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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 




The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Heaton Lane, Stockport, SK4 1BS at 10.00 on Wednesday 12 February 2014.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	
	J Crombleholme

	3
	Approval of the draft Minutes of the meeting held on 11 December 2013

	
[image: image1.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 11 December 2013.pdf


	To receive and approve
	10.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

arising from Governing Body Meeting of 11 December 2013 Part I.pdf


	To receive and note
	10.10
	J Crombleholme

	5
	Notification of items for Any Other Business
	Verbal
	To note

	
	J Crombleholme

	6
	Patient Story


	Video
	To note
	10.15
	R Gill 

	7
	Strategic Performance Report

	
[image: image3.emf]Item 7A 01 14 

Performance Report for Governing Body.pdf



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

BAF_Summary_01_14.pdf


	To receive and note
	10.30
	G Mullins

	8 
	Quality Report

	
[image: image5.emf]Item 8A - Quality 

Report - January 2014.pdf



 EMBED AcroExch.Document.7  [image: image6.emf]Item 8B Draft 

minutes-18Dec13.pdf


[image: image7.emf]Item 8C - Draft 

Minutes-15Jan14.pdf



 EMBED AcroExch.Document.7  [image: image8.emf]Item 8D - 

Readmissions Analysis.pdf


	To receive and note
	10.45

	M Chidgey

	9
	Finance Report

	
[image: image9.emf]Item 9A Finance 

Report December 2013.pdf



 EMBED AcroExch.Document.7  [image: image10.emf]Item 9B Finance 

Appendix Dec 13.pdf



 EMBED AcroExch.Document.7  [image: image11.emf]Item 9C Confirmed 

Audit Committee Minutes 04 12 13.pdf



 EMBED AcroExch.Document.7  [image: image12.emf]Item 9D Unconfirmed 

Audit Committee Minutes 21 01 14 including appendix 1.pdf


	To receive and note
	11.00
	G Jones

	10
	Reports of the Locality Council Committee Chairs
	
[image: image13.emf]Item 10 Approved  

Marple and Werneth Locality Council Meeting Minutes (30 10 13).pdf


	To note
	11.10
	S Johari

A Johnson

P Carne
A Aldabbargh

	11
	Report of the Chair
	Verbal
	To note
	11.20
	J Crombleholme

	12
	Report of the Chief Clinical Officer
	
[image: image14.emf]Item 12A AGG 

Summary v2 (4 2 14).pdf



 EMBED AcroExch.Document.7  [image: image15.emf]Item 12B 2014 01 22 

CiC Agenda Part A.pdf



 EMBED AcroExch.Document.7  [image: image16.emf]Item 12C 2014 01 22 

Agenda Item A-2.pdf



 EMBED AcroExch.Document.7  [image: image17.emf]Item 12D 2014 01 22 

Agenda Item A-4.pdf



 EMBED AcroExch.Document.7  [image: image18.emf]Item 12E 2014 01 22 

Agenda Item A-1.5.pdf



 EMBED AcroExch.Document.7  [image: image19.emf]Item 12F 2014 01 22 

Agenda Item A-6.pdf


	To note
	11.25
	R Gill

	13
	Report of the Chief Operating Officer
	Verbal
	To receive and note
	11.35
	G Mullins

	14
	Clinical Policy Committee Report

	
[image: image20.emf]Item 14A CCG 

Governing Body Update from CPC January 2014.pdf



 EMBED AcroExch.Document.7  [image: image21.emf]Item 14B Draft 22 

January 2014.pdf


	To receive and note
	11.40
	V Owen-Smith

	15
	Director of Public Health Annual Report
	
[image: image22.emf]Item 15 Annual 

Report of the Director of Public Health.pdf


	To note
	11.50
	V Owen-Smith

	16
	Draft Better Care Fund
	To follow
	To approve
	12.00
	G Mullins / 
T Dafter

	17
	Strategic Outline Case for Integrating Health and Social Care Records
	
[image: image23.emf]Item 17 Stockport 

strategic and economic Case System Integrated Records v1 0.pdf


	To approve
	12.20
	G Jones / 
P Fleming 

	18
	Any other business as raised in agenda item 5
	Verbal
	
	12.40
	J Crombleholme


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 12 March 2014 at 10:00 at Cheadle Sports Club, 225 Kingsway, Cheadle, Cheshire, SK8 1LA.
Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 28 February 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2013-14


Month 9 - as at 31st December 2013


Plan Actual Var Var Plan Actual Var Var Prior Month Change


£000s £000s £000s % £000s £000s £000s % £000s %


Revenue Resource Limit (RRL)


Confirmed (262,483) (262,483) 0 0.0% (357,168) (357,168) 0 0.0% (357,168) 0.0%


 Anticipated 5,267 5,267 0 0.0% 7,022 7,022 0 0.0% 7,741 (9.3%)


Total RRL (257,216) (257,216) 0 0.0% (350,146) (350,146) 0 0.0% (347,955) 0.6%


Net Expenditure


Acute 154,231 156,688 2,457 1.6% 206,601 209,992 3,391 1.6% 209,298 0.3%


Mental Health 21,908 21,942 34 0.2% 29,201 29,167 (34) (0.1%) 29,191 (0.1%)


Community Health 16,091 16,044 (47) (0.3%) 21,455 21,455 0 0.0% 21,455 0.0%


Continuing Care 10,942 10,130 (812) (7.4%) 14,590 13,527 (1,063) (7.3%) 13,539 (0.1%)


Primary Care 3,557 3,759 202 5.7% 6,049 6,181 132 2.2% 6,151 0.5%


Other 7,107 7,080 (27) (0.4%) 9,402 9,440 38 0.4% 9,719 (2.9%)


Sub Total Healthcare Contracts 213,836 215,643 1,807 0.8% 287,298 289,762 2,465 0.9% 289,353 0.1%


Prescribing 33,854 34,185 331 1.0% 45,138 45,287 149 0.3% 45,364 (0.2%)


Running Costs (Corporate) 4,756 4,710 (46) (1.0%) 7,180 7,113 (67) (0.9%) 7,094 0.3%


