 
consultation with the public has also 
identified other areas where considerable 
improvement needs to be made. Mental 
Health services for young people often end 
at 16 with a difficult transition into adult 
services. At the same time services for adults 
identified with illnesses more associated 
with childhood such ADHD and ASD are very 
limited locally. And more needs to be done to 
improve the range of services for people with 
severe, enduring mental health needs.


Stockport admits 37% 
more people to hospital 


than the national average 
- double the North West 


average
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Local Views


The CCG undertakes regular patient and 
public engagement thoughout the year. The 
main themes emerging from this on-going 
conversation included:  


Support for the principles of more 
integrated working and stronger 
community services delivering care nearer 
to home. This included a strong expressed 
desire to die at home rather than in an 
institutional setting.  


A desire for better access to primary care 
with a greater range of services even 
though Stockport has better reported 
experience than many areas.  


A willingness to use technology to 
improve services and for the provision of 
information. 


A desire for better access to mental 
health services, including dementia care, 
and support for carers. 


Improvements in the support for 
teenagers with mental health issues 
and disabilities as they transition to 
adulthood. 


And improved services and choice for 
people with severe and enduring mental 
illnesses.


These views were used to help construct our 
plans, which were then discussed in a public 
consultation, using a variety of engagement 
methods to ensure that the views of as many 
different people as possible were captured. 
This included:


   •    public events in Stockport’s 4 localities
   •    a workshop with Healthwatch Stockport
   •    CCG’s Patient Panel meeting and
        prioritisation survey
  •    attending Stockport’s Carers Forum


   •    discussions with Stockport’s Older 
         People’s Forum
   •    market stalls highlighting key areas of 
         the plan to solicit views from those less 
         likely to attend NHS events
   •    an online survey 
   •    and paper surveys in clinics and 
         practices.


Feedback from all of these events has been 
used to help develop our thinking. 


The overwhelming message from local 
people was that people want to be treated 
as close to home as possible, avoiding long 
waits in hospital and the difficulties of 
managing multiple trips to different clinics.


“I ended up at Stepping Hill Hospital 
for diabetes and at the MRI for kidney 


services. The two hospitals had no means of 
communicating with each other.”


Views were expressed that services often 
treat a single condition, rather than looking 
at the needs of the individual. As a result, 
patients feel pushed from pillar to post, with 
each appointment only dealing with one 
aspect of their care needs and professionals 
not speaking to each other. 


There is a clear appetite from the public 
for taking control of their own health and 
statutory bodies should aid this, but to do 
this more local support services are needed. 


“I’d like to see more education for those 
with Long-Term Conditions so they can 


monitor the condition themselves at home.”


These services should be consistent, joined 
up, delivered by the right person, in the right 
place, at the right time.


Overall, people understood the growing 
need for health services to evolve and meet
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the demands of a changing population and 
reduce variation in care: 


“The hospital needs to have consultants 
available at weekends to provide the 


same standard  of care.”


It was felt that many of the services currently 
provided in hospital could be undertaken 
closer to home or even in the patient’s home. 
There was a lot of support for preventative 
measures and the better management of 
long-term conditions through GP Practices 
and community services:


“I want to see more procedures being 
carried out in GP surgeries like X-rays - 
especially now that things can be sent 


electronically to consultants to review”.


It was also recognised, however, that this 
would require changes in primary and 
community services:


“GP Surgeries need to be open longer / 
more flexible hours; evenings 
and weekends are essential”.


A majority of those who gave their views 
agreed that specialist services would be well 
placed in centres of excellence, indeed many 
pointed out that people travel from all over 
the patch to have cancer treatment at the 
Christie or stroke treatment at Salford.  


“Yes I am more than happy to travel – I have 
already done this for specialist surgery in 


Buxton – excellent service.”


In February 2014 the CCG received a petition 
signed by 3,600 local people calling on the 
CCG to use local GP Practices to deliver 
additional health services in the community. 
This overwhelming local endorsement of 
Stockport’s high quality GP Practices was 
fundamental in shaping this shift of services 
to a local setting, run by Stockport’s GPs.


The National Context


The NHS Outcomes Framework sets out 5 
key domains to achieve improvements for 
patients and the populations we serve:


  1)  Preventing people from dying 
       prematurely
  2)  Enhancing quality of life for people
       with long-term conditions
  3)  Helping people to recover from episodes
       of ill health or following injury
  4)  Ensuring people have a positive 
       experience of care
  5)  Treating and caring for people in a safe
       environment and protecting them from
       avoidable harm.


This plan looks to make clear progress in 
each of these areas, as well as tackling health 
inequalities and advancing equality, which 
run through each of the five domains.


The Better Care Fund was announced by 
the Government in June 2013 to support 
a transformation in integrated health and 
social care. It is a single pooled budget to 
support health and social care services to 
work more closely together in local areas.


This Strategic plan incorporates our Better 
Care Fund plans and sets out how we intend 
to work with local partners to create a truly 
joined-up health and social care service for 
people in Stockport.
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NHS Stockport Clinical Commissioning Group


The Financial Context


The public sector is facing its greatest 
challenge to date: our population is ageing; 
more people are needing services; the cost of 
delivering those services is rising; while our 
funding remains level.


Demand for services grows at a rate of 
around 4.5% a year. Essentially, we need to 
do more, for less.


NHS Stockport CCG receives an annual 
budget of c £350 million. That works out at 
around £1,160 per person a year to cover 
healthcare costs including:
   •   Hospital Care
   •   Ambulance Services
   •   Mental Health Services
   •   Community Health Services
   •   Learning Disability services
   •   Continuing Healthcare
   •   Out-of-Hours GP services
   •   Prescription medication.


Under NHS rules, all CCGs must make a 
planned surplus of 1%, so in reality we can 
only spend £346 million.


In 2014/15 our administrative costs - 
including contract management, quality 
monitoring, complaints handling, finance, 
communications and public consultation - 
cannot exceed £25 per head of population 
- around £7 million in Stockport. But in 
2015/16 this figure will be reduced to £22.50 
per head - around £700,000 less. 


In 2013/14 the vast majority of spending 
went on Hospital Care, followed by 
Prescribing, Continuing Healthcare, 
Community services, and Mental Health 
services.


NHS England funds the rest of Primary Care, 
rather than the CCG, though we hope to 
take on more responsibility for this soon.


£211.9m
(60.53%)


£29.3m
(8.37%)


£21.3m
(6.08%)


£13.4m
(3.83%)


£44.9m
(10.9%)


£6.6m
(1.89%)


£10.9m
(3.11%)


£4.3m
(1.23%)


£7.5m
(2.14%)
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Financial Challenge


The financial challenge facing the CCG is to deliver savings of £33 million over the next five 
years:
  •  2014/15   £12 million
  •  2015/16   £10 million
  •  2016/17   £  5 million
  •  2017/18   £  3 million
  •  2018/19   £  3 million


To meet this challenge, small changes will not be enough: over recent years the public sector 
has made efficiency savings and cut management costs. But savings on this scale require a 
major change to the way we deliver care to ensure that we can afford to deliver high quality 
services for years to come.


These plan set out how we intend to shift the balance of care from reactive hospital care to 
more proactive primary care, community care and mental health services.


In doing so, we will reduce hospital activity by £26.1 million over 5 years:
 • £ 7.2 million reduction on outpatient care
 • £ 2.1 million reduction on elective care
 • £16.6 million reduction in non-elective care
 • £ 0.2 million reduction in A&E


In addition, our plans to reduce medication waste will add a further £7 million to our savings 
which will balance the books over the 5 year period of this plan. Our full financial plans can 
be found in appendix 1.
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Local input into the plans


This plan has been developed jointly with 
local commissioners, service providers, 
stakeholders and the public.


It has developed from Stockport’s Health 
& Wellbeing Strategy and there is a 
considerable overlap between the themes 
and measures being tracked in this plan and 
by the Health and Wellbeing Board, which 
focuses on how we address the issues flagged 
in the local Joint Strategic Needs Assessment.


Stockport’s Health & Wellbeing Board has 
been updated on the major issues reflected 
in this Strategy and fed their views into the 
planning process.


The plan for delivery has been brought 
together in coordination with Stockport’s 
Health & Social Care Reform Group, made up 
of leaders from:
   •   NHS Stockport CCG
   •   NHS Derbyshire CCG
   •   Stockport NHS FT
   •   Stockport Council
   •   Pennine Care NHS FT
   •   Mastercall (out-of-hours GP service)
   •   Age UK.


Together, this group have co-produced a 
joint-vision of how health and care can be 
delivered in a changing Stockport.


Clinical Involvement


The plan also benefits from substantial 
clinical engagement. A number of workshops 
have taken place with professionals from 
the full range of specialisms to feed in their 
knowledge and experience of frontline 
services to develop detailed improvements to 
our ways of working and address any issues 
in the system. 


The CCG’s Governing Body includes 8 locally


practicing GPs who represent the views 
and ideas of local Practices in developing 
plans. In addition, each of the four localities 
in Stockport has a Locality Committee, at 
which all local GP practices are represented. 
This is the forum where the CCG’s members 
Practices come together to review and 
improve CCG plans, feeding views back to 
the Governing Body through Locality Chairs 
who sit on the Board. Work with Practices 
has been key in forming the local vision and 
developing innovative solutions in practice.


The detail of each of our major change 
programmes has been developed through 
Stockport’s wide range of clinical boards, 
which include a mix of primary, community 
and secondary care colleagues. By working 
together in this manner, the clinical boards 
can offer a system-wide perspective to 
change; ensuring that new models of care 
incorporate smooth transitions from one 
service to another and that changes in one 
area compliment and improve all services.


Clinical leadership of each transformation 
programme has been an important 
component of our Strategy development. 
The Health & Social Care Reform Group has 
included senior local clinicians and plans are 
underway to create a professional reference 
group to ensure that there is a more 
permanent, robust and senior team from 
across the economy to be consulted with 
and approve local ambitions. This will be 
launched with a clinical senate in July 2014.


Public Involvement


The vision is also heavily influenced by the 
aforementioned local consultation on the 
challenges facing the NHS nationally and 
locally through a range of online surveys, 
public meetings, a local information road 
show and intensive workshops with the 
CCG’s Patient Panel; local Clinicians and 
Healthwatch.
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Moving from a reactive, hospital-based system to a more proactive model centred around the 
patient will require major systems and cultural changes.


To undertake this change over the next five years, we have set out 8 major work 
programmes, each of which are underpinned by a number of significant projects:


Change Programme Supporting Projects
1. Unscheduled Care • Primary Care Front-End at A&E


• Reformed Acute ACS Pathways 
• New Model Ambulance Service
• Community-Based Stabilisation Services 


2. Proactive Care • Wider Primary Care
• A Modern Model of Integrated Care


3. Parity of Esteem • Improving Access to Psychological Therapies
• Children & Young People’s Services
• ADS & ADHD
• Improved Dementia Services
• RAID
• Severe & Enduring Mental Health


4. Elective Care • Improved Referrals
• Increased Day Case Treatment
• Thresholds 
• Outpatient Reform
• Prescribing


5. Acute Sector Reform • Healthier Together
• South Sector


6. Local Quality • Patient Safety
• Patient Experience
• Clinical Effectiveness
• NICE Guidance


7. Health Literacy & Prevention • Health Chats
• Access to Lifestyle Services
• Know Your Numbers campaign
• Protect Yourself campaign


 8. Information Technology • Digital Services to the Population
• Integrated Records
• Care Plans
• Supporting People Remotely
• Electronic Prescribing
• Clinical Systems Maturity


This section sets out the high level plans for each major change programme. More details 
on the plans at a project level can be found in our Operational Plan on the CCG’s website 
(appendix 2). While our Strategic ambitions will remain the same, the Operational Plan will 
be a live document, updated regularly as more data becomes available on the impact of 
changes.







Investing in Change


The CCG has committed £650,000 over the first 2 years of the plan towards the development 
of a Front-End at A&E in addition to around £720,000 invested in Intermediate Care. 


These interventions are designed to collectively contribute to reducing avoidable emergency 
admissions by 30% and ensuring shorter hospital stays. 


NHS Stockport Clinical Commissioning Group


1


To ensure that Stockport has the most  effective means 
of meeting urgent care needs, we will develop:
  
	 •	 Primary	Care	Front-End	at	A&E
	 •	 Reformed	Acute	ACS	Pathways
	 •	 New	Model	Ambulance	Service	
	 •	 Community-Based	Stabilisation	Services.


UNSCHEDULED CARE
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In an emergency you will get the 
care you need – fast!
Dr Mary Ryan, Clinical Lead for Unscheduled Care


New Model Ambulance Service
Working with colleagues across the North-
West we will develop a new model Paramedic 
Emergency Service that gives ambulance 
crews access to patients’ care plans, supports 
frequent users of A&E, links directly into 
the local Falls Service, and supports the 
achievement of safer care closer to home.


Using the Better Care Fund, Stockport’s Out 
of Hours GP service and the North West 
Ambulance Service will continue to run their 
successful Pathfinder Scheme, empowering 
emergency clinicians to deliver patients to the 
most appropriate treatment for them, based 
on their individual care plan.


Community-Based Stabilisation Services 
We will further develop a range of 
stabilisation services in the community to 
prevent unneccessary emergency admissions to 
hospital, including IV therapy at home.


We will continue to invest in the Rapid 
Response Service, which delivers clinical and 
therapeutic interventions to people who are 
experiencing a health crisis in their own home. 


Working with our partners in the Council, 
we will ensure that there are enough 
Intermediate Care beds to support people who 
no longer need to be in hospital, but are not 
yet ready to look after themselves at home 
and to prevent those who need more support 
ending up in hospital in the first place.


 


Ambulance crews will have access to patients’ 
Care Plans (see programme 8) to ensure that 
people get the support they need in the 
right place. And hospitals across the South 
of Manchester will work to ensure that 
consultants are available seven days a week 
for serious accidents and emergencies (see 
programme 5).


To ensure the most effective means of 
meeting urgent care needs, we will develop:  


Primary Care Front-End at A&E
The Front End will support non-acute 
patients who are at risk of a hospital 
admission and effectively speed up the 
discharge process for patients who no longer 
need to stay in hospital.  


It will use NHS Pathways to direct patients 
to the most appropriate services in the 
community (programmes 2, 3 and 7) and in 
line with the Keogh recommendations we 
will look at merging this with our Out-Of-
Hours GP Service.


This will give local people a single point of 
access for emergency and urgent care, linked 
to the appropriate service response.


Reformed Acute ACS Pathways
We will continue to develop the most 
effective care pathways for people when in 
hospital with acute ambulatory care sensitive 
(ACS) conditions -  chronic illnesses for which 
it is possible to prevent acute exacerbations 
and reduce the need for hospital admission 
through active management.


We will reform Stockport’s Unscheduled Care system to 
ensure the best quality of service for Stockport people 
presenting with an urgent need.


Wider access to General Practice will make it easier to get an 
emergency appointment when it is needed (see programme 2) 
and take the strain off A&E departments. 







Investing in Change


The CCG is planning to invest around £1 million into integrated care over the next two years. 
Integrated Care should support a 30% reduction in avoidable emergency admissions and a 2% 
reduction in A&E attendances.


£1.9 million will be invested in Care Homes, £150,000 in a Falls Prevention Service, and 
£100,000 will go to improving End of Life Care.


During the first two years we will invest £1.5 million in remodelling General Practice, £875,000 
to support care planning, £600,000 for peer review of referrals, and £600,000 additional 
capacity to reduce hospital follow-up appointments by seeing patients in primary care.  


2


Proactive Care will support people to stay well and 
prevent emergency situations. To do this we will 
develop:


	 •	 Wider	Primary	Care
	 •	 a	Modern	Model	of	Integrated	Care.


PROACTIVE CARE


NHS Stockport Clinical Commissioning Group







Our vision is of a joined-up health and social care system, 
working together to anticipate care needs and prevent 
unnecessary illness. More care will be made available close to 
home – and this care will be accessible seven days a week. 
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Wider Primary Care
Many minor ailments will be treated directly 
by a pharmacist without a visit to the GP.


To allow more care to take place in general 
practice, more local GPs will work together 
in larger federated groups that can provide 
access to urgent appointments 7 days a 
week.


People will be supported to make use of a 
wider range of lifestyle change services that 
enable them to take care of themselves. In 
time, wider Primary Care will involve general 
practices having available a greater number 
of diagnostic services. 


Those with long-term conditions will co-
produce a Care Plan that will support them 
to stay well and independent without the 
need for hospital or residential care. 


Work will be split between proactive chronic 
disease management undertaken by your 
own doctor, and reactive acute primary 
care which will be available for a greater 
proportion of the week and provided by any 
of the partner Practices in the local area:
  - if you need to see a GP urgently, you will 
    get the first available appointment at a 
    nearby practice
  - for people with on-going conditions, pre-
    arranged appointments will be with your 
    own GP who knows you and your needs.


Federated Practices will use online 
technology to allow their patients to:
   • book appointments online
   • order prescriptions online
   • access their own medical records.


Care will be delivered closer to 
home, 7 days a week!
Dr Viren Mehta, Clinical Lead for Proactive Care


Integrated Care 
Each locality in Stockport will have an 
integrated team of health & social care staff 
to provide proactive support to individuals 
and their GP in the management of chronic 
diseases and care needs. This service will be 
person-centred rather than task based. 


The first of these teams is currently being 
developed and tested in Marple & Werneth 
with a view to rolling out a revised model in 
2015. 


The team will provide active anticipatory 
management of patients with long-term 
conditions, implementing their care plan. It is 
anticipated that approximately 6,000 people 
in Stockport will be supported in this way at 
any-one time. 


Locality teams will provide more preventative 
health and social care services, support and 
signposting, including a Falls Prevention 
service and an approach to empowerment 
known as People Powered Health, shown 
to be effective in dealing with lower-level, 
less medical causes of isolation, anxiety and 
depression that often result in high use of 
mainstream services. Through our Better Care 
fund in 2015-16 the service will expand to 
7-days a week to support faster stabilisation 
of people so they are not hospitalised and 
quicker discharge if they do go into hosptial. 


The teams will make use of mobile working 
and tele-health services to improve care. And 
shared records will allow all of your carers to 
see your up-to-date records when they treat 
you.
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Investing in Change


Over 2014/15 we will invest £700,000 in our IAPT services to increase access to 20% in 
Stockport.


We will invest £300,000 in the expansion of children and young people’s services to cover 
existing service gaps and enable transitions up to the age of 25.


We will invest £500,000 in RAID for people presenting at A&E with mental health problems.


And we will invest £50,000 to improve dementia diagnosis rates by 3%


We will improve the quality of mental health services in 
Stockport over the next 5 years through :


	 •	 Improving	Access	to	Psychological	Therapies	(IAPT)
	 •	 Expanding	Children	&	Young	People’s	Services
	 •	 New	ASD	&	ADHD	Services
	 •	 Improved	Dementia	Services
	 •	 RAID
	 •	 and	Severe	Enduring	Mental	Health	work.


PARITY OF ESTEEM







Improving Access to Psychological Therapies
One of the key mechanisms to address the 
lack of parity between mental and physical 
wellbeing is open access to psychological 
therapies. Our IAPT scheme aims to increase 
the provision of evidence-based treatments 
for anxiety and depression, including online 
cognitive behavioural therapy.


Nationally, there is a target to get rapid 
access to services for 15% of people in need. 
This plan includes investment to increase 
the number of therapists locally, deliver 
e-therapy, 1:1 sessions and group work to 
increase local access to 20% and reduce 
waiting times for psychological therapies.


The programme will also work to improve 
access to psychological therapies for military 
veterans.


Children & Young People Up to 25
We will review care pathways for children 
and young people who have learning 
difficulties, physical disabilities, mental 
health problems, and long-term health 
conditions so that they receive continuous 
and accessible assessment, diagnosis, 
treatment and care from 0-25 years.  


The work will address gaps in health care 
provisionand improve the transition from 
children’s to adult’s healthcare services.


Autism Spectrum Disorder (ASD) & Attention 
Deficit Hyperactivity Disorder (ADHD)
There is currently no diagnostic facility for 
adults in Stockport, who are referred to


Sheffield for ASD or Birkenhead for ADHD. 
There is also a gap in services for children 
with ASD or ADHD who require additional 
clinical support. 


We will commission a continuous and 
accessible diagnostic and treatment service 
for children, young people and adults with 
ASD and ADHD. This will include psychiatric 
input, psychology, occupational therapy and 
speech and language therapy. And we will 
support primary care staff to recognise ASD 
and ADHD in adults.


Improved Dementia Services
We will work with our colleagues in the 
Council to develop local dementia services 
in the community to prevent unneccessary 
hospitalisation. In health services we will 
continue to improve identification and early 
diagnosis of dementia and incentivise regular 
health checks as well as support for carers.


Rapid Assessment Integration & Discharge 
(RAID)
The CCG will continue to fund RAID - 
psychiatry liaison services for adult patients 
presenting at A&E with mental health 
problems, those with alcohol misuse issues 
and people with dementia.


Severe Enduring Mental Health
We will review the range and quality 
of services available to support people 
with severe and enduring mental health 
conditions, offering real choice to patients. 
about where they can receive treatment.


We recognise that traditionally mental health services 
have not been as well funded as those for physical illness. 
In addition, we have heard in patient feedback that 
physical health services are not as good for people with 
mental health problems. This plan sets out a real change 
to significantly improve this position. We will invest in 
mental health and offer choices that empower people to 
take more control of their life. 


Mental wellbeing is just as vital 
as physical health!
Dr Nij Hussain, Clinical Lead for Parity of Esteem
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Investing in Change


Over the next 5 years we intend to reduce the number of outpatient appointments by 3.35% 
and improve patient experience by ensuring that follow-up care is quicker, more relevant, and 
convenient.


The CCG has committed £600,000 towards increased capacity in primary and community care 
to deliver follow-up treatment previously undertaken in hospitals.


£600,000 will go towards improving Referrals for elective care aims to curb annual increases in 
demand so that there are no increases in referrals over the 5 year period.
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We will improve the productivity and clinical cost-
effectiveness of elective care through:  
	 •	 Improved	Referrals
	 •	 Increased	Day	Case	Treatment	
	 •	 Thresholds
	 •	 Out-Patient	Reform
	 •	 Prescribing


NHS Stockport Clinical Commissioning Group


ELECTIVE CARE







People in Stockport will have access to high quality 
elective surgical and medical services from a choice of 
service providers, with a greater emphasis on day case 
treatment using the most modern techniques and after care 
provided closer to home. 
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Improved Referrals
The CCG has worked to establish a peer 
review process at individual GP practice and 
at locality level to ensure that people are 
only referred for treatment that will offer 
evidence-based improvements to their health 
and wellbeing. 


This is a commitment from Stockport to 
reduce variability and do-it-right first time, 
rather than put in an additional level of 
triage. All GP practices are signed-up to work 
in this way.


Increased Day Case Treatment
Where elective treatment is required, we 
want this to be increasingly performed on 
a day-case basis to reduce the chances of 
hospital-acquired infections and improve the 
speed of recovery for patients.


Working with our colleagues at Stockport 
NHS Foundation Trust we will ensure that 
patients are given the best care for their 
needs that reduces the stress of hospital stays 
and increases patient outcomes. 


Thresholds
For non-life threatening surgery, we will 
look at setting thresholds for access based on 
clinical impact. We know, for example, that 
some surgery is not effective if the patient 
smokes and other surgical procedures may 
carry a higher risk where the patient’s BMI is 
elevated. We will ensure that patients are


When you need to go to hospital 
you will get the best
possible care!
Dr Jaweeda Idoo, Clinical Lead for Elective Care


only referred for non-emergency surgery 
where there is clinical evidence that it will 
improve health outcomes and quality of life 
for our patients, in line with our hippocratic 
oath as doctors to ‘do no harm’.


Out-Patient Reform
Once patients have been treated, we want to 
ensure that their follow-ups are relevant and 
convenient.


Clinical reviews of Stockport’s cardiology 
and respiratory services over the past year 
have shown that around 30% of patients 
being called for follow-up appointments in 
hospital could be discharged into a primary 
care setting and a further 5% need no more 
medical input. Where clinically appropriate, 
we will ensure that patients are treated 
quicker, closer to home, reducing the risk of 
infection. As well as lowering the cost to the 
NHS, this will mean that those patients who 
do need to be seen for follow-up treatment 
by the specialists will have less of a wait in 
hospital.


Prescribing
We will continue to work with GPs, pharmacy 
advisors and patients to ensure that only the 
most clinically cost-effective medications are 
used and to reduce the waste of medication 
that is prescribed but not used.







NHS Stockport Clinical Commissioning Group


We	will	make	Greater	Manchester’s	Hospital	service	fit	
for the 21st Century, offering the highest quality care 
in the country:  
	 •	 Local	General	Hospitals	providing	routine	care
	 •	 Specialist	services	in	limited	hospital	sites
	 •	 Consultant	cover	24/7
	 •	 High	quality	outcomes	in	ALL	areas


ACUTE SECTOR REFORM


“Right Care, Right Place, Right Time”
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We will demand high quality 
from all local hospitals!


Reforming Care in Greater Manchester 
The way services in Greater Manchester have 
evolved, with a hospital in each borough 
providing a broad range of services, was 
designed to meet the needs of the last 
century.  


This has led to variations in quality - the 
mortality rate of patients who undergo 
Emergency General Surgery varies from 23.1 
to 51.7 per 1,000, depending on where in 
Greater Manchester you are treated. This 
needs to change. 


Everyone in Greater Manchester should 
receive the best outcome, but we have a 
limited number of specialist clinicians, rising 
demand and serious financial pressures.


As more people receive appropriate 
treatment at home or in the community, 
those patients who do need to be admitted 
into hospital are likely to have more complex 
needs, requiring specialist care. 


After extensive clinical and public discussions, 
Healthier Together are proposing that 
“single services” are shared across a number 
of hospitals, with clinicians working across 
those sites to provide seamless care. Once-in-
a-lifetime specialist care would be delivered 
in centres of excellence, with consultants 
available 24/7.


Routine care would take place in the Local
General Hospital, no longer interrupted by 
emergencies.


The exact form of these plans will be decided 
through public consultation beginning in July 
2014 (see appendix 3).


The South Sector
Locally, Stockport NHS Foundation Trust 
has started working with South Manchester 
University Hospital Trust, East Cheshire NHS 
Trust and Tameside NHS Foundation Trust to 
consider the development of local options 
that align with Healthier Together. 


Their first step is to develop a joint 
cardiology service provided across the South 
of Manchester by a single expert team. In line 
with this, Stockport and South Manchester 
Foundation Trusts have jointly appointed 
new consultant cardiologists. 


Over the next five years this approach will 
be applied to all medical specialties, creating 
financial resilience for the acute hospitals 
at the same time as improving quality and 
safety. 


For more detail, see the South Sector plans in 
appendix 4.


Investing in Change
We will invest £1m over the first year in 
the Healthier Together programme which 
will support financial	resilience for the 
acute hospitals and the corresponding 
improvements in quality and safety.  


Stockport is a full and active partner in the Healthier Together 
reform programme, which is designed to ensure the long-
term sustainability of high quality acute hospital services 
across  Greater Manchester. The programme will address 
issues of quality and financial resilience across the economy. 


A full public consultation will take place over the summer in 
2014 to assess recommendations to create specialist centres with 
consultants available 24-7 and local general hospitals for routine 
hospital care. 


Dr Ranjit Gill, Clinical Lead for Acute Sector Reform
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Investing in Change


We aim to deliver:


 • Year on year reductions in incidents resulting in harm
 • Improve reporting of medication errors by 5% in 2014/15 and 2015/16
 • 100% compliance with safe staffing levels
 • Patient Satisfaction levels in the 80th percentile across all services 
 • Year on year increase in positive staff experience
 • Year on year increase in patient health outcomes
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For	NHS	Stockport	CCG,	a	QUALITY	service	should	
ensure:
	 •	 Patient	Safety
	 •	 Positive	Patient	Experience
	 •	 Clinical	Effectiveness
	 •	 and	follow	NICE	Guidance


LOCAL QUALITY
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LOCAL QUALITY


All the programmes described in this plan should bring 
about improvements in the quality of local services through 
system transformation. However, local partners are 
committed to going further and delivering high quality of 
services across the board.
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Patient Safety
In line with the Francis report 
recommendations, in 2014/15 we will agree 
a Quality Charter with Stockport Council and 
Stockport NHS FT setting out core values and 
standards for patient care. 


We will agree and implement safe staffing 
levels with all main service Providers.


Stockport’s care organisations will develop a 
‘Patient Safety Charter’ which sets out Harm 
Free Care standards and targets, covering 
among other things pressure ulcers, TIA, falls 
and medication safety. Quality improvement 
projects will continually be developed in 
these areas.


We will work closely with Stockport Council 
to monitor quality in nursing homes, using 
the CCG’s recently expanded Safeguarding 
Team to ensure that patient safety is top of 
the agenda.


We will use our contracting power to ensure 
that all care providers have an Organisational 
Development Plan focussed on ‘learning and 
improvement’.


And we will bring together Stockport’s 
organisations in a Governance Committee 
for patient safety which will develop a 
single Quality Monitoring and Early Warning 
System and standardise reporting to manage 
and learn from safety incidents. 


Patient Experience
Patient experience is vital to NHS Stockport 
CCG. We will not be satisfied with average


Pushing local services to deliver 
the highest standards!
Dr Cath Briggs, Clinical Lead for Quality


reviews of patient services and will 
encourage service providers to embrace 
and learn from patient experience to 
continuously improve services.


Over the next 5 years we will work to get 
patient satisfaction levels in the top 80th 
percentile for all health services, with a 
specific target to improve satisfaction 
among the more vulnerable members of our 
community.


Where patient experience is good, we will 
spread best practice to all service providers 
and we will adapt technologies to enable 
real-time patient feedback.


Clinical Effectiveness
The NHS will become more responsive to 
patient needs by implementing 7 day a week 
services.


We will work with local healthcare Providers 
to develop actions plans that allow them to 
implement the ‘10 Clinical Standards’ set out 
in the Keogh review (appendix 5) by 2019.


NICE Guidance
The CCG is committed to following clincially-
evidenced guidelines produced by NICE. We 
have now invested in NICE-recommendations 
for Wet AMD treatment and are moving 
closer to this on IVF funding. The intention is 
to move as quickly as our budget will allow 
us to implement all NICE standards fully and 
actively ensure that our providers comply 
with them.
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Investing in Change


Over the first two years of this plan we will invest £100,000 in a hypertension campaign to 
reduce the percentage of men under 55 who don’t know their blood pressure levels from 
16% to 9% (the current level for women). We will identify and treat 4,000 more people with 
hypertension by 2016.


We will invest £230,000 on the expansion of patient education over the next 2 years and 
£300,000 on NHS Weight Management programmes.
 


These interventions will help reduce the number of years of life lost to illness by 1000; increase 
life expectancy; and reduce the gap in life expectancy across the borough from 11 to 9 years.


We will support local people to take better care of 
themselves, live independently and prevent unnecessary 
ill health through:


	 •	 Health	Chats
	 •	 Access	to	Lifestyles	Services
	 •	 Know	Your	Numbers	campaigns
	 •	 Protect	Yourself	campaigns


PREVENTION
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PREVENTION


People in Stockport will be supported to 
make use of a wider range of lifestyle change 
services that enable them to take care of 
themselves and prevent the development or 
rapid progression of long-term physical and 
mental health illnesses.


Stockport’s Public Health Team are working 
with the CCG to develop a robust economy 
plan to address the medium term health 
prevention agenda. The Public Health draft 
plan (found in appendix 6) includes a range 
of joint-campaigns to raise public awareness 
of preventable diseases, improve public 
knowledge of health and care services, and 
increase access to lifestyle services that can 
improve health and prevent disease.


Health Chats
We will train staff across the health economy 
to undertake Health Chats, so that local 
people are aware of their health and can 
make proactive lifestyle choices that will help 
improve their long-term health.


Access to Lifestyles Services
We will improve access to lifestyles services 
that help people live well, including weight 
loss services, exercise on prescription, alcohol 
and drug services, smoking cessation and 
brief interventions.


Know Your Numbers Campaigns
Many health conditions develop over time, 
with no obvious symptoms until late on.


By taking action to ‘know your numbers’ 
we can help people to detect early signs of 
ill-health and begin treatment or - in many 
cases - prevent you getting ill at all! 


In 2014 the CCG & Public Health began a


Hypertension campaign, which seeks to get 
adults to know their blood pressure reading 
and, where necessary, take action to manage 
their hypertension - a major cause of premature 
death through stroke, heart failure, kidney 
disease and cognitive decline.


The campaign uses WellPoint kiosks and mobile 
Blood Pressure machines to allow individuals to 
access a BP reading in a wide variety of settings, 
additional to GP surgeries. The campaign will 
also promote the benefits of a healthy diet, 
reducing salt intake, walking and using the 
stairs as ways to help manage and lower BP in 
addition to the wider benefits of increasing 
physical activity. 


A similar approach will be taken to:
   • Atrial Fibrillation
   • COPD
   • Cancer Screening
   • Diabetes.


Protect Yourself Campaigns
Together, Public Health & the local NHS have a 
range of preventative services that can support 
local people to protect themselves from 
unnecessary ill health, including:
   • Smoking cessation services
   • Immunisation & Vaccination          
programmes
   • Infection Control 
   • Maternal Smoking Programme


These campaigns aim to empower local people 
and reduce unneccessary ill health by taking 
up preventative services - at least in line with 
national uptake rates.


Patients who understand their condition and have access to 
support to make the right lifestyle choices are healthier and, 
as a result, use at least 10% less healthcare resources. Our 
vision includes specific work to enable people to take greater 
care of themselves, with a strong emphasis on independence. 


We will empower you to take 
control of your health!
Dr Vicci Owen-Smith, Clinical Lead for Public Health







Investing in Change


Within our two year operational plan we have set out investments in IM&T of £850,000 to put 
in place the infrastructure that will enable people to have access to their own records, to get 
better information on choice options, and access to tele-healthcare services. 
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The	IM&T	programme	aims	to	deliver	21st	century	
technology to support the transformation of 
Stockport’s	health	services	through:


	 •	 Digital	Services	to	the	Population
	 •	 Integrated	Records
	 •	 Care	Plans
	 •	 Supporting	People	Remotely
	 •	 Electronic	Prescribing
	 •	 Clinical	System	Maturity


TECHNOLOGY
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TECHNOLOGY
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Digital Services to the Population


We will offer online and mobile phone app 
access to health and care services, including 
patient access to GP records. We will also 
trial video-consultations and secure patient-
clinician messaging.


Integrated Records


Building on previous work, we will develop 
integrated health and care records and 
systems so that when you go for care, the 
professionals you see have access to your 
most up-to-date records. 


Care Plans


We will provide a platform for multi-
disciplinary care plans to be uploaded, shared 
and updated by all of your care providers.


Supporting People Remotely


We will pilot tele-health technology to 
support people with long-term conditions 
who need regular tests and check-ups do 
as much as possible from home and reduce 
long waits in hospital. The IM&T programme 
will also exploit opportunities around 
health literacy and technology-enabled self-
management of health conditions.


Harnessing new technology to 
improve care!
Dr Alan Gilman, Clinical Lead for Technology


Electronic Prescribing


We will continue to roll-out the Electronic 
Prescription Service across Stockport GP 
practices to make it easier for patients and 
Practices to order prescriptions online.


Clinical System Maturity


We will continue to update GP systems to 
ensure that Stockport GPs have a modern 
and future-proofed clinical system to meet 
the needs of a transformed system of care. 
We will work with healthcare providers and 
social services to ensure that new systems 
use the NHS Number as the main patient 
identifier to improve privacy and accuracy 
of records. And we will facilitate electronic 
transfer of patient records through GP2GP to 
speed up the availability of records when a 
patient moves practice.


Integral to all of our change programmes will be the 
harnessing of technology to create shared electronic 
records, so that every service has up-to-date information on 
the people they see. The whole service will use information 
to continually improve the safety and quality of care, 
including adopting “e-health” services.







8. Summary of Impact


NHS Stockport Clinical Commissioning Group


Over the lifetime of this plan we hope to 
make significant changes to the local health 
and care system, to improve health in the 
borough, reduce health inequalities and 
ensure a sustainable system that continues to 
meet local needs within our budget.


Changing the System
The most apparent impact of these plans will 
be a fundamental shift in the balance of care 
from the current position where most care is 
delivered in hospital when a person is already 
ill, to a much larger primary and community 
service, supporting people to prevent ill-
health and manage their conditions at home.


Across Greater Manchester there will be a 
much smaller hospital system made up of 
local general hospitals and fewer specialist 
centres for high quality ‘once-in-a-lifetime’ 
care needs.


In addition, there will be a focus on People 
Powered Health, which goes beyond looking 
at people’s clinical illness and takes into 
greater account the social factors and holistic 
needs that play a significant part in an 
individual’s quality of life. 


Finally, we will put in place a modern IT 
system fit for this century and beyond, using 
integrated care records and adopting more 
e-health systems.


Impact on Health Outcomes
Our ambitious plans should result in 
significant improvements to the health of 
local people.


Adding Years to Life:
Review of the Better Care data and local 
intelligence in the JSNA shows that Stockport 
currently has poorer health outcomes than 
our peers for cardiovascular disease, cancer 
and respiratory care. We also have higher 
hospital admissions for alcohol-related ill-
health.


The Stockport ambition is to reduce the 
number of years unneccessarilly lost to 
diseases that can be treated by 15% over 
the next five years (1,000 years). This is an 
ambitious target that takes us beyond even 
our best peer CCGs. 


60% of improvements will come through 
reductions in cardio-vascular disease. 


Other areas for improvement will include 
respiratory illness, cancer, and alcohol.


Quality of Life for people with long-term 
conditions:
Integrating health and social care services 
in Marple & Werneth over the past year for 
a small group of patients with complex care 
needs resulted in significant improvements 
in patient satisfaction levels and reported 
quality of life. The integrated care model will 
build on this original pilot and roll-out similar 
benefits  across Stockport. 


Over 5 years we will bring patient satisfaction 
levels up to the 80th percentile in each area, 
reduce the proportion of people with long-
term conditions reporting poor experience of 
General Practice from 5.3 to 4.2 and reduce 
poor experience of inpatient care from 122.8 
to 118.5.


Stockport is committed to rolling-out 
talking therapies support over the next 
five year period to at least 20% of the 
identified population. We know that low 
level depression and anxiety play a major 
contribution to an individual’s sense of 
wellbeing and is particularly prevalent 
among people with long-term conditions. 


Avoidable Time Spent in Hospital:
Stockport has one of the highest admission 
rates for illnesses that should not require an 
admission among our peer group (10th out 
of 11). 
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Our Unscheduled Care programme will 
result in a significant reduction to the 
amount of time people spend in hospital, by 
strengthening the system’s ability to respond 
quickly and effectively to medical and social 
care crisis as they occur without requiring an 
emergency admission to a hospital bed. This 
will include community based stabilisation 
services and a greatly reformed front-end of 
the hospital. 


The Proactive Care programme will 
proactively manage and anticipate crisis 
before they happen, reducing the number of 
people requiring urgent hospital treatment. 
Reforms of planned care will ensure 
maximum use of day-case surgery and fewer 
outpatient appointments.  


When taken together these interventions 
are expected to significantly reduce the 
unnecessary amount of time people spent 
in hospital through a 2% reduction in 
A&E attendances; a 17% reduction in 
non-electives, and a 3.35% reduction in 
outpatient appointments.


Older people living independently at home:
Expanded Primary & Community-based 
Care will create a more proactive service 
that will help people to stay in their own 
homes and live independently. Similarly, 
our reforms of unscheduled care will mean 
that where possible, people are treated 
in the community, reducing admissions to 
residential or nursing care.  This plan aims 
to bring Stockport level with the best in our 
peer group by March 2016 and then maintain 
that position against demographic pressure.


Positive experience of care:
The biggest problems raised by local people 
in Stockport are:
  •  access to GP appointments
  •  the need for more mental health services
  •  and the difficulties of those with 
      multiple health conditions when 
      professionals do not update each other.


Through this plan we will respond to local 
needs by investing strongly in primary care 
capacity, delivering more services closer to 
home.


This expansion of access will also apply to 
mental health services - especially access 
to psychological and other therapies to 
support low level anxiety and depression 
and significant improvements in the support 
offered to young people with mental health 
problems as they transition into adulthood. 


The integration of services in a way that 
wraps around the individual is also intended 
in part to improve satisfaction. 


Through this plan we will increase patient 
satisfaction levels to the top 80th percentile 
in the country for each service.


Improved Quality of Care:
The current flow through the hospital, 
especially in the medical wards, is often 
poor as a result of the current high-level bed 
utilisation. This can impact on the quality 
of service people receive when pressure is 
high. Reducing the number of admissions 
and improving flow will improve safety and 
experience of individuals. 


The Greater Manchester reform programme 
Healthier Together is primarily about 
ensuring safe and sustainable hospital based 
services. Through better collaboration across 
the South Sector hospitals, increased 24/7 
working including availability of consultants 
will make significant improvements to the 
safety and effectiveness of services.  


Reducing Inequalities:
Stockport has a long and enduring 
inequalities gap, determined at least in part 
by the fact that Stockport has some of the 
most deprived and most affluent wards in 
England. Health inequalities have not been 
widening, but the gap in life expectancy
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between different parts of the borough is 
around 11 years (12.8 years for men and 9.8 
for women). In-terms of health outcomes, 
the major factors determining inequalities 
of life expectancy are lifestyles - smoking, 
obesity and alcohol - and late identification 
of disease. 


This plan aims to tackle lifestyle factors 
with improved community services and use 
campaigns like the Hypertension work to 
target people who would otherwise not 
seek medical attention until the disease has 
already progressed.


This plan should reduce the gap in life 
expectancy by 2 years down to single figures 
and raise the health outcomes of the whole 
borough.


Impact on Sustainability


Stockport CCG, Stockport Council and 
Stockport NHSFT have calculated that if no 
changes are made to the way services are 
currently provided, with current growth in 
demand there will be a financial gap locally 
of around £100 million by the end of 2018-
19.


Therefore, our plan commits us to a 
sustainable system with larger primary and 
community care and a correspondingly 
smaller hospital system. 


However, Stockport does not see financial 
sustainability as distinct from improving 
quality and health outcomes. We take 
a triple-aim approach to change (best 
health, best care, best outcome), based on 
the conviction that intervening early and 
improving outcomes, getting it right first 
time and improving quality, will lead to 
lower cost and more affordable healthcare.


This plan focuses on getting maximum value 


and driving efficiency to ensure the
sustainability of healthcare services for future 
generations: 


1)   our Unscheduled Care programme 
      will ensure that urgent and emergency       
      presentations are handled in the most 
      clinically cost-effective and safe way 
      possible, significantly reducing the 
      necessity and length of admissions to 
      hospital or residential care. 
 
2)   to realise improvements in safety and 
      clinical effectiveness acute hospitals will 
      work much more closely together, 
      including the centralisation of specialist 
      services. Healthier Together and the 
      South Sector programme are essential 
      to providers being able to remain safe 
      and sustainable going forward.


3)   the focus on appropriate use of and 
      compliance with thresholds will also
      help to drive efficiencies. We will 
      transform follow-ups, prescribing and 
      elective care to ensuring the best value is 
      gained from every pound spent. 


In addition, we will support sustainability by 
improving proactive care across all we do:


1)   Expanding primary care with modern 
      integrated care will shift the focus to 
      anticipatory and proactive management 
      of those with long-term and complex care 
      needs. This will improve people’s 
      outcomes and reduce reliance on       
      expensive emergency services. One critical 
      part of this will be to address the low-
      level social issues such as isolation and 
      exclusion that often underlie poor health. 
      People Powered Health is essential in this 
      respect. 


2)   The second proactive focus is improving 
      the identification and prevention of 
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      illnesses for those with lifestyle and / 
      or other risk factors. The hypertension 
      campaign builds on Stockport’s successful 
      work to increase uptake of the flu 
      vaccine.


Taken together, this focus on efficiency 
and on up-streaming healthcare through 
proactive management and prevention will 
deliver financially sustainable healthcare for 
future generations.


Financial Impact of these Plans


In 2013/14 Stockport residents attended 
484,740 hospital appointments, at a cost of 
£144,829,288. 


If we continue to work in exactly the same 
way, we expect that by 2018/19, this number 
of appointments will grow by around 12% 
to 543,615 cases, at a cost of £156,911,122 a 
year.


Our plans set out a major transformation, 
whereby healthcare activity is strategically 
shifted from reactive hospital care, to 
proactive primary, community and mental 
healthcare.


In doing this, we plan to catch, treat and 
manage more conditions early on, reducing 
the likelihood of conditions becoming serious 
and requiring hospital stays. 


Over the next five years, we plan to reduce 
the number of hospital cases by 4.13%:


   •   reduce A&E attendances by 2% 
       (1,812 attendances)
   •   reduce emergency hospital admissions 
        by 16.97% (6,192 admissions)
   •   reduce planned hospital procedures by 
       3.44% (1,266 procedures)
   •   reduce out-patient appointments by 
        3.35% (10,739 appointments).


As well as improving people’s health and 
survival rates by catching diseases earlier, this 
should reduce the cost of hospital care in 
Stockport. 


The total financial savings over the five years 
of this plan, including avoided growth will be 
£26.1 million:


   •   £166,480 on A&E attendances 
   •   £16,611,016 on emergency admissions 
   •   £2,151,966 on planned procedures 
   •   £7,193,215 on out-patient appointments.


