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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, Stockport at 10.00 on Wednesday 9 April 2014.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	J Crombleholme


	2
	Declarations of Interest

	
[image: image1.emf]Item 2 DOI report 

for Governing Body.pdf


	To make declarations
	
	T Ryley

	3
	Approval of the draft Minutes of the meeting held on 12 March 2014

	
[image: image2.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 12 March 2014.pdf


	To receive and approve
	10.20
	J Crombleholme

	4
	Actions Arising


	
[image: image3.emf]Item 4A - Actions 

arising from Governing Body Meeting of 12 March 2014 Part I v2.pdf



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

Together Programme Governance extract.pdf



 EMBED AcroExch.Document.11  [image: image5.emf]Item 4C HT CiC 

Meeting March Briefing note 190314.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
	10.30
	V Mehta 

	7
	Strategic Performance Report
	
[image: image6.emf]Item 7A March 14 

Strategic Performance Report.pdf


[image: image7.emf]Item 7B BAF 

Summary Feb 14 updates newest.pdf


	To receive and note
	10.40
	G Mullins

	8 
	Quality Report

	
[image: image8.emf]Item 8 Quality 

Report - March 2014 Final.pdf


	To receive and note
	10.50

	M Chidgey


	9
	Finance Report

	
[image: image9.emf]Item 9A Finance 

Report February 2014.pdf



 EMBED AcroExch.Document.11  [image: image10.emf]Item 9B Finance 

Appendix Feb 14.pdf


	To receive and note
	11.05
	G Jones

	10
	Reports of the Locality Council Committee Chairs
	Verbal
	To receive and note
	11.15
	S Johari

A Johnson

P Carne
A Aldabbagh

	11
	Report of the Chair
	Verbal
	To note
	11.25
	J Crombleholme

	12
	Report of the Chief Operating Officer

	
[image: image11.emf]Item 12 COO Update 

April 2014.pdf


	To receive and note
	11.30
	G Mullins

	13
	Reform of Outpatient Services: strategic outline business case
	
[image: image12.emf]Item 13 Reform of 

Outpatient Services strategic outline business case.pdf


	To endorse
	11.40
	D Jones

	14
	Remodelling of General Practice
	
[image: image13.emf]Item 14 Remodelling 

General Practice.pdf


	To support
	12.00
	V Mehta

	15
	Information Governance: Annual Assurance Report
	
[image: image14.emf]Item 15 IG Report 

April 2014.pdf


	To note
	12.20
	V Owen-Smith

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



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 14 May 2014 at 10:00 at Regent House, Heaton Lane, Stockport, SK4 1BS.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 2 May 2014.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Committees in Common Briefing Note - 19 March 2014

The third formal meeting in public of the Healthier Together Committees in Common was held on
19" March 2014 at Manchester Town Hall.

A full attendance record can be found overleaf.
A summary of the main agenda items included:

= Locality Conversations:
Greater Manchester CCGs again provided an update of their locality conversations, with
CCGs reporting examples of how the public have grasped the main issues and can contribute
new elements into the conversation, for example their responsibility for self-care.
Feedback from all CCGs across Greater Manchester, which will provide evidence of
engagement for the Assurance process, has been collated by the programme team and will
be circulated back to the CCGs. Further evidence will be collated at the end of this phase.

= A presentation was given by Martin McEwan from the programme team, outlining the
concept and high-level approach for the next phase of communications and engagement
with stakeholders and the public. Next steps include the development of the creative
approach and working with CCGs and partners on the delivery planning.

= Laura Foster of the programme team presented a paper on each locality’s financial
challenge, which totals £1075 million by 2017/18 (£742 million NHS and £333 million social

care).

= Questions from the public included the next phase of public engagement and the topics
discussed in Part B of the CiC meetings.

Full minutes of the meeting will be available once approved by the Committees

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.




mailto:valerie.essien@nhs.net



Committees in Common Attendance

19" March 2014

Name

Organisation

Phil Watson CBE

Independent Chair

Dr Wirin Bhatiani

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 lan Wilkinson Oldham CCG

Dr Paul Bishop Salford CCG

Dr Ranjit Gill Stockport CCG

Dr Bill Tamkin South Manchester CCG

Dr Alan Dow Tameside and Glossop CCG
Dr Nigel Guest Trafford CCG

Dr Tim Dalton Wigan Borough CCG

lan Williamson

Healthier Together Lead CCG and Chair of the
Healthier Together Senior Responsible Officers
Group

Leila Williams

Director of Service Transformation

Dr Chris Brookes

Healthier Together Medical Director and Chair of
the Healthier Together Clinical Reference Group

Alex Heritage

Healthier Together Programme Director

Dr Thomas MacKenzie

East Lancashire CCG

Jerry Hawker

Eastern Cheshire CCG

Dr Debbie Austin

North Derbyshire CCG

Lisa Murch

Healthier Together Portfolio Support Manager

Laura Foster

Healthier Together Associate Director - Finance

Joanne Newton

Chair of the Healthier Together Finance &
Estates Group

Dr Hamish Stedman

Chair of the Association of CCGs Governing
Group

Rachel Volland

Healthier Together Assistant Director —
Programme Management

Martin McEwan

Healthier Together Associate Director —
Comms/Engagement Lead

Observers & Members of the Public for Part A :

lan Barker

Stockport NHS Watch
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Executive Summary

What decisions do you require of the Governing Body?

To note the financial position at 28" February 2014 and forecast 13/14 at this
date.

Please detail the key points of this report

e Year to date surplus of £3,803k which is £595k above plan

e Forecast surplus of £4,280k which is £780k above plan due to administration
under spends and slippage in non-recurrent investments. This has been
agreed with NHS England (GM LAT)

e Healthcare contracts are now forecast to overspend by £4,444k an increase
of £1,786k from January due to costs pressures with the Acute sector and
Prescribing.

e Over performance with healthcare contracts offset by slippage in amounts
held in reserves.

What are the likely impacts and/or implications?

Delivery against statutory financial duties.

How does this link to the Annual Business Plan?

As per Financial Plan set out in 13/14 Strategic 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: 9" April 2014

Agenda item: 9

Reason for being in Part 2 (if applicable)

N/A
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2.1

2.2

Financial Position as at Month 11
Introduction

This paper provides an update on the financial position of NHS
Stockport CCG as at 28" February 2014 and provides a forecast
outturn position for the year i.e. forecast outturn position as at 31st
March 2014. At the time of writing this report we are already closing
down the 13/14 draft accounts for the CCG which are due to be
submitted by 23" April.

Financial position as at Month 11 & forecast outturn at this date

The financial position as at month 11 is summarised in Table 1 below.
Members will note that the year-to-date surplus is £595k above plan
which is reflective of the slippage in our investments programme and
administration under spend at this date.

Table 1
Plan Actual (Favourable) /
(Surplus) / (Surplus) / Adverse
Deficit Deficit Variance
£000s £000s £000s
Month 11 YTD (3,208) (3,803) (595)
Year End Forecast (3,500) (4,280) (780)

Members are aware that we increased our 13/14 control surplus in
Month 10 by £1,280k (from £3,500k to £4,780k). However, all CCGs
have been instructed to pay NHS PropCo based on allocations set
aside for estates rather than actual costs incurred. As a result of this
policy change, we have had to settle on a larger amount for PropCo
than previously forecast and we have had to reduce our surplus offer
by £500k to accommodate this payment. As such, our surplus has
been reduced to £4,280k and becomes our new target surplus for
13/14. This change has been reflected within the attached Appendices.

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

The YTD performance to month 11 shows a £4,427k overspend
against these healthcare budgets. This represents a £2,385k
deterioration to the month 10 position. The financial performance of all
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2.3

2.4

24.1

24.2

2.5

our main provider contracts has deteriorated due to over performance
against planned activity levels.

Acute Contracts are overspending year to date by £4,527k largely due
to:

e Stockport Foundation Trust contract which is £1,761k overspent
year to date and is forecast to overspend by £1,921k at year end.
This represents a deterioration to the forecast position of £630k as
described above.

e Central Manchester University Hospital Foundation Trust is £665k
overspent and is forecast to overspend by £725k at year end. Over
performance is largely due to devices and other (PbR) Exclusions,
Urgent Care and IVF.

e University Hospitals of South Manchester Foundation Trust is
overspent by £1,655k YTD with a forecast overspend of £1,806k.
This represents a deterioration to the forecast outturn of £293k due
to over performance in Outpatient, Day Case and Elective activity.

e East Cheshire NHS Trust is overspent by £343k and is forecast to
overspend by £375k at year end. This contract is also over
performing due to Outpatient and Day Case activity.

Current projections on Acute activity/performance indicate a likely
forecast overspend of £4,769k. The forecast overspend on acute
Providers is offset by slippage within reserves.

Prescribing

The NHSBSA has provided actual spend to December 13. The position
reported at month 11 therefore includes an estimate for the months of
January and February 14 which, combined with actuals up to
December, shows a YTD overspend of £643k, with a reported forecast
position of a £576k overspent.

Prescribing spend has risen in recent months due to an increase in the
overall volume of prescribed drugs. The prescribing team are actively
reviewing this increase of spend with a view to establishing measures
to address this trend.

Members are reminded that the prescribing QIPP of £3.5m was fully
embedded within the prescribing budget at the start of the 2013/14
financial year. As such , this forecast level of overspend (£576k) would
result in us actually delivering £2.9m (84%) of total QiPP target in
13/14.

Running Costs (Corporate)

The CCG is required to maintain its running costs within the £25 per
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head of population allocation (£7,180k). Table 2 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 2
Variance Variance
YTD YTD (Favourable) | Annual | Forecast | (Favourable)
Budget | Actual / Adverse | Budget | Outturn / Adverse
Running Costs £000s £000s £000s £000s £000s £000s
Csu 2,001 | 1,837 (164) 2,233 2,017 (216)
Non CSU 4,331 4,126 (205) 4,947 4,659 (288)
Total CCG Running
Costs 6,332 5,963 (369) 7,180 6,676 (504)

The YTD and forecast outturn positions are a reflection of pay
underspends due to staff vacancies throughout the year and external
consultancy support.

Reserves

Table 1 in Appendix 2 sets out the reserves currently held at month 11.
Reserves have been categorised as follows:-

Demand — The balance retained in this reserve is set aside to support
demand pressures (i.e. increases above planned activity) in Acute
contracts.

Investments — these reserves reflect the 2% non-recurrent
investments set aside i.e. 1.0% contribution to Greater Manchester
CCGs Pool and 1.0% local investments, together with the CCG’s
recurrent investments. As at month 11 slippage totalling £3,444k has
been identified and is supporting the forecast outturn position.

Contingency — calls against contingency sum have been identified as
at month 11 with £1,021k held to support the financial position.

QIPP/CIP (Refer Appendix 2 Table 2) — this reserve reflects the
achievement of QIPP/CIP schemes. The reserve shows that there will
be a £1,467k shortfall against the original plan due to delays in the
Business Case approval process and resultant service implementation
which has impacted achievement of savings.

In year adjustments to allocations — this reserve reflects specific in
year allocations which have not yet been released to income and
expenditure budgets (Refer to Appendix 2 Table 4).

The financial risks present at month 11 are categorised below:-
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Allocation Risk — members have been made aware of the various risk
share agreements put into place by Greater Manchester CCGs. No
further “risk share” transfers will take place in 2013/14.

Specialist Commissioning — the in-year net impact of the transfer of
Specialist Commissioning responsibilities to NHS England has been
fully reflected within the 2013/14 financial position. As members are
aware this has left the CCG with a £2.2m recurrent shortfall going
forward into 2014/15.

In-Year Risk — As reported in previous months the main area of
volatility focuses around secondary care activity / over performance
which has been highlighted above. We are now in the process of
agreeing year end positions with our NHS Trust Providers.

QIPP/CIP Delivery — our strategic investments were approved by NHS
England in October. As a result, schemes were implemented later
than planned and will therefore not deliver the level of savings as
originally planned. The CIP savings which were to be delivered as a
result of the strategic investments have now been delivered via non
recurrent saving measures and slippage in investments.

Cash Forecast

CCG’s have a financial duty to stay within their cash resource limit,
referred to as a Maximum Cash Drawdown (MCD) which is notified to
CCG’s by NHS England. MCD'’s include the cash payments made by
NHS Business Services Authority (NHS BSA) for Prescribing and Home
Oxygen Therapy.

The notified MCD of £327,854k has enabled the CCG to fulfil its
contractual payment obligations and meet its Public Sector Payment
Policy (PSPP) statutory duty in 2013/14.

Table 3 below sets out the CCG’s cash performance against its MCD
limit together with the actual cash drawn down to 28" February 2014.

Table 3
MCD YTD Plan YTD Actual Variance
£000’s £000’s £000’s £000’s
327,854 300,533 298,209 (2,324)

Balance Sheet





4.1 Appendix 3 details the balance sheet of the CCG as at 28™ February
2014. Members should note that there has been a change in guidance
in relation to the transfer of PCT legacy balances, whereby only fixed
assets and any associated financial liabilities (e.g. finance leases) and
revaluation reserves will transfer to CCG’s. As a result NHS Stockport
CCG has brought into account as at 1% April 2013 fixed assets relating
to furniture and equipment at Regent House with a Net Book Value
(NBV) of £23k.

5.0 Recommendation
The Governing Body is asked to:-

5.1 Note the financial position of the CCG as at Month 11 (28" February
2014)

5.2 Note the revised 2013/14 forecast surplus of £4,280k.
5.3 Note the financial risks remaining in 2013/14
Gary Jones

Chief Finance Officer
02 April 2014
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Executive Summary

What decisions do you require of the Governing Body?

Governing Body members are to consider all four options and asked to
endorse the approach to develop an outline business case based on option
three as per the decision made the Transformation Board.

Please detail the key points of this report

Follow up activity is increasing and both the CCG and the Foundation Trust
have substantial savings to make, therefore, it is essential that reforms in
outpatients are pursued at sufficient scale and pace. The rationale for the
development of the Strategic Outline Case is to focus on the strategic options
in order to derive the preferred way forward for the reform of outpatient
services. Within this paper there are four options presented.

What are the likely impacts and/or implications?

A strategic outline appraisal of the four options is presented on pages 22 — 25.

How does this link to the Annual Business Plan?

It links to Strategic Aim 3 - ‘To increase the clinical cost effectiveness of
elective treatment and prescribing’.

What are the potential conflicts of interest?

None.

Where has this report been previously discussed?

At Transformation Board on 5" March 2014

Clinical Executive Sponsor: Dr Jaweeda Idoo

Presented by: Diane Jones

Meeting Date: 9™ April 2014

Agenda item:

Reason for being in Part 2 (if applicable)

Not applicable
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Purpose of the Paper

Stockport CCG and Stockport Foundation Trust have worked collaboratively
to identify areas for improvement in outpatient follow ups and to reduce follow
up activity. A number of projects are already underway. These include the
development of model clinics to improve quality and patient satisfaction and
the GP audit and review. The latter has identified that approximately one third
of follow ups from cardiology and respiratory could be discharged and some
of these required management within primary care. The work undertaken to
date has not been able to reduce the amount of follow up activity at a
sufficient scale. As follow up activity is increasing and both the CCG and the
Foundation Trust have substantial savings to make it is essential that reforms
in outpatients are pursued at sufficient scale and pace. On-going discussions
with Stockport Foundation Trust have enabled the development of the
Strategic Outline Case for the reform of out-patient services. The rationale
for the development of the SOC is to focus on the strategic options in order to
derive the preferred way forward for the reform of outpatient services.

This paper was presented to the Transformation Board for discussion of the
options included. Transformation Board were asked to approve the following:

e To sign up to the scale of change proposed in option 3 and to agree
that the preferred option to achieve top quartile benchmarks for
outpatient services is pursued,;

e The commitment of resources from key individuals from the Outpatient
Reform Programme Board and other staff from both the CCG and the
Foundation Trust including project management resource, finance,
business intelligence and clinical support to develop an outline
business case for option 3 by the end of April 2014;

e That the Outpatient Reform Programme Board ensure that the outline
business case presented to the Board includes the following:

o The proposed transformational service model,

o The way in which the transition will be managed safely both in
terms of clinical and financial impact;

o Proposals for engagement and communication with
stakeholders in particular with patients and clinicians;

o The financial transitional arrangements required to support the
transition;

o The benefits and risks of the proposed changes to each
organisation;

o The implications for workforce and estates;

The implications for primary care;

o A project plan.

O





e That a full business case is developed by the Outpatient Reform
Programme Board within six weeks of the approval of the outline
business case.

Whilst Transformation Board were unable to endorse the recommended
option (option three), the Board indicated that the level of ambition outlined by
this option should be pursued and they supported the recommendation
contained within the paper for the Outpatient Reform Programme Board to
proceed to develop an Outline Business Case. Governing Body members are
asked to endorse the approach to develop an outline business case based on
option 3.
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1. Executive Summary

NHS Stockport Clinical Commissioning Group (SCCG) is responsible for
commissioning healthcare services for the population of Stockport.

Demand for NHS services in Stockport over the next several years is
expected to outstrip available funding. This, combined with rising patient
expectations, availability of new technologies and increases in the costs of
providing health and care services, places a requirement on the
commissioners and providers of NHS services to work together to find better
ways of improving patient care whilst also delivering services more efficiently.

There is a national context for reform and Stockport CCG’s strategic priorities
are focused on addressing this need. The priority specific to this SOC is
strategic aim number 3, “Increase the clinical cost effectiveness of elective
treatment and prescribing”.

A major area of reform aligned with this strategic aim - with the potential to
achieve better services delivered differently and more efficiently - is outpatient
services. These services constitute a significant amount of NHS spend in
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 service has risen over the last several years
to meet demand and presents a risk of future increase. Unrestrained growth
in outpatient activity over the next three years could lead to additional cost
pressures.

There is an opportunity to improve the quality and efficiency of outpatient
services by reforming how these services are delivered. Stockport CCG and
Stockport FT have performed a series of initiatives to date which have
successfully delivered service improvements, savings and achieved good
momentum. Drawing upon the evidence of what has been achieved
elsewhere regionally and nationally, further opportunities remain to drive
improvements.

This document describes the potential opportunity to reform outpatient
services. These opportunities are challenging in terms of the potential scale,
pace and deliverability of benefits. Some aspects are particularly challenging
for the FT in terms of the impact on its activities and therefore require careful
consideration. In particular, it should be noted that no single organisation
across the cohort used in benchmarking SFT levels of activity performs at the
top decile or top quartile level in every speciality. This paper is intended to
enable these discussions.

A project team has identified and considered four options for what potentially
could be achieved and how this could be delivered. This paper presents an
initial strategic evaluation of these options together with a preferred option for
taking forward for further development. The four options are:

e Option 1: ‘Do Nothing’ — Baseline Scenario

e Option 2: ‘Top Decile for New/Follow-ups’





Option 3: ‘Top Quartile for New/Follow-ups’
Option 4: ‘Select Aspirational + Top Quartile’

The project team’s recommendation is to select Option 3 for further
development. This is because, in consideration of the evaluation criteria, this
option provides the best opportunity to deliver the desired benefits whilst also
managing risks of delivery and knock-on impacts.

The key factors that led to the conclusion are:

1.

The potential for a significant level of financial benefits including the
cost of transition and service re-provision.

The likelihood of service quality benefit to patients and the associated
patient acceptance of change.

Confidence that a structured transition programme can be designed to
maximise likelihood of delivery of benefits within three years whilst
mitigating risks.

The ability to manage the knock-on impacts and risks to Stockport FT
through consideration of structured transition funding and aligned
incentives.

If this option is approved, the next step is to further develop this option into an
outline business case. The time frame for development and delivery of this
case would be within the next three months.

Option 3 is recommended to present to the Transformation Board for
discussion, followed by presentation to SCCG Governing Body for discussion
and approval.





2. Strategic Outline Case for the Reform of Outpatient Services in
Stockport

Demand for NHS services in Stockport over the next several years is
expected to outstrip available funding. Combined with rising patient
expectations, availability of new technologies and increases in the costs of
providing health and care services this places a requirement on the
commissioners and providers of NHS services to work together to find better
ways of improving patient care whilst also delivering services more efficiently.

2.1 The national context for reform

A study by the Nuffield Trust (April 2013) highlighted the increasing demand
for NHS Services in England between 2005-06 and 2010-11. It showed a 20%
increase in the number of finished consultant episodes and a 40% increase in
outpatient attendances over the five year period.

Analysis of NHS activity data by Health and Social Care Information Centre
(HSCIC) in 2013 has shown the persistent rise in demand for outpatient
services to 2012-13. The rising trend for outpatient attendances within the
NHS in England over a five year period is demonstrated in figure 1 below.
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Figure 1: Hospital Outpatient Activity between 2008-09 & 2012-13: HSCIC
Dec 2013

NHS England in its paper, NHS belongs to the people: A call to action,
published in July 2013, has identified a funding gap of £30 billion between
2013-14 and 2020-21. The need for transformational change in delivery of
healthcare services has been further reiterated by NHS England in its policy
document Everyone Counts: planning for patients 2014/15 to 2018/19.

2.2 The local context for reform

Stockport CCG’s strategic priorities are focused on addressing the need
identified at a national level and mirrored locally. SCCG’s strategic aims are
aligned to the directions issued by NHS England. The strategic aim specific
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to this SOC is strategic aim number 3, “Increase the clinical cost effectiveness
of elective treatment and prescribing”.

SCCG in its Annual Business Plan for 2013-14 has set an aspirational goal to
reduce first outpatient attendances by 6513 and follow-up attendances by
18500 annually over a three year period.

Through joint working to-date, SCCG and Stockport NHS FT (SFT) have
established a good platform for future work. A notable example of this work is
the collaborative work improving outpatient services and includes:

1. Model clinics looking at the quality of care

2. Pathway redesign for various specialties to ensure compliance with
published guidelines, and

3. A GP Audit & Review of patients who are being followed up in
cardiology and respiratory diseases.

There is an opportunity to both improve the quality and efficiency of
outpatient services by reforming how these services are delivered.

Stockport CCG and Stockport FT have performed a series of
initiatives to-date which have successfully delivered service
improvements, savings and achieved good momentum

In order to realise efficiency savings in outpatient services, SCCG initiated
a series of projects working with SFT aimed at driving system reform in
outpatient services and facilitating reduction in unnecessary outpatient
follow-up appointments.

A clinical audit of patients awaiting follow-ups for cardiology and
respiratory diseases was conducted to assess the suitability for discharge
to the community. The first phase of this identified a number of cases
(28%) that could be treated in alternative settings. This initiative is
currently in a second phase that may show a greater number of patients
that can be treated elsewhere - the latest audit data suggests that 40% of
the patients are likely to be identified for transfer from a hospital setting to
a primary care setting for follow-up care or routine surveillance.

An associated project has implemented elements of the Model Clinic in
selected specialties to improve discharge planning, patient flows through
clinics, optimisation of productivity and enhanced patient experience.

Additionally a programme for referral management has been initiated
which is intended to facilitate the reduction of new referrals for outpatient
clinics to the SFT.

Drawing upon the evidence of what has been achieved elsewhere
regionally and nationally, further opportunities remain to drive
improvements

The project team compared average new to follow-up ratios for Greater
Manchester providers using NHS Comparators data. Figure 2 shows the
results of this analysis which indicates that the average new to follow-up
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ratios at SFT are higher than the regional average and suggests potential
for improvement in relation to comparable acute providers such as
Tameside NHS FT and Bolton NHS FT.
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Figure 2: Average New/FU ratios for acute providers across Greater
Manchester
for 2012-13: NHS Comparators data

The project team also analysed levels of outpatient activity (new and
follow-up appointments) for SFT by benchmarking Hospital Episodes
Statistics (HES) data for SFT against the acute medium trust cohort as
defined by the NHS Information Centre. The top quartile and top decile
benchmarks were used for comparison. The benchmarks are listed in
Appendix 3.

Figure 3 below illustrates this for follow-up appointments at SFT:
comparing current SFT levels of activity with NHS top quartile and top
decile levels for 2012-13. The analysis suggests that across all
specialties SCCG has potential to reduce follow- up appointments at
SFT by 42000 a year if it matched top quartile levels and by 67,000 a
year if it matched top decile levels.
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Figure 3: Comparison of levels of outpatient follow-up attendances at SFT
with NHS top quartile and top decile levels for 2012-13: HES data for 2012-13

The scale of the opportunities identified through the benchmarking exercise
builds on work to date with the FT. However, in order to meet the significant
challenges described above, commissioners and providers need to consider
bolder options for re-configuration and re-location of these services.

These opportunities are challenging to consider in terms of the potential scale,
pace and delivery of benefits. Some aspects are particularly challenging for
the FT in terms of the impact on its activities - and therefore require careful
consideration. In particular, it should be noted that no single organisation
across the cohort used to benchmark SFT performs at the top decile or top
guartile level in every speciality. This paper is intended to enable these
discussions.
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3. Options Development

This section describes the potential options for reforming outpatient services.
A small project team has identified and considered four options for what
potentially could be achieved and how this could be delivered. This paper
presents a strategic evaluation of these options together with a preferred
option for taking forward for further development. Each of the four options is
described below according to its scope, assumptions, timeframe and
responsibilities.

3.1 Option 1: ‘Do Nothing’

This option is presented as the baseline scenario without any intervention
from SCCG.

Scope:

This option considers the impact on follow up outpatient activity
commissioned by SCCG at SFT over the next three years to 2016-17, without
affecting the growth of new or follow-up outpatient attendances. It includes
the maintenance and further development of initiatives by SFT. The activity
projections exclude anticoagulation services and medical oncology.
Anticoagulation services are likely to require significant infrastructure
development within the community and potentially destabilise the laboratory
based services provided by SFT. Medical oncology has been excluded, since
the number of attendances was very small and it was not possible to identify
them separately within the data set.

Assumptions:

The expected out-turn of outpatient attendances for the year 2013-14 has
been used as the baseline for future demand projections.

An average tariff of £161 per new appointment and £101 per follow up
appointment has been used to calculate the projected spend.

Timeframe:

This option does not define any specific time frames for implementation.
Responsibility:

SCCG is required to fund the rising demand in outpatient services at SFT.

Table 1 below depicts the predicted activity and cost to SCCG of delivering
outpatient activity at SFT for three years to 2016-17.

2013-14 2014-15 2015-16 2016-17

Total Outpatient
Attendances*

Total cost to SCCG for
commissioning outpatient £21.7m £239m £252m £26.7m
services at SFT

181,086 200,954 212,455 225,072

Table 1: Total outpatient attendances and annual cost to SCCG for
commissioning outpatient services at SFT over three years to 2016-17

* Excludes anticoagulation services
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The ‘Do Nothing’ option will result in an additional cost pressure of £5 million
annually to SCCG for delivery of outpatient services at SFT.

3.2 Option 2: ‘Top Decile for New/Follow-ups’

This option aims to achieve top decile benchmarks for new/follow up ratios for
various outpatient services. The option does not involve reducing the referral
rates for new patients. It allows for growth.

Scope:

This option includes outpatient follow up activity commissioned by SCCG at
SFT.

The option excludes anticoagulation services and medical oncology for the
same reasons as Option 1.