Total Net Expenditure 252,446 254,538 2,092 0.8% 339,616 342,162 2,546 0.7% 341,811 0.1%


Reserves


 Reserves - Inflation & Demand Pressures 800 0 (800) (100.0%) 800 0 (800) (100.0%) 0 0.0%


 Reserves - Investments 1,345 0 (1,345) (100.0%) 6,980 4,943 (2,037) (29.2%) 5,634 (12.3%)


 Reserves - Contingency 0 0 0 0.0% 2,759 1,385 (1,374) (49.8%) 1,387 (0.1%)


 Reserves - Provider 4% deflator 0 0 0 0.0% 0 0 0 0.0% 0 0.0%


 Reserves - Saving & Efficiency 0 0 0 0.0% (2,042) (575) 1,467 (71.8%) (767) (25.0%)


 Reserves - Saving & Efficiency  Specialist Comm 0 0 0 0.0% (1,839) (1,839) 0 0.0% (2,658) (30.8%)


 Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 372 490 118 31.7% 460 0.0%


Sub Total Reserves 2,145 0 (2,145) (100.0%) 7,030 4,404 (2,626) (37.4%) 4,056 8.6%


Total Net Expenditure & Reserves 254,591 254,538 (53) (0.0%) 346,646 346,566 (80) (0.0%) 344,390 0.6%


TOTAL (SURPLUS) / DEFICIT (2,625) (2,678) (53) 2.0% (3,500) (3,580) (80) 2.3% (3,565) 0.4%


Appendix 1


Forecast 13/14 Change in ForecastYTD (Mth 9)







SUMMARY OF RESERVES Appendix 2


Month 9 - as at 31 December 2013


Table 1 - Reserves Summary


Reserves Commits Forecast Bals


Held Mth 9 Mth 9 onwards Year End


Amounts Held in CCG Reserves £'000 £'000 £'000


Demand Pressures 800 0 (800)


 Investments 6,980 4,943 (2,037)


 Contingency 2,759 1,385 (1,374)


 In Year Adjustments to Allocation 372 490 118


 Saving and Efficiency (see table 2 below) (3,881) (2,414) 1,467


Total Reserves 7,030 4,404 (2,626)


Table 2 - CCG Cost Improvements


CIP Schemes - CCG Element YTD Forecast CIP Variance RAG


Rec NR Total Savings yet to be delivered to Plan Rating


£'000 £'000 £'000 £'000 £'000s £'000s


QiPP - Provider efficiency - 4% Deflator (9,759) 0 0 0 (9,759) 0 0


QiPP - Avoided Growth - Target Saving (3,603) 0 0 0 (3,603) 0 0


QiPP - Avoided Growth - Prescribing (1,700) 0 0 0 (1,700) 0 0


CIP - Activity Scoped - Target Saving (3,767) (1,476) (566) (2,042) (1,725) (575) 1,467


CIP - Prescribing (1,800) 0 0 0 (1,800) 0 0


Risk Share Reserve - Specialist Commissioning (3,385) (2,185) 346 (1,839) (1,546) (1,839) 0


Income & Expenditure Savings (Continuing Care) 0 0 0 0 0 (1,467) (1,467)


Total (24,014) (3,661) (220) (3,881) (20,133) (3,881) 0


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


Number £000s


Non-NHS Payables


Total Non-NHS Trade Invoices Paid in the Year 6,733 27,381


Total Non-NHS Trade Invoices Paid Within Target 6,639 26,873


Percentage of Non-NHS Trade Invoices Paid Within Target 98.60 98.15


NHS Payables


Total NHS Trade Invoices Paid in the Year 1,426 183,392


Total NHS Trade Invoices Paid Within Target 1,422 183,090


Percentage of NHS Trade Invoices Paid Within Target 99.72 99.84


Total NHS and Non NHS Payables


Total NHS Trade Invoices Paid in the Year 8,159 210,773


Total NHS Trade Invoices Paid Within Target 8,061 209,964


Percentage of NHS Trade Invoices Paid Within Target 98.80 99.62


Table 4 - Summary of Notified and Anticipated Allocations


Recurrent 


Budget Non Recurrent Total


Still Held in 


Reserves


£'000 £'000 £'000 £000.s


Opening Baseline Allocation (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) (39)


  Demonstrator Site Funding (460) (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)


TOTAL ALLOCATIONS (342,685) (7,461) (350,146) (530)


Month 9 position 


The Public Sector Payment Policy target requires PCT's to aim to pay 95% 


of all valid invoices by the due date or within 30 days of receipt of a valid 


invoice, whichever is later.


We will continue to monitor our performance against the 95% 'Public Sector Payment Policy' (PSPP) target of 


invoices paid within 30 days of invoice. Performance is measured based on both numbers of invoices and £ 


value.


Opening 


Position


December YTD







NHS STOCKPORT CCG BALANCE SHEET as at 31 December 2013 (Month 9) Appendix 3


Opening Closing Movement Forecast


Balances Balances in Balances B/S


1.4.13 31.12.14 31.3.14


£000s £000s £000s £000s


Non-current assets:


Property, plant and equipment 0 0 0 19


Intangible assets 0 0 0 0


Trade and other receivables 0 0 0 0


Total non-current assets 0 0 0 19


Current assets:


Cash and cash equivalents 0 1,237 1,237 5


Trade and other receivables 0 1,402 1,402 50


Inventories 0 0 0 0


0 2,639 2,639 55


Non-current assets classified "Held for Sale" 0 0 0 0


Total current assets 0 2,639 2,639 55


Total assets 0 2,639 2,639 74


Current liabilities


Trade and other payables 0 (15,909) (15,909) (19,000)


Provisions 0 0 0 0


Borrowings 0 0 0 0


Total current liabilities 0 (15,909) (15,909) (19,000)


Non-current assets plus/less net current assets/liabilities 0 (13,270) (13,270) (18,926)


Non-current liabilities


Trade and other payables 0 0 0 0


Provisions 0 0 0 0


Borrowings 0 0 0 0


Total non-current liabilities 0 0 0 0


Total Assets Employed: 0 (13,270) (13,270) (18,926)


FINANCED BY:


TAXPAYERS' EQUITY


General fund 0 (13,270) (13,270) (18,926)


Revaluation reserve 0 0 0 0


Total Taxpayers' Equity: 0 (13,270) (13,270) (18,926)
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Analysis of Readmissions 
 
 


1 Overview & Process 
Stockport CCG benchmarks nationally as being high for readmissions. Since 
2011/12 the national tariff rules have included financial penalties for providers 
intended to reduce the level of readmissions.  The sequential process is:- 
 
 


 
 
The national definition of readmission is narrow. The CCG should be looking 
beyond this definition as opportunities do also exist in for example maternity, 
paediatrics and cancer care. The staring mind-set should be that any 
readmission represents a failure in care and poor experience for patients and 
their families. 
 