These savings will allow us to continue to 
expand and improve preventative services, 
reducing the number of years lost to 
treatable illnesses by 1,000 over the five years 
of this plan. 


In addition, we plan to continue to work 
with GPs and patients to ensure that only 
the most clinically cost-effective medications 
are used. With these changes we plan to 
reduce the prescribing budget by around 
£6-7million.


Together, the savings from reduced hospital 
cases and improved prescribing efficiency 
will allow us to meet the growing costs and 
increasing demands that Stockport currently 
faces, while remaining within budget. 







8. Summary of Impact


NHS Stockport Clinical Commissioning Group


        


The overall impact of this plan will be seen in a fundamental shift of healthcare services from 
hospital-based provisions to more preventaitve Primary and Community Care. 


By moving from the current reactive services, that wait until a person is seriously ill to treat 
them, to proactive care centred around an expanded General Practice, we hope to: 


       •       prevent disease or catch and treat it earlier (best health)
       •       which should reduce the amount of acute care needed and our spending (best cost)
       •       and treat people closer to home through a more responsive service (best care)


Planned	Shift	in	Service	Provision	Based	on	Current	Spending:


Hospital 
Care


£211.9m
60.53%


Hospital 
Care


£202.2m
52.22%


Mental
Health 
£29.3m
8.37%


Mental
Health 
£38.9m
10.05%


Community 
Services
£21.3m
6.08%


Community 
Services 
£39.2m
10.12%


Continuing 
Care


£13.4m
3.7%


2014 2019


Continuing 
Care


£16.6m
4.29%


Primary 
Care


£7.5m
2.14%


Primary 
Care


£12.3m
3.18%


Prescribing
£44.9m
12.82%


Prescribing
£53.8m
13.89%
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Delivery Approach 


Unlike in previous years, the vision behind 
this Strategy represents the voices of all 
the partners in Stockport involved in the 
planning or delivery of health and social 
care.


Delivery of our plans will be a joint effort 
– with each organisation focussing on its 
area of expertise. To ensure that this is well 
coordinated, the partners have established 
a Project Management Office (PMO) and 
jointly appointed a Portfolio Director to 
oversee progress.


Stockport Council, Stockport NHS Foundation 
Trust and Stockport CCG have each 
contributed 30% of funding for this office, 
and Pennine Care NHS Foundation Trust 
and North Derbyshire CCG have contributed 
5% each. This will provide an independent 
and robust structure to oversee the range 
of programmes in the portfolio and to liaise 
with wider external groups such as Healthier 
Together. All partners have agreed an 
independent perspective is critical.


A number of local change programme boards 
will monitor progress on the reform of: 


   •   unscheduled care; 
   •   proactive care and integrated 
        out-of- hospital care; 
   •   elective and outpatient reform; 
   •   public health literacy and prevention
   •   IM&T 
   •   and culture and workforce.


Each programme board will have a director-
level owner from one of the partners and 
senior representation from all relevant 
stakeholders. Within each programme 
specific projects have been identified and 
responsibility allocated to accountable 
organisations for delivery.


All of our change interventions will involve 
members of the public in a co-production 
format and in programme boards overseeing 
this work.


We will continue to review thresholds as 
part of every work stream. By employing 
an independent portfolio office we will be 
looking for challenge to each organisation if 
it defends its own position at the expense of 
the best outcomes for every pound spent. 







9. Implementation


NHS Stockport Clinical Commissioning Group


Risks


The CCG acknowledges that there are inherent risks within any plan. Some of these risks 
are external matters, over which we have limited control, others will be to do with internal 
capabilities and capacity.


We have identified a number of strategic risks that threaten the successful delivery of this 
plan. These risks and the potential impact on our plans are set out below with a Red-Amber-
Green risk rating. They are brought together in the CCG’s Board Assurance Framework, 
which can be viewed on our website. This is a live document which is updated monthly and 
reported to the Governing Body with mitigations and actions undertaken to bring the plans 
back on track. An outline of risks and the CCG priorities they could impact upon is set out in 
the table below.


Risk Level Impact
Inadequate systems in place for managing 
the quality and safety of the services we 
commission.


CCG Priority 1 - Long-term conditions
CCG Priority 4 - Quality


Failure to deliver major service reform 
programmes.


CCG Priority 1 - Long-term conditions
CCG Priority 4 - Quality


Member practices are not adequately 
engaged with the CCG’s strategy and 
priorities.


CCG Priority 1 - Long-term conditions
CCG Priority 2 - Paediatrics
CCG Priority 3 - Cost effectiveness
CCG Priority 4 - Quality
CCG Priority 5 - Prevention


The adoption of clinical best practice 
guidance and innovation by the CCG 
is limited or slow (due to provider 
mobilisation or CCG financial contraints)


CCG Priority 3 - Cost effectiveness
CCG Priority 4 - Quality


The organisation’s capacity, capability and/
or internal engagement are inadequate 
(Including commissioned support services).


CCG Priority 1 - Long-term conditions
CCG Priority 2 - Paediatrics
CCG Priority 3 - Cost effectiveness
CCG Priority 4 - Quality
CCG Priority 5 - Prevention


Our providers fail to provide efficient and 
timely health services to the patients and 
public of Stockport.


CCG Priority 1 - Long-term conditions
CCG Priority 2 - Paediatrics
CCG Priority 3 - Cost effectiveness
CCG Priority 4 - Quality


We fail to ensure that the CCG remains 
within financial balance.


CCG Priority 4 - Quality


The CCG fails to deliver its QuIPP targets. CCG Priority 1 - Long-term conditions
CCG Priority 2 - Paediatrics
CCG Priority 3 - Cost effectiveness
CCG Priority 4 - Quality
CCG Priority 5 - Prevention
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Risk Level Impact
The CCG fails to meet its statuatory
duties for compliance (including those for
procurement).


CCG Priority 1 - Long-term conditions
CCG Priority 4 - Quality


The CCG fails to deliver its planned 
improvements to the health inequalities of 
the patients and public of Stockport.


CCG Priority 5 - Prevention


The CCG fails to deliver its planned 
improvements to the health literacy of the 
patients and public of Stockport.


CCG Priority 1 - Long-term conditions
CCG Priority 2 - Paediatrics
CCG Priority 5 - Prevention


Monitoring & Performance


In our reporting through to Stockport’s Health & Social Care Reform Group as an economy 
there will be an emphasis on ensuring a good balance between pace and quality on all 
programmes. A local Clinical reference group will be established to sign-off models of care 
and pathways.


The CCG will report progress on its Strategic Plans to the Governing Body on a monthly 
basis. This is an open, public meeting and reports are available to the public through the 
CCG’s website. A performance report will also go to GP members of the CCG at their Locality 
Council meetings. Finally, progress will be updated in the CCG’s Annual report and at our 
Annual General Meeting.







Regent House
Heaton Lane
Stockport SK4 1BS
Tel: 0161 426 9900 
Email: stockportccg.communications@nhs.net
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1. Executive Summary 


The purpose of this paper to inform colleagues of the process and approach to setting area team budgets for 


2014/15 on Direct Commissioning. 


Key matters; 


 Requirement to make a higher surplus than the 1% as per the national planning guidance in lieu of other 
National Pressures for NHS England specifically around Specialised Commissioning 


 Investments to meet the primary care strategy, which includes demonstrator sites, the forerunner to the 
challenge fund and baby teeth do matter, amongst other initiatives have not been set aside due to budget 
constraints. 


 No funding is available to invest in recurrent and non-recurrent costs of capital in premises. 


 The level of contingencies held does not fully mitigate the level of risk for 14-15.    
 
 


2. Background 


The area team is responsible for budgets associated with 3 key areas; Direct Commissioning (DC); Admin 


Budgets (running costs) and Senates & Clinical Networks which it hosts on behalf of Greater Manchester and 


Lancashire. This paper addresses Direct Commissioning budgets only, which are further analysed between 


primary care; public health; and secondary dental care.  


Last year NHS England allocated £765m for the Area Team for these budgets, this year the equivalent resource 


£778m.  


It is important to note that there remain areas of concern which are still not confirmed in terms of resources 


and in some instances the AT are continuing to incur expenditure. The allocation of resource has remained 


relatively fluid in some areas leaving planning to be delivered in a changing environment. 


In summary based on the resources made available to the Area team for 14/15, there is a significant challenge 
to delivery of the financial requirements whilst delivering all our key objectives.   


 
 


3. Budget Setting Methodology 
The resources of the AT are fixed by the National NHS E methodology in the main, but are flexed by small 
elements of discretion by Regional colleagues who may allocate resource handed on a regional basis 
differentially to ATs.  
 
Many elements of the budgets set in lieu of the resources are also fixed. DC budgets are fixed to the extent of 
existing GMS/PMS contracts which have been in existence for any number of years, but have elements of 
flexibility where non-recurrent investment is delivered. 
 







As an overarching principle all the budgets have been set using a zero-basing approach which reallocates the 
whole resource rather than applying incremental change to each budget line. 
 
 


4. Balancing the Plan 


Colleagues will recognise that the area team is required to set a placed based upon the parameters set 
nationally or regionally. For Primary care and Secondary Care Dental in setting the budgets and following 
national planning requirements we are required to achieve a 1% surplus and maintain a 0.5% contingency. For 
public health we are to provide for a 0.5% contingency and set aside resources to fund Health Visitor and 
Family Nurse Partnership expansion programmes. Whilst this was the initial requirement, there has been a 
subsequent call for NHS England to meet a further reserve requirement of £3.5m relating to changes in 
Primary Care contractor inflation uplifts, and another call of £7m for GM to support the current NHS England 
overspend in specialised commissioning. At this point the plan displays a £5m contribution to this call, by using 
all DC budget underspends/uncommitted developments. For GM this means that the forecast position on 
Secondary Dental Commissioning is all retained to deliver an increased surplus requirement.   
 
 


5. Sources of Funding 
Recurrent allocations have been rolled forward from 2013/14 and growth has been applied for 2014/15 and a 
non-recurrent allocation in relation to surpluses brought forward has been added. 
 
Primary Care 


 
Recurrent 
Allocation      


£000s 


Non 
Recurrent 
Allocation   


£000s 


Total 
Allocation     


£000s 
Recurrent allocation 2013/14 620,179  620,179 
Growth 2014/15 14,481  14,481 
GP IT ‘pass through’  440 440 
Surplus brought forward    4,681 4,681 


Total 634,660 5,121 639,781 


 


Secondary Care Dental 


 
Recurrent 
Allocation      


£000s 


Non 
Recurrent 
Allocation   


£000s 


Total 
Allocation     


£000s 
Recurrent allocation 2013/14 48,300  48,300 
Growth 2014/15 908  908 
Surplus brought forward  1,519 1,519 


Total 49,208 1,519 50,727 


 


Recurrent allocations have been rolled forward from 2013/14 and growth has been applied for 2014/15 and a 


non-recurrent allocation in relation to Meningitis C immunisations has been added. 


Public Health 


 
 Recurrent     
Allocation      


£000s 


Non 
Recurrent 
Allocation   


£000s 


Total   
Allocation     
      £000s 


Recurrent allocation 2013/14 79,839  79,839 
Growth 2014/15 7,651  7,651 
Surplus brought forward  368 368 
    







Total 87,490 368 87,858 


 


6. Application of Resources  


 


Primary Care   


 


Primary care expenditure budgets total £631,549k; this includes a contingency of £3,180k and a QIPP 


target of £1,964k. In addition we have provided for a planned surplus of £8,232k (being 1% plus £3.5m 


being the excess funding from the lower Doctors and Dentists Review Body (DDRB) contract settlement).  


 


The overall expenditure budgets have been set based on the expenditure position at month 9 and then 


adjustments made to remove non recurrent spend and apply the full year effect of recurrent spend. In 


doing so this removes £1,200k non recurrent funding identified in 2013/14 in relation to GP revalidation, 


which was not funded fully in the baseline exercise, and is an area of high risk in 2014/15. 


 


The further risk to having plans based on M9 expenditure is the movement between M9 and the year end, 


the view at present is that this is more likely to be a neutral position over the range of Primary Care 


budgets, but not confirmed. 


 


Assumptions on impact of inflation and contractual growth 


 


Cost inflation has been applied to primary care contracts in line with national planning assumptions. The 


GP contract areas have been adjusted for the national settlement of 0.28% and the dental contracts have 


been adjusted for the Doctors and Dentists Review Body (DDRB). Premises cost reimbursements have 


been increased by 3% replicating the real growth % seen in 2013/14. Demographic growth has been 


applied at 0.3%, and there is a real risk that this could be insufficient as ONS data suggests this could be 


0.8%. Non-demographic growth of 4.32% has been applied to the Pharmacy contract based on growth in 


prescriptions dispensed during 13/14 and to ophthalmic spend based on an estimate of 3.27% relating to 


the volume increase in patient vouchers for the same period. 


 


Recurrent Contract % Assumptions have been applied as follows 


 Cost Inflation Demographic Non Demographic 
GP contracts 0.28% )  
Premises 3% )    
Primary Dental 1.6% )  
Dental revenue 2.7% ) 0.3% 2.20% 
Ophthalmic 1% ) 3.27% 
Pharmacy cost 1% ) 4.32% 
Pharmacy 
revenue 


2.6% ) 8.90% 


Revalidation 1% )  
 


Secondary Care Dental 


Secondary care dental budgets total £47,533k, including a contingency of £254kand a QIPP target of £125k in 


respect of the dental referral management scheme. The overall expenditure budgets were set based on the 


expenditure position at month 9. Adjustments have been made to this baseline for the recurrent impact of any 


contract variations and secondary dental activity plans agreed with providers.  


Assumptions on impact of inflation and contractual growth 







Provider efficiency and cost inflation has been applied to secondary care dental plan in line with national 


planning assumptions i.e. efficiency deflator (4%), inflation of 2.5% and 0.3% CNST, therefore giving an overall 


deflator of 1.2%. Contracts have been set based on the actual revised tariff applicable to those areas rather 


than the plan assumption (1.2%), where this information was available). 


Community dental contracts have been uplifted by the Doctors and Dentists Review Body (DDRB) rate of 1.6%.  


Demographic growth has been applied at 0.45%, and there is a real risk that this could be insufficient as ONS 


data suggests this could be 0.8%.  


 


Public Health 


Public health budgets total £87,849k, including a reserve of £350k and a contingency of £424k. 


The overall expenditure budgets have been set based on the expenditure position at month 9 and then 


adjustments made to remove non recurrent spend and apply the full year effect of recurrent spend relating to 


health visiting, family nurse partnership and immunisation and vaccination programmes for 13/14 agreed 


expansion plans. At this point contracts with providers do not include the resources required to deliver the 


14/15 expansion plans, even though we have now budgeted for this growth. Risks are described further 


relating to Public Health Contract agreement in the risks section. 


Assumptions on impact of inflation and contractual growth 


Provider efficiency and cost inflation has been applied to public health contracts in line with national planning 


assumptions. A 4% tariff deflator has been used for contracts with providers and inflation of 2.5% has been 


applied, therefore giving an overall deflator of 1.5%. 


Recurrent Contract % Assumptions have been applied as follows 


 Gross Provider 
Efficiency 


Cost Inflation  


Screening non-cancer ) )  
Screening cancer )   )    
Health promotion ) )  
Health visiting ) (4%) ) 2.5%  
Family nurse partnership ) )  
Child health information 
systems                                                         


) )  


    
 


Robustness of Plan 


Primary Care 


Work continues in budget setting down to individual contractor level to provide assurance on the recurrent 


commitments, on areas that may generate QIPP savings and also on reductions in costs which may be 


achieved on ‘discretionary spend’ and in decommissioning, quicker implementation of PMS and APMS contract 


changes. 


Further to the last submission we have now removed £8,500k investments\pressures from the expenditure 


plan and shown these costs as risks, with varying probabilities. This has been completed in lieu of the 


requirements to achieve higher levels of surplus and contingency described in the executive summary.  


 


 


 







Investments 


As mentioned above planned investments to meet the Primary Care Strategy Implementation have had to be 


held back to try and meet the surplus and increased contingency requirement. The remaining planned 


investments relate only to pre commitments on premises developments of £120k recurrent investments and 


£80k non-recurrent. 


The planned investments on premises developments have been removed. Though capital is to be made 


available and a proportion of rent abatement may occur as a result, there would still be a recurrent increase to 


rent, an increase to the rateable value and therefore increase in costs for non domestic and water rates. Also 


non recurrent applications to meet stamp duty, project management costs, legal fees re leases may all occur, 


all of which have historically been funded.  


 


Primary Care summary 


The summary below shows the percent and actual change in allocation and expenditure from 2013-14 to 


2014-15 and the increase in surplus required for 14-15.  In addition, it shows the further percentage change 


required to meet an additional £2m of surplus.  


 


Secondary Care Dental 


All secondary care dental activity and finance plans have been agreed with providers and where there is 


minimal activity for GM, this will fall under the Non Contracted Activity process.  


2014/15 - Primary Care GP Services


Dental 


Services Pharmacy Ophthalmic


NHS 


Property 


Services 


Costs


Total 


Application 


of Funds


£'000 £'000 £'000 £'000 £'000 £'000
2014/15 Forecast Exit Run Rate                


(underlying position) 343,710 128,608 101,873 29,612 12,238 616,041


Inflation 1,943 1,629 563 296 367 4,798


Activity Growth ( Demographic) 887 386 306 89 1,668


Activity Growth ( Non-Demographic) -857 3,095 968 3,206


Non Activity Related Cost pressures 3,668 3,668


Net QIPP -1,614 -113 -1,727


Investment (Non-QIPP) 120 120


Sub total Recurrent 348,714 129,766 105,724 30,965 12,605 627,774


0.5% contingency - Primary Care 3,180 3,180


Application of NR Allocation/Pass-through 440 440


Investment 292 292


Net QIPP -200 -27 -10 -237


Other 100 100


Sub total Non-Recurrent 3,812 0 -27 -10 0 3,775


Total - 2014-15 Plan 352,526 129,766 105,697 30,955 12,605 631,549


2013/14 2014/15 % change


% change if 


meet 


additional 


surplus £2m


£000's £000's £000's £000's


Resource 635,662 639,781 0.60% 0.60%


Application 629,248 631,549 0.40% 0.10%


Surplus/(Deficit)              £ 6,414 8,232


% 1.0% 1.3%


Primary Care Summary







A robust process needs to be implemented for: 


 Contract validation to ensure VFM on activity charged. 


 CQUIN to monitor compliance and achievement, and the financial charges 


 


2014/15 - Secondary Care Dental 
Secondary Care 


Dental Community Dental 
Total Application of 


Funds 


  £000's £000s £000s 


2014/15 Forecast Exit Run Rate                
(underlying position) 35,552 11,980 47,532 


Gross Provider Efficiency -1,422 0 -1,422 


Inflation 888 192 1,080 


Activity Growth ( Demographic) 160 54 214 


Activity Growth ( Non-Demographic) 0 0 0 


Non Activity Related Cost pressures  0 0 0 


Net QIPP -125 0 -125 


Investment (Non-QIPP) 0 0 0 


Sub total Recurrent 35,053 12,226 47,279 


        
0.5% contingency - Secondary Care 
Dental 254 0 254 


Application of NR Allocation/Pass-
through 0 0 0 


Investment 0 0 0 


Net QIPP 0 0 0 


Other 0 0 0 


Sub total Non-Recurrent 254 0 254 


        


Total - 2014-15 Plan 35,307 12,226 47,533 


 


Secondary Care Dental summary 


The summary below shows the % and actual change in allocation and expenditure from 2013/14 to 2014/15. 


Secondary and community dental has achieved high recurrent QIPP savings relating to referral management. A 


proportion of this recurrent saving should be vired to primary care dentistry, where some of the work is 


redirected. The surplus is being used to balance the bottom line in direct commissioning. 


 


Public Health 


The public health expenditure plan has been adjusted in respect of commitments for bowel screening and flu 


vaccinations. However, work continues in regard to agreeing final contract positions with providers to provide 


assurance on the recurrent commitments and to identify potential areas that may generate QIPP savings. 


2013/14 2014/15 % change


£000's £000's £000's


Resource 49,649 50,727 2.20%


Application 47,053 47,533 1.10%


Surplus/(Deficit)              £ 2,596 3,194


% 5.2% 6.3%


Secondary and Community 


Dental Summary







Further to the last submission we have reduced risks by £641k, this is mainly due to receiving further 


allocations relating to growth for bowel screening and family nurse partnership and the immunisation and 


vaccination programmes in respect of childhood flu 4 year olds and Meningitis C University catch up. 


Investments 


Resource of £2,057k has been set aside to fund national priorities in relation to growth targets for health 


visiting to ensure there are sufficient numbers of qualified health visitors in each service. In addition, 


investment of £1,256k has been made available to extend the reach of the family nurse partnership (FNP) 


programme in line with the national commissioning strategy. The remaining planned investments of £650k are 


to support the screening and immunisation programmes in respect of Men C, child flu 4 year olds and (HPV). 


 


Summary 


The summary below shows the percent and actual change in allocation and expenditure from 2013-14 to 


2014-15.   


 


 


7. Main Risk Areas 


The key financial risks and a worst case position adopted as follows; 


Primary Care – unfunded risks total £15,935k  


 GP Appraisal and revalidation  £1,000k 
£1.2m underfunded from original baseline exercise, less £0.2m added in investments 


 


2014/15 - Public Health


Screening - 


Non Cancer


Screening - 


Cancer


Immunisation 


and 


Vaccination


Health 


Visiting


Family 


Nurse 


Partnership


Child Health 


Information 


Systems


Total 


Application 


of Funds


£'000 £'000 £'000 £'000 £'000 £'000 £'000
2014/15 Forecast Exit Run Rate                


(underlying position) 5,500 14,323 11,922 45,436 3,035 2,269 82,485


Gross Provider Efficiency -220 -573 -1,817 -121 -91 -2,822


Inflation 138 358 1,135 75 57 1,763


Activity Growth ( Demographic) 0


Activity Growth ( Non-Demographic) 0


Non Activity Related Cost pressures 1,212 254 160 1,626


Net QIPP 0


Investment (Non-QIPP) 650 2,057 1,256 3,963


Other - Reserve 350 350


Sub total Recurrent 5,418 15,320 13,176 46,811 4,245 2,395 87,365


0.5% contingency - Public Health 424 424


Application of NR Allocation/Pass-through 0


Investment 0


Net QIPP 0


Other Non-recurrent cost pressures 60 60


Sub total Non-Recurrent 0 0 0 424 0 60 484


Total - 2014-15 Plan 5,418 15,320 13,176 47,235 4,245 2,455 87,849


2013/14 2014/15 % change


£000's £000's £000's


Resource 79,231 87,858 10.90%


Application 81,838 87,849 7.30%


Surplus/(Deficit)              £ -2,607 9


% -3.3% 0.0%


Public Health Summary







 Demographic Growth - £2,700k 
ONS data states 0.8% we have assumed 0.3% in line with 13/14 growth 


 


 NHS Property services - £1,178k 
Difference in cost based on actual invoiced levels in 2013/14 vs budget available in 14/15. Cost in line with 
allocation has been assumed. However early indications from NHSPS are that the actual charges in relation 
to property subsidies and void space, will increase for the Area Team and decrease for CCGs. Further 
analysis is being provided by NHSPS on this. We are awaiting figures on CHP figures for 14/15. This risk 
could increase 
 


 GP IT £2,824k 
Unfunded pressures based on fair shares basis of allocation and commitments, whilst this is a CCG issue, it 
has potential for representing a pressure to NHS E budgets if CCGs will not recognise the reduced level of 
funding to be delegated to them.  
 


 Implementing the Primary Care Strategy £2,426k 
 


o Closing the Health Inequalities gap for Greater Manchester - £500k 


o Improve Dental access - removed from plans £800k 


o Demonstrator schemes continuation (beyond 30th September) - £1,126k 


 


 Premises investments – £843k 
 
Capital has been identified for grants in relation to developments and improvements which could be 
accessed. However the rent revaluation and additional rateable values for non domestic rates, water rates 
will see recurrent costs increase. So no schemes unless CPO can be progressed. High reputational / 
political risk with GPs 
No premises investments to meet estate / strategic need - £600k 


 


 Under delivery of QIPP £1,964k 
QIPP targets have been set for GP services, Pharmacy and Ophthalmic. The main risks to delivery are 
timescales, capacity and possibly the overstating of the financial level of savings anticipated in each year.   


   


 Dental Income  £1,000k 


Risk that assumed dental income does not materialise 


 


 Pharmacy Income £1,500k 


Risk that income from prescriptions does not materialise 


 


 Enhanced services £500k 


 


Risk that the level of enhanced services delivered increases in line with primary care strategy growth 


Secondary Care Dental – unfunded risks total £295k 


 Demographic Growth - £170k 
ONS data states 0.8% we have assumed 0.45% 
 


 Under delivery of QIPP - £125k 
QIPP targets have been set for a dental referral management scheme. There is minimal risk to achieving 
this QIPP target 
 


 Contract validation 
Ensuring all charges are made correctly and challenging within flex / freeze timescales. 







 


 CQUIN  
Ensuring CQUIN is monitored and that any underperformance is recovered from providers   


 
Public Health – unfunded risks total £3,059k 
 


 Tariff deflator - £400k 
Pressure from providers not agreeing to the value of the deflator. 


 


 School based childhood flu pilot - £203k 
There is a risk that no further allocations will be received. 


 


 Immunisations and Vaccinations - £1,304k 
This relates to costs which were not fully funded in the baseline exercise. 
 


 Child health information systems - £500k 
This relates to costs which were not fully funded in the baseline exercise. 


 


 Diabetic retinopathy - £652k 
This relates to costs which were not fully funded in the baseline exercise (£388k) and the potential 
investment for a common pathway to be developed for diabetic eye (£264k). 


 


 CQUIN 
Ensuring CQUIN is monitored and that any underperformance is recovered from providers. 


 
 


8. Use of Contingency 


 


Primary Care 


A contingency of £3,180k has been set aside in primary care, this will be required to fund pre-existing 


commitments to Demonstrator Schemes of £740k and revalidation funding of £1,000k. 


To fund small increases in premises costs as a result of grants given to meet CQC, safety and DDA compliance. 


 


Secondary Care Dental  


A contingency of £254k has been set aside in secondary care, which may be called upon to fund any excess in 


activity charged or commitments within primary care dentistry. 


 


Public Health 


A contingency of £424k has been set aside; this would initially be used to mitigate any risks that materialise.  


 


9. QIPP 


£2.1m of QIPP schemes have been included in the financial plan, which should realise cash releasing savings in 


year.   


We continue to review QIPP opportunities to identify further savings which could be used to contribute to the 


£2m requirement but we have notified region of the difficulty in doing this. 


However a further list of potential schemes has been generated as potential areas to consider towards the 


£2m required surplus; the risks and practical implications of these areas are being worked through.  


The list of actual and potential QIPP schemes is included in Appendix 1. 


 


10. Conclusion 


 


Primary Care 


We have not been able to set aside any investments to meet the primary care strategy, this includes 


continuation of the demonstrator sites, the forerunner to challenge fund, and baby teeth do matter. No 







investments have been set aside for the recurrent and non recurrent costs of capital investments in premises 


so these cannot proceed unless funding is found elsewhere e.g. Healthier Together, CCGs. 


 


Secondary Care Dental  
We have not been able to set aside any investments to meet the primary care strategy and although we are 
reporting a higher surplus than required (1% would be £0.5m for secondary care dental) of £3,194k, this 
position ensures that overall direct commissioning achieves the required level of surplus. 
 
Public Health 
Resource has been set aside to meet national priorities and a reserve of £350k has been available to fund the 
pharmacy flu programme. If risks did materialise at the level reported there is no surplus resources other than 
the contingency. 
 
The table below shows the Source and application of funds summary for Direct Commissioned Services with 
the planned surplus of £11,435k, and after deduction of the worst position on risks of £19,289, this leaves a 
deficit of £7,854k. Clearly much more work need to be done to ensure that the commitments are robust and 
on risk mitigation, therefore this is the worst case position and further iterations will provide a likely and best 
case position.  
 
In addition the Area Team is being required to deliver an additional £2m surplus so these figures are expected 
to be revised again. 
 


 
 
The analysis below shows the surplus required based on planning assumptions of £7.8m and the amount 
required to be shown in surplus in relation to ‘surplus’ funds from the DDRB settlement. The Area Team has 
contributed slightly more but is required to deliver £13,435k. 
 


 
 
 
Reporting by Locality 
The budgets for 2014/15 have been set with regard to funds available and contractual commitments across 
Greater Manchester; any decisions to commit further funds are based on need and contractual obligations 
rather than on a locality basis. 
 
The Area Team has been able to write and produce a system generated  report on primary medical contract 
expenditure by former PCT locality in 2013/14, included at Appendix 2. The report will be updated to provide a 
further split down from PCT locality to CCG locality i.e. Manchester locality.  There are some areas were 
expenditure hasn’t been identified to individual GP practice on the ledger, which are shown as non CCG. 


Primary 


Care


Secondary 


Dental


Public 


Health Total


£000's £000's £000's £000's


Resource 639,781 50,727 87,858 778,366


Application 631,549 47,533 87,849 766,931


Surplus/(Deficit)       £ 8,232 3,194 9 11,435


% 1.3% 6.3% 0.0% 1.5%


Key Net Risks 15935 295 3059 19,289


Risk Adjusted Surplus / (Deficit) -7,703 2,899 -3,050 -7,854


Direct Commissioning Summary


Summary Of Surplus


£000's %


Plan Surplus 1% 7,784


DDRB requirement 3,547


Addit share of £120m 104


Plan Surplus Submitted 11,435 1.5%


Additional Required 2,000 0.3%


Surplus Required 13,435 1.7%







 
 
Whilst it has been possible to provide this on primary medical spend, the ledger system coding doesn’t enable 
the Area Team to do the same analysis for other contractor areas.  
 
 


11. Recommendation 
 
The Executive Team is asked to; 


 support the approach and agree the budgets set 


 recognise the risks and support the management and mitigation of them during the year   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 
 
 
Appendix 1 
 


 
 
 
 
 
Appendix 2 Greater Manchester Primary Medical Services Locality Report 2013/14 
 


 
 
 
Name: Claire Yarwood 
Title: Director of Finance 
Date 23rd May 2014 


Direct Commissioning QIPP Schemes


As per  


Financial 


Plan


Potential 


Additional 


Schemes 


PYE 14/15


Potential 


Additional 


Schemes FYE
£000s £000s £000s


Primary Medical Medical
·      APMS rebase contract on current year performance 700
·      APMS disperse contracts <2000 at contract end date 493 1,779
·      APMS new contract procurement 0 2,357
·      Premises costs review 100
·      PMS OOH deduction 456
·      PMS Review 1/7th of PMS premium 508
·      PMS Review - serve notice to return to GMS 1,096 3,879
·      Review of enhanced services -violent patients 50
·      Enact Budgetary Discretion in Premises Directions ie no uplift on 1314 prices 513 513


Occupational Health - restrict to GPs 32 32


Pharmacy
·      De-commissioning CPS 113
·      MUR overclaim/PPV 25
·      Pre-payment expired fees 2


Optometry
·      Reconciliation of terminated GOS claims 5
·      GOS4 spare pair authorisation process 5


Secondary Dental Referral Management Scheme 125


Total 2,089 2,134 8,560


CCG Locality


GMS 


Contracts


PMS 


Contracts


APMS 


Contracts QOF


Direct 


Enhanced 


Services


Premises 


Reimburse


ments and 


Costs


PCO 


Administer


ed Funds


NHS 


Property 


Services 


Costs GP IT Total


£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s


Wigan 11,654 8,442 4,226 5,707 1,411 2,158 1,005 34,602


Bolton 8,082 11,621 4,391 4,975 1,094 2,231 859 33,253


Bury 6,933 5,421 1,678 3,195 835 631 602 19,295


HMR 7,069 7,571 2,051 3,749 1,202 1,673 914 24,230


Manchester 28,415 10,432 4,285 8,271 1,664 4,845 1,965 59,878


Oldham 9,193 6,683 3,391 3,891 1,389 1,612 734 26,892


Salford 10,902 6,081 2,142 4,432 1,106 2,500 772 27,934


Stockport 8,789 10,640 0 5,030 1,484 1,865 1,149 28,958


T & G 11,781 3,401 2,295 4,200 1,166 2,078 782 25,701


Trafford 9,095 6,060 1,527 3,846 1,049 2,500 903 24,980


Non specific 436 5 0 0 5,516 11,279 115 11,761 10,877 39,989


Total 112,349 76,355 25,987 47,298 17,916 33,371 9,798 11,761 10,877 345,712
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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 M Chidgey 
Update: this report has not yet been received 
from the lead commissioner  


010514 Actions Arising 
To share with the members the outcomes of 
the review of the CCG’s capacity 
 


71/14 9 July G Mullins 


020514 CAMHS Health and Wellbeing Scrutiny 
Committee Review Final Report 
For the Governing Body to respond to the 
report 
 


73/14 9 July G Mullins / M Chidgey 


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 M Chidgey 


NHS Stockport Clinical Commissioning Group  
9 July 2014  
Item 4 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


040514 Strategic Performance Report 
To bring an update on the integration work 
 


75/14 11 June 
9 July 


G Mullins / D Jones 
Update: this is included within today’s business 
cases 
 
 


050514 Reports of the Locality Council Committee 
Chairs 
To meet with the Marple and Werneth 
members to understand better their concerns 
 


77/14 9 July R Gill 


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 


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: this is deferred until September as our 
August meeting has been cancelled 


090514 Report of the Chief Operating Officer 
To update the members on the topic of co-
commissioning 
 


80/14 9 July G Mullins 
Update: this is included in today’s Chief Operating 
Officer’s Report 
 


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 
Update: this has been deferred until September 
as our August meeting has been cancelled 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


020614 Quality Report 
To review the TIA performance figures 
 


102/14 9 July M Chidgey 


030614 Report of the Chief Clinical Officer 
To bring a proposed model for primary care 
 


106/14 8 October R Gill 


040614 Report of the Chief Operating Officer 
To bring a ‘deep dive’ report on emergency 
department 
 


107/14 9 July G Mullins 
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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 - April 2014 


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


This report covers the key performance indicators required of CCGs at a national and NHS Constitutional level. National measures do not cover the 
totality of the performance issues people experience. Local issues of concern will be covered in the Quality & Provider Management Committee's issues 
register. 


Over the past month the key performance issue continues to be Stockport NHS Foundation Trust's performance on the 4 hour ED target. Stockport NHS 
FT has now failed to meet this NHS Constitutional target for 8 years, failing 10 out of the last 12 quarters, including the last 8 consecutive quarters. 


Referral to treatment times (RTT) are currently a high profile issue. The requirement by NHS England for all CCGs to clear the backlog over the next two 
months will mean a short-term deterioration in performance; however this will put us in a much better position going forward and will be particularly good for 
those patients on waiting lists. 


The Stockport economy continue to make good progress on C Difficile and anticipate that this will continue. 


Cancer standards are, in the main, being achieved, however this continues to be a risk area, which will need to be monitored closely by the Governing 
Body. 


Work has been undertaken to improve internal processes for managing Freedom of information requests and improvements have been seen in our 
performance. 


Work is currently underway to assess our internal processes for managing complaints. In particular, a review of systems to ensure that complaints are dealt 
with in the required timescale, and training for managers. 


Finally, I am pleased to report that the CCG's staff sickness levels remain low - a testament to the dedication of our staff. 


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


93.1 92.3 90.3 91.5


...


...


...


...
4 
...


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


97.2 96.9 96.3 95.7


...


...


...


...
4 
...


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


96.1 95.3 94.5 93.8


...


...


...


...
4 
...


Number of patients waiting 
more than 52 weeks


3.0 0.0 5.0 4.0


...


...


...


...
4 
...


Cancelled Operations 0.0 0.0 2.0 1.0


...


...


...


...
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


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


90.8 91.5 91.6


...


...


...


...
4 
...


95.8 95.5 95.9


...


...


...


...
4 
...


93.7 94.2 94.3


...


...


...


...
4 
...


2 2 2


...


...


...


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


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


90% 85% Monthly
Quarter 
actual


While we are meeting our 


targets at an aggregate level, 


there are some performance 


risks at a speciality level. 


...


...


...


...
4 
...


95% 90% Monthly
Quarter 
actual


NHSE have asked economies 
to submit plans to reduce 
waiting lists at a faster rate 
than originally planned.


...


...


...


...
4 
...


92% 87% Monthly
Quarter 
actual


NHSE acknowledged that this 
is likely to result in reduced 
performance over July - 
August.


...


...


...


...
4 
...


0 10 Monthly
Last month 
in the 
quarter


Issue raised with the FT at 
Performance meeting. They 
will undertake a root cause 
analysis of all cases over the 
past 6 months and develop a 
rectification plan.


...


...


...


...
4 
...


Quarterly
Quarter 
Actual


...


...


...


...
4 
...


Daily 
during 
Winter


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


Details
Operational 
Standard


Lower 
Threshold


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


99.8 99.7 99.7 99.6


Diagnostics - Last Four Full Quarters
Name of NHS Constitutional 
Indicator


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


99.7 99.6 98.5


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


99% 94% Monthly
Quarter 
actual


Failed one month due to an 
issue at SFT regarding access 
to MR scans. This has now 
been resolved - we anticipate 
the standard will be achieved 
from May onwards


Details
Operational 
Standard


Lower 
Threshold


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


93.7 93.9 94.7 91.6


...


...


...


...
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


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


89.4 93.2 92.9


...


...


...


...
4 
...


0 0 0


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


95% 90% Weekly
Quarter 
actual


See separate paper


...


...


...


...
4 
...


0 0


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


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary


...
...
- 
...
2 
...
...
...
...
...
...
...
...
...
...


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


95.3 96.2 96.5 96.5


...
...
- 
...
2 
...
...
...


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


95.4 94.7 96.6 96.1


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


Q1 Q2 Q3 Q4


...
...
- 
...
2 
...
...
...
...
...
...
...
...
...
...


97.6 96.3 94.5


...
...
- 
...
2 
...
...
...


95.5 94.0 92.4


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...
...
- 
...
2 
...
...
...
...
...
...
...
...
...
...


93% 88% Monthly
Quarter 
actual


...
...
- 
...
2 
...
...
...


93% 88% Monthly Quarter  
actual


10 breaches out of 131 
patients - all at SFT. 9 
categorised as patient 
choice and one clinic 
cancellation.  Achievement 
of this standard is through 
improving processes rather 
than increasing capacity. 


Details
Operational 
Standard


Lower 
Threshold


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


97.7 98.9 97.3 98.6


...


...


...


...
4 
...


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


97.7 100.0 100.0 98.7


...


...


...


...
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


99.2 100.0 100.0 100.0


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


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


99.2 98.9 99.2


...


...


...


...
4 
...


100.0 96.7 100.0


...


...


...


...
4 
...


100.0 100.0 100.0


...


...


...


...
4 
...


100.0 100.0 100.0


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


96% 91% Monthly
Quarter 
actual


Target achieved but future risk 
remains


...


...


...


...
4 
...


94% 89% Monthly
Quarter 
actual


Small numbers


...


...


...


...
4 
...


98% 93% Monthly
Quarter 
actual


Small numbers


...


...


...


...
4 
...


94% 89% Monthly
Quarter 
actual


Small numbers


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary


...


...


...


...
4 
...


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


88.0 90.4 80.8 83.4


...


...


...


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


97.4 100.0 88.2 92.0


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


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


87.8 88.6 86.9


...


...


...


100.0 100.0 90.0


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


85% 80% Monthly
Quarter 
actual


Target achieved but future risk 
remains.


...


...


...


90% 85% Monthly Quarter  
actual


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary
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...
4 
...


...


...


...


...
4 
...


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


86.9 82.9 80.4 83.3


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


Q4


...
4 
...


...


...


...


...
4 
...


100.0 93.8 84.2


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...
4 
...


...


...


...


...
4 
...


None set None set Monthly
Quarter 
actual


No operational standard set


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary


...


...


...


...
4 
...


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


77.5 75.5 72.8 75.9


...


...


...


...
4 
...


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


80.1 77.7 74.7 76.5


...


...


...


...
4 
...


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


96.5 95.4 94.8 96.2


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


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


75.3 75.3 75.7


...


...


...


...
4 
...


76.0 75.4 75.3


...


...


...


...
4 
...


96.4 96.3 96.2


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


75% 70% 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


...


...


...


...
4 
...


75% 70% Monthly
Quarter 
actual


Data not collected on a 
commissioner basis. CCGs 
will be allocated the overall 
performance of the ambulance 
trust that they are covered by.


...


...


...


...
4 
...


95% 90% Monthly
Quarter 
actual


Data not collected on a 
commissioner basis. CCGs 
will be allocated the overall 
performance of the ambulance 
trust that they are covered by.


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary


...


...


...
Minimise breaches 0.0 0.0 1.0 1.0


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


Q1 Q2 Q3 Q4


...


...


...
0 0 0


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...
0 10 Monthly


Quarter 
actual


Details
Operational 
Standard


Lower 
Threshold


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


97.1 95.6 97.5 94.2


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


Q1 Q2 Q3 Q4


..


.


......


...


...


...


...


93.8 90.0 88.2


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


..


.


......


...


...


...


...


95% 80% Monthly
Quarter 
actual


Performance for May has 
improved but it is likely that 
100% will be required for 
June  to achieve this quarterly 
standard.


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary
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...


...


...


...
4 
...


Incidence of healthcare 
associated infection (HCAI) i) 
MRSA


1 1 0 1


...


...


...


...
4 
...


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


32 25 17 11


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


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


1 0 0


...


...


...


...
4 
...


4 5 6


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


0 1 Monthly Monthly
One case at SFT is currently 
out to apportionment


...


...


...


...
4 
...


89 None set Annual Annual


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary


Last Four Full Quarters - Indicator RAG rating


Green - Performance at or above the standard


Red - Performance below the standard


Key


Last Three Months - Indicator RAG rating


Green - Performance at or above the standard


Amber - Performance between the standard and the lower


Red - Performance below the lower threshold
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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


95.3 100.0 95.0 100.0


...


...


...


...
4 
...


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


88.5 88.5


...


...


...


...
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


62.5 80.0 85.0 75.0


...


...


...


...
4 
...


Percentage of days lost to 
sickness


2.60 2.03 1.90 1.32


...


...


...


...


Percentage of established posts 
which are filled substantively


86.7 86.4 85.7 95.4


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


Q1 Q2 Q3 Q4


...


...


...


...
4 
...


100


...


...


...


...
4 
...


100 100 100


...


...


...


...
4 
...


88.5 88.5 88.5


...


...


...


...
4 
...


0 0 0


...


...


...


...
4 
...


0 0 0


...


...


...


...
4 
...


100.0 80.0 80.0


...


...


...


...
4 
...


0.84 1.32 2.45


...


...


...


...


84.5 92.5 92.5


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


...


...


...


...
4 
...


95% 90% Annual Annual


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


...


...


...


...
4 
...


95% 90% Monthly Monthly


...


...


...


...
4 
...


100% 95% Quarterly Quarterly
23 checks undertaken 
2 awaiting certificates 
1 employee to apply


...


...


...


...
4 
...


0 1 Monthly Monthly


...


...


...


...
4 
...


0 1 Monthly Monthly


...


...


...


...
4 
...


95% 50% Monthly Monthly


This is an internally set standard. 
The national requirement is to 
agree a timeframe for response 
with the complainant which the 
CCG is meeting.


...


...


...


...
4 
...


2.5% 4% Monthly Monthly


...


...


...


...


98% 95% Monthly Monthly
This Percentage is based on 
Actual FTEs / Budgeted FTEs


Details
Operational 
Standard


Lower 
Threshold


Collection 
Frequency


Reporting 
Period


Status / Commentary
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4 
...
...
...
...
...
4 
...


Percentage of on call directors up 
to date with EPRR training


100


...


...


...


...
4 
...


Emergency Preparedness, 
Resilience and Response Test 
Status


Green


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


Q1 Q2 Q3 Q4


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


100 100 100


...


...


...


...
4 
...


Green Green Green


Last Three Months
Feb 
2014


Mar 
2014


Apr 
2014


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


Annual Annual


...


...


...


...
4 
...


Annual Annual


There is an exercise on 3 
September at Stockport to test all 
EPRR training with colleagues 
across the Stockport health 
economy.


Details
Operational 
Standard


Lower 
Threshold


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.  (30/06/14) 


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


Chidgey, 
Mark


All material contracts will be signed when SFT is 
completed. (30/06/14)


...
 PF03 Provider 


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


Chidgey, 
Mark


Market entry and exit will never be a trivial issue. 
As a CCG we do not carry a higher risk of this 
than other CCGs. (30/06/14)


...
 PF04 Demand 


Management
ED attendances / GP admissions are 
above planned levels


Roberts, 
Roger


Admissions: The CCG is in discussions with 
practices about the best way of using additional 
investment to create reductions in admissions. 
This is likely to be in the form of increased 
capacity in general practice to maximise the 
management of people with long-term conditions 
including those in care homes. (27/06/14)


...  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. 
(30/06/14)


...  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 expertisse from 
GMCSU. This mitigates risk on processes but not 
decision making in choosing the process. 
(30/06/14)


...  PF07 Service Reform


The CCG's Service reforms negatively 
impact our providers' ability to deliver 
against performance standards. (Scope: 
Service reforms could negatively impact 
providers in a number of ways. For 
example, they could remove activity 
thereby reducing income resulting in 
providers potentially reducing capacity 
and therefore potentially compromising 


Jones, Diane


Outpatient reform: work to date has focussed on 


reducing waiting lists to enhance performance so 


this risk remains low. However, plans are being 


developed with the FT to reduce relective activity 


on a larger scale. Such plans are being developed 


in collaboration with the FT and will identify both 


risks and mitigating actions to minimise any 


potential negative impact on performance.  