The option does not influence the referral rates for new attendances.
Assumptions:

The expected out-turn of outpatient attendances for the year 2013-14 has
been used as the baseline for future demand projections.

An average tariff of £161 per new appointment and £101 per follow up
appointment has been used to calculate the projected spend.

In order to estimate gross savings, the single professional attendance tariff for
the year 2013-14 has been used in line with the current contracted tariff for all
specialties.

The cost of providing follow up care in an alternative setting has been
included. Following on from the outpatient audits, it has been projected that
50% of the avoided follow ups will require care in primary care and this
assumption has been used to estimate the cost of providing the follow up
care. Per patient a sum of £30 has been allocated towards provision of follow
up care based on a cost estimate of GP time required for two 10 minute
appointments.

Timeframe:

This option is expected to deliver benefits within three years. It is anticipated
that full implementation will require dedicated focussed effort for longer than
three years.

Responsibility:

SCCG & SFT will jointly work to develop new pathways and protocols for
delivering the top decile benchmarks. SFT will have to ensure compliance
with the agreed new/follow up ratios. A proportion of patients will require
follow up care within the primary care setting and SCCG will need to build and

maintain appropriate capacity within primary care to achieve safe delivery of
care.

The commissioner and provider may need to work through a risk share
arrangement in the interim period enabling SFT to reduce costs appropriately
over time.
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Table 2 below shows the outpatient follow up attendances commissioned by
SCCG at SFT, the projected gross and net savings and cost of provision of
follow up care for 50% of the avoided follow ups in primary care.

2013-14 2014-15 2015-16 2016-17

Outpatient follow — up 123,872 54,130 57,069 60,300

attendances*

Gross savings £7.0m £7.5m £8.0m
Cost of care in primary care £1.3m £1.4m £1.5m
Net savings £5.7m £6.1m £6.5m

Table 2: Outpatient follow-up attendances commissioned by SCCG at SFT,
net savings and cost of provision of follow ups in primary care at top decile
performance

*Excludes anticoagulation services & medical oncology.

It must be noted that this table assumes a 33% reduction by April
2014. This is not an achievable reduction by April 2014 as it does not
allow for the significant work required, from both organizations, to
scope, agree and commission how reductions will be made. There is no
infrastructure available to support the volume of activity being removed
from secondary care to primary care and work must be done to ensure
that pathways and tariffs are in place to support both organizations
during any transition. It is expected that the outline business case will
scrutinize how this work will be achieved in a safe, effective and timely
way.

3.3  Option 3: ‘Top Quartile for New/Follow-ups’

This option aims to achieve top quartile benchmarks for new to follow up
ratios for various outpatient services. The option does not involve reducing
the referral rates for new patients. It allows for growth.

Scope:

The option includes outpatient follow up activity commissioned by SCCG at
SFT.

The option excludes anticoagulation services and medical oncology for the
same reasons as Options 1 and 2.

The option also excludes anaesthetics & rheumatology because SFT currently
performs at new/follow-up ratios better than the top quartile for these two
specialties.

The option does not influence the referral rates for new attendances.
Assumptions:

The expected out-turn of outpatient attendances for the year 2013-14 has
been used as the baseline for future demand projections.

An average tariff of £161 per new appointment and £101 per follow up
appointment has been used to calculate the projected spend.

16





In order to estimate gross savings, the single professional attendance tariff for
the year 2013-14 has been used.

The cost of providing follow up care in an alternative setting has been
included. Following on from the outpatient audits, it has been projected that
50% of the avoided follow ups will require care in primary care and this
assumption has been used to estimate the cost of providing the follow up
care. Per patient a sum of £30 has been allocated towards provision of follow
up care (based on a cost estimate of GP time required for two 10 minute
appointments).

Timeline:

This option is expected to deliver full benefits by the third year of
implementation. Years 1 and 2 are likely to deliver partial benefits due to need
to embed culture & process changes and establishment of adequate support
within primary care.

Responsibility:

SCCG & SFT will jointly work to develop new pathways and protocols for
delivering the top quartile benchmarks. SFT will have to ensure compliance
with the agreed new/follow up ratios. A proportion of patients will require
follow up care within the primary care setting and SCCG will need to build and
maintain appropriate capacity within primary care.

The commissioner and provider may need to work through a risk share

arrangement in the interim period enabling SFT to reduce costs appropriately
over time.

Table 3 shows the outpatient follow up attendances commissioned by SCCG
at SFT, the projected gross and net savings and cost of provision of follow up
care for 50% of the avoided follow ups in primary care.

2013-14 2014-15 2015-16 2016-17

Outpatient follow - up 119,601 80755  84.959 89,580

attendances*

Gross savings £4.6m £49m £5.3m

Cost of care in primary care £0.83 m £09m £0.95m
Net savings £3.8 m £40m £4.4m

Table 3: Outpatient follow-up attendances commissioned by SCCG at SFT,
net savings and cost of provision of follow ups in primary care at top quartile
performance

*Excludes anticoagulation services, medical oncology, anaesthetics &
rheumatology.

It must be noted that this table assumes a 33% reduction by April 2014.
This is not an achievable reduction by April 2014 as it does not allow for
the significant work required, from both organizations, to scope, agree
and commission how reductions will be made. There is no
infrastructure available to support the volume of activity being removed
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from secondary care to primary care and work must be done to ensure
that pathways and tariffs are in place to support both organizations
during any transition. It is expected that the outline business case will
scrutinize how this work will be achieved in a safe, effective and timely
way.

3.4 Option 4: ‘Select Aspirational + Top Quartile’

This option is aspirational and involves identifying specialties to establish zero
follow ups in an acute setting. The option has been mooted in Governing
Body and although there is no current evidence of this approach being
adopted elsewhere, this option is believed to justify further investigation. The
option would involve a mix of specialties, with selected specialties not
providing any follow up attendances in an acute setting at SFT. The
performance aim for the remaining specialties will be at the top quartile
benchmarks.

Scope:

The detailed scope for this option is not defined and would require further
research and detailed clinically-led discussions with clinicians from acute and
primary care setting.

Assumptions:

This option assumes that for certain specialties it is possible to safely avoid
any follow up with the acute care consultant.

It further assumes availability of suitably qualified and experienced clinical
professionals within primary care to look after the patients discharged from
the acute hospital.

Cost of providing care in the community may be higher than options 2 & 3, as
these patients will require more time and resource to manage them safely.

Timeline:

Specific timelines are unknown currently. It is anticipated that this option may
be implemented in limited specialties over a three year period, if the
appropriate specialties are identified. Implementation of this option may
require radical pathway changes, definition and establishment of protocols of
care and robust quality assurance monitoring.

Responsibility:

SCCG will explore the potential for ‘zero follow up’ specialties through
carefully agreed and conducted pilot studies.

This option will have a significant impact on the revenues of SFT and may
require risk sharing arrangements during the transition period.

For the purpose of this strategic option, all specialties (except anticoagulation
services and medical oncology) have been quantified at ‘zero’ follow up. The
first two years have been quantified at top quartile performance to enable
change to be embedded within the system. Similar to option 3, the cost of
provision has been assumed to be £30 per attendance with 50% of the
avoided follow ups needing review in the primary care setting.
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Table 4 below shows the outpatient follow up attendances commissioned by
SCCG at SFT, the projected gross and net savings and cost of provision of
follow up care for 50% of the avoided follow ups in primary care for Option 4
over the next three years to 2016-17.

2013-14 2014-15 2015-16 2016-17

Outpatient follow — up

S M 119,601 80,755 84,959 0

Gross savings £4.6 m £49m  £159m
Cost of care in primary care £0.83 m £0.9m £2.4m
Net savings £3.8 m £40m £135m

Table 4: Outpatient follow-up attendances commissioned by SCCG at SFT,
net savings and cost of provision of follow ups in primary care at top quartile
performance for the first two years and ‘zero’ follow-ups in year three

*Excludes anticoagulation services, medical oncology, anaesthetics &
rheumatology for the first two years. Excludes anticoagulation services and
medical oncology for the third year.

It must be noted that this table assumes a 33% reduction by April 2014.
This is not an achievable reduction by April 2014 as it does not allow for
the significant work required, from both organizations, to scope, agree
and commission how reductions will be made. There is no
infrastructure available to support the volume of activity being removed
from secondary care to primary care and work must be done to ensure
that pathways and tariffs are in place to support both organizations
during any transition. It is expected that the outline business case will
scrutinize how this work will be achieved in a safe, effective and timely
way.

3.5 Rationale for choosing the options

The project team have identified these options as being most worthy of
consideration for the following reasons:

e The options need to be sufficiently bold or ambitious to deliver the scale of
the challenge. This resulted in options needing to be identified that sought
to achieve significant financial benefits balanced with the ability to provide
for appropriate support in primary care for the affected patients.

e The options need to be grounded on evidence of what is working
elsewhere. Benchmarking data and professional insight were used to
identify what might be possible to deliver, to inform options development.

e The specific reason for Option 1 is the need to establish a clear baseline
through maintaining the current direction and further developing initiatives
managed by SFT. This is described as the ‘Do Nothing’ option.

e The specific reason for Option 2 is the need to establish an aspirational
stretch scenario and understand the potential for maximising the efficiency
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gains. This scenario requires the commissioner and the provider
organisation to rigorously examine the delivery models and consider
transformational change.

e The specific reason for Option 3 is to consider a stretch target with
significant financial benefits, with a higher likelihood of delivery.

e The specific reason for Option 4 is a targeted aspirational goal, which has
been mooted as an exemplar for delivering care closer to home in the
community rather than in an acute setting. It is included to encourage
consideration of targeted radical alternative ways of delivering outpatient
services, potentially utilising technological innovations like tele-health and
tele-medicine.

3.6  Options Appraisal Criteria

The project team has performed high level analysis and evaluation of the
options using the following criteria:

The scale of the potential financial benefits

This has been considered using the level of gross savings achieved by the
commissioner through effective delivery of an option. It is recognised that
implementing the outpatient service reforms will result in loss of revenue for
SFT. However, the FT may be able, in part, to mitigate the impact through
reduction in cost of providing additional waiting list initiative clinics.

The potential opportunity and risk for service quality benefit to patients

This is summarised using an arrow to indicate the potential opportunity/risk
(increasing/reducing/remaining the same), together with a description.

Patient acceptance

This is a high level initial assessment of the likelihood of patient acceptance
(Low/Med/High) based on a consideration of the attitude and behavioural
change required and the ability to influence this.

The scale of complexity of the future design (service re-configuration) of
the options

This includes a consideration of the realism of the ambition of this future
design being accepted alongside ambitions for other service reform priorities.
This is summarised using an assessment of Low/Med/High together with a
description.

The deliverability within the desired timeframe of the option

This is summarised using an assessment of Low/Med/High together with a
description of the degree of challenge.

The potential cost of transition

This has been considered as the financial cost of transition together with the
potential impact on patients. This is summarised as an assessment of
Low/Med/High together with order of magnitude estimates for the known costs
of transition (E000s).
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The knock-on impacts

This has been considered as the consequences (defined and also un-
intended) of the knock-on impacts both to the providers (current and future)
and patients. This is summarised as an assessment of Low/Med/High
together with a description.

Strategic alignment

This has been considered through an assessment of the coherence of the
option with the strategy for reform of the health and social care system in
Stockport, from the perspective of the commissioner and the provider. This is
summarised as an assessment of Low/Med/High together with a description.

4. Options Appraisal

A strategic outline appraisal of the four options is presented on the
following page.
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Options Appraisal

INHS

Stockport
Clinical Commissioning Group

Evaluation Criteria | Optionl Option 2 Option 3 Option 4

Thte S(t:‘allef.of the I Dependant on the

potential Tinancia . - - specialties selected for

benefits* Nil £8 million £5.3 million implementation of the

option

The potential ‘ » t t

opportunity (and . , . . . . , . .

rigﬁ) forse)r/v(ice This option allows for | Patients will be seen in a | Patients will receive | Careful selection of

quality benefit to various quality guidelines to | timely manner and will | outpatient services in a | specialties for

patients be implemented. However, | receive care closer to |timely manner. Though | implementation with the
delivery of outpatient | home. There however, is a | there is a risk to continuity | appropriate  protocols in
services within the required | risk of serious disruption to | of services, the risk is | place will allow for quality of
time targets will be | quality service while the | manageable with | care to be maintained. It will
unsustainable in the | initiative is being | appropriate planning and | significantly reduce the
medium to long term due to | implemented. clinical engagement. waiting times for new

lack of resources. This will
result in an overall poor
quality of outpatient
services to the population of
Stockport.

outpatient attendances

Patient acceptance

High

This option does not require
any change in the current
practices, hence very little
need for behaviour change.

Low/Medium

There is likely to be serious
disruption to the current
service levels, while
changes are implemented.

Low/Medium

Though this option will
cause change in the way
patients are managed,
continuous improvement

Low

This option represents the
maximum level of change. It
is a paradigm shift in the
way care is delivered.
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Options Appraisal

NHS|

Stockport
Clinical Commissioning Group

Evaluation Criteria | Optionl Option 2 Option 3 Option 4
However, over time, when | Patients will experience a | methodology along with | Patient groups will require
the waiting times increase | significant shift in the way | appropriate change | significant assurance on
due to resource constraints, | they are managed. This | management will minimise | quality of care and
the population may express | option will require significant | resistance from patients. | continuity of service. Large
their concerns. engagement with patient | The patients who will be | effort on culture and
groups. seen in primary care are | behaviour change will be
likely to accept the change | required with patient
with less resistance. groups.
Low High Medium High
The  scale  of | This option maintains the | In order to achieve the top | This option will require | Radical reform is required in
complexity status quo. decile performance in every | reengineering specific | primary care to create
speciality, radical reform of | pathways and | capacity for follow-ups. It

patient pathways IS
required. Significant
capacity is required in

primary care to deliver
follow-up care. The FT has

establishment of follow-up

protocols.
The FT will need to
undertake workforce

planning and rationalisation.

requires implementation of

potential technology
solutions. The FT will need
to undertake

transformational

to undertake significant restructuring of its business
restructuring of its model and workforce
operations and workforce. rationalisation.
Low High Medium High
Challenge to Maintains status quo. The scale of transformation | Through careful selection of | This option represents a
deliverability and culture change are |initial specialties and a | paradigm shift in delivery of
within desired significant. This will result in | system  of  continuous | outpatient  services and
timeframe extending the timescale | improvement, this option | represents significant
beyond three years for full | can realise benefits by year | culture and process

implementation.

3 of implementation.

change. Implementation of
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Options Appraisal

NHS|

Stockport
Clinical Commissioning Group

Evaluation Criteria | Optionl Option 2 Option 3 Option 4
enabling technologies will
lead to significant extension
to the timeline.
Low High Medium High
The potential cost | This option however, will | The cost of providing follow- | The cost of providing follow- | The transformational
of transition create an additional cost|up care in alternative |up care in alternative | change will require
pressure of £5 million | settings is projected to be | settings is projected to be | significantly more
annually to SCCG in three | £1.5 million annually. £0.95 million annually. | investment in  enabling

years.

The option is likely to result
in a significant disruption of
services to the patients
during the implementation
phase. The FT may require

significant amount of
transitional  support to
restructure its workforce

and to remain economically
viable.

Though the option has the
potential to disrupt services,
use of continuous
improvement
methodologies can help to
mitigate the risk.

The FT may require some
transitional  funding  to
restructure the workforce
and is not a significant
threat to its viability.

technologies and providing
sufficient skilled resource
within the community to
deliver follow-up care in
primary care setting.

The FT may require
significant transitional
funding to maintain its
economic viability in the
medium term.

The knock—on
impact

Medium

The rise in demand for
outpatient services will put
significant pressure on the
FT in its ability to deliver
outpatient care  within
national targets.

Medium
This option will result in a

significant  reduction  in
annual revenue for the FT.

Alternative  providers  of
follow-up care will be

required to rapidly increase

Low

The risk of reduction in
revenue to the FT can be
mitigated through
appropriate transitional
funding and a consideration
of aligned incentives.

High

Depending on the number
of specialties selected for
implementation  of  this
option, it can result in a
significant  reduction  of
revenues for the FT.
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Options Appraisal

NHS|

Stockport
Clinical Commissioning Group

Evaluation Criteria

Optionl

Option 2

Option 3

Option 4

It is likely to result in
patients waiting longer for
follow-up care and thus

their capacity and skills to
deliver safe and effective
outpatient  services in

Primary care providers in
Stockport are likely to face
some challenge to cater for

The level of transformation
required to provide follow-
up care could risk the ability

Strategic
Alignment

impact on their health. primary care. the follow-ups in the | of the general practices to
community. provide safe and effective
primary care in the medium

term.

Low High High High

This option does not align
with the strategic aims of
SCCG.

This option aligns with the
strategic aim 3 of SCCG to

increase the clinical cost
effectiveness of elective
care.

It enables the health

economy to provide care
closer to home and enable
the FT to restructure for
provision of acute care in its
chosen areas of expertise.

This option aligns with the
strategic aim 3 of SCCG to
increase the clinical cost
effectiveness of elective
care.

It further enables the health
economy to provide care
closer to home and enable
the FT to restructure for
provision of acute care in its
chosen areas of expertise.

This option aligns with the
strategic aim 3 of SCCG to

increase the clinical cost
effectiveness of elective
care.

It further enables SCCG to
be at the forefront of
innovative healthcare
delivery.

It enables the health

economy to provide care
closer to home and
supports the FT to
restructure for provision of
acute care in its chosen
areas of expertise.

*The detailed data used to arrive at the financial benefits is included in Appendix 4.
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5. Conclusion

The project team’s recommendation is to select Option 3 for further
development. This is because, in consideration of the evaluation criteria, this
option provides the best opportunity to deliver the desired benefits whilst also
managing risks of delivery. The key factors that led to the conclusion are:

1. The potential for a significant level of financial benefits including the
cost of transition and service re-provision.

2. The likelihood of service quality benefit to patients and the associated
patient acceptance of change.

3. Confidence that a structured transition programme can be designed to
maximise likelihood of delivery of benefits within three years whilst
mitigating risks.

4. The ability to manage the knock-on impacts and risks to Stockport FT
through consideration of structured transition funding and aligned
incentives.

Option 3 is recommended to present to Transformation Board for discussion,
followed by presentation to SCCG Governing Body for discussion and
approval.

If this option is approved, the next step is to further develop this option into an
outline business case. The time frame for development and delivery of this
case would be within the next three months.

The potential savings indicated in this document are based on full year
implementation. Significant reform work would need to be undertaken to
prepare for and deliver such radical change. The outline business case would
revisit the predicted savings and propose when such savings would
realistically be seen and where the benefit should fall across the partners.
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Appendices

Appendix 1: SCCG spend on provision of outpatient services to the
population of Stockport over three years from 2011/12 to 2012/13

Spend Category © 2011-12  2012-13 2013-14*
£ million £ million £ million

Spend on outpatient services with all 3152 36.94 305
providers
Spend on outpatient follow-ups with 17.76 2192 17.29
all providers
Spend on outpatient services with SFT 20.33 25.16 21.93
gg_?_nd on outpatient follow-ups with 11.19 14.48 11.96

*Projected spend for 2013-14. Following the reorganisation of the
commissioning responsibilities, the portfolio of services commissioned by
SCCG is smaller than the portfolio of Stockport PCT. This has resulted in a
lower level of spend in 2013-14. The information is based on SLAM data.

Appendix 2: Outpatient activity commissioned by SCCG for the population of
Stockport over three years from 2011/12 to 2012/13

Activity Category 2011-12 2012-13 2013-14*

‘Total outpatient attendances with all
providers 306,901 343,393 305,252

Outpatient follow-up attendances with
all providers

226,289 252,842 218,040

Total outpatient attendances with SFT 213,307 243,085 226,713

Outpatient follow-up attendances with
SFT

*Projected activity for 2013-14. Following the reorganisation of the
commissioning responsibilities, the portfolio of services commissioned by
SCCG is smaller than the portfolio of Stockport PCT. This has resulted in a
lower level of activity in 2013-14. The information is based on SLAM data.

158,491 180,564 161,864
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Appendix 3: Top decile and top quartile New/FU (ratios) benchmarks used to
compare the outpatient performance at SFT

Speciality Top Decile  Top Quartile  SFT Current
General Surgery 0.4 1.1 1.7
Urology 11 1.6 3.5
T&O 1.1 1.5 2.2
ENT 0.9 1.1 1.4
Ophthalmology 1.4 2.2 2.4
Anaesthetics 0.6 1.3 1.3
General Medicine 0.2 0.6 2.5
Clinical Haematology 3.8 5.2 5.7
Dermatology 15 2.1 3.4
Medical Oncology 2.1 3.8 5.4
Rheumatology 2.1 2.5 2.4
Paediatrics 0.7 11 1.8
Obstetrics 0.9 1.9 4
Gynaecology 0.6 0.9 1.9

Benchmarks are based on national HES data set, comparing SFT with a
cohort of acute medium trusts
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Appendix 4: Detailed follow-up outpatient activity projections each option at
speciality level

Option 1: Follow-up activity data

Speciality Follow-up
Activity for 2014/15 2015/16 2016/17

201314

General Surgery 12,169 12,627 12,880 13,137
Urology 9,149 11,631 12,794 14,073
T&O 20,374 25,727 27,528 29,455
ENT 7,659 5,944 5,469 5,031
Ophthalmology 17,230 17,215 17,387 17,561
Anaesthetics 1,418 1,443 1,428 1,414
Gen Medicine 17.132 20,539 21,976 23,515
Clinical 1,644 2,171 2,453 2,772
Haematology

Dermatology 13,967 15,978 17,097 18,293
Rheumatology 2,853 2,970 3,297 3,660
Paediatrics 5,369 5,968 6,922 8,030
Obstetrics 7,343 9,260 9,816 10,405
Gynaecology 7.565 9,398 10,150 10,962
Total 123,872 140,870 141,196 158,308

Projected follow-up activity by speciality at SFT, required to be commissioned
by SCCG over the three year period from 2014/15 to 2016/17. The activity
figures account for the annual growth rate due to demographic changes. The
figures exclude anticoagulation services and medical oncology.
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Option 2: Follow-up activity data

Speciality Follow-up Projected F/U Activity _
Activity for 2014/15 2015/16  2016/17
2013/14
General Surgery 12,169 2,971 3,030 3,091
Urology 9,149 3,655 4,021 4,423
T&O 20,374 12,863 13,764 14,727
ENT 7,659 3,821 3,516 3,234
Ophthalmology 17,230 10,042 10,143 10,244
Anaesthetics 1,418 666 659 653
Gen Medicine 17,132 1,643 1,758 1,881
Clinical 1,644 1,447 1,635 1,848
Haematology
Dermatology 13,967 7,049 7,543 8,071
Rheumatology 2853 2,599 2,885 3,202
Paediatrics 5,369 2321 2,692 3,123
Obstetrics 7.343 2,084 2,209 2,341
Gynaecology 7.565 2,968 3,205 3,462
Total 123,872 54,130 57,069 60,300

Projected follow-up activity by speciality at SFT, required to be commissioned
by SCCG over the three year period from 2014/15 to 2016/17 at the top decile
performance. The activity figures account for the annual growth rate due to
demographic changes. The figures exclude anticoagulation services and
medical oncology.
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Option 3: Follow-up activity data

Speciality Follow-up Projected F/U Activity _
Activity for 2014/15 2015/16  2016/17
2013/14
General Surgery 12,169 8,170 8,334 8,500
Urology 9,149 5,317 5,849 6,434
T&O 20,374 17,541 18,769 20,083
ENT 7,659 4,670 4,297 3,953
Ophthalmology 17,230 15,781 15,938 16,098
Gen Medicine 17,132 4,929 5,274 5,644
Clinical 1,644 1,980 2,238 2,529
Haematology
Dermatology 13,967 9,869 10,560 11,299
Paediatrics 5,369 3,647 4,230 4,907
Obstetrics 7.343 4,399 4,662 4,942
Gynaecology 7,565 4,452 4,808 5,193
Total 119,601 80,755 84,959 89,580

Projected follow-up activity by speciality at SFT, required to be commissioned
by SCCG over the three year period from 2014/15 to 2016/17 at the top
guartile performance. The activity figures account for the annual growth rate
due to demographic changes. The figures exclude anticoagulation services
and medical oncology.

Anaesthetics and Rheumatology have been excluded from the data because
SFT New/FU ratios for these specialties are better than the benchmark top
quartile.

Projected reductions in follow-up attendances for Option 2 and Option 3
for three years 2014/15 to 2016/17

2014/15 2015/16 2016/17

Option 2 - Reduction in follow-up 86.741 92137 98.008
attendances ’ ' ’
Option 3 - Reduction in follow-up 55702 59512 63.653
attendances ’ ' ’
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The projected reduction in follow-up attendances at SFT in relation to option 2
and option 3. The activity figures account for the annual growth rate due to
demographic changes. The reductions are in comparison with Option 1 — Do
Nothing activity projections
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What decisions do you require of the Governing Body?

Members are asked to note and support the proposed direction for
primary care development

Please detail the key points of this report

The aim is to increase the capacity and capability of general practice in
the delivery of care in Stockport. This will be achieved through three
key elements.

e To move activity out of general practice that is not an effective
use of practice time.

e Toinvestin primary care to increase efficiency and capacity

e To move activity from emergency hospital care to a planned
primary care service where this can be delivered holistically at a
decreased cost .

What are the likely impacts and/or implications?

This is a fundamental reform of the primary care system that will be
experienced by all members of the primary care team and any
registered patient in Stockport.

How does this link to the Annual Business Plan?

This is a key element to the reform of the health services in Stockport
and is one of the three programs for GM— Primary Care reform,
Integration with Social Care and Hospital reorganisation

What are the potential conflicts of interest?

The CCG is a GP membership organisation. This was nationally
mandated as it was felt important to have the GPs owning the system
as they are key to driving out inefficiency. This reorganisation is being
done by them to themselves and does require investment that the CCG
is required to allocate to them.

Where has this report been previously discussed?

The key elements of the reorganisation are those proposed by a group
of GPs for the bid submitted to the Prime Minsters Challenge fund.

Clinical Executive Sponsor: Dr Viren Mehta

Presented by: Roger Roberts

Meeting Date: 9 April 2014

Agenda item: 14

Reason for being in Part 2 (if applicable): not applicable






Remodelling of General Practice

1. Purpose

1.1.This paper aims to give an over view of a number of developments in,
or affecting General Practice and put into context a major remodelling
of primary care. In part this will be enabled through investment and
efficiency obtained by a group of practices using an integrated IT and
phone system to develop a new model of care.

2. Context

2.1.Patients tell us that they want care delivered close to where they live
and have easy access a GP they know and can provide continuity of
care. In addition an extension in routine opening hours.

2.2.General practice is busier and under more pressure now than it has
ever been and is working within an increasingly complex system. Care
that 5 or 10 years ago was provided in traditional out-patient settings
has drifted in an unplanned and unresourced way to general practice,
further reducing the capacity of general practice to provide holistic,
continuity of care for older, multi-morbidity patients whose needs are
complex. This is one factor in the rising number of older people
avoidably hospitalised. There are a number of practices in challenging
financial situations making the system even more complex for them.