 
2 Total Readmissions. 
The national definition of readmissions covers any patient readmitted within 
30 days of the original spell – the readmission spell may or may not be for a 
similar condition and may be with a different provider. The identification of 
these spells is complex with a series of exclusions to the policy ranging from 
cancer to Road Traffic Accidents. The introduction of multiple commissioners 
has further increased complexity. 
 
It is believed that some of the apparent increase in readmissions on the 
control chart relates to the changes in responsible commissioner – this is still 
being reviewed and is proving problematic. For the purposes of this paper the 
focus is on a single provider (Stockport Foundation Trust) where these 
differences can be more readily isolated. 
 


Calculate total 
readmissions 


(2) Clinical Audit:- 
RCA & 


% avoidable 


(3) Calculate 
deduction = total 


* % avoidable 


(4) Propose 
reinvestment 


schedule 


(5) Implement 
changes 


(6) Monitor 
Improvement 


(1) Calculate total 
readmissions 
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At Stockport FT the level of readmissions has increased by approximately 8% 
in the last two years. This is consistent with the two year increase in coded 
urgent admissions and follows the same pattern, with more than 80% of these 
relating to spells of one day or less. The increase in readmissions is entirely 
consistent with the increase in assessment capacity i.e. the increase is supply 
driven through counting changes  and not believed to be demand driven. 
 
Before the audit was undertaken an avoidable percentage of 23% was agreed 
and a re-investment fund of £2.1m established. 
 
An analysis of readmissions is attached as appendix 1. This also includes 
some information on length of stay which suggest that there are no significant 
changes in discharge processes which would improve / deteriorate 
readmission levels. 
 
3 Clinical Audit. 
A number of clinical audits have been undertaken between CCG and SFT in 
the last twelve months. The objective of these was:- 
 


1) To establish the proportion of re-admissions which are deemed to be 
avoidable.  


2) To identify improvements and / or investment options which will directly 
impact on the level of readmissions? 


 
Readmissions policy assumes that PbR is fully operational; the CCG view, not 
yet finally agreed with SFT is that the outcome is:- 
 


Contract Terms % Deduction 


Current Terms 23% 


Full PbR 27% 


 
In addition under full PbR there would be a number of contract challenges 
which would be generated with regards to ward attender activity that SFT 
currently code as admissions. This would account for a further 8% deduction.  
 
The second part of the audit is to capture themes to be addressed to reduce 
re-admissions, these are summarised as appendix 2. 
 
4 Calculation of Deduction. 
Under the current contract a deduction of £2.1m is made annually from SFT. 
As set out above remaining at current contract terms would mean retaining 
this value. Should the economy move to full PbR then the CCG would seek an 
increase to £2.5m for the reinvestment fund with a further contract challenge 
generated of at least £0.8m.  
 
5 Proposed re-investment schedule. 
The national framework specifies the areas that the readmission fund can be 
reinvested into. Of the available £2.1m the CCG has proposed that in 14/15 
the following be approved:- 
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Enhanced Primary Care  £875 
Patient Education Programme £100 
 
SFT have the opportunity to make their own proposals. All agreed 
investments should be consistent with the national framework and address 
the themes from the clinical audit. 
 
6 Monitoring Improvement. 
This will be tracked through contracts and the CCG performance report. 
Changes to counting, coding and responsible commissioners in recent years 
have made the clear identification of the impact of improvements problematic.  
 
7 Conclusion. 


 The national readmissions process has identified clear improvement 
opportunities. 


 The approach of clinical audit has given a depth to the information 
which could not be identified from analysis of data alone. 


 Improvement is not solely dependent upon investment.  


 Opportunities exist outside of the national definition and we should not 
self-limit based on this definition. 
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Appendix 1 – Analysis of Readmissions 


 
Table 1 – Readmissions Pathways 


 
 
Table 2 – readmissions by length of stay (2011/12) 
 
 Spells Re-admission Length of stay   


Admission 
Length of 


Stay 


 <=1 2-5 6-10 >10 Total 


<=1 992 540 231 212 1975 


2-5 363 377 150 184 1074 


6-10 134 161 103 140 538 


>10 130 133 124 298 685 


 Total 1619 1211 608 834 4272 


 
Table 3 – Annualised Increase in readmissions since 2011/12 
 
 Spells Re-admission Length of stay   


Admission 
Length of 


Stay 


 <=1 2-5 6-10 >10 Total 


<=1 138 -56 -53 -32 -3 


2-5 33 10 59 2 104 


6-10 28 -8 32 81 133 


>10 58 11 34 -27 76 


 Total 256 -43 72 24 309 


 
Table 4 – Length of stay changes – SFT – 11/12 to 13/14 
 


 
  


Spell 1 Spell 2 Actual Spells Actual Cost        £


4,272 £9,023,281


Deduction at 23% £2,075,355


733


68


3,224


247


£1,429,192


£148,616


£6,850,564


£594,909


EL (Trust 1)


NEL (Trust 1)


NEL (Trust 1)


NEL (Other)


NEL (Trust 1)


NEL (Other)


LOS Bands <=1 2-5 6-10 11-15 16-20 >20 Grand Total


11/12 3.1 7.6 12.8 17.7 37.2 9.1


13/14 3.1 7.6 12.8 17.8 34.5 8.8


% Improvement #DIV/0! 0.2% 0.0% -0.1% 0.2% -7.2% -3.1%
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Appendix 2 – Summary of re-admission themes 
 


Theme identified Response 


Patients having to be re-admitted 
to have operation as part of 
NCEPOD 


Daily all day NCEPOD list would avoid these 
admissions. 


