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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 the Cheadle Sports Club, 225 Kingsway, Cheadle, SK8 1 LA at 11.00 on Wednesday 12 March 2014.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	11.00
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	
	J Crombleholme

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

	
[image: image1.emf]Item 3 DRAFT NHS 

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


	To receive and approve
	11.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

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


	To receive and note
	
	J Crombleholme

	5
	Notification of items for Any Other Business
	Verbal
	To note

	
	J Crombleholme

	6
	Review of Patient Stories

	
[image: image3.emf]Item 6 Patient Story 

report March 2014.pdf


	To note
	11.15
	T Ryley 

	7
	Strategic Performance Report

	
[image: image4.emf]Item 7A Strategic 

Performance Report Feb 14.pdf



 EMBED AcroExch.Document.7  [image: image5.emf]Item 7B Strategic 

Performance Report Feb 14 - BAF.pdf


	To receive and note
	11.25
	G Mullins

	8 
	Quality Report

	
[image: image6.emf]Item 8 Quality 

Report-February 2014 (Final)(3).pdf


	To receive and note
	11.35

	M Chidgey

	9
	Finance Report

	
[image: image7.emf]Item 9A Finance 

Report January 2014.pdf



 EMBED AcroExch.Document.7  [image: image8.emf]Item 9B Finance 

Appendix Jan 14.pdf


	
	11.45
	G Jones

	10
	Reports of the Locality Council Committee Chairs

· Including the following minutes of Locality Council Committee meetings
· Heatons and Tame Valley of 6 November 2013

· Stepping Hill and Victoria of 19 February 2014

· Cheadle and Bramhall of 20 February 2014

	
[image: image9.emf]Item 10A H&TV 

Locality Council minutes 6 11 13.pdf



 EMBED AcroExch.Document.7  [image: image10.emf]Item 10B Stepping 

Hill and Victoria Locality Council meeting minutes 19th Feb 2014.pdf



 EMBED AcroExch.Document.7  [image: image11.emf]Item 10C C&B 

Locality Council Minutes Feb 20th 2014.pdf


	To receive and note
	11.55
	S Johari

A Johnson

P Carne
A Aldabbagh

	11
	Report of the Chair
	Verbal
	To note
	12.05
	J Crombleholme

	12
	Report of the Chief Clinical Officer
· AGG Summary of 4 March 2014 
· Healthier Together Committees in Common revised Terms of Reference
· Healthier Together Governance and Accountability

	
[image: image12.emf]Item 12A AGG March 

summary.pdf



 EMBED AcroExch.Document.7  [image: image13.emf]Item 12B Healthier 

Together Committees in Common Terms of Reference V1 1.pdf



 EMBED AcroExch.Document.7  [image: image14.emf]Item 12C Healthier 

Together Governance  Acccountability - March 2014.pdf


	To note
	12.10
	R Gill

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

March 2014.pdf


	To receive and note
	12.15
	G Mullins

	14
	Petition received from Stockport NHS Watch
	
[image: image16.emf]Item 14 Stockport 

NHS Watch Petition March 2014.pdf


	To note
	12.20
	J Crombleholme

	15
	Annual Plan 2014/15
	
[image: image17.emf]Item 15 CCG 

Governing Body Operational Plan v3.pdf


	To approve
	12.25
	T Ryley

	16
	Any other business as raised in agenda item 5
	Verbal
	
	12.45
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 9 April 2014 at 10:00 at Regent House, Heaton Lane, Stockport, SK4 1BS.

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


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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The Heatons & Tame Valley Locality Council Minutes
The Heatons Sport Club

6th November 2013 at 1.00pm

_ " _ From To
Date of Meeting: 6" November 2013 Time 1.00pm 4.30pm
Venue: The Heatons Sport Club, Heaton Mersey

Dr Rachel Greer - Brinnington HC

Ann McClelland, Practice Manager, Dr Gupta’s Practice
Doreen Hendrey - Practice Manager,Vernon Park & The Surgery.
Mark Warren — SMBC

Dharmesh Patel - SLOC

Dr Becky Locke — Heaton Moor

Dr Jeremy Wynn — Heaton Mersey

Michelle Davenport — Practice Manager, Heaton Mersey
lan Stanyer — Practice Manager, Heaton Moor

Dr Kathryn Maguire — Heaton Norris

Margaret Wallis — Practice Manager,Heaton Norris
Susan Parker — Eye Care Lead, Stockport CCG

Dr Jo Herd — Eastholme Surgery

Dr S Chatterjee — Vernon Park.

Phil Scott — Area Business Manager, Stockport CCG.

Dr Sasha Johari — Locality Chair,Park View.

Dr John Swarbrick — Heaton Moor.

Julie Ryley — Senior Area Business Manager

Gerry Wright — Healthwatch

Dr Sayima Igbal — Heaton Norris

Dr Richard Nurcombe — The Family Surgery

Jo Stevens — Practice Manager, The Family Surgery.

Dr H Azmi — The Surgery

Dr Geeta Gupta — South Reddish.

Paul Ansbro — Practice Manager, Brinnington HC

Dr Alan Gilman — Brinnington HC.

Dr Tom Howling — Brinnington.

Apologies: Mark Fitton — SMBC

Yasmeen Saleem — Medicine Optimisation, Stockport CCG

Attendees:

Secretary to
Committee:

MEETING GOVERNANCE ‘

Phil Scott, Area Business Manager, Stockport CCG

Itl\(le? Meeting Item Responsible
1 Apologies PS
As noted above.






Notes from previous meeting
Agreed

Updates

Optometry — Dharmesh Patel introduced himself.

Minor Eye Conditions Service is used by 21 practices across Stockport.

In the last 6 months there have been 1400 episodes. 15% of these needed
onward referral to secondary care. Patients seen within 24 to 48 hours and
the service can be accessed by self-referral, GP referral, and pharmacists.
The Urgency Clinic is still overworked and the ED and Urgency Clinic are
not deflecting enough. One of the aims is to avoid attendances in ED.
Another aim is to reduce anti-biotic prescribing.

Feedback is required from GPs regarding the service.

Posters and leaflets are available from the Comms Team.

There is a variation in practices take-up of the service.

Dharmesh agreed to send out the link for the service.

One practice pointed out that on the MECS Triage form its states ‘if your
symptoms get considerably worse before your appointment call the
practice (service) again or if out of hours go to A&E’. As practices are
looking to reduce attendances in ED it was felt this needed amending.
Dharmesh said this will be arranged.

The service could become GM wide.

A question was raised regarding corneal ulcers and whether they should go
to the service of the hospital. It depends how confident the GP is. There is
also an exclusion list in operation as to what the service can and can’t see.
Adult Social Care — Mark Warren began by discussing the Learning
Disabilities Register.

There has been some Information Governance stumbling blocks but the
Information Sharing Protocol has now been agreed. A letter will be going
advising this.

If a practice has any issues they can contact Mark Warren or Cath Watson.
A practice asked if this exercise is only for Stockport patients as their
practice has Manchester patients too. In theory, every Local Authority
should be picking this up. Any issues with ‘fringe patients’ Mark would be
happy to liaise with the Local Authority responsible.

Integrated Locality Hub — first hub will be Marple and Werneth Locality in
January. Risk stratification. There has been positive feedback so far. £460k
to take the first hub forward

Safeguarding Adults Policy — launched recently and emailed to GPs.
Refresher training will be set up in house. There have been approximately
1000 alerts in the last 12 months.

HealthWatch — Gerry Wright commented that Healthwatch are happy with
Marple and Werneth’'s approach to safeguarding. There is a complaints
leaflet available explaining the process and how to complain.

Declarations of Interest
Sasha asked if anyone had any new declarations to mention. None
received.

Vice Chair
Sasha raised the issue that there had not been any interest in the ‘vacant’
Locality Vice Chair position for this locality. There was a brief discussion






about time the pressures that GPs face. The role could be filled by a
salaried GP.

Rapid Response

Enhancing the service with Intermediate Care. There is extra funding for 5
locality beds. Service available now 7 days per week. Monday to Friday:
9:00 to 17:00, weekends as now, and use OOH for other times. A question
was raised regarding what happens when the beds are full. Patients could
6 be moved to another locality. There could be capacity issues across the 4
localities.

A further question was raised regarding how these patients will be
recognised by practices. This will be via the care home, but it was
commented that if they are not discussed with GPs in the first place then
practices do not have to take them.

TIA Pathway

Sasha recommended that the TIA Pathway document be read and advised
7 that GPs need to refer sooner for patients to reduce the risk of patients with
TIA going on to have a stroke.

Terms of Reference

Sasha asked for comments on the Terms of Reference otherwise they will
8 be taken as agreed.

No comments forthcoming so the ToR were agreed.

Business Cases

Julie Ryley updated the meeting on Business Cases.

Phil Scott and Paul Fleming are to work together on the SHR problem. At

the moment practices cannot upload their care plans to the SHR.

On the care plan template there are two specific questions regarding

patients requiring a survey and about patient consent. Julie conformed that

both these questions can be answered ‘no’. There was then a discussion

about what could be done if a patient did not understand what was going

on regarding their care. It was commented that this is one reason why the

9 2" visit is important. There was also a discussion regarding the use of GP
time in asking them to return to a patient’s residence for a signature.

Suggestions put forward included:

Patients could be sent a copy of the plan with a covering letter. However

there could be issues of confidentiality. There could also be issues getting

the patient to sign and return it.

Could it be done over the phone? There needs to be a Read Code on the

clinical system to say this has been done.

Should each patient not be looked at individually based on their

circumstances?

AOB
10 None

DATE AND TIME OF NEXT MEETING ‘

The next meeting will take place on
2 6" February 2014 at 1.00pm at
The Heatons Sports Club,

Green Lane, Heaton Moor,

SK4 2NF
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NHS Greater Manchester Clinical Commissioning Groups
Healthier Together Committees in Common (HTCiC)

Terms of Reference

These Terms of Reference are drawn up using the template in Appendix 2 of the CCG
Establishment Agreement (clause 12.3.2). In the event of contradiction or dispute, this
document should be seen as the authoritative document in respect of the Healthier Together
Committees in Common functions.

1. Introduction

The Greater Manchester Clinical Commissioning Groups have established an association of
them known as the Association of Greater Manchester Clinical Commissioning Groups
(Association). The Association was established by an agreement dated 2™ April 2013
(Establishment Agreement).

The CCG members of the Association together with other CCGs who are listed in the table
below as Voting Members (CCGs) have decided to work together on the Healthier Together
programme. To this end, the Governing Body of each of the CCGs has agreed to establish
a committee (known as a committee in common) which shall be responsible for Level B
decision making in relation to the Healthier Together programme. The CCGs’ committees in
common shall be called the Healthier Together Committees in Common (HTCIiC). Each
HTCIC is comprised of one representative from each of the CCGs and its constitution;
meeting arrangements etc... are set out in these terms of reference.

Healthier Together is one part of an overall public sector service transformation programme
led by Greater Manchester Local Authorities and the NHS, alongside other partners. As
defined within the Strategic Direction Case, the scope and focus of the Healthier Together
hospital programme is:

« Urgent, Emergency & Acute Medicine;
« Emergency General Surgery;
¢ Children’s and Women'’s Services.

In addition, it is recognised that there are key services that are interdependent with the
above services which will be included to the extent of their dependency, within the final
Model of Care (Hospital Services):

¢ Anaesthetic Services;
e Critical Care;
« Neonatal Services; and Clinical Support Services (e.g. Diagnostics).

Furthermore, programme documentation will also describe the enabling changes in local
‘Out of Hospital’ services that will need to take place before changes to hospital services are
made.





Each HTCIC will perform the functions delegated to it by its Governing Body in relation to
any healthcare service changes (either in hospital or out of hospital) proposed as part of the
Healthier Together programme, which will involve public consultation and which have not
already or will not be consulted on as part of a separate process.

2. Establishment

The CCG's Governing Body has agreed to establish and constitute a committee with these
terms of reference to be known as the HTCiC.

3. Functions of the Committee:

¢ Agree the planning assumptions that will be used to underpin financial, workforce,
access and activity modelling as part of the option development process.

* Develop potential models of care for future healthcare provision for consultation.
* Determine the method and scope of the consultation process.

®* Make any necessary decisions arising from a Pre-Consultation Business Case (and the
decision to go run a formal consultation process).

* Approve the Consultation Plan and any further pre-consultation engagement processes
to be carried out before the formal consultation process.

* Approve the text and issue of the Consultation Document.

* Liaise with the relevant Local Authority about the process.

* Take or arrange for all necessary steps to be taken to enable the CCG to comply with its
public sector equality duties in relation to the consultation.

* Determine the mechanism by which, following the completion of the consultation
process, any decision about service change will be made that takes into account all of
the representations received in response to the consultation and specifically any
recommendations made by any of the health service bodies involved in the consultation
and any recommendations received from the public, any Overview and Scrutiny
Committee, any Council executive, any local Health watch organisation or any other
relevant organisations’.

* Approve the formal report on the outcome of the consultation that incorporates all of the
representations received in response to the consultation document in order to reach a
decision.

* Make decisions to satisfy any legal requirements associated with consulting the public
and making decisions arising from it.





In discharging its responsibilities the HTCIiC will also:

* Oversee the development of proposals for the range, scale and location of healthcare
services as models, options and proposals are developed.

* Ensure that the redesign process identifies those areas that require formal public
consultation’.

* Ensure that the redesign process identifies any proposal for a substantial development of
the health service in the area of the relevant local authority or any substantial variation in
the provision of such service that will trigger the requirement for the CCG to consult with
the relevant local authority?.

* Receive and or review recommendations from the Healthier Together Steering Group
and decide on a model for future healthcare provision that is safe, sustainable and
financially viable.

* Oversee stakeholder engagement and consultation on those areas of service change
that will impact on service users.

4. Category 1 and Category 2 decisions

The following decisions of the HTCIiC shall be Category 1 decisions:

i.  The decision to approve the model of care and proceed to consultation;

ii.  Toendorse the Pre-Consultation Business Case and Consultation document;

iii.  Toreach a decision after Consultation on the preferred option;
All other decisions of the HTCIiC shall be Category 2 decisions, unless the HTCIiC specifically
and unanimously agrees that another issue should be considered as a Category 1 decision.
5. Membership
The HTCIC will be chaired by a Non-voting Independent Chair.

The voting members of the HTCiC shall comprise one Governing Body member from each of
the CCGs.

Each CCG’s nominated Governing Body member is listed in the table overleaf (“HTCIiC
Member”).

Membership of the committee will combine both Voting and Non-voting members. Non-
voting members of the Committee represent other functions/parties/organisation or
stakeholders who are involved in the programme and will provide support and advise the
voting members on any proposals.

! ccGs' consultation and involvement duties are set out in Section 1422 of the NHS Act 2006, as amended by the Health and
Social Care Act 2012.

2 cCGs have a duty to consult their local authority (rather than specifically its overview and scrutiny committee) under





Regulation 23(1) of The Local Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013.





Independent Chair — Philip Watson CBE

Voting Members
Organisation Member Title Remarks
Nomination
1| NHS Bolton CCG Dr. Wirin Bhatiani CCG Chair
2| NHS Bury CCG Dr. Kiran Patel CCG Chair
3| NHS Central Manchester CCG Dr. Mike Eeckelaers | CCG Chair
NHS Heywood, Middleton and . .
4 Rochdale CCG Dr. Chris Duffy CCG Chair
. " CCG Clinical
5| NHS North Manchester CCG Dr. Martin Whiting Accountable Officer
6| NHS Oldham CCG Dr. lan Wilkinson CCG Clinical
Accountable Officer
7| NHS Salford CCG Dr. Paul Bishop Nglghbourhood
Clinical Lead
8| NHS South Manchester CCG Dr. Bill Tamkin CCG Chair
. CCG Clinical
9| NHS Stockport CCG Dr. Ranjit Gill Accountable Officer
10| NHS Tameside and Glossop CCG | Dr. Alan Dow CCG Chair
: CCG Clinical
11| NHS Trafford CCG Dr. Nigel Guest Accountable Officer
12| NHS Wigan Borough CCG Dr Tim Dalton Clinical Chair
Non - Voting Members
1 HT Lead CCG and Senior lan Williamson COO Central
Responsible Officer Manchester CCG
2 Gr.egter ManchesFerA ssociation of Hamish Steadman Chair
Clinical Commissioning Groups
Greater Manchester Service . . Director of Service
3 . LeilaWilliams .
Transformation Transformation
Lead Local Authority i(_S;eoff Little
4| AGMA Representative Steven Pleasant Chief Executive for .
nominated
Health
deputy
Chair of the External Reference
5 Vacant
Group
6 Greater Man.chester Service Alex Heritage Programme Director
Transformation
7| NHS Eastern Cheshire CCG Dr Jacki Wilkes Chief Officer
8| NHS East Lancashire CCG Dr Peter Williams GP






9| NHS North Derbyshire CCG Dr Debbie Austin Governing Body GP
10| NHS Warrington CCG Dr Andrew Davies Chair CCG
In Attendance - As Required
Organisation Name Title Remarks
GM Provider Chief Executive
1| Representatives from HT Provider | TBC TBC
Reference Group
5 Chair of the Clinical Reference Dr Chris Brookes Medlcgl Director
Group Healthier Together
) ] Chief Financial Officer
Chair of the Finance and Estates
3 Joanne Newton Central Manchester

Group

CCG

Four neighbouring CCGs have been engaged to participate as non-voting members see
above.

6.

Deputies

The individual named in the table below (who is a Governing Body member) may deputise
for the HTC Member appointed by its CCG at meetings of the HTCiC:

The table of individuals authorised by the CCGs to deputise for their representatives is
shown below:

N Deputy .
Organisation o Title
Nomination
1| NHS Bolton CCG Susan Long CCG Chief Officer
2| NHS Bury CCG Stuart North CCG Chief Officer
3| NHS Central Manchester CCG lan Williamson CCG Chief Officer
NHS Heywood, Middleton and . ,
4 Rochdale CCG Lesley Mort CCG Chief Officer
5| NHS North Manchester CCG Simon Wootton CCG Chief Operating Officer
6| NHS Oldham CCG Denis Gizzi CCG Managing Director
7| NHS Salford CCG Steve Dixon Chief Finance Officer
8| NHS South Manchester CCG Caroline Kurzeja CCG Chief Officer
Gaynor Mullins CCG Chief Operating Officer
9| NHS Stockport CCG o ) o ] ]
Dr Vicci Owen-Smith | Clinical Director for Public Health
10| NHS Tameside and Glossop CCG | Steve Allinson CCG Chief Officer
11| NHS Trafford CCG Gina Lawrence Director of Commissioning and

Operations / Chief Operating Officer

7






L Deputy )
Organisation o Title
Nomination
12| NHS Wigan Borough CCG Trish Anderson CCG Chief Officer

Any other individual may deputise for any HTCIiC Member provided that the relevant CCG
has sent a completed authorisation form (Appendix 4 to the Establishment Agreement for the
Association of GM CCG) in respect of such individual's attendance at the meeting to the
Chair of the HTCIiC to arrive no later than the day before the relevant meeting. Any
individual so authorised must be a member of the CCG’s Governing Body.

7. Meetings

The HTCIC shall meet at such times and places as the Chair may direct on giving
reasonable written notice to the members of the HTCIiC. Meetings will be scheduled to
ensure they do not conflict with respective CCG Boards.

Meetings of the HTCiC shall be open to the public unless the HTCIiC considers that it would
not be in the public interest to permit members of the public to attend a meeting or part of a
meeting. A protocol for public meetings is included at Appendix A.

8. Quorum

The quorum for a meeting of the HTCIC shall be:

* For a meeting at which a Category 1 decision will be made, all of the voting members of
the HTCIiC must be in attendance or able to participate virtually by using video or
telephone or web link or other live and uninterrupted conferencing facilities.

* For a meeting at which no Category 1 decisions will be made, as close to 75% (in terms
of whole numbers) of the voting members of the HTCIiC (therefore 9 out of 12) are
required to be in attendance or able to participate virtually by using video or telephone or
web link or other live and uninterrupted conferencing facilities.

9. Attendees

The Chair of the HTCIiC may at his or her discretion permit other persons to attend its
meetings but, for the avoidance of doubt, any persons in attendance at any meeting of the
HTCIC shall not count towards the quorum or have the right to vote at such meetings.

10. Attendance at meetings

Members of the committee may participate in meetings in person or virtually by using video
or telephone or web link or other live and uninterrupted conferencing facilities.

11. Voting

For Category 1 decisions, a majority vote would require the support of as close to 75% (in
terms of whole numbers; therefore 9) of the total number of voting members at any given
time.






Assuming that any meeting is quorate for Category 2 decisions, the support of as close to
75% (in terms of whole numbers, see Appendix B) of CCG voting members participating in
the respective decision would be required for it to be agreed.

12. Administrative

Support for the HTCIC will be provided by the Healthier Together Programme Team.

Papers for each meeting will be sent to HTCIiC members no later than one week prior to
each meeting. By exception, and only with the agreement of the Chair, amendments to
papers may be tabled before the meeting. Every effort will be made to circulate papers to
members earlier if possible.





Appendix A
Protocol for Public Meetings
1. Introduction

Meetings of the HTCiC shall be open to the public unless the HTCIiC considers that it would
not be in the public interest to permit members of the public to attend a meeting or part of a
meeting. Category 1 decisions must be taken in a public meeting.