2.3.There is a national and local desire to resource the shift from a
reactive hospital based emergency care system to a reformed,
proactive primary care system.

2.4.There is significant evidence that, despite all the above, Stockport
general practice provides a good service. This was supported by the
patient group presenting a petition to support services being delivered
through general practice. In addition to this there have been two
independent reports on Stockport's CVD and respiratory outcomes
and in both general practice has been cited as being of high quality.

3. Introduction

3.1.The Nuffield Trust document® shows a number of models of general
practice working together and getting better outcomes for patients
including; reductions in referrals and better patient experience,
increased care planning and continuity of care for complex patients
and improved access. It is clear too that to enable these outcomes to
be achieved a new model of working in larger groups is required whilst
still retaining the local delivery provided by the current practice model.

11.1. New models of primary care: practical lessons from early implementers Event report:
Rebecca Rosen and Helen Parker December 2013 Nuffield Trust





3.2.There are three streams of activity that require review in primary care
these are:

e Urgent Care: Increasing GP phone capacity and responsiveness
(this is reflected in the GM ambition to respond to an urgent call
within 2 hours). Triage of calls, home urgent visiting service and
Skype/telephone/web consultation options

e Proactive Care: improved long term condition management,
increased access to investigations in the community, care planning
and the complex care pathway, additional capacity for LTC
consultation for an extended range of hours.

e Preventative Care: Lifestyle, Health Checks, BP, pulse, COPD,
diabetes screening, immunisation and cancer screening

3.3.The ways in which we can achieve improvement include.

e To move out of general practice any activity that can be done
elsewhere including Minor Eye Conditions, Community Pharmacy
Minor ailments, Care Home support and pathfinder GP (supports
patients attended by ambulance who do not need the hospital but
do require medical assessment quickly).

e A more coordinated approach to primary care including getting
better efficiency with those practices on the same computer and
phone system. Using this to increase resilience and free up
duplicated resource by centralising triage and acute visiting teams
etc.

e Resourcing primary care to deflect and manage activity from
secondary care. Secondary care has not been supportive of
deflection from ED in the past but there is now agreement to
review this. Options might be a walk in centre, a primary care
stream within ED both of which we know from elsewhere are not
effective. Deflection of activity back to the patient's own GP who
knows them best using the single IT record for recording and
booking their appointment.

4. Resources/Investments
4.1.Movement of activity out of general practice

4.1.1. There are two ways in which we plan to address practice
capacity and these are
e through the complex care pathway where additional support is
given to practices in support of running their element of care but
also through the provision of a more supportive and reactive
team to support people with care plans.
e Through the development of a care homes visiting team.

4.1.2. The management of people resident in care homes is an issue
of high political importance to some practices and the ED
department. A range of models have been considered including;
West Cheshire where practices take a home each and proactively





visit, East Cheshire where the practice retains the care of the
patient but there is an additional proactive visiting GP, Salford
where there is a consultant led community visiting team and
Bradford where a community matron team with the support of tele-
consultation is in place. A future paper will describe in more
detail the options and propose a preferred option to support this
group of people.

4.2.General Practice Re-organisation

4.3.To re-organise in general practice there are a number of options to
consider. It is suggested that all of them are required.

Provide access to practice appointments for more hours in the day
and at weekends

Separate acute and on-going care in practices so that more rapid
urgent care can be provided whilst maintaining continuity of care for
people with on-going conditions.

Add more specialist or a wider range of teams to general practice to
support the more complex patients at home and in residential
settings.

4.4.Part of the increased team in primary care will come about with the
complex care pathway for some people who are most at risk of
hospital admission or move to residential accommodation. This is the
subject of another work stream.

4.5.The other two elements are proposed to be addressed simultaneously.
It is suggested that the reorganisation in the way in which primary care
is delivered is developed first, following this with a rapid move to the
extension in opening hours. In this way it is believed that a more
efficient system will developed and this offer extended as the hours
are extended.

45.1. In accordance with RCGP and Kingsfund/Nuffield Trust

evidence of benefit of new primary care structures, a Stockport GP
federation is being established. Such an organisation can provide
an umbrella company that could support practices through the
coordinated purchase of back office services. It can also bid for
services on behalf of its members for service delivery in primary
care. This will enable further separation of GP roles in
commissioning and provision of services.

4.5.2. A group of GPs (potentially part of the federation) submitted a

bid to the Prime Ministers Challenge fund. It is based on obtaining
the maximum benefit from having a group of practices on a single
phone and IT system. At the time of writing this paper we do not
know if it has been successful.





45.3. The CCG is committed to the proposal and is keen to
commence development. Maintenance of the early role of the
federation defining the service in this development requires
consideration. A specification will be developed including the key
elements below for as many practices as possible within the
funding envelop. The key elements would be

= An increase in call handling capacity to ensure rapid
answering for patients

= Triage of all calls for both acute and on-going care to
manage safely those that are appropriate with advice on
self-care.

= Movement around participating practices of appointments
for acute conditions to make access more rapid in each
locality and improving convenience for working people.

= Development of a home visiting team for acute calls
requiring a home visit using a mobile version of the
shared Electronic Record.

= Delivery of routine primary care service 7 days a week.
All care delivered with access to and recorded in, a single
patient record

4.6.Movement of activity into Primary Care

4.6.1. Movement of care from secondary to primary care is being
planned in a number of areas and will be a consequence of other
plans. Workforce and capacity in both time and space are key
elements that require thought in moving services into general
practice.

4.6.2. There has been significant investment into general practice
since the inception of the CCG through the Enhanced Primary
Care framework which largely supports the delivery of care
planning for high risk people. This in total is approximately £1.5m.

4.6.3. The new GMS contract arrangements for 2014/15 also includes
care planning and will add a further investment to this work. In
addition there is the requirement for CCGs to invest £5 per head
of population to be focused on the support of people over the age
of 75years by General Practice.

4.6.4. Some of the new activity planned to be moved in the coming 12
months includes
= Primary Care DVT pathway
= Movement of outpatient activity
= Proactive management of complex patients reducing ED
demand and acute admissions.





5. Equalities

5.1. There are no issues about equality of service for people at this level of
service description and these will be addressed as more detailed
plans come forward for the delivery of the above services.

6. Risks

6.1. The above changes require a very different way of working to those
currently in general practice and although initially described by GPs
these plans will be difficult at a practical level to implement. There will
be many issues where practices feel that they are differentially
supporting the system and an unfair burden is falling upon them.

6.2. The scale of the change required is huge and the level of investment,
although not the subject of this paper, is also significant.

7. Progress to date

7.1.In writing is a business case for the movement of the Minor Ailments
service to community pharmacy which is a step to reduce general
practice pressure.

7.2.Work is in hand to establish the technical infrastructure in relation to
phones and IT access to enable the changes described above to
come about in, initially, a small group of practices.

7.3.A workshop is being planned to engage the practices in the detail of
the work and develop the specifications for additional capacity
required to deliver the service described.

7.4.Should Stockport be successful in obtaining the Challenge Fund bid
this will add to the funding available to develop the service. The
money obtained would however be non-recurrent and as with all
investment would need to demonstrate a reduction in activity which in
addition to other initiatives allows the closure of beds and therefore
releases the recurrent finding required.

8. Recommendations

8.1.Members are asked to note and support the proposals above for the
development of General Practice.





Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

Any impact on staff: Consultation and EIA
undertaken and demonstrable in document

L . o . To follow
Cover sheet completed Y/N Change in Financial Spend: Finance Section
below completed
Page numbers Y/N Service Changes: Public Consultation nfa
9 Completed and Reported in Document
. . /a
. Service Changes: Approved Equality Impact n
Paragraph numbers in place Y/N Assessment Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact Y/N
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial Y /N Change in Service Supplier: Procurement & Y /Na
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment nfa
Completed and included
Y/N







_1458047550.pdf
NHS

Stockport
Clinical Commissioning Group

Information Governance

Annual Assurance Report to 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.

NHS Stockport Clinical Commissioning Group Tel: 0161 426 9900 Fax: 0161 426 5999
7th Floor Text Relay: 18001 + 0161 426 9900
Regent House

Heaton Lane Website: www.stockportccg.org
Stockport

SK4 1BS





Executive Summary

What decisions do you require of the Governing Body?

¢ Note the update
e Note the Internal Audit report

Please detail the key points of this report

The CCG has updated all of its Information Governance policies and
processes in line with the second Caldicott review.

100% of CCG staff successfully completed their mandatory Information
Governance training.

There have been no IG-related Serious Untoward Incidents of a level that
must be reported to the Information Commissioner’s Office.

NHS Audit North West have concluded that there is significant assurance the
CCG is meeting its legal obligations under the Data Protection Act and
reaches or exceeds level 2 in all areas of the IG Toolkit, which is a statutory
obligation for CCGs.

What are the likely impacts and/or implications?

This puts the CCG in a strong position to apply for Accredited Safe Haven
Status.

How does this link to the Annual Business Plan?

CCG commitment to meeting its legal obligations.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Information Governance Group, 5 March 2014

Clinical Executive Sponsor: Dr Ranjit Gill
Presented by: Dr Vicci Owen-Smith
Meeting Date: 9 April 2014
Agenda item: 15

Reason for being in Part 2 (if applicable)

Not applicable
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Information Governance — Annual Assurance Report

Purpose

NHS Stockport Clinical Commissioning Group is committed to meeting all of
its legal and statutory duties as a public sector organisation and to ensuring
that the services it provides are in line with these principles.

This report documents the organisation’s compliance with legislative and
regulatory requirements relating to the handling of information, including
compliance with the Data Protection Act (1998) and Common Law of
Confidentiality. It also details compliance with the Information Governance
Toolkit [Version 11] and provides assurance of on-going improvements in
relation to managing risks to information.

Finally, the report sets out any Serious Untoward Incidents within the
preceding twelve months, relating to any losses of personal data or breaches
of confidentiality.

Progress 2013-2014

Over the Financial Year 2013-2014 the CCG has completely updated its
Information Governance policies and processes in line with the second
Caldicott review. A new Information Governance Framework was developed
to set out clear guidance for staff, with links to more detailed procedures.
This has been circulated to staff and further training is planned to embed the
new practices over 2014-15.

The organisation’s Caldicott Guardian, Dr Vicci Owen-Smith, and Senior
Information Risk owner, Gary Jones, established an Information Governance
Group to oversee progress on IG matters and provide assurance to
Governing Body.

Privacy impact Assessments were undertaken on new services such as the
End of Life Care Portal, Huddle data sharing tool, and the Heart Failure tele-
health system to reduce the risk to patient confidentiality.

A new Information Asset Register was developed and a high level version
was published online to ensure that members of the public are aware of what
data we hold and to support them in taking up their legal right to access
public information.

In 2013 the CCG put in place a new process for the centralised management
of Subject Access Requests (SARS), to ensure that these are handled
securely, to reduce data loss incidents and to ensure that the CCG meets its
legal obligation under the Data Protection Act to process all requests within
40 days. To date there have been 2 SARs, all of which met the legal
deadlines.
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3.1

3.2
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3.4

The CCG receives on average 10-20 requests a month for information under
the Freedom of Information requests. In most cases FOlIs are dealt with
within the legal timeframe of 20 working days — 96% of all FOIs handled over
April 2013 — January 2014.

20
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m FOls completed out-with
legal deadline

m FOIs completed within legal
timescale
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All staff whose role entails regular contact with children or vulnerable adults
(38 employees) have undertaken Disclosure and Barring Service checks,
which are the new version of CRB checks.

And the CCG has undertaken random spot-checks to ensure that teams are
following the correct practices with regard to handling sensitive information.

Internal Audit March 2014

At the end of 2013-14 NHS Audit North West undertook a review of the
CCG’s IG Toolkit evidence. The scope of the audit was to provide an opinion
on the CCG’s ability to meet level 2 in the IG Toolkit by the 31% March 2014,
which is the NHS’s requirement for CCGs and a condition of application for
Accredited Safe Haven Status.

The auditors concluded that there is significant assurance that the CCG
meets is legal obligations on Information Governance and that it meets level
2 on all areas of the Toolkit. In addition, the auditors gave an informal views,
supporting the CCG’s self-assessment that it meets level 3 — the top level -
on a number of IG Toolkit requirements.

The auditors recommended that work should be undertaken over the next
financial year to embed the new IG policies and processes within the
organisations.

Recommendations were also made around the CCG’s reliance on GMCSU
for evidence around IT security. It was noted that not all evidence was
submitted by the CSU for reasons of commercial sensitivity. The CCG,
backed by Internal Auditors, believes that we have a right to view results of IT
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security tests as we retain the legal responsibility to safeguard any data the
CSU holds on our behalf. Negotiations are underway to ensure that this is
incorporated into the new SLA with CSU.

4.0 1G Toolkit Submission (version 11)

4.1  The Information Governance Toolkit is an online system which allows NHS
organisations and partners to assess themselves against Department of
Health Information Governance policies and standards. It also allows
members of the public to view progress reports, offering assurance to our
patients that we prioritise their privacy and take all reasonable steps to
maintain the confidentiality of their data.

4.2  The target level for version 11 of the toolkit is for CCGs is to achieve level 2 on
all requirements and an overall score of 80% by 31% March 2014.

4.3  On the 31° March 2014 the CCG submitted its self-assessment, with
evidence to rate the CCG as level 2 in all areas and level 3 in 21 areas. This
gives the CCG an overall score of 92%, which is a 10% improvement on last

year.
IG Toolkit Requirements PESVEION Level 1] Level 2 [Level 3 NJIA" | Score
Information Governance 0 0 0 5 0 100%
Management

Confldgntlallty and Data 0 0 1 6 1 95%
Protection Assurance

Information Security Assurance 0 0 5 8 0 87%
Clinical Information Assurance 0 0 0 2 0 100%
All Initiatives 0 0 6 21 1 92%

4.4  While the scope of NHS Audit North West'’s inspection was to look at
evidence for levels 1 and 2, in the 10 requirements examined the auditors
also gave unofficial support for our level 3 evidence.

5.0 Information Governance Incident Reports

5.1 The CCG’s Senior Information Risk Owner (SIRO) reports any incidents
relating to information governance to Audit Committee as part of the normal
guarterly incident reporting process.

5.2 The CCG is required to report any “Serious Untoward Incidents” of a level 3-5
to the Information Commissioner’s Office. Over the financial year 1 April
2013 and 31 March 2014 the CCG experienced no ICO-reportable
Information Governance incidents.
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7.1

There were two IG-related incidents in the Continuing Healthcare team,
which were formally investigated but these were both categorised as I1G level
2, as per section 5.5 of the CCG’s Procedure for Reporting, Managing and
Investigating Information Governance Serious Untoward Incidents.

In addition, an incident report was logged with regard to the CCG’s
registration with the Information Commissioner’s Office. All organisations that
process data are legally obliged to register with the ICO as a data controller.
The CCG registered in April 2013, however the registration was never
published on the official ICO register of Data Controllers. This has been
taken up with the ICO who have acknowledged the CCG'’s registration and
will publish in due course.

Staff Education and Training - Development plans for next year

With the publication of the second Caldicott review in April 2013, there have
been significant changes in the way CCGs can process patient data
compared to their PCT predecessors. As a result, the organization has put a
strong focus on ensuring that staff are trained in their legal duties.

The Chief Operating Officer, Senior Information Risk Owner and the IG Lead
attended team meetings for each Directorate to update staff of process and
to remind them of their core obligations. Regular reminders were also
published in the Chief operating Officer's monthly briefing to keep staff
abreast of changes.

New staff guidance on confidentiality was developed by the 1G Group and
published on the staff intranet site.

For the first time, 100% of staff have successfully completed their mandatory
Information Governance training. In addition, the 1G lead undertook
healthcare-related IG training with a local legal firm.

Next Steps

Over 2014-2015, work will focus on the areas identified for improvement in
our toolkit submission and will include:

¢ training to embed new IG policies and process in the organisation
development of a new SLA with GMCSU to include IGToolkit evidence
development of a Stockport-wide Information Sharing Agreement

IG assurance checks with provider organisations

and the CCG'’s application for Accredited Safe Haven (ASH) status.

Angela Beagrie
Head of Compliance
31 March 2014





Compliance Checklist:

Documentation

Statutory and Local Policy Requirement

Change in Financial Spend: Finance Section

Cover sheet completed below completed n/a
Page numbers Service Changes: Public Consultation na
9 Completed and Reported in Document
) Service Changes: Approved Equality Impact
Paragraph numbers in place Assessment Included as Appendix na
2 Page Executive summary in place Patient Level Data Impacted: Privacy Impact
(Docs 6 pages or more in length) Assessment included as Appendix n/a
All text single space Arial 12. Headings Arial Change in Service Supplier: Procurement & na
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
Any impact on staff: Consultation and EIA nia

undertaken and demonstrable in document







_1458047512.pdf
NHS

Stockport
Clinical Commissioning Group

Chief Operating Officer’s
update

Chief Operating Officer’s update to the April 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.

NHS Stockport Clinical Commissioning Group Tel: 0161 426 9900 Fax: 0161 426 5999
7th Floor Text Relay: 18001 + 0161 426 9900
Regent House

Heaton Lane Website: www.stockportccg.ojg
Stockport

SK4 1BS





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

The revised services commissioned from Greater Manchester
Commissioning Support Unit (GMCSU)
The assurance framework for CCGs

What are the likely impacts and/or implications?

Members need to be aware of these arrangements which underpin delivery
of the CCG objectives

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: 12 March 2014

Agendaitem: 13
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Chief Operating Officer Update

Purpose

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

Commissioning Support Unit

Members are aware that the management team reviewed the
arrangements for commissioning support services in 2013. This review
was undertaken in parallel with other CCGs and changes to both
pricing and specification by GM CSU.

The outcome of the review was that the majority of services were
effective and should be continued until 2016 under a new contract at a
revised lower price.

The review concluded that some services should be significantly
revised and/or re-commissioned, namely:

e Total Provider Management (contracting support)
e Business Intelligence
e Ultilisation Management

This work has now concluded and in summary the outcome is:-

Total Provider Management has been re-specified and re-named as
Contract Management. Stockport CCG will not commission the quality
function of this service as it duplicates the very effective CCG team.
Business Intelligence It was decided that the most effective option
was for the CCG to directly employ analysts.

Utilisation _Management will have an active role in Urgent Care
improvement.

We have given notice on the following services and will no longer
commission these from GMCSU:

e Hyperion (Finance System)
¢ Organisational Development
CCG Assurance Framework
Attached is the CCG Assurance Framework. This sets out how the

CCG is assessed against progress via the quarterly Checkpoint
Assurance meetings.
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Introduction and context

The interim clinical commissioning group (CCG) assurance framework! (published

in May 2013) set out NHS England’s initial proposals to ensure that CCGs, following
their significant achievements through authorisation, were continuing to meet their
ongoing responsibilities to patients and the public. The interim framework set out how
quarterly checkpoints would contribute to an annual assessment focussed on broader
measures of organisational health with a commitment to testing and co-development
over the first half of the year to produce a final framework that was fit for purpose.

The final CCG assurance framework is the product of these engagement efforts
and reflects views gathered from across the stakeholder community including at
convened CCG development events which resulted in detailed discussions with
CCGs across the country. The feedback from this engagement has been integral
to the development of the final framework and the accompanying CCG assurance
engagement report sets out in more detail the engagement journey and the
feedback received. Operational guidance has also been developed and published
alongside the assurance framework which sets out in more detail the assurance
process itself and identifies the key elements of assurance which are linked to the
planning framework and which will be monitored on an in-year basis. The intention
is to retain the overarching structure of the assurance process in future years and
republish the operational guidance to reflect any changes to the planning guidance
where appropriate.

The CCG assurance engagement process resulted in some strong messages about
the importance of developing a final framework which is more evenly balanced
across the year - summative in nature, proportionate in delivery and reinforcing of
the developing relationships between CCGs and NHS England area teams. There
were also strong feelings about the importance of assurance conversations that
were genuinely tailored to local needs and flexible in delivery to take account of
broad sources of evidence underpinned by a commitment to support and ongoing
development throughout.

As a result, the quarterly checkpoints established through the interim assurance
framework will become quarterly assurance meetings and will focus across the
breadth of the assurance framework. The balanced scorecard will be renamed

to reflect its role in the process as a delivery dashboard and will be refocused

to become a source of intelligence which informs assurance conversations. The
delivery dashboard will not guide the outcome of the process or any decisions about
intervention; however, it will remain a consistent and useful piece of national insight
which both CCGs and area teams can use to inform assurance conversations.

1 http://www.england.nhs.uk/wp-content/uploads/2013/05/ccg-af.pdf
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Whilst the CCG assurance engagement has been taking place, the publication

of the Keogh review? into hospital mortality rates and the Berwick review? into
patient safety have made important contributions to the national debate about the
quality of NHS services. The final CCG assurance framework has been written in
the context of these reports, reflecting the need for evidence-based enquiry and
the fundamental need to better reflect patient and public opinion in assurance
conversations and assessment methodologies.

Why assurance?

The CCG assurance process has been designed to provide confidence to internal
and external stakeholders and the wider public that CCGs are operating effectively
to commission safe, high-quality and sustainable services within their resources.
This framework sets out six broad ‘assurance domains’ under which this assessment
will be made — allowing for sophisticated conversation to take place locally which
results in an assessment which meets statutory requirements but also contributes to
ongoing ambitions for development.

As co-commissioners of healthcare, CCGs and NHS England need to work together
to contribute jointly to improving services for patients and each organisation has a
mutual responsibility to identify areas for improvement. Assurance conversations
provide the opportunity to underpin a supportive and developmental approach

that helps CCGs to become the best commissioning organisations they can be,
building on what CCGs are already doing to hold themselves accountable to their
communities, members and stakeholders.

Principles and behaviours

The CCG assurance engagement has resulted in the development of a set of
broad principles which should set the benchmark for the way assurance should
be delivered.

1. Assurance should be transparent and demonstrate to internal and external
stakeholders and the wider public the effective use of public funds to
commission safe and sustainable services

2. Assurance is primarily about providing confidence

2 http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf

3 https://www.gov.uk/government/publications/berwick-review-into-patient-safety
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3. Assurance should build on what CCGs are already doing to hold themselves
accountable locally to their communities, members and stakeholders, for both
statutory requirements and for national and local priorities

4. Assurance should minimise bureaucracy and additional reporting requirements
by drawing on available data and aligning with other regulatory and planning
processes — there should be minimal additional paperwork

5. Assurance should be proportionate and respect the time and priorities of CCGs
and NHS England area teams

6. Assurance should be summative and take place over the year as ongoing, adult
to adult conversations

7. The tone, process and outcomes need to help CCGs unlock their potential —
there should be no discussion about performance without a discussion about
development and vice versa

8. Accountability, learning and development between CCGs and area teams will be
integral to the process

9. The framework will be based on a nationally consistent methodology and format
whilst allowing room for local context and variation

Beyond these principles, it is also important that assurance is a model for the mature
relationships which we aspire to build between NHS England and CCGs. To ensure
that this commitment is met, NHS England will undertake a benchmarking exercise
which will identify a development programme for area teams to ensure that the

same attention is given to the development of our own functions as a commissioning
organisation as has been given through authorisation to the development of CCGs.
The direct commissioning assurance framework which is published alongside the
CCG assurance framework sets out further detail on this commitment and also
outlines how we will meet our commitment to deliver equal transparency for our own
direct commissioning functions and the timescales for this to happen.

Mutual accountability

To reinforce the reciprocal nature of assurance conversations and to reinforce our
mutual responsibility for the commissioning of local services and accountability to
patients, direct commissioning assurance has been developed with comparable
principles and standards. Direct commissioning assurance will also be based around
the six assurance domains and will involve quarterly meetings to discuss a set of
locally agreed areas for discussion. The evidence base to feed these meetings needs
more development, acknowledging the different positions we are in with the different
elements of direct commissioning, compared to that of CCG assurance.
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However, we know that what is important is that practical, mutual assurance takes
place at the same time through a unified and coherent process, and that both
assurance processes can join together to ensure that commissioners are working in
unison to address any concerns around the quality of care across the whole local
health economy.

The assurance process

Figure 1: The assurance cycle

Evidence collated and triangulated
by area team, including through
routine on-going discussions with
proposed ‘areas for discussion’
developed across the 6 domains

Area team shares agenda with
proposed areas for discussion with

CCGs who have time to reflect,
comment and suggest
additions/amendments

Conversation between area team
and CCG using (as a default)
appreciative enquiry and coaching
approach, with actions,
development needs and support
agreed

The final CCG assurance framework recognises that assurance is continuous and
takes place through every local interaction. The annual assessment will be the
product of these interactions. It will be balanced and summative in nature, with ‘no
surprises’, based on a mature relationship between CCGs and area teams. Together
they are engaged are engaged in a range of discussions around assurance and
development throughout the year and the frequency and nature of these will vary
dependent on local circumstances. This framework sets out an overall context for
assurance and development discussions and describes the formal elements of
assurance that will be in common for all CCGs and area teams.

The assurance proposals which were previously described in the interim framework
have been significantly refined as a result of CCG engagement. Assurance is

now structured around six assurance domains which have been jointly developed
and agreed with CCGs through engagement. For the first year, assurance and
development conversations will continue to take place on a quarterly basis, and will
be proportionate and minimally burdensome in both their design and delivery.
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The CCG assurance domains reflect the key elements of an effective clinical
commissioner which were integral to CCG authorisation.

Figure 2: CCG assurance domains

Domain 1: Are patients receiving clinically commissioned, high quality services?

The CCG consistently demonstrates a strong clinical and multi-professional focus which brings
real added value, with quality at the heart of governance, decision-making and planning
arrangements to commission safe, high quality and compassionate care for patients.

Domain 2: Are patients and the public actively engaged and involved?

The CCG demonstrates active and meaningful engagement with patients, carers and their
communities which is embedded in the way that the CCG works.

Domain 3: Are CCG plans delivering better outcomes for patients?

The CCG is delivering improved outcomes within financial resources, supported by clear and
credible plans which are in line with national requirements (including excellent outcomes), and
local Joint Health and Wellbeing Strategies.

Domain 4: Does the CCG have robust governance arrangements?

The CCG has effective and appropriate constitutional, corporate, clinical and information
governance arrangements in place, with the capacity and capability to deliver all its duties and
responsibilities, including financial control, as well as effectively commission all the services for
which it is responsible.

Domain 5: Are CCGs working in partnership with others?

The CCG has strong collaborative arrangements in place for commissioning with other CCGs,
local authorities and NHS England, as well as appropriate external commissioning support
services and wider stakeholders including regulators.

Domain 6: Does the CCG have strong and robust leadership?

The CCG has in place great leaders who individually and collectively make a real difference.

The process of CCG authorisation set a static benchmark for safe operation under
each of these domains to establish CCGs as statutory organisations. Assurance
represents a dynamic process which takes the baseline established through
authorisation and tests it against CCG planning and delivery in the context of
progressive improvement and development.
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For the purposes of assurance, drawing on a rich range of evidence sources,

area teams will shape a proposed agenda with areas for discussion across the six
domains. In line with the principle of minimising additional bureaucracy, assurance
conversations will be on the basis of rich and varied sources of existing information
and intelligence - reflecting a balance of national and local data sources - including
the published documents which CCGs use to demonstrate assurance to their

own governing bodies (an important indicator of robust internal governance
arrangements). This means that each assurance meeting will be structured around a
nationally consistent framework but with content that is specific to each CCG.