Patients presenting with pain 
(abdominal/chest) post daycase 
surgery particularly following 
laparoscopical intervention 
 


Proper follow-up support/information 
telephone advice. 


Patients being re -admitted with 
recurrent cholecystitis whilst 
waiting for 'elective' intervention. 


Daily dedicated all day NCEPOD list  


Relapse of chronic condition Robust community support : targeting 
COPD/Heart failure.  


End of life (palliative care) 
particularly in frail older people 
with underlying chronic brain 
disorders 
(CVD/Dementia/Parkinson's) 
admitted with 'recurrent 
aspiration pneumonias' 
 


To be agreed 


Alcohol related admissions 
 


To be agreed 


Failed discharges due to social 
reasons 


To be agreed 


Ward attenders for eg diagnostics These should not be classified as admission / re-
admissions 
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Attendance:  Steve Allinson   NHS Tameside & Glossop CCG 


Rob Bellingham   Greater Manchester LAT 
   Ivan Benett   NHS Central Manchester CCG - for M Eeckelaers 
   Alan Campbell   NHS Salford CCG 
   Tim Dalton   NHS Wigan Borough CCG 
   Andrea Dayson   GM Association of CCGs 
   Chris Duffy   NHS Heywood, Middleton & Rochdale CCG 


Ranjit Gill   NHS Stockport CCG 
 Denis Gizzi   NHS Oldham CCG 


   Nigel Guest   NHS Trafford CCG 
   Gary Jones   NHS Stockport CCG – for G Mullins  


Gina Lawrence   NHS Trafford CCG   
   Su Long    NHS Bolton CCG 
   Joe McGuigan   NHS Trafford CCG - for J Daines    


Wendy Meredith  Bolton Council (Public Health)  
   Stuart North   NHS Bury CCG 
   Jenny Scott   NHS England – Specialist Commissioning 
   Hamish Stedman (Chair) NHS Salford CCG  
   Mike Tate   NHS Wigan Borough CCG 


Bill Tamkin   NHS South Manchester CCG    
   Martin Whiting   NHS North Manchester CCG 
   Leila Williams   Service Transformation 
   Ian Williamson   NHS Central Manchester CCG 
              
Apologies:  Trish Anderson   NHS Wigan Borough CCG 
   Wirin Bhatiani   NHS Bolton CCG    
   Julie Daines   NHS Oldham CCG 
   Alan Dow   NHS Tameside & Glossop CCG 


Michael Eeckelaers  NHS Central Manchester CCG 
   Lesley Mort   NHS Heywood, Middleton, & Rochdale CCG 
   Gaynor Mullins   NHS Stockport CCG 
   Kiran Patel   NHS Bury CCG 
   Clare Watson   NHS Tameside & Glossop CCG 
   Simon Wootton   NHS North Manchester CCG 
   Ian Wilkinson   NHS Oldham CCG 
    
In Attendance:  Laura Foster   Service Transformation (HT)  
  Helen Hosker  GP Clinical Lead – 111 Service 


Julie Rigby   SCN – Quality Improvement Lead 
Louise Sinnott   NHS England-Specialised Commissioning  


GM ASSOCATION OF CCGs:  Association Governing Group (AGG) 
Salford& Worsley Suites, St James’s House, Salford 


Tuesday, 4 February 2014 (13.30 – 17.30pm) 
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 Members were welcomed to the meeting and apologies were noted.   
 


 
 
2.1 Minutes of the last Meeting: 7.1.14 


 The Minutes of the last meeting were accepted as an accurate record. 
 
2.2 Papers for Future Meetings 


 Noted that some papers, due to various reasons, had arrived within a very short time frame. 


 There was discussion on a reasonable timeframe for the receipt of papers. 


 It was agreed that it was reasonable for all papers to be sent to Andrea Dayson 1 week in 
advance of the meeting.  Thereafter, the agenda item would be deferred until the next meeting.   


 
 
 
 


 
 


 
3.1 Healthier Together/CCG Working Arrangements 
A presentation from IW described the proposed future working arrangements between HT and CCGs. 
The aim is to improve governance, accountability and communication/CCG ownership of the 
programme.  The issue was addressed by convening a small group of COs and the ideas generated from 
this were discussed at the Development Session held following the last CiC meeting.   
 
Range of ideas/options discussed at the Development Session and in particular:- 


o The continuance of the Steering Group – and should it be more inclusive? 
o Is the Steering Group still required now that the CiC is established? 
o Concerns from non-members of the Steering Group that the pace is too fast/too slow 
o What is the difference between HT and Service Transformation – this needs to be clarified 


further so that there is a common understanding. 
Summary: 
There are 5 proposals put forward:- 


o Improve HT governance 
o Clearer team accountability 
o Improved external links 
o Agreed budget 
o Improved communications 


 


 


 


 


1. WELCOME & APOLOGIES FOR ABSENCE 


2. MINUTES OF THE LAST MEETING & REVIEW OF ACTION LOG 


3. STRATEGIC WORK PROGRAMMES 


The AGG Agreed: 


 The deadline for the receipt of agenda item papers is 1 week prior to each meeting. 


The AGG agreed: 


 The five proposals – acknowledging there is a separate budget discussion (see item 3.3), 


 There is a need for the development of an organogram – IW/LW  


 That the process is commissioner-led with provider management in advisory capacity 


 There is a need to consider the long term planning of the HT team (hosting arrangements) 
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Healthier Together:  BRIEFING 
IW tabled a paper which highlighted some keys points for the attention of the AGG:- 
Commissioner (CCG) Groupings session  


 The last two meetings of CiC have discussed the need for commissioning (CCG) groupings. 


 A workshop next week will discuss this issue and the outcome will be reported to the next 
CiC meeting. 