The purpose of this protocol is to provide guidance on the preparation and running of any
public meeting arranged by the Healthier Together Programme Team.

2. Preparation for a Public Meeting

Before a public meeting is called, the agenda and arrangements for the meeting should be
agreed with the Independent Chair of the HTCiC and consulted upon with HTCiC members
at a proceeding meeting.

The costs of holding public meetings will be met from the Healthier Together Programme
budget.

The following issues should be considered at the initial preparation stage:

* Objectives/purpose. All Category 1 decisions should be taken at public meetings of the
HTCiC.

* Time, date and venue. Consideration should be given to the likely number of attendees,
thinking particularly about places that have convenient access for people with disabilities.
A suitable venue should be chosen which can accommodate the numbers expected to
attend.

* Publicity. The event should be publicised, as agreed by the HTCIC, at least four weeks
in advance of the meeting so that people can plan to attend, know where to go and what
to expect. The HTCIC will be required to publicise the event as follows:

0 The Healthier Together website (by HT Programme Team)

0 All CCG member websites and in the normal places where local CCG Governing
Board meetings are publicised (by CCG’s).

0 Through key stakeholder groups to be identified when the agenda for the meeting
is set (by HT Programme Team and CCGs where applicable).

®* Chairing arrangements. Public meetings will be formally chaired by the appointed
Independent Chair who will be required to work with the team to agree the use of
presentational aids (where required) and general housekeeping matters.

®* Provide accessible and timely information. The HTCIC will publish the agendas (only)
for all public meetings two weeks in advance of the meeting taking place on the Healthier
Together website. Unless otherwise directed by the HTCIiC, Members will receive papers
for public meetings one week in advance of the meeting taking place at which point
papers will be available to the public on request. To ensure papers are understandable
each paper will have an overview summary or introduction to the topic that external
audiences can easily understand.

10





3. Guidelines for the Meeting
The role of the Chairman should be to:

e open the meeting

e keep the meeting focused on the agenda — if necessary, to refer people back to the
agenda

®* make sure that everyone who wants to speak gets a chance — not allowing one or two
people to dominate proceedings

* draws the meeting to a close at the appropriate time.

Creating the right atmosphere

The organiser(s) should aim to arrive at the venue in good time to check that any equipment
and facilities requested are in place. This will include any catering arranged, as well as the
equipment needed at the meeting. The location of fire doors and alarms should also be
checked. Those attending should be greeted as they arrive, avoiding any serious debates or
discussions before the meeting starts.

Making a good start

The meeting should be started at the time arranged, with the appropriate introductions and a
summary of the purpose of the meeting. If it is likely to be a while before the attendees can
express their views (e.g. because there is a short, initial presentation), this should be made
clear, so that people have an expectation about the way the event is likely to proceed.

Getting the most from the meeting

* Make good use of questions raised at the meeting to probe, challenge and fully
understand the views that people may have

¢ Arrange for someone to keep notes on the main points raised

¢ Keep an attendance sheet, with contact details, so that those attending can be provided
with follow up information

®* At the end of the meeting thank people for attending and explain clearly what the next
steps will be.

After the Meeting

All agreed actions should be followed up after the event. Consideration should also be given
to lessons learnt from the process, such as:

did the meeting achieve what was expected?

what aspects of the meeting were successful and what did not work?
did things go as planned or were there any surprises?

were there any problems that could have been avoided?

s & s @
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Appendix B

Quoracy & Voting for Category 2 Decisions

Quorate

For a meeting at which no Category 1 decisions will be made, as close to 75% (in terms of
whole numbers) of the voting members of the HTCIC (therefore 9 out of 12) are required to
be in attendance or able to participate virtually by using video or telephone or web link or
other live and uninterrupted conferencing facilities.

Voting

Assuming that any meeting is quorate for Category 2 decisions, the support of as close to
75% (in terms of whole numbers) of CCG voting members participating in the respective
decision would be required for it to be agreed.

As a minimum of 9 CCG voting members are required to participate in a Category 2 decision
the following rules apply.

Number of Voting Members Participating Number of Votes Required to
In the Category 2 Decision Support Decision

12 9

11 8

10 8

9 7

12





Document History Version Control

Date Version Author Note
10-May-13 0.1 J Martin Draft Terms of Reference created
21-May-13 0.2 Hempsons Amendments to v0.1
22-May-13 0.3 J Martin Formatting amendments
29-May-13 0.4 J Martin Hempsons comments/CCG Workshop 22 May 2013
31-May-13 0.5 Hempsons Amendments to v0.4
10-Jun-13 0.6 J Martin Neighbouring CCGs added
21-Jun-13 0.7 J Martin Voting and quorate arrangements included
05-Jul-13 0.8 J Martin Voting and majority voting arrangement amended following AGG

Meeting 2 July 2013

01-Aug-13 0.8 S Livesey Following email 31 July 2013 - T&G Dr. Dow now nominated
member, S Allinson now deputy

08-Aug-13 0.9 J Martin Change to status of any non-GM CCGs to that of non-voting
members

13-Nov-13 0.10 M Dolan Updated to take account of comments received and agreed at

HTCIC meeting 16 and 30 October 2013.
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Executive Summary

What decisions do you require of the Governing Body?

e To agree whether the patient stories will continue to be used at the
Governing Body meetings.

e To consider the current brief and whether there should be any
amendments to this.

e Governing Body to consider if there is a more effective way of reflecting
patient experiences in commissioning decisions at Governing Body
meetings.

Please detail the key points of this report

e Description of current brief and process for producing patient stories
Overview of patient story topics and any action that has been taken as a
result.

e Issues that have arisen

What are the likely impacts and/or implications?

A significant amount of time is dedicated to the patient story at the
Governing Body meeting. The time spent needs to evaluated against the
benefits of hearing a snapshot of patient experience.

How does this link to the Annual Business Plan?

Providing a snapshot of patient experience helps to influence the quality of
commissioned services.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

This report has not been previously discussed.

Clinical Executive Sponsor: Ranjit Gill

Presented by: Tim Ryley

Meeting Date: 12™ March 2014

Agenda item: No.6






Patient Stories

Patient story podcasts have been used at the beginning of CCG Governing
Body meetings since March 2012. The patient or carer describes their
experience of healthcare in their own words in a short video. The idea is to
gain a snapshot view of what it is like as a patient, what was good, what was
bad and what would make their experience of healthcare in Stockport more

positive.

The patient stories were only designed to provide a snapshot view rather than
a route to resolve a complaint or issue for a patient. However some actions
and outcomes did come from the videos which either helped to resolve the
concerns or influenced commissioning for the future. These are included in

the table below.

Meeting Patient Story Topic Actions
March 2012 Epilepsy To consider the
recommendations of the
Cochrane Report
April 2012 Learning Disabilities To review patient
experience data from
SNHSFT
May 2012 Clostridium Difficile To ensure the prescribing
‘C-diff — In her words’ information is shared with
the Out of Hours provider
and locums
To show the video in GP
practices and on the
CCG’s and local
authority’s websites
June 2012 Expert Patient Programme To include the video on
‘Gladys — Our expert patient’ the CCG’s website
July 2012 Keep It Off For Good programme | To play the video in
‘Keep it off for good’ practice waiting rooms
September Mother of Patient with Complex | To provide clarity on what
2012 Needs services are available to

patients with such needs
and the locations from
where they can be
accessed

To consider introducing a
process for urgent GP
appointments for patients
with complex needs






October 2012

Myalgic Encephalopathy
‘ME worries’

To circulate to practices
the GP training package

For the Patient Reference
Groups to identify
suitable topics for future
Patient Stories

November
2012

Dementia
‘Speaking for ourselves’

A dementia masterclass
is being held

December
2012

Smoking Cessation Champion

‘Stop Smoking Champ’

To explore the option of
playing this video in
general practice waiting
rooms

February 2013

Spinal Injury

To look into why Ranijit
Gill was not aware of this
incident through the
Serious Untoward
Incident management
process

To continue with the
review of the spinal
injuries pathway

March 2013

IVF treatment

To include staff
development and training
within the review of the
IVF pathway

To share the video with
St Mary’s Hospital, the
Board of Central
Manchester University
Hospital NHS Foundation
Trust, and the Board of
NHS Greater Manchester

April 2013

End of Life care

To revisit the issue of
respite care at a future
meeting

To share the patient story
with the provider

May 2013

Complex condition — good
practice

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

June 2013

Bowel screening
‘Bowel screening lifesaver’

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

July 2013

Mental health

To consider ease of






access to health services
within the Stockport One
service

September
2013

GP care — Please listen to us

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

November
2013

End of life — Dementia

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

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

January 2014

Dementia carer

To involve the carer in
the development of a
resource tool

To look into developing
an information app within
the Better Care Fund
programme

February 2014

STAR team
‘Stars of the NHS’

To look into the waiting
times for the orthotics
and wheelchair services
To publicise the Remap
service on the CCG’s
website

It is explained to patients and carers that any film footage taken of them will

be made available for the purpose of improving the quality of NHS services in
Stockport. It is made very clear that the filming does not form part of the NHS
complaints process.

Some people give consent for the film to be shown at the Governing Body
only, some agree for it to be shared with health and social care staff to help
improve services and others agree to the much wider sharing on websites and
at conferences and events.

With consent some of the patient stories have been uploaded to Youtube. The
C Diff ‘In her words’ video has now received nearly 2700 views, ‘Our Expert






patient’ has received nearly 300 views and ‘Our stop smoking champ’ over
300 views.

Issues

Some issues and concerns with the process that have arisen since the videos
have been shown include:

¢ Whether the patient should be asked not to name the provider.

¢ Whether the provider mentioned in the video should be given the right to
reply before the video is shown.

Decisions required

e To agree whether the patient stories will continue to be used at the
Governing Body.

e To consider the current brief and whether there should be any
amendments to this.

e Governing Body to consider if there is a more effective way of reflecting
patient experiences in commissioning decisions at Governing Body
meetings.
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Board Assurance Framework Summar

Drill Directorate Source 3 mth 12 mth

Down Risk Lead Date Nov 13 Dec 13 Jan 14 Trend Trend Affects: Events and Mitigating Actions
1. There are inadequate systems in place . * CCG Priority 1 - Long-term . . .
for managing the quality and safety of the Eﬂf;ligey, 31/01/2014 el » conditions . E;e:)ncr;s; eSiL:at\)/U:rz)%%%““s
services which we commission. » CCG Priority 4 - Quality 9

The Q&PM Directorate continue 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, the quality strategy is being reviewed and updated and good progress is being made, for example, with CQUINs.
31/01/2014
. . . . * CCG Priority 1 - Long-term
- féfgfnf;ﬂggrgﬂxfso“r majorservice Jones, 31012014 A A A = »  conditions . + Phase One demonstrator 01/14
’ * 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 full integration programme will be presented to the Governing Body in March.

31/01/2014
* 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 > 131/01/2014 » * CCG Priority 3 - Cost + Council of Members 09/10/13
priorities. 9 effectiveness

» CCG Priority 4 - Quality
» CCG Priority 5 - Prevention
21 Jan 14 LMC meeting to take forward the federation proposal extremely well attended.
The Federation as 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 Company's House. The meeting was
positive but sign up is still to be achieved for those practices to join the Federation.

31/01/2014
4. The adoption of clinical best practice .
. : . : Owen- * CCG Priority 3 - Cost
.. uidance and innovation by the CCGis gy 31/01/2014 = » effectiveness - IVF decision by GB 05/13
limited or slow (due to provider Vicei « CCG Priority 4 - Qualit
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.
31/01/2014
» CCG Priority 1 - Long-term
5. The organisation's capacity, capability ?%nggogr?ority o - Pacdiatrics « CSU re-procurement 21/03/14
and/or internal engagement are ' . L ] * General Election 01/05/15
= inadequate (Including commissioned Ryley, Tim 31/01/2014 A A “ » eggﬁvgrqgg;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
Executive team in process of reviewing CSU contract and organisational structuring capacity, especially to support service reform, by the end of March. CCG with partners has recruited Portfolio Director to
oversee common transformation programmes, and will be creating a team to support his work.

31/01/2014
» CCG Priority 1 - Long-term
. . . - conditions
6. Our providers fail to provide efficient . - - » CSU re-procurement 21/03/14
. . X Chidgey, [ » * CCG Priority 2 - Paediatrics . . T -
and timely health services to the patients Mark 31/01/2014 A A A - CCG Priority 3 - Cost ED Action plan: High level of activity

and public of Stockport. 01/06/13

effectiveness
» CCG Priority 4 - Quality
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Ll Risk Directorate Source Nov 13 Dec 13 Jan 14 o L LZ i Affects: Events and Mitigating Actions

Down Lead Date Trend Trend

This remains on red. The improvement in ED access has not been sustained in December, although there is an improved position compared to the previous year. With regards to 18 week access, progress has
been made on addressing both the orthopaedic and ophthalmology issues.

31/01/2014
7. We fail to ensure that the CCG remains Jones, - . » Agreement of risk sharing across GM

= \within financial balance. Gary 31/01/2014 » |+ CCG Priarity 4 - Quality 280813 ?

For 13/14 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 14/15 our carry forward surplus has reduced further and is now red
rated (using NHSE methodology) as this is less than 0.5%

31/01/2014
* CCG Priority 1 - Long-term
conditions
. N . » CCG Priority 2 - Paediatrics + Publication of 2014/2015 Operating
e tsér-glg—g?scce fails to deliver its QuIPP gl;:/“r?(fr 31/01/2014 A ~ » » CCG Priority 3 - Cost Framework & local government
) 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.
31/01/2014
9. The CCG fails to meet its statuatory 012/(2)14%144 SIC from Internal Audit
duties for compliance (including those for Ryley, Tim 31/01/2014 1 - “ » » CCG Priority 4 - Quality

procurement). 6?/39?%)“3}1 guidance on procurement

The risk remains relatively low. However, there is considerable work required to complete the Information Governance toolkit by March 31st 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 level.

31/01/2014
10. The CCG fails to deliver its planned  Owen-
improvements to the health inequalities of Smith, 31/01/2014 A > » CCG Priority 5 - Prevention * JNSA refresh 01/03/14
the patients and public of Stockport. Vicci
Focus work on hypertension is expected to go on as planned during February and March.
31/01/2014

* CCG Priority 1 - Long-term

conditions

* CCG Priority 2 - Paediatrics

» CCG Priority 5 - Prevention
Limited CCG capacity is impacting on delivery. An individual has been identified by the Public Health Department to support this work and the plan will set out a programme of work. However, as yet this plan is

not finalised and implementation has not commenced.

11. The CCG fails to deliver its planned
improvements to the health literacy of the Ryley, Tim 31/01/2014 - »
patients and public of stockport

» Programme Board established 01/11/13

31/01/2014

http://perplus/pplusweb/HTMLTemp/QP635290978256875000/PrintPreview.htm?action=print&portrait=false&top=5&bottom=5&left=5&right=5 27/02/2014
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01/14 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.

M Ryan had sent her apologies.

02/14 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.

03/14 APPROVAL OF THE DRAFT MINUTES OF 11 DECEMBER 2013

It was agreed that the draft minutes of the meeting of NHS Stockport Clinical
Commissioning Group’s Governing Body held on 11 December 2013 be accepted
as a correct record of the meeting.

04/14 ACTIONS ARISING
The members reviewed the outstanding items.

040513: To provide an update on risk sharing arrangements across Greater
Manchester. G Jones informed the members that the CCG received a non-
recurrent transfer during month 10. This item can now be removed

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
continued their discussions on this topic and are closer to reaching agreement

030913: To provide the members with the root cause analysis and action plan for
emergency readmissions. M Chidgey informed the members that this is included in
today’s Quality Report. This item can now be removed

060913: To include the progress of the Health Economy Resilience Group in the
routine compliance reporting to the Governing Body. G Mullins updated the
members that this will be included routinely within the compliance section of the
Strategic Performance Report. This item can now be removed

021113: To look into the costs of becoming an Accredited Safe Haven: G Mullins
informed the members that she will provide an update on this within her Chief
Operating Officer's Update today. This item can now be removed





051113: To obtain clarification regarding the process at UHSMNHSFT for obtaining
psychiatric assessments: M Chidgey explained that, in addition to the previous
update he has provided in respect of UHSMNHSFT, he has also considered this
process at SNHSFT. He informed the members that at Stockport NHS Foundation
Trust if there is an urgent problem which requires a psychiatric assessment then a
psychiatrist based at the Trust should be able to undertake an assessment. This
item can now be removed from the list

011213: To invite the carer (from the December patient story) to get involved in the
production of a carer's pack for dementia. J ldoo updated the members that
several contacts have been made with the carer with the aim of involving her in the
production of an information pack. This item can now be removed

021213: To share with the chair the CQuIN dashboard: M Chidgey explained that
this is in today’s Quality Report. This item can now be removed

031213: To improve accessibility of documentation on the CCG’s website: J
Crombleholme updated the members that she is working on this issue with the
Head of Communications. This item can now be removed from this list

041213: To publish a summary of the Association Governing Group: R Gill updated
the members that the December summary has now been added to our website.
This item can now be removed from the list.

The Governing Body noted the updates.

05/14 NOTIFICATION OF ITEMS OF ANY OTHER BUSINESS

The Chair invited items of additional business; three items were requested by T
Stokes and one by J Greenough.

06/14 PATIENT STORY

The Governing Body watched a video of a Stockport resident talking about the
care provided to his wife from the time of her diagnosis with motor neurone
disease up until her end of life.

J Crombleholme welcomed to the meeting Mr Leigh and thanked him for agreeing
to share his story today.

J Pantall opened the discussion by asking if Occupational Health services are
included in the Hub and, if so, would it be supportive of such a situation going
forward. J ldoo explained that the work with the Hub is starting to illustrate the
additional needs of patients. She acknowledged that there are still issues
concerning adaptations and cited the example of some patients waiting up to three
or four months for wheelchairs. She added that this issue is being escalated.





G Mullins noted Mr Leigh’s reference to the teams’ reliance on ‘pieces of paper’
and explained that the new integrated teams are aiming to stop such referral
processes through the co-location of staff who will instead speak with each other.
She noted the issue regarding the waiting times for the orthotics and wheelchair
services and agreed that someone will look into these.

V Mehta informed the members that he has previously worked in the STAR team
and he explained the positive approach of discussing the patient as a team rather
than referring between the various disciplines. He added that the integration
programme is now beginning to consider lower frequency conditions.

T Stokes commented that he has two walking frames at home and suggested that
equipment should be reused. T Dafter explained that in some instances it is
actually cheaper for the equipment to be replaced rather than to have it
transported, checked and cleaned. J Idoo added that the physiotherapy
department at Stockport NHS Foundation Trust will take equipment for which
people no longer have a use.

G Mullins noted from the patient story the positive work being done by Remap and
agreed for this to be mentioned on the CCG’s website.

M Chidgey informed the members that the wheelchair service is currently being
reviewed and that we are aware of the issues concerning waiting times. He also
noted from the patient story the importance of the conversation between the
patient and the GP at the time of diagnosis; in this example the conversation was a
supportive one.

The Governing Body noted the current issues concerning waiting times for the
orthotics and wheelchairs services and that there are service reviews taking place.
They agreed for the Remap service to be mentioned on the CCG’s website.

J Crombleholme concluded the discussion by thanking Mr Leigh for giving his time
and explained that this has helped the members to see the issues from a different
perspective.

07/14 STRATEGIC PERFORMANCE REPORT

G Mullins presented the Strategic Performance Report. She informed the members
that the Demonstrator model is now being tested at scale; this started in January,
and she offered to report back in more detail at a later date.

She explained that this month’s report contains updates on some of the ‘winter
monies’ schemes. Some of these schemes are experiencing better utilisation than
others. There is work ongoing to improve utilisation across all of the schemes.

She explained that up until December 2013 the Foundation Trust had delivered
good performance against the four hour Emergency Department target but the
department experienced significant pressures during December 2013 and January
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2014 and has consequently failed the target for quarter 3. The quarter 4 target is
now looking challenging. The Foundation Trust is experiencing difficulties in
recruiting Emergency Department consultants. There has been a significant
amount of work carried out on reviewing the attendance data and on considering
how the system could be reformed.

The 18 week ‘referral to treatment’ target is also looking challenging largely as a
result of waiting times for orthopaedic and ophthalmic services.

There have been changes to the Head and Neck cancer pathway which has
impacted on performance against the 62 day waiting time target.

There is positive news regarding the Clostridium Difficile performance standard.

G Mullins concluded her update by explaining that there are some big reform
challenges facing us (as for our peer CCGs) and that we are in discussions with
the Area Team considering how to organise ourselves for these.

J Greenough started the discussions by noting the significant achievement of
having such a low staff sickness level. He also noted that some of the updates on
the delivery of the CCG’s business plan seem outdated. He then asked how the
CCG could encourage GPs to keep patients out of hospital.

V Mehta reminded the members the Governing Body has previously discussed
practice involvement following the poor turnout at the Annual General Meeting. He
explained that the last meeting of the LMC had been the best attended ever. He
stated that the referral management scheme now appears to be controlling the
volume of referrals. He also stated that there has been good take-up by the GPs to
the reviews of the cardiology and respiratory waiting lists. He reflected that he
considers that the motivation is there on the part of the GPs but that there are
capacity issues.