Underpinning the assurance domains are the statutory duties that each CCG

has to meet and the need for NHS England to comply with guidance issued by

the Secretary of State for Health under 14216 or 1478 of the NHS Act 2006 (as
amended by the Health and Social Care Act 2012). CCG governance was a core
component of the CCG authorisation assessment and as established statutory
bodies, CCGs will use these internal structures to monitor their own delivery against
statutory requirements, for example towards improving quality, reducing inequalities,
obtaining advice and engaging patients and the public. NHS England’s assessment
of a CCG’s statutory compliance will use these internal assurances as the basis for
the annual assurance assessment. However, where evidence indicates that these
duties are not being met then this should form one of the areas for discussion.

Whilst the development of areas for discussion will be subject to local discretion,
there are a number of areas which should be consistently considered for discussion
across the country, including:

® Any performance concerns identified by the quarterly delivery dashboard
® Any evidence to suggest that CCGs are not delivering against their statutory duties

® The annually commissioned 360 degree stakeholder survey which will give
insight into both CCGs and area teams, providing another national source of
intelligence and insight into the strength of local relationships.

The emphasis of the conversations at each quarter may also change during the
year to reflect the stage of the CCG’s annual planning and delivery cycle — for
example the discussion of the planning process around the quarter 3 assurance
conversation. In this way, the assurance process aims to align with the annual
functioning of a CCG, complementing and supporting the work being undertaken,
rather than adding another layer of process.

Quarterly assurance meetings will ensure that formal assurance discussion

is continuous throughout the year, and the evidence from these meetings will
contribute to the final annual assessment. Following the first full year of assurance,
when CCGs will have developed a track record of delivery, the frequency of
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assurance meetings could be subject to more local discretion and could be less
frequent on the agreement of both the CCG and area team where the CCG has
demonstrated strong performance across the assurance domains. Where assurance
concerns remain, conversations should continue to take place at a minimum on a
quarterly basis and where evidence emerges that the delivery of statutory duties
are at risk, it is expected that these would be raised with the CCG, including the
reassessment where necessary of the agreed frequency of meetings.

The result of the quarterly assurance conversations will inform the annual
assessment and will also encourage discussions about further development or
support required. Where concerns remain following assurance conversations,
support to address these should be agreed and clear improvement trajectories set
which should be subject to further monitoring and discussion.

This assurance approach recognises that the concept of support can be broadly
drawn on a continuum which ranges from providing information and advice to
providing additional expertise and capacity to resolve specific performance
concerns. Support would include activity to help CCGs develop as organisations
and is not restricted to work to help address quality or performance concerns
through assurance. Development and support should be the default response and it
is only in the exceptional circumstances where these are not sufficient that we would
expect statutory intervention to take place, in line with the development, support
and intervention framework shown at annex A. Further detail about the continuum
between development and support, and the exceptional exercise of statutory
intervention powers is set out in the operational guidance.

Possible key sources of evidence

There are a number of key documents that may be used in the development of
the areas for discussion that underpin assurance conversations but these will be
dependent on local circumstances. The framework is intentionally not prescriptive
in this area, and area teams and CCGs are encouraged to be creative in the use
of robust, reliable and diverse sources of evidence to contribute to a supportively
challenging assurance conversation.
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Figure 3: Examples of key sources of evidence

Local insight \
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National insight

National data flows give a consistent insight into a wide range of performance areas
and are an important source of evidence to provide assurance across a number of
the domains of assurance. As a general principle, where national insight indicates
areas of concern, to ensure consistency of approach these should become areas
for discussion in the assurance conversation.

NHS England will continue to produce a quarterly delivery dashboard which is
aligned to a number of potential areas for discussion under the assurance domains.
This dashboard will be based on the balanced scorecard which was proposed
under the interim CCG assurance framework but will be further refined to improve
content and also to develop better insight into key indicators of good public and
patient involvement. In future years, the delivery dashboard will be further amended
to reflect revisions to national planning and delivery priorities in line with CCG plans.
The revised delivery dashboard is included in the operational guidance which is
published alongside the CCG assurance framework.

National analysis from policy teams will also inform the assurance assessment
through routine information and intelligence which can be generated and provided
to area teams on a regular basis. This will help with evidence to highlight areas
under the planning framework where local performance is presenting a risk to the
achievement of the NHS Mandate or the continued delivery of statutory duties.
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A nationally commissioned 360 degree stakeholder survey will also be made
available each year to inform the annual assessment, augmenting existing local
governance and information about the strength of local stakeholder relationships.
The content and core participants for the 360 degree survey will be subject to
further engagement with CCGs and area team representatives but in principle

will be developed to represent a rich view of both CCGs and area teams for the
purposes of insight and mutual assurance. NHS England will also work to develop
the survey to generate more specific local insights in agreement with CCGs.

Local insight

Areas for discussion will also be generated from the information which CCGs
produce and make available locally to patients and the public such as CCG

board papers and the CCG constitution - including internal and external audits
and financial and strategic plans. Each of these documents demonstrate CCG
accountability and contain additional supporting information which provide insight
across the domains of assurance with a particular focus on CCG governance.

Another key source of insight will be intelligence received from local partners
and other organisations, such as the Care Quality Commission, the NHS Trust
Development Authority and Monitor reviews and reports, plus relevant local Joint
Strategic Needs Assessments (JSNA), Joint Health and Wellbeing Strategies (JHWS)
and insights from quality surveillance groups. Local Healthwatch organisations
also play a crucial role in highlighting issues of local concern and opportunities
for improving services. This intelligence will also give insight into concerns about
delivery and an opportunity to provide constructive challenge to ensure that
CCGs are meeting their statutory responsibilities. Key local partners, including
local authority and Health and Wellbeing Board members, will also be important
contributors to the 360 degree stakeholder survey.

In addition, CCGs also have a statutory obligation on an annual basis to develop
and publish an annual report. In addition to the explicit areas which CCGs need
to include in their annual report, as set out in statute and detailed through the
forthcoming CCG Annual Reporting Manual, NHS England would expect CCGs to
make a formal statement about their delivery against their statutory duties. Further
detail is included at annex B. This would then form an additional key source of
insight to inform assurance conversations following publication.
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Figure 4: Overview of the assurance process
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Output of assurance

The output of assurance should respect the principle to minimise the bureaucratic
impact of the assurance process.

There will be two headline outputs from the assurance assessment which the area
team should produce and share with the CCG — a quarterly report which contains
both a headline assessment and summary report, following quarterly assurance
conversations and an annual letter from the area team to the CCG governing body
which summarises the annual assessment.

Within the quarterly report, the headline assessment should be a clear assessment
of whether NHS England is ‘assured’ or ‘not assured’ on the basis of the assurance
domains. Informing this headline assessment, there should also be a brief

summary report which identifies the assessments made under each domain (see
Development, Support and Intervention Framework at annex A) and includes
references to the information which informed these judgements. It should also
reference particular areas of best practice identified through discussion. In addition,
where assurance requires agreed support, the summary report should also contain
any agreed improvement trajectories.

The annual letter should summarise assurance conversations throughout the year
and also identify any agreed improvement required and ambitions for further
development. This letter may be supported by annexes, including key evidence
used to make assurance judgements.
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To ensure transparency in the output of assurance conversations, we would expect
that CCGs will want to make these materials available for public review. In addition,
to meet statutory requirements, NHS England will publish the results of the annual
assessment as required by statute as part of the summary from its Authorisation and
Assurance Committee.

Attendance at the quarterly assurance conversations

In recognition that each conversation will be unique and different, the agenda and
attendance at the quarterly assurance meeting should be agreed locally. However,
we would expect that attendance should be appropriate for a comprehensive
discussion of the agenda. This could include requesting specific expertise where
necessary e.g. lay representation, nursing representatives.

A key lesson from the approach taken to the mortality review undertaken by Sir
Bruce Keogh was the importance of the involvement of lay people in assessment.
To ensure transparency and openness to patients and the public, it has been
suggested that public participation is built into CCG assurance meetings. To ensure
transparency and openness with patients and the public both CCGs and area teams
should locally agree proposals to embed lay people and independent scrutiny into
their relationships.

Options to do this could include, but would not be limited to, inviting a representative
from Healthwatch, involving members of the Health and Wellbeing Board, CCGs
including their lay members in their representation at the meetings or accessing
local patient engagement arrangements that have been developed by CCGs. NHS
England area teams will work locally with CCGs to further develop these proposals
which should contribute further evidence to the domains of assurance. Further work
will be done by NHS England to support this lay input into the process, including
developing training for lay members to ensure that involvement can be meaningful
as a developmental and productive part of assurance conversations.

CCG development and support

Every assurance conversation should be an opportunity to identify further areas
for development and for NHS England to support CCGs to continue to meet their
own self-determined development needs and continue to pursue excellence in
commissioning. The assurance process and its outcomes need to help CCGs
unlock their potential — there should be no conversation about assurance without
development and vice versa.
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One of the key elements of the annual assessment should be an agreement
between CCGs and NHS England about development needs which should be used
to set development priorities in the year ahead. Similarly, each quarterly meeting
should be an opportunity for CCGs and area teams to discuss areas for support
and development, to inform conversations and CCG ambitions, and develop the
relationship between the two over the coming quarter. These quarterly meetings
should also be used as a way of identifying notable practice, where a CCG is
excelling or has developed practice that should be showcased more broadly.

As support is on a continuum it is not possible to develop a check list of potential
support options because flexibility is required in order to deliver a tailored response.
As has been described, support can include every action from providing information
and advice to providing additional expertise and capacity to resolve performance
concern. Support should be the default response to any performance challenge. It
is not an indication that a CCG is failing and should not be viewed as such. Many

of the concerns raised through assurance will have a system-wide impact and

the response requires both the CCG and NHS England as a direct commissioner

to act. Shared problems (for example, provider quality concerns) require shared
solutions. In these cases, agreed support will ensure that NHS England is equally
as accountable for agreed improvement. Through support, the collective efforts of
local partners can be mobilised. Support conversations should drive creative and
innovative responses and should include a much greater focus on the identification
of peer support and shared learning in addition to more established approaches.

A commitment to ongoing development

NHS England is strongly committed to working collaboratively with CCGs to deliver
continuous improvement in clinical commissioning in the pursuit of excellence.
Throughout the development of the CCG assurance proposals, work has been
ongoing with the NHS Commissioning Assembly, its CCG development working
group and external partners to develop a strategic framework for CCG development.
Based on the views and feedback from CCGs across the country, a number of key
areas of work are being taken forward to support continued CCG development.
These include:

® The identification and presentation of insight into notable practice in clinical
commissioning, across the six assurance domains, based on international
examples, academic research, and the codified best practice of leading CCGs

® |istening to CCGs and marshalling resources at scale, where it makes sense to
do so (for example, from within NHS England itself, NHS Improving Quality and
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the NHS Leadership Academy) to respond to the development needs that have
been identified by CCGs

® Making more visible the wider range of support available and encouraging a
vibrant, innovative market of support for CCGs to meet their specific needs

® The development of practical offers of real help for CCGs in response to specific
identified needs and gaps

® Exploring the specific shared development needs of CCGs and their local
partners within Health and Wellbeing Boards, including area teams, public health
and local government, as local system leaders and fellow commissioners for their
populations

® Supporting the creation of a national learning network designed around CCG
preferences for adopting and spreading learning and innovation

To complement both assurance and development activity, further work will be
undertaken in collaboration with CCGs and area teams to test a proposal for a
programme of local health and care summits—strategic stocktakes for local health
economies aimed at strategic alignment of commissioning plans and objectives
across a local patch. The purpose, costs and benefits will be carefully explored in
the design phase of the programme before a pilot is undertaken.

Development, Support and Intervention Framework

Following each assurance conversation, area teams will make an assessment
under each assurance domain on the basis of the evidence presented. These
assessments will be individual to each conversation but should be made in
accordance with the development, support and intervention framework set out

in more detail at annex A. The assessment should also take into account any
information which the area team has received following the assurance conversation
as a result of any request for further information or improvement trajectories.

The assessment should be documented in the summary report published as
supplementary evidence to the headline assessment in the quarterly report (see
output from assurance above).

Where the CCG can demonstrate that they are continuing to show good performance
across the domain, the assessment should be that the domain is ‘assured’.

Where the CCG has quality performance concerns which can be mitigated by
mutually agreed support from NHS England, the assessment should be that the
domain is ‘assured with support’.
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In both of these circumstances, subject to monitoring of any performance
improvement and moderation of whether support is being provided consistently
across the country, there should be no further intervention action taken at that time.
The assessment of these domains, and the overall assessment of each CCG, will

be based on a CCG’s capacity and capability as an organisation. Although the
environment in which the CCG is operating will be relevant to the CCG’s ability to act
effectively, this is an assurance process for CCGs as organisations rather than of
local health and care systems.

In some circumstances, assurance will identify concerns where CCGs cannot
provide evidence that they are capable of giving assurance under the assurance
domain, or may have demonstrated over time that support is not sufficient to deliver
agreed improvement. Where these serious concerns arise, NHS England has the
ability to exercise statutory powers of intervention where it is satisfied that (a) a
CCG is failing or (b) is at risk of failing to discharge its functions. In these limited
circumstances, the assessment should be that the domain is ‘not assured’ and
appropriate intervention action would be proposed.

We expect that statutory intervention powers will be used rarely and only where
NHS England is satisfied that a CCG is failing or is at risk of failing to discharge its
functions. The assurance approach should be characterised by a regular dialogue
with a focus on development and support.

NHS England will continue to work to develop the application of this framework.
This work will include the development of a shared understanding of the range

of support offers, how these are linked to the assurance discussions, how an
assessment of a CCG would result in it moving from ‘assured’ to ‘not assured’ and
how a view is taken that NHS England would move from supporting a CCG to an
intervention with legal directions.

Nothing within the assurance framework should prevent a CCG from acting to avoid
a significant quality breach and likewise nothing should prevent NHS England taking
steps to ensure that this quality oversight is in place including acting to ensure that
patient care is not compromised.

CCG Assurance Framework 2013/14 14





Figure 5: Moderation process

Local discussion between area teams and CCGs
Local assurance discussions and relationships
are the most important part of the process.
Assurance judgements should be made at a local
level using evidence and discussion to inform
appropriate responses

Regional moderation panels
The purpose of regional panels is to ensure that

support is being consistently offered and to
identify any support gaps which need to be
filled. It is also to ensure that proposed
interventions are proportionate and appropriate

National moderation and the NHS England
Authorisation and Assurance Committee

National moderation seeks to ensure that the
CCG assurance process has been applied fairly
across the country. It is also a formal check in
the process to ensure that intervention is only
used when necessary and where CCGs are
demonstrably failing to meet their statutory
responsibilities

In common with the interim assurance process, appropriate checks and balances
will be put in place to ensure that the assurance framework is applied fairly. Support
proposals will be discussed at regional level to ensure that they are applied
consistently and to identify any gaps in existing support offers to CCGs. Any
proposals for intervention will continue to need agreement by the Authorisation and
Assurance Committee of NHS England.

A continuously evolving process

This CCG assurance framework is the product of a significant engagement exercise
and represents a point in time, but acknowledges that relationships are continuing
to develop and both CCGs and area teams evolving over time. This framework will
therefore necessarily also continue to improve. It has been developed to provide a
framework that is resilient to change but NHS England are committed to ensuring
that the process of assurance and the key sources of information which inform it
continue to develop as relationships mature in the spirit of ongoing co-production
with CCGs.
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Annex A: Development, Support and Intervention Framework

Assessment Response

Can the CCG
demonstrate that they
are continuing to show
good performance
across the domain?
Domain assessment should be
“assured”

(where applicable) has
a formal request been
made for further
information? Does it
give assurance?

Appropriate support

f
Can performance agreed between CCG
concerns be mitigated
and Area Team —

by mutually agreed
support from NHS including recovery
timescales and

England?
trajectories

Significant
performance concerns
which cannot be
mitigated by
development and
support alone

Domain assessment
should be “assured
with support”

Appropriate
intervention
proposed — Domain assessment
including should be "not
supporting assured, intervention
evidence for this required"
judgement
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Annex B: CCG annual report requirements

Under section 14215 of the NHS Act 2006 (as amended by the Health and Social
Care Act 2012), CCGs have a duty to prepare an annual report for each financial
year on how they have discharged their functions. Further detail on the requirements
set out for annual reporting will be included in the CCG Annual Reporting Manual.

A full list of CCG statutory duties was produced to support the CCG authorisation
process?. The annual report will be an important source of local insight to inform the
annual assessment of CCGs, particularly regarding compliance with statutory duties
including the publication of financial information. CCGs are therefore expected to
include a section on statutory compliance within their annual report which makes

a self certification about continued delivery of statutory duties.The CCG Annual
Reporting Manual will set out further information about this certification. Whilst NHS
England will not be prescriptive about the narrative to support the certification, it is
expected that it will specifically cover how the CCG has:

® Acted with a view to ensuring that health services are provided in a way which
promotes the NHS Constitution, and that it has promoted awareness of the NHS
Constitution among patients, staff and members of the public

® Assisted and supported NHS England in discharging its duties relating to
securing the continuous improvement in the quality of primary medical services

® Promoted the involvement of patients, their carers and representatives in
decisions that relate to the prevention or diagnosis of illness in the patient, their
care and treatment

® Enabled patients to make choices with respect to the aspects of health services
provided to them

® Promoted innovation, research, education and training
® Consulted widely when devising its commissioning plans

® Taken appropriate steps to secure that it is properly prepared for dealing with a
relevant emergency

® Cooperated with its Health and Wellbeing Board in relation to the discharge of
the Health and Wellbeing Board’s functions

® Discharged its functions with regard to the need to safeguard and promote the
welfare of children

® Cooperated in relation to the preparation of Joint Strategic Needs Assessments

4 http://www.england.nhs.uk/wp-content/uploads/2013/03/a-functions-ccgs.pdf
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The publication timescales for the production of annual reports runs in parallel with
the quarter 4 annual assurance conversations. It is expected that at a minimum,
annual reports be used as a key source in generating the areas for discussion at
this meeting.

CCG Assurance Framework 2013/14
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Executive Summary

What decisions do you require of the Governing Body?

The members are asked to make their initial declaration of interests for
2014/15.

Please detail the key points of this report

The CCG is required to maintain a Register of Interests and a key
component of this is the register for the Governing Body members.

Each member is asked to complete the attached proforma and to read this
out at their first public meeting of 2014/15. For the majority of members this
will be the meeting on 9 April 2014.

Following the meeting the individual declarations will be compiled into a
register which will be published on the CCG’s website.

What are the likely impacts and/or implications?

This supports the good governance of the CCG.

How does this link to the Annual Business Plan?

This supports the governance of the annual plan.

What are the potential conflicts of interest?

The purpose of this report is to support the identification of actual or
potential conflicts of interests so that these can be managed appropriately.

Where has this report been previously discussed?

This report has not previously been discussed; however it follows the
approach taken for 2013/14.

Clinical Executive Sponsor: Dr Ranijit Gill

Presented by: Tim Ryley

Meeting Date: 9 April 2014

Agenda item: 2

Reason for being in Part 2 (if applicable)

Not applicable as this item is in Part One.
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Declarations of Interest

Purpose

The purpose of this agenda item is to support the good governance of
the CCG.

Background

NHS Stockport Clinical Commissioning Group has committed to
upholding the Nolan Principles; this is made explicit within its

Constitution.

The seven principles are selflessness, integrity, objectivity,
accountability, openness, honesty, and leadership.

In order to demonstrate leadership in the areas of openness and
accountability the Governing Body members are asked to make a
public declaration of their interests before contributing to the discussion
of any item of business during 2014/15.

Action Required

Each member of the Governing Body is asked to complete the
attached Declaration of Interests 2014/15 form and to bring this along
to their first meeting of 2014/15.

The member will make a full verbal declaration in public.

The signed forms will be retained by the Board Secretary.

Documentation

Attached to this report is the blank form Declarations of Interest
2014/15 and a copy of the Register of Interests 2013/14.










Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

L . o . N/a
Cover sheet completed v Change in Financial Spend: Finance Section
below completed
Page numbers v Service Changes: Public Consultation nfa
9 Completed and Reported in Document
. . /a
. Service Changes: Approved Equality Impact n
Paragraph numbers in place Y Assessment Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact N/a
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & Y/ Na
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
N/a

Any impact on staff: Consultation and EIA
undertaken and demonstrable in document
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NHS Stockport Clinical Commissioning Group

Declaration of Governing Body Member’s Interests for 2014/15

Please complete in block capitals only

NaME
Position held
Date Appointed ...
In accordance with the Code of Accountability | wish to declare the following interests
that fall within the definition outlined in the NHS Model Standing Orders, Reservation

and Delegation of Powers and Standing Financial Instructions (2006):

a) Roles and responsibilities held within member practices

b) Directorships, including Non Executive Directorships, held in private companies or
PLCs (with the exception of those of dormant companies)

c) Ownership or part-ownership of private companies, businesses or consultancies
likely or possibly seeking to do business with the NHS

d) Majority or controlling shareholdings in organisations likely or possibly seeking to
do business with the NHS
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e) A position of authority in a charity or voluntary organisation contracting for NHS
services

g) Research funding/grants that may be received by an individual or any organisation
in which they have an interest or role

i) Any other role or relationship which the public could perceive would impair or
otherwise influence the individual's judgement or actions in their role within the CCG

) Gifts or hospitality offered to you by external bodies (stating whether or not these
were accepted or declined) in the last twelve months.
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I understand that | have a responsibility at future meetings to declare any of my
interests in any specific items on the agenda. This will include any personal or
immediate family interest which may impinge (or might reasonably be deemed by
others to impinge) on my impartiality in any matter relevant to my duties as a member
of the Clinical Commissioning Group.

| also understand that the above information will be recorded in a formal Register of
Interests which is a public document and which will be available for inspection upon
request by the general public.

| declare that to the best of my knowledge:

a)

b)

c)

Signature

Date

The information above is an accurate description of my “relevant and
material” interests as defined in International Financial Reporting
Standard No 24

| will declare any change in my “relevant and material” interests within four
weeks of that change occurring

| have read and understand the requirements (reproduced overleaf)

placed on Members should a conflict of interest arise on any matter being
considered at a meeting of the Governing Body or one of its committees.

Upon completion please return this form to

Paul Pallister
Board Secretary
NHS Stockport Clinical Commissioning Group

Floor 7

Regent House
Heaton Lane

Stockport
SK4 1BS.
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Guidance notes:

1 A declaration must be made of any interest likely to lead to a conflict or potential
conflict as soon as the individual becomes aware of it and within 28 days

2 If any assistance is required in completing this form then the individual should
contact Paul Pallister, Board Secretary

3 Any changes to the interests declared must also be registered within 28 days by
completing and submitting a new declaration form

4 Any individual must provide sufficient detail of the interest (and of its potential for
conflict with the interests of the CCG and the public for whom they commission
services) to enable a lay person to understand the implications and why the interest
needs to be registered

5 If there is any doubt as to whether or not a conflict of interest could arise then a
declaration of the interest must be made.
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DEFINITION OF “RELEVANT AND MATERIAL” INTERESTS

The interests which should be regarded as “relevant and material” are:
a) Roles and responsibilities held within member practices

b) Directorships, including Non-Executive Directorships held in private companies or
PLCs (with the exception of those of dormant companies)

c) Ownership or part-ownership of private companies, businesses or consultancies
likely or possibly seeking to do business with the NHS

d) Majority or controlling shareholdings in organisations likely or possibly seeking to
do business with the NHS

e) A position of authority in a charity or voluntary organisation in the field of health
and social care

f) Any connection with a voluntary or other organisation contracting for NHS services

g) Research funding/grants that may be received by an individual or any organisation
in which they have an interest or role

h) Interests in pooled funds that are under separate management
i) Interests in other Clinical Commissioning Groups

i) Any other role or relationship which the public could perceive would impair or
otherwise influence the individual's judgement or actions in their role within the CCG.

IFRS No 24

International Financial Reporting Standard No 24 (issued by the International
Accounting Standards Board) specifies that influence rather than the immediacy of
the relationship is more important in assessing the relevance of an interest. The
interests of partners in professional partnerships including general practitioners
should also be considered.

The requirement to declare relevant and material interests is additional to the
separate requirement contained in Regulations for Chairmen and Members of NHS
Boards to disclose pecuniary interests during the course of a meeting of the NHS
Stockport Clinical Commissioning Group Governing Body or one of its committees or
sub-committees. This requirement is detailed in NHS Stockport Clinical
Commissioning Group’s Standing Orders.

These Standing Orders clarify that if a conflict of interest on any item arises at a
meeting of the Governing Body or one of its committees or sub-committees as a
result of a member’'s pecuniary and/or relevant and material interest that such
member shall disclose the fact, shall take no part in the consideration or discussion
of the matter nor vote on any question with respect to it, and shall retire during the
consideration of the matter unless the Governing Body/committee otherwise direct.
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At the time Governing Body members’ interests are declared at the meeting they
should be recorded in the meeting’'s minutes and the Register of Interests. Any
changes in interests should be declared at the next Governing Body meeting
following the change occurring and recorded in the minutes of that meeting.

The Governing Body members’ directorships of companies likely or possibly seeking
to do business with the NHS should be published in the NHS Stockport Clinical
Commissioning Group’s Annual Report. The information should be kept up-to-date
for inclusion in succeeding Annual Reports.

If it comes to the knowledge of a member of the Governing Body that a contract in
which they have a direct or indirect financial interest has been, or is proposed to be,
entered into by the NHS Stockport Clinical Commissioning Group Governing Body
they shall at once declare this position in writing to the Accountable Officer.

During the course of a Governing Body meeting if a conflict of interest is established
the member(s) concerned should declare such likely conflict of interest and withdraw
from the meeting, unless requested to remain by the Chair. The member(s) should
play no part in the relevant discussion or decision.

The declarations of interest will be renewed annually.