Monitor meeting 


 A visit has taken place with the competition arm of Monitor. 


 Monitor is only in a position to provide informal advice. 
Informal AGMA Leaders 


 Work is in progress to build on district discussions and will move to sector level meetings. 
Potential March Workshop 


 Workshops events will be planned to ensure there is sufficient time to allow for detailed 
discussion at each locality. 


 It is expected that some of these will be held early in March. 


 The details / facilitation is subject to discussion with Andrea Dayson. 
Committee in Common update 


 The first meeting was held in January and in public. 
Neighbouring CCGs involvement 


 Currently East Cheshire (Macclesfield Hospital) are a member of the CiC in a non-voting 
capacity. 


 There may be pressure from them to become a voting member and this needs to be 
considered as it may also apply to other areas. 
 


 


 


 


(NB: 3.2 deferred – no agenda item) 


3.3 Proposed Service Transformation Budget for 2014/15 
Introduction: 
This paper has been produced in response to a request by the AGG (Dec 2013) for further information 
on the budget for 2014/15.  The scope had been increased to cover the period up to 2016/17. 
 
The paper covers 3 specific areas with a request for decision/approval by the AGG:- 


o Note the forecast spend for 2013/14 is in line with the budget. 
o Agree 2014/15 budget of £4m including a contingency of £686k with a review in July 2014. 
o Approve the assurance arrangements to support the programme. 


Summary 
There is some difficulty in estimating and quantifying programme costs and it is not without risk as 
reconfiguration on this scale has not been attempted before - GM is the first to do so post-April 2012.  
The Assurance Framework has now been published and there is a commitment to continue a 
transparent process and regularly report on expenditure to commissioners/AGG.   


The AGG noted: 


 IW/LW to circulate notes from the Monitor visit 


 CiC: Consideration of the voting rights of neighbouring CCGs 


 AD to assist in facilitation of the March workshops 
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Concerns noted that full business case should be produced to support this level of expenditure. Proposal 
put forward for (a) the forecast spend in 2013/14, (b) budget for 2014/15 of £4m with a contingency of 
£686k, (c) assurance arrangements. 


 
 


 
 
 2014 


 
 
 


3.4 GM Strategic Levy 
Introduction to the Paper: 
Joe McGuigan attending on behalf of Julie Daines introduced the paper. 
 
The AGG was asked to consider/note the following:- 


o forecast commitments in 2013/14 
o the degree of remaining uncertainty of  some elements of the 2013/14 assumptions 
o the recommendation to release surplus resources to CCGs and request from GM CSU for 


additional IM&T funding 
o the on-going consideration by GM CCG CFOs of elements of the Health & Social Care 


Reform programme in respect of 2014/15 running costs 
o the CFO proposal for 2014/15 and 2015/16 mandated non-recurrent resource 


 
Forecast Commitments in 2013/14 
Introduction: 


 Breakdown summary of the forecast expenditure compared to agreed funding for the 5 schemes 
in 2013/14. 


Summary: 
It was felt opportune to review the CFO /AGG remit in respect of (a) level of detail (b) post-evaluation 
report (c) reporting intervals (d) risk/escalation register. The strategic levy monitoring / reporting 
processes are to be discussed at a future CO meeting. 


 
2014/15 & 2015/16 Proposal 
Introduction: 


 CCGs are requested to reserve 2.5% (in 2014/15) and 1% (in 2015/16) of their recurrent 
allocation to be spent non-recurrently. 


 As there are already known commitments for next year, the CFOs propose that 0.3% be ring 
fenced for the 2014/15 strategic levy. 


 The strategic levy (0.3%) schemes include: HT, Health & Social Care Reform, Neuro-Rehab, 
Trafford/CMFT residual, uncommitted balance. 


Summary: 
The details of the proposed 2014/15 strategic levy were noted and each recommendation addressed. 
The level of financial governance/sign off by CFOs is to be agreed at a future meeting. 
 


The AGG Agreed: 


 The forecast spend for 13/14. 


 In principle to the 14/15 budget as outlined within the paper BUT noted concerns regarding FBC 
support. 


The AGG Noted: 


 JN to request guidance from NHSE in respect of FBC and required process 
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4.1 Neuro Rehabilitation 
Introduction: 
An update report on the work programme for GM in-patient neuro rehabilitation services and 
presentation had been circulated. 
 
The AGG were asked to:- 


o Note the development of the business case 
o Approve the establishment of a joint commissioning/procurement working group 
o Note the case for recurrent capacity 
o Note the impact of not proceeding 


Summary: 
There was support for the work that has been undertaken and approval of the recommendations. 
 
 
 
 
 
 
 
 
 
 
ADDITIONAL ITEM NOT ON MAIN AGENDA: Specialised Commissioning 
Specialised Commissioning presentation by Jenny Scott 
Introduction: 


 JS presented the ‘Everyone Counts: developing the 5 year strategic plan in specialised services’ 


The AGG Agreed/Noted: 


 Recommendation 1: AGG noted the forecast commitments against the Levy for 2013/14 


 Recommendation 2: AGG noted the degree of uncertainty associated with some element of the 
2013/14 assumptions 


 Recommendation 3: AGG agreed the £1.4m uncommitted funds be released back to CCGs 


 Recommendation 4: AGG noted the on-going consideration by CFOs of the 2014/15 costs of the  
Health & Social Care Reform Programme  


 Recommendation 5: AGG agreed to the Levy being capped at 0.3% for 2014-15 and 2015-16 
 
Action: (Additional Recommendation by the AGG): 


 Recommendation 6:  AGG to agree the autonomy/governance level of CFOs 


 AD:  Forward Plan for future CO meeting -  future arrangements for strategic levy budget 
monitoring/reporting/post evaluation 


4. CLINICAL WORK PROGRAMME UPDATES 


The AGG Agreed:  


 The development of the business case 


 The establishment of a joint commissioning/procurement working group 


 The case for recurrent capacity 


 Approval of continued non recurrent funding for the 20 beds pending completion of the 
procurement process 


 The impact of not proceeding 
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 Specialised commissioning has a £11.8bn budget which represents 10% of the overall NHS 
England commissioning budget. 