Proactive care: The programme aims to reduce 


Performance Risks
Drill 
Down


Risk Description
Directorate 
Lead


Q1 Q2 Q3 Q4 Horizon Events Status / Commentary


Page 11 of 12







performance. Alternatively, changes may 
be required urgently but the pace of 
implementation may be too slow, 
impacting on providers' performance.)


non-elective activity which would impact on 


income for the Trust but should release resources 


to improve efficiency in ED and Medicine. Once 


again solutions will be co-produced to minimise 


negative impact. (03/07/14) 


...  PF08 Reconfiguration


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


Mullins, 
Gaynor


HT consultation 
Summer 2014


HT Options going out to consultation should 
support improved viability and performance 
(30/06/14)


...  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. (30/06/14)


...  PF10 CIP
Our providers' Cost Improvement Plans 
impact negatively upon service delivery


Chidgey, 
Mark


As the level of unidentified CIP is high then there 


is a significant risk either to SFT financial risk or 


service delivery. The Foundation Trust has been 


notified and a plan requested.(30/06/14) 


...
 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. (30/06/14)


Performance Risks
Drill 
Down


Risk Description
Directorate 
Lead


Q1 Q2 Q3 Q4 Horizon Events Status / Commentary
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Executive Summary 
 


Business Case Covering Paper 
A covering paper placing the three 
business cases being presented in 
the context of the Stockport Economy 
Strategic plan. 


 
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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What decisions do you require of the Governing Body? 
Support for the business cases 
Agreement to the procurement proposals 
Agreement to the use of recurrent and non-recurrent funding  
Please detail the key points of this report 
This paper outlines the strategic plan for the Stockport Health Economy and 
the place of the three business cases being presented within this 
framework. 
What are the likely impacts and/or implications? 
The business cases are key in the direction of development in the economy 
and the release of associated funding to achieve the stated strategic 
objectives. 
How does this link to the Annual Business Plan? 
The economy strategic plan is key to the achievement of the annual 
business plan. This paper introduces three business cases that make up 
part of the plan 
What are the potential conflicts of interest? 
The three business cases were presented to the Conflicts of Interest panel 
on June 24th 2014. The following comments were given regarding the 
potential conflicts and the procurement routes for each case. 
 
1.Draft business case for Anticipatory Care 
 
Conflicts of Interest: 
 
There is an inherent conflict for GPs in every option in the paper due to the 
nature of service change. 
 
The panel recommended that the GP members of the Governing Body 
express their conflict of interest but both participate in the discussions 
regarding this proposal and also are included within any voting unless the 
GP feels there is a specific and unique benefit to his/her practice. If any GP 
does identify such a specific and unique benefit to his / her practice then 
they should leave the room for both the discussion and voting.  
 
Procurement: 
 
The panel supported the creation of ‘option 5’ which would consist of an 
initial period of option 1 (to maintain existing providers for a time to be 
defined) and followed by either option 2, 3 or 4 to go to procurement. 
The panel suggested that this would reduce the risk of destabilising the local 
economy whilst allowing existing providers time to mobilise the new service, 
and minimise the risk of challenge against a decision not to go to 
procurement. 
 
2.Business case for General Practice Development 
 
Conflicts of Interest: 
 
There is a clear inherent conflict for GPs because the work would be going 
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to GP surgeries. 
The panel recommended that the GP members of the Governing Body both 
participate in the discussions regarding this proposal and also are included 
within any voting. 
 
Procurement: 
 
The panel believed that as the CCG is charged with promoting integration 
and delivering best quality care, and as it is in the best interests of patients 
that they are provided with service delivery by their GP, this should therefore 
should not go out to procurement. 
 
The panel believe that no other provider would have access to patient 
records to enable them to deliver this service. 
 
The panel noted that this recommendation is consistent with the previous 
recommendation regarding enhanced primary care. 
 
3. System Reform in Outpatient Services 2014/15 
 
Conflicts of Interest: 
 
There is an inherent conflict for all GPs. 
The panel recommended that the GP members of the Governing Body both 
participate in the discussions regarding this proposal and also are included 
within any voting 
 
Procurement: 
 
The panel felt that there were no issues with this as GPs should review their 
own patients, as any alternative would result in a more costly service 
provision. 
 
Where has this report been previously discussed? 
 
 
Clinical Executive Sponsor: Viren Mehta & Jaweeda Idoo 
Presented by:   Roger Roberts & Diane Jones  
Meeting Date:   9th June 2014 
Agenda item: 
Reason for being in Part 2 (if applicable)  NA 
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2014/15 Strategic Plan and associated business cases 
 


1.0 Purpose 
 


1.1  This paper aims to outline the 2014/15 strategic plan and the place the 
business cases for consideration at this governing body meeting in 
context and identify the role they play in the delivery of this plan.  
None of the business cases can sit alone and all are mutually 
dependent upon each other.  They therefore important to understand 
this context. 


 
 
2.0 Context 
 


2.1 The 2014/15 strategic plan has been agreed across the health and 
social care economy and aims to achieve the financial stability that is 
required by all partners.  The financial situation faced by all members 
of the economy is significant and the only way in which it can be 
addressed is through all parts of the system working together.  This 
will be further supported by the South Sector and Healthier Together 
hospital reorganisation under consideration. 
 
 


3.0 Background/Introduction 
 


3.1 The economy plan is made up of four key parts.  These are all linked 
and relate to each other.  There are objectives identified for each as 
described in the aims under each programme.  Please see the 
programmes in Appendix 1 


 
3.2 The programmes are coordinated by the portfolio office that is jointly 


funded by all of the members of the economy. 
 


3.3 Each programme (i.e. proactive, elective etc.) is managed by a 
programme team made up of members from all parts of the economy, 
who are responsible for achievement of the outcomes.   


 
3.4 The projects listed are those currently identified and where appropriate 


they are included in the investment plans.  It should be noted that 
whilst a series of projects have been identified the programme 
management teams may find it necessary to change them to realise 
the required benefits in the time available.   


 
3.5 The three projects that are the subjects of the business cases are 


underlined in the Table in Appendix 1.  
 


4.0 Recommendations 
 


4.1 Members will have other opportunities to review the economy strategic 
plan and are asked to consider the three business cases and confirm 
support for them. 


 
Roger Roberts & Diane Jones                                 July 2014
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Appendix 1 The Four Economy Transformation Programmes  
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Prevention 


Aim: 
To increase the proportion of 
the population who take steps 
to improve their lives; and 
increase the proportion of the 
population who have taken-
up all offers of screening and 
health protection 


Projects: 
Every Contact Counts 
Lifestyle Service Pathway 
Screening uptake 
        COPD, Cancer, AF,   
        Hypertension     
 Immunisation uptake 


Aim: 
To strengthen community 
capacity and improve the 
health literacy, service quality, 
and outcomes of care for 
people such that fewer people 
will require same-day (urgent) 
care 


Projects: 
People Powered Health 
Proactive Care Pathway 
Care Home Support 
Remodeled General Practice 
Falls Service 
LTC Pathways 


 
Proactive 


 
Urgent  


Aim: 
To improve the quality, 
timeliness and clinical cost 
effectiveness of the urgent 
care system such that people 
avoid hospitalisation and/or 
return “home” more safely 
and more quickly.   


Projects: 
Integrated Front-End 
Community-based stabilisation 
services 
Ambulance Service 
Reduced LOS 
Reformed ACS Pathways 


 
Elective  


Aim: 
To improve outcomes and the 
quality of patient experience 
whilst reducing the number of 
planned episodes of care and 
the average cost per episode. 


Projects: 
GP referrals 
Outpatient reform  
Revised Pathways and 
thresholds 
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Compliance Checklist:  


 
 
 


 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


Documentation  Statutory and Local Policy 
Requirement 


 


Cover sheet completed Y / N Change in Financial Spend: Finance Section 
below completed  


To follow 


Page numbers  Y / N Service Changes: Public Consultation 
Completed and Reported in Document  


n/a 


Paragraph numbers in place Y / N 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 


Y / N 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining Y / N Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 
Y / Na 


  Any form of change: Risk Assessment 
Completed and included  


n/a 


  Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document 


Y / N 
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Business Case  
Proactive Care Programme  
 
 


 
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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1. Scheme Summary 
 
1.1 Strategic Drivers:  
 
Stockport health and social care economy is committed to significant reform to 
ensure a sustainable, affordable and person centred service for the future. 
With an ageing population and increasing numbers of people living longer with 
multiple long-term conditions, set against the backdrop of real term reductions 
in public spend, this means that the current health and social care delivery 
model is unsustainable. The scale of the change required is such that radical 
reform is required.  
 
The purpose of this business case is therefore to outline the options for 
reforming services for people with long term and complex needs to provide 
cost effective, patient focused care for the future.  
 
The proposed changes represent a significant reform to the local health and 
social care system.  Similar changes are being implemented across the 
country some of which are showing significant benefits. This business case 
proposes an additional investment of £1,935,000 in 2014/15 and a recurrent 
additional investment of £4,342,000 from 2015.  This investment is set against 
predicted savings of approximately £15,100,000.  
 
1.2 Summarise the key dimensions:  


 
The aim is to reform the health and social care available to people by creating 
capacity within primary and community settings and manage people without 
the need for unnecessary hospitalization resulting in a more affordable person 
centered system that is sustainable in the future.  


 
This will focus on the delivery of a proactive approach to managing people 
with long term and complex needs that is built around general practice and 
includes an integrated health and social care service that is multi-
disciplinary and multi-agency. This team will consist of health and social care 
professionals such as community nurses and social workers as well as 
support from the voluntary sector to ensure that the holistic needs of people 
and their carer’s are understood and managed. The reformed system will 
ensure that people who live in care homes are managed in a more integrated 
manner and will also deliver integrated end of life care to support people to 
die in their preferred place of death.  
  
The integrated primary care team will need access to a range of specialist 
services that may include consultant outreach into community settings as well 
as improved access to services such as rapid response to minimise the 
number of people presenting at hospital and increased access to 
psychological therapies to ensure that low level mental health needs are 
managed and do not escalate.  
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The anticipated benefits of the reforms are a significant reduction in the 
number of people unnecessarily accessing secondary care services, in 
particular via the emergency department, leading to substantial financial 
savings. Some of the financial savings will then be used to fund the expansion 
in capacity and services required within local communities. Benefits to people 
and their carers will include a reduction in the frustrating defragmented 
approach people with multiple long term conditions and or complex needs 
often receive. Further benefits are improved integrated support to people and 
their carers to die in the place of their choice, better support for people living 
in care homes and integrated care records to reduce duplication.  
 
The reformed system will be based on an integrated care plan that is co-
produced with the person and their carer to ensure that the care provided 
meets the holistic needs of the person taking a view that it not just focussed 
on medical needs but also reflects a person’s social needs which often impact 
on their health and wellbeing.  


 
2. Strategic Outline Case  


 
2.1 Summary. 
 
The economic downturn has led to a reduction in public sector funding in real 
terms at a time when demand for services is increasing. This, combined with 
a population that is living longer with more people with multiple long term 
conditions and complex needs, alongside rising public expectations, 
availability of new technologies and increases in the costs of providing health 
and social care services, places a requirement on the commissioners and 
providers of NHS and social care services to work together to find better ways 
of improving person centred care and experience whilst also delivering 
services more efficiently. 
 
2.2 The Problem Requiring Change:  
 
In Stockport, the over-hospitalisation of people whose needs could be 
managed in a primary or community setting is placing a financial burden on 
the health and social care economy that is unsustainable. Whilst Stockport 
has a strong and highly performing general practice system, there are few 
community based alternatives for people to access which often leads to 
people being seen in hospital. Fragmentation of services across health and 
social care often mean that people receive sub-optimal services and may feel 
dissatisfied with the care received. An integrated service based on an holistic 
care and support plan that has been co-produced with the person and their 
carer should lead to a clear agreement regarding the person’s expectations 
and care plan resulting in improved quality of care, improved patient 
experience and improved effectiveness of care plans. This should ensure that 
people are using the right services at the right time and no longer using 
expensive alternatives such as the emergency department unnecessarily 
leading to efficiencies within the health and social care system itself. Radical 
reforms of the health and social care system in Stockport are therefore 
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required to minimize unnecessary demand on hospital services by developing 
robust alternatives based in the community.  
 
This business case proposes investment in the delivery of proactive care to 
those people with the most complex needs and long term conditions to enable 
these people to be managed, as far as possible, without the need for 
unnecessary hospitalization reducing the financial burden and improving the 
quality of care.  
 
2.3 Strategic Context:  
 
Within Stockport A&E attendance is unremarkable but A&E admissions are 
proportionately high. Based on average growth of 2.4% it is predicted that if 
demand continues unabated the non-elective system would cost more than £8 
million more by 2019.The CCG has therefore set out its plans to reduce non-
elective admissions by a minimum of 10,000 by 2019. Based on average tariff 
rates this relates to a saving of approximately £16 million.  
 
Alongside the reforms planned to the urgent care system and the remodelling 
of general practice the aim of the proactive care programme is to contribute to 
these reductions. Further data analysis indicates that the CCG is spending a 
much higher amount on some people than is within the CCGs funding 
allocation.  
 
From its total allocation of approximately £320 million for its adult population 
the CCG receives approximately £30 million for the cohorts of people who are 
at a high and very high risk of being readmitted to hospital. This means that 
9% of the funding available is meant to treat to 3% of the population. Per head 
this averages £3,194 for people aged 65+ compared to £833 per head for 20-
64. However, the annual cost per head for elective, non-elective, A&E and 
Out Patient activity for all patients, adults, and patients aged 65+, who are in 
the high and very high risk cohorts, is roughly the same at around £5,200. 
Therefore the system is spending far more on this cohort than is allocated. 
This is due to the fact that people in these cohorts are overly reliant on 
hospital based services which is often a result of the lack of alternative care 
options within a primary or community setting. If the system remains as it is 
today with a population that is living longer demand on the urgent care system 
will continue to grow and become more and more unaffordable.  
 
Investing in an integrated out of hospital health and social care system will 
ensure that people with long term conditions and social care needs will have 
access to appropriate care in their own home.  This will help them to manage 
their condition without the need for hospitalisation as far as possible, including 
people who live in care homes and those who are on end of life care 
pathways. 
 
Stockport Metropolitan Borough Council (the Council) is also currently facing 
a very challenging financial landscape. The Council faces year on year 
reductions in resources of 9.8% in 2014/15 and 14.1% in 2015/16 and this 
level of resource reduction is expected to continue at least for another two 
years. At the same time, the Council is experiencing significant demand led 
pressures across social care.  
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Up to now the Council has made incremental increases in Adult Social Care 
budgets to respond to increasing demographic pressures. However, the level 
of resource reduction forecast for 2015-2017, coupled with existing spending 
pressures; including those on adult social care, require the Council to identify 
savings of in the region of £40m. A new delivery model on integrated social 
care and health is a key component in ensuring the CCG and the Council can 
develop a sustainable financial position and deliver priorities. 
 
 
Across the country many health and social care economies have implemented 
integrated health and social care services for people to reduce the demand on 
the urgent care system by delivering integrated proactive care for those 
people with multiple long term conditions and or complex needs. Evidence 
suggests that significant reductions in non-elective demand can be achieved if 
community based alternatives are offered.  
 
2.4 National and Local Drivers for Change:  
  
Data analysis indicates that a high proportion of unplanned admissions to 
hospital are recorded as being related to long term conditions. As Stockport 
has an ageing population and people are living longer this will have an 
increasing impact on the use of services in the borough. Older people have 
greater health needs and whilst they represent 18% of the population, they 
account for 36% of all inpatient admissions, 40% of all emergency admissions 
and 23% of all attendances at the emergency department (2011/12). Older 
people account for 70% of referrals to adult social care, 62% of those 
receiving services from adult social care and 65% receiving intensive home 
support (2010).  
Nationally, health and social care economies such as Barking and Dagenham 
and Torbay have developed models of integration (Imison, C, Thompson, J, 
Poteliakhoff, E, 2012, King’s Fund, 2012, Bardsley, M, Smith, J, Car,J 2013). 
They have shown some success in developing stronger community based 
models of care and reducing demand on hospital services, in particular by 
reducing non-elective admission.   
 
Torbay NHS Trust was one of the sixteen national integrated care pilots to 
implement integration of health & social care.  Evidence from a review 
undertaken by the Kings Fund shows that the impact of integration of health 
and social care was to reduce bed days by 24% for those aged 65+ and 32% 
for people aged 85+. Alongside this delayed transfers of care were reduced to 
a negligible number and there were 144 fewer patients requiring long term 
residential care. Barking and Dagenham also successfully implemented an 
integrated care programme with 132 GP Practices resulting in 1,300 people 
with care plans in place. Early indications reported a marked reduction of 15% 
of A& E admissions for COPD, a 9% reduction in length of stay and a 
substantial reduction in long term residential care. 
 
It should be noted that whilst there is a national drive to pursue integrated 
models, the evidence base is not robust and there is not a single model or 
definition of integration.  
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2.5 Strategic Fit:  
 
The proposals for change within this programme are directly aligned to the 
CCG’s objectives, principles and values.  The proactive care approach aims 
to support the management of people within the community, thus reducing 
unplanned episodes and admissions to hospital.  The programme will improve 
the quality of life for people with long term conditions by increasing access to 
health literacy and psychological support. The implementation of a service 
that will support the people with long term and complex needs aims to deliver 
care and support differently within primary care with GPs central to the 
management of these people.    
 
2.6 Objectives:  
 
The key objectives for the delivery of the proactive care programme are 
described in table 1 below. 
 
Table1: Objectives and Measures  
 


Target 
Population 


Objective Measures 


High and Very 
High 
Risk of 
Readmission 


All adults regardless of place 
of residence (be it care home 
or own home) with multiple 
long-term condition and or 
complex social care needs 
identified by the MDT will 
have a care plan and 
coordinated integrated health 
and social care support in a 
non-hospital setting so that by 
March 2019….. 


1. There are 6,700 fewer 
admissions through the 
urgent care system  
 
2. 3% of people report 
feeling supported 
 
3.Demographic pressures 
on permanent residential or 
nursing home care are 
contained within 758 per 
100,000 population 
 
4.There are 175 more 
people dying in their normal 
place of residence   


Moderate  
Risk of 
Readmission 


All adults regardless of place 
of residence (be it care home 
or own home) with a long-term 
condition and or social care 
need with a risk of escalation 
as identified by any member 
of the MDT will be supported 
to manage their own condition 
and maintain their 
independence so that by 
March 2019….. 


1. There are 4,000 fewer 
admissions through the 
urgent care system  
 
2. 3% more people report 
feeling supported 
 
3.10% fewer high intensity 
social care packages  
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1.3 Constraints & Dependencies:  
 


The proactive care reform programme will be dependent upon whole system 
changes which are not in the scope of this programme. This includes the 
following: 
 


• The reform of the emergency department to ensure that people are not 
admitted unnecessarily; 


 
• The delivery of a rapid response service to ensure that more people 


can be maintained in their own home; 
 


• The development of care plans by GPs for the high and very high risk 
cohorts of people; 
 


• The creation of additional capacity in general practice to support 
people proactively.  This is referred to in the GP Development business 
case; 
 


• The development of a falls prevention service, which is in the scope of 
this programme but not within this business case;  
 


• Rapid access to low level psychological support;  
 


• Rapid access to diagnostic tests; 
 


• The development of a wider prevention approach that would apply to 
the whole population but with a specific focus on risk factors and risk 
groups, alongside protective factors including the benefits of active 
community level support; 
 


• The development of an approach to support patient activation and 
increased self-management; 
 


• Increased access to screening and prevention services; 
 


• The use of innovative technological solutions to support people with 
long term conditions and complex needs; 
 


• Identification and funding of technological solutions. This business 
case assumes that all technological solutions required will be identified 
and included in a broader IM&T business case. Therefore these are not 
included in this case but are essential to the development of a 
proactive care service; 
 


• Adequate resources are available in other relevant services such as 
Specialist Palliative Care and that the Health and Wellbeing checks for 
the over 65 years are funded by the prevention programme; 
 


• Continuance of the Community Rehab Service. 
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The programme is part of a strategic relationship between the CCG and the 
Council as commissioners of health and social care and must therefore meet 
the strategic aims of both organisations as well as ensuring a sustainable 
provider market within Stockport  
 
2.8 Confirm the support of key stakeholders:  
 
In 2012 a mandate was agreed between partners including Stockport Clinical 
Commissioning Group (SCCG), the Council, Stockport NHS Foundation Trust 
(SNHSFT), Pennine Care NHS Foundation Trust (PCNHSFT) as well as other 
key stakeholders including local general practices and community and 
voluntary sector organisations including Age UK. The aim of the partnership is 
to collaborate and develop new ways of working and overcome the barriers 
between primary care, secondary care, physical and mental health services, 
community health and social care services to provide the right care at the right 
time in the right place. Since this time a number of pilot schemes have been 
operationalized by the partners and a programme of work is underway.  
 
In developing this business case a series of meetings and workshop have 
been undertaken both with the CCG commissioners, Local Authority Adult 
Social Care Team as a commissioner and with providers including the Council 
ASC team, Stockport NHS FT, Pennine Care NHS FT, Age UK, local GPs, 
FLAG, Richmond Fellowship and Disability Stockport. 
 
2.9 Strategic Options:  
 
In order to develop the options for reform in this area the population was 
stratified using the combined People at Risk of Readmission (PARR) tool. 
From a health perspective this is a commonly used tool freely available to the 
NHS that allows GP registered patients to be stratified into those at low, 
moderate, high and very high risk of readmission to hospital. Appendix A 
describes pen portraits of the people that are likely to be in each of the PARR 
categories to illustrate the differences between the cohorts. From a social 
care perspective this model is less helpful as it focusses on patients and 
assumes a medical need and does not reflect complexity of social care need. 
For planning purposes it has been agreed with economy partners that PARR 
can be used to give a broad view of the proportions of the population in each 
category, but that PARR will not be used to determine whether a person 
receives a particular level of intervention.  
 
Adult Social Care considers their client base in terms of a wider customer 
journey and have mapped out how, when and where services are accessed 
by people this is attached as Appendix B.  A breakdown of service spend for 
Older Peoples services are provided in Appendix C. 
 
Whilst for modelling purposes the PARR tool offers a useful approach to 
stratifying the population it is recognised that this does not fully reflect people 
with complex needs. Based on early modelling and discussions between 
health and social care commissioners and providers it is clear that individuals 
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are not static and move between different cohorts depending on changes in 
their conditions and effective management plans. Likewise people with 
complex needs can sit within all cohorts of the PARR tool. Therefore people 
with complex needs from all PARR cohorts would need to be included in the 
proposed model. 
 
Using data from November 2013 the combined PARR analysis of the adult 
population indicates the following proportions of people were within each of 
the cohorts: (see Table 2) 
 
Table 2: Parr categories and cohorts 


PARR Category Cohort size 
Very High 1,832 
High 4,679 
Moderate 14,331 
Low 218,450 
Total 239,292 


 
Using age as a broad proxy for complexity indicates that the cost per head 
increases for those people who are at greater risk of readmission to hospital. 
(see Table 3) 
 
Table 3: Cohort Cost per Head of Population (Health only) 
Category Age Total Number Cost per head Total Cost 
Very High 85+ 1,832 2,884 5,284,263 
High 80-84 4,679 1,964 9,188,359 
Moderate 65-69 14,331 1,049 15,032,626 
Low balance 218,450 642 140,313,853 
 
Thus, delivering alternative models of care aimed at managing the relatively 
low numbers of people in the higher levels of the PARR model have a higher 
potential to reduce cost.  Table 4 below describes the potential deflections 
that could be achieved by investing in an out of hospital based system. These 
deflection rates were developed by a group of clinicians within Stockport. This 
assumes that the people in the high and very high risk cohorts are proactively 
managed and that three quarters of these people could therefore be 
maintained without the need for hospitalization. The deflection assumptions 
assume that people in the moderate category have access to a range of 
primary and community based services and are supported to self-manage 
their condition where this is possible and that whilst slightly fewer are 
engaged with the system a significant proportion can be managed outside of a 
hospital setting. The table assumes that the largest groups of people, those in 
the low risk group, are less likely to be deflected from the system.  
 
It must be noted that to achieve these levels of deflection wider system 
changes that are not in the scope of this paper must also be established such 
as the reform of the emergency department, delivery of a falls prevention 
service, provision of rapid access to IAPTs and delivery of a robust rapid 
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response service. The savings indicated in table 4 are based on full tariff as a 
broad brush assumption.   
 


Table 4: Anticipated Scale of Deflection from Whole System Changes 
 


PARR 
Category 


Cohort 
size 


Engagement 
Rate 


Deflection 
Rate 


Combined 
Rate 


Cost 
Savings 
 


Very High 1,832 100% 75% 75% £7.6 
million 


High 4,679 100% 75% 75% £7.5 
million 


Moderate 14,331 80% 80% 64% £7.8 
million 


Low 218,450 10% 15% 1.5% £92,000 
Total     £23 


million 
 
A range of options will therefore be explored including: 
 


1. Do Nothing 
2. Develop an improvement plan 
3. Implement reforms for the very high risk population 
4. Implement reforms for the high risk population 
5. Implement reforms for the moderate risk population  
6. Implement reforms for the low risk population 
7. Implement reforms for the very high and high risk populations 
8. Implement reforms for the very high, high and moderate risk 


populations 
9. Implement reforms for the whole population 


 
3. Economic Case  


 
The following sections describe the potential options for reform 
including the risks and benefits of each.  
 


3.1 Process  
 
During the last two years significant work has been undertaken between the 
Council and SCCG to derive the potential options for change. In 2012 a 
prototype proactive care service, the Stockport One Service, was established. 
Whilst the service was limited in size the evaluation indicated that the number 
of people who had an emergency admission reduced at a level that was 
statistically significant. Building on this, further work was then undertaken to 
develop the first locality in Marple and Werneth supported by significant funding 
from the NHS England Demonstrator programme which is currently being 
evaluated.  One of the services funded through the Demonstrator programme 
was the Integrated End of Life Care Team; this was a combination of staff from 
District Nursing and the social care reablement team.  The team was brought 
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together to increase the level of support for people in the last weeks of life in 
the community to enable them to die in their preferred place of care. The 
activity for this new service has shown that between December 2013 and April 
2014 31 out of 35 people the service were involved with died at home. This has 
shown that providing integrated proactive care for people on an end of life 
pathway results in a significant reduction in the number of people dying in 
hospital.  Furthermore people and their families reported feeling better 
supported by this service. 
 
Alongside this, a pilot within Brinnington adopted a People Powered Health 
approach with Mental Health, to triage people who are at risk of entering 
psychiatric services. This service offered signposting and peer support as a 
route to social inclusion and recovery. Over the course of the pilot at 
Brinnington Health Centre an overall reduction in attendances of 21% was 
realised as well as a 25% reduction in attendances to discuss mental health 
issues.  The pilot also demonstrated a reduction in the use of short term high 
intensity mental health services and a reduction in the use of personal budgets 
as people were supported to manage themselves successfully and 
independently through peers and community organisations. 


 
3.2 Economic Case and Option Appraisal  


 
Commissioners from the Council and SCCG undertook a series of workshops 
to jointly derive the potential options for large scale change across the whole of 
the health and social care economy. The options, along with the perceived 
benefits, risks and potential financial impacts are outlined in Table 5 below. 
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Table 5: Option Appraisal 
Option 
 


Description of change Benefits Risks Financial impact 


1.Do nothing No change  
 
 
 
 


No real benefits  The financial position of the 
economy will worsen  
Quality of services to the 
population will not improve 
and may worsen 


The CCG QIPP target of 
£32.1m would not be met 
therefore this option is not 
viable. 


2. Develop 
improvement plan 


Change elements of services via 
contracts and or via improvement 
methodology and work with 
providers on an incremental 
improvement plan 


Continue to implement 
changes in collaboration 
with providers 


The pace of change would be 
slow and therefore would not 
have the desired impact in 
the timescale required. May 
not provide the desired 
efficiencies and service 
change 


This option would require a 
large amount of work to be 
undertaken to determine the 
priorities for change and the 
financial impacts for each of 
those changes. As this option 
is unlikely to deliver the 
required changes and 
savings at the pace required 
it has been discounted as a 
viable option. 


3. Implement 
reforms for Very 
High Risk 
population 


Develop integrated services for 
people with the most complex 
needs and for those on an end of 
life pathway.  


Improved management of 
people by a service focused 
on managing the complex 
needs of this cohort. An 
increase in the number of 
people who can be 
maintained in their own 
home or care home. A 
reduction in hospital 
admission for this cohort of 
people.   
Coordinated care and 
support 


Increased cost to deliver the 
service.   If the service does 
not maintain people in their 
own homes at the predicted 
level and they continue to 
require hospital care the 
whole system would become 
unaffordable.  


According to the deflection 
assumptions, there would be 
potential to save 
approximately £7.6m (before 
investment) by reforming 
care for the Very High cohort.  
This does not meet the level 
of savings required to meet 
the CCG's QiPP requirement, 
therefore it has been 
discounted as a viable option. 
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Potential saving of £7.6 
million. 
 


4. Implement 
reforms for High 
Risk population 


Develop integrated complex care 
team and service to manage the 
complex needs of this group. 
 
 
 
 
 


Improved management of 
people by a service focused 
on managing the complex 
needs of this cohort. 
Coordinated approach to 
care and support in the 
community which reduces 
the fragmented approach 
people with multiple long 
term conditions often 
experience. Reduction in 
crisis and condition 
escalation by offering a 
more proactive approach. 
An increase in the number 
of people who can be 
maintained own homes or 
care home.  
A reduction in hospital 
admission for this cohort of 
people.   


Increased cost to deliver the 
service.  
If the service does not 
maintain people in their own 
homes at the predicted level 
and they continue to require 
hospital care the whole 
system would become 
unaffordable. 


According to the deflection 
assumptions, there would be 
potential to save 
approximately £7.5m (before 
investment) by reforming 
care for the high risk cohort.  
This does not meet the level 
of savings required to meet 
the CCG's QiPP requirement, 
therefore it has been 
discounted as a viable option. 


5. Implement 
reforms for 
Moderate 
population 
 


Develop general practice to 
improve long term condition 
management. 
Improve early identification of 
complex health and social need to 
reduce the volume of people 
whose problems escalate and 
support people to self-manage as 


People managed within 
primary care effectively and 
therefore not accessing 
hospital services 
unnecessarily.  
Patients empowered to 
support themselves and 
know when to access 


Increased cost to deliver the 
service.  
The health support to the 
moderate population will be 
delivered via the remodeling 
of general practice project 
and is therefore outside of 
the scope of this business 


According to the deflection 
assumptions, there would be 
potential to save 
approximately £7.8m (before 
investment) by reforming 
care for the moderate risk 
cohort.  This does not meet 
the level of savings required 
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well as improving co-ordination of 
care.  


services and which services 
are most appropriate.  
Carers better supported  
 
Reduction in crisis and 
condition escalation via 
early identification and 
improved co-ordination. 
 
 


case. The related costs are 
described in the GP 
Development business case.  
 
In terms of risk the proactive 
care programme would be 
put at significant risk if the 
GP remodeling project is not 
funded or does not deliver. 
 
If the service does not 
manage to support people to 
self-care or mange them 
adequately in a primary and 
community setting at the 
predicted level and they 
continue to require hospital 
care the whole system would 
become unaffordable. 


to meet the CCG's QiPP 
requirement, therefore it has 
been discounted as a viable 
option. 


6. Implement 
reforms for Low 
risk population 


Life style support and 
immunization to ensure the 
prevention of disease 
 
Screening to identify people at 
risk of disease or with early stage 
disease to enable good early 
management  
 
Education for people early in  
their disease to support self- 
management  
 


Reduced risk of disease 
progression  
 
People empowered to self-
manage 
 


The size of this cohort means 
that it would be much harder 
to isolate groups of people to 
work with and it would not be 
possible to develop one 
service that could meet all of 
their needs. Instead a range 
of initiatives would need to be 
put in place. The impact of 
change would take longer to 
provide the required benefit  
 
The potential saving from this 


According to the deflection 
assumptions, there would be 
potential to save 
approximately £0.1m (before 
investment) by reforming 
care for the low risk cohort.  
This does not meet the level 
of savings required to meet 
the CCG's QiPP requirement, 
therefore it has been 
discounted as a viable option. 
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Early identification of social need  
 


option is less than £100,000 
although it is acknowledged 
that in the long term this may 
yield higher levels of savings. 
 
This work is outside of the 
scope of this business case 
as it is part of the prevention 
programme. 
 
In terms of this programme 
there would be a risk in the 
long term if the prevention 
programme does not stop 
people escalating to higher 
risk levels. 
 


7. Implement 
reforms for Very 
High and High Risk 
populations 


Develop an integrated complex 
care team and service to manage 
the complex needs of people with 
the most complex needs and for 
those on an end of life pathway. 
 
 
 
 
 


A more comprehensive and 
more resilient service could 
be developed if both the 
high and very high risk 
cohorts were combined.  
 
The cost of providing a 
service for the high and 
very high risk cohorts would 
be lower than providing 
services to these cohorts 
separately 


Substantial investment of 
£4.342 m is required to 
deliver this option and there 
is a risk that this will not 
realize the full anticipated 
£15m saving required. 


According to the deflection 
assumptions there would be 
potential to save 
approximately £15.1m by 
reforming care for this cohort 
of people 
 
 
 
This is therefore a viable 
option. 
 


8. Implement 
reforms for Very 
High, High and 


Develop an integrated complex 
care team and service to manage 
people with the most complex 


The combined benefit of 
this option is that the 
targeted cohort is much 


Substantial investment of 
£8m (£4.432 m as per option 
7 plus £2m for GP 


According to the deflection 
assumptions there would be 
potential to save 
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Moderate Risk 
populations 


needs and for those on an end of 
life pathway. Co-ordinate closely 
with the re-modeling of general 
practice project. 


larger and therefore the 
savings potential is even 
higher at £22.9 million 


Development *) is required to 
deliver this option and there 
is a risk that this will not 
realize the full anticipated 
£22.9m saving required. 
 
*  The GP development 
business case is a separate 
document and does not form 
part of this business case, 
figures are included for 
completeness. 


approximately £22.9m by 
reforming care for this cohort 
of people,  
 
 
 
This is therefore a viable 
option. 
 
 


9. Implement 
reforms for whole 
population 


Implement a combination of the 
changes described in options 6 
and 8 
 


This would ensure that all of 
the adult population had 
access to reformed 
services. 
 
 


The scope of the programme 
would be unmanageable and 
potential for failure would be 
very high. 


This option combines the 
costs and benefits of options 
6 and 8 above.  As option 6 
delivers just £100,000 of 
deflections before 
investment, this is considered 
to be an inefficient use of 
resources  
and only delivers a small 
QIPP saving. 
 
This has therefore been 
discounted as a viable option 
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3.3 Preferred Option:  
 
Whilst PARR has been used for planning purposes it is noted that people do 
not always fall neatly into modeling assumptions and that people do move in 
and out of the PARR categories.  
 
The development of a proactive service for the people in the high and very 
high risk cohorts could potentially save up to £15 million and require 
development of care plans and delivery of integrated services for 
approximately 6,500 people which is less than 3% of the population. The 
reform of services for the moderate category of people, a further 6% of the 
population could result in further savings up to £7.8 million. The group that is 
least likely to generate any deflections is the low category which is the largest 
group of people.  
 
Focussing service reform on the smallest groups of people is therefore likely 
to have the biggest impact and should therefore be pursued. This is not to say 
that people in the lower levels of the stratification model should be ignored, 
but that such people should have access to good universal services such as 
general practice, community and hospital services and should be targeted by 
prevention services to ensure that they do not escalate to higher levels of the 
stratification model.  
 
From Table 5 it is clear that there are only two viable options, these are option 
7 and option 8. The option preferred by the health and social care economy is 
option 8 to implement reforms for the very high, high and moderate 
populations. This would give the greatest benefit in terms of the potential 
financial savings, presents the most logical option for people and their carers 
and for service providers.  
 
Delivering option 8 means developing an integrated complex care service to 
manage people with the most complex needs and for those on an end of life 
pathway including people who are considered by PARR to be in the very high, 
high and moderate groups. This also means developing general practice and 
other community health and social care services to ensure early identification 
of people to manage their conditions without the need for hospitalization. The 
development of general practice would deliver the majority of the changes 
required for the moderate cohort. This is the subject of a complementary 
business case therefore for the purposes of this business case the focus will 
be on delivering an integrated complex care service to manage people with 
the most complex needs and for those on an end of life pathway. This means 
that there is a clear dependency between this business case and the GP 
development business case to ensure that the reforms required for the very 
high, high and moderate groups are implemented fully.  
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4. Financial Case 
 
Whilst full implementation is expected to go live in 2015/16, the CCG and the 
Council have already operationalised certain features of the model for testing 
purposes. It is therefore proposed that during 2014/15 these are scaled up 
fully to the Marple & Werneth locality and in some instances to other localities 
or the whole of Stockport prior to full implementation commencing in 2015/16.  
Ultimately this would be followed by a competitive procurement.  
 
The fully costed model is described in Table 7 below. This shows that the total 
investment required to deliver the service is £4.342 million. From this 
investment it is anticipated that savings in the region of £15.1 million would be 
released. The following sections describe the potential funding sources to 
deliver this investment. 
 
In order to deliver improvements in end of life care, the CCG have allocated 
£625,000 recurrent and £1.1 million non-recurrent funding in 2014/15, as well 
as a further £800,000 recurrent in 2015/16 giving a total recurrent budget of 
£1.425 from 2015/16 care for people living in care homes and to support 
integration, in 2014/2015 it is proposed that the CCG funding is used to 
deliver the first phase of the service by scaling up the current solution across 
the whole of Marple and Werneth and delivering some services such as the 
integrated end of life care service to the whole of the borough.  
 
In 2015/16 however there would be a significant shortfall in funding to deliver 
the solution based on CCG investment alone. From 2015/16 the CCG will be 
transferring an additional £10 million via the Better Care Fund (BCF) to the 
pooled CCG/Council budget to deliver transformational change and to 
maintain critical services. The integration of health and social care is a key 
component in ensuring that the CCG and the Council can achieve a 
sustainable financial position and deliver priorities. Therefore negotiations are 
under way to identify the use of BCF funds, some of which may be used to 
deliver the integrated proactive care service and remove the shortfall.  
 
The following table outlines the existing cost of staff and services that would 
be realigned to the proactive care service as well as the additional funding 
requirements for 2014/15 and 2015/16. The sources of funding are also 
described including the CCG funding outlined above and the potential funding 
needed from the BCF which is under negotiation. 
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Table 7: Interventions and Investment  
Intervention 
 


Description Within 
current 


contracts 


Additional 
Funding 
Required 
2014/15 


Additional 
Funding 
Required 
2015/16 


Proactive 
Care Service 
  


The integrated service would be comprised of community nurses, social workers, 
medicines managers, therapist, assistant practitioners and third sector workers. 
Some of the team are already in place and would be realigned to the new service 
but significant additional investment would be required. Additional funds to 
increase palliative care respite and independent sector home support would also 
be included to support people and their carer’s to be managed more effectively in 
their own home. The deliverables from this service would be: 
• A comprehensive holistic well - being assessment 
• Care Coordination  
• Integrated care to all people in service including people in care homes and 


those at end of life 


Staff £2 m 
 


Respite and 
home support 


£1 m 
 


These figures 
are broad 
estimates  
 
  


Staff: £1.622 m 
 


Respite and home 
support £100k 


 
Non Pay staff cost 
and consumables 


£70k 
 


Management 
Overhead £95k 


Staff £2.86 m * 
 


Respite and home 
support £320k 


 
Non pay staff cost 
and consumables 


£155k 
 


Management 
Overhead £220k 


Community 
Navigation  


This would include funding community navigators from within the 3rd sector to 
develop the navigation approach within the community   


 Staff £28k Staff £112k 
 


MDT This would fund capacity within general practice to support the development of a 
multi-disciplinary care team to support the Integrated Proactive Care Service to 
manage the most complex people 


 £20k £175k 


7 Day 
Working 


Additional staffing costs to deliver 7/7 working  NIL £500k 


Total  £3 m £1.935 m £4.342 m 
*Some staff costs may be transitional therefore the cost of the service may reduce once the benefits of the full service mobilisation are realised 
 
Funding Sources 2014/15 2015/16 
CCG Recurrent £625 k £1.425 m 
CCG Non-recurrent £1.1 m Nil 
Other ** £210 k £2.960 m  
Total £1.935 m £4.385 m 
 
**The Better Care Fund is the potential source of the additional funding required in 2014/15 and 2015/16 to deliver these services and is currently under 
negotiation.
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5. Commercial Case 
 


5.1 Commercial Case Summary:  
 
The following sections refer to the commercial case for the preferred option 
7.This programme aims to deliver a proactive care service to meet the needs 
of the high and very high risk cohorts of people across Stockport building on 
the Stockport One Service and the Maple and Werneth Hub. This will include 
an integrated health and social care team working to deliver: 
 


• Integrated proactive care service for people with multiple long term 
conditions and or complex health or social care needs;  
 


• Integrated proactive care for people who are on an end of life care 
pathway or have highly complex health or social care needs; 
 


• Integrated proactive care for people who live in their own home or a 
residential care. 
 


The model of care is based on a team that is aligned to general practice to 
ensure that a seamless service is delivered from the initial care plan 
developed by the person’s GP. This model has been coproduced by partners 
including the CCG, the Council, SNHSFT, Pennine Care FT, Age UK, FLAG, 
Disability Stockport, Richmond Fellowship and local GPs. 
 
The partners agreed the principles set out below. 
 


•  A health and social care system that mobilises people and recognises 
assets, strengths and abilities not just their needs; 
 


• An ability to live well with LTC powered by partnership between 
individuals, carers and frontline professionals; 
 


• A system that organises care around the individual in ways that blur the 
boundaries between health, public heat, social care and community 
and voluntary organisations.  


 
The model will be underpinned by practical, outcome focussed interventions 
including: 


 
• New forms of consultation; 
• Support for self-management; 
• Social prescribing; 
• Peer support and time banking; 
• Coaching mentoring and budding; 
• Health trainers and navigators; 
• Co-designed pathways; 
• Self-directed support; 
• Personal health budgets; 


20 | P a g e  
 







• Integrated care though collaborative, partnerships and alliances.  
 
The key features of the new service will be: 
 


• A comprehensive, holistic wellbeing conversation/assessment; 
• Coordination Function; 
• Navigation Function; 
• Comprehensive Plan that is integrated and owned by the person; 
• Innovative Use of Technology; 
• Community Capacity and an Engagement/Volunteer Centre; 
• Multi-Disciplinary Team. 


 
 


5.2 Procurement Options:  
 
A SWOT analysis of the potential procurement options is described in the 
Table 8 below. 
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Table 8: The procurement options  
 
Option 1 Strength Weakness 
Re-specify 
existing 
contracts  


Service delivery may be achieved faster 
 
Transition may be less disruptive to people and their 
carers 
 
Some people and their carers have existing knowledge 
and trust for current providers 
 
Continuity of existing provider and commissioner 
relationship 


Multiple Contracts remain 
 


No market testing of existing provision 
 
No mechanism for stimulating innovation, quality or testing 
VFM which may mean limited change 
 
Separate contracts do not incentivize commissioning 
organisations to integrate 


Opportunity Threat 
Strengthen existing relationships between 
commissioners and providers within Stockport Health 
and Social care economy 


Highest probability of challenge to process which may be 
from providers or pressure groups and may be legal or via 
regulatory bodies such as  Monitor 


Option 2 Strength Weakness 
Competitive 
procurement(s) 
for a single 
provider of the 
health aspects 
of the 
integrated 
proactive care 
service. 


Clear process for  stimulating innovation, quality and 
testing VFM 
 
Mitigates risk of legal or regulatory challenge to process 


Potential fragmentation as a consequence of the existence 
of multiple health and social care contracts 
Multiple contracts remain 
 
Health & social care contracts not aligned  
 
Separate contracts do not incentivize commissioning 
organisations to integrate 
 
Potential loss of flexibility due to single provider 
 
Temporary destabilization with movement from multiple to 
single provider 
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Opportunity Threat 
Potential for new providers to enter the economy 
 
Increased opportunity for step change in commissioning. 
For example: move directly to outcomes based 
commissioning  
 
 


Failure in process could lead to delays in delivery 
 
Untested relationships both between providers and 
between providers and commissioners 
 
New or increased number of providers may lead to loss of 
patient confidence in the overall health and social care 
system 


Option 3 Strength Weakness 
Competitive 
procurement 
for a single 
provider of 
both health 
and social care 
aspects of the 
integrated 
proactive care 
service 


Clear process for  stimulating innovation, quality and 
testing VFM 
 
Single Contract. 
 