NHS Stockport Clinical Commissioning Group
Governing Body’s Register of Interests 2013/14
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Name Job Title or Role Employer, Board or Declared Interest Date of Declaration
Committee Company or Interest / Confirmation
Organisation
Dr Ameer Aldabbagh Chair of Stepping Hill NHS Stockport Clinical Springfield Surgery GP 9 October 2013
and Victoria Locality Commissioning Group
Council Committee Governing Body Royal College of Member
General Practitioners
Medical Protection Member
Society
Dr Cath Briggs Clinical Director NHS Stockport Clinical Bracondale Medical GP Partner 8 May 2013
Commissioning Group Centre (which offers
family planning and
minor surgery)
Royal College of Member
General Practitioners
Royal College of Member
Surgeons
British Medical Member
Association
Medical Defence Union | Member
General Medical Member

Council

University Hospital of

Husband works for them






Name

Job Title or Role

Employer, Board or
Committee

Declared Interest

Company or
Organisation

Interest

Date of Declaration
/ Confirmation

South Manchester NHS
Foundation Trust

Has spoken for a
pharmaceutical company
on incontinence

Dr Peter Carne Chair of Cheadle and NHS Stockport Clinical Gatley Medical Centre GP 27 June 2013
Bramhall Locality Commissioning Group
Council Committee Governing Body ELR Locum Limited Joint Director
British Medical Member
Association
Medical Defence Union | Member
Stockport Local Medical | Officer
Committee
Mark Chidgey Director of Quality and | NHS Stockport Clinical Manchester Business Lecturer 8 May 2013
Provider Management | Commissioning Group School
Chartered Institute of Member

Management
Accountants

Ernst and Young

Accepted hospitality of a
meal with the approximate
value of £30






Name

Job Title or Role

Employer, Board or
Committee

Declared Interest

Company or
Organisation

Interest

Date of Declaration
/ Confirmation

Jane Crombleholme Lay Member and Chair | NHS Stockport Clinical Manchester Business Head of Executive 20 May 2013
Commissioning Group School Education
Cheadle Hulme High Governor
School
Dr Ranjit Gill Chief Clinical Officer NHS Stockport Clinical Stockport Medical Senior Partner 8 May 2013

Commissioning Group

Group

The Sound Doctor
Manchester University
British Medical
Association

Royal College of
General Practitioners

Medical Defence Union

Faculty of Family
Planning

Stockport Local Medical
Committee

Director

Research framework with
Stockport Medical Group

Member

Member

Member

Member

Accepted gift of £750
vouchers






Name Job Title or Role Employer, Board or Declared Interest Date of Declaration
Committee Company or Interest / Confirmation
Organisation
John Greenough Lay Member NHS Stockport Clinical KPMG Was an employee and 7 May 2013
Commissioning Group partner for many years but
now retired
Chartered Institute of Member
Public Finance and
Accountancy
Association of Fellow
Chartered Accountants
in England and Wales
Dr Jaweeda ldoo Clinical Director NHS Stockport Clinical Alvanley Family GP Partner 5 June 2013

Commissioning Group

Practice
NHS Confederation

Royal College of
General Practitioners

British Medical
Association

General Medical
Council

Medical Protection
Society

Faculty of Sexual and

Leading Edge GP

Member

Member

Member

Member

Member






Name Job Title or Role Employer, Board or Declared Interest Date of Declaration
Committee Company or Interest / Confirmation
Organisation
Reproductive Health
Dr Sasha Johari Vice-chair of the NHS Stockport Clinical Park View Group Partner 2 June 2013
Governing Body and Commissioning Group Practice
Chair of Heatons and Governing Body
Tame Valley Locality Mastercall Member (via Practice)
Council Committee
General Medical Member
Council
British Medical Member
Association
Royal College of Member
General Practitioners
Medical Protection Member
Society
Faculty of Sexual and Diplomat
Reproductive Health
Dr Andrew Johnson Chair of Marple and NHS Stockport Clinical Marple Cottage Surgery | GP Partner 7 May 2013
Werneth Locality Commissioning Group GP Trainer
Council Committee Governing Body
A&L Johnson Ltd Director
Manchester City Club GP
Football Club






Name

Job Title or Role

Employer, Board or

Declared Interest

Date of Declaration

Committee Company or Interest / Confirmation
Organisation
Royal College of Member
General Practitioners
Medical Defence Union | Member
General Medical Member
Council
Dr Diane Jones Director of Service NHS Stockport Clinical Cancer Research UK Husband’s employer 7 May 2013
Reform Commissioning group
University Hospitals Brother’s employer
Birmingham NHS
Foundation Trust
Gary Jones Chief Finance Officer NHS Stockport Clinical Chartered Institute of Member 8 May 2013
Commissioning Group Public Finance and
Accountancy
Dr Viren Mehta Chair of Cheadle and NHS Stockport Clinical Cheadle Medical GP Partner 8 May 2013
Bramhall Locality Commissioning Group Practice
Council Committee (to
July 2013) Royal College of Member
General Practitioners
Interim Clinical Director
(from August 2013) British Medical Member
Association
Clinical Director for
General Practice General Medical Member

Development (from
October 2013)

Council






Name

Job Title or Role

Employer, Board or

Declared Interest

Date of Declaration

Committee Company or Interest / Confirmation
Organisation
Medical Protection Member

Society

Gaynor Mullins Chief Operating Officer | NHS Stockport Clinical Dr Schar Brother’s employer 8 May 2013
Commissioning Group (manufacturer/supplier
of gluten-free foods to
NHS)
Dr Vicci Owen-Smith Public Health NHS Stockport Clinical Together Trust Trustee 29 May 2013
Consultant Commissioning Group
Governing Body British Medical Member
Association
Medical Defence Union | Member
Faculty of Public Health | Member
Clir John Pantall Executive Member — Stockport Metropolitan | Stockport NHS Appointed Governor 8 May 2013
Health and Wellbeing Borough Council Foundation Trust
Stockport Metropolitan | Section 75 pooled budget,
Borough Council and responsibility for Public
Health and related budgets
Dr Heather Procter Chair of Stepping Hill NHS Stockport Clinical Lowfield Surgery GP Partner 8 May 2013
and Victoria Locality Commissioning Group
Council Committee (to | Governing Body Royal College of Member
August 2013) General Practitioners
British Medical Member

Association






Name

Job Title or Role

Employer, Board or

Declared Interest

Date of Declaration

Committee Company or Interest / Confirmation
Organisation
Medical Defence Union | Member
General Medical Member
Council
Faculty of Sexual and Member

Reproductive Health

Pennine Care NHS
Foundation Trust

Paid to provide GP services
for Heathfield House and
Bevan Place

Karen Richardson Nurse Member NHS Stockport Clinical NHS Bury Clinical Nurse Lay Member 2 May 2013
Commissioning Group Commissioning Group
Governing Body
Greater Manchester Programme Manager for
Commissioning Support | Service Redesign
Unit
Royal College of Member
Nursing
Nursing and Midwifery | Member
Council
Roger Roberts Director of General NHS Stockport Clinical Guild of Hospital Member 3 May 2013
Practice Development Commissioning Group Pharmacists
General Pharmaceutical | Member






Name

Job Title or Role

Employer, Board or
Committee

Declared Interest

Company or
Organisation

Interest

Date of Declaration
/ Confirmation

Council

Various pharmaceutical
companies

Offers made including
consultancy, meals,
supported training: all were
declined

Dr Mary Ryan

Secondary Care
Consultant

NHS Stockport Clinical
Commissioning Group
Governing Body

25a Falkner Square
(residential
management company)

Advanced Life Support
Group, Liverpool

Alder Hey Children’s
NHS Foundation Trust

Royal College of
Paediatrics and Child
Health

Medical Protection
Society

Faculty of Medical
Leadership and

Management

Royal College of

Director

Trustee and Treasurer

Employee

Member

Member

Member

Member

10 July 2013






Name Job Title or Role Employer, Board or Declared Interest Date of Declaration
Committee Company or Interest / Confirmation
Organisation
Physicians of Ireland
SBK Healthcare Offer of a free place on a
lecture course: not
accepted
Tim Ryley Director of Strategic NHS Stockport Clinical NHS Stockport Clinical Wife’s employer 8 May 2013
Planning and Commissioning Group Commissioning Group
Performance
Ernst & Young Offer of free tickets to
International Rugby 7s:
declined
Tony Stokes Healthwatch member NHS Stockport Clinical The Society of Medical | Retired member 8 May 2013
Commissioning Group Radiographers
Governing Body
November 2013
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Clinical Commissioning Group
Actions arising from Governing Body Part 1 Meetings
NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
051213 Report of the Chief Operating Officer 241/13 12 March G Mullins
To share with the members the new CCG 9 April Update: This is included in today’s Chief
assurance process once known Operating Officer’s report
010214 | Patient Story 06/14 9 April M Chidgey
To look into the issues of waiting times for
the wheelchair and orthotics services
040214 | Quality Report 08/14 14 May V Mehta
To bring to the Governing Body data Update: V Mehta has requested that this item be
regarding access to GPs deferred until the June meeting as he is unable to
attend the May meeting of the Governing Body
070214 | Draft Better Care Fund 16/14 12 March G Mullins

To circulate the narrative to the members

Update: This is awaiting sign-off and will be
circulated to the members shortly






NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
010314 | Strategic Performance Report 26/14 9 April G Mullins
To provide a summary of CCG performance Update: This is included in today’s Strategic
including achievement of the quality Performance report
premium
020314 | Strategic Performance Report 26/14 14 May G Mullins
To share with the members the feedback
from the Checkpoint Three meeting (once
received from the Area Team)
030314 | Quality Report 27114 14 May M Chidgey
To provide an update on the capacity of the
CCHC Team
040314 | Quality Report 27114 9 April M Chidgey
To raise NWAS performance with the lead
commissioners
050314 | Quality Report 27114 9 April M Chidgey
To provide an update on when the
ophthalmology backlog will be cleared
060314 | Quality Report 27114 9 April M Chidgey

To clarify the definition of the Arriva 45
minute schedule’






NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
070314 | Report of the Chief Clinical Officer 31/14 14 May R Gill
To feed back that members would like the Update: This information is included in today’s
contact details for the Healthier Together papers as item 4B
team
Addendum:

Dr Gill has previously agreed to circulate the briefing notes from the Healthier Together Committees in Common public meetings.
Following this report is the briefing note from the meeting of 19 March 2014 (item 4C).
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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 issues and risks.

Quality & Provider Management (Q &PM)
Provider Quality Monitoring

Patient Safety

Clinical Effectiveness

Patient Experience

agrnE

What are the likely impacts and/or implications?

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 26 March 2014.

Clinical Executive Sponsor: Dr Cath Briggs

Presented by: Mark Chidgey

Meeting Date: 9 April 2014

Agenda item: 8

Reason for being in Part 2 (if applicable)

Not applicable
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QUALITY REPORT MARCH 2014

Quality & Provider Management Committee

In addition to the standard agenda, the March Committee focused on a review
of patient experience and an update on primary care quality monitoring.
Further details are given in the relevant sections of this report. The draft
minutes and the Q&PM Issues Log are attached.

The Committee highlights its concern was that the CCG is not fully engaged
or sighted on Stockport Foundation Trust’s 14/15 CIP target and the potential
impact of this on the quality of care for Stockport patients. The Q&PM
Committee has noted concerns regarding shortfalls in staffing establishments
in Medicine and capacity issues in a number of community services.

Provider Quality Monitoring

Stockport Foundation Trust

Issues are recorded on the Q&PM Issues Log attached. Issues added are:-

e The current level of nursing vacancies within the Medicine division.
e The potential impact on quality of the SFT CIP target for 14/15.

BMI - The Alexandra Hospital

There was a CQC inspection of BMI on 10th February 2014. All standards
were met and the CQC report is extremely positive, quoting high patient
satisfaction with the care received “It gives me an assurance of safety
because staff are well organised and experienced”.

Pennine Care

Key Performance Indicators

CPA 7-Day follow-up — This indicator is measured on a quarterly basis.
Against a target of 95%, the year to date status is 97%.

Improving Access to psychological therapies (IAPT) — There has been some
Improvement in performance; however both the prevalence and waiting times
remain below trajectory. A half day workshop took place in February and a
recovery action plan has been drafted with the services. Within the Pennine
Care contract IAPT has been prioritised for intensive work to identify areas of
Development and good practice across the five sites.

DNAs (Did not attend) — This continues to be an issue across the Trust, the
year to date average for adult new appointment is 24% and 16% follow-up.

The position for older people is the reverse with 3.9% for new appointments
and 0 DNA for follow-up. The Trust is implementing text messaging as
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reminders for patients.
Primary Care Providers (GP Practices)

The Q&PM Committee received an update on the various strands of primary
care quality monitoring. To provide greater fluidity in this work, NHSE will be
represented and will provide a link between Area Team, Primary Care Quality
and the Stockport Primary Care Quality Group. The CCG Director for Public
Health now links the Area Team, Public Health and Stockport CCG in respect
of quality monitoring of primary care. It was noted that that quality is being
monitored at individual GP Practice level but the Q&PM Committee should be
sighted on the main quality issues across primary care in Stockport.

The Stockport CCG primary care quality group met in March and removed a
number of practices from monitoring as situations had improved. One GP - Dr
Wild has been removed from the GMC register following due process. Details
are on the GMC website. This practice will close on the 10" April unless an
appeal is lodged. Arrangements are the remit of NHS England and are in
hand.

The practices previously reported who flagged up on the national dash board
with five or more reds have been working to deliver an action plan to address
the issues identified.

CQC has undertaken a number of visits to practices locally. Some have had
issues to follow up but these have been addressed and when revisiting CQC
have been satisfied with the action taken.

In the last month we have received two independent “deep-dive” reviews of
the Stockport health economy (cardiovascular and respiratory) and in both
cases the quality of general practice has been noted to be good. There does
however remain significant variation within the overall position.

Patient Safety
Safeguarding
Foundation Trusts

e NHS Stockport FT - progress is continuing in Safeguarding Children &
Adult Training, although some concerns remain with the robustness of
adult training.

e Pennine NHS FT - RAG rated themselves as fully compliant in all areas of
safeguarding assurance. However there are concerns that this is not fully
evidenced.

Care Homes with Nursing

e Hill Top Court - CQC has put in place an enforcement order due to non-
compliance with two standards an action plan is due to be completed by
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3.3.1

3.4

3.4.1

the end of March. CHC monitor care for Stockport patients.

e Bamford Grange - The CQC are declaring the home as fully compliant and
on the 17.3.14 the home was re-opened to admissions on a staged basis.
There will continue to be close scrutiny of this provider locally.

Serious incidents

The saline poisoning incident of 2011 remains open; police developments
have been reported in the press. No further information will be available from
SFT until any criminal case is concluded.

Legacy 2012/13 incidents. SFT have now provided reports for all outstanding
legacy serious incidents, which represents a substantial achievement. Five of
these incidents remain open on the STEIS system, where the CCG Clinical
Director has requested further discussion with the FT Medical Director.

2013/14 incidents. There were 3 serious incidents report by SFT in February.
These are currently being investigated by the Trust.

SFT has reported a total of 40 serious incidents in 2013/14. The CCG will
conduct an end of year review of all 2013/14 incidents (once investigations
have concluded). This will also include further high profile incidents which are
not reported on the STEIS system. The themes and trends from this review
will be considered by the Q&PM Committee as part of a Quality based annual
report in May 2014.

SFT Q3 CQUIN

The Q&P Committee continues to provide scrutiny to CQUIN monitoring. Q3
evidence has been reviewed. Whilst performance against the acute and
community CQUIN schedules is largely positive, close monitoring continues
for the following schemes:

Safeguarding adult training

Breastfeeding targets within deprived areas
Dementia FAIR target and training of staff

Weekend mortality

AMI, Heart Failure and Pneumonia — AQ compliance.

Harm free care

Pressure ulcers: As previously reported, there has been a consistent

and sustained reduction in prevalence to below 4%. Work and collaboration
continues on the pressure ulcer task group. A proposal for a health-economy
wide pressure reduction project is completed and under review. Prevalence of
pressure ulcers within Stockport (as reported on the national Safety
Thermometer) has more than halved in the second half of this year from:
4.7% (July 2013), to 2.15 % (February 2013).
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Infection prevention

MRSA. Another MRSA bacteraemia has been reported in the last month.
This brings the total of Stockport cases to 3 for 2013/14. The responsible
provider is yet to be determined; in the previous two cases, responsibility has
been accepted by Providers outside of Stockport. However all 3 do relate to
Stockport patients.

C-Difficile rates are now below the year to date trajectory at 80 against the
cumulative February target of 90. Current signs indicate that C-Diff will
remain below trajectory for March 14. The national trajectory goals for the
coming year have been set at 88 cases by NHS England,; this is a reduction of
11 cases from this year’s target.

MSSA is above the planned maximum level by 9 cases. The Infection
Prevention Team is working very closely with staff across the Trust to perform
blood cultures and ANTT.

CPE - There has been a safety alert from NHS England regarding
carbapenemase-producing Enterobacteriaceae (CPE) and other carbapenem-
resistant organisms. This is a new threat and it is not possible to predict
numbers until testing commences. Patients must be isolated for their whole
hospital stay if they are CPE positive. These patients are also complex in
terms of antibacterial prescriptions. The Trust have presented the challenge
at their Clinical effectiveness committee and plan to implement the tool kit and
respond with a full action plan by July 2014.

Clinical Effectiveness

The CCG Clinical Policy Committee monitors Providers compliance with
NICE Guidance and Standards. SFT NICE compliance continues to be a
challenging area in regards to information retrieval and evidencing quality
improvement from the implementation of the guidance. Currently the CCG
has received 60% of self-assessment tools for clinical guideline and 34% of
guality standards from SFT. From the self-assessments, six clinical risks
have been identified.

TIA update:

Compliance was 29% in February, the two main reasons for the deficit in
target remain — GP late referrals, this is being discussed monthly with relevant
practices. Weekend referrals - this can be resolved by provision of weekend
clinics. However, analysis completed shows a clear step change for
improvement from May 2013.

Patient Experience
The Q&PM Committee reviewed a draft summary report of patient experience

in 2013/14. At a Provider level, patient experience is in the range ‘average’ for
SFT and Pennine Care and 'very good’ for Mastercall, BMI and St Ann’s
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Hospice. Patient Experience of Arriva’s PTS services has been of concern.
Patient experience concerns are focussed on medical wards at SFT and on
access to psychological therapies at Pennine Care.

There have been two meetings of Stockport Patient Experience Surveillance
Group discussing patient feedback on Mental Health, Cancer and End of Life
Care services. Patient experience issues from the PES Group are fed into
Q&PM Committee.

Friends & Family Test (FFT)

FFT is measured for In-Patients, Maternity and A&E. SFT’s response rates
are good compared with other GM Trusts although scores are lower. This is
being closely monitored. Comments are monitored and do not give rise to
concern.

SFT Staff Survey 2013

The results of the national staff survey for 2013 have been published. The
report is very positive for Stockport FT, with improved scores for engagement
of staff and SFT ranked in the Top 20 Trusts for recommending the Trust as a
place to work and for treatment. One area of concern highlighted in the
survey is staff not having hand washing facilities readily available. This raises
a risk of infection control and will be addressed with the Trust.

Complaints

Summary of complaints and MP letters 2013/14

Count of Number

Total

25

20

15

10 I

5 . m Total
0 : : : - .

Thresholds Meeting Processes Clarification/  Access
Standards / Raising
Expectations Awareness

Category  ~

There is a backlog of complaints unanswered from the Medicines division at
SFT. Atthe end of March, nearly a quarter of SFT complaints (27) were not
concluded within 25 days. This issue will be raised with SFT.
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NHS

Stockport
Clinical Commissioning Group

Quality & Provider Management Committee

DRAFT MINUTES of the meeting held on Wednesday 26 March 2014

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

Present:

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

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

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

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

(SP) Susan Parker, Allied Health Professional

(TS) Tony Stokes, Healthwatch representative

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

In attendance:

(NG) Nazie Gerami, Patient Experience Officer, NHS Stockport CCG for item 4.1

(RG) Rachel Grindrod, Contracts Manager, GMCSU

(RR) Roger Roberts, Director, GP Development for item 5.1

Apologies:

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

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

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

Minute Taker:
(AN) Alison Newton, PA

MEETING GOVERNANCE

Meeting item Action

1. Apologies and declarations of interest.
Apologies were noted as above; apologies for early departure were received from
VOS.

VOS declared an interest in any discussions on Public Health; she is now employed
by Public Health England (PHE).

There were no further interests declared.






2 Notification of items for Any Other Business.
2.1 There were no other items of business presented.

OPERATIONAL BUSINESS

3 Minutes & actions from previous meeting (19 February 2014)

Meeting item

Action

3.1Minutes & actions:
The minutes of the previous meeting held on 19 February 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 Decl3) 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. MC reported that issues are fed back via the
Urgent Care Group and that patient experience is reported via an additional
ambulance group that had recently been convened. Members were referred to
the latest report on Arriva Transport Solutions, distributed with the papers. MC
reported that Blackpool CCG had acknowledged that governance arrangements
were still in development. TS informed the meeting that he had spoken to
Blackpool CCG regarding seeking the views of patients and they had agreed to
set up a committee of Healthwatch representatives. It was agreed that this issue
remain on the action log and be re-visited in three months.

= 3.4.3 (18 Decl3) Provider/Service Focus 111: The 1% survey for patient
experience as stated in Arriva report: Was confirmed. MC had emailed Blackpool
CCG to convey members’ concerns with this and had been informed that the FFT
(Friends and Family Test) target is being considered.

= 4.3 (18 Dec 13) CCG lIssues Reqister: MC to convey members concerns on the
lack of progress in achieving an appropriate trajectory for Children’s Speech &
Language Therapy Service. This is an ongoing issue; members expressed their
disappointment that the trajectory for achieving wait times would still not be
achieved until later in the year.

= 4.1 (15 Jan 14) Quality & Provider Committee Issues Log: Invite Paul Pallister
(PP) to a future meeting to brief the Committee on the CCG risk register. GM and
PP had meetings planned to work on the corporate risk register and issue log;
GM will feedback in June.

= 5.3 (15 Jan 14) Provider/Service Focus: Clarify safeguarding lead at GMCSU. An
update would be provided at the next meeting.

= 5.4 (15 Jan 14) Provider/Service Focus: Provide guidance on funding for referrals
via the GP newsletter. Completed. This item would be added to a future GP
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newsletter.

4.2 (19 Feb 14) Quality Focus: CQUIN: Request outcomes for the measures of
concern as identified in the AQ CQUINS for 2013/4. Deadline June 2014.

5.1 (19 Feb 14) Issues Register: Include nursing staff vacancies in the medicines
division on the Q&PM Issues Log. Completed.

5.1 (19 Feb 14) Issues Reaqister: Include 2014/15 CIP for the Trust on the Issues
Log as red. Completed.

5.1 (19 Feb 14) Issues Reaqister: Amend rating on Arriva’s performance from red
to amber. Completed.

6.0 (19 Feb 14) Provider/Service Focus (Public Health): Undertake a control chart
methodology analysis to better understand the trends in CDiff. Deadline 21 May
2014.

7.1 (19 Feb 14) SNHSFT Performance (Dashboard): Include a report on the
dashboard on NICE guidance and the areas where the Trust is not compliant.
RG reported that the dashboard had been changed to reflect NICE guidance.

7.1 (19 Feb 14) SNHSFT Performance (Dashboard): Provide separate figures for
Stockport on harm free care as part of the dashboard report. Completed.

8.2 (19 Feb 14) Patient Safety (Safeguarding): Plan an unannounced visit to Care
Homes in conjunction with the Council. Deadline 16 April 2014.

12.4 (18 Feb 14) To Note (Francis Report): Set up a Board to Board meeting to
discuss quality issues. Discussions had commenced on this issue: JC is taking
this forward in her role as CCG Governing Body Chair. Deadline 21 May 2014.

12.4 (18 Feb 14) To Note (Francis Report): GM & CB to set up a meeting with the
Trust OD AD & Clinical Lead: Initial discussions had taken place at the Trust.
This item links in with the Board to Board meeting.

12.4 (18 Feb 14) To Note (Francis Report): GM & CB to consider how to work
together with the Trust on agreeing joint quality & OD objectives and sharing best
practice. This item links in with the Board to Board meeting.

3.3 GM referred the meeting to the minutes arising from the special meeting held on
18 February 2014 (Francis Report) and asked members to report back to her with
any further comments as soon as possible. The Chair requested that the final
sentence of the CCG statement be amended to state ...'We do however recognise
the limitations of using data for reassurance and continue to pursue excellence’.
Members acknowledged that these issues would involve ongoing dialogue with
providers. GM would submit these comments to the Trust.
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4 Quality Focus

Meeting item

4.1 Annual Review of Patient Experience:

GM invited NG to provide an update on what the CCG knows about patient
experiences of services commissioned with the main providers. NG referred
members to a document circulated with the papers providing a summary of the main
issues for each provider. Feedback is reviewed from a number of sources to
determine whether Stockport patients are receiving good care and having a positive
experience. The main providers include: - Stockport Foundation Trust, Pennine
Care, Mastercall, BMI (The Alexandra) and St Ann’s Hospice.

4.2 NG highlighted the responses received and the methods of obtaining patient
feedback:

Stockport Foundation Trust

= Internal Patient Surveys — obtained on a quarterly basis and on the whole
positive. Volunteers ask patients to complete surveys on iPads

= External Patient Surveys — responses indicate an “average” response. Staff
survey results are very positive

» Friends & Family Test — the Trust is achieving the 20% response rate;
responses were on the whole positive

= Complaints — peer reviews would commence from April 2014

Pennine Care

= Kiosks are used to obtain feedback from patients but it had been
acknowledged that patients were not using them frequently

= A GM (Greater Manchester) commissioned mental health survey had
determined that Pennine Care is close to the top 25% for positive feedback
from outpatients.

Mastercall
= Consistently received positive responses from patients
BMI

= Positive comments were received. The recent CQC inspection was positive
with a high response rate on the FFT.

St Ann’s Hospice

= St Ann’s consistently received positive comments

4.3 P.E.S (Patient Experience Surveillance) meetings are held every two months.
NG briefed the meeting on the main topics/issues that had been covered at previous
meetings:

Action
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Patient Transport Services — there had been a lengthy discussion on the
experiences for patients using Arriva Transport Services. Regular meetings
are held between the CCG and Blackpool CCG to flag up the issues faced by
patients. There had been an improvement in the service since December and
it was hoped that an extra vehicle would be on call at the Trust to support the
service.

Provision of mental health services — the main issues of concern identified at
the meeting had been the lack of access to mental health services to support
the transition between 16 — 18 year olds and also the lack of clarity on the part
of staff in recognising the difference between a mental health issue and a
learning difficulty when a patient presents at the Trust.

Cancer and EoLC (End of Life Care) — the main issue that arose from this
meeting is the requirement for better communication between patients and
families when being advised on the need for EOLC. Currently, the EoL
process is lengthy and stressful, particularly for out of area patients that want
to be close to home or their family towards their EoL. A training issue for GPs
was identified and also the lack of support for staff at care homes.

4.4 The Chair thanked NG for her update and the Committee appreciated her hard
work in this area. The Chair recommended that consideration be given to including
the themes from patient stories as relevant feedback that could influence future
services.

4.5 The Chair asked for other areas that members would like to see feedback on:

Optometry — SP reported that optometry services consistently obtain an 80 —
90% response rate on the FFT and that cataract operations are the most
common operation. SP and NG would liaise on this issue. VOS reported that
eye health assessments are currently obtained by Public Health and these
could be used to obtain feedback.

Primary Care — the Chair acknowledged that data should also be obtained
from Primary Care. AA pointed out that lots of surveys are provided to obtain
feedback, but there are no surveys for GPs to complete on their feedback on
providers. It was noted that monthly meetings used to be held at the Trust
with GPs and these had been very well attended but had been stopped. AA
commented that an increase in engagement opportunities between
consultants and GPs could lead to a reduction in referrals and admissions.
TS reported that 70% of GPs had attended these "Grand Rounds’ and he had
guestioned whether they would be re-introduced but no decision had been
taken.