 Most of the budget is spent on pathways of care – very little on innovation/new technology 


 CCGs are critical to achieving world class patient outcomes and a strong working 
relationship/shared decision making are essential. 


 The 5 year strategic plan is a key element of Call to Action. 


 The 5 year plan for the North West comprises of mission, vision, goals, and objectives. 


 The plan will encompass GM, Cheshire & Merseyside and Lancashire and therefore necessary to 
achieve cohesion and alignment. 


 Proposal to have Task & Finish Groups (TFG) comprising of Chair, Spec Comm link, Area Team 
Strategy Lead, Area Team Quality/Performance Lead, CCG Representation, SCN/Senate rep with 
Planning and Administrative support.  NB:  Planning Manager has just been appointed.   


 
 
 
 
 
 
 
 
 
 
 
5.1 EUR Operational Policy  
The EUR Operational policy sets out the operational framework for the GM EUR service. It documents 
the procedures and processes relating to the consideration of Individual Funding Requests (IFR) and 
Individual Prior Approvals and the development of GM EUR treatment policies. 
 
The AGG is asked to ratify the policy. 


 Concerns noted with some difficulties with the policy in relation to process/pathway and 
decision making and that the process is very lengthy as it includes the wider community.   


 The process is to consult the public before progressing to DoFs/DoCs whereas an initial 
commissioning/financial decision (before public) may be a more logical pathway.    


Summary: 


 The concerns expressed were noted and agreed it was appropriate to review at the interval 
suggested within the policy. 


 
 
 


 
 
 
 
 
 


5. ASSOCIATION OF GM CCGs 


The AGG Agreed:  


 To ratify the policy, with concerns noted, and to review at 12 months 


 AD to Forward Plan review of EUR Operational Policy in February 2015 
 


The AGG noted: 


 The value of collaboration and alignment of strategic plans  
 
The AGG Agreed: 


 AD to canvass for clinical representatives as a matter of urgency. 


 AD to communicate outcome to Jenny Scott 
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5.2 GM Allocations announced by NHS England 
Introduction: 
Paper presented by SN and declared interest since Bury CCG was one of the most under- funded CCGs. 
The target allocations for CCGs for 2014/15 and 2015/16 have been published by NHS England and now 
appropriately taken account of deprivation in addition to age profile and ethnicity. However, the 
comparison of CCG allocations to the target allocations is striking. GM CCGs are projected to have been 
under-funded by £87m in 2013/14 and this was set to increase in 2014/15 and 2015/16. 
 
SN put forward a number of recommendations for consideration:- 


o AGG write to the Chief Executive of NHS England requesting a commitment to resolve 
the inequity in CCG funding within 5 years. 


o AGG write to AGMA requesting their support in redressing the inequity. 
o GM CCGs to commit to briefing local MPS with a view to securing their full support 
o CCGs to brief local media on the funding position within GM. 


Comments: 


 Wigan would be uncomfortable with giving unilateral support unless an ‘appropriate form of 
words’ could be found. 


 HS: it is impossible to be pathway compliant when there are insufficient funds to support.  HS 
suggested that a form of words be sought to ensure that all CCGs could support SN’s proposals. 


Summary:  
There are clearly inequalities in the funding allocations and members were supportive of the proposals – 
with the right form of words. 
 
 


 


 
5.3.1 Community Based Care Standards (formerly Out of Hospital Care) 
Introduction: 
The Community Based Care Standards have been developed from locality integrated care plans and the 
Primary Care Strategy. They have been through an extensive process of engagement with all health and 
social care partners. It is expected that the standards will be supported by the Health & Well Being 
Boards and form part of local conversations.  Since the last meeting, the standards have been modified 
by removing the metrics (recommended for public view) and public commitment added as a suggestion 
for localities to build on during local conversations.   
 
The AGG is asked to formally adopt the standards on behalf of the GM CCGs. 
Comments: 


 SL: the name has been changed as the former name was confused with Out of Hours. They 
represent a consistent common approach and reflect the ambition of delivering the highest 
levels of care.  The paper includes the rationale and process through which the standards were 
developed and as noted in the introduction have been amended. 


  The standards had been presented to the AGMA Leaders Group and to provide additonal 
reassurance would confirm the forums that have had sight of the Standards. 


 


The AGG Agreed: 


 With the proposals within the paper – with careful wording needing prior approval  


 HS/SN to take forward the proposals. 
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Summary: 
All in agreement with the standards and that the implementation / discussion required at locality level. 
The implementation time frame is 2015/16, it is up to local determination which of the standards are to 
be met and by when – these do link with the Primary Care Strategy. 
 
 
 


 


 
5.3.2 Primary Care Strategy 
Introduction: 
The 5 year strategy for improving primary care within GM: supporting the development of community 
based care. The document presented today had received approval from the AT Management Board and 
the NHSE Executive Team. Members were asked to note that the branding of NHSE was quite deliberate 
with the intention of supporting CCG Integrated Care Plans and have the opportunity to respond to the 
strategy. 
 
The AGG is asked to support the next step of developing a detailed delivery programme – initial work 
has started and this will be shared with CO’s and then the AGG at a future date. Progress will be in 
tandem with the Community Based Care Standards through Health & Well Being Boards and locally 
through CCG leads. Consideration will be given to working with HT and CCGs on positive publicity. 
 
Summary  
A number of bids have been submitted to NHSE who can only prioritise two bids from the whole of GM.  
However, a supplementary bid as a GM Pioneer zone could be submitted.  GM has a history of 
pioneering work and its current programme of Health & Social Care Reform reinforces that position.  
The supplementary bid would only be submitted on the understanding that it was not prejudicial to the 
initial two bids.  A meeting to discuss this is being arranged for next week and further details would be 
circulated shortly. 
 