J Greenough asked for the position regarding follow-ups and V Mehta explained
that it is necessary first to look at the actual referrals and that following this step
the GPs can take responsibility for the patients’ ongoing care. G Mullins noted that
such levels of uptake by the GPs are very positive news.

R Gill reminded the members that the CCG has taken the approach of not having
any blanket screening of referrals but rather of introducing a ‘right first time’
philosophy and he suggested sharing this philosophy with the Foundation Trust.
J ldoo explained that the outpatient reform programme includes agreeing
outpatient standards with the consultants at the Foundation Trust; there is the
longer term aim of building up the patient to be an asset in their own care.

C Briggs supported J Greenough’s concerns because an approach of discharging
patients in bulk from follow-up processes could result in a higher level of
subsequent referrals. She suggested reviewing the support which is available to
general practice in terms of education and peer support. R Gill supported this





position and stated that the CCG’s aim is to do the right thing for patients which we
feel would also deliver a significant reduction in activity levels.

J Crombleholme asked what the patient would do following discharge if their
condition worsened. V Mehta suggested that if there are fewer patients on routine
follow-ups then there should be capacity in the system for entry straight back into
the Foundation Trust. J Crombleholme stated that this explanation makes her feel
relatively reassured.

G Mullins responded to two earlier points made by J Greenough. She explained
that in her monthly briefing to staff she will pass on the positive remarks made
regarding staff sickness levels. She acknowledged that the CCG’s results
benchmark favourably against both the private and public sectors. She continued
that the lack of timeliness of some of the data within this report is due to not having
received a report in January and therefore this report is covering a two month
span.

J Pantall noted that the manager has now been appointed to the Hub. He stated
that baseline data for the service would be helpful and asked for an update on
seven day working. T Dafter explained that, for example, the social work service
will be moving to a seven day working week in about a month’s time. G Mullins
added that the district nursing service is already working seven days a week but
noted that there are some capacity issues with this team. There is work ongoing to
work up a seven day model of primary care.

J Crombleholme commented that there are significant challenges facing the CCG
concerning targets for IAPTs, 4 hour Emergency Department, and 18 week referral
to treatment. She noted that the update for strategic risk three on the Board
Assurance Framework is perhaps out-of-date considering the earlier comments
made, and asked if there are any further updates on the other strategic risks. G
Mullins drew the members’ attention to the deteriorating position for strategic risk
five and J Crombleholme noted that the CCG is required to reduce its operating
costs by £750,000 at the same time as delivering massive reform work.

R Gill added that, with regards to strategic risk six, there is work to be done by the
CCG to support the Foundation Trust to becoming more efficient, and he explained
that he will be touching on this in his update later this morning.

The Governing Body noted the contents of the Strategic Performance Report.

08/14 QUALITY REPORT

M Chidgey presented the monthly Quality Report and asked the members if they
had any questions.

J Greenough asked if the Patient Reference Groups have raised the issues
regarding the performance of Arriva transport for PTS. M Chidgey explained that
the lead commissioners for this service are NHS Blackpool CCG; they have
acknowledged the performance issues and as a consequence have established a
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local performance group which includes representation from Healthwatch. V Mehta
added that some patients at his practice have been raising the issue individually.

J Greenough suggested that the performance by the provider is so poor that the
Governing Body should remain sighted of the issue. He asked if this poor
performance is being experienced solely by Stockport patients and M Chidgey
explained that it is being experienced across the whole of Greater Manchester.

J Crombleholme commented that she was present at a meeting of the Quality and
Provider Management Committee when the lead commissioner was brought in to
provide an update and added that the data is very clear. M Chidgey reminded the
members that the service provides transport to routine appointments and not to
urgent ones, and concluded by stating that the patient experience of this service is
very poor.

T Ryley asked the duration of the contract and how Arriva’s performance compares
against that of the previous provider. M Chidgey replied that Arriva’s performance
is poorer although they have suggested that the performance statistics cannot
fairly be compared as Arriva considers their data to reflect better recording; he
agreed to report back on the duration of the contract term.

R Gill noted the need to take a careful approach to procuring services including
conducting due diligence and then of having robust contract monitoring processes
in place. He suggested that the CCG considers the contracting options available to
it.

A Johnson noted in the Quality Report the information concerning two GP
practices and the phrase ‘there are a number of other practices being followed up
by this committee...” and asked the members if they felt assured by this. V Mehta
responded that this information has been included within the report to illustrate
some of the issues being experienced with general practice. He explained that the
Primary Care Quality Group meets quarterly to review issues and to consider how
to resolve these. This work includes reviewing the practices with the locality chairs
and managers and aims to link into the work of the Area Team. He concluded by
stating that there are approximately ten practices with which there are concerns.

A Johnson commented that this is a significant proportion of practices and C
Briggs asked the nature of the issues. V Mehta explained that they are concerns
such as workforce issues and patient complaints.

G Mullins reminded the members that the Area Team have the responsibility of
monitoring the performance of general practice whilst the CCG is responsible for
the area of quality improvement. She acknowledged that there is a degree of
overlap between these two areas and informed the members that she has this
week discussed this issue with the Area Team.

J Greenough stated that he welcomes this information on general practice and
asked also for data concerning access.





V Mehta updated the Governing Body by explaining that by the end of April 2014
the GP practices will be including patient surveys on their websites and will then be
analysing the results.

C Briggs noted the significant progress made to date on the area of pressure
ulcers and commented that this has been brought about by a health economy
approach to the issue.

J Greenough welcomed the analysis of the complaints data and stated that he
would welcome more detail. T Ryley suggested that such detail could be brought to
the Governing Body annually reflecting the small volume of complaints received by
the CCG. J Crombleholme supported this suggestion providing that the themes
coming out of the analysis are providing consistent messages. G Mullins agreed to
follow up on this request.

M Chidgey informed the members that his team are reviewing the quality of the
Quality Report.

M Chidgey provided an update on the area of readmissions. He explained that the
CCG is taking the approach of viewing any readmission as a failure in care to that
patient. He told the members that there has been a series of clinical audits looking
at areas such as access to urgent surgery, the quality of community services, and
the quality of end of life care. He stated that under the payment regime they are
working to set aside an improvement fund for the economy; an example of this is
£1M for the enhanced primary care scheme, and funds for patient self-
management of long-term conditions.

J Greenough asked how the CCG benchmarks against the national average and M
Chidgey replied that Stockport benchmarks as high for readmissions.

The Governing Body noted the content of the Quality Report.

09/14 FINANCE REPORT

G Jones presented the month 9 Finance Report. He informed the members that
performance to date is broadly in line with the plan. He advised that since 1 April
2013 the CCG has lost £15m of allocation to other commissioners and, whilst there
is now some closure to this issue, there is the requirement to determine if the CCG
has also transferred an equivalent amount of cost.

He provided an update on the previously-mentioned issue concerning Specialist
Commissioning by informing the members that during month 9 the CCG received
an allocation of £819k in respect of East Cheshire Specialist Commissioning. This
issue still poses a recurrent challenge to the CCG.

G Jones informed the members that the CCG has been notified by NHS England

of a reduction to its maximum cash drawdown (MCD). This is an issue for all CCGs
across the country. Since the production of today’s Finance Report we have been
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informed by NHS England of a small increase to our MCD limit which should now
make the situation manageable.

J Crombleholme noted that in all her time working in the NHS she has never before
been aware of such an issue concerning MCD. G Jones agreed that in his
experience this is the first time it has occurred. A Johnson added that, regarding
payments to general practice, the practices have been informed that it is not
guaranteed that they will be paid upfront during quarter 1 as is usual. J
Crombleholme noted that this could have a detrimental impact on member
engagement, and R Gill concurred with this by explaining that some practices may
be unable to pay staff at the end of the month without resorting to taking out bank
loans.

J Pantall suggested encouraging the practices to submit any invoices to the local
authority in a timely manner to support prompter payment which might help with
cash flow.

G Jones concluded by explaining that he may at a future meeting be asking the
Governing Body to make arrangements to accommodate the approval of the
annual accounts. J Crombleholme suggested awaiting the guidance due from NHS
England on this matter.

The Governing Body noted the financial position as at month 9 and the forecast
2013/14 end of year position.

10/14 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 is next
meeting on 26 February. He mentioned that he had attended a walkaround of the
Emergency Department at Stockport NHS Foundation Trust with the other Locality
Council Committee Chairs and had found that very useful.

A Johnson reminded the Governing Body that the papers for today’s meeting
included the minutes from the October meeting of the Marple and Werneth Locality
Council Committee. He explained that the meeting had included a review of the
TIA pathway. There had been a subsequent meeting last week and this had
benefited from good attendance. He had received feedback from his members that
they were not aware of the ‘plan on a page’. The meeting had also included peer
review of dermatology referrals. The members had appreciated A Johnson’s
update from the Governing Body meeting. The meeting had established that most
of the members did not understand what the locality hub is about; to improve
awareness of the hub J Idoo had attended the meeting to provide an update.

J Pantall asked the chairs how they are receiving the views of the Patient
Reference Groups. V Mehta explained that the patient participation survey will be a
key mechanism for doing this.
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P Carne informed the members that the Cheadle and Bramhall Locality Council
Committee is meeting next week. He stated that he was surprised that there is not
a high degree of awareness amongst his members of initiatives such as the
pathfinder scheme. He agreed that the walkaround at the Emergency Department
had been informative including observing the good use of IT within the department.
He concluded by informing the Governing Body that the meeting regarding Viaduct
Health had been well attended and that Stockport practices outside of Cheadle and
Bramhall have expressed interest in signing up.

A Aldabbagh updated the members that his Locality Council Committee had last
met in November. He had received good feedback following this meeting as the
members had found it positive to come together to support each other. There have
been concerns voiced regarding the care plans and these have been fed back to
the CCG,; J Idoo has agreed to attend his next meeting to lead a discussion on how
to use these care plans more constructively.

V Mehta added that there is a new Vice-chair of the Stepping Hill and Victoria
locality (Adam Firth) and explained that this is showing that the members are keen
to become more involved. P Carne agreed that there is the general feeling that the
members are currently more engaged.

The Governing Body noted the updates from the Locality Council Committee
chairs.

11/14 REPORT OF THE CHAIR
J Crombleholme provided the following updates to the Governing Body:

- She has written to the four local MPs stating her support for the Smoke Free
Action Coalition’s and ASH’s ban on smoking in cars where children are
present. She stated that she hoped the members supported her in this

- The Health and Wellbeing Integrated Commissioning Board met three
weeks ago and at this meeting J Crombleholme was asked to chair the
board; she agreed to do so

- Earlier today J Crombleholme took receipt of a petition from Stockport NHS
Watch. The petition concerns the CCG’s local enhanced services. The chair
explained that the matter will be brought formally to the next meeting of the
Governing Body. She did however note from the petition the strong vote of
confidence in the services delivered by Stockport GPs

- Before today’s meeting there had been a Part Two (private) meeting of the
Governing Body. This meeting had considered an early draft of next year's
annual plan ahead of this being presented in the Part One meeting next
month. There was also a report from the Healthier Together programme
which was discussed in private as the Healthier Together team have not yet
put this specific information into the public domain. There was also a report
on transforming unscheduled care at Stockport NHS Foundation Trust and,
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again, this was discussed in private as the Foundation Trust have not yet
published this information.

The chair also provided an update from the Patient Panel meeting of 29 January

2014:

The Patient Panel noted how tight the funding will be over the coming years
and agreed that the Governing Body will need to make some tough
decisions going forward

The Panel supported more integrated working with the local authority but felt
that the council should not use their new Public Health budget to cover the
council’s own funding shortfalls as this could have a major impact on the
NHS budget

The Panel felt that reducing unplanned hospital admissions must be a
priority for the CCG to keep within budget

The Panel agreed that follow-ups should be reduced (where clinically
appropriate) as long as assurances are in place that patients can get back
into the system quickly when necessary

The Panel felt strongly that investments should be made in primary care
access.

The Governing Body noted the updates by the chair and supported the proposed
ban on smoking in cars where children are present.

12/14 REPORT OF THE CHIEF CLINICAL OFFICER

R Gill provided the following updates to the Governing Body:

He has attended a meeting of the mental health carers and has noted the
amount of unrecognised work done by this group. He has invited them to be
interviewed for a future patient story

The CCG will be submitting a bid for some of the Prime Minister’s Challenge
Fund. This is a £500m pot of money which can be drawn on to change
radically the shape of primary care. He agreed to update the Governing
Body on the outcome of this bid in due course

The south sector work is progressing. The concept has been agreed with
the CCGs and hospitals all being keen on working together. They are
considering both primary care and care delivered in hospital. The
organisations will together be delivering the outcomes of the Healthier
Together programme

Contained within today’s papers is the latest summary from the Association
of Governing Groups. This meeting considered the funding and governance
of the Healthier Together programme. They also discussed the strategic
levy, and noted that next year a much smaller proportion will be pooled. The
figure of 0.3% has been recommended

In January 2014 the Healthier Together Committees in Common met in
public for the first time. This meeting discussed each locality’s process for
its ‘conversation’. The National Clinical Advisory Team have carried out an
assessment of the Healthier Together programme. They have concluded
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that from both a clinical and change management perspective it is the best
that they have seen. He hopes that the Governing Body receive some
assurance from this opinion.

J Pantall asked R Gill if he feels that the organisations within our sector are
operating within silos. R Gill explained that the governance processes have now
been established to prevent this happening and these have identified a gap
regarding programme management. The partners have therefore agreed to set up
a programme management office to oversee the linkages between primary care,
social care and out of hospital services.

V Mehta noted the requirement within the primary care strategy to ratchet up our
activity to support this sector work.

T Stokes asked about the recent proposals for the reconfiguration of cancer
services. R Gill replied that these services are commissioned under specialist
commissioning arrangements and not by the CCG. He confirmed that any local
service reconfiguration would include proper consultation.

The Governing Body noted the updates from the Chief Clinical Officer.

13/14 REPORT OF THE CHIEF OPERATING OFFICER
G Mullins provided the following updates to the members:

- The CCG is required to reduce its running costs by £775,000 over the next
twelve months. To support this work the CCG is reviewing the services
which it commissions from the Greater Manchester Commissioning Support
Unit. This review will include the option of bringing some services back in
house if that proves to be beneficial. She offered to report back to the
members at a later date including the arrangements for ensuring the staff
capacity to deliver significant service reform. This review will also include
the requirements for becoming an Accredited Safe Haven for holding patient
data

- The outcomes from the CCG’s second checkpoint meeting with the Area
Team are now on our website. The third meeting is being held next week
and G Mullins offered to report back to the members at the next Governing
Body meeting. She explained that the fourth checkpoint meeting requires
involvement by the public and so she will be writing to Healthwatch.

J Crombleholme asked if the CCG could provide the Accredited Safe Haven
service for other CCGs as a means of reducing or sharing costs. M Chidgey
responded that such an arrangement would require a further level of accreditation
and questioned the benefits to a peer CCG of choosing NHS Stockport above their
current third party provider.

The Governing Body noted the updates.
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14/14 CLINICAL POLICY COMMITTEE REPORT

V Owen-Smith presented the update from the Clinical Policy Committee and
informed the members of the following key points:

- The costing summary for the year has been adjusted to £634,831 to include
the costing implications of TA 301: Flucinolone acetonide intravitreal implant
for treating chronic diabetic macular oedema

- The committee agreed to adopt the guidance from the Greater Manchester
Medicines Management Group regarding Adalimumab or Infliximab for the
treatment of refractory adult uveitis

- The committee agreed to add to the blacklist intra-articular hyaluronans —
sodium hyaluronate for osteoarthritis of the knee and intrinsa patches for the
treatment of hypoactive sexual desire

- The committee discussed the responsibility for providing assurance on
compliance with NICE Public Health guidance and agreed that this is the
role of the local authority.

The Governing Body noted the new policies, noted the costing implication of
Technical Appraisal 301, and received the minutes of the Clinical Policy
Committee of 22 January 2014.

15/14 DIRECTOR OF PUBLIC HEALTH ANNUAL REPORT

V Owen-Smith presented the Annual Report of the Director of Public Health. She
asked the members to note the content of the report and to request that the
management team prepare a formal response to the recommendations for health.
She informed the members that the recent planning discussions have started to
take account of these recommendations.

She provided for the Governing Body some detail concerning the new initiative for
improving blood pressure monitoring for the people of Stockport. She explained
that there are stations being set up where a person could take a reading of their
own blood pressure and that the results would track back to their GP practice. She
suggested that the members might take up the challenge to ensure their
awareness of their own blood pressure by the time of the March meeting.

P Carne asked the mechanism for the blood pressure reading tracking back to the
practice. V Owen-Smith explained that initially this would be by means of a
spreadsheet from the provider to the practice; the process places a responsibility
onto the person to take the piece of paper along to their practice. P Carne
expressed support for the initiative by stating that it is often the ‘hard to reach’
people who are not aware of their blood pressure and that this should help to
improve on this. A Johnson noted a governance aspect to the initiative and
reminded the members that it is important how the blood pressure reading is taken.
V Owen-Smith suggested that she and A Johnson discussed this further outside of
the meeting. R Gill observed that this could be an effective step in addressing
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some of the local health inequalities. He continued that the CCG would wish to
encourage people to monitor their own blood pressure at home.

J Pantall informed the members that the Director of Public Health had attended the
Stockport Metropolitan Borough Council’s executive team meeting last night to
present this report, and the local authority have agreed to consider the
recommendations and to respond by the end of March.

A Johnson explained that he agrees with the sentiments within this report but
suggested that a significant aspect is the public’'s awareness of and usage of local
health services and he asked if such educational work is within the remit of the
Director of Public Health. R Gill replied that work is starting on the health literacy
work stream and that this is joint work between the CCG and the local authority
including its Public Health directorate. He added that this work will support the
Healthier Together work regarding the ‘deal’ to be offered to the public of what
services will be provided by health and social care as well as outlining the public’s
own responsibilities.

The Governing Body noted the contents of the report and requested that the
management team formally responds to the recommendations for health.

16/14 DRAFT BETTER CARE FUND

G Mullins provided for the Governing Body a verbal update on the status of the
Better Care Fund work. She explained that there is the requirement to describe
what outcomes will be delivered through the use of these funds and therefore it
has a direct link in to our annual plan. She explained that for 2015/16 the CCG will
make a transfer of £20m to the local authority under this arrangement. She offered
to circulate to the members the narrative which supports this work.

G Mullins concluded by asking the Governing Body to delegate authority to the
Chair to approve the Better Care Fund proposal due to the deadline being 14
February 2014.

T Dafter explained that the work is still at the ‘first draft’ stage; it is now for NHS
England to review and to check for alignment between this and the CCG’s annual
plans. He added that this Better Care Fund plan will be subject to independent
review and assessment.

J Pantall updated the members by explaining that he is the signatory on the
proposal which is to be submitted on Friday. He stated that, in terms of drafting the
outcomes, the local authority has emphasised the requirement for social care and
health to work together on these. T Dafter added that it had been helpful that,
when the local authority came to draw up their targets, they were already aware of
the CCG’s own targets. G Mullins noted that this is a positive consequence of the
local authority’s and CCG'’s joint working.
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The Governing Body noted the update on the proposal for the Better Care Fund
and delegated authority to the Chair to approve on behalf of the CCG.

17/14 STRATEGIC OUTLINE CASE FOR INTEGRATING HEALTH AND SOCIAL
CARE RECORDS

P Fleming, Associate Director of IM&T, introduced himself to the Governing Body.
He presented a report outlining the strategic and economic case for the integration
of health and social care records. He explained that the report contains an options
appraisal and requests approval by the members to proceed to the development of
a full business case.

J Greenough opened the discussion by explaining that he is supportive of what he
is trying to do. He asked what other CCGs are doing regarding this and if the
national programme is still progressing.

P Fleming replied that the national programme failed and that one reason for this
was that a ‘one size fits all’ approach was not appropriate. He explained that there
is the momentum to deliver such a programme across Greater Manchester after
allowing exemplar sites such as Stockport to progress ahead.

J Pantall asked P Fleming’'s view of any obstacles which might need to be
overcome. P Fleming responded that he would not wish to underplay the change
management challenge which lies ahead and added that the approach will need to
be as inclusive as possible. J Crombleholme asked if there are any national
barriers and P Fleming explained that there are no barriers from NHS England and
that the CCG is being encouraged to connect all of our local suppliers.

T Dafter noted the opportunity within the Better Care Fund initiative for better
integration of systems and, for example, the use of the NHS number. He continued
that there is a cultural aspect to this work as some processes and people are more
dependent upon paper transactions than upon IT. He explained that there are IT
governance issues such as third sector providers not being able to access
personal identifiable data as they do not have the necessary level of information
governance accreditation.

A Johnson reflected on the Connecting for Health debacle saying it had led to
providers fighting over bids for different sums of money. He expressed his support
for option three in the report. He added that this should be on the proviso of costs
being shared across the economy. P Fleming explained that a subsequent full
business case would provide more detail on the budgets.

P Carne asked the budgetary implications of being an exemplar site and G Jones
explained that there is the offer of some funding to support this work.