4.6 Complaints — a discussion ensued on the table contained within Appendix 1 of
the document, providing a summary of complaints and MP letters for 2013/14. MC
explained the criteria for categorisation. Members were asked to note that the
majority of MP Queries related to clarification on how services are commissioned for
the people in Stockport. NG reminded members that each complaint is very
different. MC reported that a lot of complaints relate to where thresholds are
consistently applied, for example IVF or Continued Healthcare. The Chair reiterated
the importance of this group being able to gain assurance that patients are having a
positive experience with providers commissioned by the CCG.
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4.7 Other issues for the group to consider:

Communication at the point of diagnosis

Training needs for carers and staff in care homes

Training for staff on patients with learning disabilities

Feedback from patient stories, community services and primary care

Public Health experiences — this includes the screening programme in primary
care and lifestyle services

4.8 The Chair thanked NG for the report and requested that the next report submitted
to the group includes feedback from patient stories and whether processes had been
changed as a result of this feedback and also feedback from patients using
community services and primary care. GM explained that a summary report of
complaints will be presented to the Governing Body quarterly and currently, this
report is presented to the Committee on an annual basis. GM acknowledged that
there are gaps in obtaining feedback from some services but the focus remained on
patient experience. Common themes would continue to be discussed at PES
meetings. MC pointed out that any significant issues that arise during discussions
are added to the Q&PM Committee Issue Log. In response to a question from TS it
was confirmed that lifestyle services are commissioned by SMBC and staff are
employed by the SFT.

RR joined the meeting at 9:37.

NG was thanked for her contributions; NG left the meeting at 9:38.

5 Provider/Service Focus

Meeting item

5.1 GP Primary Care: what does quality look like in Stockport Primary Care
RR was welcomed to the meeting and invited to brief the meeting on arrangements
for primary care in Stockport:

5.1.1 RR reminded the meeting that GP contracts are held by the Area Team NHS
England and not the CCG. There are 50 GP practices in Stockport.

5.1.2 RR explained that whilst the CCG does not hold the contracts, it has a
responsibility to maintain quality in general practice.

5.1.3 The Chair challenged RR on why this group had not seen any data relating to
guality in general practice. VOS questioned how the Committee could monitor
guality without seeing any full data. RR reported that NHSE (NHS England) had
recently convened a Quality Strategy group for primary care to work alongside the
Area Team. The CCG would obtain feedback from these meetings from the LAT
(Local Area Team). The Chair questioned whether the CCG is represented at these
meetings and was told, no, but conversations are held when issues arise. The Chair
had previously expressed an interest in observing one of these meetings; RR had
obtained approval for this to take place in the future.

5.1.4 RR submits a short summary each month on primary care for inclusion in the
monthly Quality Report.

5.1.5 The Chair reiterated the importance of the Committee receiving data on
Primary Care issues in order to gain assurance that patients were receiving good

Action
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care. VOS will liaise with Sarah Turner (Senior Health Protection Nurse, SMBC) to
follow up issues on quality in primary care and would bring up the issue regarding
access to data at a primary care strategy meeting that week.

Action: VOS to liaise with Sarah Turner to discuss issues of quality in public
health (re: infection control)

5.1.6 TS questioned what quality means for a patient in primary care and expressed,
from his understanding, it quite often is about being able to get an appointment with
their GP in a suitable timescale.

5.1.7 SP declared an interest — she sits on a performance screening group at NHSE.
SP advised the meeting that a common frustration is the inability to share information
on concerns without obtaining consent from the relevant provider.

5.1.8 MC referred to the GM Quality / Performance Dashboard 2013 and the results
for Stockport. There were mixed results for access but there were no reds on the
dashboard for Stockport. The number of incidents for controlled drugs is small
therefore it is difficult to make comparisons with other CCGs. VOS requested more
information on these incidents and whether they were avoidable and determine
whether there were any trends. RR would seek more information from NHSE and
report back to MC.

Action: RR to seek more information from NHSE on incidents involving
controlled drugs and report back to MC

5.1.9 The Chair alerted members to the risk that general practice capacity is severely
stretched and the impact this could have on quality. VOS stated that different
measures are used to assess performance and that Stockport has a lot of high
guality practices and this Committee needs to access the relevant data in order to
monitor quality issues effectively. The Chair questioned whether there is anything
the CCG can do to support GP practices. RR responded that work has commenced
to move activity out of hospital and this would place more pressure on GP practices
but other work is taking place such as using pharmacies to treat minor ailments. AA
guestioned whether there is a recommended number of staff at GP practices to
assist with capacity issues. RR reported that NHSE were currently undertaking a
workforce survey to determine levels of staffing but it was noted that not all staff are
eligible to participate in the survey.

5.1.10 The Chair acknowledged that additional links need to be developed with
NHSE in order for the CCG to be sighted on current issues affecting quality in
primary care.

Action: GM/MC/KR to explore further.

The Chair thanked RR for his contribution. RR left the meeting (10:08).

VOS
16Aprl4

RR
16Aprl4

GM/MC/
KR
18Juni4

6 Issues Log

6.1 Review Issues: Members reviewed the Issues Log. GM drew members’
attention to a number of the issues:

» Issue 4 — The PU (Pressure Ulcer) task & finish group would be carrying out work
on harm free care

= |Issue 5 — MC reported that the waiting list for cardiology follow-up had reduced
and that the backlog would be further reduced following the appointment of three
new cardiology posts from summer 2014. The time delay is currently 4 — 6 weeks

= |ssue 6 — MC reported that final confirmation is awaited for the transfer to Salford
to formally take over the running of the Dermatology service in Stockport from 1

Action
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April 2014

Issue 7 — Gina Evans (Mental Health Commissioner) is leading a deep dive on
the timely appointments for psychological therapies; an update would be provided
at a later meeting. The Chair questioned why there had been no updates since
December 2013 and was advised that there had been continuous discussions
with GE during this time

Issue 8 — timely referrals within speech and language therapy; this had been
covered under item 3.2

Issue 9 — CDiff; the trajectory indicates that this figure will end the year below
target. This issue would be removed from the log at the end of the year.

Issue 10 — PTS (Patient Transport Service). SP questioned why the target figure
included a delay of 15 minutes after the appointment. MC reported that the PTS
contract included a 45 minute window for patients to be delivered to and from
appointments (30 minute window before the appointment and 15 minutes after
the appointment). TS questioned why it had been reported in the media that the
company had received bonuses despite not hitting targets. MC explained that
these weren’t bonuses but payments received for progress towards their CQUIN
targets.

Issue 11 — the 2013/14 CIP would be carried forward until the CCG received the
plans for 2014/15. MC briefed the meeting on the discussions that had taken
place at contract meetings with the Trust; these discussions would continue until
the CCG is in a position to monitor their CIP.

Issue 12 — There had been an increase in the number of staff trained to assess
patients for dementia. There is now an action plan in place to address this issue.
Issue 13 — The Chair questioned why 17 patients are still waiting for
ophthalmology appointments. SP explained that there remained an issue of
patients waiting for follow-up appointments due to capacity issues at the Trust.
SP reported that she had challenged the Trust on the fact that patients with
glaucoma were facing delayed appointments — she had asked for these to be
logged as incidents as this is unacceptable. It was noted that the Trust will be
recruiting new staff but processes still needed reviewing to ensure patients with
glaucoma were not faced with cancelled appointments. SP would email the
response she receives from the Trust to MC and VOS before the issue is
escalated.

Action: Monitor the issue of cancelled appointments for patients with SP
g|aucoma 18Juneld
» Issue 14 — The CCG awaited an update on recruitment to the vacancies
The Chair requested that the fifth column on the log be amended unless the date the
issue can be removed from the log is available.
7.1 SNHSFT Performance
Meeting item Action

7.1SNHSFT: Dashboard — RG highlighted a number of issues:

Monitor still regulates ED performance.

Number 3 on the quality indicators would be removed as the remit for NHS
Litigation Authority had changed to focus on claims.

Number 5 Serious incidents exceeding deadline for investigation — the capacity to
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respond to the backlog in responding to complaints had been raised with the
Trust.

= Number 7 — all legacy reports had been received and signed off.

= Number 14 — peer reviews of complaints would take place from April every
quarter; more information would be submitted at the end of the year.

= The A & E four hour target would not be met for quarter 3 or quarter 4.

*= There remained cases of waits over 52 weeks.

= The target for stroke patients spending at least 90% of time on the stroke unit had
not been met. MC reported that the target had been missed on one month and
informed the meeting that there is a proposal to centralise the stroke service. MC
informed the meeting that Gaynor Mullins (Chief Operating Officer) had written to
Ann Barnes (Chief Executive, SNHSFT) about the impact of ED performance on
stroke care; members would be updated on the response at a later meeting.
VOS questioned whether they were meeting KPI figures and was told that the
Trust is meeting its KPI targets on this issue.

= VOS referred to the results of the annual staff survey and highlighted the
importance of ensuring regular hand washing is a key priority for any staff training
and that equipment is maintained at all times. VOS informed the meeting that
there is a new superbug and the Trust would be starting testing for it. This is a
hospital acquired superbug with point of origin not determined in other Trusts that
had begun testing but it is serious enough to warrant that the patient is kept in
isolation.

7.2SNHSFT Quality Report: Members noted the comprehensive Board Report.

7.3CQUIN — update 13/14 CQUIN Performance: RG stated that this report
provides an insight into the Q3 performance of the Trust. Dr Cath Briggs and Sarah
Williamson review this information on a quarterly basis. The CCG had not received
the action plan. RG briefed the meeting on current performance; there had been a
reduction in the prevalence of pressure ulcers. Partial payment had been approved
for the AQ CQUINS. Work continued on improving performance against the
dementia criteria. TS reported that some patients had expressed their disquiet about
the way they are being assessed for dementia. RG reported that the Trust would
have to achieve the dementia target every quarter as from 1 April 2014; this issue
would remain on the Q&PM Issues Log.

VOS left the meeting (10:50 am).

8 Patient Safety

Message item
8.1 Serious incidents: As covered under item 7.1. Further discussions would take
place on trends.

8.2 Safeguarding: Members noted the Exception Report. Safeguarding would be a
focus at the next meeting. MC informed the meeting that SG is the Prevent Lead for
the CCG. MC requested that members destroy this paper due to its confidential
nature.

8.3 Infection Control: Members noted the report circulated with the papers.

Actions
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9 Patient Experience

Meeting item Action
9.1 Annual Report: As covered under item 4.1.

10 Clinical Effectiveness

10.1 Mortality Reports: GM referred members to the AQUA Quarterly Mortality

Report. Reports were currently being collated from the Trust and NHSE. The Chair

requested a brief overview on the SHMI (Summary Hospital-level Mortality Indicator)

at a future meeting to prevent any misunderstandings.

Action: Obtain a one-page overview of SHMI to provide a clearer GM
understanding on the data presented for mortality rates 21May14
11 CIP

Meeting item Actions
11.1 As discussed under item 6.1

12 AOB

Meeting item Actions
12.1 There were no other items of business presented for discussion.

13 To Note

Meeting item Actions

13.1 Quality Report to Governing Body: Noted.
13.2 BMI CQC Report: Members noted the report.

13.3 SNHSFT Annual Staff Survey: Members noted the report.

The next meeting will take place on:

Wednesday 16 April 2014
09:00 - 11:00
Board Room, floor 7, Regent House

The Chair suggested changing the meetings to Tuesdays but it transpired
that Tuesdays would be difficult for a number of members.

GM and TS conveyed their apologies for the meeting on 16 April 2014. AN
would email members to see if there would be any other apologies.
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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.

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.
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Sep-13 | There is an issue with 1. Monthly meetings Though Children's level 1 and 2 SGk
inadequate levels of between CCG and SFT safeguarding training will remain non Mar-14
safeguarding training for Safeguarding Leads. compliant by the end of this financial
staff at SFT, resultingin a Formal escalation from | year, level 1 now sits at 71% and Level
workforce that does not CCG Director of PM to 2 figures continue to increase month on
consistently have the SFT Director of Nursing. | month, but overall remain low at 56%.
necessary safeguarding Level 3 remains on target to be
knowledge/skills. This is compliant by March 14. Monthly
resulting in a potential for children's data is now being provided.
safeguarding issues and Despite significant progress at level 1
incidents to be missed and and 4 adult safeguarding remains a
for patients safety to be put concern and it is unlikely even with
at risk. CQUIN that compliance will be
achieved at level 2 and no data has
been received in respect to level 3.
Sep-13 | There is an issue with the Formal escalatation Compliance was 44.4% in January, the CB Mar-14

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

from CCG Director of
PM to SFT Director of
Nursing. Escalated to
Quality & Performance
Contract meeting.

two main reasons for the deficit in
target (60%) remain — GP late referrals,
this is being discussed monthly with
relevant practices. And, Weekend
referrals- this can be resolved by
provision of weekend clinics. However,
analysis shows a clear step change
improvement since May 2013.

&]

A

S
Q:\Q&PM 2013-14

Quality \CQUINY
2013-14\Stockport

@D

G:\Committees),
2013 14\Q&PM
2013-14'209 3%

Eﬂ

G:\Committees),
2013 14\Q&PMm
2013-14\19Feb14\

@ |

TIA report Jan 14
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Nov-13 | There is an issue with the Monthly meetings CCG | Prevalence of pressure ulcers within CB Mar-14
number of pressure ulcer Quality Lead and SFT Stockport (as reported on the national
incidents at SFT and Governance Lead to Safety Thermometer) has decreased in
recurrent reporting of the review serious the second half of this year from: 4.7%
same root causes of incidents. Peerreview | (July 2013), to 3.3 % (January 2013)
pressure ulcer Serious of Sl between CCG with four points below the median.
Incidents. This is resulting in | Clinical Director for The Incidence of pressure ulcers at SFT
avoidable patient harm as Quality & SFT Medical has fallen from approximately 0.32%
measured by the Safety Director. Escalated (July 2013), to 0.045% (Dec 2013).
Thermometer, CQUIN and through contract The pressure ulcer task and finish group
seen in Serious Incident meetings. CCG Led continue to peer review incidents and
Reports. Task & Finish Group to | also accomplish establishing further
address issues across links, solutions and new ways of
the health economy. working
Nov-13 | There is an issue with Discussed at Contract The waiting list has reduced from CB
patients receiving cardiology | Meetings - 1446 pts >1000 patients in October 2013 to 550 Mar-14

follow up appointments in a
timely manner at SFT which
may result in patients being
put at risk

passed follow-up date -
Aug 13. CCG requested
Action Plan.

at end of February 2014. This has been
achieved through a combination of
extra waiting list initiative clinics and
reviewing and stopping dual follow ups
for patients with heart failure. SFT has
appointed to 3 new cardiology posts
from summer 2014,, one of which will
be a Heart Failure specialist. These
posts are being appointed jointly across
South Sector.

@j

G:\Conrittees)
2013 14\Q&PM
2013-14'2013\
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Nov-13 | There is an issue with the Through contract Final confirmation is awaited for the MC Mar-14
medical staffing capacity meetings with SFT. transfer to Salford to formally take over
within dermatology at SFT the running of the Dermatology service
which could result in in Stockport from 1st April. At the May
patients being at risk of Q&P it will be necessary yo consider
harm. whether the transfer of the service has
been sufficiently ocmpleted to remove
this issue.
Sep-13 | There is an issue with the Lead Commissioner 6% prevalence (numbers entering MC Dec-13
timely appointments for meets monthly with treatment) achieved across both
psychological therapies Pennine Care Quality commissioned services against a
which may result in a Group to monitor set local trajectory of 9%. A number
compromise to patient progress. of reasons have been idgntifigd for
safety, outcomes and the low perf_orman_ce, which Wl!l be
experience. adqlressed in detail at ‘deep dive’ @ﬂ
facilitated workshop scheduled to
take place in February. G:\Committees)
2013 14\Q&PM
013-14120134
Sep-13 | There is an issue with the Addressed through Trajectory received showing MC Mar-14

timely referrals within
Speech and language
therapy which may put
some chilldren at risk of a
delayed development

contract meetings.

planned waiting list reductions.
CCG challenged trajectory and
requested wait times to be reduced
more quickly.

@j

Q:\Q&PM 2013-14}
Quaity\SALT
Service'\Children's
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9 Sep-13 | There is an issue with the CDIFF working group
rate of some hospital teleconfernces.
acquired infections that may | Infection control
result in patients being put collaborative GM wide.
at risk and harmed. Development of CCG

Infection control work
plan.

10 Dec-13 Monthly meetings with
PTS Performance - There is Commissioners, PTS,
an issue with patie.nt Booking Service and
transport not getting SFT.
patients to their
appointments on time.

11 Dec-13 | CIP - CCG only has sight of CCG raised at contract

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

meetings and through
correspondence.

Performance improved. % pts
arriving within time frame for OP
appt 86% in Jan 14 (was 55% in
April 13). However tartget is 95%.
Regular tripartite meetings proving
effective.
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12 | Dec-12 | There is an issue that Addressed at contract | SFT full action plan and dementia GM Mar-14
patients are not assessed for | meetings with SFT. group focussed on this issues. SFT
dementia on admission to Monitored through report an internal audit of 95%
SFT because the processess | CQUIN. compliance to FAIR assessment in
for undertaking the December. Increased number of
assessment have not staff trained. Dementia Carers
worked. This results in an survey(July - Sept 13) shows
. . : significant room for improvement.
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.
13 | Dec-12 | There is an issue that Contract monitoring. SFT are addressing their backlog SP Mar-14
opthalmology patients are and have recruited 2 new
waiting for appointments at consultants. They have an advert
SFT and CMFT which may out for a middle grade doctor. They
result in avoidable sight loss. anticipate being back to normal
capacity in the next few months. The
CCG has also reduced referrals to @D
ophthalmology expected to be about
500 less this year and the additional Q:\Q&PM 2013-14}
capacity at Optegra has helped. ontract Databasel
14 Feb-14 | There is an issue with high Quality monitoring Director of Nursing has confirmed GM Mar-14

number of nursing vacancies
(45in Jan 14) in the
Medicines Division. This has
a potential impact on safe
staffing.

through contract.

SFT have a recruitment plan to
address this issue.
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2013-14

Month 11 - as at 28th February 2014

Appendix 1

YTD (Mth 11)

Forecast 13/14

Prior Month Forecast

Plan Actual Var Var Plan Actual Var Var Month 10 Change
£000s £000s £000s % £000s £000s £000s % £000s %
Revenue Resource Limit (RRL)
Confirmed (324,387) (324,387) 0 0.0% (357,168) (357,168) 0 0.0% (357,168) 0.0%
Anticipated 6,471 6,471 0 0.0% 7,059 7,059 0 0.0% 7,022 0.5%
Total RRL (317,916) (317,916) 0 0.0% (350,109) (350,109) 0 0.0% (350,146) (0.0%)
Net Expenditure
Acute 189,376 193,903 4,527 2.4% 207,324 212,093 4,769 2.3% 210,326 0.8%
Mental Health 26,776 26,739 (37) (0.1%) 29,201 29,077 (124) (0.4%) 28,953 0.4%
Community Health 19,595 19,485 (110) (0.6%) 21,377 21,271 (106) (0.5%) 21,377 (0.5%)
Continuing Care 12,503 12,213 (290) (2.3%) 13,640 13,276 (364) (2.7%) 13,363 (0.7%)
Primary Care 4,428 4,730 302 6.8% 5,982 6,231 249 4.2% 6,314 (1.3%)
Other 8,885 8,920 35 0.4% 10,060 10,080 20 0.2% 9,909 1.7%
Sub Total Healthcare Contracts 261,563 265,990 4,427 1.7%) 287,584 292,028 4,444 1.5% 290,242 0.6%
Prescribing 41,517 42,160 643 1.5% 45,138 45,714 576 1.3% 45,243 1.0%
Running Costs (Corporate) 6,332 5,963 (369) (5.8%) 7,180 6,676 (504) (7.0%) 6,684 (0.1%)
Total Net Expenditure 309,412 314,113 4,701 1.5%) 339,902 344,418 4,516 1.3% 342,169 0.7%
Reserves
Reserves - Inflation & Demand Pressures 800 0 (800) (100.0%) 800 0 (800) (100.0%) 0 0.0%
Reserves - Investments 3,444 0 (3,444) (100.0%) 3,980 536 (3,444) (86.5%) 1,433 (62.6%)
Reserves - Contingency 1,021 0 (1,021) (100.0%) 2,028 1,007 (1,021) (50.3%) 2,121 (52.5%)
Reserves - Provider 4% deflator 0 0 0 0.0% 0 0 0 0.0% 0 0.0%
Reserves - QIPP/CIP (Refer App 2 Table 2) 0 0 0 0.0% (192) (192) 0 0.0% (383) (49.9%)
Reserves - In Year Adjustments to Allocation 31 0 (31) (100.0%) 91 60 (31) (34.1%) 30 0.0%
Sub Total Reserves 5,296 0 (5,296) (100.0%) 6,707 1,411 (5,296) (79.0%) 3,201 (55.9%)
Total Net Expenditure & Reserves 314,708 314,113 (595) (0.2%) 346,609 345,829 (780) (0.2%) 345,370 0.1%)
TOTAL (SURPLUS) / DEFICIT (3,208) (3,803) (595) 18.5%) (3,500) (4,280) (780) 22.3%) (4,776) (10.4%)






SUMMARY OF RESERVES
Month 11 - as at 28 February 2014

Table 1 - Reserves Summary

Reserves Commits Forecast Bals
Held Mth 11 Mth 11 onwards Year End
Amounts Held in CCG Reserves £'000 £'000 £'000
Demand Pressures 800 0 (800)
Investments 3,980 536 (3,444)
Contingency 2,028 1,007 (1,021)
In Year Adjustments to Allocation 91 60 (31)
Saving and Efficiency (see table 2 below) (192) (192) 0
Total Reserves 6,707 1,411 (5,296)
Table 2 - CCG Cost Improvements
CIP Schemes - CCG Element YTD Forecast CIP Variance
Opening Position Savings yet to be delivered to Plan
£'000 £'000s £'000s
QiPP - Provider efficiency - 4% Deflator (9,759) (9,759) 0 0
QiPP - Avoided Growth - Target Saving (3,603), (3,603) 0 0
QiPP - Avoided Growth - Prescribing (1,700) (1,700) 0 0
CIP - Activity Scoped - Target Saving (3,767) (2,108) (192) 1,467
CIP - Prescribing (1,800) (1,800) 0 0
Risk Share Reserve - Specialist Commissioning (3,385) (3,385) 0 0
CIP - Indentified In-Year 0 (1,467) 0 (1,467)
Total (24,014), (23,822) (192) 0
Table 3 - Public Sector Payment Policy (PSPP) - Measure of Compliance
The Public Sector Payment Policy target requires PCT's to aim to pay 95% February YTD
of all valid invoices by the due date or within 30 days of receipt of a valid
linvoice, whichever is later. Number £000s
Non-NHS Payables
Total Non-NHS Trade Invoices Paid in the Year 8,793 34,840
Total Non-NHS Trade Invoices Paid Within Target 8,680 34,286
Percentage of Non-NHS Trade Invoices Paid Within Target 98.71 98.41
NHS Payables
Total NHS Trade Invoices Paid in the Year 1,821 225,617
Total NHS Trade Invoices Paid Within Target 1,811 224,679
Percentage of NHS Trade Invoices Paid Within Target 99.45 99.58
Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 10,614 260,457
Total NHS Trade Invoices Paid Within Target 10,491 258,965
Percentage of NHS Trade Invoices Paid Within Target 98.84 99.43
\We will continue to monitor our performance against the 95% 'Public Sector Payment Policy' (PSPP) target of invoices
paid within 30 days of invoice. Performance is measured based on both numbers of invoices and £ value.
Table 4 - Summary of Notified and Anticipated Allocations
Still Held in
Recurrent Budget Non Recurrent Total Reserves
£'000 £'000 £'000 £000.s
(Opening Baseline Allocation (357,168) (357,168)
In Year Notified Allocations
Specialist Commissioning adjustment 13,732 13,732
Return of 2012-13 Lodgements & Surplus (4,394) (4,394)
70% NEL Marginal Rate collection 800 800
70% NEL Marginal Rate return (800) (800)
Specialist Commissioning adjustment (346) (346)
B/fwd surplus Month 10 to final adjustment (39) (39)
Demonstrator Site Funding (460) (460)
Palliative Care Adjustment (GM LAT Month 6) (31) (31) (31),
Winter Pressures funding (1,530) (1,530)
Specialist Commissioning recurrent adjustment (381) (381)
Specialist Commissioning IAT CWW Home Adjustment 1,132 1,132
Direct Commissioning Adjustment 58 58|
Spec Comm - m9 IAT IR new rules 178 178
Spec Comm - m9 IAT (819) (819)
Spec Comm - m9 IAT Imagine (48) (48)
Personal Health Budgets (50) (50) (50),
Planning Support (10) (10) (10)
Pharmacy Enhanced Services IAT 67 67,
TOTAL ALLOCATIONS (342,685) (7,424) (350,109) (91)

RAG
Rating

Appendix 2

Recurrent
Variance to Plan

£000
0|

0|

0|

(1,093)

0

(2,185)

1,467

(1,811)






NHS STOCKPORT CCG BALANCE SHEET as at 28 February 2014 (Month 11)

Non-current assets:

Property, plant and equipment
Intangible assets

Trade and other receivables
Total non-current assets

Current assets:

Cash and cash equivalents
Trade and other receivables
Inventories

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

Current liabilities

Trade and other payables

Provisions

Borrowings

Total current liabilities

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

Non-current liabilities
Trade and other payables
Provisions

Borrowings

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

Appendix 3
Opening Closing Movement Forecast
Balances Balances in Balances B/S
1.4.13 28.02.14 31.3.14
£000s £000s £000s £000s
0 19 19 18
0 0 0 0
0 0 0 0
0 19 19 18
0 224 224 50
0 996 996 250
0 0 0 0
0 1,220 1,220 300
0 0 0 0
0 1,220 1,220 300
0 1,239 1,239 318
0 (17,121) (17,121) (18,600)
0 0 0 0
0 0 0 0
0 (17,121) (17,121) (18,600)
0 (15,882) (15,882) (18,282)
0 0 0 0
0 0 0 0
0 0 0 0
0 (15,882) (15,882) (18,282)
0 0 0 0
0 (15,882) (15,882) (18,282)
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6.1 Programme Structure and Governance

The GM health and social care reform programme structures and governance have evolved during
the life cycle and is reflective of the significant change of commissioning responsibilities from 1
April 2012.

The Healthier Together programme was initiated in 2012 following the support of a programme
mandate (Appendix 11) and identification of Dr Mike Burrows (NHS GM) as the Senior Responsible
Officer. However the responsibility for commissioning the NHS services has transferred following the
implementation of the Health and Social Care Act 2012 to Great Manchester’s 12 Clinical
Commissioning Groups (CCG’s) and the statutory organisations responsible for the GM Health and
Social Care reform commissioning are shown in Table 1.