 
 
 
 
 
 
 
5.4 111 Service Update 
Introduction: 
Helen Hosker introduced the paper ‘North West NHS 111 Revised Governance arrangements and how 
the proposed structure will work in GM’. The proposal is to have one Clinical Governance Committee for 
GM.  Each CCG is to be represented at the GM Quality Assurance Committee by their nominated NHS 
111 Clinical Lead which provides a link to CCGs and Urgent Care Working Groups/Boards. It is proposed 
to have a GM Virtual Oversight Group comprising of (the existing footprint) 111 Clinical Lead, 111 


The AGG Agreed: 


 With the Community Based Care Standards with local discussion/implementation. 


 SL to detail the forums at which the Community Based Care Standards have been presented. 


The AGG Agreed: 


 Support of the Primary Care Strategy and the development of a delivery work programme 


 RB to share initial delivery work programme details with the COs 


 AD: to Forward Plan Primary Care Strategy Work Programme for future CO agenda 


 RB to circulate details of the Pioneer Supplementary Bid meeting 
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Management Lead and NHS England Area Team Lead. These two groups will have links to the Urgent 
Care Commissioning Leads Group, Heads of Commissioning Group and to the AGG for 
reporting/feedback. The NW Clinical Governance recommends there is a named Clinical and Managerial 
Lead for NHS 111 at each CCG. The proposed NW arrangements are due to be discussed and agreed at a 
Regional Clinical Governance Workshop to be held on 27 February 2014. 
 
The AGG is asked to:- 


o Note and support the proposed revised NW Governance and clinical governance 
structures. 


o Note and agree the requirement for nominated CCG NHS 111 Clinical and Management 
Leads and that there could be an associated resource requirement. 


o Agree to the establishment of the GM Virtual Oversight Group. 
Comments: 


 HH: described information being received in ‘real time’ receiving health care professional 
feedback within 24 hrs/days and is able to quickly identify issues.  HH had also taken the 
opportunity to listen to calls and was satisfied with the service being provided by NWAS 
(stability partner).  To date there have been very few clinical incidents which mainly related to 
call handling/DoS malfunction.   


 Patient/public engagement will be achieved through regular bulletins and links maintained 
through LMCs. 


 The national 111 futures group is led by Amanda Doyle and the national service specification is 
expected in March/April 2014. 


Summary: 
RB is to explore the issue of local publicity with the NHSE Communications Team. 
From each CCG is needed:- 


o Clinical Lead/ Managerial Lead– with a sessional commitment to attend one meeting per 


month and review health care professional feedback. 


 


 


 


 


 


6.1 Chair/Vice Chair: advice sharing for following year 
Noted:  


 Consideration of continuance / succession to Chair 


 AGG and CO Chairs have agreed to continued leadership.  


 A deputy to the Vice Chair (SN) is required with the understanding that within an agreed period 
this would develop to the role of Vice Chair to allow SN to step down. 


 
 
 


6.  ANY OTHER BUSINESS 


 


The AGG Agreed: 


 To support the proposals within the paper 


 RB: to raise the issue of local publicity with the NHSE Communications Team 


 Identify a Clinical/Managerial Lead for each CCG – AD to process  


The AGG Agreed: 


 AD to include Chair/Vice Chair roles on Forward Plan for discussion at future CO meeting 
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6.2 Programme Management Role (ex W Blandamer): New appointment: 
A workshop will be conducted at the end of a future CO meeting with a paper to be circulating outlining 
the issues. For discussion at the next AGG meeting. 
 
 
 


 


 


6.3 GP IT Performance 
Noted: 


 Issue of the poor CSU performance in respect of GP IT is to be on the March AGG Agenda. 


 Peter Moseley will be invited to attend and present to the AGG. 
 


 
 


 


 
6.4 Next Meeting in March 2014 
 
Noted: 


 There is a clash with the scheduled date for the next meeting with Expo Confederation with 
Bruce Keogh visiting GM. 


 The alternatives are change the time /venue of the meeting. 
Agreed: 


 AD to canvass members for who can / who cannot attend the scheduled March meeting. 
 
 
 


 


 


Due to a diary clash, as discussed under AOB (item 6.5) , the date/time of the next meeting is to be 


confirmed. 


7.  DATE AND TIME OF NEXT MEETING 


The AGG Agreed: 


 AD arrange workshop at the end of a future CO meeting 


 AD to circulate paper outlining the main issues 


 AD to include PMO Role on Forward Plan for March AGG 


The AGG Agreed: 


 AD: GP IT performance for inclusion on Forward Plan for March AGG 


 AD: Ensure attendance (presentation) by Peter Moseley addressing the issues 


Action: 


 AD to canvass members for attendance at the March meeting. 
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Version Control 


Title Terms of Reference for Greater Manchester Healthier Together 


Committees in Common (HTCiC) 


Author Alex Heritage ( Programme Director) 


Version V 1.0 


Target Audience HTCiC 


HTP Reference HTP – 042 


Created - date 10 May 13 


Date of Issue 15/01/14 


Document Status  Final  


Description The Clinical Strategy Board endorsed the future Governance arrangements 


for the Healthier Together Programme at its meeting on 5
th
 March 2013.  It 


directed that detailed Terms of Reference, including members be drawn up. 


File name and path S:\Transformation\SERVTRAN\HealthierTogether\Boards&SubGrps\Commi


ttee in Common (HTCiC)\2013 Meetings\2013 12 18 (PP3)\2013 12 10 TOR 


for the HTCIC v 1- 0  (1).docx 


Document History: 


Date Version Author Notes 


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. 


10-Dec-13 1.0 M. Dolan Updated to take account of comments received and agreed at 


HTCiC meeting 18 November 2013 and subsequent comments 


from Lesley Mort (HMR CCG) and the Healthier Together 


Programme Team. 
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Approved by: 
These TOR were considered and approved by the HT CiC on 


the………………. 


 


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 2nd 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 (HTCiC).  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 within the final Model of Care (Hospital Services): 


 


 Anaesthetic Services; 


 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. 
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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. 
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In discharging its responsibilities the HTCiC 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 


consultation1.  


 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 authority2. 


 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 HTCiC shall be Category 1 decisions: 


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


ii. To endorse the Pre-Consultation Business Case and Consultation document; 


iii. To reach a decision after Consultation on the preferred option; 


All other decisions of the HTCiC shall be Category 2 decisions, unless the HTCiC 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 (“HTCiC 


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. 