A Aldabbagh noted that he has received feedback from his practice’s Patient
Reference Group expressing concern with the integrated care record and he
suggested there is a clear need to bring patients and the public ‘on board’ with this
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idea. T Ryley responded that the recent Patient Panel survey had identified this
work as a key priority; he acknowledged that this was after the panel had received
an explanation of the initiative. T Ryley continued that there is the requirement of
senior buy-in by our partners, and that the CCG’s plans clearly show the need for
the CCG to invest in this technology and in the change process.

S Johari asked if there had been any involvement by less technically-able people
and P Fleming explained that a full range of users will be involved in the project. S
Johari asked if there is the risk that some practices might not be able to cope with
the technology and P Fleming replied that this would be addressed through pilots.
He hoped that the technological barriers would be minimal.

J Crombleholme asked if the hardware requirements have yet been identified such
as handheld devices for the district nurses and P Fleming replied that he is
currently looking into this.

The Governing Body supported the development of a full business case for option
three.

18/14 ANY OTHER BUSINESS
There were four items of additional business.

J Greenough informed the members that there had been an extraordinary meeting
of the Remuneration Committee held before today’s Governing Body meeting. This
meeting had considered a revised set of Terms of Reference for the committee
and are recommending these to the Governing Body. J Greenough tabled a report
setting these out.

He explained that the main reason for amending the Terms of Reference is that
NHS England are refusing to approve the CCG’s revised Constitution until the
Remuneration Committee’s Terms of Reference are brought into line with national
guidance by having only members of the Governing Body as its membership.

He expressed disappointment that NHS England have not been supportive of the
CCG'’s approach of being more open regarding the workings of the Remuneration
Committee and he asked that this be conveyed in a letter to Sir David Nicholson,
Chief Executive of NHS England.

The Governing Body approved the revised Terms of Reference and resolved to
write to NHS England regarding the national guidance for Remuneration
Committee membership.

A ALDABBAGH LEFT AT 12.30

T Stokes asked the number of patients in Stockport who are currently waiting
longer than 18 weeks for their treatment. M Chidgey replied that this is currently
187 patients. This figure has reduced by 90 since November 2013. He explained
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that the reason for the delay in ophthalmology has been due to vacancies in that
department. The department is now fully staffed and we hope to see an
improvement in the position. He added that there are also delays for orthopaedic
patients. There has been an increase in referrals to the Foundation Trust (although
the overall volume of referrals has remained level) as a consequence of patient
choice and M Chidgey explained that patients are made aware of the timescales at
the point of exercising their choice. He added that in terms of reducing waiting lists
the CCG is promoting referral processes and reviews within primary care and also
is working with providers to ensure that access times are met.

T Stokes asked if there is any age restrictions placed on surgery by the CCG and
M Chidgey replied that the CCG imposes no such age restrictions.

T Stokes informed the members that Healthwatch has received feedback that
many aspects of catheter care are being carried out at the hospital which could be
carried out in the community; he asked if the CCG has considered this. R Gill
stated that more people are catheterised than need to be and agreed that the
management of catheter-related issues lends itself well to being managed in a
primary or community care setting. He suggested that the CCG looks for
improvement in these processes through its integration work.

The Governing Body noted these updates.
J Crombleholme invited questions from the members of the public.

1 Will the Healthier Together conversation include both the workforces from health
and social care?

R Gill replied that the consultation will include staff from the acute providers, from
social care, from community services and from the CCG. He explained that the
CCG’s Head of Compliance is coordinating this.

2 |Is the document ‘strategic and economic case for integrating health and care
records’ available on your website?

P Pallister replied that this document is available within the papers for today’'s
meeting.

3 Has the CCG responded to the letter sent by T Tallis, chair of Stockport NHS
Watch?

J Crombleholme explained that she has only recently received this letter and will
be responding shortly.

4 | have written to the chair of the Healthier Together Committees in Common

regarding clause 118 of the Care Bill; | would be interested in hearing the CCG’s
response to my concern that this clause would diminish the powers of the CCG.
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J Crombleholme acknowledged that she has received an email regarding this but
had not yet had the time to consider it.

5 Before today’s meeting | handed a petition from Stockport NHS Watch to the
Chair and to the Chief Clinical Officer; | am interested to know what will happen
next. The petition was in part prompted by comments reported from the chair of the
LMC and from one of your clinical directors.

J Crombleholme explained that, in accordance with the CCG’s Constitution, there
will be a formal response at next month’s meeting of the Governing Body.

19/14 DATE, TIME AND VENUE OF THE NEXT MEETING

The next meeting of the NHS Stockport Clinical Commissioning Group Governing

Body will take place at 11.00 on 12 March 2014 at the Cheadle Sports Club, 225
Kingsway, Cheadle, Cheshire, SK8 1LA.

THE GOVERNING BODY MEETING CLOSED AT 12.40.
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Executive Summary

What decisions do you require of the Governing Body?

This report requests that authority be delegated from the Governing Body to
the Chair and Chief Clinical Officer to be able to sign a new section 75
agreement with Stockport Metropolitan Borough Council for 2014/15.

Please detail the key points of this report

This report briefly sets out the background to the existing section 75
agreement between NHS Stockport CCG and Stockport Metropolitan
Borough Council.

The report proposes that the existing arrangements be extended for a
further period of twelve months.

What are the likely impacts and/or implications?

The renewed section 75 agreement will support the joint working between
the CCG and the local authority.

How does this link to the Annual Business Plan?

The section 75 agreement is a key mechanism for delivering part of our
annual plans.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

This section 75 agreement has been referenced in previous discussions by
the members concerning the CCG’s future intentions.

Clinical Executive Sponsor: Ranjit Gill

Presented by: Gaynor Mullins

Meeting Date: 12 March 2014

Agenda item: 13
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Chief Operating Officer update

Purpose

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

Section 75 arrangements

The initial section 75 agreement was signed between NHS Stockport
Primary Care Trust and Stockport Metropolitan Borough Council on 1
April 2009. This facilitated the joint commissioning of a range of
services for adults and children and young people.

Since 2010 there have been a number of developments in relation to
the original agreement including the creation of new pooled funds for
non-acute services for adults, for mental health services, and three
new pools for children’s and young people’s services.

In addition monies have been transferred to SMBC’s Adult Social Care
directorate to invest in social care services to benefit health. There has
also been agreement reached on the requirement to provide additional
investment for the Learning Disabilities pooled budget.

Governance

The Health and Wellbeing Integrated Commissioning Board was set up
in 2009 to provide leadership for the commissioning for health and
wellbeing in Stockport within the strategies, plans, and budgets of both
partners. The HWICM provides overall governance of the section 75
agreement including the deployment, administration and management
of the pooled resources. This Board has continued and is now Chaired
by Jane Crombleholme.

Proposal

It is proposed that the agreement be rolled over for a further twelve
months.

We will discuss with the Local Authority whether the pooled funds
should be increased in 2014/15 as a result of the Better Care Fund
initiative ( £1,070,000).





5.0 Action requested of the Governing Body

5.1 The Governing Body is asked to delegate authority to the Chair and to
the Chief Clinical Officer to effect this extension to the existing section

75 agreement.

Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

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

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 & n/a
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
n/a
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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

There is no statistically significant change in most areas that we are tracking, however there has been some reduction in admissions and there are still some
areas performing below planned levels.
We are on track to meet our mandatory training traget by the end of March.

What are the likely impacts and /or implications?

N/A

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

Clinical Executive Sponsor: Dr Ranjit Gill

Presented by: Gaynor Mullins

Meeting date: 12 March 2014

Agenda item:

Reason for being in Part 2 (if applicable)

N/A






Executive Report

Strategic Priority One

Adult non-elective admissions are up, albeit not statistically significantly. Emergency admissions have significantly increased, but A&E attendances
are down for the year. The Governing Body discussed this at the last meeting, and the work underway in the Urgent Care Working Group to
address this. The proportion of people feeling supported to manage their condition is 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.

We will continue to maintain focus on programmes to reform the Unscheduled Care System and primary and community anticipatory care.
Strategic Priority Two

There is no statistically proven change in paediatric admissions in areas that we are tracking in particular, but overall there has been a drop in
numbers of paediatric admissions across this year compared to last. This programme of work continues and further work is being undertaken to
implement the new Community Nursing pathway.

Strategic Priority Three

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. However, there is some evidence of GP referrals position starting to come more in line with plan, although this
will need to be tracked over a longer time period to be certain. There has been significant work in this area, including the implementation of referral

co-ordinators at practice level and peer review of referrals. Feedback on this has been very positive.

Outpatient performance on contracts is above plan, additional factors are changes in recording by SFT (no payment in 13/14) and the impact of
cancer awareness campaigns.

We are ensuring the focus on change programmes continues especially follow-ups and referral management.





Strategic Priority Four

As reported last month, A&E Performance, 18 weeks (in Orthopaedics and Ophthalmology), Cancer (The Head and Neck Pathway) and IAPT are
all below planned levels. However, improvements in Clostridium Difficile have been maintained and the Friends and Family Test reporting is now
meeting the required standards.

We are working with Stockport NHS Foundation Trust to address the issues that have arisen:-

Orthopaedics is being addressed with SFT and Care UK.

Ophthalmology, SFT have now addressed the capacity issues

An IAPT performance review is underway with Pennine Care but is not yet resolved.

Strategic Priority Five

Flu uptake and Health Checks are still performing strongly. The plans for 2014/15 include a broader focus on prevention.

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 and will include more change management resource in the 2014-15 budget to address delivery

DBRS checks are all complete and we are on track to meet our mandatory training targets by the end of March.





NHS Stockport CCG Strategic Performance Scorecard

Strategic Aim Indicator Position Change Source Scorecard / Assurance

. 1 Adult admissions (ACS, Acute, Non-elective, Emergency) mm) |Local - Urgent Care / Area Team Health Outcomes 283
1. Transform the experience
: 2 Adult A&E attendances Local - Urgent Care / Area Team Constitution

and care of adults with long- — — -
e nalons 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 most areas our performance is worse than plan. Adult non-elective admissions are up albeit not statistically Executive Action:
significantly. Emergency admissions have significantly increased, but A&E attendances are down for the year and at last Continue to maintain focus on programmes to reform Unscheduled
report proportion of people feeling supported to manage condition was much improved. Care System and primary & community anticipatory care.

Impact: The transformation of the system is not yet evident though with exception of emergency readmissions rate of growth
is slowing. We will not achieve quality premium payment for emergency admissions or emergency readmissions, but will for
people feeling supported. Over performance of contracts.

Strategic Aim Indicator Position Change Source Scorecard / Assurance
I [T (R EGE TR R G IERI 5 Unplanned hospitalisation for asthma, diabetes, epilepsy in <19's ) Local - Urgent Care / Area Team Health Outcomes 2
1 (o JETo O] XL TERWT GG e BT ) 6 Emergency admissions for children with lower respiratory track infection ) |Local - Urgent Care / Area Team Health Outcomes 3
conditions and mental health Progress of related change programmes Local - Programme Scorecard / Gap

needs

Issues: There is no statistically proven change in paediatric admissions in areas that we are tracking in particular, but overall Executive Action: Further work being undertaken to implement new
there has been a drop in numbers of paediatric admissions across this year compared to last. The work programme being Community Nursing pathway

undertaken is continuing.

Impact: The Quality Premium composite measure for admissions will not be achieved this year.

Strategic Aim Indicator Position Change Source Scorecard / Assurance
.. 7 Outpatient Activity (Follow-ups, GP First's - Local - Cost Effectiveness A / Area Team Finance
3. Increase the clinical cost p, : ,y( P )
. . 8 Elective Admissions ‘ Local - Cost Effectiveness B / Area Team Finance
effectiveness of elective —
. 9 Prescribing Spend Local - Cost Effectiveness C / Area team Finance
treatment and prescribing
Progress of related change programmes ‘ ) |Local - Programme scorecard / Gap
Issues: There is no statistically significant change in most areas that we are following which would indicate either Executive Action:
deteriorating performance or the significant system reform required. There is some evidence of GP referrals position starting Ensure focus on change programmes continues especially follow-ups
to come more in line with plan, but it is too early to be certain. and referral management

Impact: There remains over performance on contracts

NHS Stockport CCG Strategic Performance Report - June 2013






Strategic Aim Indicator Position Change Source Scorecard / Assurance

G [T TGl R GERCET AR LA 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'
STV TEER R TG AV R OB 12 Patient Experience and Satisfaction Local - Patient Experience (UD) /CCG Quality Committee}
national expectations 13 Primary Care Quality NHS England - Primary Care scorecard / Area Team

Progress of related change programmes ) || ocal - Programme scorecard / Gap

Issues: A&E Performance, 18 weeks, Cancer and IAPT all below expectation. 18 weeks due to backlog issues. Cancer due Executive Action:

to changes in Head and Neck pathway. Improvements in Clostridium Difficile maintained. Friends and Family Test reporting  Continued work with the Foundation Trust in particular to address the
now meeting required standards. issues that have arisen.

Impact: Continued pressure from NHS England particularly on A&E. Loss of 255 of quality premium. If cancer and 18 weeks

do not improve there is a risk of Iosing another 50% of Quality Premium.

Strategic Aim Indicator Position Change Source Scorecard / Assurance

14 Potential years of life lost from causes amenable to healthcare m) (NHS England - Health Outcomes 1/ Area Team
15 Uptake of Health Checks B |Local Indicator - Health Wellbeing (UD) / HWB Board
16 Health Inequalities Gap =) | ocal 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. Flu uptake and Health Checks still  Executive Action:
performing strongly, Consider broader focus on prevention in this years planning
Impact: PYLL and Health Check element of Quality Premium still on track to be achieved. round.
Indicator Position Change Source Scorecard / Assurance
Finance A Forecast Position ) |Local - Finance Report Forecast - Audit Committee
B Overall Financial Performance & Management m) (NHS England - Financial Performance - Area Team
Organisational Capability C Workforce Capacity =) || ocal CSU - workforce review (UD) - Gap
D Capability & Development Local - OD (UD) - Gap
E Statutory Compliance Local - Compliance Dashboard - Gap

Issues: Still concerns around QIPP non-delivery but will not affect our statutory duty. As near end of month some issues still Executive Action:
on mandatory training and DBRS checks that need resolving. Capacity and capability of the organisation and CSU still not Review organisational structure and include more change

adequate to deliver transformation at scale and pace required. management resource in 2014-15 budget. Decisions on CSU
Impact: No significant impact on statutory duties, but impact on transformation. 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 Phase 1 Demonstrator locality hub went live on 20/01/14, some staff groups are aligned within teh
anticipation and management of M&W locality furtherdevelopment work is ongoing. The model of care and the complex care
long-term and complex conditions pathway has been agreed. Guidelines for operationalising the complex care pathway are in place
among adults with a locality Multi-disciplinary Group (MDG) operational in M&W and proposals for the
development of practice based meetings for complex care are in the process of being agreed.
Additional Primary Care mm)|All practices are now signed up to this service and production of care plans has commenced
Enhanced Primary Care : All practices now signed up and areement with Area Team now secured

Specialist Community Services:
IV Therapy Service The service averaged 40 patients/month from September to December. This represents 60% 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 Briefing paper submitted for directors meeting- awaiting feedback.

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 anaylsis of current
delivery and provison.Proposals for future delivery will be aligned to the complex care pathway
within the Integration of Health & Social Care Programme.

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
nerformance remains the recriitment of sufficient FD consultants

2. Improve the care of children and Paediatric Pathway Review . Draft service specifiation for acute and chronic health needs has been produced
adolescents

Guidance for GPs on 'Bronchiolitis at Home' and 'Managemnt of Gastroenteritis' based on NICE have
been produced

Joint work on asthma management (primary, community and secondary care) currently underway
Masterclass planned for November on mangement of acute paediatrics






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

Enhanced Primary Care
(Paediatrics)

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

-

The Referral Management scheme is fully operational and area business managers are working with
individual practices who have been identified as highest referrers in each locality. The LMC have fully
endorsed the Referral Management Specification.

Follow-ups

The final report has been submitted to the OP Programme Board. The recommendations in the
report are being taken forward to the relevant business group within SFT. The Board have requested
the business group respond to each recommendation within the report.

Enhanced Primary Care 3 -
Clostridium Difficile

Audit in place and ongoing now to the end of the year.

Complete IAPT roll-out

There has been some delay with the recruitment of recurrent and non-recurrent therapists which
has had some impact on the delivery of targets set to the providers. A detailed report will be
presented to the Quality and Management Committee.

Duty to Promote Quality in
Primary Care

Primary Care Quality Committee established. Active support being offered to one practice who is not
currently performing well and another that is struggling due to partnership problems causing
financial difficulties.

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 Feb 14 Strategic Performance Report

Indicator performance 2013/14 (for Data  CCG Assurance
. incomplete quarters, quarter performance to the latest monthis ~ OPerational ey Collection Reporting
Indicator Standard Threshold Frequency period Data Source Basis Comments

Currentlv complete to November2013)
Quarter 1 Quarter 2 Quarter 3 | Quarter 4

Referral To Treatment waiting times for non-urgent consultant-led treatment

RTT collection,

Admitted pati to start tr within a i of 18 weeks from referral @ 93.1% |@ 923% |@® 90.5% 90% 85% Monthly | Quarter actual Unify2 Commissioner
. . L . RTT collection, o
Non-admitted patients to start treatment within a maximum of 18 weeks from referral @ 97.2% |@ 96.9% |@ 96.2% 95% 90% Monthly | Quarter actual Z:‘;; % | commissioner
Patients on incomplete non-emergency pathways (yet to start treatment) should have i
: p ‘gency p: ys (v ) @ 96.1% |@ 953% |® 946% 92% 87% Monthly | Quarter actual| " ©1EHON ¢ missioner
waited no more than 18 weeks from referral Unify4
. - p Lastmonthin |  RTT collection, .
Number of patients waiting more than 52 weeks @ 0 @ 0 /AN 4 0 10 Monthly the quarter Unifys Commissioner
Diagnostic test waiting times
. . . . . Diagnostics
Patients waiting for a diagnostic test should have been waiting less than 6 weeks from
& 8 e @ 99.8% |® 100.0% |@ 100.0% 99% 94% Monthly | Quarter actual | collection (DM01), | Commissioner
referral Unify2
A&E waits
Patients should be admitted, transferred or discharged within 4 hours of their arrival at an Quarter actual Data not collected on a commissioner basis. | Our running data is for SUS
! & A\ 93.7% |@ 93.9% |@ 95.5% 95% 90% Weekly  |Quarter actual | SitReps collection, | Provider | Provider data mapped to CCGs using weights | Monthly view of all CCG
ASE department Unify2 derived from AGE HES. Patients
Cancer waits — 2 week wait
Maximum two-week wait for first outpatient appointment for patients referred urgentl i
P PP p MY 1@ 953% @ 96.2% |@ 96.5% 93% 88% Monthly | Quarteractual| ~ C2MCeT WA | o missioner

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

) N 95.5% 94.4% 96.6% 93% 88% Monthly | Quarter actual Commissioner
with breast symptoms (where cancer was not initially suspected) 6 |@ 5 |@ ° 5 ; database

Cancer waits — 31 days

Maximum one month (31-day) wait from diagnosis to first definitive treatment for all ® 976% |@ o9s9% |®@ 97.6% 96% 01% Monthly | Quarter actual Cancer waits Commissioner
cancers database

Maximum 31-day wait for subsequent treatment where that treatment is surgery @ 97.9% |@ 99.2% |® 100.0% 94% 89% Monthly | Quarter actual CZEZL:V:E"S Commissioner
Mammu!n 31-day wait for subsequent treatment where that treatment is an anti-cancer ® 1000% |® 1000% |@® 100.0% 98% 93% Monthly | Quarter actual Cancer waits Commissioner
drug regimen database

M:zu:r:‘um 31-day wait for subsequent treatment where the treatment is a course of ® 1000% |® 1000% |® 100.0% 94% 9% Monthly | Quarter actual Cadr;c;rb»;v:eits Commissioner
radiotherapy

Cancer waits — 62 days

Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for 86.6% 90.8% 76.9% a5% 0% Monthly | Quarter actual Cancer waits Commissioner
cancer database

Maximum 62-day wait from referral from an NHS screening service to first definitive

(3]
@
¢

Cancer waits

) 9 o, 9 issi
reatment for all cancers @ 976% |@® 100.0% |@® 95.5% 90% 85% Monthly | Quarter actual ntabae Commissioner
Maximum 62-day wait for first definitive treatment foll g a 's decision to 89.3% 81.4% 76.1% No operational |No operational Monthly | Quarter actual Cancer waits Commissioner
upgrade the priority of the patient (all cancers) ) . . standard set | standard set database
Category A ambulance calls
Lo L. s . ’ AmbSys collection
9 % / % 75% 70% Monthl, I g
Category A calls resulting in an emergency response arriving within 8 minutes (Red 1) @ 775% |@ 755% | 74.1% onthly | Quarter actua nify2 bata not collected on a commissioner basis.
P P P . AmbSys collection, . CCGs will be allocated the overall
9 0, 0, 2
Category A calls resulting in an emergency response arriving within 8 minutes (Red 2) @ 801% |@ 77.7% |® 75.7% 75% 70% Monthly | Quarter actual Unify2 Provider performance of the ambulance trust that they
P P . . AmbS llection, are covered by.
Category A calls resulting in an ambulance arriving at the scene within 19 minutes @ 965% |@ 95.4% |@ 95.0% 95% 90% Monthly | Quarter actual | “™ ‘Lsnc‘?yzec fon,

Mixed Sex Accommodation Breaches
Minimise breaches @ 0 @ 0 |O 0 | | 0 | <10 | Monthly

MSA collection, .
Commissioner

Quarter actual |

Unify2
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- @ 97.1% |@ 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
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Executive Summary

What decisions do you require of the Governing Body?