Table 1: GM Health & Social Care Reform

Collaborative
Arrangements

Statutory Bodies

Branding

12 Greater Manchester
Clinical Commissioning
Groups

Greater Manchester
Association of Clinical
Commissioning Groups

NHS |

Greater Manchester Association of
Clinical Commissioning Groups

10 Greater Manchester
Local Authorities

Association of Greater
Manchester Authorities

AGMA

ASSOCIATION OF

GREATER MANCHESTER
g AUTHORITIES

NHS

England

NHS England (Greater
Manchester)

The GM Health and Social Care Reform has identified a number of Senior Responsible Officers and
Programme Sponsors:

lan Williamson

Chief Officer

Central Manchester CCG
lan.williamson3@nhs.net

In Hospital

Steve Pleasant

Chief Executive

Tameside Metropolitan Borough
Council
steven.pleasant@tamside.gov.uk

GM Integrated Care
Programme

Su Long
Chief Officer SM Integrated Care
Bolton CCG rogramme

Su.long@nhs.net

Rob Bellingham

Director of Commissioning
NHS England
robbellingham@nhs.net

Primary Care

Mike Burrows

Area Director (Greater Manchester)
NHS England
Mike.burrows@nhs.net

Programme Sponsor for
Primary Care
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Executive Summary

What decisions do you require of the Governing Body?

The Governing Body is asked to review the strategic performance report, to note it's content and if it feels it necessary to request more detailed papers on
specific issues.

Please detail the key points of this report

In Strategic Priority 1 the data indicates that the transformation of the system is not yet evident, though with the exception of emergency readmissions the rate
of growth is slowing.

The work on co-ordination of referral at practice level has gone well in 2014/15 and will be built upon in 2014/15 and beyond.

In Strategic Priority 4 there continues to be performance below expectation in A&E and IAPT. However there has been significant improvement in other areas.
18 week waiting time standard has recovered but remains a risk area.

There is a 99.04% compliance with Mandatory Training by all staff.

The current assessment of achievement against the Quality Premium.

What are the likely impacts and /or implications?

How does this link to the Annual Business Plan?

Reports on the activity, programme delivery and assurance framework of the plan

What are the potential conflicts of interest?

Not applicable

Where has this report been previously discussed?

Directors Meeting, Planning & Perfromance Meetings

Clinical Executive Sponsor: Dr Ranjit Gill

Presented by: Gaynor Mullins

Meeting date: 9 April 2014

Agenda item: 7

Reason for being in Part 2 (if applicable)

N/A






Executive Report
Strategic Priority One
Performance is not achieving planned levels. The situation is as previously reported with adult non-elective admissions up (albeit not statistically
significantly, increased Emergency admissions against reduced A&E attendances. The Governing Body have had previous briefings on this and the
work underway in the Urgent Care Working Group to address this. The proportion of people feeling supported to manage their condition is much

improved.

The Governing Body are aware of the range of schemes and developments in this programme area. The data indicates that the transformation of
the system is not yet evident, though with the exception of emergency readmissions the rate of growth is slowing.

Strategic Priority Two

There is nothing new to report this month.

Strategic Priority Three

The work on co-ordination of referral at practice level has gone well in 2014/15 and will be built upon in 2014/15 and beyond. Additional change
management capacity is being provided to this area in 2014/15 to support the existing work in general practice and follow-ups, but also to develop
further reform of elective pathways. There has been growth in prescribing items and spend which is being analysed, but indicates a growing
pressure in this area.

Strategic Priority Four

A&E Performance and access to psychological therapy services (IAPT programme) continue to be below expectation. However the Dementia
identification at Stepping Hill Hospital has improved significantly. In addition the delivery of the 18 week waiting time standard has recovered in Q4,
but remains a risk area due to the rise in orthopaedic referrals to SHH

Strategic Priority Five

There is nothing new to report this month.





Finance and Organisation

There are still concerns around QIPP delivery, although this will not affect our statutory duty in 2013/14. As reported previously we are in the process
of reviewing the organisational structure to ensure delivery in 2014/15.

| am pleased to report a 99.04% compliance with Mandatory Training by all staff this year which is an excellent achievement.
Quality Premium

Our current assessment of achievement against the Quality Premium is shown below. However, this is an indicative assessment at this stage as we
are awaiting final out-turn information for some elements and final confirmation about how the premium will be calculated.

Quality Premium

Potential Earned (£) | Forecast/ Risk | Forecast Earned (£)

Domain 1 PYLL 12.50% 182,500|Earned 182,500
Domains 2&3 Admissions 25% 365,000 0
Domain 4 Infections 12.50% 182,500 0
Domain 5 Patient Experience 12.50% 182,500|Earned 182,500
LM1 NHS Health Checks 12.50% 182,500|Earned 182,500
LM2 People feeling supported to manage condition 12.50% 182,500|Earned 182,500
LM3 Emergency Readmissions 12.50% 182,500|Not earned 0

Total *1,460,000 730,000

Potential Lost (£) Forecast / Risk Forecast Lost (£)

Financial Balance -100%| -1,460,000|Not lost 0
Referral to Treatment Times -25% -365,000|Not lost 0
A&E waits -25%|  -365,000 I CS -365,000
Cancer waits -25% -365,000|Not lost 0
#Category A Ambulance -25%| -365,000|Not lost 0

Total -365,000
* 1,460,000 = £5x292,000 population Forecast total 365,000
# North West Performance not Stockport Worst case 0

Best case 547,500






NHS Stockport CCG Strategic Performance Scorecard

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

1 Adult admissions (ACS, Acute, Non-elective, Emergency)

‘ Local - Urgent Care / Area Team Health Outcomes 2&3

1. Transform the experience

N R TR R, 2 Adult ALE attendances

- Local - Urgent Care / Area Team Constitution

T . 3 Emergency Readmissions within 30 days of discharge

Local - Urgent Care / Area Team Health Outcomes 3

4 Proportion of people feeling supported to manage their condition

- Local - Urgent Care / Area Team Health Outcomes 2

Progress of related change programmes

Local - Programme Scorecard / Gap

Issues: In the main areas performance is still worse than plan and growth remains in the system, but A&E attendances are
down for the year and at last report proportion of people feeling supported to manage condition was much improved.
Emergency re-admissions have shown signs of reducing but not yet statistically significant.

Impact: There is as yet no real signs of significant change in the current system though rate of growth in hospitalisation
maybe slowing. Good work outside hospital in keeping people away from A&E is indicated. We will not achieve quality
premium payment for admissions (£0.36m), but will for people feeling supported and emergency readmissions (£0.36m)

Executive Action:
Continue to maintain focus on programmes to reform Unscheduled
Care System and Proactive Anticipatory Care.

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

2. Improve the care of children 5 Unplanned hospitalisation for asthma, diabetes, epilepsy in <19's

) |iocal- Urgent Care / Area Team Health Outcomes 2

210 R=To [o] (SR NS a B =1di} 6 Emergency admissions for children with lower respiratory track infection

) (| ocal - Urgent Care / Area Team Health Outcomes 3

conditions and mental health Progress of related change programmes

Local - Programme Scorecard / Gap

needs

there has been a drop in numbers of paediatric admissions across this year compared to last. This indicates counting
changes rather than success in addressing underlying health conditions.

a reduction in two specific areas (LTRI and Chronic Conditions) which is not evident.

Issues: There is no statistically proven change in paediatric admissions in areas that we are tracking in particular, but overall

Impact: The Quality Premium composite measure for admissions is unlikely to be achieved this year as it is dependent upon

Executive Action: Further work being undertaken to implement new
Community Nursing pathway.

Continued focus on GP management and access for children with
chronic conditions including respiratory.

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

L 7 Outpatient Activity (Follow-ups, GP First's
3. Increase the clinical cost D y( & )

‘ Local - Cost Effectiveness A / Area Team Finance

. ) 8 Elective Admissions
effectiveness of elective

- Local - Cost Effectiveness B / Area Team Finance

treatment and prescribing 9 Prescribing Spend

Local - Cost Effectiveness C / Area team Finance

Progress of related change programmes

' ) L ocal - Programme scorecard / Gap

Issues: There is no statistically significant change in most areas that we are following which would indicate either
deteriorating performance or the significant system reform required. There is some evidence of GP referrals position starting
to come more in line with plan, but it is too early to be certain. There are the first signs that there is some pressure in
prescribing.

Impact: There remains over performance on contracts

Executive Action:

Ensure focus on change programmes continues especially follow-ups
and referral management. Executive are exploring cause and impact of
prescribing position.

NHS Stockport CCG Strategic Performance Report - June 2013






Strategic Aim Indicator

Position Change

Source Scorecard / Assurance

4. Improve the quality, safety 10 Compliance with NHS Constitution

@ =

NHS England - Constitution Promoted / Area Team

and performance of local 11 Good Quality Care (MRSA and C Difficile)

NHS England - Good Quality Care / CCG Quality Com'

ST I EATTI NI IR-UI B 12 Patient Experience and Satisfaction

Local - Patient Experience (UD) /CCG Quality Committeef

national expectations 13 Primary Care Quality

==

NHS England - Primary Care scorecard / Area Team

Progress of related change programmes

=)

Local - Programme scorecard / Gap

Issues: A&E Performance and IAPT below expectation. Dementia identification in SNHSFT has improved significantly.
Delivery of the 18 week waiting time standard has recovered in Q4, but remains a risk area due to the rise in orthopaedic
referrals to SHH. NHS E view on primary care quality as low risk. Some concern on cancer.

Impact: Continued pressure from NHS England particularly on A&E. Loss of 25% (£0.36m) of quality premium certain.
Potential loss on cancer of 25% (£0.36m)

Executive Action:

Continued work with the Foundation Trust in particular to address the
issues that have arisen.

Strategic Aim Indicator

Position Change

Source Scorecard / Assurance

14 Potential years of life lost from causes amenable to healthcare

—)

NHS England - Health Outcomes 1/ Area Team

15 Uptake of Health Checks

-

Local Indicator - Health Wellbeing (UD) / HWB Board

16 Health Inequalities Gap

=

Local Indicator - Health Wellbeing (UD) / HWB Board

Progress of related change programmes

Local - Programme scorecard / Gap

Issues: No particular problems though a gap on actions directed in this area.
Impact: PYLL and Health Check element of Quality Premium still on track to be achieved.

Executive Action:

Consider broader focus on prevention in this years planning

round.

Indicator

Position Change

Source Scorecard / Assurance

Finance Forecast Position Local - Finance Report Forecast - Audit Committee
Overall Financial Performance & Management ‘ NHS England - Financial Performance - Area Team
Organisational Capability Workforce Capacity ) || ocal CSU - workforce review (UD) - Gap

Capability & Development

Local - OD (UD) - Gap

Statutory Compliance

Local - Compliance Dashboard - Gap

Issues: Still concerns around QIPP non-delivery but will not affect our statutory duty. Mandatory training now at compliant
level. Capacity and capability of the organisation and CSU still not adequate to deliver transformation at scale and pace
required.

Impact: No significant impact on statutory duties, but impact on transformation.

Executive Action:

Review organisational structure and include more change
management resource in 2014-15 budget. Decisions on CSU

clarified.

NHS Stockport CCG Strategic Performance Report - June 2013





| NHS Stockport CCG Annual Business Plan Programme Delivery

Strategic Aim Status |Programme Status Comment

1. Transform the identification, Stockport One Service Work continues to align staff groups within the M&W locality and proposals are being developed for
anticipation and management of continuation from April onwards and to identify the resource required. Elements of the complex
long-term and complex conditions care pathway have been operationalised with the locality Multi-disciplinary Group (MDG)

among adults operational in M&W and practice based meetings for complex care being rolled out with a phased
approach across M&W. The Strategic Outline Business Case has been drafted. Local evaluation plans

are in place for evaluating the demonstrator these will be completed late April 2014.
Additional Primary Care : Project complete

Enhanced Primary Care Project complete
Specialist Community Services:
IV Therapy Service The service averaged 40 patients/month from September to December. This represents 50% of the
total expanded capacity (service can now take patients requiring twice daily antibiotic regimes). Up
to 1,000 bed days have been saved in the 6 months to end December 2013. Further opportunity to
increase referrals from GP Practices, Nursing Homes and ED/ACU. Cellulitis is the top referring
condition. Patient satisfaction is very high with 100% of patients satisfied or very satisfied.

Dementia Proposal for investment 150K will be discussed at governing body on 12 March. This is for an
extension of the Older Peoples Mental Health Liaison service to support care homes with managing
challenging behaviour due to for example advanced dementia. Through this extension we will also
be able to support a 7days service in community, hospital, care homes and intermediate care (RAID
and Discharge support)

EOL The review is well underway, all data is now in the process of being evaluated. This will provide a
detailed report of current Provider alignment to the Strategic Vision document (2012), service
specification and performance review, current financial envelope for EoLC and analysis of current
delivery and provision. Proposals for future delivery will be aligned to the complex care pathway
within the Integration of Health & Social Care Programme. The report will be finalised by the end of
March 2014.

Unscheduled Care The CCG is leading the development of an unscheduled care strategy which takes a system approach
‘ to improving the patient’s experience of urgent care services, building upon previous work
undertaken in this area. The GM Utilisation team undertook a review of admissions and A&E
processes in December 2013 and recommended 28 actions for further improvement within ED. The
FT is producing an action plan based upon taking this forward. The highest risk area in relation to ED
performance remains the recruitment of sufficient ED consultants.






2. Improve the care of children and
adolescents

3. Increase the clinical cost
effectiveness of elective treatment
and prescribing

4. Improve the quality, safety and

performance of local health services
in line with local and national
expectations

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

Paediatric Pathway Review

This programme of work continues and further work is being undertaken to implement the new
Community Nursing pathway.

Enhanced Primary Care

100% of practices have signed up to this initiative and we are advised by then that they are

(Paediatrics) progressing well with care plans. Unfortunately practices are still unable to upload care plans to SHR
and so we are not yet in a position to provide an accurate percentage of the number of children with
care plans.

Referral Management Area business team is liaising with the FT to try and arrange a programme of expert peer reviews,

@ =

however because of current pressures within the specialities identified, namely cardiology and
dermatology this is proving difficult to arrange.

Follow-ups: Model Clinic

Phase 2 of Model Clinic commences 26/02/14.

Follow-ups: Follow Up Review

GP reviews complete, awaiting validation from speciality specific consultants.

Enhanced Primary Care 3 -
Clostridium Difficile

Project complete

Complete IAPT roll-out

All identified therapists have been recruited and there has been some improvement in numbers
entering treatment, however not to the extent of achieving agreed target prevalence. An IAPT
workshop took place in February with an external facilitator and a recovery action plan is under-
development with monthly monitoring and continuous analysis of data.

Duty to Promote Quality in
Primary Care

Primary Care Quality Committee established and developing links with Quality & Provider
Management and their report.

Enhanced Primary Care 4 -
Prevention, Risk Factor
Reduction and Early
Identification (including
alcohol)

—

The Public Health team at the Local Authority have completed a review of all existing LESs that
transferred and developed new models. These will be commissioned by the Local Authority and not
through the CCG enhanced primary care contract. Recruitment is underway in the Local Authority
for a public health adviser to support the uptake of health checks and other preventative

programmes in primary care.

’ Severe delay > 6 months, major risk of non delivery
Moderate delay 1 - 6 months, moderate risk of non delivery

Some milestones delayed but still expect to deliver programme to plan

All milestones on track, plan anticipated to deliver on time
(] Programme has been completed

No previous data available

.

Position has worsened since last report
Indication that position is worsening

Position remains unchanged since last report
Position has improved since last report

No previous position or no data.

—)






Draft March 14 Strategic Performance Report

Indicator performance 2013/14 (for Data  CCG Assurance
. incomplete quarters, quarter performance to the latest month is Opetational s Collectiony Reporting
Indicator Standard Threshold Frequency period DataSource Basis Comments
Quarter 1 Quarter 2 Quarter 3 Quarter 4
Referral To Treatment waiting times for non-urgent consultant-led treatment
. . e . @ % RTT collection, .
Admitted patients to start treatment within a maximum of 18 weeks from referral @ 93.1% |@ 923% |@ 905% 90% 85% Monthly [ Quarter actual lj‘:“;cz‘on Commissioner
. . e e . ( @ % RTT collection, .
Non-admitted patients to start treatment within a maximum of 18 weeks from referral IO 972% |@ 969% |@ 96.2% 95% 90% Monthly [ Quarter actual 3:“;2‘0" Commissioner
Patients on incomplete non-emergency pathways (yet to start treatment) should have waited 9 961% 1@ 953% |@ o9s6% 92% 87% Monthly | Quarter actual RTT collection, | 0 oner
|no more than 18 weeks from referral Unify4
. - 4 Last month i RTT collection, )
Number of patients waiting more than 52 weeks @) 0 @ 0 AN 4 0 10 Monthly astmonth in cotiection, Commissioner
the quarter Unifys
Diagnostic test waiting times
; p ) Diagnostics
Patients waiting for a diagnostic test should have been waiting less than 6 weeks from referral @] 99.8% @ 1000% |@ 100.0% 99% 94% Monthly [ Quarter actual | collection (DM01), | Commissioner
Unify2
A&E waits
. . . . I Quarter actual Data not collected on a commissioner basis.
Patients should be admitted, t: ferred or disch: d within 4 h f th lat P
@ 'e;' S should be admitted, transierred or discharged within & hours ot their arrival at an | 93.7% |[© 939% @ 955% 95% 90% Weekly | Quarter actual | SitReps collection, Provider | Provider data mapped to CCGs using weights
A&E department Unify2 derived from A&E HES.
Cancer waits — 2 week wait
Maximum two-week wait for first outpatient appointment for patients referred urgently with 9 9s3% 1@ 962% |@ 965% 93% 8% Monthly | uarter actual Cancer waits Commissioner
suspected cancer by a GP database
Maximum two-week wait for first outpatient appointment for patients referred urgently with | P ’ i
P PP P gently |® 955% |@ 944% |@ 96.6% 93% 88% Monthly | Quarter actual| "W commissioner
suspected) database
Cancer waits — 31 days
. . . . " S d g C it
Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers @] 97.6% @ 98.9% @] 97.6% 96% 91% Monthly [ Quarter actual Z:i;‘::; ® Commissioner
. . . F P g C it
Maximum 31-day wait for subsequent treatment where that treatment is surgery @] 97.9% @ 99.2% @] 100.0% 94% 89% Monthly [ Quarter actual Z:i;‘::; ® Commissioner
Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug o 100.0% ® 100.0% o 100.0% 08% 03% Monthly | Quarter actual Cancer waits Commissioner
regimen database
Maximum 31-day wait for subsequent treatment where the treatment is a course of D 1000% |® 1000% @ 100.0% 0a% 89% Monthly | Quarter actual Cancer waits Commissioner
radiotherapy database
Cancer waits — 62 days
Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for O s66% 1@ 908% 76.9% 85% 0% Monthly | uarter actual Cancer waits Commissioner
cancer database
Maximum 62-day wait from referral from an NHS screening service to first definitive o 97.6% ® 100.0% o 95.5% 0% 85% Monthly | Quarter actual Cancer waits Commissioner
treatment for all cancers database
Maximum 62-day wait for first definitive treatment following a consultant’s decision to No operational [No operational Cancer waits
89.3% 81.4% 76.1% Monthly | Quarter actual Commissioner
upgrade the priority of the patient (all cancers) =27 R 7 standard set | standard set database
Category A ambulance calls
. L . . P P AmbSys collection,
9 9 9 " %
Category A calls resulting in an emergency response arriving within 8 minutes (Red 1) @] 77.5% @ 755% . 741% 75% 70% Monthly [ Quarter actual Unify2 Data not collected on a commissioner basis.
Lo L L . F a F Ambsys collection, CCGs will be allocated the overall
9 9 9
Category A calls resulting in an emergency response arriving within 8 minutes (Red 2) @ 801% |@ 777% |@ 757% 75% 70% Monthly | Quarter actual Unify2 Provider performance of the ambulance trust that they
PN - s . ’ , ’ AmbS, llection, are covered by.
Category A calls resulting in an ambulance arriving at the scene within 19 minutes IO 965% |@ 95.4% |@ 95.0% 95% 90% Monthly | Quarter actual [ “™" yljnc‘?y;c on v
Mixed Sex Accommodation Breaches
Minimise breaches |O 0 |O 0 |O 0 | 0 <10 | Monthly | Quarter actual | MSAJ:“;:;““"' Commissioner
Mental Health
Care Programme Approach (CPA): The proportion of people under adult mental illness MH Community
specialties on CPA who were followed up within 7 days of discharge from psychiatric in- @ 971% @ 956% |@ 100.0% 95% 90% Monthly | Quarter actual | ~ Teams Activity | Commissioner

patient care during the period.

Return

CCG Assurance Framework Domain 2 RAG rating

Indicator RAG rating
Green - Performance at or above the standard
Amber - Performance between the standard and the lower

Domain RAG rating

Green — No indicators rated red

Amber/Green — No indicator rated red but future concerns
Amber-Red — One indicator rated red

Our running data is for SUS
Monthly view of all CCG
Patients
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Board Assurance Framework Summar

i) Risk Directorate Dec13 Jan14 Feb 14 S L LB il Affects: Events and Mitigating Actions

Down Lead Trend Trend
1. There are inadequate systems in place . * CCG Priority 1 - Long-term . . .
for managing the quality and safety of the E/lg'igey’ s » conditions . Ez)ncr']ss esil:et\)/!/lgtg)%%%m 8
services which we commission. » CCG Priority 4 - Quality 9

The Q&PM Directorate continues to develop and implement systems and processes for monitoring the quality of services provided. Risks and issues are being identified with action planning reported through the
Q&PM committee. There is a specific work-plan for this committee. The quality strategy is being reviewed and updated and good progress is being made, for example, with CQUINSs.

28/02/2014
. . . . » CCG Priority 1 - Long-term
e Eéf\évr;fa:’lotorg;lmzrsour major service Jones, Diane A A A L » conditions * Phase One demonstrator 01/14
prog : « CCG Priority 4 - Quality

Outpatient reform: GP review has now been completed and patients should start to be discharged by FT consultants imminently. A strategic outline case aiming to reduce follow ups by 50,000 is under
development in order to avoid the destabilisation that may be caused by incremental reductions.
Integration: All demonstrator services are now live apart from telemedicine which has been paused. Strategic Outline Case for the development of an integrated service will be presented to the Governing Body in
March.
28/02/2014
* CCG Priority 1 - Long-term
conditions
3. The members are not adequately Roberts » CCG Priority 2 - Paediatrics
engaged with the CCG's strategy and Roger ’ » * CCG Priority 3 - Cost » Council of Members 09/10/13
priorities. 9 effectiveness
» CCG Priority 4 - Quality
» CCG Priority 5 - Prevention

The 21 January 2014 LMC meeting to take forward the federation proposal was extremely well attended.
The Federation is a key enabler for GPs to support delivery of the 'Expanding Primary care' element of the Strategic Plan. Viaduct Health is now a registered company at Companies House. The meeting was
positive but sign up is still to be achieved for those practices to join the Federation.

28/02/2014
4. The adoption of clinical best practice . - i
guidance and innovation by the CCG is Owen-Smith, - » eg;ﬁvzggg;y 3 - Cost « IVF decision by GB 05/13
= limited or slow (due to provider Vicci < CCG Priority 4 - Qualit y
mobilisation or CCG financial contraints) Y y
This is only true for a small proportion of guidance and we do not believe there is any clinical risk associated with delay. Systematic documentation of current compliance by the FT is not adequate.
28/02/2014

* CCG Priority 1 - Long-term

o . . conditions
5. The organisation's capacity, capability . . ) . » CSU re-procurement 21/03/14
and/or internal engagement are CCG Priority 2 - Paediatrics » General Election 01/05/15

= inadequate (Including commissioned Ryley, Tim A A A . > ;g;ﬁvzggg;y 3 - Cost * Lower running costs 01/05/15
support services). - CCG Priority 4 - Quality * NHS England review 01/05/14

» CCG Priority 5 - Prevention
The Executive Team are in the process of reviewing the CSU contract and organisational structuring capacity, especially to support Service Reform, by the end of March 2014. The CCG and partners have
jointly recruited a Portfolio Director to oversee the common transformation programmes, and will be creating a team to support this work.

28/02/2014
* CCG Priority 1 - Long-term
. . . - ditions
6. Our providers fail to provide efficient . con 5 . « CSU re-procurement 21/03/14
: ; : Chidgey, » * CCG Priority 2 - Paediatrics . . o .
and timely health services to the patients Mark - A A i . CCG Priority 3 - Cost ED Action plan: High level of activity

and public of Stockport. 01/06/13

effectiveness
» CCG Priority 4 - Quality





Board Assurance Framework Summar

Drill 8 Directorate 3 mth 12 mth . T .
Down Risk Lead Dec13 Jan14 Feb 14 Trend Trend Affects: Events and Mitigating Actions

This remains on red. The improvement in Emergency Department access has not been sustained during December, although there is an improved position compared with the previous year. With regards to 18
week access, progress has been made on addressing both the orthopaedic and ophthalmology issues.

28/02/2014
7. We fail to ensure that the CCG remains » . - ) . » Agreement of risk sharing across GM

= \within financial balance. Jones, Gary - CCG Priority 4 - Quality 28/08/13

For 2013/14 our latest forecast of spend, based on month 9 activity, is that we remain on track to deliver our target surplus of £3.5 million. For 2014/15 our carry forward surplus has reduced further and is now
red rated (using NHSE methodology) as this is less than 0.5%.

28/02/2014
» CCG Priority 1 - Long-term
conditions
; - ; » CCG Priority 2 - Paediatrics * Publication of 2014/2015 Operating
e ?érTESSCCG fails to deliver its QuIPP l\G/l;“lr?:r’ A A b ] » » CCG Priority 3 - Cost Framework & local government
gets. y effectiveness settlements 21/08/13
» CCG Priority 4 - Quality
» CCG Priority 5 - Prevention
We have a very challenging reform programme; significant progress still needs to be made on this.
28/02/2014
9. The CCG fails to meet its statuatory 012/(&%114 SIC from Internal Audit
duties for compliance (including those for Ryley, Tim 4 CCG Priority 4 - Quality - DH publish guidance on procurement
procurement). 01/09/13

The risk remains relatively low. However, there is considerable work required to complete the Information Governance toolkit by 31 March 2014 which has increased the level of risk. There is still some work to
be done on mandatory training but at this stage it is anticipated we will achieve the required accreditation level.