Absolute requirement for an integrated commissioning 
team 
 
May result in lowest cost option 
 
Mitigates risk of legal or regulatory challenge to process 


All risk and opportunity placed with one provider 
 
Commissioning for one provider who must deliver the full 
range of care will limit the number of potential bidders 
 
Potential loss of flexibility due to single provider 
 
Temporary destabilization with movement from multiple to 
single provider 


Opportunity Threat 
Potential for a new provider to enter the economy 
 
Increased opportunity for step change in commissioning. 
For example: move directly to outcomes based 
commissioning  
 
Opportunity to commission for population outcomes 
 


New provider may lead to loss of patient confidence in the 
overall health and social care system 
 
Transfer of staff from provider creates disruption and 
negatively impacts employer/employee relationships 
therefore compromising the process 
Potential loss of autonomy/oversight with processes for 
personal commissioning budgets  
 
Failure of provider subcontracted services could 
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compromise pathway 
 
Primary commissioner ability to subcontract  
 
Political willingness to devolve Council budget to providers 
  


Option 4 Strength Weakness 
Competitive 
Procurement 
for a joint 
venture of 
providers 
through an 
alliance 
contract  


Providers self-select who is in the joint venture therefore  
creating a stronger alliance  
 
Maintains the benefits of specialist provision whilst 
limiting the number of contracts 
 
Absolute requirement for an integrated commissioning 
team 
 
Mitigates risk of legal or regulatory challenge to process 
 
Allows for some continuity of provision therefore 
maintaining patient confidence 
 
Clear process for  stimulating innovation, quality and 
testing VFM 


Commissioners cannot specify which providers are 
included in the alliance  
 
Temporary destabilization with movement from multiple to 
single provider 
 
Failure of provider subcontracted services could 
compromise pathway 
 
 
 
 


Opportunity Threat 
Potential for a new provider to enter the economy 
 
Increased opportunity for step change in commissioning. 
For example: move directly to outcomes based 
commissioning  


Failure of one element of the alliance may compromise the 
whole service 
 
Political lack of willingness to devolve Council budget to 
providers 
 
Inability of providers to work together 
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Option 5 Strength Weakness 
Deliver option 
1 in 18 to 24 
months (to be 
determined by 
the length of 
the 
mobilisation 
phase)  
followed by a 
procurement 
using one of 
the three 
routes 
described in 
options 2, 3 or 
4 above 


 
Mitigates some of the risk of legal or regulatory 
Potentially the shortest timeline to delivery challenge  
 
Allows continuity of provision 
 
Service delivery will be maintained 
 
Combines the advantages of (1-4) 
Mitigates further risk to main provider financial stability 
 
 


 
Current providers may not change their services as 
radically or as quickly as required if the mobilization phase 
is too long 
 
Potentially could be viewed as placing existing providers in 
an advantageous position for a future procurement  
 
 


Opportunity 
 
Maximizes current services with existing providers 
 
Increased opportunity to test and change  
 
Stimulates innovation  
 
Strengthen relationships with local providers 


Threat 
 
Multiple Contracts remain in the interim 
 
Risk that procurement is not prioritized and does not 
happen 
 
No mechanism for stimulating innovation, quality or testing 
VFM which may mean limited change 
 
Separate contracts do not incentivize commissioning 
organisations to integrate 
 
Still some risk of challenge to process. 
 
Potentially lacks the stimulus for a change of a 
procurement led process 
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5.3 Impact of Options on Existing Contracts:  
 


The SCCG community service contract with SNHSFT expires on 31st March 
2015. None of the above options would be completed in time to address this. 
Furthermore the scope of this work is much smaller than the scope of the 
whole community service contract. If option 5 were to be pursued this would 
imply that the community services contract would need to be extended for the 
2 year period of the initial service development prior to competitive 
procurement. 
 
SCCG need to set out its commissioning intentions across the whole of the 
community contract services in order to and hence maintain service delivery. 
This should be communicated to the provider at the earliest possible moment. 
 
The local authority plans to review prevention services contracts in 2014 and 
will propose to re-commission services from the independent and third sector 
to support the wider social and prevention agenda. 


 
5.4 Market Conditions:  


 
Development work has progressed throughout 2013/14 this has been in 
conjunction with local providers namely Stockport NHS Foundation Trust, 
Pennine Care, Age UK and Stockport MBC.   
 
5.5 Proposed Procurement Route:  
 
The proposed procurement route for commissioning care with an initial focus 
on the very high and high cohorts is option 5 which would mean developing 
the service with current local providers within a maximum of 24 months 
followed by a firm commitment to undertake a competitive procurement. The 
competitive procurement option would then be either option 2, 3 or 4.   The 
competitive procurement route itself cannot be determined until the Council 
have considered their position. 
 
It is therefore recommended to the CCG Governing Body that option 5 is 
pursued and that the decision regarding which competitive procurement route 
to adopt is considered at a later date once the Council view has been clarified.  
 


 
5.6 Evaluation Criteria:  


 
To be described if a competitive procurement is selected  


 
5.7 Contractual Issues:  
 
To be described once the procurement route is selected 
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6. Management Case 
 
6.1 Stakeholder Engagement Plan:  


 
A communication strategy has been jointly produced and agreed with 
partners.  A number of engagement events have been undertaken since 
October 2013 presenting the proposals to the public and staff. More recently 
there has been a series of coproduction workshops with commissioner and 
provider representation to agree scope, strategic objectives, benefits, 
outcomes and design of the model. The outcomes of these events have 
been instrumental in the design and development of the approach to 
delivering the proactive care programme. 
 


 
6.2  Impact Assessments:  
 
A Quality Impact Assessment has been completed describing how the 
changes will improve the experience and quality of service for people with 
complex long term needs.   
 
An Equality Impact Assessment has been completed that addresses the 
changes may have on particular patient groups and their carers. The service 
change addresses gaps in care coordination and management of people with 
long term conditions and complex needs across all ethnic groups but excludes 
services for children. Initially the service will be provided to people who are 
registered with a Stockport GP. However, due to the integrated nature of the 
new service this may create some problems where such people reside 
outside of the Stockport Borough as they would not be in receipt of social care 
support from the Council. Furthermore, people who are resident within 
Stockport and therefore potential recipients of social care support but who are 
not  registered with a Stockport GP also require consideration. These are 
complex issues where further work is required to address the issues raised 
quickly. Work is already being undertaken on a Greater Manchester footprint 
to consider this issue on a wider level. 
 
A Privacy Impact Assessment has been completed that descrives the change 
in the information management, data recording and data sharing processes 
within the new proactive care service and provides assurance that access to 
data and information of a personal and sensitive nature is robust and agreed 
across all partners.   
 
6.3 Specification:  
 
Service specification(s) for the delivery of the Proactive Care Service will be 
drafted and available for consultation once a procurement decision has been 
made.
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6.4 Summary of Key Project Milestones: Dependent on procurement option selected 
 


Proactive Care Priority Intervention Timeline 


Phase 1 –First 6 months Phase 3 – Years 3 to 5 Phase 2 – by end of year 2 


Holistic Assessment, Care 
Coordination, Community 


Navigation and MDT approach 
operational in Marple & 


Werneth Locality 


Holistic Assessment, Care 
Coordination, Community 


Navigation and MDT approach 
operational across Stockport 


 


Re-procured service mobilised 


Funding 
agreed  


Services 
commissioned 


 Procurement Process 


Effective Collaboration 
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6.4  Implementation Team:  
 


Table 9 outlines the teams required to develop and mobilise the service, lead 
the consultation and undertake the procurement processes.  
 
Table 9: Implementation Team  
 
Team Ownership 
Development Team: 
 


• Securing funding and 
budget 


• Specification development 
• Co-production of the model 


with the public 
• Transitional arrangements 
• Engagement with 


staff/providers 
• Education and training for 


staff 
• Governance arrangements 


in place 
• Plan and manage phased 


implementation of agreed 
priority interventions 


• Monitoring outcomes  
 


 
• Roger Roberts (CCG) 
• Elaine Whittaker (CCG)  
• Sally Wilson (Council)  
• Dr Nij Hussain (CCG) 
• Kayleigh Buckley (CCG) 
• Michelle Lee (SFT)  
• Mark Fitton (Council) 
• Nick Dixon (Council) 
• Holly Rae (Council) 
• Fran Davies (CCG) 
• Marc Brady (CCG) 
• Dan Byrne (CCG) 
• Sarah Shingler (SFT) 
• Joan Beresford (Council) 
• Diane Jones (CCG) 
 


 


Procurement Team :  
 


• Managing procurement 
process  


• Selecting providers 
• Commissioning services 
• Contracting 
• KPI’s and measures 


 


 
• Mark Chidgey (CCG) 
• Kayleigh Buckley (CCG) 
• Gillian Miller (CCG) 
• Vince Fragga (Council) 
• Gill Waters (Council) 


 


Consultation  Team: 
 


• Managing formal process 
and timescales  


• Managing events 
• Communication and 


engagement with 
stakeholders 


 


 
• Louise Hayes (CCG) 
• Jude Wells (Council) 
• Elaine Whittaker (CCG) 
• Sally Wilson (Council) 
• Fran Davies (CCG) 
• Holly Rae (Council) 


Mobilisation Team: 
 


• Phased plan for 
mobilisation 


• Agree go live dates 
• Manage transition between 


providers 


 
• Provider leads  
• Roger Roberts (CCG) 
• Elaine Whittaker (CCG) 
• Kayleigh Buckley (CCG) 
• Sally Wilson (Council) 
• Fran Davies (CCG) 
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• Manage exit strategy if new 
provider commissioned 
 


• Holly Rae (Council) 
• Joan Beresford (Council) 
• Diane Jones (CCG) 


 
 
6.5  Benefits Realisation and Evaluation:  
  
Once the service has been fully mobilised there will a range of benefits to 
people and their carers. These are outlined in Table 10 below. 
 
Table 10: Benefits to the person 
 
Benefit Measure Evaluation  
I can access services when I need them Adult  Social 


Care Outcomes 
Framework 
satisfaction 
surveys 
(Appendix D) 
 
LTC6  
(Appendix E) 
 
Other relevant 
person 
satisfaction 
survey tools 
 


Person 
satisfaction 
surveys 


I feel healthier and supported to manage my 
condition (self -care) 
My care is coordinated and I tell my story once 
I have a single point of access 
I feel more independent 
My care is joined up 
My concerns are listened to  
I am treated with dignity and respect 
No decisions are made about me without me 
I regain my independence with support 
I am kept informed an helped to understand all my 
options 
I am an equal partner in my care 
People are open and honest with me 
 
 
Table 11: Benefits to the system: 
 
Once the service has been fully mobilised there will a range of benefits to the 
health and social care system. These are outlined in Table 11 below. 
 
Benefit  Measures  Evaluation 
A smaller hospital footprint and a larger community 
footprint 


Deflections in 
activity and 
service spend 


Contractual 
arrangements 


An integrated care record Access to 
systems  
Comprehensive 
care plans  


IT Programme 


Improved information sharing Improved 
access for 
person and 
supporting team 
to all relevant  
information to 
the case    


Person surveys  
 


Improved person satisfaction Person reported Person surveys  
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outcome 
measures 
 


 


Reduced duplication Number of 
referrals, 
contacts with 
services 


Contractual 
arrangements   


 
Table 12: Benefits to staff 
 
Once the service has been fully mobilised there will a range of benefits to 
staff. These are outlined in Table 11 below: 
 
Benefit  Measures  Evaluation 
Staff feel more supported by their managers 
 


Staff surveys Staff appraisals 
and personal 
development 
plans 
 
Staff turnover and 
staff sickness  
 
 


Staff feel they know what is expected of them in 
their role 
 
Staff feel  they have the technology and equipment 
to do their job 
 
Staff feel they are listened to by their organisation 
 
Staff feel they have access to training and 
development within their organisation 
 
Staff feel that their opinions count 
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Appendices 
 
Appendix A: Pen portraits of the people likely to be in each of the PARR 
categories.  
 


Pen portraits doc 
June 2014.docx  


 
Appendix B: Adult Social Care Customer Journey 
 
 


Making Choices, 
Having Control Custom     
 
Appendix C:  ASC Older Peoples Spend 
 


older peoples spend 
doc.docx  


 
 
Appendix D: ASC Measures 
 


ASC Measures 
doc.docx  


 
Appendix E: LTC6  
 


ltc6_questionnaire.p
df  
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This document should only be used for cases where the 
investment/disinvestment required is between £250,000 and £3million.  
 
 


Business Cases  
General Practice Development  


 
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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1. Scheme Summary 


 
1.1 Strategic Drivers 
 
Stockport health and social care economy is committed to significant reform to 
ensure a sustainable, affordable and person centered service for the future. 
There is an ageing population and increasing numbers of people living longer 
with multiple long-term conditions, set against the backdrop of real term 
reductions in public spend, this means that the current health and social care 
delivery model is unsustainable. The scale of the change required is such that 
radical reform is required.  
 
Transforming primary care is recognised nationally as the next step towards 
offering safe, personalised, proactive out-of-hospital care for all1. People are 
living longer with complex health and social care needs.  The number of 
people with multiple conditions is projected to rise from 1.9 million in 2008 to 
2.9 million in 20182 
 
 
 
 
1.2 Summarise the key dimensions:  
 
It is proposed that we begin to deliver the transformational change required in 
primary care by investing in general practice. The plan is to invest a further 
£2m on top of the £2m invested in September 2013.  Using this new resource 
and freeing up some of the existing resource it is intended to achieve a sum of 
£3m which equates to £10 per head of population. There is some non-
recurrent funding available through the demonstrator fund from Greater 
Manchester to assist with the development and implementation of the 
solutions identified. 
 
The anticipated outcomes of this investment will include the following:  


• A reduction in avoidable hospital admissions 
• A reduction in avoidable ED attendances  
• Extended GP access 
• Increased continuity of care for care home residents 
• Prescribing to be kept within the England average spend 


 
In order to achieve these outcomes it is anticipated that practices will need to 
work together in groups.  This investment must not lead to a loss of the 
continuity of care that is the core element of general practice and it is not 
intended to alter the autonomy of the individual practice. 


 


1 NHS England; Transforming Primary Care (April 2014) 
2 Department of Health 2012a 


H:\Temp\Business Case (General Practice Development) 4 6 14 Version 3.docx  2 | P a g  
 


                                                        







2. Strategic Outline Case  
 
2.1 Summary  
 
The standard of care that patients receive from their GP practices in Stockport 
is generally high, and compares well to our neighbouring CCGs. However 
there is rising concern amongst local GPs that their workload is 
unsustainable. Patients are saying that they cannot get an appointment at the 
practice and are going to the hospital.   
 
The hospital when it sees people it is admitting more people than comparable 
hospitals.  At the same time there is decreasing resource and increasing 
demand presented by the ageing population and constant development in 
medical intervention. The rise in hospital activity is unaffordable and in some 
cases inappropriate for good care or an indication of a failure of earlier care.   
 
This presents a strategic need to move activity from the hospital into the 
community and more proactively manage disease earlier. A sizable part of 
this work will be undertaken in general practice.  It is therefore imperative that 
general practice is supported to develop to meet the expected demand. 
 
The purpose of this Business Case is to work with general practice to develop 
solutions to assist them to expand to meet the demand and support Stockport 
CCGs strategic aims to reduce hospital admissions and bring prescribing in 
line with the England national average spend.  Investment will be required to 
increase capacity and focus particularly on the patients with long term 
conditions who with optimal care, can be supported not to need the level of 
hospital activity currently consumed. 
 
Research carried out recently concluded that a strong primary care system is 
associated with lower rates of avoidable hospital admissions and fewer 
potential years of life lost. This same research also recognised that to achieve 
the change, higher levels of health spending would be required with likely 
savings accruing in the longer term.3  
 
 
2.2 The Problem Requiring Change:  
 
Locally and nationally it has been recognised we need to reform and grow 
primary care, reduce variation and expand capacity to meet the increasing 
need. In Stockport we have a strong foundation on which to build.  There are 
good skills and knowledge in the practices.  They provide high levels of 
training for new GPs and nurses.  Stockport has been at the forefront in 
developing skill mix. There are challenges in relation to the buildings in which 
practice work, the multiplicity of computer systems, the phone system and the 
legacy of little previous investment in general practice. Some of the biggest 
threats are however the lack of workforce nationally, the complexity of the 
new contractual system and the lack of capacity of the community service to 


3 Kringos and others (2013) 
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support general practice. Through this and other associated business cases 
there is new investment to start to address some of these problems. 
 
 
2.3 Strategic Context:  
 
In Stockport, the over-hospitalisation of people who could be managed in a 
primary or community setting is not providing good care: putting the patient at 
risk of hospital acquired infections etc. and placing a financial burden on the 
health and social care economy that is unsustainable.    
 
General Practice has been the cornerstone of the healthcare system since the 
inception of the NHS and remains the co-ordinator for a patient whose care 
requires input from multiple providers. Demand for primary care has risen 
significantly over time, with the number of general practice consultations rising 
by 75% between 1995 and 2009. This has resulted in an increased workload 
of over 40% when compared to 1998.4 Due to this increased pressure the 
core purpose of general practice is being eroded with many GPs believing 
that their workload is no longer manageable.   
 
Within Stockport A&E attendance is unremarkable but admissions from A&E 
are proportionately high.  Based on average growth of 2.4% it is predicted that 
if demand continues unabated the non-elective system would cost over £8 
million more by 2019.  The CCG has therefore set out its plans to reduce non-
elective admissions by a minimum of 10,000 by 2019. Based on average tariff 
rates this relates to a saving of approximately £16 million.  This case 
proposes an investment of a further £2m into general practice to support 
achievement of this saving. 
 
Attendances at emergency departments across Greater Manchester continue 
to grow, with over 1.1 million attendances reported last year (2012/13).5   In 
part, the increase in attendances could be aggravated by the perceived 
inability of patients to obtain an appointment with their general practice.  
 
This has led to a national recognition that there is an urgent need to transform 
primary care and in particular general practice.  Whilst challenging, if 
Stockport is to expand general practice to meet the needs of the population in 
line with the Healthier Together agenda we need to begin transforming 
general practice now. NHS Stockport CCG has recognised that significant 
investment is required to develop general practice in order to meet its own, 
and the economy wide strategic plan. A primary care system is required that 
is able to optimally manage patients with long term conditions and have the 
capacity to react quickly to support and stabilize people with acute health 
issues, if and when a problem arises 
 
 
2.4 National and Local Drivers for Change:  
 


4 Office for National Statistics, cited by Howard and others, 2013, p6 
5 Healthier Together, Pre-consultation business case for Greater Manchester (GM) Health 
and Social Care Reform (9.4.2014) 
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The NHS faces a significant financial challenge.  Even if funding remains 
constant,  advances in medicine together with an ageing population who have 
more long term and complex health needs create a higher than inflation rise in 
costs.  In light of the future growth of demand and actual relative reductions in 
budget, the current health and social care system is unaffordable.  Current 
projections estimate that across Greater Manchester there will be a £742 
million funding gap across Health and a further £333 million gap in social 
care, a total gap of more than £1 billion pounds6.  For this reason radical and 
transformational change is required that will reshape community and hospital 
care. Under the Healthier Together Agenda it is envisaged that a range of 
services will move out of the hospital setting and be provided instead within 
the community.   
 
Primary care is playing an increasing role in the co-ordination of care across 
health and social care sectors with general practice being at the centre of the 
integrated health and social care system. Pressure has been growing on 
general practice for a number of years even though investment in services 
has remained fairly static7.  
 
 
 


 
 
 


6 Healthier Together, Pre-consultation business case for Greater Manchester (GM) Health and 
Social Care Reform (9.4.2014 
7 Tables take from: Nuffield Trust; Securing the Future of General Practice: new models of 
primary care 
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Source: Jones and Charlesworth, 2013 
 
Stockport has increasing numbers of unplanned admissions; local data 
indicates that a high proportion of unplanned admissions are recorded as 
being long term condition related. As Stockport has an ageing population and 
people are living longer this will continue to have an impact on the use of 
services in the borough. Unsurprisingly older people have greater health 
needs and whilst they represent 18% of the population, they account for 36% 
of all inpatient admissions, 40% of all emergency admissions and 23% of all 
attendances at the emergency department (2011/12). Older people account 
for 70% of referrals to adult social care, 62% of those receiving services from 
adult social care and 65% receiving intensive home support (2010).  Due to 
their multiple conditions they are also prime users of medication. 
 
There are a growing number of people that are resident in care homes. 
Primary care services need to develop and become more tailored to meet the 
demands that this creates. Having engaged with GPs and Care Homes we 
know that currently there is wide variation in the quality of care provided within 
this type of setting. Specifically, some GP practices feel that they have an 
unfair proportion of care home patients and some care homes complain that 
they have to deal with a number of GP practices.  This can lead to confusion 
amongst staff because of the different systems and processes used by 
individual GP practices.  
 
In order to provide the scale of change that is required practices will be 
encouraged to work together at a population level of approximately 40,000.  A 
GP Federation has been created in Stockport and the majority of practices 
have formally signed up to this concept.  General Practices working more 
collaboratively will allow, especially smaller practices, to be flexible about the 
services that they offer and more competitive should they wish to enter the 
procurement arena.  
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2.5 Strategic Fit:  
 
This business case is one project within the proactive care programme which 
is one of the four economy programmes to transform the system 
 
The Four Economy Transformation Programmes  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The proposals for change within the General Practice Development 
programme are directly aligned to the CCG’s objectives, principles and 
values. 


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


• To reduce unplanned hospitalisation of adults and children by 30% 
over 5 years (admissions and bed days). 


• To increase patient satisfaction with all services to top quartile. 
 
 
 
 


  


  
To increase the 
proportion of the 
population who take 
steps to improve their 
lives; and increase the 
proportion of the 
population who have 
taken-up all offers of 
screening and health 
protection 


  
To strengthen 
community capacity 
and  improve the 
health literacy, service 
quality, and outcomes 
of care for people 
such that fewer 
people will require 
same-day (urgent) 
care 


  
Every Contact Counts 
Lifestyle Service 
Pathway 
Screening uptake 
        COPD, Cancer, AF,   
        Hypertension     
 Immunisation uptake 


  
People Powered 
Health 
Proactive Care 
Pathway 
Care Home Support 
Remodeled General 
Practice 
Falls Service 
 LTC Pathways 


  


  
To improve the 
quality, timeliness and 
clinical cost 
effectiveness of the 
urgent care system 
such that people avoid 
hospitalisation and/or 
return “home” more 
safely and more 
quickly.   


  
Integrated Front-End 
Community based 
stabilisation services 
Ambulance Service 
1. Reduced LOS 
2. Reformed ACS 
Pathways 


  


  
To improve outcomes 
and the quality of 
patient experience 
whilst reducing the 
number of planned 
episodes of care and 
the average cost per 
episode. 


  
GP referrals 
Outpatient reform  
Revised Pathways and 
thresholds 
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The CCG states its intentions to: 
• Reduce unplanned hospitalisation for chronic Ambulatory Care 


Sensitive conditions and for acute conditions not usually requiring 
hospital admission; 


• Reduce adult A&E attendances from 72,500 to 71, 251; 
• Reduce adult non-elective admissions (FFCE) from 28,900 to 24,800; 
• Increase the proportion of people feeling supported to manage their 


conditions from 71% to 75% across the 3 years; 
• Reduce emergency readmissions by at least 5% across the 3 years. 


 
 
 
2.6 Objectives:  
 
There is no strong evidence for one approach to the development of general 
practice although there is some evidence in a number of areas.  In Stockport 
a COPD project of intensive management of people with COPD showed a 
30% reduction in admissions in the winter of the intervention. 
 
By investing in the proposed way a selection of new and innovative primary 
care delivery models will emerge to offer an extended range of services in 
primary care.  The objectives are therefore 
 


1. An increase in the proportion of the population with healthy lifestyles. 
Measured by a proxy of increased use of lifestyle services. 


 
2. A greater proportion of the population has their condition diagnosed 


and managed. 
Measured by an increase in prevalence rates in the major long term 
condition areas 
 


3. Increased patient satisfaction with general practice in Stockport in 
general but access in particular.  
Measured by the friends and family test and LTC 6 surveys  
 


4. Management of care home patients is distributed more equitably and 
there is a greater consistency of approach. 
Measured through the delivery of a consistent specification for care 
home support. 
 


5. Fewer people access urgent and emergency services. 
 


6. Prescribing is managed to achieve or exceed England average spend.  
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2.7    Constraints & Dependencies:  
 


Constraints 
 


• In order for General Practices to develop ideas that will achieve the 
outcomes that we are looking for they will require a reasonable 
timeframe to innovate and create a bid for submission.  


• There is a general shortage of GPs and therefore recruitment into any 
advertised posts by General Practices wishing to expand may be 
difficult. 


• Many of the buildings that general practices occupy are old and are in 
need of modernisation. Whilst there are limited resources available 
long term consideration should be given to existing premises and 
whether they are fit for purpose.  


. 
 
Dependencies 
 
There are a number of other projects that will also impact upon primary care 
and will be subject of other business cases.  Outpatient reform is intended to 
move activity from the outpatient department back into general practice. There 
is funding within that programme to support this activity in primary care.  The 
Proactive care business case will develop community services to manage 
some of the most complex patients and therefore support general practice in 
the management of this group of people.  IM&T are developing the required 
supporting plans and will be presenting a business case.  The admissions 
reduction will also be supported by the development of a new first stage to the 
emergency department that will reduce the admissions and pass as many 
appropriate people back into primary care as possible.  Care home support is 
within both the proactive care and this business case, and the nationally 
commissioned enhanced service supporting care plan development  It will not 
be the subject of an additional case. 
 


• In order for extended access in primary care to truly take shape the 
infrastructures such as integrated health records, single GP clinical 
system and agreed joint working must be developed and maintained,  


• Additional funding will be required to realise the full long term strategic 
commitment to reduce hospital activity. This has to come from a 
reduction in hospital activity and the decommissioning of bed capacity.  


• The delivery of a rapid response service to ensure that more people 
can be maintained in their own home; 


• The development of a falls prevention service;  
• Rapid access to low level psychological support;  
• Rapid access to diagnostic tests; 
• The development of a people powered health approach that would 


apply to the whole population; 
• The development of an approach to support patient activation and 


increased self-management; 
• Increased access to screening and prevention services. 
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2.8   Confirm the support of key stakeholders:  
 
NHS Stockport CCG along with its partners recognises a need to develop and 
invest in general practice as part of an overall reform of services delivering 
more care outside of hospital in local settings in an integrated way. In 2102 a 
mandate was agreed between partners including Stockport Clinical 
Commissioning Group (SCCG), Stockport Metropolitan Borough Council 
(SMBC) Stockport NHS Foundation Trust (SNHSFT), Pennine Care NHS 
Foundation Trust (PCNHSFT) as well as other key stakeholders including 
local general practices and community and voluntary sector organisations 
including Age UK.  The aim of the partnership is to collaborate and develop 
new ways of working and overcome the barriers between primary care, 
secondary care, physical and mental health services, community health and 
social care services to provide the right care at the right time in the right place.  
 
In addition to this the CCG has been consulting regularly with the LMC and 
held a consultation event on the 12th June with GPs in Stockport where the 
majority of the 48 GP practices were represented and practice managers on 
the 17th June and a further meeting with Marple and Werneth practices on 26th 
June.  
 
Public consultation has said: 
 
Care to be delivered closer to home, preferably in General Practice (provided 
by increased availability across several sites) 


 


“I was given an appointment straight away in a local venue, seen and treated – in and out in 
half an hour – that would never happen in a hospital!” 


 


“A hospital appointment at 9am means I can’t use my free bus pass.” 
 
Improved access to GP appointments, particularly for working adults and 
urgent issues (provided by extended hours and increased capacity for acute 
problems) 


 


“Appointments must reflect people working i.e. evening / weekend availability as most of us 
don't want it to affect work” 


 


“I like our Practice’s phone triage system where you can speak to a GP and avoid the need 
for an appointment where appropriate.” 
 
A joined-up service, particularly for those with LTCs (provided by close 
working with the integrated care teams and increased capacity for GPs to 
care for their patients) 


 


“You speak to one person and then you go next time and have to go through it all again!” 
 


“So much info is held with families and professionals in the community but not passed on 
effectively or adhered to in hospital.” 
 
Better access to Mental Health services (provided by increased counselling 
availability and linking to the IAPT services) 


 


“Shorter waiting times for counselling therapy services is a priority.  This will then cut a huge 
rate of admissions.” 
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Prevention to be a priority, with a focus on educating patients so they can take 
control of their health and care (provided by enhanced information and 
educational programmes) 


 


“The Xpert patient programme saved my life.” 
 
 
2.9 Strategic Options:  
A number of options to achieve the stated objectives have been considered 
and will be discussed in more detail below.  These are: 
 
Do nothing 
Invest in one locality 
Invest at a smaller scale 
Offer a defined service for delivery 
Invest the maximum available offering scope for innovation  
 
The benefits of these are different and there is overall a balance of risk 
against innovation and speed of delivery that requires a decision.   
 


 
 


3. Economic Case  
 


Stockport CCG, SMBC and SNHSFT Trust face significant budgetary 
pressures at a time of increasing demographic demand and heightened public 
expectations of services. Without real collaboration and partnership the whole 
system is at risk so it is important that a genuinely transparent and strategic 
approach is taken by all partners to ensure maximum efficiency and delivery 
on outcomes.   
 
Given the size of the financial gap reforms must be able to deliver savings as 
well as improving care for people and their carers.  A number of programmes 
are being pursued to deliver the required savings including reforms to deliver 
an anticipatory care approach, changes in urgent care, prevention, primary 
care, out-patient services and community based care.  The options below are 
aimed at delivering a more effective and proactive general practice.
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3.1 Process  
 


Option Description  Benefit Risk 


 
Option 1:  
Do Nothing 
 


 
Maintain existing 
enhanced schemes with 
minimal development of 
general practice  


 
• Less risk should schemes fail i.e. 


no redundancy costs.  
• Where existing performance is 


good this would be likely to be 
maintained. 


• The investment that the CCG 
would have spent on this proposal 
would be saved. 


• As a result of the saving the CCG 
could focus on reducing variation 
amongst practices and improve 
the  efficiency of existing systems. 


 


 
• The growth in demand will continue to put 


pressure on a system that is unable to cope 
and result in reductions in performance, 
quality and patient satisfaction. 


• CCG unable to deliver its strategic aims to 
reduce avoidable hospital attendances & 
admissions leading to a financial crisis.  


• The CCG would fail to deliver primary care 
at scale as set out in national guidance. 


• A lack of investment in primary care could 
disengage our members. 


 


 
Option 2: 
Test in one 
locality 
 


 
Allow one locality to test 
options for wider 
implementation 


 
• Carrying out tests in one locality 


requires less financial investment 
& reduces the risks of non-
delivery of outcomes. 


• Less management resource  
required for the development and 
monitoring of schemes  


• A sharper evaluation is possible 


 
• Disengagement of practices in other areas. 
• Limited impact when a CCG front loaded 


savings plan requires early delivery 
• Future potential shortfall of funding for 


rolling out to all localities 
• An inability to roll out to all localities would 


lead to a future inequitable service and 
increased variation 


• Less innovation would mean there would be 
a smaller range of options tested.  
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Option Description  Benefit Risk 


 
Option 3: 
Smaller 
scale of 
change  


 
Spend approximately 
£5 per head of 
population which would 
require investment of 
approximately £1.5m.  
 


 
• Lower exposure to risk 
• In line with NHS England’s £5 per 


head guidance  
• Smaller conflict of interest with 


small amount.  
• Reduced management focus  


required 
 
 
 


 
• Minimal impact within each locality and 


practice 
• Limited scale of impact when a CCG front 


loaded savings plan requires early delivery 
• Fewer practices engage because 


opportunity is limited 
• Stifled innovation as investment would be 


limited 
 


 
Option 4:  
Single 
Defined 
Service 
Specification  
 


 
Provide a clearly 
defined specification to 
practices that would 
require them to 
concentrate on 
delivering a defined set 
of objectives 


 
• Clearly defined and understood 


service specification and 
associated benefits realisation 
would offer clarity to practices. 


• The scheme would be easier to 
manage and quicker to 
implement. 


• There would be uniform service 
delivery across Stockport and so 
easier to communicate to patients. 


• Less demand on practices in the 
early stages of the scheme. 


 
 
 


 
• Stifled innovation leading to limited benefit 


delivery 
• Lower take up from practices and 


disengaged membership 
• Despite a single specification the lower take 


up could result in differential service 
provision to patients across Stockport. 


• A ‘One size fits all’ model fails to address 
local population drivers of high hospital 
admissions.  
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Option Description  Benefit Risk 


 
Option 5:  
GP led 
Innovation at 
Scale 
 


 
Provide investment of 
£10 per head of 
population for those 
practices that submit a 
bid to meet set 
outcomes to reduce 
urgent care activity, 
keep prescribing at 
national average level 
and increase capacity. 
Practices encouraged 
to work in groups of 
approximately 40,000 
population (eight 
groups) 
 
 


 
• Encourage innovation across all 


localities 
• Tailoring of solutions to local 


issues 
• Greater ownership by those 


required to deliver change 
• Encourage practices to think at 


scale and work together, 
especially where there is a shared 
idea or interest. 


• Able to test a wider range of 
possible approaches 


• Membership engagement and 
sense of listening to practices 
views. 


• Greater Management resource to 
initiate and manage a range of 
ideas 


 


 
• Some approaches may not deliver on 


outcomes 
• Communication to patients and public is 


more complex 
• Some residual potential to disengage 


practices if bids don’t meet defined 
objectives and/or they are more complex to 
measure and evaluate. 


 


 
Preferred 


Option 
 


 
Considering the options outlined, Option 5 is preferred as it aligns with the Stockport Vision and the CCG 
strategy.  It provides an opportunity to deliver at speed and scale the support for the Healthier Together 
programme which relies heavily on general practice expanding and being at the center of the reforms. The other 
options set out in this paper would not create quickly enough the innovation required to enable the economy to 
manage the current and future growth in demand.  
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4. Financial Case 


 
The investment for this project is partially new and partially existing both are planned 
to become recurrent. 


  Recurrent 2014/15 
New Investment     


Remodelled general practice  £                  1,500,000   £               1,000,000  
Care Homes   £                     500,000   £                   100,000  
      


Existing Investment     
Enhanced Primary care   £                  1,000,000  £                    600,000  
Advanced Primary Care     
Near Patient Testing  £                     151,300   £                     73,800  
Anticoagulation  £                       16,800   £                       8,200  
Asylum seekers  £                         7,500   £                       3,800  
ECG  £                       72,000   £                     36,000  
   £                  3,247,600   £                1,821,800  
per patient   £                         10.83   £                         6.07  


 


The return on this investment needs to be a reduction in hospital admissions that 
leads to a closure of approximately 60 beds (assuming a saving of £50,000 per bed)  
As many admissions enter the hospital through ED this would also create a 
reduction in ED attendance.  This must not be achieved by a rise in prescribing cost. 
Alongside this there will be a patient satisfaction measure to ensure that the quality 
of service as perceived by the patient is not lost. 


 
 


5. Commercial Case 
 


 


5.1 Commercial Case Summary:  
 


Timetable to engage, develop, review and implement bids. 
  Specification circulated 4th July 


Draft bids received 1st    August 
Time to support the development of 
bids were required 


 


Final bid 29th August 
Bid review  (locality chairs 3rd Sept) 12th September 
Communication of decisions 17th September 
Development of agreed plans   
Start 31st October earlier if minimal changes 


are required 
Implementation of monitoring  3rd November 
Review of progress 2nd February 
 Quarterly there after 
Review of achievement  November 15 
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5.2 Procurement Options:  


 
There are a number of potential options for procurement of this service.  The money 
is planned to be recurrent so there has to be a decision on this issue as it cannot be 
a pilot for future development.  It is not considered that the aim of developing 
primary care in either capacity or ways of working to achieve the desired outcomes 
will be realised by offering this to other providers.   
 
If bids are received form a group of practices via the federation the aim would be to 
pass the investment to the practices who then would be able to subcontract from the 
federation if they so choose.   


 
5.3 Impact of Options on Existing Contracts:  


  
The aim of this service is to decrease the size of the contract at the hospitals in 
future years.  For general practices this development will increase the value of the 
contract with them.  it is not anticipated that practices will challenge these contract 
variations. 


 
5.4 Market Conditions:  


 
Practices have been consulted on the proposal and are currently considering their 
options.  The contentious element is the extension of opening hours in general 
practice which is a public reported outcome and nationally mandated.  Given the 
position of practices in relation to workload and their ability to appoint additional staff 
this requires sensitive management.  


 
5.5 Proposed Procurement Route:  


 
Given the position explained above the proposal is that a variation of the current 
NHS contract is used to procure the new services from practices.   


 
 


5.6 Evaluation Criteria:  
 


The evaluation criteria will be the degree to which the bid submitted addresses the 
specification with particular focus on work to reduce admissions, attendance and 
prescribing targets and including a patient satisfaction element.  Progress measures 
will be required to demonstrate implementation prior to harder outcomes becoming 
clear. 


 
5.7 Contractual Issues:  


 
As bids have not been received at this stage this is difficult to assess.  It is 
anticipated that a significant element of the resource will be used to employ staff and 
to support this, payment schedules will have to be agreed so that the money is in 
the practice to fund the payroll.   Funding schedules will be agreed at the time of 
accepting the bid and will be bid specific. 
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There is a risk that good patient care is delivered that does not achieve the 
admission reductions required.  It is believed that this would be in the scale of the 
reduction achieved rather than a full diversion to other activity.  This is based upon 
experience where a previous COPD project demonstrated that with good proactive 
care empowering the patient to manage themselves showed a reduction of 30% in 
the level of admissions.  This will be assessed by the project team on an ongoing 
basis across the year. 


 
 


6. Management Case 
 
6.1 Stakeholder Engagement Plan:  


 
Engagement is a key element of this project and as has been described above, 
much has already been done to work with practices over the design of this proposal.  
This will continue led by the communications lead in the programme team identified 
below.  The content of the different bids will be assessed as they are received and a 
communications and stakeholder engagement plan developed specific to its 
contents. This will consider the full range of stakeholders including the public. 
 
 
6.2  Impact Assessments:  
 
An equality impact assessment has been completed and is in appendix 1.  This 
identifies that the services to be offered under this business case are new and 
therefore have no decommissioning implications.  The impact upon protected 
groups is positive but bids will be assessed to ensure there are no unintended 
consequences that might arise.   
 
 
6.3 Specification:  
 
Practices will deliver some core elements of work within this scheme (Currently part 
of the Enhanced Primary Care or Enhanced Services).  These are detailed below.  
In addition a plan will be submitted by the group, to which all group members are 
signed up, explaining how they will deliver the reduction in urgent care activity, 
capacity and prescribing elements of the work. GSF MDT meeting funding was in 
enhanced primary care over and above QOF funded levels in the future this will be 
funded from the complex care project..   
 
Core elements 


• Children’s review 
• Ensure that children with Epilepsy & Diabetes are not lost to follow up  
• dementia reviews 
• Manage shared care and associated monitoring for shared care drugs 
• Prescribe anticoagulants checking INR as required 
• Register and support asylum seekers as required 
• Perform ECGs as clinically required 
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Plan requirements 
• Extend hours so that the practice dose not have a half day and is open from 


8am to 6.30 and per GMS contract provides the requirements of the extended 
access DES and uses this money to double that capacity. 


• Improved urgent care access in core hours 
• Increased and improved long term condition management proactively look for 


groups who may be sub optimally managed 
• Improved management of care home patients including routine weekly 


rounds 
• Increased prevention management with case finding and screening 
• Prescribing in line with the England average 


 
 
6.4 Summary of Key Project Milestones:  


 
 
 
 
 
  
 
 
 
 
 
 
 
 


 
 
 
6.5 Implementation Team:  


 
Programme Management Person Commitment 
Programme Manager TBE 0.5wte  
BI TBE 0.5wte  
Comms TBE 0.5wte  
Admin TBE 0.5wte  
General Practice Remodeling Project   
Change Managers Snr Julie Ryley 8a 0.3 
Project manager TBE   6 0.8 
Change management support Phil Scott,  7  0.4 
 
 
 


Specification circulated 4th July 
Draft bids received 1st    August 
Final bid 29th August 
  
Bid review  (locality chairs 3rd Sept) 12th September 
Communication of decisions 17th September 
Start 31st October earlier if minimal 


changes are required 
Implementation of monitoring  3rd November 
Review of progress 2nd February 
 Quarterly there after 
Review of achievement  November 15 
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6.6 Benefits Realisation and Evaluation:  


 
The key benefits that are required are 
 
Benefit Measure  Time period 
An increase in patients 
satisfaction with general 
practice of  
 


LTC 6 – to measure 
condition 
understanding 
Friends & Family – 
measure overall 
satisfaction 
 


Over 12 months and 
onward 


An increase in 
satisfaction with general 
practice amongst 
practice staff 
 


Vacancy in 
substantive posts 
Subjective reporting 
from employed GPs 
 


Over 12 months and 
onward 


A reduction in 
admissions 


HES data  6 months  


A reduction in 
attendances 


HES data 6 months 


Prescribing at the 
national average level 


ePACT data  Monthly  
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Next Steps:  


1. Agree revised SOC and OBC with your Director 
2. Director presents to Director’s meeting  
3. OBC presented to Procurement and COF Panel 
4. Present OBC to Governing Body for review/approval 


 
Approved by Director’s Meeting Yes / No Date: 
Guidance given by Procurement 
and COF Panel 


Yes / Not required Date: 24/6/14 


Director’s Name:  Roger Roberts 
 


Approved by Governing Body Yes/No      ? Date: 11/7/14 
Approvers Name:  Approvers Signature: 


 
Revisions of the OBC following decision making processes should be made and 
documented prior to any consultation. This is especially important for the Economic 
and Commercial cases.  


 
Approved by Director’s Yes / No Date: 
Director’s Name:   


 


Approved by Governing Body Yes/No Date: 
Approvers Name:  Approvers Signature: 
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Appendix 1 
 
 


 


Equality Impact Assessment  
 


1. Name of the Strategy / 
Policy / Service / Project 


General Practice Development  
 


2. Champion / Responsible 
Lead 


Roger Roberts 
 


3. What are the main aims? Increase the capacity of general practice to deliver 
a range of services closer to home for patients. 


4. List the main activities of 
the project: 


This project aims to encourage practice to develop 
at least 8 projects that will improve the quality and 
capacity of patient care in general practices 
across Stockport. 
 


• Extend access to patients in general 
practices 


• Improve urgent care access in core hours 
• Increase and improve long term condition 


management 
• Improve management of care home patients 
• Increase prevention management with case 


finding and screening 
• Ensure prescribing costs are in line with the 


England average 
• Deliver a selection of enhanced services 
• Encourage GP practices to work together to 


offer a greater range of services in primary 
care. 


 
5. What are the intended 


outcomes? 
To increase the care provided by general practice 
for Stockport registered people and reduce 
reliance on hospital services where not necessary 
for patients with complex care needs. 
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IMPACT ON SERVICE USERS 
6. Who currently uses this 


service? 
Service not currently in place. Currently patients 
use existing GP services and resort to avoidable 
hospital admissions where there is a lack of 
Primary Care support. 
 


7. Are there any clear gaps 
in access to this service? 
(e.g. low access by ethnic 
minority groups) 


Currently there are a lot of people who have to 
attend hospital for care for which the need might 
be reduced by enhanced early proactive care or 
could be provided in the community avoiding 
hospital. This would particularly impact people 
with long-term conditions, older people and 
children. 
 


8. Are there currently any 
barriers to certain groups 
accessing this service? 
(e.g. no disabled parking / 
canteen doesn’t offer 
Kosher food / no hearing 
loop) 


Going to the hospital is difficult for people with 
disabilities and older people who may be less 
mobile or rely on carer support.  People with 
dementia may also become quite disorientated 
traveling to new places. 


9. How will this project 
change the service NHS 
Stockport offers?  
(is it likely to cut any 
services?) 


There will be additional services provided in 
general practice moving care nearer to the patient 
and providing it in a familiar setting with people 
they know and who know them. 
 


10. If you are going to cut any 
services, who currently 
uses those services?  
(Will any equality group be 
more likely to lose their 
existing services?) 


There are no cuts to services as a result of this 
work, though the number of unnecessary hospital 
admissions will hopefully be reduced as a result, 
offering a positive impact to older people, young 
children with long-term conditions, disabled 
people and their carers. 
 


11. If you are creating any 
new services, who most 
likely to benefit from 
them? (Will any equality 
group be more or less likely 
to benefit from the 
changes?) 


As a number of these services relate to managing 
people who are more ill and at risk of going to 
hospital it is likely that the elderly, disabled people 
and people with dementia and / or resident in care 
homes will be key recipients benefiting from this 
care. 
 


12. How will you 
communicate the 
changes to your service?   
(What communications 
methods will you use to 
ensure this message 
reaches all community 
groups?) 


Care will be provided through general practices 
and individual contacts with GPs or practice 
nurses.  Practices already record specific 
communications needs and, as such, will ensure 
that information is provided in the optimum format, 
e.g. braille, audio format, another language etc. 
 


13. What have the public and The proposed service is part of the strategic plan 
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patients said about the 
proposed changes?  
(Is this project responding 
to local needs?) 


that has been consulted upon widely with the 
public.  The effect of the service is to move care 
closer to where the person lives and coordinate 
that care for the individual reducing the need to 
travel etc. This responds directly to local requests 
for care to be provided closer to home and issues 
raised by vulnerable groups accessing care in 
hospital. 
 


14. Is this plan likely to have 
a different impact on any 
protected group?  (Can 
you justify this differential 
impact? If not, what actions 
will you add into the plan to 
mitigate any negative 
impacts on equality 
groups?) 


IMPACT MITIGATION 


Age The service is likely 
to have a greater 
impact on older 
patients, given the 
higher rate of long-
term conditions 
among this group, 
although specific 
actions will focus on 
supporting younger 
people with long-term 
conditions. 
 


The impact of the new 
provision will be a positive 
improvement for this 
protected group under 
equality law and, as such 
is objectively justifiable. 