To debate, modify if required and agree the operational plan described in
this paper.

Please detail the key points of this report

This plan describes the high-level detail of the local health economy’s five
year strategic objectives, the proposed programmes and interventions and
the success factors of these.

The CCG is required to make a submission to NHS England by 4 April 2014.

The activity challenges present are significant and are reflective of our
desire for a reformed system. Unless we make these changes the financial
plan will not be deliverable and we will not meet our statutory financial
duties.

What are the likely impacts and/or implications?

The plan describes a significant further step towards in improving the
outcomes for patients (less hospitalisation, less lives lost) and a major
rebalancing of the economy. Given previous attempts this is a high
ambition, high risk strategy and will require the Governing Body to give
considerable focus to the reform agenda and to sanction additional non-
recurrent resources to support change.

How does this link to the Annual Business Plan?

This is the annual plan.

What are the potential conflicts of interest?

The CCG is required to fund general practice expansion as part of the
national planning guidance for “primary care at scale”. The specific conflicts
of interest will be addressed when the business cases are considered for
drawing down investment. This will be managed through the CCG’s existing
process for managing conflicts of interests.

Where has this report been previously discussed?

The draft annual plan has been discussed at the Governing Body pre-
meetings in January, February and March 2014
Additionally it has been discussed in various executive meetings.

Clinical Executive Sponsor: Dr Ranjit Gill

Presented by: Tim Ryley

Meeting Date: 12 March 2014

Agenda item:

Reason for being in Part 2 (if applicable)

This is in Part One of the Governing Body meeting.






DRAFT Stockport Economy Plan-on-a-Page 2014-19

L e he fallowing visian.
Stockport will be o finonciolly sustoinoble health & sociol core system thot works together to;
consistently achieve and often exceed locol ond notional stondords for service quality ond levels of public sotisfoction;
deliver more care outside of hospital in locolity settings in an integroted way; ond
reduce by 1000 the number of years of life lost whilst reducing the gap in life expectancy ocross the borough to single figures.

System Success Criteria

Success will be measured using the
1. To reduce unplanned hospitalisation of S R R * No provider under enhanced regulatony
adults and children by 20% {admissions and nRCON e e Ny 8 : performance regime y
bed days). i *  All constitutional reguirements metalways
*  Patient experience in all areas in top guartile
* [Change in spending profile as described

* 1000 fewer potential years life lost

Health Inegualities Gap down to single figures

All partnar organisations with financial surplus in 18/15.

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

MNHS numbser

System Governance
3. To improve accessto mental health 7
services including IAPT take-up to 20% &
providing services for young people to 25.

Overseen through the following arrz
The Health & Wellbeing Board sign-off plans.
An economy Transformation Board mesating m
oversee implementation supported by:

*  Full and proper public consultation of changes
* Economy appointed PMO director and office
= MNamed ocrganisational project accountabilities.
MMajor work programmes (indicated by *will be led and
overseen by a jointly constituted programme board

% including lay members and dedicated change team

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

IMET®
Anelectranic imegrated care record, electraniccars phrs,

clinical systerm maturity,

5. To reduce the number of avoidable

hospital deaths. c B System Values & Principles
o<
JEJJ:LE In the way we work together we will:
6. To increase patient satisfaction with all 2 @ * Beobsessed by guality with a strong focus
services to top quartile. e centinual improvement and by putting
e serve atthe heart of all cur decisions
E E *  Improve cutcomes by actively promoting pre
7. To reduce the years of life lost to cause lﬁ E'"fj A O
amenable to health care to under 5000. = *  Drive valus for the public by laoking forihe best
% outcomes for every pound spent
fa] +  Manage risks and benefits 50 as not to damage the
8. To narrow the gap in life expectancy sustainability of services for the public
: * Hold eachother to account ina transparent,
across the borough to single figures.

o constructive and supportive spirit.
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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.

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

Patient Safety

Clinical Effectiveness

Patient Experience

agrwnE

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 19 February 2014.

Clinical Executive Sponsor: Dr Cath Briggs

Presented by: Mark Chidgey

Meeting Date: 12 March 2014

Agenda item: 8

Reason for being in Part 2 (if applicable)

Not applicable
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QUALITY REPORT

Quality & Provider Management Committee

The draft minutes of the February Committee meeting and the Q&PM Issues
Log are attached.

An extraordinary meeting of a sub group of the Q&PM Committee took place in
February to discuss the CCG response and learning to the Francis report one
year on. Overall it was agreed that the commissioner specific Francis
recommendations have been implemented and that the CCG has in place an
effective system for monitoring quality and managing risk. The meeting
considered the wider issues of quality improvement beyond the implementation
of monitoring processes.

Provider Quality Monitoring

Stockport Foundation Trust

Issues that have been added to the Q&PM lIssues Log 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.

The Q&PM Committee reviewed the under-performance on the Advancing
Quality CQUINs. SFT have an action plan to address the issues.

BMI The Alexander

BMI underwent a CQC inspection in February. The findings will be included in
this report when they are published.

Primary Care Providers

The primary care quality committee has not met since the last Quality Report
and there is no update for the Governing Body. The CCG continues to provide
support to GP Practices.

Health Economy/Provider Issues — TIA

TIA compliance rose to 44.4% January 2014. There is statistical evidence that
from May 2013 a consistent improvement and change to the mean has been
sustained from 13% to 39%. A further improvement of a similar scale is
required to sustainably achieve the target.

Patient Safety

Safeguarding
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3.4.1

The annual safeguarding assurance audit for Pennine Care NHS FT referenced
in the attached minutes has now been received and will be reviewed. Pennine
Care do not record training data by borough and a manual collation is being
undertaken. This data should be incorporated into the assurance audit.

Serious incidents
Legacy 2012/13 incidents

SFT made significant progress to address the legacy incidents from 2012/13.
There are now only 3 outstanding reports and assurances have been given that
these will follow shortly. The CCG is being pragmatic in terms of reviewing
these legacy incident reports. Closure will not be delayed but assurance will be
made that any trends and lessons are incorporated into existing work streams,
most notably the Pressure Ulcer Task & Finish group.

203/14 incidents

There were five serious incidents reported by SFT in February. The
investigation reports will be peer reviewed on receipt according to usual
processes. Whilst the Trust was meeting the 45 working day timescale for
submitting investigation reports in Quarters 1 and 2, several reports were
received late in Quarter 3. This dip in performance has been discussed with the
Trust and will continue to be monitored closely by the Quality Team.

There were five serious incidents reported by SFT in February. The
investigation reports will be peer reviewed on receipt according to usual
processes. Whilst the Trust was meeting the 45 working day timescale for
submitting investigation reports in Quarters 1 and 2, several reports were
received late in Quarter 3. This dip in performance has been discussed with the
Trust and will continue to be monitored closely by the Quality Team.

Several incidents remain open on STEIS as further assurances are being
sought from the FT, to ensure learning and actions are embedded.

Harm fee care

Pressure ulcers: As previously reported, there has been a consistent reduction
in prevalence of pressure ulcers since September 2013 with five points well
beneath 4% prevalence. Work and collaboration continues on the pressure
ulcer task group. A proposal for a health-economy wide pressure reduction
project is under development.

Infection prevention

C-Difficile rates are now below the year to date trajectory at 76 against the
trajectory of 82. Current signs indicate that C-Diff will remain below trajectory
for February 14. The national trajectory goals for the coming year have not yet
been announced by NHS England, but it is presumed that there will be a further
reduction of cases required.





3.4.2

4.0

4.1

4.2

421

5.0
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MRSA is above the planned maximum level by 9 cases. The Infection
Prevention Team is working very closely with staff across the Trust in regards to
performing blood cultures and ANTT.

Clinical Effectiveness

The CCG Clinical Policy Committee monitors Providers compliance with NICE
Guidance and Standards. A summary of the position in respect of SFT is given
below:

NICE guidance

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 guidance and 34% of quality standards from SDT. From the self-
assessments, 6 clinical risks have been identified.

Patient Experience

There have been two meetings of the Stockport Patient Experience Surveillance
Group consisting patient’s 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. Stockport FTs FFT
response rates are good compared with other GM Trusts although scores are
low. This is being closely monitored.

SFT Staff Survey 2013

The results of the national staff survey for 2013 have been published. Stockport
FT has improved scores for engagement of staff and is ranked in the Top 20
Trusts for recommending the Trust as a place to work and for treatment.

Complaints — CCG & Provider

Since April 2014 NHS Stockport CCG has received 102 formal complaints from
the public and from MPs. Of these, 45 have been passed directly to providers,
in accordance with the NHS Complaints Policy. Three have been passed to
NHS England. One was a PCT legacy complaint.

The remaining cases relate directly to the CCG and are summarised in the table
attached.





Appendix 1 — Summary of complaints and MP letters 2013/14

Count of Number

Total
I I . o
|-
Threshalds Meeting Processes  Clarification/  Access

Standards / Raising
Expedtations Awareness

Category =

Row Labels

= Thresholds

CHC Funding

IVF thresholds

Access to drugs

Podiatry Services

Breast reduction funding policy
Funding for prosthetics

=IMeeting Standards / Expectations

Mental Health

Patient Transport Service
Diabetes Services for Children
Audiology

Access to drugs

Hearing Tests

3rd Sector Provider

Access To Epilepsy Services
Emergency Services
Enhanced Services

=IProcesses

CHC Process

Information Systems

Establishing the responsible Commissioner
Choice of a Midwife Service

Disposal of a wheelchair

=IClarification / Raising Awareness

Emergency Services
Audiology

Osteoarthritis Services
Children’s palliative care
Diabetes Services for Children

-IAccess

Ear Syringing

Grand Total

- MP Query

[

== NN W

27

27

Public Grand Total

14

= = 2R REREN W W = = =W W
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Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

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

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






NHS

Stockport
Clinical Commissioning Group

Quality & Provider Management Committee

DRAFT MINUTES of the meeting held on Wednesday 19 February 2014

09:00 — 11:10, Board Room, Floor 7, Regent House

Present:
(JO) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG
Governing Body (Chair)
(AA) Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria
(CB) Dr Cath Briggs, Clinical Director for Quality & Provider Management,
NHS Stockport
CCG
(GM) Gillian Miller, Quality & Commissioning Lead, NHS Stockport CCG
(MC) Mark Chidgey, Director of Quality & Provider Management, NHS
Stockport CCG
(SG) Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG
(SP) Susan Parker, Allied Health Professional
(TS) Tony Stokes, Healthwatch representative
(VOS) Dr Vicci Owen-Smith, Clinical Director, Public Health
In attendance:
(RG) Rachel Grindrod, Contracts Manager, GMCSU
(ST) Sarah Turner, Senior Health Protection Nurse, SMBC
(SW) Sarah Williamson, Performance Manager, NHS Stockport CCG
Apologies:
(KR) Karen Richardson, Nurse Lay Member of the Governing Body (Chair)

Minute Taker:
(AN) Alison Newton, Personal Assistant

MEETING GOVERNANCE

Meeting item Action

1. Apologies and declarations of interest.
Apologies were noted as above. In the absence of KR, JC would Chair the meeting.

The Chair invited members of the Committee absent from the previous meeting to
declare their interests:

J Crombleholme declared that she is Head of Executive Education, Manchester
Business School, University of Manchester, a School Governor of Cheadle Hulme






High School and Chair of Integrated Commissioning Boards, CCG and Stockport
LA.

V Owen-Smith declared that she is an SMBC employee and an employee of Public
Health England (PHE), a member of the Faculty of Public Health (FPH), the Medical
Defence Union (MDU), British Medical Association (BMA) and the General Medical
Council (GMC).

C Briggs declared that she is a GP Partner at Bracondale Medical Centre, a
member of the Royal College of General Practitioners (RCGP), a Fellow of the
Faculty of Sexual & Reproductive Health (FSRH) and her husband is a consultant at
Wythenshawe Hospital.

There were no further interests declared.

2 Notification of items for Any Other Business.
2.1 VOS would give a brief update on Epilepsy.

OPERATIONAL BUSINESS

3 Minutes & actions from previous meeting (15 January 2014)

Meeting item

Action

3.1Minutes & actions:
The minutes of the previous meeting held on 15 January 2014 were approved.

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

0 3.3 (Dec13) Receive a performance report from NWAS: MC circulated a copy of
the Unscheduled Care Board Dashboard, indicating the performance of NWAS
for each category. NHS Stockport CCG monitors three main performance
targets —

o0 Ambulance Calls (Red 1) arrived within 8 minutes (life or death cases)

o0 Ambulance Calls (Red 2) arrived within 8 minutes (these account for 92%
of activity)

0 Ambulance Calls arrived within 19 minutes (all other calls)

There had been reduced performance in October 2013 but on the whole, NWAS
was achieving their targets; the December 2013 figure is above target.

MC advised the meeting that there had been a significant improvement in the
reporting of ambulance performance when they arrive at the Emergency
Department (ED) — 80% of patients were handed over within the specified
timescale in comparison to 10-15% 18 months ago. SFT & NWAS had
achieved a figure above 80% for handing over patients for the last quarter, thus
reducing ambulances queuing outside the department. GM questioned how the
CCG receives assurance from NWAS. MC responded that NWAS provides
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feedback through their serious incident reporting process. MC circulated a
sheet outlining the Ambulance Escalation Process — this involves NWAS, Arriva
and Blackpool CCG as well as Stockport CCG. Members were asked to note
that Stockport CCG receives a monthly report, from a Greater Manchester
perspective. MC informed the meeting that Musa Naqvi (Project Manager
Urgent & Integrated Care) attends meeting with Arriva, NWAS and Blackpool
CCG and Rachael Young (Interim Urgent Care Lead, GMCSU) attends Urgent
Care Lead meetings that include reviews of ambulance performance; any further
issues are discussed at Blackpool CCGs contract meetings. GM challenged how
guality issues are picked up as there is nothing on patient experience or serious
incidents. This issue would need clarifying; it was acknowledged that it is
difficult to capture patient experience for Red 1 cases.

The Chair pointed out that she anecdotally receives positive feedback for
NWAS. A discussion ensued on the problems GPs experience with significant
delays when calling for an ambulance from a Practice. SG explained that the
criteria for a Red 1 are very stringent and unless the call is logged as a Red 1,
there is likely to be a delay. AA commented that first responders are quick to
arrive but there is often a delay in the ambulance arriving. CB stated that for
most patients, a delay will not impact on their outcome but there remains a risk
that any delay could present a risk to the patient and this issues needs
addressing.

Action: MC to seek clarification from Blackpool CCG on how issues of
patient experience and serious incidents are fed back to the group

3.3.1 (Decl13) Receive clarification on escalation process for performance issues
from Arriva: As reported under 3.3.

3.4.3 (Decl3) Seek confirmation on 1% figure stated in Arriva report: MC
reported that he had sought clarification on this issue from Arriva. Arriva deal
with %2 million patients across Greater Manchester therefore the 1% figure for
seeking patient experience is the actual figure included in the contract.
Members expressed their dissatisfaction with this 1% figure. MC would convey
members’ concerns to Blackpool CCG.

Action: MC to convey members’ significant concerns regarding the
inclusion of the 1% figure in their contract for receiving patient feedback

3.5.1 (Dec13) Receive a report on uptake of safeguarding training: This issue
would be covered under item 8.2.

4.3 (Decl3) Receive an update on Children’s Speech & Language Therapy
Service: MC reported that the CCG had received a specification and trajectory
for addressing this issue. The trajectory indicated that the target for pre-school
children being seen within 14 weeks is October 2014 and the target for all other
cases to be seen within 18 weeks is December 2014. In response to a question,
MC clarified that these trajectories were for the start of treatment and not from
the initial assessment. Members expressed their disquiet that these trajectories
would not be reached until late in the year and needing challenging. VOS
supported these comments and reiterated the importance of pre-school children
being seen as soon as possible; this is a vulnerable cohort where any delay

MC
(26Mar14)

MC
(26Mar14)
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could impact on their future development. MC would take these comments back
to the Trust.

Action: MC to convey members’ concerns on the pace of the trajectory for
Children’s Speech & Language Therapy Service to the Trust

6.2 (Decl3) Write to SNHSFT to determine timeline for achievement of
safeguarding targets: Completed, update to be provided under item 8.2.

2.2 (Janl14) Discuss specifying a deputy for the Clinical Director for Quality &
Provider Management (Q&PM): Members agreed that the nominated Deputy for
CB would be Dr Simon Woodworth.

4.1 (Janl4) GM to re-send issues log template for members to complete:
Completed.

4.1 (Janl14) Invite Paul Pallister to a future meeting to brief the Committee on the
CCG risk register: PP to be invited to a future meeting.

Action: KR to invite Paul Pallister to a future meeting of the Q&PM
Committee to brief the meeting on the CCG Risk Register

5.3 (Janl14) Clarify safeguarding lead at GMCSU: MC reported that there is an
expectation that the lead CCG for each AQP would undertake safeguarding
assurance. Stockport CCG has not completed for diagnostics providers. SG
would pursue this issue at a Safeguarding Collaborative meeting.

Action: SG to pursue the issue of gaps in safeguarding assurance for AQP
providers at the Safeguarding Collaborative meeting.

5.4 (Janl4) Seek clarification on the GMCSU process for alerting the CCG to an
issue: MC reported that the CCG receives minutes from the AQP (Any Qualified
Providers) group.

5.4 (Janl14) Provide guidance on funding for referrals: This issue related to Care
UK and ICATs (Integrated Clinical Assessment and Treatment Services). It was
suggested that GPs were not clear on the referral process. It was agreed that
there needed to be a communication via the GP newsletter on the process; GM
would pursue this item.

Action: Provide guidance via the GP newsletter on the referral process for
ICATs

6.1 (Jan14) Provide more information on the two breaches & pressure ulcers:
RG updated the meeting on this item. The two breaches related to greater than
52 weeks wait, one of these occurred in December and it had been determined
that the patient pathway had stopped due to an administrative error.

Update on Pressure Ulcers (PU): RG referred members to the PU
benchmarking graph depicting the average PU prevalence in Greater
Manchester December 2012 — December 2013. Members were asked to note
that is very difficult to record data due to the differences in reporting prevalence
across organisations. It was noted that Stockport had made progress with the
prevalence of PU in comparison to a year ago. VOS questioned whether Care

MC
(26Mar14)

KR
(May14)

SG
(April14)

GM
(April14)
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Homes and Nursing Homes report back if there is an incident. GM responded
that any PU graded a 3 or a 4 is reported to the LA (Local Authority) and that
work is taking place in building a process in Care Homes and Nursing Homes to
ensure they report incidents of PU. It was noted that Dateix is not in place in the
Care Homes yet.

A PU task & finish group had been convened involving representatives from the
CCG, LA and the Trust to address the issues related to the management of
PU’s across the Stockport Health Economy and to promote a consistent way of
reporting PUs across Greater Manchester. CB questioned whether the CCG is
informed as to whether the PU is community or hospital acquired. RG reported
that the Trust has to report any PU regardless of whether it is hospital or
community acquired and that she had requested the Trust to provide a baseline
prevalence audit to analyse this issue.

0 11.3 (Janl4) Recirculate the report on Keogh & Francis: Completed.

4 Quality Focus

Meeting item

4.1Walk Round Programme:

GM referred members to a table outlining the Walk Round Programme for 2013 and
briefed the meeting on the activity that had taken place:

0 SNHSFT - three walk rounds had taken place, one focusing on the
ED/discharge; CB followed one of her patients on their journey to a ward and
another walk round had been undertaken to gain assurance from three areas
that had been reported as "never events’ to ensure the Trust was compliant;

o0 BMI/St Ann’s — a familiarisation process

o0 Care Home and Nursing Homes

GM reported that she had attended the Healthwatch training on "Enter and View'.
GM sought comments on the Walk Round Programme. Members agreed that it was
an important process to gain assurance, for example that "Never Events’ learning
has been implemented. VOS commented that she would like to be involved in
future visits. CB stated that she had found the process useful particularly for the
EOLC (End of Life Care) Programme but suggested that we should be using it to
speak to staff on a ward to confirm that they understand pathways and processes.
AA reported that the four locality GP Chairs had visited the Trust in January 2014 to
view A & E and undertake a ward round and they had found it to be a positive
exercise.

GM requested suggestions for future Walk Round visits. Suggestions included:

= Children & Maternity — VOS suggested spending some time with the
midwives to gather their understanding on breastfeeding guidance and
smoking cessation guidance; discussions could also take place in the ante-
natal and post-natal clinics.

= Delayed discharge — TS questioned why the discharge ward is on the first
floor and not the ground floor; this is one area that could be considered

Action
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further. AA commented that it is essential from a GP perspective that
discharge letters are improved. GM stated that there could be a focus from
GPs on why their individual patients remain on a ward for a long time,
without being discharged. VOS commented that for a sample of patients
the GP should spend some time with them to fully understand the issue of
why they are delayed.

=  Community Services

= Mental Health — IAPTS (long waits for the service)

MC supported these suggestions however he requested that the IAPTS issue be
added to the latter end of the new Walk Round schedule to enable the service to
address the issues that had previously been identified and likewise with the
discharge programme.