28/02/2014
10. The CCG fails to deliver its planned Owen-Smith
improvements to the health inequalities of Vicei ’ - » » CCG Priority 5 - Prevention * JNSA refresh 01/03/14
the patients and public of Stockport.
The focussed work on hypertension is expected to go on as planned during February and March 2014.
28/02/2014

11. The CCG fails to deliver its planned ;C)Cn%ictaioir;ority 1-Long-term
improvements to the health literacy of the Ryley, Tim | L » » Programme Board established 01/11/13

! ; » CCG Priority 2 - Paediatrics
patients and public of stockport - CCG Priority 5 - Prevention

The limited CCG capacity is impacting on our delivery of this. An individual has been identified by the Public Health Department to support this work and will be planning a programme of work. However, as yet
this plan is not finalised and implementation has not commenced.
28/02/2014
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MINUTES OF THE GOVERNING BODY MEETING
HELD AT CHEADLE SPORTS CLUB, CHEADLE, STOCKPORT

Ms J Crombleholme
Dr S Johari

Dr R Gill

Mrs G Mullins

Mr J Greenough
Dr V Mehta

Dr A Aldabbagh
Dr M Ryan

Dr P Carne

Mr G Jones

Miss K Richardson
Dr C Briggs

Dr A Johnson

Mr M Chidgey

Mr P Pallister

Dr V Owen-Smith
Mr R Roberts

Mr T Ryley

Mr T Stokes

Dr J Idoo

ON WEDNESDAY 12 MARCH 2014
PART I
PRESENT

Lay Member (Chair)

Locality Chair: Heatons and Tame Valley (Vice-chair)
Chief Clinical Officer

Chief Operating Officer

Lay Member

Clinical Director for General Practice Development
Locality Chair: Stepping Hill and Victoria

Secondary Care Consultant

Locality Chair: Cheadle and Bramhall

Chief Finance Officer

Nurse Member

Clinical Director for Quality and Provider Management
Locality Chair: Marple and Werneth

IN ATTENDANCE

Director of Quality and Provider Management
Board Secretary

Clinical Director for Public Health

Director of General Practice Development
Director of Strategic Planning and Performance
Healthwatch Representative

APOLOGIES

Clinical Director of Service Reform





20/14 APOLOGIES

J Crombleholme opened the meeting by welcoming the members of the public and
staff who had come to observe the meeting. She explained that, time permitting,
she will invite questions from the members of the public at the end of the meeting.

Apologies have been received from J Idoo.

21/14 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.

22/14 APPROVAL OF THE DRAFT MINUTES OF 12 FEBRUARY 2014

It was agreed that the draft minutes of the meeting of NHS Stockport Clinical
Commissioning Group’s Governing Body held on 12 February 2014 be accepted
as a correct record of the meeting with the following amendments:

06/14 should read ‘J Pantall opened the discussion by asking if occupational
therapy services are included in the Hub...’

07/14 should read ‘She explained that the Foundation Trust had delivered good
performance against the four hour Emergency Department target from August until
November but the department experienced significant pressures during December
2013 and January 2014 and has consequently failed the target for quarter 3.

08/14 should read ‘T Ryley suggested that such detail could be brought to the
Governing Body quarterly reflecting the small number of complaints received by
the CCG.’

13/14 should read ‘The CCG is required to reduce its running costs by £750,000
over the next twelve months.’

18/14 should read ‘J Crombleholme explained that she will respond once she has
received all of the details.’

23/14 ACTIONS ARISING
The members reviewed the outstanding items.

010613: For the two lay members to discuss performance reporting outside of the
meeting. J Crombleholme informed the members that she and J Greenough have
again discussed this issue. J Greenough has attended a meeting of the Quality
and Provider Management Committee and is satisfied with the level of detalil
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considered by the committee and by the degree of scrutiny. This item can now be
removed from the list

051213: To share with the members the new CCG assurance process once
known: this item is to be carried forward until this information is received by the
CCG

061213: To prioritise during the planning round the issue of continuous service
provision from childhood to adulthood: T Ryley reminded the members that there is
provision made within the 2014/15 annual plan for this. This item can be removed
from the list

020214: To publicise the REMAP service on the CCG’s website: G Mullins updated
the Governing Body by saying that this action is underway and therefore the item
can be removed from this list

030214: To provide clarity on the duration of the Patient Transport Service
contract: M Chidgey informed the members that this is a three year contract. We
are just entering the second year of this and this contract runs until March 2016

050214: To respond to the received petition: this is on today’s agenda and
therefore can be removed from the list

060214: To update the Governing Body on the Checkpoint Three meeting with the
Area Team: G Mullins informed the members that this is included in her Chief
Operating Officer's Update this morning. The item can be removed from the list

070214: To circulate the narrative (of the Better Care Fund) to the members: G
Mullins explained to the members that the detail is still being progressed and
agreed to circulate to the Governing Body the current version

080214: To write to Sir David Nicholson regarding the CCG’s concerns regarding
membership requirements for the Remuneration Committee: J Crombleholme
updated the members that this letter has been sent. The item can be removed from
the list.

The Governing Body noted the updates.

24/14 NOTIFICATION OF ITEMS OF ANY OTHER BUSINESS

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

25/14 REVIEW OF PATIENT STORIES

T Ryley presented a report outlining the patient stories received by the Governing
Body over the past two years and the actions which have been taken as a result of
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these. He reminded the members that the original driver for starting these had
been the Francis Report and explained that their purpose is to remind the
Governing Body that they are working on behalf of the public. He added that NHS
Stockport has taken a visual approach to this by our use of video presentations
(although on one occasion a member of the public attended to address directly the
then shadow Governing Body) as it was felt that this would have more impact than
a written report. He thanked the Communications Team for producing these
videos. He concluded by reminding the members that some providers have
expressed their unhappiness with having been named within a patient story, and
that patients have been pleased to have been given the opportunity to share their
experiences.

M Chidgey opened the discussion by stating that he finds the patient stories
excellent; he explained that he considers that they provide the patients’ perception
of their episode of care and suggested therefore that it is not necessary to obtain
the providers’ views on each story.

T Stokes commented that Healthwatch are very supportive of these patient stories
and find the background information contained therein very useful.

K Richardson stated that she finds the patient stories a powerful tool for learning
about patient experience and added that they help to keep the Governing Body
discussions grounded.

J Greenough agreed that the patient stories are very powerful but suggested that
we should include a ‘right to reply’ for the providers; each provider could be asked
to provide a brief response. K Richardson noted that this detracts from the story
being concerned with the patients’ perceptions. C Briggs noted that if the providers
are asked to comment it could add a delay before the story could be viewed by the
Governing Body. M Chidgey suggested that the patient story be presented as the
patient’s own view of the service which they have received. J Greenough noted the
views of the other members of the Governing Body and accepted that his was a
minority viewpoint.

T Ryley reflected that in the patient stories received to date the patients have been
shown to be more likely to name the provider when their experience has been a
positive one. V Owen-Smith added that she welcomes the balance between the
positive and the not-so-positive patient stories and noted that some of them, such
as the one regarding weight loss, have been truly inspirational. A Johnson
commented that in his opinion the Governing Body has received a good mixture of
positive and not-so-positive patient stories. V Mehta agreed that the balance is
important. He acknowledged that there is a challenge to treat all providers in the
same way, and noted that the Communications Team do a fantastic job to source
the stories and to produce them.

J Crombleholme concluded the discussion by remarking that she finds the patient
stories really valuable and appreciates that they are not easy to produce.





The Governing Body noted the contents of the report and agreed that they would
like to continue receiving the patient stories in the current video format.

26/14 STRATEGIC PERFORMANCE REPORT

G Mullins presented the Strategic Performance Report. She informed the members
that performance against the Clostridium Difficile target is now back on track.
However the performance results for cancer (the Head and Neck pathway),
Emergency Department four hour waiting times and 18 week referral to treatment
(for Orthopaedics and Ophthalmology) are not satisfactory.

There is some evidence that, as a result of peer review activity, the position for GP
referrals is starting to come more into line with our plan. She agreed next month to
provide a summary of the CCG’s performance including a report on our
achievement of the quality premium.

G Mullins continued that the CCG has had its Checkpoint Three meeting with the
Area Team. The Area Team was focused on our plans and especially how we
intend to use the Better Care Fund. Following the moderation process she offered
to bring the feedback to the Governing Body.

J Greenough asked if it is likely that the CCG will lose out on £250,000 of the
quality premium and, if so, if this is because of the performance of the Emergency
Department. G Mullins explained that such figures are currently only estimates and
repeated her offer of bringing an update to the April meeting. J Greenough asked if
this sum would instead be directed to the Foundation Trust in order to improve
performance at the Emergency Department; M Chidgey replied that there is a
contract penalty in place for the Foundation Trust in respect of this performance
target. G Mullins explained that the quality premium is funding which is made
available to the CCG.

R Gill clarified that part of the CCG’s quality premium may not be earned as a
result of the performance of the Emergency Department. He added that Stockport
NHS Foundation Trust is the only hospital in the North of England which has
continued to fail this target over the last two years and this is despite the level of
funding being directed to it and the fact that the number of attendances has fallen
this year by approximately 4%, and has fallen compared with its peers. He
informed the Governing Body that both the Foundation Trust’s clinicians and
managers recognise the need to change how medicine is practised at the hospital.

J Greenough noted the deteriorating performance of strategic risk 5 and asked if
the reason for this is the performance by the Greater Manchester Commissioning
Support Unit. G Mullins responded that the CCG during 2014/15 needs to take out
£750,000 of its running costs and our CSU commissioning intentions feed into this.
J Greenough observed that in his opinion there is no further capacity in the CCG
and G Mullins agreed, stating that there are already capacity challenges for the
day-to-day operations.





V Owen-Smith informed the members that Duncan Selbie, Chief Executive
Designate of Public Health England, has commended Stockport on the progress
made regarding health checks. G Mullins added that the CCG’s performance in the
area of influenza vaccinations has also again been very positive.

J Crombleholme noted that the report states that performance for strategic priority
one is ‘worse than plan’. R Gill answered that we have seen an improvement by
the Foundation Trust in looking after patients in an emergency setting but that
performance is still not good enough. There is a failure to invest in the required
pace and scale of change. He reminded the Governing Body of the requirement to
consider the CCG’s capacity to effect change and explained that there is much to
do over the coming twelve months.

The Governing Body noted the contents of the Strategic Performance Report.

27/14 QUALITY REPORT

M Chidgey presented the monthly Quality Report and informed the members of the
following key messages:

- There was an extraordinary meeting of the Quality and Provider
Management Committee to discuss the CCG’s response to and learning
from the Francis Report

- The committee has considered the impact upon the Foundation Trust of the
2014/15 Cost Improvement Plan target and of the number of nursing
vacancies

- This month’s report includes some additional detail on complaints and MP
enquiries.

J Greenough noted from the complaints data that the issue of CCHC funding
stands out for the volume of complaints received. He informed the members that
he has started working more closely with the team and has observed that they are
working in a backlog situation. He urged the executives to allocate some further
resource to this team. M Chidgey acknowledged that the CCHC team’s areas of
responsibility feature twice in the complaints data; complaints have been received
regarding the application of thresholds and also regarding restitution cases. He
agreed that there has been a significant volume of restitution cases received and
that it would be helpful to consider if there are additional resources which could be
made available to the team. G Mullins voiced her support for this whilst
acknowledging that it can be challenging to identify people with the required skills.
J Crombleholme asked for a future update on the team’s capacity.

T Stokes noted that the report includes mention of the Patient Experience
Surveillance Group and commented that this is an area of great importance.

R Gill noted from the minutes of the Quality and Provider Management Committee
the issue of ambulance response times and specifically that NWAS have not been
responding to ‘red 1’ calls quickly enough. He explained that people are waiting too
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long before being attended to by a paramedic and, when the ambulance has been
called to a GP surgery, this also occupies a GP’s time. He asked how this issue
could be escalated with the lead commissioner. M Chidgey explained that NWAS
have met the ‘red 1’ target every month except for October 2013 but agreed to
raise the issue with NHS Blackpool CCG.

T Stokes asked if the ambulance response targets make allowances for traffic
congestion in particular geographic areas. M Chidgey explained that there are no
such changes made to the targets; the targets are standards which need to be
achieved.

J Crombleholme asked if the issue is that the GP in this situation is occupied with
the patient whilst waiting for the second responder from NWAS; R Gill replied that
the first responder is unable to do much more than that which a GP can do and
therefore in the general practice setting is not adding much value.

K Richardson noted from the issues log that there is mention of 37 patients with
potentially-avoidable sight loss; she asked for some assurance regarding what is
being done on this issue. M Chidgey explained that the backlog for ophthalmology
is steadily reducing. In November 2013 there were 100 people on the waiting list;
at the time this report was written the number had reduced to 37, and it currently
stands at 12 people. K Richardson asked for an update in the next report of when
the backlog will be completely removed.

J Greenough asked the meaning of the ‘45 minute schedule’ for the Arriva patient
transport service. M Chidgey explained that it is his understanding that in order for
this target to be achieved the ambulance must deliver the patient no more than
thirty minutes before the time of their appointment and no more than fifteen
minutes after this. He agreed to provide clarification on this.

M Chidgey concluded the discussion by informing the members that he will in
future bring quarterly complaints reports grouped by the same themes as in today’s
report. These will include the lessons learnt from complaints received so that the
Governing Body can review the issues contained therein.

The Governing Body noted the content of the Quality Report.

28/14 FINANCE REPORT

G Jones presented the month 10 Finance Report. He informed the members that
the CCG remains on target to deliver its planned surplus of £3.5m for 2013/14.
Because of this, and in light of the slippage in planned investments, the CCG has
been able to declare a higher surplus and therefore the CCG’s new target is
£4.7m. He explained to the members that this money is not lost to the CCG; rather
we will receive it back in 2014/15 to invest in services for Stockport.

He explained that the main area of overspend is on the acute contract as a result
of the increase in demand.
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G Jones added that there has been progress made on the issue regarding the
maximum cash drawdown; the CCG has been able to remodel its plans which
means that it can now pay all of its providers appropriately.

He concluded by stating that he is not expecting any further significant financial
movements before the end of the financial year.

T Stokes noted from the report that the CCG appears to be providing more funding
to NHS England and he asked if this is because further commissioning
responsibilities are moving to the Area Team. G Jones explained that this funding
is in respect of specialised commissioning which is under the remit of the Area
Team and that the specific sums of money are to reflect the shifted responsibilities
for certain services.

T Stokes noted that some of the CCG’s acute contracts are overspending and
asked how this could be avoided for future years. G Jones replied that we see
growth every year in the acute sector; he acknowledged that the CCG cannot
afford to maintain this amount of activity in the acute sector whilst also investing in
services in the community as this would present us with double running costs. T
Stokes reflected that the increased spending on acute services is therefore
reducing the amount of funding available for other services and G Jones confirmed
this to be the case.

J Greenough asked what progress is being made regarding the over-performance
and R Gill explained that progress has been made regarding improving the data;
for example a follow-up scan was previously being counted as an admission. He
added that the managers and clinicians from the Foundation Trust now accept that
there is an issue, and suggested that we need to use their skills and creativity in
devising the solutions.

J Crombleholme asked what the data is telling us. R Gill explained that the data
shows that there have been some small changes made. He gave the example of
low risk chest pain; in Stockport patients are being admitted when they need not be
which is a poor patient experience and an additional financial cost to the CCG. He
suggested that the £6m spent in this way could be better spent on other services
for the people of Stockport.

G Mullins concurred that individual projects have made impacts but not at the scale
which the system requires. T Ryley noted from the Strategic Performance Report
that the strategic aim programmes recorded as amber and red need to change
significantly and quickly. He commented that this is the CCG’s biggest priority, and
that we should start to see some progress in the second year of the CCG’s plan.

K Richardson noted the £1.47m shortfall due to the delays in the business plan
approval process and asked how the CCG can improve on this. G Jones reminded
the members that there was a delay at the start of 2013/14 until NHS England had
established an approval process for business cases proposed by the CCG; this
process is now in place and therefore such delays should not be encountered
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again. G Mullins added that this issue had been raised at the CCG’s Checkpoint
Three meeting with the Area Team and yesterday R Gill wrote to the Chief
Executive of the Area Team on this matter.

J Crombleholme suggested that the CCG needs also to review its own governance
processes in light of the anticipated number of business cases to require approval
in the coming months. J Greenough remarked that the business case approval
process has been vastly improved on its position of a year ago. T Ryley added that
consideration is being given to providing managers with more specialist support for
the writing of business cases and that he expects this to be progressed over the
next three months.

The Governing Body noted the financial position as at month 10 and the forecast
2013/14 end of year position.

29/14 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS
The Chair invited updates from the Locality Council Committee chairs.

S Johari informed the members that his Locality Council Committee met on 26
February. He explained that during the session a GP from his locality who is one of
the lowest referrers shared with the others their use of available tools to support
such decision-making.

A Johnson explained that at the most recent Marple and Werneth Locality Council
Committee meeting they had discussed how to take forward GP access to and
upskilling for both dermatology and minor surgery services. He added that the GPs
are all benefitting from sharing knowledge from their peer reviews.

P Carne updated the members from the Cheadle and Bramhall locality. They have
been looking at dermatology peer reviews, and received an update from Age UK
regarding social prescribing. There are now over thirty practices signed up to
Viaduct Health. His locality has raised concerns with the care plans and consent
forms. There is the requirement for the consent form to be signed before the care
plan can be uploaded onto the Stockport Health Record; if the patient does not
give their consent and therefore the care plan cannot be uploaded will the practice
be paid for the work they have done? R Roberts explained that the CCG would
wish for all care plans to be uploaded onto the Stockport Health Record and
offered to review the issue of consent forms with practices individually. J
Crombleholme asked if this gives P Carne sufficient assurance and he replied that
it does.

A Alddabagh suggested that the patient should also have a copy of their whole
care plan at home; R Roberts replied that the CCG will take on board this feedback
when it reviews the approach for care plans.





J Crombleholme asked the level of engagement among the GPs and S Johari
replied that engagement appears to be high and that there are GPs who usually do
not get involved starting to become more actively engaged.

T Stokes asked if Healthwatch is fully engaged in each locality. A Johnson stated
that they are involved in the Marple and Werneth locality; V Mehta explained that
each locality is considering individually how best to engage the public; some are
involving Healthwatch and some are involving their Patient Reference Groups.

The Governing Body noted the updates from the Locality Council Committee
chairs.

30/14 REPORT OF THE CHAIR

J Crombleholme informed the members of the public present that the Governing
Body had met earlier this morning to discuss the detail of the annual plan and the
suggested areas for investment. This had been a discussion session where no
formal decisions had been made.

The Governing Body noted the update.

31/14 REPORT OF THE CHIEF CLINICAL OFFICER
R Gill provided the following updates to the Governing Body:

- There has been a further meeting of the Association of Governing Groups.
There was a discussion about the Prime Minister's Challenge fund bids.
Two of the Greater Manchester bids have been successful but we do not yet
know which these are

- The AGG received an update on the Healthier Together programme

- The group agreed to a funding request for RADAR (Rapid Access (Alcohol)
Detoxification Acute Referral)

- NHS Trafford has agreed to take the lead on behalf of the Greater
Manchester CCGs for the commissioning of cancer services. He added that
he has been asked why the hospitals across Greater Manchester do not
appear to have good working relations. He explained that it is disappointing
that patients are still receiving substandard care and that it is not always
clear that patients are at the heart of some of the pathway decisions being
made

- Good progress has been made regarding pathology services as costs have
been reduced whilst quality has been improved

- There was an update provided by the Greater Manchester Commissioning
Support Unit's IM&T team explaining some of the challenges they are facing
in bringing together the many local systems

- There was a discussion of the revised Terms of Reference of the Healthier
Together Committees in Common. R Gill has included this in today’s reports
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for the Governing Body to approve. A small change has been made to one
part of the document at the request of Wigan Borough CCG.
J Crombleholme asked if any of the members objected to the revised Terms of
Reference. No objections were voiced.

R Gill reminded the members that he has also included in today’s report a
presentation ‘Greater Manchester Health and Social Care Reform’ setting out
governance and accountability arrangements for the Healthier Together
programme. He added that the Secretary of State for Health has lauded the
Healthier Together programme in the House of Commons as being likely to
produce significant changes. This presentation shows the senior responsible
people for the work programmes. V Mehta noted the phrase ‘in-hospital care
programme’ and asked if this is separate from the Healthier Together programme;
R Gill explained that this is not a change from the previous programme scope but
rather an attempt to create a brand for the specific work stream.

A Johnson suggested that it would be helpful if contact details for the Healthier
Together leads could also be circulated. J Crombleholme asked R Gill to feed back
this suggestion.

The Governing Body noted the updates from the Chief Clinical Officer and
approved the revised Terms of Reference for the Greater Manchester Healthier
Together Committees in Common.

12.23 P CARNE LEFT THE MEETING

32/14 REPORT OF THE CHIEF OPERATING OFFICER
G Mullins provided the following updates to the members:

- The CCG has an existing section 75 agreement with Stockport Metropolitan
Borough Council. This agreement facilitates the joint commissioning of a
range of services for adults, young people and children across Stockport.
Since 2010 the agreement has been extended to include new pooled funds
for non-acute services for adults, for mental health services, and for
Learning Disabilities. G Mullins proposed that the agreement be rolled over
for a further twelve months and asked for authority be delegated to the
Chair and the Chief Clinical Officer in order for them to be able to sign this
on behalf of the Governing Body

- The CCG has been progressing its intentions towards the future
commissioning of services from the Greater Manchester Commissioning
Support Unit. The CSU has requested that the CCG consider extending its
contracts until March 2016 in order to provide a degree of stability for the
CSU. G Mullins requested from the Governing Body the delegated authority
to be able to sign a contract extension which is in line with the broad
intentions previously agreed by the members.
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The Governing Body noted the updates and approved delegated responsibility to
J Crombleholme, Chair and R Gill, Chief Clinical Officer to effect the extension to
the section 75 agreement. The Governing Body also approved delegated authority
to G Mullins, Chief Operating Officer to agree a contract extension with the Greater
Manchester Commissioning Support Unit which is in line with the broad intentions
previously agreed by the members.

33/14 PETITION RECEIVED FROM STOCKPORT NHS WATCH

J Crombleholme reminded the members that before the February meeting of the
Governing Body she had taken receipt of a petition from Stockport NHS Watch.
This petition stated ‘We call on Stockport CCG to reject any proposal to offer
private companies like Boots and Lloyds Pharmacy the opportunity to take over
Locally Enhanced Services currently provided at GPs’ surgeries’.

In line with our Constitution the petition is formally considered at the Governing
Body meeting following its receipt.

J Crombleholme thanked the members of Stockport NHS Watch for recognising
the value of the GPs across Stockport. She explained that there are no imminent
decisions being made regarding changing the arrangements for Local Enhanced
Services although it is highly likely that in the short-term any existing arrangements
will be rolled forward.

The Governing Body noted the petition received from Stockport NHS Watch.

12.30 A JOHNSON LEFT THE MEETING

34/14 ANNUAL PLAN 2014/15

T Ryley reminded the members that, during this morning’s pre-meeting session,
they had considered in some detail the draft annual plan and its financial
implications. He informed the members of the public that the planning
documentation would be added to the CCG’s public website later today.

He explained to the Governing Body that there are both clinical and financial risks
within the plan. The CCG has not received the amount of financial allocation it
expected. The local health economy is overly focused upon hospital-based care
and the CCG needs to make inroads into changing this. It is proposed that there
will be in-year investment to get patients flowing into the community rather than
into hospital.

He continued that the plan will involve continued close working with partner
organisations. For the area of anticipated care we expect stronger community-
based services. The CCG needs to move to a health system whereby the correct
people are admitted into hospital and other people are appropriately receiving care
in the community. For elective care we need to continue our work on ensuring that
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referrals are appropriate and he reminded the members that earlier today the
Locality Council Committee Chairs have talked about their ongoing work
concerning the peer reviewing of GP referrals.

There is further work required in reviewing hospital follow-ups, and the CCG needs
to consider how primary care can support in the area of prevention to help identify
people with the appropriate conditions and support them to self-manage.

The plan also proposes significant investment in mental health services. The
Governing Body has previously acknowledged the gap in services for the transition
period from childhood to adolescence and adulthood and there is planned
investment into this area.

He concluded by explaining that there are some areas where we are unable to
invest at this time. These include not extending IVF provision to three cycles, no
additional monies into epilepsy services, and the investment in Child and
Adolescent Mental Health Services being phased over a longer period than
originally hoped.

T Ryley added that the CCG is still to receive feedback from the Health and
Wellbeing Board, from NHS England, and from the public on the plan and so the
final version may include some small adjustments.

J Crombleholme asked if T Ryley is requesting the Governing Body to approve the
draft plan. He replied that, as the financial position is not yet certain, it might be
necessary to call a further meeting of the Governing Body in order for the members
to approve the plan before the final submission date of 4 April 2014.

R Gill added that a key influence upon the plan is agreement with the local
Foundation Trust and he reminded the members that the contract which will
support this change is not yet agreed. G Jones advised that there are still some
other areas likely to change such as that of the funding of IM&T for general
practice.

J Crombleholme reminded the members of the public that the Governing Body had
this morning already spent two hours discussing the detail of the draft plan.

V Owen-Smith stated that there is not as much emphasis within the plan on
prevention as she would have hoped although she is pleased to note the additional
investment into primary care to support early detection.

V Mehta suggested looking into imaginative ways of supporting people to manage
their conditions such as by the use of Skype.

G Jones stated that the CCG is facing a financial pressure as a result of the

revised allocation formula and explained that the CCG needs to help the public to
understand this position.

13





The Governing Body approved the annual plan in its current state on the
understanding that it is roughly in line with the previously-agreed intentions. The
Governing Body noted the areas of non-investment. The Governing Body agreed
that a further meeting may be called for final approval. The Governing Body
approved delegated authority to this additional meeting if, due to being called at
short notice, it is unable to meet the usual quoracy arrangements.

35/14 ANY OTHER BUSINESS
There were no further items of business.
J Crombleholme invited questions from the members of the public.

1 | attended a recent meeting at which representatives from Pennine Care NHS
Foundation Trust disclosed spending cuts of 25% in community mental health
services by 2015/16. Is the CCG confident that this Foundation Trust will be able to
maintain its contracted obligations in the light of these spending cuts? How does
this announcement link with today’s annual plan discussion of additional spend on
mental health services?

M Chidgey explained that it is not easy to compare NHS Stockport CCG’s spend
with Pennine Care with that of other CCGs as it is not comparing like with like; for
example Stockport does not commissioning its community services from Pennine
Care whereas some other CCGs do so. He added that there is an overarching
challenge for the NHS to improve its outcomes at the same time as reducing its
spend. In this respect Pennine Care face the same challenge as other providers.
The CCG envisages that there will be only relatively small changes made during
2014/15 such as the disestablishment of some vacant posts. When we receive
Pennine Care’s plans we will conduct a quality impact assessment upon them. M
Chidgey concluded by stating that he did not recognise the quoted figure of a 20%
or 25% reduction.

T Ryley clarified that Pennine Care are referring to making existing services more
efficient and pointed out that the CCG’s plans for additional spend is in respect of
additional services.

The member of the public stated that it would be helpful if this message could be
conveyed beyond this meeting. J Crombleholme pointed out that public questions
and their replies are recorded in the minutes of the Governing Body meeting which
are accessible on the CCG’s website.

R Gill concluded the discussion by explaining that the CCG, the local authority and
Pennine Care NHS Foundation Trust have agreed the requirement to deliver
improved patient outcomes for the same resources and have also agreed to
provide a clear, accurate and consistent message to the public. He reflected that
the CCG cannot prevent another organisation from using data as it so chooses.
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36/14 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 April 2014 at Regent House,
Heaton Lane, Stockport, SK4 1BS.

THE GOVERNING BODY MEETING CLOSED AT 12.54.
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