Carers Improving care of 
patients with complex 
needs and reducing 
the number of 
hospital attendances 
will have a positive 
impact on carers. 


This positive impact is 
objectively justifiable as it 
addresses an existing 
need and helps to reduce 
the negative associative 
impact of the current 
system on carers. 


Disability In general, people 
with disabilities or 
long-term conditions 
are more likely to use 
healthcare services 
and, as such, more 
likely to be impacted 
by this change. 


Delivering services closer 
to home, delivering a more 
proactive service which 
aims to reduce escalation 
of conditions, and 
reducing unnecessary 
hospital admissions for a 
protected group 
represents a positive 
impact for a protected 
group 


Gender Reassignment N/A  
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Marriage / Civil Partnership N/A  
Pregnancy & Maternity N/A  
Race Potential differential 


impact on patients 
with limited English.  


We have an interpreter 
service available for 
people with additional 
communication needs and 
the GP practices have a 
database of a patient’s 
first language. 


Religion & Belief N/A  
Sex N/A  
Sexual Orientation N/A  


IMPACT ON STAFF 
15. How many staff work for 


the current service?  
This service does not currently exist 


16. What is the potential 
impact on these 
employees? (including 
potential redundancies, role 
changes, reduced hours, 
changes in terms and 
conditions, locality moves) 


The intention of the scheme is to increase the 
General Practice workforce and capacity in 
primary care to deliver this work. This should 
have a knock-on effect, reducing the need for 
secondary care services and reducing the size of 
current hospitals. However, there will be growing 
opportunities for clinical staff in primary care, 
which can offer a better service to meet the 
needs of patients. 
 


17. Is the potential impact on 
staff likely to be felt more 
by any protected group? If 
so, can you justify this 
difference? If not, what 
actions have you put in 
place to reduce the 
differential impact? 


IMPACT MITIGATION 


Age The impact of the service on General Practice is 
dependent on the number of patients registered 
at a practice requiring additional support, not the 
protected characteristics of the staff involved. 
 
The impact on hospital staff depends on clinical 
specialities. Any resulting changes in staff would 
be managed under NHS employment policies, 
which safeguard against discrimination on the 
grounds of protected characteristics. 
 


Carers 
Disability 
Gender Reassignment 
Marriage / Civil Partnership 
Pregnancy & Maternity 
Race 
Religion & Belief 
Sex 
Sexual Orientation 


18. What communication has 
been undertaken with 
staff? 


Consultation drafts of the scheme have been 
shared with general practice and this was 
discussed with them at their locality meetings. 
The wider move of services from secondary to 
primary are has been consulted upon in the 
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CCG’s strategic plans consultations and will be 
discussed further in the upcoming Healtheir 
Together consultation. Any formal staffing 
changes would be done in line with HR rules, 
including full staff consultation. 
 


19. Do all affected workers 
have genuinely equal 
opportunities for 
retraining or 
redeployment? 


Staff involved are not directly employed by the 
CCG, so we have no control over redeployment.  
However, this project aims to offer opportunities, 
not take them away, within practices, which will 
be open to all. The local hospital also runs local 
community services, offering opportunities for 
staff transfers within the organisation. 
 


IMPACT ON STAKEHOLDERS 
20. Who are the stakeholders 


for the service?  
GP Practices, Hospital staff, community services 
staff, Patients, Carers 
 


21. What is the potential 
impact on these 
stakeholders? 


It will increase the workload in General Practice, 
but this will be offset by the provision of additional 
funding to meet the demand. In addition it is 
anticipated that the funding will provide an 
opportunity to practices to employ more staff and 
offset some of the increased workload.  
 
Patients and their carers will see a positive 
impact, through increased capacity in Primary 
Care. 
 
Over time, hospital staff will see a decrease in 
unnecessary hospitalisation, reducing demand on 
the service and allowing more time to deal with 
urgent cases. This is likely, in the long-term, to 
shift care provision from a secondary to a primary 
setting. 


22. What communication has 
been undertaken with 
stakeholders? 


There was a GP Engagement Event held on the 
12 June where the majority of practices were 
represented. In addition discussions have been 
held with the LMC who have in turn discussed the 
proposals with their members.   
 
General communications were undertaken with 
patients through engagement on the CCG’s plans 
and further engagement will take place during the 
Summer 2014 as part of the Healthier Together 
consultation.  
 
Any formal changes to staffing would involve full 
staff consultation. 


23. What support is being Some monies have been identified to support 
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offered to frontline staff to 
communicate this 
message with service 
users / family / carers? 


practices in getting together and developing 
ideas.  
 
Wide public consultation on the CCG’s plans 
communicated the need to move to a more 
preventative service in a local setting, which was 
approved by local people. 
 
The majority of communication will be on a one-
to-one basis as part of care plans. A GP 
Masterclass has been run to support practices in 
developing care plans and setting out the type of 
proactive care required, as well as the benefits to 
patients in reduced unplanned hospitalisation. 
 


24. How will you monitor the 
impact of this project on 
equality groups? 


Feedback will be obtained from practices at 
locality meetings, Locality Chairs meetings and 
through the GP development team’s practice 
visits. 
 
Patient satisfaction is monitored on an ongoing 
basis and broken down by protected 
characteristic. 
 
We will also continue to work with local groups, 
including Healthwatch, Disability Stockport, 
Stockport Carers Forum, and the Stockport Older 
People’s Forum to specifically guage feedback on 
the service as seen by people with long-term 
conditions and carers. 
 
EIA SIGN OFF 


25. Your EIA should be sent to Head of Compliance for approval and publication: 
angela.beagrie@nhs.net  0161 426 5610 
Date of EIA Approval: 1st July 2014. 
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1 Figures include growth. The figures are a reflection of the Governing Body’s decisions as set out in its strategic plans to 
significantly reduce outpatient demand and challenge teams to maximise cost effectiveness in elective services. 
2 Work is under way to scope out the full impact of the phased profile of reduction work as part of the full business case that 
will be presented collaboratively to Stockport CCG and Stockport NHS Foundation Trust Governing Bodies October 2014. 
3 Indicative costs based on tariff change from £100 per face to face appointment to £25 for a telephone appointment for 
c73,500 patients 


Business Case Form C 


Title: System Reform in Outpatient Services 2014/2015 


What are the 
objectives? 


 
• To improve out-patient services to ensure that they support patients’ 


needs to achieve an appropriate outcome and empower them to feel 
confident in managing their own condition.   


 
• Work collaboratively with Stockport NHS Foundation Trust (SFT) and 


other local providers to align Stockport CCG’s follow up activity to better 
than upper quartile of national figures. 


 
• To identify areas of inefficiency and redesign pathways of care to ensure 


best practice is offered to the patient at the most appropriate place to 
deliver their care. 


 
• To deliver a reduction of c73,5001 in follow up appointments by 2018. 


 


What are the 
measurable 
benefits?  


 
The measurable benefits of the 3 – 5 year programme of work are; 
 


• A reduction in the cost to the acute sector for outpatient services2 
• A reduction in the commissioner spend in the acute sector for outpatient 


services by c£5.5m3 
• A reduction in maximum wait times to be seen by acute led outpatient 


services to below 13 weeks for all specialties  
• Reduction in clinic related/administration patient complaints at SFT from 


an average of 22 per month  
• Reduction in staff complaints for clinic incident reporting related to clinic 


times at SFT from an average of 7 per month. 
 


How will it align 
to the strategic 
objectives 


 
The project contributes to the CCG’s strategic aim number 3 which describes the 
need to stop growth and reduce the number of follow up appointments over a three 
year period. 
 


How much will it 
cost? (Describe 
recurrently and 
non-recurrently; 
In year and full 
year effect) 


 
There are four work streams that require funding to enable operationalization 
 


                                                           







 
Work stream Brief Description Cost Recurrent 


or non-
recurrent 
funding 
required 


In year 
and full 


year 
effect 


GP review 
(phase 2) 


Building on the first phase of this work 
which focussed on cardiology and 
respiratory waiting lists and resulted in just 
over 50% of patients being removed from 
the out-patient waiting list, Stockport GPs 
will undertake a paper review of patients 
who are awaiting their second or more 
follow up appointment at our local 
secondary care provider. Any patients that 
are deemed suitable for care in a primary 
care setting, or identified as not requiring 
secondary care input will be discharged 
from the acute care setting.  This will be 
the second and final phase of this work 
stream. The first phase identified that in 
the region of 5% of patients did not need 
any clinical input from primary or 
secondary care and that 45% of patients 
did not need care to be delivered via an 
outpatient appointment in an acute setting 
and it is proposed that similar findings will 
be evident in the second phase. 


c£140,000 Non 
recurrent 


Full year 
effect is 
not 
applicable 
as costs 
quoted 
are non- 
recurrent 
and to 
complete 
necessary 
work.  


Model Clinic 
(phase 2) 


This area of the project uses the Plan Do 
Study Act (PDSA) improvement model to 
observe outpatient clinics from selected 
specialities within SFT to improve 
discharge planning, increase the efficiency 
of clinic flows, optimisation of productivity 
resulting in the improvement of the patient 
experience. To date model clinics have 
taken place in 5 clinical areas, which are 
Cardiology, Respiratory, Haematology, 
Gastroenterology and ENT. The 
continuation of this work will focus on a 
further three clinical specialities, which are 
Gynaecology, Rheumatology and Older 
Peoples'. Funding will enable payment for 
GPs to undertake observations and the 
development of guidance and tools to 
support the appropriate utilisation of 
secondary care services. 


c£40,000 Non 
recurrent 


Full year 
effect is 
not 
applicable 
as costs 
quoted 
are non- 
recurrent 
and to 
complete 
necessary 
work.  


Virtual 
Consultant 
Follow Up for 
Joint 
Replacement 
Pathways of 
Care. 


At Stockport NHS Foundation Trust almost 
1000 joints are replaced each year. Post 
operatively patients attend a hospital 
outpatient clinic review twice in the first 
year and then once every five years.  
Reviewing joint replacements is essential 
to the provision of a high quality, safe and 
patient orientated service however, fewer 
than 20% of patients actually need to be 
seen in an outpatient clinic setting. 


c£30,000 Non 
recurrent 


 Full year 
effect is 
not 
applicable 
as costs 
quoted 
are non- 
recurrent 
and to 
complete 







Funding will help to redesign pathways 
and reduce follow ups delivered in the 
traditional sense, enable patients to have 
their review via virtual clinics and enable 
the introduction of kit to support the new 
virtual clinic model. 


necessary 
work. 


Patient 
Activation 


Research shows that the most productive 
use of resources depends on the 
population’s level of engagement in health 
improvement.  Patient Activation is a 
concept that comprises a range of 
elements that patients need in order to 
successfully manage their illness.  Patient 
Activation involves four developmental 
stages. 1. Believing the patient role is 
important.  2. Having the confidence and 
knowledge necessary to take action.  3. 
Actually taking action to maintain and 
improve one's health.  4. Staying the 
course even under stress4.  Research 
indicates that Patient Activation is strongly 
correlated with health-related, healthy and 
self-management behaviours and that in 
the region of 10% outpatient attendances 
could be reduced and an overall decrease 
in the use of healthcare services by 43% 
by the implementation of training in Patient 
Activation for patients, carers and 
professionals.  Funding will enable the 
pump priming of training of clinicians in 
Primary and Secondary Care and support 
patient engagement and education.5 


c£90,000 Non 
recurrent 


Full year 
effect is 
not 
applicable 
as costs 
quoted 
are non- 
recurrent 
and to 
complete 
necessary 
work.  


Total funding 
required 


  £300,000     


 
 


4 Hibbard JH, Mahoney E (2010). ‘toward a theory of patient and consumer activation.’ Patient Educ Couns 78(3):377–81. 
5 http://www.bromleyccg.nhs.uk/About-us/who-we-are/Governing%20Body%20Papers/13-03-2014/Enc%203%20-
%20Self%20Management%20-%20Patient%20Education%20Business%20Case.pdf 


                                                           







How will you 
ensure value for 
money? What 
alternatives 
have you 
discounted? 


 
GP review and Model clinic are both work streams that have been in place since 
2013.  This work has already enabled the discharge of over 1,000 patients from the 
outpatient follow up waiting lists.  It is perceived that the continuation of this work 
will see in the region of a further c2500 being discharged from outpatient follow up 
waiting lists which will save in the region of £250k. 
 
GP payment has been agreed and is aligned to the sessional basis of £320 for 3.5 
hours. It was agreed that the review of patients who are on outpatient waiting lists 
could only be carried out by GPs and no other health care professionals due to 
patient safety and quality assurance.  The utilisation of consultant led review was 
considered as an alternative, however, this model would have incurred larger 
resource requirements due to the cost of locum cover therefore utilisation of GPs 
was the most cost effective option due to their capped rate 
 
Consultant review of all patients on the outpatient waiting list alongside a GP was 
considered however this would have required huge clinical commitment from acute 
clinical resources in a system that is already under incredible pressure, along with 
the cost of locum cover for the consultant.  It was felt that each GP would know 
their own patients sufficiently to make a sound and safe judgment as to whether 
that patient needed acute, primary or no clinical input.  
 
GP Review to enable discharge from primary care is the most cost efficient option 
to enable rapid discharge of patients to receive care closer to home where clinically 
indicated. 
 


What, if any are 
the 
procurement or 
conflict of 
interest issues? 
What will you 
do to address?  


There are no perceived procurement issues aligned to these work streams however 
there is potential issue with GP conflict of interest due to payment for the GP 
support to undertake the GP review and GP involvement in the Model Clinic’s. 
 
These issues were presented to the CCG’s Conflict of Interest Panel on 24th June 
2014.  The outcome of the panels discussion was although there is a conflict of 
interest within these work streams this is not material and conflict applies equally to 
all general practices.  As this work is connected to previous work and all general 
practices have the opportunity to participate, all can contribute to the decisions 
made and that work should continue as planned. 
 
 


What are the 
implications of 
not proceeding? 


Out-patient services consume a significant amount of NHS spend. Stockport SCCG 
has projected £21.9 million spend on outpatient services with SFT for 2013-14.  
This constitutes 16% of the total contract value (£134.6 million) for 2013-14.  The 
scale of the service has risen over the last several years to meet demand and 
presents a risk as unrestrained growth in outpatient activity over the next three 
years will lead to additional cost pressures.  This is year 2 of a 3 to 5 year 
programme of reform.  If work does not continue to happen as collaboratively 
scoped, planned and agreed momentum will be lost.  It is perceived that the impact 
of all the work streams will release larger benefit in year 15/16 as a direct result of 
the preparatory work in 13/14 and the progressive work in 14/15.  Please see 
Appendix I Out Patient Reform programme’s potential achievement’s once projects 
are operationalized over a five year period (2013-2018).   
 
SFT will not meet their cost reduction programme (CRP). 
 
If SCCG did not challenge the current system to change, an additional cost 
pressure of c£420k annually to SCCG will be required to pay for the delivery of 
outpatient follow up services at SFT.  Demand for NHS services in Stockport over 
the next several years is expected to outstrip available funding. 







 
 
 
 
 


  


 
Patients will continue to wait for longer than necessary for their outpatient follow up 
appointment 
 


What are the 
risks of 
proceeding? 


Financial impact of reducing follow ups makes it impossible for the FT to continue to 
support the project. 
 
Follow up activity is not reduced by as much as suggested within the CCGs 
strategic aim. 
 
Acute care clinicians may feel threatened by the reductions in activity being asked 
of them. 
 
First appointments continue to rise despite introduction of referral management 
therefore growth is not controlled. 
 
Clinicians unwilling to consider alternatives to face to face follow ups  
 
Dr to Dr internal referrals remain high.  This is not currently within the scope of the 
referral management scheme or the follow up project.   
 
Patients may feel uncomfortable being discharged from secondary care and 
therefore request further follow ups in secondary care 
 
Clinicians in secondary care feel unable to discharge to primary care because they 
are not confident in the capabilities of some GPs.   







Appendix I showing the most realistic planned scenario of the Out Patient Reform programme’s potential achievement’s once projects are 
operationalized over a five year period (2013-2018).   
 
The purple line on the chart shows when the predicted deflections will be evident; the figures do not include growth. 
 
Figure 2 


 
 
 


OPFU at SFT 2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 


Total 
Reduction 
including 
growth 


Total 
Reduction 
without 
growth 


"Do nothing" 166650 171134 175618 180102 184586 189070 
 


  
Top quartile (all at SFT) 166650 148854 126573 115432 115432 115432 73,638 51,218 
Top quartile (3 main 
trusts) 166650 156186 142376 136879 139695 142511 46,559 24,139 
Activity based on 5 year 
plan as per OBC 166650 164634 153634 142134 122,134 122,134 66,936 44,516 
Reductions planned as 
per OBC   6,500 11,000 11,500 20,000 
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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 May 2014 as reviewed 


by the Q&PM Committee meeting in June 2014.  


 


1. Quality & Provider Management (Q &PM) 


2. Provider Quality Monitoring 


3. Patient Safety 


4. Clinical Effectiveness 


5. Patient Experience 


 


Attachments 


Q&PM June Committee Minutes 


Q&PM June 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 18 June 2014. 


 


Clinical Executive Sponsor: Dr Cath Briggs 


Presented by: Mark Chidgey 


Meeting Date: 9 July 2014 


Agenda item: 8 


Reason for being in Part 2 (if applicable) 


Not applicable  
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1.0      Quality & Provider Management Committee - June 2014 
 
1.1 In addition to the standard agenda, the June Committee focused on a review 


of Community Services.  It was noted that there is limited quality outcome 
information on community services reported by SFT (Stockport Foundation 
Trust).  The main quality concern relating to community services is waiting 
lists for a number of services.   


 


1.2 The Committee was extremely concerned about an updated issue with 
regards to patients waiting beyond planned dates for follow up at SFT.  The 
CCG had not been fully notified of the scale of this issue which covers three 
main areas:- 


 


 Ophthalmology (including Glaucoma). 


 Cardiology 


 Gastroenterology 
 
1.3    A performance notice had been issued previously relating to Glaucoma 


patients in November 2011, this was closed in May 2013. 
 
1.4 The Committee requested that MC write formally to SFT to establish the RCA 


of the issue and an action plan including timeline for recovery.   
   
2.0 Provider Quality Monitoring 
 
2.1 Stockport Foundation Trust (SFT)  
 
2.1.1 Issues are recorded on the Q&PM Issues Log attached (June 2014).  The 


main concerns relate to: 
. 


 The potential impact on quality of the SFT CIP target for 14/15.  The CCG 
is yet to receive Quality Impact Assessments. 


 Out Patient Follow Up waits, as described above.  This now has a Red 
rating on the Issues Log. 


 The limited governance capacity in the Medicine division which has the 
highest number of quality and safety issues, high nursing vacancies and a 
significant backlog of complaints that have passed the deadline for a 
response. 


 
2.1.2 CQUIN – Q4 CQUIN reconciliation has now taken place and will be reviewed 


at the July Q&PM Committee. 
 
2.1.3 Central Manchester Foundation Trust and South Manchester Foundation 


Trust.  The Q&PM Committee now receives a monthly performance report 
produced by GMCSU (Greater Manchester Commissioning Support Unit) on 
these two Trusts.  
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2.2  Pennine Care  
 


 The July Q&PM meeting will focus on Pennine Care & Mental Health 
services.  
 


 Improving Access to Psychological Therapies remains a key issue.  
 


 Pennine’s CQUIN plans are being closely monitored.  
 
3.0 Patient Safety 
 
3.1 Safeguarding 
 
3.1.1  NHS Stockport FT Safeguarding Children Training 


Good progress.  Level 3 is now fully compliant, level 2 is 62% and the 
safeguarding team are currently targeting this cohort, level 1 is 76%. 


 
3.1.2 NHS Stockport FT Safeguarding Adult Training 


The CQUIN for 13/14 has not been met across all 4 levels however significant 
progress has been made.  The data is now included in the KPI schedule for 
14/15 and will be monitored. 


 
3.1.3 Pennine NHS FT – issues remain with gaining the required level of assurance 


relating to safeguarding issues.   
. 
3.1.4 The Priory Cheadle Royal has submitted a 2014-15 assurance audit and is 


fully compliant with all standards. 
 
3.1.5  St Anne’s Hospice has submitted a 2014-15 assurance audit which identified 


3 standards relating to training which will remain on amber until the new 
training strategy is fully implemented and one standard relating to DoLs. 


 
3.1.6 Care Homes with Nursing 
 


a) Cale Green - This home is currently closed to admissions following a CQC 
follow up inspection.  Patients placed by continuing care have all been 
assessed. 


 
b) Cherry Tree- The home is being allowed one new admission per week 


however currently CHC are not placing patients here. 
 
3.1.7 Impact of Intercollegiate: Safeguarding children and young people: roles 


and competencies for health care professionals document 2014 
 


a) This third edition has introduced a number of changes that will have some 
impact on the CCG but considerable impact on our providers.  The CCG 
will need to: 
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 Update its safeguarding training strategy. 


 Staff in the CCG will need to access the additional training identified in 
the document. Staff in the safeguarding team will be able to provide 
this. 


 Negotiate with providers the time scale for compliance with this 
document. 


 Monitor training data to ensure progress is being made 
 


b) It is proposed that the providers are asked to provide a revised training 
strategy and an action plan that will see full compliance over a 3 year 
period, but with some targeting of any areas seen as a higher risk.  The 
addition of PREVENT training at all levels has clarified the status of this 
training and the CCG will now need to implement this. 


 
3.2 Serious incidents 
 
3.2.1 In May 2014, 3 acute pressure ulcers were reported on STEIS and 4 


community pressure ulcers.   Pressure ulcer incidents are the most reported 
serious incidents on STEIS (due to STEIS reporting criteria). 


 
3.2.2 The CCG also reviews incidents reported on SFT’s High Profile report.  There 


have been a number of insulin related incidents reported.  The Trust has 
convened a Task & Finish Group to review these incidents and make 
recommendations to improve patient safety.  


 
3.2.3 The CCG has reviewed the Trust’s investigation report on the Never Event 


retained swab.  Actions have been taken in accordance with the findings of 
the report.   


 
3.2.4 The CCG peer reviews and has clinical sign-off of all STEIS reported serious 


incidents.  
 
3.3 Harm free care 


 
3.3.1 Pressure ulcers: As previously reported, there has been a consistent 


reduction in prevalence of pressure ulcers since September 2013 with eight 
points well beneath 4% prevalence.  May had a prevalence of 3%.  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   Falls: All falls had a prevalence of 1.01% in May and has been reported below 


the mean of 1.74% for three consecutive months.  Falls with harm was just 
below the mean of 0.52% at 0.51% in May.  Work has commenced on the 
falls CQUIN and the trust are currently meeting the KPI target for falls risk 
assessment.  


 
3.3.3  VTE: The prevalence of new VTEs fell in May to 0.51%, which is below the 


mean of   0.64%. 
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3.3.4   Catheters with UTI: Prevalence was 0.34% against a mean of 0.21% in May. 
The trust consistently met the KPI target in relation to catheter risk 
assessment; care planning and root cause analysis last year and are currently 
meeting the KPI target in relation to catheter monitoring this year. 


                 
 3.4      Infection prevention 
 
3.4.1   C-Difficile: The cumulative trajectory for April- May ‘14 is 15 cases, the health 
           Economy has 11 cumulative cases for this period and as such, year to date  
           are 4 cases below trajectory. 
 
3.4.2   MRSA: There are no reported MRSA cases. 
 
3.4.3   CPE: The acute trust have completed their risk assessment against the new  
           CPE threat, this will be taken to the NHS England collaborative for Quality  
           leads in July 14 along with risk assessments from all GM acute trusts.      
 
4.0 Clinical Effectiveness 
 
4.1      NICE Compliance:  
           Currently the CCG has received 43% of self-assessment tools for clinical    
           guidelines and 29% of quality standards from SFT.   
 
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.  
 
4.3       TIA update:   
           TIA compliance for April 2014 is 50% against a target of 60%, discussions   
           regarding weekend provision of TIA clinics remain on-going. 
. 
5.0 Patient Experience 
 
5.1  Healthwatch conducted a patient survey in January 2014 across GM of 


experiences of Patient Transport, a service provided by Arriva.  A report has 
been published with a press release.  This highlighted patient’s dissatisfaction 
with the service, most specifically with regard to late arrivals and pick up for 
Out Patient appointments.   


 
5.1.2 Performance has improved since this survey was undertaken although the 


issues highlighted in the report are still being actioned.  
 
5.2 Friends & Family Test (F&FT) 
 
5.2.1 May F&FT results show an increase in Inpatient response rates but a slight 


drop in Inpatient score.  A&E saw a drop in response rates as well as a drop 
in score. 


 
5.2.2 Maternity F&FT: 
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 Antenatal (Question 1).  There was a significant rise in the Net Promoter 
Score and the response rate. 


 Birth (Question 2), Post-natal care (Question 3) and Antenatal care 
(Question 4) all saw a slight drop in Net Promoter Score but an increase in 
response rate. 


 Overall SFTs scores and response rates have increased but still remain 
lower than other GM Trust scores. 


 
5.3 Complaints  
 
5.3.1 May complaints received by CCG - 8  
 


 Of which 6 for CCG, 2 joint complaints with the CCG 


 Of which 5 from the public, 3 from MPs 


 100% acknowledged within 3 days  
  
5.3.2 There is a still a significant backlog of complaints in the Medicines division at 


SFT.   
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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: 
(CB) Dr Cath Briggs, Clinical Director for Quality & Provider Management, NHS 


Stockport CCG 
(GM)  Gillian Miller, Quality & Commissioning Lead, NHS Stockport CCG 
(JC) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing 


Body 
(KR)  Karen Richardson, Nurse Lay Member of the Governing Body (Chair) 
(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport 


CCG 
(SG)  Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG 
(SP)  Susan Parker, Allied Health Professional 
(VOS)  Dr Vicci Owen-Smith, Clinical Director, Public Health 
 
In attendance: 
(KB)  Kayleigh Buckley, Joint Commissioning Manager, NHS Stockport CCG 
(NG)  Nazie Gerami, Patient Experience Officer, NHS Stockport CCG 
(RG)  Rachel Grindrod, Contracts Manager, GMCSU 
 
Apologies: 
(AA)  Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria 
(TS)  Tony Stokes, Healthwatch representative 
 
Minute Taker: 
(AN)  Alison Newton, PA 


 


 
Quality & Provider Management Committee 


 
DRAFT MINUTES of the meeting held on Wednesday 18 June 2014 


 
09:10 – 11:10, Board Room, Floor 7, Regent House 


 


MEETING GOVERNANCE 
 


1. Apologies and declarations of interest.  
1.1 Apologies were noted as above.  There were no declarations of interest. 
 


Action 


2 Notification of items for Any Other Business. 
2.1 The Chair requested any other items of business to be discussed: 
 
2.1.1 GM requested that Safe Staffing be added to item 11. 
2.1.2 MC requested that 14-day prescribing be added to item 11. 


Action 


OPERATIONAL BUSINESS  
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3 Minutes  & actions from previous meeting (21 May 2014) Action 


3.1 Minutes & actions:  
The minutes of the previous meeting held on 21 May 2014 were approved as a 
correct record. 
 
3.2 Action log 
Members were referred to the action log and briefed on the progress of the actions. 
Action number:- 
 


 3.3 (18 Dec 13) Provider/Service Focus 111: Members requested that MC 
seek clarification from Blackpool CCG on how issues of patient experience 
and serious incidents are fed back to the group.  GM responded to this item.  
GM informed the meeting that patient experience and serious incidents are 
reported at a Greater Manchester Quality group for Arriva and NWAS (North 
West Ambulance Service) Patient Services and that she attends these 
meetings along with Musa Naqvi from the CCG.  Any relevant issues from 
these meetings would be reported back at the Q&PM (Quality & Provider 
Management) meetings.  Action closed. 


 
 4.2 (19 Feb 14) Quality Focus: CQUIN: Request outcomes for the measures 


of concern as identified in the AQ CQUINS (Advancing Quality, Quality 
Commissioning for Quality and Innovation) for 2013/14.  GM referred to a 
paper circulated at the previous meeting (21 May 2014), Review of Stockport 
CCG Quality & Provider Assurance 2013/14 – Supplementary Report on 
Stockport Foundation Trust.  The information could be found on page 11 – 
areas of mortality by speciality.  Action closed.   


 
 5.1.5 (26 March 14) Provider/Service Focus: GP Primary Care: Members to 


receive an update on public health issues in three months (VOS). Due date: 
August 2014. 


 
 5.1.8 (26 March 14) Provider/Service Focus: GP Primary Care: GM reported 


that monthly meetings are held with Roger Roberts to discuss primary care.  
Action closed. 


 
 6.1 (26 March 14) Review issues: Issue 13: Monitor the issue of delayed 


follow-up appointments for patients with glaucoma.  This action is on the 
issue log and would be discussed under item 5.  Action closed. 


 
 4.1.10 (16 April 14) Quality Focus: Safeguarding Review 2013/14: CB to write 


a letter on behalf of the Committee to Ranjit Gill and Gaynor Mullins, 
requesting that they bring up the concern regarding adult safeguarding 
training amongst GP Practices and other providers.  CB reported that this 
issue had been included on the co-commissioning agenda involving Roger 
Roberts (Director of General Practice Development) and Viren Mehta 
(Clinical Director of General Practice Development).  Action closed. 


 
 6.1.2 (16 April 14) Issues Log: MC to obtain a trajectory of compliance from 


the Trust for safeguarding training.  MC reported that he had received a 
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trajectory of compliance.  Action closed. 


 
 6.1.13 (16 April 14) Issues Log: MC to write to CMFT (Central Manchester 


University Hospitals Foundation Trust), cc Manchester CCG to seek 
assurance that Wet AMD (Age-related Macular Degeneration) patients 
receive appointments at appropriate intervals.  MC reported that he had 
written to CMFT but had not received a response.  Remain on log. 


 
 7.1.3 (16 April 14) SNHSFT (Stockport NHS Foundation Trust) Performance: 


GM to speak to Cathie Marsland at the Trust regarding SGs concerns about 
receiving investigative reports and the issue of safeguarding not being 
included within the criteria for achieving a CQUIN.  GM reported that she met 
regularly with the safeguarding lead at the Trust and had received assurance 
that a more robust system is in place; issues are reported back to NHSE 
(NHS England) area team.  SG pointed out that some of these serious 
incidents had a safeguarding element and she had raised this issue with the 
Trust to discuss at a later meeting.  Action closed. 


 
 11.1 (16 April 14) CIP: MC to ask Gaynor Mullins to escalate the issue and 


request a response to the letter from the Trust.  MC reported that the CCG 
had received a response and this would be an ongoing item of discussion.  
Action closed. 


 
 5.1.3 (21 May 14) Issues Log (TIAs – Transient Ischaemic Attack): CB to 


contact James Sumner and if it is considered unlikely that the issue could not 
be resolved within the month, an interim pathway would be put in place until 
the stroke centralisation centre is fully operational.  CB reported that she had 
met with James to discuss the issue and received confirmation that the new 
structure would include weekend clinics.  The new model would be reviewed 
and considered at a meeting to be held on 23 June 2014.  CB would update 
members on this issue at the next meeting.  Remain on log. 


 
 5.1.11 (21 May 14) Issues Log (Access Policy for Ophthalmology): MC to 


review the Access Policy for Opthalmology and write to the Trust with 
comments from the Committee.  Due date: 16 July 14. 


 
 5.1.11 (21 May 14) Issues Log (Ophthalmology appointments): SP to write up 


the three incidents involving her patients, as a case study on the Failsafe 
system and pass to Lynn Nuttall at the Trust.  SP had completed this task.  
Action closed. 


 
 6.1.2 (21 May 14) SNHSFT Performance: RG to provide an update on Never 


Events.  Members were advised that this information is included in the report 
to Board (item 12.1).  Action closed. 


 
 6.1.7 (21 May 14) SNHSFT Performance: RG to provide an update on 


nutritional assessments target.  RG reported that a discussion on the MUST 
(Malnutrition Assessment Tool) would take place at a contract meeting with 
the Trust on 25 June 2014.  Remain on log. 
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 10.1 (21 May 14) Any Other Business (SWMS - Specialist Weight 


Management Service): MC to confirm SNHSFT decision making responsibility 
and write to Trust.  Remain on log. 


 
 10.1 (21 May 14) Any Other Business: VOS to submit a report on SWMS 


(Specialist Weight Management Service).  This item is now on the issues log 
and would be monitored in this manner.   Action closed. 


4 Quality Focus Action 
 


4.1 Community Services – Annual Review of Quality Outcomes: 
The Chair welcomed KB to the meeting and invited her and RG to provide an 
overview of SNHSFT Community Services from a quality perspective.  RG explained 
that there are two elements to the annual review: the overview and the Deep Dive of 
the DN (District Nurse) Service. 
 
4.1.1The CCG commissions a variety of community services from SNHSFT and had 
recently appointed Michelle Lee as Associate Director to Community Services, to 
take on the remit in this area.  A number of meetings had been held to identify gaps 
in provision and how to address these gaps.  The Chair referred to Appendix A and 
sought confirmation that this table provided an overview of the total cost of the 
contracts for the community services the CCG commissions.  RG confirmed that 
Appendix A contained the financial cost of the contracts. 
 
4.1.2 It had been identified that a number of service specifications were out of date.  
A workplan had been produced to prioritise the revision of the service specifications.  
A number of services had also been identified as priority for review in light of 
staffing, capacity and safety issues arising from reviews or complaints from the 
public.  The five main priorities for in-depth review included: 
 


 Diabetes: Previously, high waiting lists and capacity issues had been 
identified.  The service has been re-structured to increase the number of 
group sessions and reduce the number of individual sessions. 
 


 Children’s SALT (Speech & Language Therapy): This is included on the 
Q&PM (Quality & Provider Management) issues log. 


 


 Physio: Direct access physio including orthopaedic assessment.  The 
average wait time for patients to the service is 14 weeks.  RG explained that 
this issue had been raised at a contract meeting with the Trust; the CCG had 
requested a full report for the next meeting in July.  CB explained the issue 
from a GP perspective. 


 


 Wheelchair Service: Wait times.  Following a patient story, presented to the 
Governing Body last year, Board members requested assurance about 
access to the service.  Clarity was sought on the wait times and a service 
specification was produced to address the issue.  It was noted that the 
service specification criteria is being met but there remains an issue with wait 
times therefore the specification would need to be reviewed again. 
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 Specialist Weight Management Service (SWMS): There are currently gaps in 
the service.  This item had been added to the Q&PM issues log. 


 
The Chair questioned when these revised service specifications would be 
completed.  KB responded that they had been prioritised for review as low, medium 
and high priority. 
 
4.1.3 SP requested that a meeting be convened to discuss the issue of 
Ophthalmology patients accessing Wheelchair services.  The forms used by the 
service are the DVLA forms for sight tests and these are not suitable for some 
patients.  SP sought clarity on who is responsible for checking the results from these 
forms.  SP and KB to meet to discuss this issue further. 
 
4.1.4 The Chair referred to Appendix A and sought clarification on funding.  MC 
explained that NHSE commission health visiting therefore the total contract value is 
greater than that reported for SCCG.  Members were asked to note that North 
Derbyshire and NHSE are the biggest associate commissioners and this is likely to 
change in 2015. 
 
4.1.5 GM pointed out that there is a lot of data on referrals and wait times from 
NHSE but very little on patient experience and serious incidents.  GM informed the 
meeting that she had met with Michelle Lee and asked questions on quality 
outcomes and it had been acknowledged that there is a gap in reporting quality 
outcomes for patient experience and serious incidents.  The Chair commented that 
these gaps had been identified and work has commenced on addressing them. 
 
4.1.6 JC referred to Appendix B and the DNA (Did Not Attend) rates in particular the 
paediatric continence service and questioned whether this high number of DNAs for 
the month was typical.  RG reported that this issue is on the agenda for the July 
contracts meeting.  JC requested that RG review the figures from the previous 
year to see if they were comparable.    
 
4.1.7 The Chair asked if these services were block contracts.  MC reported that 
some of these services were on a block contract but it was apparent when reviewing 
the services that there needed to be more robust performance reporting to ensure 
consistency across the services.  MC explained that the community contract ends in 
March 2015 therefore the Trust requires a commissioning intention from the CCG 
before long-term plans can be instigated to improve services.  
 
4.2 Service Line Structure: 
4.2.1 KB briefed the meeting on the service line structure as circulated with the 
papers and informed members that a workplan is in place to address the gaps in 
service specifications, to reflect legislative changes and issues that had arisen from 
complaints.  These would be discussed at community contract meetings. 


 
4.3 Deep Dive Action Plan & DN Summary: 
4.3.1 The DN Service is held on a block contract and includes the Treatment Room, 
day and overnight service and is monitored at the community contract meetings.  
Activity figures included: 


 
 
 
 
 
 
 
 
 


 
 


SP/KB 
16July14 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


RG 
16July14 
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 Between April 2013 – April 2014 the service dealt with 14,500 patients 


 Day and overnight service is dealing with 1600 patients a month – there had 
been a significant increase in demand for the overnight service; this issue is 
being considered 


 The Treatment Room is dealing with 2500 patients a month 
 
4.3.2 Concerns had been raised via GPs, local MPs and colleagues regarding timely 
access, response times to GPs and staff capacity therefore the issue had been 
escalated and a deep dive review had been commissioned by Michelle Lee.  Issues 
addressed in the review included: 
 


 Capacity and demand of the service 


 Patient experience 


 Mandatory training compliance 


 Clinical competency 


 Clinical governance 
 
4.3.3 Members noted the table contained within the summary report on the 
Stockport DN Service and sought clarification on the mandatory training.  RG 
emphasised the fact that the recorded evidence should not be equated with 
competency issues; capacity issues had been acknowledged. 
 
4.3.4 RG reported on the SWOT (Strengths, Weaknesses, Opportunities and 
Threats) Analysis that had been undertaken for the DN Service: 
 
Strengths: There is a lot of partnership work taking place with adult social care 
Weaknesses: The existing service model is outdated and should include 
benchmarking data, providing comparisons with similar areas.  Capacity is an issue 
and the skills mix needs to be updated; a skills passport has been rolled out across 
the service. 
Opportunities: Integration with adult social services; shared learning with Tameside 
& Glossop DN service.  NHSE had commissioned a review of Greater Manchester 
DN Services. 
Threats: Financial pressure to increase capacity and maintain service delivery 
across health and social care economy. 
 
4.3.5 KB reported that an action plan is in place and the main focus is to ensure 
patients receive a service they are entitled to and that staff are able to deliver this 
service.  DNs now use DominiC (Domicillary care system in the community), this 
enables them to manage their working day using an iPad to pick up new referrals 
and amend patient treatment plans whilst on the go.  If a patient is not housebound, 
they would be referred to the Treatment Room. 
 
The Chair thanked RG and KB for their update and invited questions from members. 
 
4.3.6 SP pointed out that there could be lots of different professionals seeing the 
same patient and questioned whether an audit including a clinical audit is 
undertaken on record keeping.  SP also questioned whether pathways are NICE 
compliant such as with Pressure Ulcers (PUs).  KB responded that audits are 
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currently underway for individual record keeping at each organisation and a quality 
group had been set up to monitor this issue.  KB added that with regard NICE 
compliance, this is monitored through other committees such as the CPC (Clinical 
Policy Committee).  RG added that with regard to PUs, there is a specific task & 
finish group, convened to monitor the prevalence of PUs across the Stockport 
Health Economy.  Prevalence had reduced over the year and there is a prevalence 
audit being undertaken that week across care homes and care homes with nursing. 
 
4.3.7 VOS questioned why the date for mandatory training for staff is not for 
immediate compliance.  KB reported that the CCG has received a trajectory of 
compliance and the full report had been shared with commissioners including a 
RAG rating for compliance in agreement with the CCG.  This detailed report would 
be discussed further at the next community contract meeting where the CCG would 
be provided with an update on compliance.  MC acknowledged that there are gaps 
to address but the service is under a new structure and in a better position to 
address these gaps in provision. 
 
4.3.8 GM pointed out that there are significant changes planned for the service in 
the future, both locally and across the country, and asked what support the CCG 
would provide to support the service through these changes.  KB responded that 
ongoing discussions are being held to determine capacity issues.  It had been noted 
that there is an increasing dependence upon agency and bank use.  MC explained 
that it needs to be recognised that staff within the service have experienced 
significant changes in a short timescale. Management of the service has moved 
from PCT to FT (medicine) and now to FT (Community) and further change is now 
likely.  MC reiterated the importance of clarifying the future role of the service for 
those who work within it, with an increased emphasis on integration.   
 
4.3.9 SG pointed out that the data for safeguarding training needs separating to 
distinguish between Stockport and Tameside & Glossop as this involves different 
CCGs. 
 
4.3.10 The Chair commented that this is a very complex area and asked members if 
they were assured the gaps in provision were being addressed.  MC reported that 
the CCG is in a better position to support the service due to an increased 
understanding of the issues that affect the service and thanked KB for her hard work 
in gathering this information.  JC questioned whether issues would be reported back 
to this Committee to enable members to monitor quality.  MC reported that the DN 
Service would be discussed at community contract meetings and any issues would 
be reported back to the Committee.  JC acknowledged that significant work is being 
undertaken and she is assured that the issue is being monitored closely.  The Chair 
asked if members would like to revisit this issue on a future agenda.  It was agreed 
that if any urgent issues arose, they would be included on the agenda for further 
discussion but CB is chairing meetings that will include the DN service therefore it 
would be repeating the subject.   
 
The Chair thanked KB for her attendance;  KB left the meeting (10:00 am) 


5 Issues Log Action 
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5.1 Review Issues:  Members reviewed the Issues Log: 
 
5.1.1 Issue 1: ED performance: A discussion ensued on this issue.  MC questioned 
whether this issue could be removed whilst performance continues below 95%.  GM 
commented that when the CCG had received assurance on quality outcomes then it 
could be removed.  Members agreed that the process for monitoring quality is in 
place at the CCG and therefore this part of the issue could be removed.  GM 
pointed out that there remains an issue regarding governance of medicine therefore 
this issue should remain on the log.  It was agreed that MC and GM would re-word 
the description of the issue to provide clarity on its current position.   
Remain on log. 
 
5.1.2 Issue 2: Safeguarding training: This issue is contained within the monthly 
safeguarding report.  Remain on log. 
 
5.1.3 Issue 3: TIAs (Transient Ischaemic Attack). CB had discussed the issue with 
James Sumner (Chief Operating Officer, SFT - Stockport Foundation Trust) and a 
report would be submitted on the actions taken to address the issue.  Consideration 
would be given to removing the action from the log once the report had been 
received and discussed.  Remain on log until July 2014.  
 
5.1.4 Issue 4: Cardiology follow-ups.   MC referred the meeting to the graphs, 
circulated with the papers, detailing the waiting lists for cardiology and 
Ophthalmology (issue 10).  The waiting list for follow-ups had increased and would 
continue to increase until the new consultants were in post.  JC asked if new 
consultants had been recruited and was told that they had been recruited but with 
phased start dates, therefore the waiting list would continue to increase in the short 
term.  This issue would be re-coded RED.  Remain on log. 
 
5.1.5 Issue 5: Access to timely appointments for psychological therapies.  
Performance has improved but remained below target.  Improvement plans had 
been put in place.  The target is 18% by 2015/16 but with current capacity, the 
maximum achievable is 12%.  MC reported that additional services would be 
commissioned to support reaching the 18% target.  Members noted that mental 
health is the quality focus for the next meeting and this issue would be considered 
further at the meeting.  Remain on log. 
 
5.1.6 Issue 6: Timely referrals within speech and language therapy.  MC reported 
that the trajectory showed planned waiting lists had reduced with the exception of 
the school based service.  This item would need re-wording to reflect the focus on 
one particular area of the service.  Remain on log (school based service). 
 
5.1.7 Issue 7: PTS (Patient Transport Service) Performance.  Performance 
continues to improve.  Remain on log until July 2014.  
 
5.1.8 Issue 8: CIP.  MC reported that lots of plans had been implemented since the 
previous meeting and SFT had written to the CCG on the planned themes and 
governance structure however, the CCG had not received any plans on how SFT 
would address the 12.9 million in savings over the year.  MC reiterated that this is a 
significant issue for the CCG to address over the next two years and is a huge 
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challenge for SFT but at this time, there are no specific risks to quality identified.  
CB asked the committee to note that there is a lot of partnership work taking place 
with SFT to support improvements to Stockport Health Economy and this needs to 
be recognised.  Remain on log.  
 
5.1.9 Issue 9: Dementia assessment.  It was noted that SFT had almost achieved 
the 90% target in Q4 (for Fair assessment and referral); the issue of whether this 
target could be sustained would need monitoring.  Remain on log. 
  
5.1.10 Issue 10: Ophthalmology appointments.  MC reported that he had met with 
the new performance director at SFT to discuss this issue.  It was noted that whilst 
the waiting list for glaucoma patients had reduced, there remained a significant 
backlog of patients on the Ophthalmology waiting list therefore the issue remained; 
a performance notice had previously been issued.  SP expressed her concern that 
there could be serious consequences for patients if they do not receive a follow-up 
appointment within three months.  MC explained that those patients considered at 
risk were flagged on the system as a priority but could not provide assurance on the 
outcomes for these patients. 
 
VOS expressed her deep concern that until SP had raised this issue at an earlier 
committee meeting the issue had not been brought to the CCGs attention and that 
there is a clinical risk to these patients and this needs addressing as soon as 
possible.  VOS reiterated her concern as to whether the full scale and impact was 
understood; there could be other patients not receiving timely appointments placing 
them at risk. 
 