The Chair recommended continuing with the Walk Round; members supported the
recommendation. It was noted that if the CCG receives a number of STEIS
incidents, the Walk Round Programme could adapt according to the priorities.

4.2 CQUIN:

0 13/14 Update & Focus on AQ CQUIN (Commissioning for Quality and
Innovation) results: RG reported that the final quarter three update had not been
received. There had been a decrease in the prevalence of PU. Members were
referred to the papers. There remained a number of areas of concern regarding
performance against AQ (Advancing Quality):

Heart Failure

AMI (Acute Myocardial Infarction)

Pneumonia

Dementia remains a concern: SG reported that the Named Nurse adult
safeguarding was undertaking some work around this area

RG reported that it is unlikely that breastfeeding targets will be met by the end of the
year due to data counting issues.

The Chair challenged why some of these targets were not being achieved; RG
responded that these issues would be discussed at contract meetings. The Chair
guestioned whether information is being recorded correctly — these figures indicated
that the Trust is three months behind in its trajectory, particularly as there is a
pathway in place for heart failure and a dedicated Stroke Unit. VOS pointed out that
smoking cessation seemed to be a theme across all these areas of concern. There
is a Healthy Stockport presence in the Trust; nursing teams are trained on providing
advice on smoking cessation but the data collected indicates that not all patients are
being supported with this advice. CB reiterated the importance of having a ward
leader in place, someone who will take the lead on ensuring that smoking cessation
advice or PU advice is given out and requested that this issue is raised at a contract
meeting with the Trust. It was noted that one of the CQUINs for 2014/15 includes
ward leadership and clinical leadership. VOS commented that there needs to be
public health training for all staff and a development programme needs to be put in
place to include one session a week on public health issues, to ensure it becomes
embedded within the culture at the Trust. Members requested that the CCG

13






challenges the Trust on providing outcomes for these measures. MC acknowledged
that some of these issues would need escalating via the Quality & Performance
meetings with the Trust. The Trust is complying with pathways but the Trust does
not have outcome measures, it has process measures. It was recognised that
national stroke measures are in place. The Chair reiterated the importance on
focusing on improving health outcomes for the Stockport health economy,

Action: Request outcomes for the measures of concern as identified in the
CQUINSs for 2013/14.

0 14/15 Update: The 14/15 CQUINS had been agreed with the Trust and were
ready for signing off. The heavy priority weighted issues for 2014/15 included
leadership on wards and clinical effectiveness (7%). MC pointed out that across
Greater Manchester, some CCGs were progressing these issues as KPIs and not
as CQUINS therefore it would be difficult to obtain comparisons. MC thanked GM
and RG for the way that the CQUIN negotiation had been effectively planned and
undertaken.

MC
(26Mar14)

5 Quality & Provider Management Committee Issues Log

Meeting item
5.1 Review issues:
GM requested comments from members on the issues contained on the log.

= Shortfall in medicine: GM questioned whether a shortfall in nursing staff in the
medicine division (the Trust is carrying 45 fte vacancies) needed to be included in
the Issues Log, it is included on the Trust's Risk Register. Members agreed that it
should be added to the Q&PM Issues Log. The Chair referred to item 10 on the
agenda - CIP update and questioned whether this issue had been discussed as part
of the CIP meetings. The Trust had achieved its CIP non-recurrently for 2013/14
and this could be signed off but the CCG had not seen the CIP for 2014/15.
Therefore this would have to be coded as red and would be dependent upon the
Trust’s ability to deliver the plans and the impact on the services and quality of care.
The 2014/15 CIP should be added to the Q&PM Committee Issues Log as red.

Actions:

Include nursing staff shortfall in the medicines division at the Trust on the
Q&PM Issues Log;

Include 2014/15 CIP for the Trust on the Issues Log as red

= Arriva: GM informed the meeting that a performance report had been received
from Arriva. The January figures indicated that there had been an improvement to
the number of patients arriving within a 45 minute schedule (83.9%, 90% is the
threshold and 95% the target). Musa Naqvi is working with Arriva and had stated
that there had been improvement in the service since the previous meeting. The
rating would be amended on the Issues Log from red to amber.

Action: Amend rating on Arriva’s performance from red to amber

Sarah Turner and Sarah Williamson joined the meeting (10:33 am).

Action

GM
(26Mar14)

GM
(26Mar14)
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= TIA’s: Members recognised that these figures fluctuate and there would only be
real improvement when revised systems such as online booking and weekend
clinics were up and running, later in the year.

6 Provider/Service Focus

6.1 Cancer
6.2 End of Life
These items were deferred to a later meeting

Prior to the next item, the Chair welcomed Sarah Turner to the meeting and invited
her to provide an update on Infection Control. ST updated the meeting on MRSA
and CDiff across the Stockport Health Economy:

= There had been two cases of MRSA (Meticillin-resitant Staphylococcus Aureus),
both community based; one of these had a definitive link to another acute
provider. ST informed the meeting that they were unable to remove the cases
from their trajectory and had raised the issue with NHS England via their
arbitration panel but nothing had changed yet.

= CDiff (Clostridium Difficile): The target for 2013/14 had been 99 cases and by the
end of February, it was looking likely that there will have been 87 cases therefore
under trajectory. VOS questioned what action had improved the figures. ST
responded that GPs had reduced the number of antibiotics they had given out
(the Medicines Optimisation Team had worked hard with Practices on the
management of prescriptions) and it had been determined that there had been
issues with repeat testing at the laboratory (if another sample from the same
patient was sent within 28 days, it would not be tested — samples had been
taken from one patient five times). ST reported that they would continue to work
with the laboratory, to encourage them to contact the patient's GP in the first
instance, to confirm whether a re-test of the sample is required. CB pointed out
that there appeared to be a summer peak in Stockport for CDiff. ST stated that
this is a local issue as the national peak for CDiff occurs in the winter and one
reason could have been the high uptake for the flu vaccine in Stockport. Based
on these trends, it is possible that Stockport could peak in March/April this year.
Members discussed the reasons for this peak. VOS requested that a control
chart methodology analysis be undertaken to enable the Committee to gain a
better understanding of why Stockport peaks at different times of the year than
nationally. ST reported that they had not received the CDiff trajectory figures for
2014/15 yet but it is possible that NHS England would be expecting a 30%
reduction in cases (69 cases for the year); this would be very challenging for the
economy. VOS suggested flagging up the positive message via the GP
newsletter that there had been a reduction in CDiff cases this year and to
continue to improve the process for testing in laboratories, GP prescribing and
improve the process in nursing homes. CB asked whether this message could
be reinforced with nursing homes and District Nurses (DNs) and was informed
that DNs have access to a screening tool to determine whether a sample needs
to be sent off. ST would reinforce the message with the nursing homes.

Action: Undertake a control chart methodology analysis to better understand
the trends in CDiff; reinforce use of the screening tool in nursing homes to

ST
(16Apri4)
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determine whether samples need to be sent off.

The Chair thanked ST for her update; ST and SW left the meeting.

7.1 SNHSFT Performance

Meeting item Action
7.1 SNHSFT: Dashboard — RG highlighted a number of issues:
= CDiff is on trajectory; there was one reported case in December
= TIA figures fluctuate
= Incidents reported on STEIS (Strategic Executive Information System). The
Chair referred to the number of outstanding reports due; there were five
reports due in last month that had not been received by the CCG. RG
explained that there is a 45 days working deadline due to the investigations
that have to take place therefore some of them were not due back yet but the
issue had been raised with the Head of Governance at the Trust. The
outstanding complaint is one that had been reported in the media and is a
complex case.
= Compliance with NICE guidance. VOS requested that the dashboard
includes the number of NICE guidance that the Trust is not compliant. The
CPC (Clinical Policy Committee) can determine the clinical risk in the areas
where the Trust is not compliant. SG pointed out that that there needs to be
more information against stroke and heatrt failure.
= Harm free care. SG requested a separate report to include Stockport figures
on their own rather than combined with Tameside & Glossop.
The Chair reminded members of the issues that need raising with the CCG Board:
Serious incidents and outstanding reports due and complaints to be reported.
Actions:
Include areport on the dashboard on NICE guidance and the areas where the
Trust is not compliant RG
Provide separate figures for Stockport (harm free care). (26Mar14)
7.2 SNHSFT Quality Report: Members noted the comprehensive Board Report.
8 Patient Safety
Message item Actions

8.1 Serious incidents: As covered under item 7.1. The CCG awaited confirmation
from the Trust that the legacy reports could be closed. CB is the responsible Officer
from the CCG for signing off the serious incidents reports.

RG informed the meeting that there would be two more serious incidents to be
recorded on the report.

8.2 Safeguarding:

o0 Safeguarding updates: The EMI bed situation was improving.
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o Safeguarding Provider Compliance: As contained within the Safeguarding
Exception Report. SG reported that there had been some progress with
compliance in care homes with nurses.

o0 Safeguarding Exception Report: SG pointed out that this is a generic report,
to include Tameside & Glossop and she would continue to pursue obtaining a
report specific to Stockport — members to be updated at the next meeting.
SG drew members’ attention to a number of other details:

= Training figures indicated level 2 40% compliance; SG had questioned
the accuracy of these figures and would provide an update at the next
meeting.

= Children’s; SG reported that some progress had been made but she
had not received the trajectory.

= Pennine; SG reported that she had not received the assurance audit
report due in quarter three therefore could not provide assurance on
compliance. The issue had been escalated through the commissioner
and it was likely the report would be distributed before the end of
March.

= Members expressed their disappointment that one of the care homes
with nursing had repeatedly made excuses for not meeting/providing

assurance. As a report had not been forthcoming the Committee SG
recommended making an unannounced visit, with representatives from | (16April4)
the Council.

Action: Arrange an unannounced visit in conjunction with the Council to Care

Homes with nursing

9 Patient Experience

Meeting item Action

9.1 Friends & Family Test: GM asked members to send her any comments

regarding the FFT before the next meeting

9.2 Patient Experience Group: Deferred to a later meeting.

10 CIP

Meeting item Actions

10.1 As discussed under item 5.1.

11 AOB

Meeting item Actions

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

12 To Note

Meeting item Actions

12.1 Quality Report to Governing Body: Noted. The minutes of the Q&PM
Committee are presented to the Governing Body.

12.2 Re-admissions audit: This item was discussed at Governing Body.
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12.3 Epilepsy: VOS read out a letter from Epilepsy Action, complimenting NHS
Stockport CCG for a successful Masterclass. A GP had expressed an interest in
providing a service.

12.4 Francis Report: A special meeting of the Q&PM Committee had been held the
previous day to discuss the findings from the Francis, Keogh, Berwick and
Winterbourne Reports. Notes from the meeting were circulated; this had been a
very important meeting for the CCG. A number of actions were put forward
following this meeting:

Actions:

Set up a Board to Board meeting to discuss quality

GM & CB to set up a meeting with the Trust OD (Organisational Development)
Assistant Director & Clinical Lead

GM & CB to consider how to work together with the Trust on agreeing joint
Quality & OD objectives and sharing best practice e.g. Wigan FT

JC
(May14)
GM/CB
(May14)
GM/CB
(May14)

The next meeting will take place on:

Wednesday 26 March 2014
09:00 — 11:00
Training Room, floor 11 front, Regent House
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Quality & Provider Management Committee Issues Register

There is an issue with 1. SFT Urgent Care
patients experiencing long Improvement plan. 2.
waits and overcrowding at Scrutiny of ED from
SFT ED at times of pressure | external reviews. 3.
because processes and CCG Commissioned
staffing levels are not always | Notes Review.

able to meet demand. This
is resulting in a raised
patient safety risk.
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There is an issue with 1. Monthly meetings There has been a significant increase SGk
inadequate levels of between CCG and SFT | across all 3 levels of safeguarding Feb-14
safeguarding training for Safeguarding Leads. children's training - 100% in 6 months
staff at SFT, resultingin a Formal escalation from | however at level 1 and 2 there are still
workforce that does not CCG Director of PM to | significant shortfalls before 85%
consistently have the SFT Director of compliance is achieved. Level 3 is likely
necessary safeguarding Nursing. to be achieved by March 14. The Trust
knowledge/skills. This is has been requested to provide monthly
resulting in a potential for data to ensure progress continues and
safeguarding issues and also for a projection for compliance
incidents to be missed and across all 3 levels. Safeguarding adults
for patients safety to be put training is being monitored via CQUIN.
at risk. Progress is being made but it is unlikely
that the CQUIN will be met
There is an issue with the Formal escalatation Compliance fell to 33% in December for | CB Feb-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.

patients going through the pathway in
24 hours. There are two main reasons
why Stockport is not achieving this
target (see report attached):® GP
breaches. Data by GP Practice is now
reviewed monthly and discussed with
relevant practices by the CCG Locality
teame Weekend breaches. These can
only be resolved by SFT providing a
weekend service for TIA referrals.

@ |

TIA report Jan 14
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There is an issue with the Monthly meetings CCG | Prevalence of pressure ulcers within CB Feb-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. Peer review | (July 2013), to 3.2 % (Dec 2013).
pressure ulcer Serious of Sl between CCG
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 0.05% (Dec 2013).
Thermometer, CQUIN and through contract See report attached.
seen in Serious Incident meetings. CCG Led
Reports. Task & Finish Group to

address issues across

the health economy.
There is an issue with Discussed at Contract The waiting list has reduced from >1000 | CB

patients receiving cardiology
follow up appointments in a

timely manner at SFT which

may result in patients being

put at risk

Meetings - 1446 pts
passed follow-up date -
Aug 13. CCG
requested Action Plan.

patients in October 2013 to around 500
at end of January 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 are
interviewing for 3 new cardiology posts
on 10th February, one of which will be
a Heart Failure specialist. These posts
are being appointed jointly across
South Sector.

Feb-14

@j
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There is an issue with the Through contract Plans remain on track for Salford to CB Feb-14
medical staffing capacity meetings with SFT. formally take over the running of the
within dermatology at SFT Dermatology service in Stockport from
which could result in 1st April and this will remove the risks
patients being at risk of highlighted in the Peer Review. The
harm. meeting to review service is
encouraging, with active plans to grow
the Community side of this service. This
will be kept under review within the
Quality Team, with input from Karen
Moran who has previous experience
with this service.
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 set
which may resultin a Group to monitor local trajectory of 9%. A number of
compromise to patient progress. reasons have been i(_jentifi_ed for the
safety, outcomes and low performance, yvhlch will be_
experience. adcﬁessed in detail at ‘deep dive’ ED
facilitated workshop scheduled to
take place in February. G:\Comnittees)
2013 14\Q&PM
2013-1412013\
There is an issue with the Addressed through Awaiting trajectory from SFT to MC Feb-14

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

contract meetings.

manage exisiting waiting list. 2.
Service Review in progress - new
Service Specification to be ready for
14/15 contract.

@j

Q:\Q&PM 2013-14)
Quality\SALT
Service\Children's
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There is an issue with the CDIFF working group Feb-14
rate of some hospital teleconfernces. Ei_
acquired infections that may | Infection control VYRh-netapo1)
result in patients being put | collaborative GM wide. Sa;gfﬁ\\lgfxgn
at risk and harmed. Development of CCG -
Infection control work @_I"j
plan. \\Rh-netapp 1\
CCGS\Users',
sibsontinfection
. Monthly meetings with
PTS.' Perfor.mance.— There is Commissioners, PTS, Feb-14 |W]
an issue with patient . .

. Booking Service and ATSL Manchester
transport not getting SFT December -
patients to their ' Stacknort CCG
appointments on time.

CCG raised at contract | CCG meeting with SFT 21st January MC

' meetings and through | 2013 to review CIP Plans. CCG assured Feb-14 I
CIP - CCG only has sight of | correspondence. that CIP intiatives in 2013/14 are small j
high level CIP P!ans and no and have no discernable quality impact. G:\Committees)
formal mechanism for All the risk has been pushed into 14/15. 22%1133_1@880‘5’21\
reviewing plans or
monitoring progress against
pans.__ _ I
There is an issue that Addressed at contract | SFT put in place a new process for CB = |

patients are not assessed for
dementia on admission to
SFT because the processess
for undertaking the
assessment have not
worked. This results in an
increased risk of patient
safety as patients may not
receive the right care at the
right place and time and
may not receive onward

meetings with SFT.
Monitored through
CQUIN.

recording identification and assessment
of dementia patients. Trust report
significant progress in January > 90%
compliance, compared to 2%
compliance April - December 2013.

G:\Committees),
2013 14\Q&PM
2013-14\157an14\
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referral to specialist
services. This is measured

through the national CQUIN.

There is an issue that
opthalmology patients are
waiting for appointments at
SFT and CMFT which may

result in avoidable sight loss.

Contract monitoring.

24

Feb-14

T

Q:\Q&PM 2013-14\
Contract Database\,

Stockport FT Acute'






		QUALITY REPORT




_1455613590.pdf
NHS

Stockport
Clinical Commissioning Group

Stockport NHS Watch
Petition

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?

The Governing Body is asked to note the content of the petition and to
consider its message during procurement discussions.

Please detail the key points of this report

The petition states ‘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.’

What are the likely impacts and/or implications?

It is informative to hear the views of the public before making any decisions
regarding procurement.

How does this link to the Annual Business Plan?

The CCG would wish to hear the views of local people during the drafting of
its business plan.

What are the potential conflicts of interest?

The GP members of the Governing Body are conflicted as they are the
current providers of these locally-enhanced schemes.

Where has this report been previously discussed?

It was briefly mentioned at the Governing Body meeting of 12 February
2014.

Clinical Executive Sponsor: Dr R Gill

Presented by: J Crombleholme

Meeting Date: 12 March 2014

Agenda item: 14

Reason for being in Part 2 (if applicable)

Not applicable as in Part One.
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3.1

Petition by Stockport NHS Watch

Background

On 12 February 2014 J Crombleholme, the Chair of the NHS Stockport
Clinical Commissioning Group Governing Body, was presented with a
petition by members of Stockport NHS Watch.

The petition states ‘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’.

The chair acknowledged receipt of the petition during the February
meeting of the Governing Body and, in accordance with the CCG’s
Constitution, explained that a formal report would be presented at the
next meeting.

Update

The CCG is pleased to note from the petition the vote of overwhelming
confidence in the GPs of Stockport. In an increasingly challenging
climate for the NHS it is encouraging to see that the excellent service
being provided by our GPs is not going unnoticed.

The CCG would like to take the opportunity formally to thank Stockport
NHS Watch for their support and to reiterate their stance that our GPs
are dedicated professionals committed to putting their patients’
interests first.

The CCG would also like to acknowledge the good work done by the
other primary care independent contractor groups in Stockport
including pharmacists.

The CCG is also aware of the requirement that it operates within the
current legal framework for the procurement of NHS services.

Next steps

Throughout March and early April the CCG will be undertaking a full
consultation on its strategic plans which will include discussions on
increasing access to general practice and creating more joined-up
services out of the hospital setting. Stockport NHS Watch have been
sent invitations to all of these events and the views expressed in the
petition will be included in our write up of all engagement undertaken.
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Greater Manchester Health & Social Care Reform
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Greater Manchester Key Stakeholders

Board/Committee/ Organisation Key Link to Programme

Greater Manchester Health & Wellbeing Clir Cliff Morris

Board

Joint Overview & Scrutiny Committee Cllr John O’Brien
Greater Manchester’s Health Watch Health Watch Chairs
Greater Manchester’s Local Medical LMC Chairs
Committees

Manchester Academic Health Science Dr Raj Jain

Network (MAHSN)

Greater Manchester Business Leaders John Ashcroft
Council





Proposed scope of the Senior Responsible Owner
(SRO) Group:

e Attended by SROs and Programme strategic
leads.

* Purpose: To provide SRO executive oversight
and decision making clarity over the primary
care, community based services, and hospital
services programmes individually, and
collectively.





Objectives:

Set programme priorities, requirements, constraints and boundaries

Forum for resolving key issues and for decision taking to keep the programme on
track

Provide regular reports to the relevant decision making bodies; specifically
pertaining to :

» Programme Delivery;

» Monitoring of the Programme Plan

» Monitoring of Risks and management of Issues

» Monitoring of financial resources
Provide challenge and support to central team

Provide guidance and direction to the respective programmes, ensuring that they
remain within the defined constraints of time, resources and objectives.

Specifically manage the interlink ages between the programmes.

Provide guidance and direction to the relevant Groups/ Working parties ensuring
responsibilities are discharged in accordance with their Terms of Reference.

Advise on any changes to the programme critical path and review and approve any
exemption Plans.

Ensure that all risks are being tracked and mitigated as effectively as possible, and
advise the SROs of any changes in their status. If appropriate, take action to
ameliorate the risks.

Oversee regular communication and key stakeholder management within the
Greater Manchester Health and Social Care reform programmes.
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Cheadle and Bramhall Locality Council

_ " _ From To
Date of Meeting: February 20™ 2014 Time 1:30pm 2:30pm
Venue: Heald Green Health Centre

Peter Carne- Locality Chair (PC)

Daniel Goldspink-GP-Village Surgery (DG)
Stephen Hastings-GP The Health Centre (SH)

Jan Elliott-Practice Manager(JE)

Alex Bayes-GP-Bramhall Park Medical Centre (AB)
Joanne Wilson-GP-Cheadle MP (JW)

Sarah Griffiths-GP-Heald Green Health Centre (SG)
Javaid Ali-GP-Bramhall Health Centre (JA)
Attendees: Matthew Jinkinson-LOC rep (MJ)

Martin Stratton-LPC rep (MS)

Sue Kardahji-Public Health rep (SK)

Julia Hilton-Stockport Council (JH)

Ruth Gateley-Practice Support Officer, SCCG (RG)

In attendance for item 6

Susan Parker-Clinical lead for Eyecare, NHS Stockport CCG
Viren Mehta- Clinical Director, SCCG

Mark Warren-Stockport Council

Mark Fitton-Stockport Council

Jo Revell-Practice Manager

Jan Grime-Locality Medicines Optimisation Co-coordinator-SCCG
Sylvia O’Brien-Practice Manager

Kath Wilkinson-Practice Manager

Apologies:

Secretary to
Committee:

Cath Comley, Area Business Manager for Cheadle and Bramhall, SCCG

MEETING GOVERNANCE

Meeting Iltem Responsible

1. Apologies

As noted above.

2. Approval of the Minutes of the meeting held on November 28th 2013
The notes were approved as an accurate record of this meeting






3. Any new declarations of interest

PC asked if there were any new declarations of interest. No new declarations of
interest declared.

4. Updates

Public Health

Public Health priorities are being aligned with the CCGs. Ideas still being shared
with the Public Health team so SJ unable to give full details yet. Jane Jefferson in
Public Health is leading on the health check programme with emphasis on the
‘never screened’ category. There are also plans for a falls prevention programme
as well as a re-launch of the ‘every contact counts’ programme.

Pharmacy
Electronic prescription service is already live in some practices. There is a ‘rollout’
programme across Stockport and there have been no major issues.

Dental

Local Dentistry Committee has been asked to establish whether their
representative wants to step down from the role as he has not attended any
meetings in the last 12 months. If he doesn’t wish to continue then they will find a
new representative to attend our meetings.

Adult Social Care-Julia Newton on behalf of Mark Fitton/Mark Warren

The integrated care hub is being rolled out in Marple and Werneth. There will then
be a roll out in other Localities. There have been challenges including IT and
pressure on the District Nursing service. It is going to take time but they are
working to align the District Nurses and Social Workers. It has improved
communication between the teams.

Waiting to hear whether there will be another 3 months funding for Enhanced
Rapid Response as this has been very successful and been of benefit in keeping
patients from being admitted to hospital.

Medicines Optimization

@H

LOCALITY MEETING
REPORT20th Februar

5. Governing Body
Governing Body are keen to promote all the new services which are aimed at
managing patients in primary care when clinically appropriate these include:

-IV therapy service
-NWAS Pathfinder
-Enhanced primary care

Workstreams update

PC reminded practices of the need to ensure that they had completed care plans
required for the DES by the end of March. Also to ensure that they are completing
and reviewing care plans for the Enhanced Primary Care workstream.






6. MECS update

Chea@and MECSEage
Bramhall Locality Mee Guidance and Formv:

Susan Parker joined the meeting with Matt Jinkinson to discuss the MECS service.
The attached documents are a summary of the presentation and the triage form.

Around 1/3 of the activity within the service originates from Cheadle and Bramhall.

If no appointments are available within the timescale that the patient has been
triaged as needing to be seen within then the optometry practice they have
contacted are responsible for finding the patient an appointment at another
practice.

The issue around prescriptions is still being looked at and once this is resolved
practices will be informed.

The issue was raised about the patient pathway for the rare occasions when a TIA
is diagnosed by an optometrist. It was agreed that this would be taken away for
further discussion with the CCG so the same message can be given to all GP
practices.

The link below is for the MECS website. Leaflets and posters are available from
this about the service and practices are welcome to print them off. The practice list
button tells you the opening times of all practices.

http://www.stockportmecs.co.uk/

ANY OTHER BUSINESS

» PC reminded practices that the final QOF QP submission needed to be in
by the end of February.

> STAIRS 2 there is still time for practices to sign up to this
DATE AND TIME OF NEXT MEETING ‘

May 1st 2014, Bredbury Hall as part of the Annual Member Event




http://www.stockportmecs.co.uk/
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GM ASSOCIATION OF CCGs: Association Governing Group (AGG)
4th March 2014 @ 8.00 — 11.30 am
SALFORD & WORLSEY SUITE, ST JAMES’S HOUSE, SALFORD

Attendance:

Apologies:

Trish Anderson
Laura Browse
Alan Campbell
Julie Daines
Tim Dalton
Andrea Dayson
Alan Dow

Chris Duffy
Michael Eeckelaers
Ranijit Gill

Denis Gizzi
Nigel Guest

Roz Jones

Su Long

Angela Lynch
Wendy Meridith
Lesley Mort
Gaynor Mullins
Stuart North
Kiran Patel

Hamish Stedman (Chair)

Bill Tamkin

Leila Williams
lan Williamson
Simon Wotton

Steve Allinson
Wirin Bhatiani
Gina Lawrence
Jenny Scott
Tony Ullman
Clare Watson
Martin Whiting
lan Wilkinson

In Attendance: Peter Moseley

NHS Wigan Borough CCG

Greater Manchester LAT for Rob Bellingham
NHS Salford CCG

NHS Oldham CCG

NHS Wigan Borough CCG

GM Association of CCGs

NHS Tameside & Glossop CCG

NHS Heywood, Middleton & Rochdale CCG
NHS Central Manchester CCG

NHS Stockport CCG

NHS Oldham CCG

NHS Trafford CCG

NHS England Specialised Commissioning for Jenny Scott
NHS Bolton CCG

NHS England — Specialised Commissioning
Bolton Council — Public Health

NHS Heywood, Middleton & Rochdale CCG
NHS Stockport CCG

NHS Bury CCG

NHS Bury CCG

NHS Salford CCG

NHS South Manchester CCG

Service Transformation

NHS Central Manchester CCG

NHS North Manchester CCG

NHS Tameside &Glossop CCG

NHS Bolton CCG

NHS Trafford CCG

NHS England — Specialized Commissioning
NHS Tameside& Glossop CCG

NHS Tameside & Glossop CCG

NHS North Manchester CCG

NHS Oldham CCG

GMCSU
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1.WELCOME & APOLOGIES FOR ABSENCE

2. MATTERS ARISING

The GM allocation was discussed briefly as an outstanding action but that there was further information
circulated which needs to be reviewed. All agreed that a view of all the allocations across GM in terms of
CCGs, Specialist Commissioning, Primary Care and Public health would be very useful. WM has some of
the information and will share with members.

3.1 (a) GM Pioneer Zone Bid
(b) Primary Care Demonstrator sites

3.1

a) GM Pioneer Zone Bid

The Pioneer bids process is that only two bids can be prioritised to go through to the final selection
process. The selection process will be according to the merit of the proposals. There has been consensus
gained in support of supplementing a further GM wide bid with the opportunity of doing something at
scale but that will not be at the detriment the locality bids. LB highlighted to members that there was an
unexpected regional step noted in the process in that the bids were being assessed on a North West
basis. LB confirmed that 2 bids from GM have been selected but could not at this point in time announce
which bids these were.

b) Primary Care Demonstrator sites
LB presented an overview of the demonstrator sites with particular reference to the common themes
and challenges. These related to:

e Integration and access

e |Tin terms of shared electronic records, telehealth interventions and web based consultation

Across all sites challenges with integrating IT systems and securing the necessary governance approvals
to share information have been common. Whilst each site has gained important knowledge about local
systems and solutions there is a need for a systematic and strategic exploration of these issues. This will
be an important element in the evaluation process being led by CLAHRC.

The AGG:
1. Noted the progress for both of the items
2. Agreed that shared learning must be derived from the Demonstrator sites
3. LB confirmed that this shared learning is to be included in the NHS IQ offer
4. LB agreed to share timeframes

3.2 Healthier Together — Update

Concerns were noted about the ‘conversation process’ in terms of variability of what was happening
across CCGs. A number of CCGs confirmed that the conversations have been put into the context of their
strategic plans with the emphasis that the current hospital services need to change to promote
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sustainability. To do this certain services need to be delivered differently that is through improved

integrated and primary care services. Emphasis placed on the fact that certain hospital services are

continuing to deliver care that is not to the required standards. This helps to keep the Healthier

Together conversation aligned to the localities. An outline and clarity of what paper needs to go to the

public part of the CCG meetings would be helpful. Overall CCGs are in the best place to agree what can
and cannot be shared with local partners.

Recent meeting with NHSE and Hempson’s to review the current governance arrangements in terms of
legality should a challenge ensue was deemed helpful. The current arrangements of the CiC are an
interim solution until the new amendment to the act has been confirmed. Confirmation will be sent to
all CCGs to outline what is required to manage this process.

IW presented an overview of the governance proposals which now includes a Programme Management
Group (PMG) for the In Hospital programme. This will include all of the Senior Responsible Officers for
GM Health and Social Care reform. Some concern noted that we do not replicate the issues from the
disbanded Steering Group. The PMG is a required to ensure we adhere to the requirements of the
governance arrangements.

Update on healthier Together to inform members of key achievements, timescales, and progress of the
Healthier Together programme. Key meetings and milestones were shared with members; these
outlined the process up to agreeing the decision to launch the consultation in 17 weeks.
e NHS England Assurance framework now received, reviewed and queries identified. Criteria
aligned to the relevant sections of the Pre-Consultation Business Case (PCBC)
e Workis underway to develop the short list of options. There are 3 inputs to this process:
* CCG commissioning groupings
*  Workforce analysis
* Local and Specialist fixed points
e Currently revising the communications and engagement strategy and key messages.
e Commissioning groupings - to agree recommendation for CiC on 26 Feb

The AGG noted:
1. The importance of continuing and supporting the conversations locally.
2. Noted changes may be required to CCG constitutions.
3. Noted the changes in the governance arrangement but accepted members needed time
to review aims and purpose due to paper being tabled.

4.1 RADAR

The proposal is to consider continued provision of a Rapid Access (Alcohol) Detoxification Acute Referral
(RADAR) Service for all GM Acute Trusts for Complex Alcohol Presentations resulting in unnecessary A&E
presentations and admissions.

In 2012/13, the NHS North West Strategic Health Authority (SHA) agreed to fund Greater Manchester
West Mental Health NHS Foundation Trust (GMW) pilot for a pathway for the rapid transfer of patients
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from acute hospital beds for inpatient alcohol detoxification. It is a 10-bedded unit within GMW'’s
Chapman Barker Unit (CBU) which has established expertise in delivering safe and effective alcohol and
drug detoxification to patients in the North West who present with high degrees of complexity in terms
of physical and mental health plus complexity relating to the substance misuse problem. RADAR
combines the benefits of a bespoke detoxification programme (5-7 days, NICE compliant, evidence-
based and symptom-triggered detoxification) with the delivery of a range of effective psycho-social
interventions, physical and mental health treatment (as required), and a strong focus on detailed
aftercare planning and engagement in aftercare. RADAR is medically-managed and operates a multi-
disciplinary team approach to detoxification. 24-hour medical and nursing (Hospital at Night) cover is
provided.

The continued funding will enable the delivery of the following key strategic outcomes relevant to all
CCGs:

e Targets for reducing alcohol-related hospital admissions and re-admissions;

e Reducing health burden and inequality relating to alcohol dependence; and

e Reducing burden on A&E departments and acute hospitals, through:

e Reducing alcohol-related admissions rate (formerly N139);

e Reducing avoidable admissions (<24 hours);

e Reducing readmission within 30 days and associated loss of tariff for the previous admission

e Transferring from A&E within 12 hours.

The AGG:
1. Agreed to the funding to support the 10 beds to continue for a further 12 months to allow
for a more detailed review of the evidence
2. Through this time need to address the disparity in access.

4.2 Cancer Commissioning

The AGG have been working for some time developing lead roles for CCGs for different work streams.
Cancer is an area that requires a single approach by the 12 CCGs to ensure that services are
commissioned consistently across Greater Manchester. Trafford CCG has agreed to lead on behalf of the
CCGs to create oversight and input from the localities into the cancer agenda.

The following have lead roles in elements of the cancer pathways:

e Cancer NetworkSpecialist commissioners

e Provider board

e Healthier togetherThe Local Area team

e The CCGs

e Public health

e The wider health economy
All will provide support to the board to ensure alignment of expertise, previous history and alignment of
all pathways.
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e Two part workshop for commissioners to map out there work and interdependency and then
meet with members of the provider board to understand the best way to work together and
ensure services are joined up.

e  Workshop to look to agree achievements that are required over the next few years.

e This will be a pre- meeting to prepare before the main board begins to function fully. This is
expected to take place on the 3 April 2014.

e Trafford CCG is looking to recruit an Associate Director of transformation team with a main part
of their role being around cancer work — this will help to keep this very large agenda focused
and clear. With the associate acting as the single point of contact for the CCGS

There are a number of specialist cancer services that do not comply with NICE Improving Outcomes
Guidance and national service specifications with respect to population size and/or surgical volumes. A
Greater Manchester Cancer Commissioning Panel, led by NHS England has been established to oversee
and direct the commissioning process for these services. Trafford CCG is a member of this task and
finish group to ensure an integrated strategic approach between all commissioners to changes in
cancerpathways. At its meeting in January 2014, the commissioning approach for the four non-
compliant services was agreed as follows;

e Hepato-pancreato biliary (HPB) cancers — Central Manchester (CMFT) and Pennine Acute Trust
will merge in 2014 into a single specialist team/single operating site at Central Manchester.

e Urology — Four specialist multi-disciplinary teams (SMDT) provide specialist urological care
hosted at CMFT, SRFT, UHSM and Stockport. In addition there are flows to The Christie
including highly complex pelvic work and robotic surgery. A procurement process will be
initiated in April 2014 in order to achieve compliance. The commissioning requirement is for a
single service/SMDT working to a single set of guidelines and pathways with operating on two
sites, to ensure consistency and equal access for all patients within GM.

e QOesophago-gastric (OG) — Three SMDTs provide specialist OG care at CMFT, SRFT and UHSM.
Consensus has not been reached; a competitive procurement process will also be initiated for
specialist OG services in April 2014 for a single service/single SMDT across two operating sites.

e Gynaecology — Single service model is being developed between Central Manchester and The
Christie in line with commissioner requirements which will involve a single team working to a
common set of guidelines. A detailed operational plan to meet compliance is being developed.
Salford and UHSM have confirmed that they support this proposal and do not intend to continue
providing a specialist gynae cancer service.

ID noted concern that the issue of Acute Oncology MDT not on the list as a requirement as five trusts
have still not implemented MDTs. NG confirmed that this would be added for consideration.

The AGG:
1. Agreed that Trafford represents the views of the 12 CCGs through the Cancer

Commissioning Board

2. Agreed that quarterly updates are presented to the AGG and include AGG members for
the circulation of the minutes for information.

3. Supported the process for the management of non compliance; all in agreement
that we can no longer support non compliant service any longer.
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4.3 Specialist Commissioning

Roz Jones provided an overview of specialist commission:
Development of 5 year strategy -6 national work streams being progressed as part of ‘Call to Action’.
e A national strategy for specialised services addressing key issues raised in planning guidance
‘Everyone Counts’ including a move to fewer centres of excellence.
e Boston Consulting Group appointed nationally to support the economic and clinical modelling of
options around reconfiguration of services to the 15-30 centres.
e Development of a coherent view on a single centre, single contract, and number of sites. Where
the focus is on improving equity of outcomes and access.
e Early indications are that a single site approach is being considered as a priority.
e Angela Lynch is the named lead for GM. KPMG supporting 10 Area Teams final draft June 2014.

Development of a 2 year operational plan
e National template developed to reflect the priority work areas and highlight QIPP plans.
e £40m gap from the national targets allocated to the Area Team and the local schemes available.
e Actions identified include a mix of legacy issues (I0G compliance and Neuro-rehab), national and
regional priorities (CAMHS tier 4 review), Cardiac review, and Mental Health Secure services.
e The 2 year planis intended to be the first phase of the 5 year strategy.

Service specification compliance
e Derogations have now been reviewed for consistency and communication nationally — one year
to meet compliance.
e Area Team footprints reports will be prepared and circulated in early March 2014.

Contracting
e Single NHS England contract per provider; in exceptional cases NHS England may need to
become an associate in line with the regional guidance on coordinating arrangements

Service specific issues
e The non-compliant cancer surgery services in GM are : HpB/Urology/Upper GI/Gynaecology
e GM provider Board to reach clinical consensus on models of care and lead providers.

CAMHS tier 4:
e National review of demand and capacity is underway and is due to report in March 2014.
e There may be a requirement to undertake a procurement process to secure a range of
compliant providers of CAMHS tier 4 services across the North West.
e Ensure appropriate level 3 services to prevent patients being admitted to tier 4 inappropriately.

Paediatric Cardiac Surgery (PCS) and Adult Congenital Heart Disease (ACHD):
e National service PCS specification refers to co-location with adult services (ACHD)
e Currently adult services are provided at CMFT and Children’s services at Alder Hey — awaiting
definition of co-location.
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e Academic Health Science Centre identified Cardiac services as a critical area commissioners
meeting to develop joint understanding for the Cardiac Review.

Vascular services:
e Inall 3 former geographical areas, reviews of vascular services were undertaken.
e Cheshire and Merseyside confirmed their 2 centres as RLBUHT and COCH
e GM and Lancashire completed reviews there is not consensus regarding the named centres.
e Procurement process will be required in GM. A project manager has been appointed to set up
this work programme and establish governance, process and approach.

The AGG noted:

1. The need to align the specialist centre reduction process into the Healthier Together
programme

4.2 Pathology Network

The Greater Manchester Clinical Commissioning Groups (GMCCGs) have been asked to decide whether
to discontinue the work of the current Pathology Network. The Pathology Network is currently funded
by GMCCGs with a budget of £157k (£12.5k per CCG) which supports the core team. The core team
includes;

1. Clinical lead on 4 sessions a week; permanent contract with NHS Salford.

2. Network Director has a shared Director role with the Sexual Health and Pathology Networks;

permanent contract with NHS Manchester.
3. Project Manager on 30 hours per week Band 5; permanent contract with NHS Manchester

In the March 2013 transition the three staff members of the Pathology Network were transferred from
Manchester PCT and Salford PCT to GM Commissioning Support Unit (CSU) under host arrangements
including payroll management to support employment. The GMCSU are not accountable for the delivery
of the Pathology Network’s work programme.

In terms of legacy:

e The providers are reconfiguring services — 20:20 saving achieved

e  Work on the specification now completed, this now needs taking into contracts.

e Activity benchmarking data is being collected routinely by practice by CCG

e 100% roll out of GP order communications and lab-lab communications

e Work on a results sharing portal currently under technical assessment by CSU

e |deally the 4 x Clinical Advisory Discipline Based Groups would continue to meet subject to
facilitation and support and link in with respective SCN, Senates, PHE and CCGs.

It has become apparent that the Pathology Network has now come to a natural end as such for 14/15
the AGG is asked if they wish to further support the network or to agree to close down. Noted that the
Chief Officers reviewed the proposal and agreed the need to close down the network. GM CSU have
agreed that the staff can be part of the Change Programme as such they will be entitled to all the
support offered through this process.
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The AGG agreed:
1. To support the close down of the Pathology Network
2. To manage the HR process and any agreed consequences through the CSU Change Programme

5.1 IT Performance (GMCSU)

Peter Moseley presented an overview of CSU IT,
200 staff approx

£23 million budget

4 discrete products;

IT Operations
Information Governance
Business Intelligence

- GP support
9 work streams e System migrations
25 project managers e EPS, SCR, GP2GP roll out
Standard management approach e NHS 111 support

Corporate tool kit

Transition Projects included:

Data centre: online October 2013 e Core COIN online: September 2013
Service Desk: migrated July 2013 e |G service delivery: April 2013
Bl toolkit: March 2014 e |T support delivery: April 2013

Staff mobilisation: October 2013

Known Issues:
Monitoring escalation issues
Procurement delays
— Availability of kit
— High number of varying contracts
IM&T allocations:
— Actual expenditure against allocation not accurate
— Uncertainty regarding funding sources
Inherited estate:
— Replacement programme — 60 days notification requirement
— Prior under investment

Currently not in a position to standardize equipment and recoupe benefits from reduced costs due the
equipment issues transferred during transition; out of warranty and not kept updated. Continued
confusion around the IT budget not helped by lack of national guidance.

SN noted that the CFOs have worked hard to unpick the finances to provide a much needed clearer
oversight. Unfortunately through transition CCGs were sighted on the principles but not the funding.
Need to agree how to fund the non recurrent costs either CCGs self fund or use part of the 0.3%
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strategic levy. SN Chairs the IM&T Steering Group membership moving forward this should include all

CCGs. GP IM&T leads need to pull together a GP IM&T strategy and we need to categorise projects that
are a priority for next year. Need to work in partnership to overcome issues such as ProCo together.

PM confirmed that despite the CSU Change Programme there will be no affect to continued service
delivery. We need to be clear what the future CSU IM&T offer is so that CCG can decide whether other
options need to be considered.