SP commented that further consideration needs to be given to sending any new 
referrals to choice providers in order to address the backlog.  SP questioned 
whether a letter has been sent out to GPs / Optometrists warning them of the 
likelihood that patients will breach the follow-up timeline.  CB suggested setting up a 
task and finish group involving SP and SFT to work through these issues.   VOS 
stated that this item should be escalated as soon as possible.  MC informed the 
meeting that the standard contract process needs to be followed. 
 
The Chair reiterated VOS’s concerns that the CCG had not received full information 
on this issue and asked MC to brief Gaynor Mullins (Chief Operating Officer).  MC 
reported that the Trust had addressed the back log on the initial 200 glaucoma 
patients only.  The Q&PM Committee cannot start to focus on quality improvement 
until assurance has been received in this area.  SP pointed out that the initial 
performance notice only included the glaucoma patients, there remained other 
ophthalmology patients on the waiting list. 
 
Members discussed the points raised and the impact of a potential significant 
change in referrals on the whole GM system.  SP pointed out the need to be 
cautious as the committee is only aware of current pressures at SFT and would 
need to know numbers at other providers such as Manchester Eye Hospital before 
referring patients elsewhere.  CB suggested using the Minor Eye Conditions Service 
for some of the patients to reduce the waiting list.  SP confirmed that cataract 
referrals could go to other providers. 
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JC requested that this issue be brought to Board members’ attention at the next 
meeting of the Governing Body in July.  MC to brief Gaynor Mullins and write 
formally to SFT to determine who is managing the clinical risk and to seek 
their assurance that the service can accept new referrals.  VOS asked that a 
review of their systems be added to the letter and also the dateix issue 
involving SPs patients that had not been recorded on the system. 
Remain on log. 
 
5.1.11 Issue 11: Vacancies in the Medicines Division.  GM reported that there is a 
recruitment plan in place to address this issue but it remains an ongoing challenge 
for the Trust.  GM informed the meeting that there is a safe staffing consultation 
currently underway across the country; the consultation ends on 24 June 2014.  The 
data from this consultation would be considered at a quality and performance 
meeting.  Remain on log. 
 
5.1.12 Issue 12: Specialist Weight Management Service (SWMS): MC informed the 
meeting that he had prepared a letter to be sent to SFT seeking clarity on the 
SWMS.  Remain on log. 


 
 
 
 
 


MC 
16July14 


 
 
 
 
 
 
 
 
 


 
 


6 SNHSFT Performance Action 
 


6.1 SNHSFT:  
6.1.2 Performance Report: RG referred members to the Performance Report, 
produced by GMCSU (Greater Manchester Commissioning Support Unit) circulated 
with the papers.  CB raised an issue contained on page 5 of the report, on 
communications and timely discharge letters being sent out.  In A & E (Accident & 
Emergency), 100% of letters were sent out within two working days but for 
inpatients this target is 56% and this has an impact for GPs and subsequently 
patients.  GPs had requested that the issue be considered further with a view to 
SFT moving to 14-day prescribing to enable GPs to have the discharge information 
to hand when meeting with a patient.  CB reported that a plan had been put in place 
to resolve this issue at the Trust, with a deadline date of September 2014 for 
completion.  CB added that this is an IT issue as letters are released but they are 
not reaching the GP in time and sometimes the patient brings a copy of their 
discharge letter with them.  CB suggested adding this issue to the log, to be 
removed by September 2014.  Issue to be added to log. 
 
6.1.2.1 GM highlighted a further issue on communications regarding the backlog of 
complaints being addressed within 25 days and informed the meeting that a new 
governance lead had been recruited and this issue would be monitored on a 
monthly basis at the Trust. 
 
6.1.2.2 SG referred to page 6 of the report (2 week waits) and alerted members to 
the fact that this data includes Tameside & Glossop figures.  MC responded that this 
report is for the whole of SFT, including Tameside & Glossop for community 
services. 
 
6.1.2.3 JC referred to the dashboard within the report and questioned why Stockport 
was graded as red for cancer two week wait.  MC explained the circumstances 
behind this data and why it is red. 
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6.1.3 Quality Dashboard: Members noted the dashboard for the month. 
 
6.1.4 SNHSFT Board Papers – May 2014: GM referred members to the link, to 
access Board papers for the May meeting. 
 
6.2 CMFT (Central Manchester Foundation Trust) & USMFT (University 
Hospital South Manchester Foundation Trust): RG referred members to the 
additional performance reports, circulated with the papers and asked whether they 
were helpful.  VOS commented that these reports were very informative but 
unfortunately, there is not enough time in the meetings to discuss any issues arising 
from them.  GM reminded members that these reports were for information only and 
they would be scrutinised by their lead commissioners in the same manner that the 
CCG scrutinises SFT reports.   


7 Patient Safety Action 
 


7.1 Safeguarding: Members received and noted the Safeguarding report.  SG 
advised the Committee that she had not yet received assurance on adult 
safeguarding training in the community and she would be meeting with the new 
adult safeguarding lead at SFT the following week to discuss this item.   
 


 Children’s safeguarding training is progressing – SG pointed out that the new 
level of training for safeguarding children would be a challenge - level 1’s 
would now be expected to know level 2 information; this issue would be 
addressed when practitioners were due for renewal of their training modules.  
MC supported the view to act proportionately, when a module is due for 
renewal, practitioners would be expected to complete the new levels; 


 Clarity is being sought on Pennine Care FT assurance process.  A meeting 
had been held the previous day to discuss local arrangements; this would be 
an ongoing item of discussion for the group; 


 The Priory Cheadle Royal is fully compliant with all standards; 


 St Ann’s Hospice has implemented a new training strategy; 


 Care Homes with nursing; 5 of the 16 care homes with nursing have returned 
the new integrated assurance tool. 


 
VOS left the meeting (11:00 am). 
 
7.1.2 Consultation on the use of fully visible CCTV cameras in HC-One homes: 
SG asked members to consider the issues contained in the briefing sheet, circulated 
with the papers and advised members that the formal consultation had not 
commenced therefore this item would be discussed at a later meeting. 
 
7.1.3 Exception Report: As discussed under item 7.1. 
 
7.2 Serious incidents: Patient Safety Investigation 2014. GM informed the 
meeting that there had been one Never Event relating to the retention of a swab 
following a patient undergoing surgery.  A peer review would be undertaken and 
comments sent back to SFT.  CB pointed out that the incident needs to be peer 
reviewed in context and it is the system that needs reviewing.  The Chair questioned 
whether a walkround of the department where the incident had taken place had 
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been undertaken and was informed by CB that this would take place and be 
reported back at a later meeting. 
 
7.3 Infection Control: Members were referred to the Quality Report (item 12.1) for 
an update on infection control. 


8 Clinical Effectiveness Action 


8.1 Mortality Report (Quarterly): This item was deferred to the next meeting. 
 


16July14 


9 Patient Experience Action 


9.1 CCG Patient Experience Report: This item was deferred to the next meeting. 
 


16July14 


10 Other Action 
 


10.1 SFT CIP update for 14/15: As covered under item 5.1.8.  
 
10.2 Q&PM Work Plan: GM reported that the workplan had been updated to 
include Eye Care – public health had undertaken a needs assessment.  GM 
requested that members advise her if they would like to see another area of focus 
added to the workplan. 


 
 
 
 
 


 


11 Any Other Business 
Action 


 


11.1 Safe Staffing: As covered under item 5.1.11. 


 
11.2 14-day Prescribing:  MC briefed the meeting on the discussion held at the 
recent Governing Body meeting on the issue of 14-day prescribing as discussed 
under item 6.1.2. 


 


12 Reports To Note Action 


12.1 CCG Governing Body Quality Report: Members noted the report, presented 
to Governing Body on 11 June 2014. 
 
12.2 GM Quality Surveillance Group DataSet:  Members noted the report, 
circulated with the papers. 
 
12.3 Commissioning for Quality: Members noted the report, circulated with the 
papers. 
 
12.4 Information Request – NHS England:  Members noted the letter circulated 
from CQC (Care Quality Commission). 


 


Meeting Governance 
Action 


 


13. Date, time and venue of next meeting: 
 


Wednesday 16 July 2014 
09:00 – 11:00 


Board Room, floor 7, Regent House 
 


 
 
 


 
 







Quality & Provider Management Committee 
Issues Log 


 
Issue 
No. 


Date 
added 
to log 


Description of issue How is the Issue Being 
addressed? 


Progress against actions  Owner/
Q&PM 
Lead 


Date 
updated 


Context 
including 


source 


1 Sep-13 There is an issue with 
significant variability in wait 
times for patients and 
overcrowding at SFT ED at 
times of pressure because 
processes and staffing 
levels are not always able 
to meet demand.  This is 
resulting in a raised patient 
safety risk. 


1. SFT are implementing 
a UM Review action plan 
(28 improvement 
actions).    
2. Close scrutiny by CCG 
& Monitor. 
3. Specialist head-
hunters to attract 
clinical/management staff 
and using Acute 
Physicians in ED where 
possible to alleviate 
pressures.   
4.  CCG Commissioned 
notes review to be 
completed end April. 


1. Q1 target failed.  CCG not 
assured that 95% will be 
achieved in 14/15 and/or Q2.   
2. Friends & Family scores for 
A&E monitored and are within 
the norm - most comments are 
positive.   
3. Positive CQC report on SFT 
ED in September 2013.    
4. Early indications from 
notes review are positive. 


MC/GM Jun-14 


 


        Expected date of removal 
from log: 
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2 Sep-13 There is an issue with 
inadequate levels of 
safeguarding training for 
staff at SFT, resulting in a 
workforce that does not 
consistently have the 
necessary safeguarding 
knowledge/skills.  This is 
resulting in a potential for 
safeguarding issues and 
incidents to be missed and 
for patients safety to be put 
at risk. 


1. Monthly meetings 
between CCG and SFT 
Safeguarding Leads. 
Formal escalation from 
CCG Director of PM to 
SFT Director of Nursing. 


The CQC have now confirmed 
that compliance for training is 
80% therefore using this 
benchmark, Safeguarding 
Children's training is 76% level 
1, 61% level 2 and 80% level 3.   
 
Safeguarding Adults: level 2 
remains non-compliant at 52% 
or 72% (variation is dependent 
upon which data source is 
used). 


SGk Jun-14   


        Expected date of removal 
from log: 


   
 


  


3 Sep-13 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 
clinic appointments are 
delayed over 7 days and 
may result in a poor patient 
experience 


Formal escalation from 
CCG Director of PM to 
SFT Director of Nursing.  
Escalated to Quality & 
Performance Contract 
meeting. Verbal update to 
be provided at meeting. 


TIA - 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. This is 
being worked through.  


CB Jun-14   


        Expected date of removal 
from log: 
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4 Nov-13 There is an issue with 
patients receiving 
cardiology follow up 
appointments in a timely 
manner at SFT which may 
result in patients being put 
at risk. 


Discussed at Contract 
Meetings. 1446 pts 
passed follow-up date - 
Aug 13.  CCG requested 
Action Plan. 


The waiting list has reduced 
from >1000 patients in October 
2013. Progress to end of 
February 2014 has not been 
maintained and list has 
increased since. A trajectory for 
full clearance is to be provided 
by SFT. 


CB Jun-14 


  
        Expected date of removal 


from log: Sept 2014 


   
   


5 Sep-13 There is an issue with the 
timely appointments for 
psychological therapies 
which may result in a 
compromise to patient 
safety, outcomes and 
experience. 


Lead Commissioner 
meets monthly with 
Pennine Care Quality 
Group to monitor 
progress. 


The service is on target for 
achieving the set trajectory for 
counselling, however it is off 
target for achieving the 
trajectory for both CBT and 
Psychological well-being. 
Monthly IAPT specific meetings 
have been put in place for 14/15 
to address this issue and a 
recovery action plan is in 
place.  There has been slight 
improvement on performance in 
people entering treatment and 
people achieving recovery. 


MC Jun-14 


  


        Expected date of removal 
from log: 
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6 Sep-13 There is an issue with the 
timely referrals within 
Speech and language 
therapy which may put 
some children at risk of a 
delayed development 


Addressed through 
contract meetings.  


Trajectory received showing 
planned waiting list reductions.  
Whilst there is an issue about 
the planned pace of 
improvement it is clear that an 
acceptable position will be 
achieved for most patients. This 
is not the case for the schools 
based service which is now the 
significant issue. 


MC Jun-14 


 


        Expected date of removal 
from log: 


    


 


7 Dec-13 PTS Performance. There is 
an issue with patient 
transport not getting 
patients to their 
appointments on time. 


Monthly meetings with 
Commissioners, PTS, 
Booking Service and 
SFT.   


Performance is improving 
towards the target but this is yet 
to be achieved. Regular tripartite 
meetings proving effective but 
concerns over delivery of 
significant milestones. 


MC Jun-14 


    


  


  Expected date of removal 
from log: 


    


  


8 Dec-13 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. 


The SFT CIP target for 14/15 is 
very significant (£12.9m in year 
and £16.9m recurrently). 
 
Assurance has been provided 
on process and governance but 
no QIAs or scheme details have 
been received. 


MC Jun-14 


         Expected date of removal from 
log: 
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9 Dec-12 There is an issue that 
patients are not assessed 
for dementia on admission 
to SFT because the 
processes for undertaking 
the assessment have not 
worked.  This results in an 
increased risk of patient 
safety as patients may not 
receive the right care at the 
right place and time and 
may not receive onward 
referral to specialist 
services.  This is measured 
through the national 
CQUIN. 


Addressed at contract 
meetings with SFT. 
Monitored through 
CQUIN. 


SFT full action plan and 
dementia group focussed on this 
issue.  SFT report an internal 
audit of 95% compliance to 
FAIR assessment in December. 
Increased number of staff 
trained.  Dementia Carers 
survey (July - Sept 13) shows 
significant room for 
improvement. 


GM Jun-14 


  
    


  


  Expected date of removal 
from log: 
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10 Dec-12 There is an issue that 
ophthalmology patients are 
waiting for appointments at 
SFT and CMFT which may 
result in avoidable sight 
loss. 


Contract monitoring.             
MC meeting with Trust on 
6 June 2014 - update to 
follow 


SNHSFT; one of the two new 
consultants has started and 
locum consultant extended to 
end of 2014.  The 200 glaucoma 
patients overdue from October 
and planned to be seen by the 
end of May have not all been 
treated. SFT are to provide a 
plan to clear the full backlog by 
the end of the summer. They 
are meeting weekly to review 
the glaucoma patient waiting list.  
They have investigated 3 
patients flagged up by CCG with 
delayed follow up and as a 
result are looking at their failsafe 
procedures and now copying 
ophthalmology DNA discharge 
letters to patients.  CCG have 
requested update on numbers 
waiting, review of reporting of 
near misses and increased 
deflection from Eye Casualty to 
MECS.  CCG writing to CMFT 
for assurance that antiVEGF 
injections are being delivered at 
correct intervals for 
WetAMD/diabetic maculopathy. 


SP Jun-14 


 


        Expected date of removal 
from log: 


    


  







Page 27 of 27 
 


11 Feb-14 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. 


Quality monitoring 
through contract. 


Director of Nursing has 
confirmed SFT have a 
recruitment plan to address this 
issue.  


GM Jun-14 


  
        Expected date of removal 


from log: 


    


  


12 May-14 Specialist weight 
management service 
(SWMS) 


The SWMS is operating 
without medical input and 
the provider has not 
informed us how they 
plan to meet the revised 
specification. 


 No progress VOS Jun-14 


  


        Expected date of removal 
from log:  


    


  


              


  


              


  


        


        


  
Issues removed from log: Date removed: 


    


  
Issue 4 - Pressure Ulcers 21-May-14 


    


  
Issue 6 - Dermatology 16-Apr-14 


    


  
Issue 9 - Cdiff 16-Apr-14 
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Chief Operating Officer’s 
update  
Chief Operating Officer’s update to the July 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 
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Regent House 
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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. Economy Governance Arrangements 
2. Primary Care Co-commissioning 
3. Integrated Digital Care Fund 


 
 
 
 
 
 
 
 
 
What are the likely impacts and/or implications? 
 
Revised governance arrangements for the delivery of the strategic priorities 
across the economy have been agreed.  This is an essential part of 
delivering our strategic and operational plans. The co-commissioning of 
primary care is also part of our reform plans.  
 
 
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: 9th July 2014 
Agenda item:  
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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 July 2014. 
 
2.0 Economy wide Governance Arrangements 
2.1 Attached are the revised governance arrangements for the delivery of 


the strategic programmes. These have been agreed by partner 
organisations and arrangements are being put in place to move to this 
way of working.   


 
3.0 Primary Care Co-commissioning 
3.1 The CCG submitted its Primary Care Co-commissioning bid by the 


deadline of 20th June (previously circulated to members).  
 
3.2 We have had informal feedback that our bid was positively received by 


NHS England and are awaiting to hear whether it will be approved. 
 
4.0  Integrated Digital Care Fund 
4.1 The CCG is working with the local authority on a joint application to the 


national Integrated Digital Care Fund. The funding will be locally 
matched to support the integrated record project across Stockport over 
two years.  


 
4.2 The bid has been developed by the Health & Social Care (HSCI) Group 


and has been endorsed by the Chair of the Health & Wellbeing Board 
and the Executive Councillor for Adult Care Services, as well as the 
Health & Social Care Leaders’ Reform Group. The application will be 
submitted to NHS England by July 14th 2014. 


 
5.0 Action requested of the Governing Body 
5.1 To note the report 
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Governance Structure (Key Functions) 


Leaders Group 
Partnership Working 
Strategic Direction 
Strategic Issue Resolution 
Strategic Risk Management 
Horizon Scanning 


Integrated Care Board 


Proposal Endorsement 
Delivery  
Monitoring 
Reviewing Outputs 
Shaping Direction 
Issue/Risk Management 
Cross Programme Assurance 
Joint Commissioning Advising 
Joint Commissioning Monitoring 


Programmes 
• Programme Level Deciding 


• Designing 
• Developing 


• Implementation 


Enabler Workstreams 
• Enabler Design 
• Expert Advising 


• Assuring 
• Delivery of Enabling 


Infrastructure  


Professional Reference Group 


Clinical/Professional Assurance 
Professional advice 
Championing of the 
Transformation Vision 


Organisation Committees/Boards 


Strategic Approvals 
Set Strategic Outcomes 
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Attendance:  Steve Allinson  NHS Tameside & Glossop CCG 
   Trish Anderson  NHS Wigan Borough CCG 
   Rob Bellingham  Greater Manchester LAT 
   Ivan Bennett  NHS Central Manchester CCG 
   Wirin Bhatiani   NHS Bolton CCG 
   Alan Campbell  NHS Salford CCG 
   Tim Dalton  NHS Wigan Borough CCG 
   Andrea Dayson  GM Association of CCGs 
   Chris Duffy  NHS Heywood, Middleton & Rochdale CCG 
   Ranjit Gill  NHS Stockport CCG 
   Denis Gizzi  NHS Oldham CCG 
   Nigel Guest  NHS Trafford CCG 
   Gina Lawrence  NHS Trafford CCG 
   Su Long   NHS Bolton CCG 
   Wendy Meridith Bolton Council – Public Health 
   Lesley Mort  NHS Heywood, Middleton & Rochdale CCG  
   Stuart North   NHS Bury CCG 
   Kiran Patel  NHS Bury CCG 
   Roger Roberts  NHS Stockport CCG 
   Angela Lynch  NHS England – Specialized Commissioning 
   Hamish Stedman (Chair)NHS Salford CCG 
   Bill Tamkin  NHS South Manchester CCG 
   Simon Wotton   NHS North Manchester CCG 
   Kathryn Wynne-Jones NHS Tameside & Glossop CCG 
 
Apologies:  Julie Daines  NHS Oldham CCG 
   Alan Dow  NHS Tameside & Glossop CCG 
   Michael Eeckelaers  NHS Central Manchester CCG 
   Alex Heritage  Service Transformation  
   Caroline Kurzela NHS South Manchester CCG  
   Gaynor Mullins  NHS Stockport CCG 
   Clare Watson  NHS Tameside & Glossop CCG 
   Martin Whiting   NHS North Manchester CCG 
   Ian Wilkinson   NHS Oldham CCG 
   Leila Williams  Service Transformation 
   Ian Williamson  NHS Central Manchester CCG 
   Jenny Scott  NHS England - Specialized Commissioning  
  


GM ASSOCIATION OF CCGs: Association Governing Group (AGG) 


Tuesday 3rd June 2014 


1.30-5.30 PM 


SALFORD/WORLSEY SUITE, ST JAMES’S HOUSE, SALFORD 
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In Attendance:  Andrew Harrison  NHS England 
   Dan Cassell  Service Transformation  
   Sue Sutton  NHS Blackpool CCG 
   David Wilkinson  Greater Manchester Police 


Sandy Bering NHS Trafford CCG/GM Mental Health Lead 
 
 
 


 Members were welcomed to the meeting and apologies were noted. 
 
 
 
 
The Minutes of the last meeting were accepted as an accurate record with the following points noted:- 


 Ranjit Gill had submitted slight amendments which will be circulated to members for 
information. 


 Item 7.1:  it was noted that Ranjit Gill and Wirin Bhatiani will be the clinical members of the 
Primary Care Transformation Group. 


 Item 4.3: it was noted that a bid (for GP IT) has been submitted for transitional funding.  When 
the outcome is known, it will be for CCGs to make a judgement whether to accept delegated 
responsibility.  This will have to be expedited within a short timescale and SN agreed to 
coordinate opinion. 


 
 
 
 
 
 
 
 
 
 
 
 
3.3 Winter Planning/Year Round Resilience (feedback from 15.5.15 Event) 


SN fedback to members the outputs of the Planning Event earlier this month as Urgent Care Lead. The 
event was aimed at Health and Social Care discussions to identify actions that will improve urgent care. 


Key themes were identified: 


 Future service redesign 


 Capacity demand modelling 


 Discharge planning  


 Communication 


 Workforce 


 Ambulance PES 


 Data and Activity 


1. WELCOME & APOLOGIES FOR ABSENCE 


2. MINUTES and MATTERS ARISING 


3. Association of CCGs  


The AGG:  


 Agreed to the circulation of Ranjit Gill’s comments on the previous minutes 


 Noted Ranjit Gill and Wirin Bhatiani to join the Primary Care Transformation Group 


 Agreed to SN coordinating opinion following the outcome of the transitional funding bid 
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The Urgent Care leads Chaired by Ian Mello will be taking forward actions from the event. SN also 
reported that there will be a forthcoming announcement from Simon Stevens confirming that all year 
funding has been secured to support winter planning.  It is expected that the allocations will be 
announced by end of June and that this is new money.  
 
3.1 Lead CO Responsibility: Ambulance Commissioning 
SN presented an overview of Ambulance Commissioning and the Healthier Together links with support 
from Sue Sutton as Interim Director of Ambulance Commissioning and Dan Cassell Transport and Access 
Manager for Healthier Together.  This is to ensure that we have a combined approach to commissioning 
of the ambulance/transport services. 
 
For GM we can use the Urgent Care Leads forum that already exists to support ambulance governance 
and GM performance. This will support transformation and initiatives such as handover times, urgent 
care desk and pathfinder and all other plans that seek to avoid admission through NWAS.   
 
Sue Sutton provided the overview form the ambulance commissioning perspective: 


 PES/PTS/111 NW Governance Arrangements were described in detail and the associated group 
that support CCGs with the Strategic Partnership Board being the decision making forum 


 PES - National Response Time targets achieved for the last 3 years 


 £3m CQUIN - Conveyance Reduction 


 Jointly commissioned capacity review in 2010/11 identified: 
– Existing service delivery model unsustainable 


– System transformation required 


Commissioner Response: 
– c£10m for activity increases provided in last 2 years to maintain 


performance and provide head room 


– CQUIN used to develop initiatives such as the Urgent Care Desk and 
Paramedic Pathfinder to effect system change 


 Following concerns raised by CCGs at CCG level performance, the SPB agreed to conduct “deep 
dives” for 2-3 CCGs per country footprint and within GM this will be undertaken for Bolton, 
Trafford and Tameside & Glossop. 


 Data packs produced 


 Understanding of CCG variability 


 Working practice changes or additional financial investment 


 Interim Report: Common Themes - Summer 2014 


 Followed by Final Report 


 PTS - GM Contract: ATSL - £4m Savings 


 Enhanced Standards & Operating Hours 


 2014/15: Second year of three year contract 


Performance Standards and Risk Share: 
• Response time targets likely to continue to apply 


• Focus on reducing conveyance to E.D. 
• Service reconfigurations expected to lead to more and longer journeys 


• Possible increase in PTS activity due to repatriations 
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• CCG risk share arrangement? 


 
Although there has been some recent publicity it must be noted that the performance of ARRIVA has 
improved over the recent months. Need to consider option of PTS procurement in the near future: 
paper to be considered at the next Strategic Partnership board. Need to also consider options around 
lead commissioning arrangement and whether to keep the existing arrangement through NHS Blackpool 
as the CCG lead.  
 
The interface with ambulance and HT was discussed at length in that we need to ensure we have 
standards in place for patients with acute abdomen and sick children to ensure that there are no undue 
delays. This is compromised as currently NWAS will consider these patients as less urgent for transfer as 
they are already in a place of safety. Although not to be treated as a blue light they must also not fall 
into the category of delayed transfers due to the potential clinical risk requiring transfer.  
 
Dan Cassell presented a paper with the aim of highlighting a key potential risk to the health and social 
care reform agenda with regards to transport and access; 


 PTS ensures transport is available where a patient’s medical needs demand it.   


 Outside of the PTS there is no duty on NHS commissioners (or any public body) to provide 
transport for patients in response to what are sometimes called their ‘social’ needs.  


 Feedback from Healthier Together pre-consultation patient and stakeholder engagement has 
revealed the same strength of feeling encountered in previous GM healthcare reconfigurations. 


 Expectations and anxieties about transport and access remain high amongst people’s concerns, 
and can be very difficult to dispel.  It has the potential be a ‘deal breaker’ and include people 
who are highly vocal and ready to mobilise their peers, politicians and other stakeholders.  


A recent analysis of transport access by GMCVO on behalf of Transport for GM brought together expert 
practitioners involved in planning sustainable transport an option was to connect expertise to: 


 provide evidence, and support commissioning and service planning decisions 


 connect expertise, experience and ideas, support the process of health and social care reform 


 support GM bids for additional funding and resources (e.g. government grants and initiatives) as they 
become available 


 Members felt that this should already be covered by HT and at this point did not feel they could 
support but requested the current TOR of the Transport groups.  


 


 


 
 
 
 
 
 
 
 
 
 


The AGG:  


 Noted the support through Bury in representing GM for Ambulance Commissioning 


 Noted the detail in the paper and presentation which was helpful and informative 


 Views of members required, particularly in respect of a) Risk Share (b) issues relating to 


peripheral areas to revise the current paper by 16th July 2014.  This will then be presented at 


a future AGG Meeting. 


 Agreed that we need to consider the transport gaps that may exist through HT 


implementation  


 Requested that  DC send to AD the ToR for the current HT Transport Reference Group and 


proposed new Group for onward circulation 


 SN to liaise with AC to ensure there is assurance regarding a possible transport gap. 
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This Item moved up the agenda as Angela Lynch needed to leave early. Brief verbal update included 
(formal letter to follow): 


 The national Specialised Commissioning Strategy is on hold until the Autumn 


 The main issue continues to be the financial challenges  


 Focus now on QIPP  


 NHSE turnaround to seek financial balance  


 Working closely across GM with Mike Burrows NHSE, Ivan Bennett and Alan Campbell (CCG leads for 
Specialised Commissioning) at how to develop GM programmes  


 Need to still consider the 2 year plan but the 5 year plan as stated now on hold.  
 
 
 
 
3.4 Greater Manchester Police/Greater Manchester Alcohol Strategy  
Sandy Bering the GM Mental Health Lead and David Wilkinson the GMP Strategic Mental Health Lead 
both presented an overview of mental health links with GMP and the Alcohol Strategy which focusses 
on joint working.  
 
GM Alcohol Strategy:- 


 Work focused on the key aims of reducing alcohol-related crime and disorder, and reducing the 
negative health impacts caused by alcohol.  


  Promoting diverse and vibrant night-time economies. 


 Strategy is the first of its kind in the UK developed by a Key Leaders Group, mandated by the AGMA 
Wider Leadership Team as an important delivery vehicle against both the “Growth” and “Reform” 
elements of Greater Manchester’s Overarching Strategy. 


 Work on Strategy, coordinated by New Economy, commenced in February 2014 and completed in 
May 2014, through a Public-Facing Consultation ensuring a visible and inclusive process. 


 
12 Point Action Plan  


1. Developing the GM Alcohol Strategy Brand and set of common key messages across Partners, 
while at the same time supporting more common practice across local Strategy Action Plans 


2. Enhanced Data Sharing in support of the Strategy. 
3. Developing and implementing a common approach to ensuring effective use of all relevant 


powers (such as within the Anti-Social Behaviour, Crime and Policing Act 2014). 
4. Developing and evaluating interventions to address alcohol and wider substance misuse by 


offenders at the point of arrest, sentence and point of release. 
5. Supporting the appropriate prioritisation of Domestic Abuse Victims within the GM approach to 


Complex Dependency through the GM PSR Programme.  


5.2 Specialised Commissioning.  


5. Clinical Work Progammes  


3. Association of CCGs  
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6. Developing and supporting Local Recovery Organisations and Networks. 
7. Implementing Best Practice in the delivery / uptake of alcohol brief Interventions and advice. 
8. Delivering practical local alcohol education delivery in schools and colleges.   
9. Roll-out collaborative evidence-based GM-wide commissioning approaches to deliver effective 


interventions addressing Complex Alcohol Dependency in hospital and health settings (e.g. RAID, 
RADAR and Mental Health/Alcohol Liaison services, Enhanced Liver Disease Care Pathways).  


10. Continued lobbying for the implementation of Minimum Unit Price options. 
11. Exploiting all the benefits of LAAA Support to maintain a focus on reducing alcohol related harm 


in Greater Manchester’s Night-time Economies (NTEs) – including an option for the 
establishment of an alcohol Treatment Centre as proposed by GMP.  


12. Consistent Use of Licensing Tools, Coupled with a Transformational Programme of Voluntary 
Activity with the Alcohol Trade. 


 
Recurring theme from the scoping work is that the existing Pan-GM Alcohol Networks (primarily a GM 
DAAT Commissioner Type Group) will only be able to deliver real reforms with CCG colleagues locked 
into those discussions:  


 Early intervention programmes  


 Alcohol liaison models including Alcohol Link workers, RAID and RADAR 


 Proposals tacking the Liver Disease challenge 
 
GM Police:- 
David Wilkinson presented on overview of the current position but stipulated that there have been a 
number of pilots and one off funding which never then gets full support. We need a consistent approach 
to support the pilots that are shown to be effective in terms of managing mental health patients 
appropriately in the right place by the most appropriately trained staff.  
 
Current work includes: 


 24/7 Access provided to officers on the front line to support their decision making and reduce 
the number of Section 136s 


 24/7 Telephone Access for police to MH Trust information - officers can deal directly with trusts 
where possible and through Communications where the patients origin is unknown 


 Navigation Centre - Police Innovation Bid submitted.  


 Neighbourhood Mental Health Pilot 


 Bolton and Salford Section 136 Suite and telephone triage 


 Trafford Missing Patient Protocol 


 Sanctuary - City wide Manchester service numbers now rising considerably. Offers phone and 
face to face support throughout the night.  New hours of operation: 365 nights a year from 8pm 
through to 6am.   Referral pathways in place with GMP’s A/E divisions, British Transport Police 
and soon motorways.  Conveyance arrangement in place with NWAS.  


 Triage system to be trialled. This will be starting imminently. It will involve a 24/7 phone number 
and also the ability for officers to take patients voluntarily to Clare house, Ince where they can 
be assessed by mental health staff without utilising S136.  


 Crisis intervention officers: skilling up of specific police frontline response officers in mental 
health issues whose role it will be to take more of a lead on mental health. 
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This is just a summary of some of the work to improve the management of these patients and help to 
reduce conveyance to hospital, support more capacity and expertise and make sure that GMP time is 
used more effectively. It must also be noted that some of these initiatives are not across GM and if 
extended would continue to improve support required for mental health.  
 
 
 
 
 
 
 
 
 
 
 
4.1 Healthier Together Update  
4 WEEKS UNTIL PROVISIONAL CONSULTATION START DATE 


 NHS England Assurance framework evidence requirements further defined  


 PCBC part 2 draft circulated in advance of CiC meeting (21st May) 


 PCBC part 1 & Future Model of Care accepted at April CiC meeting with 11 of the 12 voting CCG’s in 
favour in a Category 1 decision 


Risks: Interdependencies with work undertaken by Monitor, the national Trust Development Agency 
and NHS England. Working closely with NHSE team on a detailed daily plan to cross check and manage 
interdependencies. 


Strategic Risks includes: 
Failure to manage messages that the HT programme recognises the interdependencies with change 
programmes for Primary Care, Integrated care and Hospital services could lead to lack of support and/or 
missed opportunities to gain local/national support. Establish close working relationships across the 3 
programmes to increase understanding and consistency of proposals to mitigate any risk.  
 
3.2 Co-commissioning of Primary Care Letter from Rosamond Roughton/Barbara Hakin  
RB and SN describe the work that GM is leading on behalf of all CCGs to develop a framework in 
response to the co-commissioning letter. This has been developed in levels/stages as it is recognised 
that not all CCG are supportive and many may only wish to on take on smaller elements and possibly 
look to increase in a phased manner. This is available in draft format and will be discussed at Friday’s 
COOs meeting. 


 Area Team supportive of co-commissioning which is noted in the way that we work across GM.  


 May be the possibility of increased funding – concerns noted of the difficulties of managing further 
increased responsibilities without appropriate resourcing  


  Noted that this is an expression of interest not a bid although it will be assessed by the Area Team 
 
 
 
 
 


The AGG:  


 Noted the GM support provided from both Sandy Bering and David Wilkinson  


 Agreed to support the proposed approaches to the continued work across GM  


 Requested update briefings at quarterly intervals to ensure continued support  


4. Strategic Work Programmes 


The AGG:  


 Noted: the work undertaken by Gaynor Mullins to produce a GM Framework 


 Noted: Framework will provide a guide for CCG EOI submission. 


 Noted: Following the outcome of the EOI process it is an individual CCG decision whether to 


continue forward.  
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4.2 Primary Care Budget  
The purpose of this paper to inform colleagues of the process and approach to setting area team 
budgets for 2014/15 on Direct Commissioning. 
 
Key matters: 


 Requirement to make a higher surplus than the 1% as per the national planning guidance in lieu of 
other national pressures for NHS England specifically around Specialised Commissioning. 


 Investments to meet the primary care strategy, which includes demonstrator sites, the forerunner 
to the challenge fund and baby teeth do matter, amongst other initiatives have not been set aside 
due to budget constraints. 


 No funding is available to invest in recurrent and non-recurrent costs of capital in premises. 


 The level of contingencies held does not fully mitigate the level of risk for 14-15.    
The paper presented addresses Direct Commissioning budgets only, which are further analysed between 
primary care; public health; and secondary dental care. 


 Last year NHS England allocated £765m for the Area Team for these budgets, this year the 
equivalent resource £778m. 


 The allocation of resource has remained relatively fluid in some areas leaving planning to be 
delivered in a changing environment. 
 


In summary, based on the resources made available to the Area team for 14/15, there is a significant 
challenge to delivery of the financial requirements whilst delivering all our key objectives. 


All the budgets have been set using a zero-basing approach which reallocates the whole resource rather 
than applying incremental change to each budget line. For Primary care and Secondary Care Dental in 
setting the budgets and following national planning requirements we are required to achieve a 1% 
surplus and maintain a 0.5% contingency. For public health we are to provide for a 0.5% contingency 
and set aside resources to fund Health Visitor and Family Nurse Partnership expansion programmes. 
Whilst this was the initial requirement, there has been a subsequent ‘call’ by NHS England to meet a 
further reserve requirement of £3.5m relating to changes in Primary Care contractor inflation uplifts, 
and further call of £7m for GM to support the current national overspend in specialised commissioning. 
At this point the plan displays a £5m contribution to this call, by using all DC budget underspends. For 
GM this means that the forecast position on Secondary Dental Commissioning is all retained to deliver 
an increased surplus requirement. 
 
Primary care expenditure budgets total £631,549k contingency of £3,180k a QIPP target of £1,964k. 
Provided for a planned surplus of £8,232k (including requirement to set aside £3.5m) being the excess 
funding from the Doctors and Dentists Review Body (DDRB) contract settlement. 


 Overall expenditure budgets have been set based on the expenditure position at month 9 and then 
adjustments made to remove non recurrent spend and apply the full year effect of recurrent spend.  


 This removes £1,200k non recurrent funding identified in 2013/14 in relation to GP revalidation, 
which was not funded fully in the baseline exercise, and is an area of high risk in 2014/15. 


 Risk to having plans based on M9 expenditure is the movement to year end, the view is likely to be 
a neutral position over the range of Primary Care budgets, but not confirmed. 


Assumptions on impact of inflation and contractual growth 
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 Cost inflation applied to primary care contracts in line with national planning assumptions.  


 GP contract areas have adjusted for the national settlement of 0.28% and the dental contracts have 
been adjusted for the Doctors and Dentists Review Body (DDRB).  


 Premises cost reimbursements increased by 3% replicating the real growth % seen in 2013/14. 


 Demographic growth applied at 0.3% - ONS data suggests this could be 0.8% so a risk 


 Non-demographic growth 4.32% applied to Pharmacy contract based on prescriptions dispensed 
13/14 and ophthalmic spend estimate of 3.27% - patient vouchers for the same period. 
 


Secondary Care Dental 


 Budgets total £47,533k contingency of £254k and a QIPP target of £125k for dental referral 
management scheme. Budgets were based on month 9 adjustments made for recurrent impact of 
contract variations and secondary dental activity plans agreed with providers. 


Assumptions on impact of inflation and contractual growth 


 Provider efficiency/cost inflation applied to secondary care dental plan as per national guidance i.e. 
efficiency deflator (4%), inflation of 2.5% and 0.3% CNST giving an overall deflator of 1.2%.  


Public Health 


 Public health budgets total £87,849k, including a reserve of £350k and a contingency of £424k. 


 Budgets based on month 9 adjustments to remove non recurrent spend and full year effect of 
recurrent spend for health visiting, family nurse partnership and immunisation and vaccination 
programmes for 13/14 agreed expansion plans. 


 Contracts with providers do not include the resources required to deliver the 14/15 expansion 
plans, even though we have now budgeted for this growth.  


Assumptions on impact of inflation and contractual growth 


  4% tariff deflator and inflation of 2.5% has been applied giving an overall deflator of 1.5%. 
Primary Care 


 Budget setting down to individual contractor level to provide assurance on recurrent commitments, 
QIPP savings and reductions in costs on ‘discretionary spend’, decommissioning, quicker 
implementation of PMS and APMS contract changes. 


 Removed £8,500k investments\pressures from the expenditure plan and shown these costs as risks, 
with varying probabilities. Completed in lieu of the central requirements to achieve higher levels of 
surplus and contingency described in the executive summary.  


Investments 


 Planned investments to meet the Primary Care Strategy Implementation have been removed to 
meet the increased surplus requirement. Remaining planned investments relate to pre 
commitments on premises developments of £120k recurrent investments and £80k non-recurrent. 


 Capital is available and a proportion of rent abatement may occur as a result, there would still be a 
recurrent increase to rent, costs for non-domestic and water rates, meet stamp duty, project 
management costs, legal fees re leases may all occur, all historically funded.  


The key financial risks and a worst case position adopted as follows:- 
Primary Care – unfunded risks total £15,935k  


 GP Appraisal and revalidation  £1,000k - £1.2m underfunded from original baseline exercise, less 
£0.2m added in investments 


 Demographic Growth - £2,700k - ONS data states 0.8% have assumed 0.3% in line with 13/14 growth 


 NHS Property services - £1,178k 


 GP IT £2,824k 
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Unfunded pressures based on fair shares basis of allocation and commitments, whilst this is a CCG issue, 
it has potential for representing a pressure to NHS E budgets if CCGs will not recognise the reduced level 
of funding to be delegated to them.  


Implementing the Primary Care Strategy £2,426 
o Closing the Health Inequalities gap for Greater Manchester - £500k 
o Improve Dental access - removed from plans £800k 
o Demonstrator schemes continuation (beyond 30th September) - £1,126k 


 Premises investments – £843k Capital has been identified for grants in relation to developments and 
improvements. However the rent revaluation and additional rateable values for non-domestic rates, 
water rate; recurrent costs increase. No schemes unless CPO can be progressed. High reputational / 
political risk with GPs. No premises investments to meet estate / strategic need - £600k 


 Under delivery of QIPP £1,964 QIPP targets have been set for GP services, Pharmacy and 
Ophthalmic. Risks to delivery are timescales, capacity and possibly overstating the financial level of 
savings anticipated in each year.   


 Dental Income  £1,000k - Risk that assumed dental income does not materialise 


 Pharmacy Income £1,500k - Risk that income from prescriptions does not materialise 


 Enhanced services £500k - enhanced services delivered increases with primary care strategy growth 
Secondary Care Dental – unfunded risks total £295k 


 Demographic Growth - £170k - ONS data states 0.8% we have assumed 0.45% 


 Under delivery of QIPP - £125k - QIPP targets set for a dental referral management scheme.  


 Contract validation - all charges are made correctly and challenging within flex / freeze timescales. 


 CQUIN = Ensuring CQUIN is monitored and that any underperformance is recovered from providers   
Public Health – unfunded risks total £3,059k 


 Tariff deflator - £400k - Pressure from providers not agreeing to the value of the deflator. 


 School based childhood flu pilot - £203k - risk that no further allocations will be received. 


 Immunisations and Vaccinations - £1,304k - relates to costs not fully funded in the baseline exercise. 


 Child health information systems - £500k - relates to costs not fully funded in the baseline exercise. 


 Diabetic retinopathy - £652k - relates to costs not fully funded in the baseline exercise (£388k) and 
the potential investment for a common pathway to be developed for diabetic eye (£264k). 


 CQUIN - Ensuring CQUIN is monitored and that any underperformance is recovered from providers. 
 
Use of Contingency 
Primary Care Contingency of £3,180k set aside in primary care to fund pre-existing commitments to 
Demonstrator Schemes of £740k and revalidation funding of £1,000k. To fund small increases in 
premises costs as a result of grants given to meet CQC, safety and DDA compliance. 
Secondary Care Dental Contingency £254k in secondary care to fund any excess in 
activity/commitments primary care dentistry. 
Public Health Contingency of £424k set aside; initially be used to mitigate any risks that materialise.  
 
QIPP 
£2.1m of QIPP schemes which should realise cash releasing savings in year.  Reviewing further savings 
which could be used to contribute to the £2m requirement but we have notified Region of the difficulty 
in doing this. Further list of potential schemes has been generated as possible areas to consider towards 
the £2m required surplus; the risks and practical implications of these areas are being worked through.  
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Conclusion; 
Primary Care - We have not been able to set aside any investments to meet the primary care strategy, 
this includes continuation of the demonstrator sites and the forerunner to challenge fund. No 
investments have been set aside for the recurrent and non-recurrent costs of capital investments in 
premises so these cannot proceed unless funding is found elsewhere e.g. Healthier Together, CCGs. 
Secondary Care Dental - We have not been able to set aside any investments to meet the primary care 
strategy and although we are reporting a higher surplus than required (1% would be £0.5m for 
secondary care dental) of £3,194k, this position ensures that overall direct commissioning achieves the 
required level of surplus. 
Public Health - Resource has been set aside to meet national priorities, reserve of £350k available to 
fund the pharmacy flu programme. If risks did materialise at the level there is no surplus other than the 
contingency. 
 
Table presented the summary for Direct Commissioned Services with the planned surplus of £11,435k, 
and after deduction of the worst position on risks of £19,289, leaves a deficit of £7,854k. More work to 
be done to ensure that the commitments are robust and on risk mitigation, therefore this is the worst 
case position and further iterations will provide a likely and best case position. In addition the Area 
Team is being required to deliver an additional £2m surplus so these figures are expected to be revised. 


Members were clearly disappointed that Primary Care funding is being used to support the financial 
pressures caused through Specialised Commissioning and seen as bailing out tertiary services. However 
they acknowledge the transparency of the report and the difficult position that NHSE are trying to 
manage.  Risks will be managed through use of the contingency and there will still be a deficit to 
manage. Need to make robust cases for movement of secondary care to out of hours Primary Care 
services. Also consider the potential to lobby both local and national leaders to highlight continued 
financial pressures. 


 


 
 
 
 
 
 
 
 
 
 
4.1 Primary Care “Promises” – to be referred to as Standards 
The new Community Based Standard document has removed the 48 hours standard. 


 Important to note that the standards are aspirational and that implementation will be variable 
across GM and therefore ‘promise’ is not an appropriate representation.  


 All agreed the standards back in February but still some concerns noted to the 2 hour and same 
day access for children and adults. 


 Approximately 1/5 of the standards are currently being delivered. 


 Possible use of contractual levers could be considered to ensure implementation. 


The AGG:  


 Andrew Harrison to revise the paper and send to AD for onward circulation to members 


 Noted: the concern of members regarding the potential financial deficits and risk to HT. 


 Noted: the need for a strategy to take this forward with further discussions to take place at 


the CiC meeting. 


 Noted: the need for further discussion in respect of specialised commissioning funding. 