The AGG:

1. Noted the difficulties relating to inherited transition issues which have been difficult to manage.
2. Agreed that a risk registered with the interdependencies highlighted would be beneficial

3. Agreed that an update would be required in 2 months time

5.2 111 Service Update — deferred

6. Any other business

SL has previously discussed the MIB standard of 1-28 births to midwife ratio with the Chief Officers and
wanted to raise concerns with the AGG members in terms of how other CCG are managing this through
contracting.
e The issue has been raised nationally.
e Most trust s have indentified that the tariff does not support this standard due to the tariff
deflator.
e LW from MIB recollection added that the ratio is not the key output measure it was 1-1 nursing
care and appropriate supervision for midwives.
e Need to confirm what the status of this standard; is it just an input to overall achievement of the
standard
e WM noted that this needs to be Joined up within the Early Years pathway which has a focus on
the maternity pathway
e Consensus that we should wherever possible we should be ensuring standards are delivered and
that commissioners should stand firm as there is variability across all tariffs.
e All to share the recent Monitor letter responses and enquire whether Sam Bradbury (Children’s
Commissioner) re 1-1 services has any further information to support CCGs.
e MIB issues to be forwarded to HOCs

DATE/TIME OF NEXT MEETING

The next meeting will be held 1 April 2014 St James House 13.30-17.30
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Dee Waterhouse, Mastercall
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Jacqui Coleman, Prescribing Advisor NHS Stockport CCG
Jo Macey, Age UK

Sarah Clarke, SMBC Public Health
Mark Fitton, SMBC

Apologies: Julie Rowe, Shaw Villa

David Doherty, LPC

Jo Ann Edwards, Adshall Road

Elaine Abraham-Lee Stepping Hill and Victoria Area Business Manager

Secretary to
Committee:

MEETING GOVERNANCE ‘

It’\tla(r)n Meeting Item Responsible
1 [ Apologies AA
As noted
2 _ AA
Declarations of Interest
No new items were declared. Members were advised of the process
to declare any future items.
3 AA

Notification of items for Any Other Business
No items

4 | Approval of the Notes of the meetings held on 20" November AA
2013 Agreed as a true and accurate record.

Actions Log AA
TIA update

AA reported that the use of the TIA pathway fluctuates and at

5 present is not showing a pattern. A number of different issues have
arisen including the department not being open when referrals are
made and Out Of Hours services referring to A&E. AA advised that
closer examination of the data is underway and welcomed any
feedback on the pathway.

Local Optometry Committee Update - Andrea Downs |AD

MECS summary
Locality meetingAJK F

AD provided a summary report of the MECS 1% April 2013 to 31°
December 2013. During this period 2257 episodes are recorded.






Referral to the service are generally appropriate, with some practices
only using the service on a low level the reasons for this are being
explored. Plans are under development to enable Optometrists to
be able to prescribe to increase GP deflection. In addition work is
being undertaken to enable Optometrists to be able to directly refer
for cataract rather than via the GP. For any further information about
the Minor Eye Service please contact AD via the Stockport LOC
website. http://www.stockportloc.co.uk/

Local Authority Update — Julia Newton SMBC

JN provided an update on the integrated hub based in Marple and
Werneth locality. This service is planned to be extended to the rest of
Stockport in September 2014. The hub is in its initial stages of
development, providing services for individuals 18 years and over.
Social Workers, Therapists and District Nurses are part of the
service. A complex care pathway is being constructed which is
having a frontline operational input into its development.

The Enhanced Rapid Response Service is working well and
demonstrates clear integration with benefits to patients and staff.
This service is hoped to be extended for a further 3 months, to be
confirmed.

JN

Local Pharmacy Committee Update — Vivienne Farrell

VF advised that the EPS phase 2 roll out is continuing. Issues were
reported by members that a prescription leaves the practice
electronically but doesn’t arrive electronically at the pharmacy. VF
requested that practices provide any feedback to Peter Marks LPC
Chair who is coordinating this project peter.marksl@nhs.net

VF updated the meeting regarding the Feeling Under the Weather
Pharmacy campaign. There is also a call to action from NHS
England in relation to how Pharmacy can more fully integrate with
other health organisations, including an event in early March 2014.

An update was provided regarding the 2013/14 pharmacy flu
campaign which had shown good uptake across GM. This service is
to be recommissioned by NHS England for 2014/15 flu season.

VF

Public Health Update — Jane Jefferson SMBC

JJ provided an overview of the Public Health priorities for 2014/15
which has an emphasis on encouraging local people to self care i.e.
use of Pharmacy. A work based health programme is also under
consideration. Earlier diagnosis and management is another work
stream including mental health, accident prevention especially
children and the elderly, health protection i.e. imms and vacs, sexual
health, healthy aging and a focus on the NHS Health Checks never
screened cohort.

JJ

10

Healthwatch Stockport Update — Gerry Wright
GW provided an update regarding current Healthwatch projects

GW
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including the hearing aid work stream Its In The Drawer, which
focuses on identifying the number of patients who have hearing aids
and are not using them to try and find out why. The Enter and View
training has been updated and volunteers are undertaking training.
These visits now focus on themes similar to CQC and build on any
CQC reports. Healthwatch are holding a Dignity in Care event
focussing on eating disorders in the elderly. GW also provided
copies of the new Complaint, Compliment leaflets which are
available in practices.

11

CCG Governing Body Update — Dr A Aldabbagh

ED Quality-4 hour quality targets are good. External peer review of
ED and patient flow in ED is currently under way

Cardiology-follow up waits has been noted to be poor and some
new patients not achieving 18w wait target. Commissioning
currently under review which aims to improve this by partnership with
neighbouring trust (UHSM).

Dermatology- A partnership approach with another FT is currently
being explored.

SALT-Lengthy waits for children - The CCG have agreed funding to
manage waiting list and a monitoring process is currently underway.
Pressure Ulcers-incidence of serious pressure ulcers at SFT has
been raised. Working groups have been identified to look further into
this.

TIA-achievements have improved though work still needs to be
done. GP’s to note that there is a new referral form and more
information is available on the TIA CCG website.

Notes on TIA in Stockport;

Up to 40% of all people who have experienced a TIA will go on to
have an actual stroke.

Most studies show that within two days after a TIA, 5% of people will
have a stroke;

Those who score high on their ABCD2 score have an approximate 2
day risk of stroke at 8%.

The average high risk referrals per month for Stockport is 27
referrals per month

The average risk of stroke then within this population is that: of these
patients- 1.35 — 2.16 patients will go on to have a stroke within 2
days. (The risk rises further at 7 and 30 days).

C.difficile and MRSA-figures improving

Mental Health-Patients with Mental Health diagnoses may have
outcomes compromised by long waits for Psychological Therapies.
Additional investments with Pennine Care are being look at.
Integrated Commissioning Plan for Stockport 2012-2015

Our Strategic Aims;

In delivering this vision we have identified five strategic priorities for
the next 3 years.

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

2. Improve the care of children and adolescents with long-term
conditions and mental health needs

AA






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

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

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

Program initiatives examples;

Stockport One-health and social care organisations working together
Community IV service

GP Referral Management Schemes

EUR

Prescribing advisors

12

GP/FT Interface

The current areas of focus are outpatient letters, discharge letters
and death notification. If you have any feedback or comments please
contact Dr A Firth adam.firth@nhs.net

AF

13

Social Prescribing — Age UK Jo Macey

JM provided members with an overview of services provided by Age
UK which were reported to have been well received by practices.
Why should GPs refer to Age UK Services?

[1 Services can relieve pressures on GP appointment time, allowing
time to concentrate on medical issues during consultations

[ Referrals are free
1 Potentially reduce prescription charges

[ Increases the range of services offered by the practice, providing a
holistic care package

Examples of patients that would Benefit:

) Mild to moderate anxiety or depression

[1 Patients who are lonely or socially isolated
[J Longstanding health conditions
[1 Practical home or day-to-day living issues

[] Other social and non-medical issues
Outcomes:
[J Reducing social isolation

[1 Reducing the likelihood of hospital admissions

[ Maintaining older people’s ability to live independently
Attached briefing and referral cards
Referral Card A5 v2 GP Brief Updated Jan

(3).pdf 14.pdf

JM

14

=

Stockport IV
Community Service

IV Therapy Service Update Dee Waterhouse
DW provided an update on the service and how referrals have been

DW
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steadily increasing. The main refers are GPs and secondary care are
being targeted to increase service referrals. DW provided detail of
the number of referrals per practice, the types of conditions treated
and the number of bed days saved. Patient satisfaction remains
high at 95%. It is a 24 hour on call service with referrals being
received between 8am — 10pm.

ANY OTHER BUSINESS
15 None AA

DATE AND TIME OF NEXT MEETING ‘

The next meeting will take place on
Thursday 1° May 2014
Bredbury Hall, Stockport further details to follow
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Executive Summary

What decisions do you require of the Governing Body?

To note the financial position at 31% January 2014 and forecast 13/14 at this
date.

Please detail the key points of this report

e Year to date surplus of £3,358k which is £442k above plan

e Forecast surplus has increased by £1.276m to £4.776m due to slippage in
non-recurrent investments and administration under spends. This has been
agreed with NHSE (GM LAT)

e Healthcare contracts are forecasted to overspend by £3,112k, offset by
combination of Demand Pressure Reserve and Investment slippage.

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: 12th March 2014

Agenda item: 9

Reason for being in Part 2 (if applicable)

N/A
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2.0

2.1

2.2

Financial Position as at Month 10
Introduction

This paper provides an update on the financial position of NHS
Stockport CCG as at 31% January 2014 and provides a forecast outturn
position for the year i.e. forecast outturn position as at 31st March
2014. The report will highlight the risks and challenges that may impact
on the organisation’s ability to deliver its statutory financial duties in
2013/14.

Due to investment slippage and administration underspends the CCG
is forecasting to deliver a surplus of £4.776m, an increase of £1.276m
against the original planned 13/14 surplus of £3.5m. This revision to
our 13/14 surplus has been agreed and supported by NHSE (GM Area
Team).

Financial position as at Month 10 & forecast outturn at this date

The financial position as at month 10 is summarised in Table 1 below.
Members will note that the year-to-date surplus is £442k 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 10 YTD (2,917) (3,359) (442)
Year End Forecast (3,500) (4,776) (1,276)

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

The YTD performance to month 10 shows a £2m overspend against
these healthcare budgets.

The main area of overspend is within Acute Contracts which are
overspending by £2.4m largely due to:

e Stockport Foundation Trust (£1,075k) with continued over
performance in outpatient and critical care activity.

3
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2.4

24.1

24.2

2.4.3

2.5

e Central Manchester University Hospital Foundation Trust (£299Kk)
over performance is largely due to Devices and Other Payment by
Result (PbR) Exclusions, Urgent Care and IVF.

e University Hospitals of South Manchester Foundation Trust
(E1,261k) over performance due to Outpatient, Day Case and
Elective activity.

e East Cheshire (E330k) is also over performing due to Outpatient
and Day Case activity.

Current projections on Acute activity/performance indicate a likely
forecast overspend of c£3.11m. The forecast overspend on acute
Providers is offset by slippage within reserves.

Prescribing

The NHSBSA has provided actual spend to November 13. The position
reported at month 10 therefore includes an estimate for the months of
December and January which, combined with actuals up to November,
shows a YTD overspend of £132k, with a reported forecast position of
a £105k overspent. The YTD and forecast position now includes the
recharge of the cost of flu vaccines administered by GP’s to NHS
England.

The prescribing forecast outturn of a £105k overspend as detailed in
Appendix 1 reflects a locally determined position based on last year’s
trends including spend relating to centralised drugs. Our own local
forecasts continue to be in line with the latest forecast provided by the
NHSBSA.

Members are reminded that the prescribing QIPP of £3.5m has already
been fully embedded within the prescribing budget and therefore we
have achieved against this target.

Running Costs (Corporate)

The CCG is required to maintain its running costs within the £25 per
head of population allocation (£7.18m). 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).
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2.7

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 1,799 1,672 (127) 2,233 2,017 (216)
Non CSU 3,784 | 3,725 (59) 4,947 | 4,667 (280)

Total CCG Running

Costs 5,583 5,397 (186) 7,180 6,684 (496)

The YTD and forecast outturn positions are a reflection of pay
underspends due to staff vacancies throughout the year, consultancy
underspends related to service redesign and uncommitted
administration reserves.

Reserves

Table 1 in Appendix 2 sets out the reserves currently held at month 10.
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 10 slippage totalling £2.6m has
been identified. The investment slippage of £2.6m currently identified
at month 10 is supporting the forecast outturn position.

Contingency — calls against contingency sum have been identified as
at month 10 with the £0.3m uncommitted contingency supporting 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 £1.47m shortfall against the original plan due to delays in the
Business Case approval process and resultant service implementation
which has impacted achievement of savings. This shortfall in planned
savings has been met mainly through savings identified in continuing
care budgets.

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

The financial risks present at month 10 are categorised below:-
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2.7.3

2.7.4

3.0

3.1

3.2

3.3

3.4

Allocation Risk — members have been made aware of the various risk
share agreements put into place by Greater Manchester CCGs. No
further “risk share” resource transfers are anticipated in 2013/14.

Specialist Commissioning — the in-year net impact of the transfer of
Specialist Commissioning responsibilities to NHS England has been
fully met within the 2013/14 financial position. However, the transfer of
Specialist Services funding to NHS England has left NHS Stockport
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
and we are continuing to see this impact against our main Trusts as at
month 10. Our forecast position assumes our ‘most likely’ position on
the basis that trends are subject to seasonal variation.

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.

Members received an update last month that NHS England was going
to undertake a further cash forecast exercise in February which has
now been completed. As a result of the February exercise NHS
Stockport CCG has been notified that its MCD is £327,854k which is in
line with the revised cash forecast requirement submitted by the CCG
as part of the February exercise.

The notified MCD of £327,854k will allow the CCG to fulfil its
contractual payment obligations and meet its Public Sector Payment
Policy (PSPP) statutory duty during March 2014.

Table 3 below sets out the CCG’s cash performance against its MCD
limit together with the actual cash drawn down to 31 January 2014.





Table 3

MCD YTD Plan YTD Actual Variance
£000’s £000’s £000’s £000’s
327,854 273,212 267,460 (5,752)
4.0 Balance Sheet
4.1 Appendix 3 details the balance sheet of the CCG as at 31st January
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
5.1 The Governing Body is asked to:-
5.1.1 Note the financial position of the CCG as at Month 10 (31% January
2014)
5.1.2 Note the increase of £1,276k in our surplus control figure for 13/14
5.1.3 Note the financial risks identified
Gary Jones

Chief Finance Officer
04 March 2014
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Appendix 1

YTD (Mth 10)

Forecast 13/14

Prior Month Forecast

Plan Actual Var Var Plan Actual Var Var Month 9 Change
£000s £000s £000s % £000s £000s £000s % £000s %
Revenue Resource Limit (RRL)
Confirmed (292,006) (292,006) 0 0.0% (357,168) (357,168) 0 0.0% (357,168) 0.0%
Anticipated 5,852 5,852 0 0.0% 7,022 7,022 0 0.0% 7,022 0.0%
Total RRL (286,155) (286,155) 0 0.0% (350,146) (350,146) 0 0.0% (350,146) 0.0%
Net Expenditure
Acute 172,002 174,421 2,419 1.4% 207,214 210,326 3,112 1.5% 209,992 0.2%
Mental Health 24,339 24,286 (53) (0.2%) 29,201 28,953 (248) (0.8%) 29,167 (0.7%)
Community Health 17,814 17,814 0 0.0% 21,377 21,377 0 0.0% 21,455 (0.4%)
Continuing Care 11,340 11,085 (255) (2.2%) 13,609 13,363 (246) (1.8%) 13,527 (1.2%)
Primary Care 4,000 4,145 145 3.6% 6,049 6,314 265 4.4% 6,181 2.2%
Other 8,045 7,831 (214) (2.7%) 9,957 9,909 (48) (0.5%) 9,440 5.0%
Sub Total Healthcare Contracts 237,540 239,582 2,042 0.9%) 287,407 290,242 2,835 1.0% 289,762 0.2%
Prescribing 37,685 37,817 132 0.4% 45,138 45,243 105 0.2% 45,287 (0.1%)
Running Costs (Corporate) 5,583 5,397 (186) (3.3%) 7,180 6,684 (496) (6.9%) 7,113 (6.0%)
Total Net Expenditure 280,808 282,796 1,988 0.7%) 339,725 342,169 2,444 0.7% 342,162 0.0%
Reserves
Reserves - Inflation & Demand Pressures 800 0 (800) (100.0%) 800 0 (800) (100.0%) 0 0.0%
Reserves - Investments 1,630 0 (1,630) (100.0%) 4,043 1,433 (2,610) (64.6%) 4,943 (71.0%)
Reserves - Contingency 0 0 0 0.0% 2,400 2,121 (279) (11.6%) 1,385 53.1%
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% (383) (383) 0 0.0% (575) (33.4%)
Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 61 30 (31) (50.8%) 490 0.0%
Sub Total Reserves 2,430 0 (2,430) (100.0%) 6,921 3,201 (3,720) (53.7%) 4,404 (27.3%)
Total Net Expenditure & Reserves 283,238 282,796 (442) (0.2%) 346,646 345,370 (1,276) (0.4%) 346,566 (0.3%)
TOTAL (SURPLUS) / DEFICIT (2,917) (3,359) (442) 15.2% (3,500) (4,776) (1,276) 36.5%) (3,580) 33.4%)






SUMMARY OF RESERVES
Month 10 - as at 31 January 2014

Table 1 - Reserves Summary

Reserves Commits Forecast Bals
Held Mth 10 Mth 10 onwards Year End
Amounts Held in CCG Reserves £'000 £'000 £'000
Demand Pressures 800 0 (800)
Investments 4,043 1,433 (2,610)
Contingency 2,400 2,121 (279)
In Year Adjustments to Allocation 61 30 (31)
Saving and Efficiency (see table 2 below) (383) (383) 0
Total Reserves 6,921 3,201 (3,720)
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) (1,917) (383) 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) (23,631) (383) 0
Table 3 - Public Sector Payment Policy (PSPP) - Measure of Compliance
The Public Sector Payment Policy target requires PCT's to aim to pay 95% of January YTD
all valid invoices by the due date or within 30 days of receipt of a valid
invoice, whichever is later. Number £000s
Non-NHS Payables
Total Non-NHS Trade Invoices Paid in the Year 7,655 29,844,
Total Non-NHS Trade Invoices Paid Within Target 7,551 29,319
Percentage of Non-NHS Trade Invoices Paid Within Target 98.64 98.24
NHS Payables
Total NHS Trade Invoices Paid in the Year 1,612 204,365
Total NHS Trade Invoices Paid Within Target 1,608 204,063
Percentage of NHS Trade Invoices Paid Within Target 99175/ 99.85
Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 9,267 234,209
Total NHS Trade Invoices Paid Within Target 9,159 233,382
Percentage of NHS Trade Invoices Paid Within Target 98.83 99.65
\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 (30) (30) (30)]
TOTAL ALLOCATIONS (342,685) (7,461) (350,146) (61)

RAG
Rating

Appendix 2

Recurrent
Variance to Plan

£'000

(1,284)

(2,185)
1,467

(2,002)






NHS STOCKPORT CCG BALANCE SHEET as at 31 January 2014 (Month 10)

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 31.01.14 31.3.14
£000s £000s £000s £000s
0 23 23 19
0 0 0 0
0 0 0 0
0 23 23 19
0 8 8 50
0 1,183 1,183 100
0 0 0 0
0 1,191 1,191 150
0 0 0 0
0 1,191 1,191 150
0 1,214 1,214 169
0 (16,528) (16,528) (19,000)
0 0 0 0
0 0 0 0
0 (16,528) (16,528) (19,000)
0 (15,314) (15,314) (18,831)
0 0 0 0
0 0 0 0
0 0 0 0
0 (15,314) (15,314) (18,831)
0 0 0 0
0 (15,314) (15,314) (18,831)
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Actions arising from Governing Body Part 1 Meetings
NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
010613 | Strategic Performance Report 149/13 10 July J Crombleholme
For the two Lay Members to discuss 11 September
performance reporting outside of the meeting 13 November
11 December
12 February
12 March
051213 | Report of the Chief Operating Officer 241/13 12 March G Mullins
To share with the members the new CCG
assurance process once known
061213 | Public Sector Equality Duties 243/13 12 March T Ryley
To prioritise during the planning round the
issue of continuous service provision from
childhood to adulthood
010214 Patient Story 06/14 9 April M Chidgey

To look into the issues of waiting times for
the wheelchair and orthotics services
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ACTION
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DUE DATE

OWNER AND UPDATE

020214

Patient Story
To publicise the REMAP service on the

CCG’s website

06/14

12 March

G Mullins

030214

Quality Report

To provide clarity on the duration of the
duration of the Patient Transport Service
contract

08/14

12 March

M Chidgey

040214

Quality Report
To bring to the Governing Body data
regarding access to GPs

08/14

14 May

V Mehta

050214

Report of the Chair
To respond to the received petition

11/14

12 March

J Crombleholme
UPDATE: This is on today’s agenda

060214

Report of the Chief Operating Officer

To update the Governing Body on the
Checkpoint Three meeting with the Area
Team

13/14

12 March

G Mullins

070214

Draft Better Care Fund
To circulate the narrative to the members

16/14

12 March

G Mullins

080214

Any Other Business

To write to Sir David Nicholson regarding the
membership requirements for the
Remuneration Committee

18/14

12 March

J Crombleholme