 Noted: the need to work with the Area Team on the co-commissioning process to ensure 


funding is directed from secondary to primary care. 
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 A number of members were not aware that the approval of the standards would mean that this 
would be the front facing aspect of HT.  


 HT is about hospital reconfiguration that will be supported by improved access to Primary Care.  


 Also noted that the standards will not be implemented at 100% there will need to be a threshold 
set as with the 4 hour A/E wait.  


 
 
 
 
 
 
 
 
 
 
 
6. PAPERS TO APPROVE: 
It was noted that the GMMMG and EUR policies are presented to the AGG as per governance process. 
 
6.1 GMMMG Approved through HoCs & CFOs  
6.1.1 Summary Paper of Recommendations made by the Interface & New Therapies Sub Group 
6.1.2 Psoriatic Arthritis & Ankylosing Spondylitis Pathway 
 
6.2 EUR Approved through HoCs & CFOs 
6.2.1 Hyaluronic Acid Injections for Osteoarthritis 
 
 
 
 
 
 
 
 
It was noted the concern raised by LM in respect of the HT narrative which has already been prepared to 
ensure it is appropriately worded in respect of primary care standards. 
 
 
 
 
The next meeting will be held on 1st July 2014 @ 8.30 – 12.30pm in the Salford/Worsley Suite on the 
Mezzanine Floor @ St James’s House, Salford. 
 


DATE/TIME OF NEXT MEETING 


The AGG:  


 Noted: the figure in paragraph 3 is £20m. 


 Action: RB to circulate the work undertaken with the CFOs. 


 Noted: that the lead story for HT was hospital configuration (not primary care). 


 Noted: the Primary Care Standards are aspirational. 


 Noted: RB offer to attend the CiC meeting 


 Agreed to discuss further at the CiC meeting 


The AGG:  


 Approved the GMMMG & EUR policies. 
 


7. ANY OTHER BUSINESS 
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Committees in Common Briefing Note - 4 June 2014 


The fifth formal meeting in public of the Healthier Together Committees in Common was held on 4 
June 2014 at Manchester Town Hall. 
 
A full attendance record can be found overleaf. 
 
A summary of the main agenda items included: 
 


 Approval of the Pre-Consultation Business Case (Part 2 of 2) 
 


Members received a presentation from Dr. Chris Brookes (Medical Director) and Alex Heritage 


(Programme Director) summarising the The Pre-Consultation Business Case (PCBC) Part 2. 


The Pre-Consultation Business Case (PCBC) provides specific evidence that supports Greater 


Manchester’s case to transform health and social care, elaborating the shared ‘vision’ across the 


conurbation.  


The aim is to make the case to commence a public consultation entitled 'Healthier Together: A 


review of health and care in GM'. The PCBC is made up of two parts; Part 1 focused on the case for 


change, vision and proposed solutions to achieve the best health and care for all GM residents. Part 


2 provides the technical analysis to support the final decision to proceed. 


The Committees in Common unanimously approved the document allowing it to be submitted the 
to NHS England for formal assurance.  


This is a major step for the Healthier Together programme. 


 Questions from the public included the availability of papers for the meeting, the level of 
engagement with Healthwatch, and the engagement with clinicians in the hospitals across 
Greater Manchester. 


 
Full minutes of the meeting will be available once approved by the Committees and shared on the 
Healthier Together website. 
 
If you would like any further information on this meeting or the Healthier Together Programme 
please contact Valerie Essien (Communications) email: valerie.essien@nhs.net or 0161 625 7389. 
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Committees in Common Attendance 4th June 2014 


Name Organisation 


Phil Watson CBE  Independent Chair 


Su Long  Bolton CCG 


Dr Kiran Patel  Bury CCG 


Dr Michael Eeckelaers Central Manchester CCG 


Dr Chris Duffy Heywood, Middleton & Rochdale CCG 


Dr Martin Whiting  North Manchester CCG 


Dr Ian Wilkinson  Oldham CCG 


Steve Dixon  Salford CCG 


Dr Bill Tamkin South Manchester CCG 


Dr Ranjit Gill  Stockport CCG 


Dr Alan Dow  Tameside and Glossop CCG 


Dr Nigel Guest  Trafford CCG 


Dr Tim Dalton Wigan Borough CCG 


Dr Debbie Austin North Derbyshire CCG 


Leila Williams Director of NHS Greater Manchester Service 
Transformation Team 


Alex Heritage  Healthier Together Programme Director 


Chris Brookes Medical Director, NHS Greater Manchester 
Services Transformation & Chair of the Healthier 
Together Clinical Reference Group 


Joanne Newton Chair of the Healthier Together Finance & 
Estates Group 


Ian Williamson  Healthier Together Lead CCG & SRO Group 


Steven Pleasant AGMA (Association of Greater Manchester 
Authorities) 


Hamish Stedman  Chair of Association of CCGs Governing Group 


Christian Dingwall Legal Adviser, Hempsons  


Lisa Murch Portfolio Support Manager, NHS Greater 
Manchester Service Transformation 


Observers & Members of the Public for Part A :  


Paul Carroll  


Jack Firth  


Elaine Borthwick  


Ian Barker  


Barbara Barlow  


John Pickford  


Dean Kirby  


Laura Foster  Associate Director, Greater Manchester Service 
Transformation 


Sophie Hargreaves Associate Director, Greater Manchester Service 
Transformation  


Martin McEwan Associate Director, NHS Greater Manchester 
Service Transformation 
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High quality care for all, now and for future generations 


 
 
 
Our Ref: AT TK Progress Update 2014-06-09 
 
9 June 2014 
 
 
To: Trust Chief Executives   
 CCG Chairs and Chief Officers  
 Area Team Directors 
 
 
Dear Colleague 
 
Re: Development of the North West 5 year Strategic Plan for Specialised Services 


Commissioning - Progress Update Number 4 
 


I am writing to provide you with the fourth progress update re the above. 


1. National focus on specialised services commissioning   


You will be aware that NHS England’s Executive Team has put additional resources 
in place to support the existing Specialised Commissioning Teams.  Seven work 
streams, with a particular focus on financial control in 2014-15 and planning for the 
2015-16 commissioning round, have been initiated as follows: 


 
1.1 Strategic Projects, led by Ann Sutton, Director of Commissioning (Corporate). This 


team will ensure continuation of the most complex and highly specialised 
programmes such as Proton Beam Therapy, and ensure delivery of a prioritisation 
framework for 2015/16.  


 
1.2 Strategy, led by Michael Macdonnell, Head of Strategy. This team will develop a 


financial sustainability strategy for specialised commissioning, and make 
recommendations about how the range of specialised services and commissioning 
models should change.  


 
1.3 Clinically Driven Change, led by James Palmer, Clinical Director, Specialised 


Services. This team will ensure clinical leadership of programmes that deliver clinical 
benefit alongside efficiency improvements. They will also be responsible for ensuring 
a sustainable approach to the commissioning of cancer drugs.  


 
1.4 Operational Leadership, led by Cathy Edwards, Director of Commissioning in 


South Yorkshire & Bassetlaw Area Team. This team will be the engine room of 
specialised commissioning working collaboratively with all Area Teams and 
stakeholders. It will have overall responsibility for the QIPP programme, and will 
develop recommendations on the future shape of the specialised commissioning 
infrastructure. This team will also include a communications and engagement 
function dedicated to ensuring that all stakeholders are well informed.  In addition, it 
will support the work of the Specialised Commissioning Oversight Group (SCOG) 
and the Patient and Public Voice Assurance Group (PPV AG).  


 


  
Cheshire, Warrington & Wirral Area Team 


Quayside 
Wilderspool Business Park 


Greenalls Avenue 
Warrington 


WA4 6HL 
 


Email : toni.eyre@nhs.net 
Tel : 0113 82 52830 
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1.5 Commercial and Technical Delivery, led by Peter Huskinson, Director of 
Commissioning in Leicestershire & Lincolnshire Area Team. This team will ensure 
specialised commissioning manages its provider market in a highly effective, mature 
way, through well planned and rigorous procurement and contracting programmes, 
supported by building capacity and embedding best practice across area teams.  


 
1.6 Strong Financial Control, led by Rachel Hardy, Regional Director of Finance in 


Midlands & East. This team will ensure specialised commissioning has strong 
financial leadership and focus across all of its programmes. It will also carry out 
specific technical pieces of work on area teams’ financial baselines, and will provide 
support to the Clinical Priorities Advisory Group (CPAG).  


 
1.7 Analytics, led by Ming Tang, Director, Data and Information Management Systems. 


This team will ensure specialised commissioning is supported by good data and 
intelligence, building capacity and capability across area teams and commissioning 
support units (CSUs), as well as moving towards much greater standardisation of 
informatics processes.  


 
As part of the turnaround process, the development of the national clinical strategy, led by 
Dr James Palmer, has been put on hold.  This will enable the remaining national turnaround 
teams above to concentrate on financial recovery and a small number of urgent tasks.  
 
I will keep you updated on the progress of all the above work streams.  
 
2. Impact of the national work on the development of the North West 5 year 


Strategic Plan for Specialised Services - Re-alignment of co-commissioning 
arrangements to Focus on QIPP and delivery of Operational Plan priorities 


The timescale for the development of the national strategy for specialised services 
has been extended to the autumn.  The current priorities for service change 
identified in the North West Specialised Services 2 year Operational Plan will, 
however, continue to be progressed.  It is important that these long standing “legacy” 
issues are addressed.   
 
We will take account of the current understanding of the longer term strategic 
direction in formulating solutions which consolidate expertise and implement network 
provision.  The key priorities areas are as follows: 


 Securing specialised cancer services that comply with national standards and 
guidance 


 Ensuring sufficient capacity at each level of care for neurorehabilitation patients 
(both adults and children) and appropriate models of care. 


 Reviewing the model of care for HIV services across the North West  


 Implementing the output from the vascular reviews that have been completed, 
undertaking procurement as required. 


 Ensuring cardiac services are compliant with national standards and take into 
account the impact of the national paediatric cardiac surgery review 


 Expanding capacity to meet increasing demand in adult cystic fibrosis services 


 Reviewing capacity and case mix of neonatal critical care services within the North 
West, together will addressing co-location of neonatal surgical services 
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 Ensuring major trauma care across the North West is optimised to drive improving 
outcomes 


 Reviewing service provision within specialised respiratory services.    


 Ensuring adult secure mental health services are provided and commissioned in the 
most effective way to meet the needs of North West patients. 


 Working with Strategic Clinical Networks and Clinical Commissioning Groups in 
addressing the significant potential for service improvement in Acute Kidney Injury 
(AKI) services. 


 Implementing the recommendations from the national review of CAMHS Tier 4 
services. 


 
We are currently exploring how we can best re-align our existing co-commissioning 
arrangements within each of the sub-regions to focus on delivery of QIPP and the 2 year 
operational plan priorities, whilst taking cognisance of the emergent national strategic 
direction. 


 
In addition, we are working with key Trusts to develop QIPP delivery groups.  These groups 
will have significant potential to identify and realise QIPP savings through service and 
pathway re-design due to their scale of service provision and level of specialised services 
income. They will focus on the delivery of the 2014-15 QIPP and develop a robust QIPP 
plan for 15-16 based on pathway redesign, consolidation and evidence based challenge.   
 
3. NW Provider Forum Meeting – 16th June 2014 


The next meeting of the Provider Forum is from 10-4pm on 16th June 2014 at the 
Holiday Inn Runcorn, WA7 3HA.  We will be able to provide an update on progress 
to date.  In addition, we will explore the role of the Academic Health Sciences 
Networks and attributes that may be required by providers to become successful 
centres of excellence in the future system. The event will explore the leadership and 
ways of working that are likely to foster success.  This will include, for example, 
collaborative structures, taking a population focus, prime contractor relationships, 
working as part of a network etc.  We will also discuss case studies on achieving 
QIPP savings, consolidation, partnership and improved quality.   A formal agenda will 
be circulated prior to the event. 


4. Patient Engagement event 1st July 2014 
 


The North West Specialised Commissioning Team, Strategic Clinical Networks and 
Senates will run a workshop on 1st July for patients, carers and members of the 
Public Advisory Groups to discuss specialised services commissioning.  The aim of 
the workshop is:  


 
• To understand what specialised services are, how they are commissioned and why 


we need to improve services; 
 


• To identify and explore ways to achieve meaningful engagement with patients, 
carers and members of the public in engagement and consultation re future 
improvements and changes to specialised services 
 


• To understand what is important to patients and carers in relation to any future 
changes to specialised services e.g. travel times vs. access to high quality services. 
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5. Strategic Analysis of patient flows 
 


Work is continuing on the Public Health analysis of the demographics of the North 
West and its impact on specialised commissioning.  In addition, an analysis of 
patient flows has been undertaken.  The patient flow data has been shared with 
relevant CCGs and the local Project Teams. 


 
6. Q&A - Frequently asked questions and answers with monthly feedback 
 


Please email any questions that you have to your Strategic Planning Lead so that 
the answers can be included in the Q&A.  We aim to circulate details of the 
questions and answers to everyone on a monthly basis to coincide with the 
publication of this monthly progress update letter and our communication slides.  
Please note that we have not received any questions to date. 


 
 
7. Local Engagement – existing meetings and bespoke local discussions 


The strategic planning leads have been involved in a number of local discussions to 
date.  These discussions are continuing to help us to understand fully the local 
issues and QIPP priorities.  If you would like to meet with your local lead, please 
contact them directly as follows: 


 
Strategic Planning 
Lead 


Area Mobile phone 
number 


Email Address 


Angela Lynch Greater Manchester 
& Lancashire 


07847 415177 angela.lynch4@nhs.net  


Phil Dunn Cheshire & 
Merseyside   
& Lancashire 


07817 679533 philip.dunn1@nhs.net  


 
I look forward to continuing to work with you on the implementation of the Operational Plan 
priorities and identification of service change to secure QIPP savings.  Thank you again for 
your ongoing active and positive support. 
 
Yours sincerely 
 
 
 
 
Alison Tonge 
Area Director 
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7th Floor 


Regent House 
Heaton Lane 


Stockport 
SK4 1BS 


 
Tel: 0161 426 9900 


Fax: 0161 426 5999 
 


Web: www.stockportccg.org	


Mrs. Jane Crombleholme – Chair  
Dr. Ranjit Gill – Chief Clinical Officer 


Mrs. Gaynor Mullins – Chief Operating Officer 


Direct line:  0161 249 4204 
E-mail:  ranjitgill@nhs.net  
Our ref:  RG/GM CCOs COOs/05’06’14 
 
Date:  05.06.2014 
 


To: Greater Manchester CCG’s CCOs and COOs 
 
 
Dear colleague 
 
A NEW MODEL FOR GREATER MANCHESTER PRIMARY CARE  
  
Thank you for the unanimous “yes” to my email about working in a new way, to enable GM 
CCGs and the LAT to develop a primary care model that at long last fulfils the potential of 
primary care. Thank you also for the many offers of involvement in this work. 
 
I also note in your replies recognition that we have many stakeholders in this programme, all 
of whom we will need to take with us, and that the programme will create uncertainties 
amongst many of them during the course of the programme. 
 
We don’t have the relative luxury of time and resources that have allowed Healthier Together 
to construct new potential models for hospital care over the last 2 years. This programme will 
need to deliver a draft model for the AGG “awayday” in September, and finalise the model by 
October 31st. 
 
The LAT have kindly offered members of their primary care team to support a CCG led 
approach to developing the new model. 
 
I propose that we have a Programme Board which includes a member of the public, Rob 
Bellingham from the LAT, a Hospital Consultant and an LMC Member as well as the "usual 
suspects" that is 4 CCG Chairs or Chief Clinical Officers from Greater Manchester's CCGs. 
I envisage this group meeting monthly. 
 
I suggest that we also need a project team led by a GP Clinical Lead from the Programme 
Board, and including amongst other members, a CCG Chief Officer or Chief Operating 
Officer, a LAT senior clinical member, and a CCG Primary Care lead GP. This group will need 
a weekly meeting. 
 
I also suggest that this work will need the formal endorsement of both the AGG, the LAT, and 
by CCG Governing Bodies, but that we progress to form the Board and executive team in 
parallel. 
 
I'd be grateful for your comments on this approach, this week, so that we can draw together a 
schedule of people and meetings. Your insights into other expertise for the project team are 
also needed. It would also be helpful if you could confirm any suggestions for individuals to be 
members of both the Board and project team. 
 







	 	
 


Mrs. Jane Crombleholme – Chair  
Dr. Ranjit Gill – Chief Clinical Officer 


Mrs. Gaynor Mullins – Chief Operating Officer 


 
 
Kind Regards, 
 


 
 
 
Dr Ranjit Gill   
Chief Clinical Officer 
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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
The Governing Body are asked to note the contents of the report.  
 


 
 


Please detail the key points of this report 


 
This report states publically the remuneration decisions made by the 
Governing Body at its Part Two (closed) meeting on 11 June 2014. 
 
 


What are the likely impacts and/or implications? 


 
There will be a small financial impact for the CCG.  
 
 
 


How does this link to the Annual Business Plan? 


 
This will support the CCG’s routine business. 


 


What are the potential conflicts of interest? 


 
All of the members of the Governing Body are conflicted with regards to 
their personal remuneration or that of their colleagues.  


 


Where has this report been previously discussed? 


9 June 2014 by the Remuneration Committee 
11 June 2014 by the Governing Body (during Part Two) 
 


Clinical Executive Sponsor: Dr Ranjit Gill 


Presented by: John Greenough 


Meeting Date: 9 July 2014 


Agenda item: 15 


Reason for being in Part 2 (if applicable): Not applicable 
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Remuneration Report to the Governing Body 
 
 


1.0 Purpose 
 
1.1 The purpose of this report is to report in public the decisions made by 


the Governing Body regarding its remuneration. 
 


 
2.0 Context 
 
2.1 The Remuneration Committee is tasked with making recommendations 


to the Governing Body regarding its remuneration arrangements. 
 
2.2 The Remuneration Committee takes into account within its discussions 


and decision-making advice from the CCG’s Human Resources 
support at the Greater Manchester Commissioning Support Unit. 


 
2.3  The detail within this report represents the recommendations from  the 


discussions held at the Remuneration Committee’s meeting on 9 June 
2014 and the subsequent decisions made by the Governing Body at its 
meeting on 11 June 2014. 


 
2.4 The committee considered both remuneration of the Governing Body 


and contractual arrangements. 
 
 
3.0 Conflicts of Interest 
 
3.1 The members of the Governing Body declared at the start of the 


Governing Body meeting on 11 June 2014 that they have a conflict of 
interests regarding their remuneration.   


 
3.2 The CCG has previously challenged the guidance which states that 


only members of the Governing Body may be members of the CCG’s 
Remuneration Committee. However as the guidance has not 
subsequently been changed the Governing Body is aware that it must 
manage the conflicts of interest as it is not in the position of being able 
to avoid any such conflicts regarding remuneration.  


 
 
4.0 Review of Governing Body pay 
 
4.1 The 2014/15 Pay Review awarded a 1% non-consolidated payment to 


all NHS staff members on Agenda for Change terms and conditions 
who were considered as having had satisfactory service during 
2013/14 but were not eligible for an annual increment.  


 
4.2 The Governing Body agreed that all members of the Governing Body 


not on Agenda for Change terms and conditions will be awarded a 1% 
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non-consolidated payment. It was acknowledged that the members of 
the Governing Body have a conflict in this decision. The Governing 
Body considered that this decision provides a consistent approach for 
the whole of the CCG. 


 
 
5.0 Contract Types 
 
5.1 The Governing Body agreed that: 
 
5.1.1 The Chief Clinical Officer and the Clinical Directors are employees of 


the CCG 
 
5.1.2 That the Locality Council Committee Chairs are contracted on an 


appointed officer basis 
 
5.1.3 That the clinical leads are contracted on an employee basis 
 
5.1.4 That the Chief Finance Officer is employed by the CCG under Agenda 


for Change terms and conditions  
 
5.1.5 That all payments are contracted by the CCG’s payroll provider. 
 
   
6.0 Clinical Contracts: continuity of service 
 
6.1 The Governing Body agreed that: 
 
6.1.1 Reckonable service is service accrued under a CCG, PCT or Health 


Authority 
 
6.1.2 In the absence of any other reckonable service the start date for 


reckonable service is the date appointed into a CCG role (which would 
be no earlier than 1 April 2012) 


 
6.1.3 If someone was previously doing sessional work for the CCG, PCT or 


Health Authority this would be considered on an individual basis 
 
6.1.4 The notice period for a clinical lead in one month.  
 
 
7.0 Remuneration Committee Terms of Reference 
 
7.1 The Governing Body agreed the following changes to the committee’s 


Terms of Reference: ‘That a meeting be considered as quorate if three 
of the seven members are present’.  
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8.0 Action Requested of the Governing Body 
 
8.1 The Governing Body is asked to note the contents of the report. 
 
 
 
 
 
 
 
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 


N 


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 


  
Any form of change: Risk Assessment 
Completed and included  


n/a 


  
Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document 


N 






_1465889380.pdf


 


 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


 


Clinical Policy Committee Update 


New policies that have been agreed at Committee (CPC); costing implications for new NICE technology appraisals; 
best practice gaps 
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Executive Summary 
 


What decisions do you require of the Governing Body? 
• To note the costing implications of NICE Technology Appraisals  
• To note that CPC endorsed the draft EUR policies on Cataract 


surgery, Hyperhidrosis, Body Contouring, Bunion removal and 
Pelvic Vein Incompetence. CPC have sent feedback on Persistent 
Non-specific Low Back Pain and Varicose Veins. 


• To note the adoption of the new therapies sub group 
recommendations. 


• To note the NICE assurance Clinical Guidelines and Quality 
Standards process agreed with the FT. 


• To note the areas of potential clinical risk that CPC are actively 
pursuing. 


• To note the new Public Health Guidance process. 
• To receive the May and June minutes of the Clinical Policy 


Committee (attached) 
 


 
 


Please detail the key points of this report 
 


This paper informs the Governing Body of new policies that have been 
agreed at Clinical Polices Committee (CPC), best practise gaps around 
NICE guidance and costing implications for new NICE technology 
appraisals. 


 
 


What are the likely impacts and/or implications? 
 
Impacts on budget identified in NICE costing tool. 
All other measures are in place to manage clinical cost effectiveness 
 
 
How does this link to the Annual Business Plan? 
Effective use of resources is an essential part of QIPP. This process 
ensures innovation by systematic and timely dissemination and adaptation 
to new NICE guidance and the control of new developments in-year. 


 
 


What are the potential conflicts of interest? 
 None. 


 
 
Where has this report been previously discussed? 
Clinical Policy Committee (CPC) 
 
Clinical Executive Sponsor: Dr Vicci Owen-Smith 
Presented by: Dr Vicci Owen-Smith 
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Meeting Date:  
Agenda item:  
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 £130.000 for the year to date. 
to include the costing implication of TA312 Multiple Sclerosis of 
£130,000, although clarification is being sought about whether the 
CCG is the responsible commissioner. 


 
 
 
3.0 Agreed General Policies 
 
3.1 CPC agreed to adopt GMMMG guidance on: Canagliflozin, Gliptins, 


Liraglutide and Tadalfil. 
  
3.2 CPC agreed to confirm with the provider of specialist weight 


management services that, in addition to offering a programme of care 
the service will select and refer appropriate patients for consideration 
for bariatric surgery based on NHS England policy criteria: 


 Adults with a BMI of 40kg/m2 or more, or between 35kg/m2 and 
40kg/m2 or greater in the presence of other significant diseases 
provided that: morbid/severe obesity has been present for at least five 
years, the individual has recently received and complied with a local 
specialist obesity service weight loss programme (non-surgical Tier 
3/4), described as follows: This will have been for a duration of 12-24 
months. For patients with a BMI>50 attending a specialist bariatric 
service, this period may include the stabilisation and assessment 
period prior to bariatric surgery. The minimum acceptable period is six 
months. 


 CPC agreed that its own policy was to commission specialist weight 
management for people who meet these criteria and accepted that this 
would require extra investment (as identified in the latest budget 
allocations). 
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3.3 CPC reviewed five new draft policies from GMEUR and endorsed the 
policies on: Cataract Surgery, Hyperhidrosis, Body Contouring, Bunion 
removal and Pelvic Vein Incompetence. 


 CPC have sent feedback to GMEUR on Persistent Non-specific Low 
Back Pain. The policy states: 


 When offering treatment with an oral NSAID/COX-2(cyclooxygenase 2) 
inhibitor, the first choice should be either a standard NSAID or a COX-2 
inhibitor. In either case, for people over 45 these should be co-
prescribed with a PPI (proton pump inhibitor), choosing the one with 
the lowest acquisition cost (this recommendation is adapted from 
‘Osteoarthritis: the care and management of osteoarthritis in adults 
(NICE CG59)). 


 But CPC have questioned the reference to COX2 inhibitors and 
suggest that the use of safer NSAIDs (Ibuprofen/Naproxen) is 
specified. They have also suggested that it may be better to reword the 
second sentence to read: In either case, these should be co-prescribed 
with a PPI (proton pump inhibitor), choosing the one with the lowest 
acquisition cost, in patients at risk of side effect (but advise patients of 
the need to cease treatment before elective hospital admission 
because of the association with C Difficile infection). 


 
 CPC reviewed the draft GMEUR policy on Varicose Veins and 


requested clarification on the costing impact of the new policy and the 
prior approval process. 


  
  
 
4.0 NICE assurance Clinical Guidelines and Quality Standards 
  
4.1 CPC is actively pursuing the following areas of potential clinical risk:  
 Care pathway sign off for Caesarean section for morbidly adherent 


placenta (via the Maternity, Acute Children’s and Neonatal Programme 
Board) 


 Out of hours pathways for upper GI bleeding (via GM commissioners) 
 
4.2 Dr Vicci Owen-Smith and Dr Cath Briggs, SCCG have met with Dr 


James Catania, Medical Director, SFT and have agreed a new process 
for NICE assurance Clinical Guidelines and Quality Standards. The 
leadership sits with the Performance Director with senior clinical 
ownership across divisions. The FT will provide an update on 
compliance within 4 months of publication. The CPC will rate this as 
fully compliant, partially compliant, not compliant or not applicable. The 
reason for not being compliant will be reviewed and CPC will add this 
to its assurance document. Clinical risk areas will be escalated through 
the FTs Quality Board and the CCGs Quality and Provider 
Management Committee. A similar process is to be agreed with 
Pennine Care and assurance also sought from general practice (via the 
CPC locality chair representative) and from CMFT and SMUHT (via the 
CCG commissioning lead). Gaps in compliance, where investment or 
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redesign is required, that are not assessed as having a clinical risk, will 
be reviewed annually as part of the planning cycle. 


 
5.0 Public Health and Social Care Quality Standards 
  
 Andy Dunleavy, Senior Public Health Advisor, SMBC confirmed that a 


NICE Quality Standards Steering Group has been established at the 
local authority and process has been agreed to review and monitor 
NICE Public Health Guidance. 


 
6.0 Duty to Involve 
 
6.1 The Governing Body of the CCG has delegated the ultimate decision 


on changes to policies to the CPC. 
 
6.2 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. 


 
6.3 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. 


 
 
7.0 Equality Analysis 
 
 
7.1 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. 


 
7.2 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 
25th June 2014 
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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) 
(SW)  Sarah Williamson, Performance Manager, NHS Stockport CCG 
(VOS)  Dr Vicci Owen-Smith, Clinical Director (Public Health) 
(ML)  Mike Lappin, Health watch Representative 
(PM)  Peter Marks, Community Pharmacist, LPC Representative 
(AD)  Andrew Dunleavy, Senior Public Health Advisor, SMBC 
(RR)  Roger Roberts, Director of General Practice Development, NHS Stockport CCG 
Apologies: 
(JC)  Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body 
(MC)  Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CCG 
In Attendance: 
(SS)  Sarah Smith, Administrator to the Clinical Policy Committee 
 
 
 


 
Clinical Policy Committee 


 
DRAFT MINUTES of the meeting held on Wednesday 28 May 2014  


 
09:00 – 11:00, Board Room, 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 (23 April 2014)  


The minutes of the previous meeting held on 23 April 2014 were approved as correct 
record with the following amendments: 
P2 section 01 should say awaiting a response from diabetologists or GP with special 
interest. 
P2 section 31 and screening of children. 
P9 section 7.6.2 Astigmatisation is one word. 
 


Action 


3 Action Log  


The following actions were completed and removed from the action log: 99, 103, 
104, 111, 113, 114, 115, 116,118, 119 and 120. 


Action 
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Updates were provided for the following actions: 
01Diabetes prevention: RR confirmed that currently there is no GP with special 
interest for diabetes. RR agreed to contact Natasha Fraser, GP for an update. 
103 VOS to check guidance for checking the mothers postnatal BMI with NHS 
England: VOS confirmed that the postnatal BMI check is included in the GMS 
contract; therefore it is the GP’s responsibility to measure the postnatal BMI. The 
chair asked VOS to email clarification to Dr V Mehta. 
104 VOS to contact Neurology lead at Salford Royal FT to outline access issues and 
highlight that SCCG have a GP willing to have training: VOS updated the group that 
she had spoken to Neurology at Salford Royal FT and they have acknowledged that 
there is an issue with waiting times; in response Salford have submitted an action 
plan. Salford has identified; recruitment as an issue, referrals are increasing and 
specialist nurse capacity needs to increase. Salford will submit a business case to 
increase specialist nurse capacity. VOS confirmed that Salford is currently 
monitoring waiting times. VOS added that a GM wide re configuration of the service 
is being developed. 
110 VOS to check with GM EUR if other CCGs are offering IPG480 Endoscopic 
thoracic sympathectomy for primary Facial blushing: VOS informed the group that a 
few procedures had been offered across GM. VOS advised that this procedure will 
be considered at the next GM EUR policy review meeting and will therefore be 
actioned and taken forward by the GM EUR policy group. 
118 Obtain further evidence on Toric lens: VOS confirmed that Toric lens is only 
done as part of a Cataract procedure and at no extra cost.  
 
4   Matters Arising  


4.1 CG44 Heavy menstrual bleeding 
The group approved the pathway for heavy menstrual bleeding which had been 
circulated prior to the meeting. RR to disseminate to GP’s. 
 
4.2 CG171 Urinary incontinence in women 
The group reviewed the pathway for Urinary incontinence in women which had been 
circulated prior to the meeting. The chair highlighted the following: SFT runs a twice-
weekly One Stop Urogynaecology Clinic, for women who have not responded to 
primary care management of urinary incontinence with or without prolapse. The clinic 
will offer; Ultrasound assessment of post voiding residual (PVR), Uroflowmetry, Dual 
channel Cystometry and Diagnosis and initiation of treatment in a One Stop visit. The 
group approved the pathway.  RR to disseminate to GP’s. 
 
Action:  RR to disseminate pathway for heavy menstrual bleeding and urinary 
incontinence in women 
 
4.3 Update on DVT pathway 
RR informed the group that SFT now have a NICE compliant pathway. RR also 
advised that he had been informed that this pathway was not a priority in primary 
care. 
 


Action 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RR  
June 14 
 


5 NICE assurance / implementation (3/12 post publication)  
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5.1 Assurance on NICE TAs:  
The group noted the costing template which had been circulated prior to the meeting.  
 
5.2 Receive update on progress of NICE CG/QA (3/12 post publication) 
QS51 Autism 
SW updated the group that SFT are reviewing the guidance and that currently no 
update has been received.  
QS52 Peripheral Arterial Disease 
The chair highlighted statement 3 – People with intermittent claudication are offered 
a supervised exercise programme. The chair asked if PARIS offers a specific 
supervised exercise programme for intermittent claudication, including advising 
people to exercise to pain. AD advised that he had spoken with Jane Jefferson, 
Public Health and confirmed that people with PVD would meet the criteria for referral 
but there is no specific programme for PVD patients (routine referral). AD agreed to 
get further clarification regarding this statement with the Public Health team. 
Action AD to get further clarification re statement 3 – QS52 from PH team. 
 
The chair highlighted statement 4 – People with PAD being considered for 
revascularisation who need further imaging after a duplex ultrasound are offered 
magnetic resonance angiography (MRA). The chair asked if MRA is offered locally. 
VOS offered to ask colleagues at South and Central Manchester if they offer MRA. 
Action: VOS to ask South/Central MCR if they offer MRA (QS52) 
 
CG175 Prostate Cancer: diagnosis and treatment 
SW informed the group that no update had been received from SFT. 
CG176 Head injury 
SW informed the group that no update had been received from SFT. 
 
The group noted that the above updates will be covered by a new assurance report 
which is currently being developed by SFT. No specific concerns were noted by the 
group. The group therefore agreed to review the above guidance as part of the 
general assurance report which will be supplied by SFT. 
 
5.3 Clinical areas that need development at SFT 
VOS informed the group that she had met with Dr James Catania, Medical Director, 
SFT and Dr Cath Briggs. Clinical Director, SCCG to discuss the NICE assurance 
process. VOS provided the following update from the meeting: 


• SFT have appointed a new Performance Director who will oversee NICE 
guidance with senior clinical ownership across divisions. 


• SFT and SCCG have agreed that SFT will produce a compliance statement 
going back to April 2013. The CPC will rate this as either Fully Compliant, 
Partially Complaint, not compliant or non-applicable. The reasons for non-
compliance will reviewed and CPC will add this to its assurance document.  


• Pennine, South Manchester and Central Manchester will also follow a similar 
process. SJ will provide updates for primary care. 


• SFT have a new quality committee and any clinical risks will be escalated to 
this committee as well as the CCG’s Q&PM committee. 


• Gaps in compliance, where investment or redesign is required, that are not 
assessed as having clinical risk, will be reviewed annually as part of the 


Action 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
AD 
June 14 
 
 
 
 
VOS 
June 14 
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planning cycle. 
• It was agreed that Dr Catania would receive copies of the CPC agenda and 


minutes. 
• SFT will send the completed compliance statement to the CCG within 4 


months of the guidance being published. 
Action: SW to contact P Hayes to confirm process for submitting compliance 
statement. 
 


• The six areas previously identified as needing development (Caesarean 
section, Organ Donation, Venous Thromboembolic Diseases, Osteoporosis 
Fragility Fracture, Chrons Disease and Psoriasis) was discussed. SFT 
confirmed that:  The gaps for Organ donation do not carry any clinical risk and 
are being addressed with on-going education programme. VTE – the average 
wait for a Doppler scan is 48 hours which is felt does not carry a clinical risk. 
This has been achieved for the last 4 months with the exception of the last 4 
weeks (because of 4 bank holidays). Osteoporosis Fragility Fracture – VOS 
has agreed to review the guidance and conduct an audit with the clinicians. 
Chrons Disease, Psoriasis and Caesarean section remain outstanding. 


Action: VOS to seek assurance from the provider re Psoriasis via 
commissioners 
 
The group discussed Caesarean section. The chair informed the group that we 
awaiting a care pathway sign off for morbidly adherent placenta.  The group 
requested an update from Maternity Board. 
Action: SJ to get an update on Caesarean section morbidly adherent placenta 
pathway compliance from Maternity Board 
 
VOS raised concern regarding the out of hour’s pathways for upper GI bleeding. 
VOS commented that Upper GI had historically high mortality rates adding SFT have 
assessed themselves fully against the standard. SFT have reported that they cannot 
be compliant without having 6 Gastroenterologists and are therefore they are 
partially complaint with the standard. SFT have identified some risks however the 
issue is outside of their control as this service is difficult to rota. VOS advised that the 
issue will be discussed by Dr Cath Briggs and Dr Ranjit Gill. VOS informed the group 
that there are only 3 Interventional Radiologists across GM commenting that cover 
needs to be sourced from across GM. The group discussed patient numbers and 
agreed that numbers are low but not uncommon. VOS informed the group that SFT 
also need to update their IT systems to achieve compliance.  
Action: VOS to gain assurance from GM commissioners re Upper GI 
compliance 
 
PM asked if the reasons for non-compliance or partial compliance were documented. 
VOS replied that they were. 
 
The group agreed to review Quality Standards and Clinical Guidance 4 months post 
publication and to remind SFT an update is due 3 months post publication. 
 
The group agreed to review Technology Appraisals 3 months post publication. The 
group agreed to review how to audit TA’s. 


 
 
 
 
 
 


SW 
June 14 


 
 
 
 
 
 
 
 
 
 
 
 


VOS 
June 
2014 


 
 
 


SJ 
July 
2014 


 
 
 
 
 
 
 
 
 
 
 
 
 


VOS 
June 
2014 
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Action: RR & VOS to agree how to audit TA’s. 
 


RR&VO
S 


June 
2014 


 


6 Prior notification of new NICE guidance to be added   


6.1 NICE Clinical Guidance (CG): 
CG179 Pressure Ulcers: prevention and management of pressure ulcers. 
The chair asked if district nurses and ward nurses assess all patients using a 
validated tool? SW replied that they did. The chair asked if non blanching erythema 
is re assessed every 2 hours? SW replied that she felt this did happen however she 
would request formal confirmation at her meeting with SFT in 3 weeks’ time. The 
chair asked how are high spec foam mattresses/wheelchair cushions obtained for 
people at high risk in the community? SW replied that SFT were currently working on 
a decision support tool for district nurses. SW added that there were no issues 
regarding wheelchair management.  
SW concluded that she felt assured regarding the guidance and offered to get a 
formal compliance notification at her next meeting with the FT.  
Action: SW to get formal compliance from SFT re CG179 Pressure Ulcers 
 
VOS concluded that this guidance should be prioritised by the FT and will be 
reviewed in 3 month’s time. 
The above CG was noted by the group and will be added to the committee’s work-
plan and will be brought back for review in 3 months. 
 
 
6.2 NICE Technology Appraisals (TA):  
TA309 Pemetrexed maintenance treatment following induction therapy with 
pemetrexed and cisplatin for non-squamous non-small-cell lung cancer. Not 
recommended. 
The group noted the costing implication which was not significant. 
 
TA310 Afatinib for treating epidermal growth factor receptor mutationpositive locally 
advanced or metastatic non-small-cell lung cancer. Recommended. 
The group noted the costing implication which was not applicable as this TA is 
commissioned by NHS England.  
 
TA311 Bortezomib for induction therapy in multiple myeloma before high-dose 
chemotherapy and autologous stem cell transplantation. Recommended. 
The group noted the costing implication which was not significant 
 
6.3 NICE Interventional Procedure Guidance (IPG) 
IPG486 Hysteroscopic morcellation of uterine fibroids. 
Red: as NICE state `Special, other or research’, these procedures are not 
commissioned without prior approval of the CPC. 
 
6.4 NICE Medical Technology Guidance (MTG): 
None this month 
6.5 NICE Quality Standards (QS): 


Action 
 
 
 
 
 
 
 
 
 
 
 


SW 
June 
2014 
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QS58 Sickle cell acute painful episode. 
The group noted this guidance was less relevant to our population and provider, 
noting the service is offered in South Manchester and Central Manchester. However 
the group agreed it still expects to receive assurance for the standard. SW informed 
the group that SFT do have a pathway for this standard. Healthwatch asked how do 
you check patient’s pain relief every 30 minutes? The group agreed to carry this 
question forward as part of the committees work plan. The chair concluded that 
assurance will gained from the protocol and reviewed in 3 months. 
QS59 Antisocial behaviour and conduct disorders in children and young people. 
AD informed the group that a report had already been done for the associated 
clinical guidance.  AD agreed to revisit the report and contact a colleague in social 
care for further clarification. 
Action:  AD to revisit the report and contact a colleague in social care for 
further clarification. 
 
 
QS60 Induction of labour 
The group agreed to request an update from Maternity Board. 
Action:  SS to add to the agenda for July Maternity Board. 
 
QS61 Infection prevention and control 
 
The above QS’s were noted by the group and will be added to the committee’s work-
plan and will be brought back for review in 3 months 
 
6.6 NICE Public Health Guidance (PHG) and other guidance: 
PH52 Needle and syringe programmes 
The group felt that the above Public Health Guidance was appropriate to Public 
Health (SMBC) and that this would be followed up by Public Health 
 
6.7 NICE Diagnostic Guidance (DG): 
DG12 Measuring fractional exhaled nitric oxide concentration in asthma 
The group noted that this procedure is offered as an option and that it does not 
impact on PBR. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AD June 
2014 
 
 
 
 
SS June 
2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


. 


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 IPNTS recommendation – Canagliflozin 
IPNTS recommends that canagliflozin may be considered as a treatment 
option as add on therapy, in those patients who fail to achieve glycaemic 
control despite an adequate trial of current anti diabetic therapy as per the 
NICE TA on dapagliflozin.  


 
RR informed the group that there is a positive OTA for Canagliflozin’s sister drug it 
was therefore highly likely that a positive OTA will be given for Canagliflozin. CPC 
supported the recommendation from IPNTS. 


Actions 
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7.2.2 IPNTS recommendation – Gliptins 
IPNTS recommends that DPP-4 Inhibitors may be considered as a treatment option 
as add on therapy, in those patients who fail to achieve glycaemic control despite an 
adequate trial of current antidiabetic therapy as per NICE Clinical Guideline CG87. 
CPC supported the recommendation from IPNTS. 
  
 
7.2.3 IPNTS recommendation – Liraglutide 
IPNTS does not recommend the use of liraglutide for the treatment of obesity 
CPC supported the recommendation from IPNTS. 
 
7.2.4 IPNTS recommendation – Tadalfil in BPH 
IPNTS does not recommend the use of tadalafil for the treatment of symptoms 
associated with benign prostatic hyperplasia (BPH). 
CPC supported the recommendation from IPNTS. 
  
 
7.3 Amendments to EUR Policies/new GMEUR policy.  New policies discussed 
at GMEUR:  
7.3.1 Persistent Non –specific Low Back Pain 
The group reviewed the draft policy which had been circulated prior to the meeting. 
The group noted that the policy states: 
 
When offering treatment with an oral NSAID/COX-2 (cyclooxygenase 2) inhibitor, the first 
choice should be either a standard NSAID or a COX-2 inhibitor. In either case, for people 
over 45 these should be co-prescribed with a PPI (proton pump inhibitor), choosing the one 
with the lowest acquisition cost (this recommendation is adapted from 'Osteoarthritis: the 
care and management of osteoarthritis in adults' (NICE CG59))  
 
The group questioned the reference to COX2 inhibitors and suggested that the use 
of safer NSAIDs (Ibuprofen/Naproxen) are specified. The group also suggested that 
it may better to re word the second sentence to read:  In either case, these should be 
co-prescribed with a PPI (proton pump inhibitor), choosing the one with the lowest 
acquisition cost, in patients at risk of side effect (but advise patients of the need to cease 
treatment before elective hospital admission because of the association with C Difficile 
infection). 
 
The group agreed to send the above feedback to GMEUR as part of the consultation.  
 
Action: VOS to feedback CPC suggestions on Persistent non-specific Low 
Back Pain to GMEUR. 
 
7.3.2 Cataract Surgery 
The group reviewed the draft policy which had been circulated prior to the meeting. 
This policy was endorsed by the group. 
 
7.3.3 Hyperhidrosis 
The group reviewed the draft policy which had been circulated prior to the meeting. 
This policy was endorsed by the group. 


 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


VOS 
June 2014 
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7.3.4 Body Contouring 
The group reviewed the draft policy which had been circulated prior to the meeting. 
This policy was endorsed by the group. 
 
7.3.5 Pelvic Vein Incompetence 
The group reviewed the draft policy which had been circulated prior to the meeting. 
This policy was endorsed by the group. 
 
7.4 Equality Impact Assessment for new Policies:  None to report (GMEUR 
policies already assessed as part of the GM process) 
 
7.5 Ratify minutes of reporting panels / meetings: 
7.5.1 STAMP minutes dated 8th April 2014 were ratified by the group. 
 
7.6 Individual Funding Panel (IFP) Minutes:  
The minutes of the IFR Panel meeting held on 2nd April 2014 were ratified by the 
group. 
Healthwatch raised concern regarding section 5 -  activity report regarding varicose 
vein surgery which states:  
The IFR team are informing all referrers that we are still operating to the existing 
policy and not NICE guidance. 
VOS explained that the policy is being reviewed in light of NICE guidance but we are 
not currently offering surgery due to funding. VOS added that the statement is in the 
minutes to inform GPs that we are currently operating to our policy. VOS informed 
the group that the new policy will be submitted to June CPC and that the policy will 
go out for consultation adding Healthwatch will have an opportunity at this stage to 
comment. The chair remarked that we are not obliged to follow NICE (other than 
TA’s) but to follow local priorities. VOS explained that the new guidance is clear on 
why the procedure is not offered and that NICE guidance is being noted.  
Action: SS to add Varicose Veins Policy to June Agenda 
Action: ML to check with Louise Hayes if he is on the policy consultation 
mailing list. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SS June 
2014 


ML June 
2014 


 


8 Agree report from CPC to CCG  


CPC agreed to update the Governing Body on the following: 
• CPC have endorsed the draft GMEUR policies on  Cataract Surgery, 


Hyperhidrosis, Body Contouring and Pelvic Vein Incompetence 
• CPC have sent feedback on Persistent Non –specific Low Back Pain to 


GMEUR as part of the consultation process. 
• Update on the meeting with Dr Catania, Medical Director, SFT regarding NICE 


assurance CG and QS. 
• CPC are actively pursuing the following areas of potential clinical risk: 


Caesarean section for morbidly adherent placenta and Out of ours pathways 
for upper GI bleeding 


 


Action 
 
 
 


9 Any other business  
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9.1 NICE guidance 
AD updated the group that colleagues at the LA had met to discuss PH assurance, 
the group have agreed to look at health systems and core standards in 4 areas; SFT, 
LA, Pennine and CCG. A further meeting will be held in mid-June and a lead will be 
allocated for NICE guidance. A statutory officer role has also been proposed. The 
NICE Quality Standard Steering group will submit reports including key messages 
and risks to the Health & Wellbeing Board.  SW assured the chair that work done by 
this group would not by pass CPC bit will just look at a whole system position; 
therefore it is there for health improvement rather than compliance.  
 
9.2 Bariatric Thresholds 
VOS informed the group that Bariatric Surgery is commissioned by NHS England; 
Weight Management is commissioned by the CCG. 
The group discussed thresholds and agreed to confirm with the provider of specialist 
weight management services that, in addition to offering a programme of care the 
service will select and refer appropriate patients for consideration for bariatric 
surgery based on the following  NHS England criteria:  
Adults with a BMI of 40kg/m2 or more, or between 35 kg/m2 and 40kg/m2 or greater 
in the presence of other significant diseases provided that: Morbid/severe obesity 
has been present for at least five years, the individual has recently received and 
complied with local speciality obesity service weight loss programme (non-surgical 
Tier ¾), described as follows: This will have been for duration of 12-24 months. For 
patients with a BMI>50 attending a specialist bariatric service, this period may 
include the stabilisation and assessment period prior to bariatric surgery. The 
minimum acceptable period is six months.  
The group agreed that its own policy was to commission specialist weight 
management for people who meet these criteria and accepted that this would require 
extra investment.  
Action: VOS to inform the service provider for SWMS to follow NHS England 
criteria. 
 
9.3 How we deal with NICE Guidance information for CCG website 
The group reviewed the NICE guidance and compliance documents which had been 
circulated prior to the meeting. VOS invited comments from the group. PM remarked 
that the documents were clear and set out well. The group agreed that names should 
be removed from the document. The group agreed to have one process for QS & 
CG’s and to include text on DG and PH guidance.  
Action: SS to amend documents and arrange for final versions to be put on 
CCG website. AD to write section on PH guidance. 
 
9.4 Vitamin D 
The chair referred to the Osteoporosis Society link, commenting that it is very helpful 
adding it would be useful to write guidance for GP’s.  
Action: SJ to write guidance on the use of Vitamin D and disseminate. 
 
9.5 Glucose Sensors 
The chair drew the group’s attention to the policy on continuous glucose monitoring, 
advising that the policy relates to adults and not children therefore there was no 
policy for children. VOS recommended the group should seek a GM policy and 
pursue at GM level. The group agreed to contact NHS England for clarification. 


Action 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


VOS June 
2014 


 
 
 
 
 
 
 
 
 
 
 


SS June 
2014 


 
 
 
 
 
 
 


SJ June 
2014 
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Action: SJ to contact NHS England for clarification re continuous glucose 
monitoring for children. 
 


SJ June 
2014 


 


The next meeting will take place on: 
 


Wednesday 25th June 09:00 – 11:00am 
Board Room, floor 7, Regent House 
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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 
(ML)  Mike Lappin, Health watch Representative 
(PM)  Peter Marks, Community Pharmacist, LPC Representative 
(AD)  Andrew Dunleavy, Senior Public Health Advisor, SMBC 
(RR)  Roger Roberts, Director of General Practice Development, NHS Stockport CCG 
Apologies: 
(MC)  Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CCG 
(SW)  Sarah Williamson, Performance Manager, NHS Stockport CCG 
(VOS)  Dr Vicci Owen-Smith, Clinical Director (Public Health) 
 
In Attendance: 
(SS)  Sarah Smith, Administrator to the Clinical Policy Committee 
 
 
 


 
Clinical Policy Committee 


 
DRAFT MINUTES of the meeting held on Wednesday 25th June 2014  


 
09:00 – 10:45, Meeting Room 1, 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 (23 April 2014)  


The minutes of the previous meeting held on 28th May 2014 were approved as 
correct record. 


Action 


3 Action Log  


The following actions were completed and removed from the action log: 31, 110, 
117, 121, 129, 134 & 135 
Updates were provided for the following actions: 
01 To amend paper regarding diabetes prevention and share with diabetologists 
RR confirmed the he is still awaiting a response from the FT diabetologists. It was 
noted by the group that this action has been outstanding for over a year. 31 CG165 


Action 
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Hepatitis B (chronic) diagnosis and management of chronic hep B in children, young 
people & adults. SJ to update GP’s on guidance on further tests required for patients 
who are surface antigen positive 
The chair referred the group to the guidance which had been circulated prior to the 
meeting. The group approved the guidance. AD suggested a contact number is 
added to the guidance. 
Action: AD to obtain a contact number and pass to  RR who can then 
disseminate updated guidance (CG165)  to GP’s 
107 CG172 Myocardial infarction: AD to meet with VOS & Jane Jefferson (Public 
Health) to pull together data and report back to June CPC 
AD informed the group that he had reviewed the Cardiac Rehabilitation part of the 
guidance. AD advised that he now needs to discuss the guidance with Sue McEllan, 
SFT lead for Cardiac Rehabilitation to map out and establish after an active 
admission what tier 2 means and how is support given in the community after an MI. 
This item was therefore deferred to August CPC.  
125 SJ to get an update from SFT re Caesarean section – morbidly adherent 
placenta pathway. 
SJ updated the group that a pathway is being developed and a copy is due to be 
sent when complete. 
133 SJ to contact NHS England for clarification on continuous glucose monitoring for 
children. 
SJ informed the group that NHS England has confirmed that they do commission 
monitoring via SFT but that their view is that this is included in the existing payments.  
SFT are querying these arrangements and Dr Chris Cooper is pursuing the mater. 
The group expressed concern as to what is happening with the patient in the 
meantime. Healthwatch offered to send a letter to SFT in support of the patient. The 
group agreed to this suggestion and the chair offered to contact Dr Cooper to 
establish a link with Healthwatch. 
Action: SJ to contact Dr Cooper, SFT and ask him to link with Healthwatch. 
Healthwatch to send letter in support of the patient.  
134 QS59 Antisocial behaviour and conduct disorders in Children & Young People: 
AD to revisit the report for the CG and contact colleague in social care for 
clarification. 
AD advised the group that this quality standard is spread across the whole system. 
NICE have produced some guidance for commissioners, AD commented that a joint 
strategic needs assessment should be developed and prioritised and suggested this 
should be driven by the Health & Wellbeing Board.  JC (who is also a member of the 
Health & Wellbeing board) agreed to take this forward with Eleanor Bannister. 
Action: JC to contact Eleanor Bannister regarding how the joint needs 
assessment is being taken forward and to identify gaps. 
137 RR & VOS to agree how CPC will audit TA’s 
RR updated the group that a draft process is in place.  


 
 
 
 
 
 
 
 


AD/RR 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SJ/ML 
 
 
 
 
 
 
 
 
 


JC 


4   Matters Arising  


4.1 CG172 Myocardial infarction report 
AD talked through the data sheet which had been circulated prior to the meeting. AD 
explained that the data shows different admission points adding that from this data 
we can work down through the different levels in terms of rehabilitation for MI. The 
chair requested clarification of the transfer figures, asking how many needed  
Angioplasty and if a patient did not have an ST elevation infarction were they still  


Action 
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transferred out? AD agreed to clarify. 
Action: AD to obtain answers to the questions raised by the Chair re: CG172 
transfer data. 
 
JC concluded that the group needed to understand any gaps on what the CCG 
commissions and to ensure that the patient at each stage is covered i.e. there are no 
gaps in provision. The chair stated that his understanding was that SFT did not 
provide angioplasty (particularly immediately after a heart attack.  
 
Action: AD to contact the Cardiac Network re: MI data. AD to contact SFT to 
obtain further data on the MI data tiers. 
 
4.2 Process Health and Social Care Quality Standards 
The group noted the process flowchart which was circulated prior to the meeting. 
The group agreed it was a useful document.  AD updated the group that an 
established group is now in place. Dr Steve Watkins, Director of Public Health, 
SMBC has suggested good structures and robust pathways should be in place and 
that a ‘corporate’ approach to NICE is considered.  Dr Watkins has also proposed 
that the chair of the group is from a partner organisation. AD confirmed that the 
group will move away from compliance into improvement.  
 


 
AD 
 
 
 
 
 
 
 
 
 
 
AD 
 
 
 
 
 
 
 
 
 
 
 


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.  
 
5.2 Receive update on progress of NICE CG/QA (3/12 post publication) 
QS53 Anxiety Disorders 
The group noted the assessment provided by primary care. The group requested 
clarification on the following: 
Statement 2: 1) waiting time for interventions 2) details of interventions and that 
providers are confident of their evidence base in the format that they are delivered. 
 
Action: SS to ask Gina Evans, Joint Commissioning Lead – Mental Health to 
review guidance in particular statement 2 & 3. 
 
Healthwatch asked if we have a programme in the community to provide help before 
antipsychotics are prescribed? The chair advised that antipsychotic’s should only be 
used for short term use, anti- depressants should be used as long term treatments  
however they can take 6 weeks to work therefore antipsychotics may be prescribed 
to control symptoms in the meantime. 
 
The chair asked medicines management to clarify how our benzodiazepine and 
antipsychotic prescribing compared to other areas. 
 
Action: RR to bring figures on: how our benzodiazepine and antipsychotic 
prescribing compared to other areas to July CPC 
 
The group noted that the provider needs to complete the assessment for secondary 
care. 


Action 
 
 
 
 
 
 
 
 
 


SS 
 
 
 
 
 
 
 
 
 
 
 


RR 
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QS54 Faecal incontinence 
The group noted the assessment provided by primary care. The group agreed that 
compliance was demonstrated except for statement 3. The chair recommended that 
the group seeks clarification on access to products (not available on prescription). 
PM advised that products i.e. continence pads can be purchased. The chair queried 
the costs and asked if there is a service specification for the Continence Service? RR 
offered to check this with Kayleigh Buckley, Joint Commissioning Manager. 
 
Action: RR to check with Kayleigh Buckley if there is a service specification for 
the Continence Service and what access there is to products and what is the 
speed of access. 
 
QS55 Children & young people with cancer 
The group noted that there were no primary care related standards. The group is 
awaiting an update from SFT. 
 
QS56 metastatic spinal cord compression 
The group noted that 3 standards are not being met; however there is a clear plan to 
improve. The group agreed to review the issue again in February 2015 after the FT 
update in December.  
 


 
 
 
 
 
 
 
 
 
 
 
 


RR 


6 Prior notification of new NICE guidance to be added   


6.1 NICE Clinical Guidance (CG): 
None this month. 
6.2 NICE Technology Appraisals (TA) 
TA312 multiple sclerosis (relapsing-remitting) – alemtuzumab. Recommended 
The group noted the costing implication which was £130,000. NICE state that the TA 
is commissioned by CCG’s. The chair queried why this TA was not specialist 
commissioning.  
 
Action: SS to confirm with provider management team that the CCG are the 
commissioner for TA312 
 
TA313 Psoriatic arthritis (active) – ustekinumab. Not recommended 
The group noted the costing implication which was not significant. 
 
6.3 NICE Interventional Procedure Guidance (IPG) 
IPG492 Bioresorbable stent implantation for treating coronary artery disease. NICE 
state ‘Special, other or research’, these procedures are not commissioned without 
prior approval of the CPC. 
IPG491 Platelet-rich plasma injections for osteoarthritis of the knee.  NICE state 
‘Special, other or research’, these procedures are not commissioned without prior 
approval of the CPC. 
IPG490 Transcutaneous Neuromuscular Electrical Stimulation (NMES) for 
oropharyngeal dysphagia.  NICE state ‘Special, other or research’, these procedures 
are not commissioned without prior approval of the CPC. 
IPG489 Gastroelectrical stimulation. NICE state ‘Normal’ and SFT are not already 
performing the procedure; an outline business case is required.  
The group queried if this procedure is offered by SFT. 


Action 
 
 
 
 
 
 
 


SS 
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Action: SS to check with provider management team if IPG489 Gastroelectrical 
stimulation is offered by SFT. 
IPG488 Chemo saturation via percutaneous hepatic artery perfusion and hepatic 
vein isolation for primary or metastatic liver cancer.  NICE state ‘Special, other or 
research’, these procedures are not commissioned without prior approval of the 
CPC. 
IPG487 Endoscopic thoracic sympathectomy for primary hyperhidrosis of the upper 
limb.  NICE state ‘Normal’ and SFT are not already performing the procedure; an 
outline business case is required.  
The chair queried who offered this treatment locally. 
Action: SS to check with provider management team who offers IPG487 
Endoscopic thoracic sympathectomy locally. 
 
6.4 NICE Medical Technology Guidance (MTG) 
None this month 
6.5 NICE Quality Standards (QS) 
QS62 Constipation in children and young people 
The group noted the assessment provided by primary care. The group agreed to add 
an update in the GP newsletter on this standard especially around arranging a 
review. Healthwatch queried statement 6 – children and young people with idiopathic 
constipation that does not respond to initial treatment within 3 months; Healthwatch 
felt this was a long time. The chair responded that constipation can continue for 
years especially if it is not treated (parents can be reluctant to give their child 
laxatives) and can take time to settle down, therefore 3 months is reasonable. The 
group agreed to disseminate a parent information leaflet on laxatives. 
 
Action: SJ to write a patient information leaflet on the use of laxatives.  
 
The above QS was noted by the group and will be added to the committee’s work-
plan and will be brought back for review in 3 months 
 
 
6.6 NICE Public Health Guidance (PHG) and other guidance 
PH53 Overweight and obese adults – lifestyle weight management 
The group felt that the above Public Health Guidance was appropriate to Public 
Health (SMBC) and that this would be followed up by Public Health 
 
6.7 NICE Diagnostic Guidance (DG) 
None this month 
 
 


SS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SJ 
 


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 Orlistat proposal  
RR referred the group to the paper which had been circulated prior to the meeting. 
RR highlighted that Orlistat is on the Stockport Grey list. RR outlined the proposal: 


Actions 
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Orlistat only be prescribed for children within secondary care under close supervision 
by a specialist experienced in use of the drug. For adults Orlistat should only be used 
on advice of the Specialist Weight Management Service and after all appropriate 
non-pharmacological measures have failed to produce significant weight loss. The 
service would recommend use of the drug to the GP and would provide baseline 
weight. The patient would be provided with a card detailing baseline and target 
weight loss (5% loss required) within 3 months starting the drug. The GP practice 
would be asked to weigh the patient at 3 months and if they have met or exceeded 
their target, use can continue for a further 3 months and the weight re-checked.  
AD queried the BMI threshold quotes in the paper commenting that they do not fit 
with the Specialist Weight Management threshold. The chair responded that the 
paper refers to NICE thresholds.  The chair confirmed that the drug would not be 
given to people with a low BMI.  
The chair queried why the GP needs to prescribe when the SWMS was physician 
lead? RR replied that it was to ensure good communication with the GP practices. 
JC asked for STAMP view? RR replied that STAMP had approved the proposal.  
 
The proposal was agreed by the group. The group agreed that people with pre-
diabetes and normal renal function and no heart failure be considered for Metformin 
rather than Orlistat, in line with NICE guidance. 
 
Action: AD to check if SWMS check patient’s blood glucose. 
 
 
7.3 Amendments to EUR Policies/new GMEUR policy, new policies discussed 
at GMEUR 
7.3.1 Hyaluronic Acid Injections for Osteoarthritis 
The chair referred the group to the draft policy which had been circulated prior to the 
meeting. The group noted that the procedure is not commissioned which is already 
SCCG’s position.  
 
7.3.2 Varicose Veins  
The group noted the draft policy which had been circulated prior to the meeting. The 
chair highlighted the following section of the policy: 
Moderate Varicose Veins – Patients with moderate varicose veins (symptoms 
include: Itching, aching, mild swelling, and the minor skin changes of eczema 
haemosiderosis) may be considered for surgery if there is objective evidence of rapid 
worsening of the condition. Funding approval must be obtained prior to the referral. 
Serial Venous Clinical Severity Scores should be included with the funding request, 
detailing the worsening of symptoms.  
The chair invited comments from the group. JC queried the additional cost of 
increased procedures. The chair commented that the prior approval process needs 
to be clarified and that the serial venous clinical severity score need to be 
disseminated.  
The group agreed to defer approval until costs are clarified. 
Action: RR to ask MC to cost the new policy on Varicose Veins and bring back 
costs to July CPC. 
  
7.3.3 Bunion Removal 
The draft policy was circulated prior to the meeting. The chair asked if Tier 2 were 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AD 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


RR/MC 
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aware of the draft policy? 
Action: RR to ask Tier 2 if they are aware of the draft GMEUR policy on Bunion 
Removal. 
The chair asked if Healthwatch could help with championing the reasons for not 
providing cosmetic procedures. ML agreed to look into this request and report back 
to July CPC. 
Action: ML to look into the request for Healthwatch to support the reasons for 
not providing cosmetic procedures. 
 
The draft policy was endorsed by CPC. 
 
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: 
7.5.1 STAMP minutes dated 13th May 2014 were ratified by the group. The chair 
queried the following: It was recommended that the sentence  ...to produce one or 
two soft, formed stools per day be changed to per week (p2, sec 2.1.5 Laxative 
Guidance) 
Action: RR to ask Dr Heather Proctor to confirm if .to produce one or two soft, 
formed stools per day be changed to per week (p2, sec 2.1.5 Laxative 
Guidance) from STAMP minutes is correct. 
 
 
7.6 Individual Funding Panel (IFP) Minutes:  
The minutes of the IFR Panel meeting held on 7th May 2014 were ratified by the 
group. 
 
7.7 Individual Care Panel (ICP) Minutes: 
The minutes of the ICP Panel meeting held on 4th June 2014 were ratified by the 
group. 
 
 


 
RR 


 
 
 
 
 


ML 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


RR 
 
 
 


8 Agree report from CPC to CCG  


CPC agreed to update the Governing Body on the following: 
• TA312 costs (if confirmed that CCG commission) 
• CPC comments on GMEUR draft policy on Varicose Veins 
• CPC endorsed GMEUR draft policy on Bunion Removal 
• Update GB on Public Health Guidance process 


 


Action 
 
 
 


9 Any other business  


9.1 Declarations of Interest 
The chair invited the members of the committee to declare their interests. 
 
J Crombleholme Head of Executive Leadership at Manchester Business School, 
governor at Cheadle Hulme High School 
R Roberts Member of the General Pharmaceutical Council 
S Johari member of BMA,GMC, Medical protection society, Registered GP and 
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Partner at Park View Group Practice, Diplomat of Faculty of Sexual and 
Reproductive Healthcare,  chair of CCG/FT  Maternity and Acute Paediatrics Board. 
M Lappin member of engineering body (name tbc) 
P Marks Member of Primary Care Strategy Group and Performance Screening 
Group of NHSE(GM),Chair of LPC and CPG Member of General Pharmaceutical 
Council, Royal Pharmaceutical Society, GM inhaler  technique project. 
 
There were no further interests declared. 
 
9.2 Reviewing draft guidance from NICE as stakeholder 
 
The chair raised the following query on behalf of SW: 
I receive all the draft recommendations as a stakeholder – should we as a CCG be 
reviewing them at that stage also? JC reflected that the CCG does not respond to 
consultation and they do not go anywhere in the organistaion. Adding she would be 
supportive, however not sure it should come to CPC but suggested GM level review. 
The group agreed to discuss further at July CPC when SW and VOS are present. 
 
9.3 Acute Kidney Injury request from SFT 
The chair circulated a copy of an email received by VOS from SFT in which SFT 
have highlighted the following regarding acute kidney injury compliance; access to a 
Nephrologist which is a commissioning issue and access to renal beds which is a 
commissioning issue. The chair remarked that SFT do have access to a 
Nephrologist. The group agreed to defer this item to July CPC for MC to confirm who 
the commissioner is.  
  


 


The next meeting will take place on: 
 


Wednesday 23rd July 09:00 – 11:00am 
Board Room, floor 7, Regent House 
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT ST PETER’S PARISH CENTRE, 
 HAZEL GROVE, STOCKPORT 


ON WEDNESDAY 11 JUNE 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 
Mr J Greenough Lay Member 
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  
Miss K Richardson Nurse Member 
  


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 
  


APOLOGIES 
 


Dr C Briggs Clinical Director for Quality and Provider Management 
Dr J Idoo Clinical Director of Service Reform 
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96/14 APOLOGIES 
 
J Crombleholme welcomed the Governing Body and the members of the public 
and staff to the meeting. 
 
Apologies were received from C Briggs and J Idoo. 
 
 
97/14 DECLARATIONS OF INTEREST 
 
The Chair invited the members of the Governing Body to declare their interests.  
 
There were no further interests declared in addition to those previously made and 
held on file by the Board Secretary. 
 
There were no further interests declared. 
 
 
98/14 APPROVAL OF THE MINUTES OF THE MEETINGS HELD ON 14 MAY 
AND 3 JUNE 2014 
 
The draft minutes of the meeting of the Governing Body held on 14 May 2014 were 
agreed as a correct record with the following amendment: 
 
85/14 should read ‘G Mullins explained that the commissioning support units are 
commissioning support organisations…’ 
 
The draft minutes of the meeting of 3 June 2014 were agreed as a correct record 
of the meeting with the following amendments: 
 
Mr M Chidgey had not been in attendance. 
 
90/14 should read ‘He [G Jones] added that he will present the information in a 
more user friendly way at this year’s Annual General Meeting’. 
 
 
99/14 ACTIONS ARISING 
 
The members reviewed the outstanding items. 
 
040214: To bring to the Governing Body data regarding access to GPs: V Mehta 
reminded the members that he had circulated a report the previous day containing 
this information. The report included two sections; one was reporting on feedback 
from the Patient Reference Groups and the other was an extract from the National 
GP Survey which is more ad hoc and contains centrally-issued questions. M Ryan 
asked where he had identified the sample and V Mehta replied that, for example, 
at his practice they had invited people who had shown interest in being involved.   
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T Ryley observed that a quality obsessed organisation ought to distinguish 
between ‘good’ results and ‘better than average’ results. R Gill followed up on this 
theme by stating that while the access by telephone might be reasonably good in 
Stockport comparably our telephone system needs to be improved hugely. P 
Carne supported this observation by stating that at his practice they are trying to 
improve their use of telephony but are being hampered by being on the CCG’s 
telephony network. 
 
This item can now be removed from the list. 
 
010414: To review the proposal for rapid response: G Jones informed the 
members that he is currently evaluating the rapid response service in conjunction 
with the local authority. This item can be removed from the list 
 
030414: To inform the members of the proportion of single occupancy households 
by borough: J Pantall had supplied this information so that it could be circulated 
with today’s papers. This item can be removed from the list 
 
060414: To review the future reporting of performance data: G Mullins informed the 
members that the revised performance report will be brought to the July meeting of 
the Governing Body for the first time. This item can be removed from the list 
 
080514: To share with the members the 360 degree feedback results: This is 
included within today’s Chief Operating Officer’s Update and so this item can be 
removed from the list 
 
100514: To respond in writing to the questions submitted by the Stockport Against 
Mental Health Cuts campaign group: M Chidgey informed the members that he 
and R Gill have met with the group; he has also responded in writing to their points 
raised. In accordance with the CCG’s Constitution there is an item concerning the 
received petition later on today’s agenda. This item can be removed from the list 
 
010614: For R Gill and G Jones to sign these [the Annual Report and Accounts] 
outside of the meeting: G Jones confirmed that this has been done. This item can 
be removed from the list 
 
The Governing Body noted the updates. 
 
 
100/14 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS 
 
The Chair invited items of additional business; J Pantall requested one item of 
additional business. 
 
 
 
 
 
 







4 


101/14 PATIENT STORY 
 
The Governing Body viewed a patient story video of Wendy, a member of the 
public describing her experience of losing a significant amount of weight and 
explaining how she would like to support other people to do the same. 
 
V Owen-Smith opened the discussions by commenting on what an incredible 
personal achievement this had been; she added that she would like to share this 
patient story with the Public Health team, and look to ways of supporting Wendy’s 
offer. 
 
V Mehta agreed that it is a powerful story. He suggested that many GPs would like 
to support such initiatives. He informed the members that this used to happen by 
practices making their premises available to such support groups in the evenings 
but this ceased when practices started to offer later GP appointments. 
 
A Aldabbagh agreed that this is a good story and stated that it would be good to 
support this within general practice but he suggested caution regarding going into 
schools as the messages given to children about eating habits have to be very 
carefully thought through. He would prefer that such messages were delivered by 
someone trained to work with children. 
 
V Owen-Smith agreed that the focus could be on adults who consider they would 
benefit from such peer support. 
 
J Pantall welcomed Wendy’s offer of practical help and suggested to the members 
that he might be able to help with the funding of this from his Public Health budget.  
He explained to the Governing Body that it is not straightforward gaining access 
into schools. 
 
M Chidgey noted that the patient story contained the sentiment that profit-making 
organisations are ‘bad’ and not for profit organisations are ‘good’ and he suggested 
that the CCG should focus instead on the benefits of the proposed advocacy or 
champion role. S Johari suggested that the CCG might be able to support 
volunteers with training on how to deliver key messages as he commented that the 
members shouldn’t underestimate the value of such altruism. 
 
A Johnson informed the members that evidence suggests that agencies such as 
Weight Watchers and Slimming World are more effective than similar NHS weight 
management services. V Owen-Smith countered this by stating that she has 
evidence of the effectiveness of local NHS services and added that within the 
patient story Wendy herself commented how peer support would have been 
helpful. 
 
J Crombleholme asked that the Governing Body’s gratitude be passed on to 
Wendy for sharing her story. 
 
The Governing Body noted the patient story and requested that V Owen-Smith 
takes forward the idea contained therein. 
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102/14 QUALITY REPORT 
 
M Chidgey presented the monthly Quality Report. He explained to the members 
that during last year the committee had been putting into place the CCG’s quality 
assurance framework; this year the committee’s focus is on balancing assurance 
along with proactive quality improvement and quality innovation with our providers. 
 
He provided the following updates to the members: 
 


- The committee has discussed the balancing of resources for providing 
assurance between those providers for which we are the lead commissioner 
and those for which we are an associate commissioner 


- There is a concern regarding the cost improvement plans at Stockport NHS 
Foundation Trust. The committee has now received a response detailing the 
process and governance for this year’s cost improvement plans but has not 
yet received any detail of the specific schemes 


- At their next meeting the committee will be discussing the backlogs for 
cardiology and for respiratory  


- The committee has noted that against both the HSMR and SHMI mortality 
indicators the mortality rates for both weekday and weekend inpatients at 
Stockport NHS Foundation Trust are below the average (although this is not 
the same as saying that there are not issues). The Trust has achieved their 
target of reducing weekend mortality over the last year. 


 
J Pantall noted from the report the issue of a significant backlog of complaints in 
the Medicine division at Stockport NHS Foundation Trust. He suggested that a key 
issue with complaints is the timeliness in which they are resolved and he explained 
that Healthwatch have shown an interest in this issue. M Chidgey responded that 
the CCG has included this as a concern in a recent letter issued to the Director of 
Nursing and this will be followed up. He added that the committee hopes that this 
concern will be reflected within the cost improvement plans.  
 
T Stokes informed the Governing Body that Healthwatch has been in touch with all 
patient experience departments for their quarterly reports and these, in conjunction 
with feedback received from members, will inform Healthwatch’s work plan going 
forward. He concluded by stating that Healthwatch is not yet sure that the senior 
management at Stockport NHS Foundation Trust consider that there is a problem 
regarding complaints. 
 
G Mullins explained that she has received a copy of Healthwatch’s letter and will 
pass it to M Chidgey for consideration by the Quality and Provider Management 
Committee. 
 
With regard to the figures provided for breaches of the TIA 24 hour target S Johari 
asked if some reason categories have been excluded; M Chidgey agreed to look 
into this. 
 
T Ryley welcomed the committee’s desire to adopt more of a focus on quality 
improvement. He wondered how, against the backdrop of limited management 
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costs, how the CCG could deliver both the assurance as well as the quality 
improvement work streams. He asked if the committee is sighted of the capacity 
challenges. K Richardson replied that the committee has acknowledged that 
capacity is an issue and that this is considered at each of its meetings. She added 
that now that the committee is happy with its assurance processes the time feels 
right to move to considering quality improvement. 
 
G Mullins noted the requirement to consider quality assurance within the 
prioritisation exercise being carried out with regards to the CCG’s overall capacity. 
 
J Greenough asked for an update on improving access to psychological therapies 
(IAPTS). M Chidgey replied that the Governing Body are aware that the CCG is 
behind where it wishes to be in this area. He explained that the Stockport IAPTS 
service is receiving support from NHS England’s Intensive Support Team and 
concluded by stating that personally he is comfortable having this external scrutiny. 
 
J Greenough noted that during 2013/14 a significant proportion of the complaints 
received by the CCG related to thresholds; he asked if there are any recurrent 
themes. M Chidgey explained that the biggest themes concern Continuing and 
Complex Healthcare and IVF treatment. G Mullins added that the CCG also 
receives a number of complaints concerning prescribing and the black and grey 
lists. 
 
V Mehta informed the members that the General Practice Development team had 
a meeting scheduled with the Area Team at which they would have reviewed the 
speed with which one of our practices was closed. The meeting was cancelled by 
the Area Team and so this discussion has not yet taken place. 
 
With regards to the suspension of new placements at a local care home with 
nursing V Mehta asked if the CCG has assurance that existing residents are 
receiving the necessary levels of care. M Chidgey explained that a review process 
has been followed which has involved the patients and families as appropriate. In 
some cases the patients have chosen to remain in the care home and in such 
instances additional assurances have been sought by the CCG. 
 
R Gill described to the Governing Body the issue of some patients being 
discharged from the Foundation Trust with insufficient medication to see them 
through until their GP receives their discharge letter. He explained that this issue 
could be remedied by the Foundation Trust issuing discharge letters within 48 
hours rather than the current fourteen days; he suggested that this might be 
included as a contract clause. M Chidgey agreed to include on the agenda of next 
week’s meeting of the Quality and Provider Management Committee. 
 
T Ryley reflected that, whilst it is good that the CCG is challenging itself over its 
approach to quality, it is not clear from today’s report how good Stockport NHS 
Foundation Trust or Pennine Care NHS Foundation Trust are with regards to 
quality improvement. He suggested that the CCG will always have gaps in its 
knowledge regarding quality assurance and proposed that we need providers who 
are themselves obsessed with quality. K Richardson replied that the Quality and 
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Provider Management Committee has had such conversations and has noted the 
requirement to work with our providers on areas of quality improvement. 
 
J Crombleholme asked if the CCG has knowledge of how Stockport NHS 
Foundation Trust is achieving against the requirement for NICE compliance. V 
Owen-Smith explained that a new process has been agreed with the Foundation 
Trust’s Medical Director which will include a greater degree of clinical leadership. 
The new process will be overseen by a quality sub-group of the Foundation Trust’s 
Board and will have the responsibility of reviewing compliance against all NICE 
guidance since April 2013. She stated that it is expected that it will take the sub-
group between three and four months to work through all of the guidance. She 
added that she now feels more comfortable with how the Foundation Trust is 
approaching NICE guidance. V Owen-Smith concluded by informing the members 
that she has received assurance from the Foundation Trust on all areas of clinical 
risk bar one and explained that this one is more of a Greater Manchester-wide 
issue and not specifically an issue with the Foundation Trust. 
 
The Governing Body noted the contents of the Quality Report.  
 
 
103/14 FINANCE REPORT  
 
G Jones presented the Finance Report. He explained to members that this does 
not follow the usual format as no financial update on spend against budgets is 
being provided at this early stage; the report is here to remind the Governing Body 
of the CCG’s Statutory Financial Duties and Performance Targets in 2014/15. He 
informed the members that in 2014/15 the CCG is expected to deliver the surplus 
level achieved in 2013/14 which, at 1.2%, is marginally greater than the required 
1% in-year surplus. 
 
He informed the members of some of the financial risks facing the CCG with 
regard to budgets transferring back from NHS England to the CCG in 2014/15. He 
explained that the funding being handed back to the CCG is insufficient to meet the 
full costs of the general practice IT service and that the CCG will be bidding for 
transitional support funding to mitigate the cost pressure over the next couple of 
years.  
 
G Jones informed the Governing Body of the potential risks of c£2m around 
general practice IT and continuing healthcare legacy costs (of the former PCT) 
which had not been included within the CCG’s opening plans for 2014/15. He 
commented that he will be raising these issues in a planning meeting with NHS 
England later in the week. 
 
He added that slippage in investments, due to delays on project start dates, is an 
option to be considered by the Governing Body in addressing these cost pressures 
but he reminded members that the CCG needs to make these investments in order 
to achieve its savings plans for 2014/15; not doing so will further deteriorate the 
position carried forward into 2015/16. He concluded by stating that he will provide 
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updates within future Finance Reports on risks and mitigation options for the 
Governing Body’s consideration. 
 
P Carne asked the financial impact on the CCG if a GP is required to prescribe a 
proprietary medication because the generic version is unavailable; R Roberts 
replied that this does have a financial impact upon the CCG which varies 
depending upon the costs of the medication in question. A Aldabbagh asked how 
the alternatives are decided because, in his opinion, these are not always suitable.   
 
V Mehta highlighted the potential risk from NHSE specialist commissioning rated 
as being a small risk but raised a concern that CCG funds are being requested to 
fund other commissioner responsibilities resulting in less resource to fund the 
investment needed in primary and community care to drive local changes. G Jones 
replied that the request  from NHS England was directed to all Greater Manchester 
CCGs and each have expressed their offer of support based on their individual 
financial positions; some are better placed than others in being able to support the 
additional funding for specialised commissioning. He added that it is the view of 
NHS Stockport CCG that we are not able to support such requests. 
 
R Gill followed this by explaining that the CCG considers it would be fairer to base 
such contributions to Greater Manchester CCG pooled funds on each CCG’s ability 
to pay; he reminded the Governing Body that NHS Stockport CCG  is 
approximately £15m underfunded according to its ‘fair allocation’. 
 
V Owen-Smith questioned some of the figures within the table of financial risks and 
G Jones explained that since writing the report these assumptions had improved 
slightly although the overall position remained tight. 
 
T Ryley observed the £3m value attached to the risk of non- or partial delivery of 
QIPP. He stated that spend on prescribing is increasing and, as there is a block 
contract in place for non-elective activity, this means that we require a saving of 
£3m from changes to elective activity. He suggested that this will be extremely 
challenging for the CCG. J Crombleholme asked if the likelihood for this risk should 
instead be categorised as high and T Ryley agreed that a high rating feels more 
appropriate. J Crombleholme also expressed the opinion that ‘reporting the 
situation’ is spectating more than mitigating the risk. 
 
The Governing Body noted the contents of the report including the identified risks.  
 
 
104/14 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS 
 
S Johari informed the Governing Body that the Heatons and Tame Valley Locality 
Council Committee met on 4 June and discussed care plans. The GPs also 
reviewed each other’s referrals and considered the role of the referral managers. 
Their next meeting is on 23 July. 
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J Crombleholme asked how the members are feeling and S Johari replied that 
there had been some disquiet concerning the care plans from a vocal minority but 
that most people are currently happy. 
 
V Mehta added that an engagement questionnaire was issued after the members’ 
event on 1 May and the feedback from this is showing that general practice is 
under a lot of pressure and feeling stressed. He suggested that the CCG may be 
experiencing the brunt of this. 
 
A Johnson explained that the last meeting of the Marple and Werneth Locality 
Council Committee had reviewed some prescribing information which had been 
well received. There have been concerns raised by some of his members 
regarding the CCG’s direction of travel and there is a meeting being held for them 
with R Gill on 26 June to discuss this in further detail. 
 
P Carne stated that he had nothing to report from his locality. J Crombleholme 
asked how his members are feeling and he replied that there are mixed feelings; 
there are issues with GP workloads but his members are generally comfortable 
with the direction of travel of the CCG. 
 
V Mehta informed the members that the General Practice Development team have 
sent out invitations to an event tomorrow looking at the future shape of general 
practice; he explained that they have been pleasantly surprised at having received 
over sixty responses of attendance. 
 
A Aldabbagh informed the Governing Body that he had nothing to report. 
 
A Johnson added that the smaller practices are feeling that the changes will impact 
more upon them, and that it currently feels as if there is a ‘top down’ approach 
being taken by the CCG. A Aldabbagh explained that in his locality the smaller 
practices are trying to work together and are sharing ways of doing things. 
 
T Stokes reflected that the population in the Marple and Werneth locality might be 
older than those in the other localities and he asked A Johnson if this is influencing 
how the GPs there are viewing the CCG’s direction of travel. A Johnson responded 
that this is not the case and that his locality is looking at the needs of the overall 
population. 
 
J Greenough noted from the minutes of the Heatons and Tame Valley Locality 
Council Committee meeting of 26 February a reference to the rapid response 
service’s funding ceasing on 31 March 2014. M Chidgey explained that the funding 
for this service is recurrent and this has been confirmed to Stockport MBC; 
however the service is being reviewed.  
 
The Governing Body noted the updates and received the minutes of the Heatons 
and Tame Valley Locality Council Committee meeting of 26 February 2014 and of 
the Marple and Werneth Locality Council Committee meeting of 1 May 2014. 
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105/14 REPORT OF THE CHAIR 
 
J Crombleholme provided the following updates: 
 


- Included with today’s papers are the minutes from the Health and Wellbeing 
Board of 12 March 2014 


- She attended the Patient Panel meeting on 14 May. There had been an 
interesting debate and discussion on the Effective Use of Resources 
process and on NICE guidance. She found the meeting positive and 
constructive and hopes to attend more of them 


- The CCG has nominated to the Health and Wellbeing Board as its 
representatives J Crombleholme, R Gill, G Mullins, and G Jones. J 
Crombleholme asked for a volunteer to act as the CCG’s substitute on this 
Board 


- The CCG has nominated to the Health and Wellbeing Integrated 
Commissioning Board as its representatives J Crombleholme, G Mullins, 
and R Gill 


- There is a Part Two (closed) meeting being held after this meeting to 
discuss a report from the Remuneration Committee. An update will be 
brought to the July (public) Part One Governing Body meeting. 


 
The Governing Body noted the updates.  
 
 
106/14 REPORT OF THE CHIEF CLINICAL OFFICER 
 
R Gill reminded the members that the Association of Governing Groups summary 
for May 2014 and an update on Manchester cardiac services have been included 
with today’s reports.  
 
He informed the Governing Body that at the June meeting the Association of 
Governing Groups received a paper from the NHS England Area Team detailing 
the significant pressure on the Area Team’s primary care budget. The 
consequence of this is that there is no opportunity for investment into primary care 
for the foreseeable future. This is producing a degree of anxiety for the Area Team 
and for the CCGs. This has led to the agreement that we will need to change how 
we commissioning primary care services for the future. The decision was made to 
scope where primary care currently is, to design a new system, and to map the 
gaps to see what needs to be done to bridge the gaps. These actions would then 
need to be prioritised, and would have an impact on what services the CCGs 
commission from the hospital sector. He concluded by reminding the members that 
the significant changes in hospital services being driven by the Healthier Together 
programme will need to be matched by changes within general practice. 
 
J Pantall observed that the cardiac services update very much focuses on 
secondary care and asked what services are available to someone after they have 
had surgery. He expressed the hope that this would be included within primary 
care services. R Gill replied that the CCG is looking at preventing the need for 
people to require cardiac surgery and added that the hospital system is swamped 
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by cases they don’t need to see which could be managed within the primary care 
setting. 
 
J Crombleholme noted that R Gill is describing a significant change to what is 
currently in place in addition to the Challenged Health Economy and Healthier 
Together work and asked when we would see this come about. R Gill replied that 
this is being worked up over the coming months and a proposed model will be 
brought to the Governing Body in September or October for consideration for 
supporting and funding. 
 
The Governing Body noted the updates. 
 
 
107/14 REPORT OF THE CHIEF OPERATING OFFICER 
 
G Mullins provided the following updates: 
 


- Within her update report she has included the received 360 degree 
feedback. She explained that this will inform the CCG’s organisational 
development plan which is being updated over the next few months to be 
brought to the Governing Body in September. She summarised the key 
messages as being that the members consider that the CCG is good on 
engagement but not so good at listening  


- The CCG has received a letter from NHS England inviting expressions of 
interest in co-commissioning. She explained to the Governing Body that the 
CCG is quite keen to progress this because primary care is so important to 
our reform agenda. We see an opportunity in taking some responsibility for 
the commissioning of primary care services. She cautioned that we need to 
be mindful that this has the potential to change the CCG’s relationship with 
its members. She added that during initial discussions the LMC have been 
supportive and she will bring further detail to a future meeting 


- She reminded the members that the revised performance report will be 
brought to the July meeting. She explained that Stockport NHS Foundation 
Trust’s emergency department performance is still a significant challenge. 
They have failed this quarter in addition to having failed for the last two 
years. The ability to recruit emergency department consultants remains an 
issue. She offered to bring to the next meeting a ‘deep dive’ report on the 
emergency department’s performance    


- Tomorrow the CCG is meeting with the Area Team for our quarter 4 
assurance meeting. This meeting is to include patient and public 
assurances and to support this she explained that T Stokes is attending as 
a representative of our local Healthwatch. 


 
P Carne asked when the co-commissioning arrangements are expected to 
commence and G Mullins replied that delegated responsibility from NHS England 
to the CCG could start from next year. She added that the CCG is keen to be 
involved in the planning for this although there will be capacity issues for us. 
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A Johnson asked if the CCG will receive any resource allocation if it takes on some 
responsibility for co-commissioning and G Mullins stated that the CCG will not 
receive any additional resource but she did point out that in reality the CCG 
already does some of this work and currently there is the challenge of managing 
the boundaries between what are the responsibilities of the CCG and of the Area 
Team. The CCG sees co-commissioning as a positive opportunity to do away with 
this artificial divide. 
 
The Governing Body noted the updates. 
 
 
108/14 PETITION RECEIVED FROM STOCKPORT AGAINST MENTAL HEALTH 
CUTS CAMPAIGN GROUP 
 
M Chidgey reminded the Governing Body that at their meeting of 14 May 2014 
they had received a petition from the Stockport Against Mental Health Cuts 
campaign group. In line with the CCG’s Constitution this is being formally 
considered at today’s meeting. 
 
He explained that he and R Gill met with representatives of the group last week to 
hear their concerns in more detail. They are concerned that their patient cohort will 
be affected by the cost improvement plans of Pennine Care NHS Foundation Trust 
and that the CCG’s investments such as into improving access to psychological 
therapies (IAPTS) are not applicable to this group. He and R Gill explained to the 
campaign group that the CCG will follow its investments as set out and informed 
the group that these will be reviewed periodically by the Governing Body as 
happens routinely. They explained that there is no predetermined outcome to such 
reviews. 
 
It was also agreed that the campaign group would propose content for a future 
patient story. The meeting concluded by agreeing that they would meet again and 
that this will probably take place during October. 
 
M Chidgey added the point of clarification that at the recent Health Scrutiny 
meeting which considered these services the carer’s group had been in attendance 
but had not been included as participants in the meeting. 
 
J Crombleholme asked if the campaign group consists solely of carers and M 
Chidgey explained that there are also some provider staff members. 
 
The Governing Body noted the update. 
 
 
109/14 PLANNING UPDATE 
 
T Ryley presented an update on the submission of the CCG’s strategic and 
financial plans. 
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He informed the members that guidance is being issued by NHS England on a 
fairly frequent basis and this has included several last minute instructions. He 
explained that the version of the CCG’s plan which is submitted on 20 June 2014 
will be the final version from the perspective of NHS England but the Governing 
Body will continue to receive further iterations. 
 
G Mullins informed the Governing Body that the CCG is still awaiting guidance on 
the Better Care Fund. We understand that one requirement will be for the 
Accountable Officer to sign off the submission to confirm that it will deliver better 
care. G Jones added that the CCG’s Better Care Fund submission also needs to 
reflect the CCG’s plans for activity deflections. 
 
J Crombleholme asked if the Governing Body are required to approve the current 
versions of the strategic and financial plans or to delegate authority to a sub-group 
to do this on their behalf; T Ryley replied that the members do not need to approve 
the plans again, and G Mullins added that the final version will be the one which is 
brought to the Governing Body. 
 
J Crombleholme reflected that it is almost the end of quarter one and the CCG has 
not yet got a finalised annual plan. 
 
The Governing Body noted the update. 
 
 
110/14 ANY OTHER BUSINESS 
 
J Pantall explained that he wished to update the Governing Body on the work 
underway to reduce health inequalities. The initial idea had been to work within 
one small geographical area and to pump a lot of money into this area. Last week 
the Health and Wellbeing Board changed this proposal to one where the work will 
be carried out across all of the priority one areas and into some priority two areas. 
He added that the staffing will be in place to support this work in early July. 
 
A Johnson asked if this will then be rolled out to the other areas. J Pantall 
explained that there will be limitations to what they can achieve with funding of 
£200,000. He hopes that it will give us some useful lessons from these ‘super 
output areas’. 
 
The Governing Body noted the update. 
 
There were no further items of business. 
 
J Crombleholme asked the members of the public if they had any questions for the 
Governing Body. 
 
1 Why is the CCG’s performance against the TIA target not improving? 
 
M Chidgey explained that there has been an improvement in the time taken by 
general practice to refer patients into the service; however he explained that the 
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single biggest issue in this area is the lack of a seven day service. The CCG 
considers that this would bring about the biggest improvement in performance.  
 
 
111/14 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 9 July 2014 at Regent House, Heaton 
Lane, Stockport. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 11.40.   
 
 
 
 
 
        
 
 
 
 
 
 
 
 