 


                                                 
1
 CCGs’ consultation and involvement duties are set out in Section 14Z2 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. 
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Independent Chair – Philip Watson CBE 


Voting Members 


 Organisation Member 


Nomination 


Title Remarks 


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  


4 
NHS Heywood, Middleton and 


Rochdale CCG 
Dr. Chris Duffy CCG Chair  


5 NHS North Manchester CCG Dr. Martin Whiting 
CCG Clinical 


Accountable Officer 
 


6 NHS Oldham CCG Dr. Ian Wilkinson 
CCG Clinical 


Accountable Officer 
 


7 NHS Salford CCG Dr. Paul Bishop 
Neighbourhood 


Clinical Lead 
 


8 NHS South Manchester CCG Dr. Bill Tamkin CCG Chair  


9 NHS Stockport CCG Dr. Ranjit Gill 
CCG Clinical 
Accountable Officer 


 


10 NHS Tameside and Glossop CCG Dr. Alan Dow CCG Chair  


11 NHS Trafford CCG Dr. Nigel Guest 
CCG Clinical 
Accountable Officer 


 


12 NHS Wigan Borough CCG Dr Tim Dalton Clinical Chair   


Non - Voting Members 


1 
HT Lead CCG and Chair of the 


HTSG 
Ian Williamson 


COO Central 


Manchester CCG 
 


2 
Greater Manchester Service 


Transformation 
Leila Williams 


Director of Service 


Transformation  
 


3 AGMA Representative Steven Pleasant  


Lead Local Authority 


Chief Executive for 


Health 


Geoff Little 


is 


nominated  


deputy 


4 
Chair of the External Reference 


Group 


Professor Eileen 


Fairhurst 
  


5 
Greater Manchester Service 


Transformation 
Alex Heritage Programme Director   


6 NHS Eastern Cheshire CCG  Dr Jacki Wilkes Chief Officer  


7 NHS East Lancashire CCG  Dr Peter Williams GP  


8 NHS North Derbyshire CCG  Dr Debbie Austin Governing Body GP  


9 NHS Warrington CCG  Dr Andrew Davies Chair CCG   
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In Attendance - As Required 


 Organisation Name Title Remarks 


1 


GM Provider Chief Executive 


Representatives from HT Provider 


Reference Group 


TBC TBC  


2 
Chair of the Clinical Reference 


Group 
Dr Chris Brookes 


Medical Director 


Healthier Together  
 


3 
Chair of the Finance and Estates 


Group 
Claire Yarwood 


Director of Finance 


NHS England 


(Greater Manchester) 


 


 


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: 


 


 Organisation 
Deputy 


Nomination 
Title 


1 NHS Bolton CCG Susan Long CCG Chief Officer  


2 NHS Bury CCG Stuart North CCG Chief Officer 


3 NHS Central Manchester CCG Ian Williamson CCG Chief Officer  


4 
NHS Heywood, Middleton and 


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 


9 NHS Stockport CCG 
Gaynor Mullins 


Dr Vicci Owen-Smith 


CCG Chief Operating Officer 


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 


12 NHS Wigan Borough CCG  Trish Anderson CCG Chief Officer 
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Any other individual may deputise for any HTCiC 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 HTCiC 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 HTCiC. 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 HTCiC 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 HTCiC 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 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. 


 


9. Attendees 


The Chair of the HTCiC 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. 
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12.   Administrative  


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


 


Papers for each meeting will be sent to HTCiC 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. 
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Appendix A 
 


Protocol for Public Meetings 
 


1. Introduction 
 
Meetings of the HTCiC shall be open to the public unless the HTCiC 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: 


 
o The Healthier Together website (by HT Programme Team) 
o All CCG member websites and in the normal places where local CCG Governing 


Board meetings are publicised (by CCG’s). 
o 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 HTCiC, 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. 
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3. Guidelines for the Meeting 
 
The role of the Chairman should be to: 
 


 open the meeting 


 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?  
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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 
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ATTENDANCE 
 


Organisations in Attendance: 


GM Service Transformation 


Bolton CCG 


Bury CCG 
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Heywood, Middleton & Rochdale CCG 
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AGMA (Association of Greater Manchester Authorities) 


Members in Attendance:  


Phil Watson (CBE) (PW) 


Leila Williams (LW) 


Mick Dolan (MDo) 


Dr Wirin Bhatiani (WBh) 


Dr Kiran Patel (KP) 


Dr Michael Eeckelaers (ME) 


Dr Chris Duffy (CD) 


Dr Martin Whiting (MW) 


Dr Ian Wilkinson (IWi) 


Dr Paul Bishop (PB) 


Caroline Kurzeja (CK) 


- Deputy for Dr Bill Tamkin  


Dr Ranjit Gill (RG) 


Dr Alan Dow (AD) 


Dr Nigel Guest (NG) 


Dr Tim Dalton (TD)  


Ian Williamson (IW) 


Steven Pleasant (SP) 


Professor Eileen Fairhurst (EF) 
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Healthier Together Programme Manager, Service Transformation 


Bolton CCG 
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Other Attendees:  


Alex Heritage (AH) 


Laura Foster (LF)  


Will Blandamer (WB) 


Martin McEwan (MMc) 


Fiona Lewis (FL) 


Karen Brooks (KB) 


Associate Director, NHS Greater Manchester Service Transformation 


Associate Director, NHS Greater Manchester Service Transformation 


AGMA Representative 


Associate Director, NHS Greater Manchester Service Transformation 


Project Manager, Programme Management, Service Transformation 


Business Support Officer, Service Transformation Team  


Apologies:  


Dr Bill Tamkin (BT) 


Dr Hamish Stedman (HS) 


Claire Yarwood (CY) 


Dr Raj Patel (RP) 


South Manchester CCG  


Chair of Association of CCGs Governing Body 


Director of Finance NHS England (Greater Manchester) 


Local Area Team (LAT) Representative 


Quorate Requirements:  


Achieved 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 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 out of the 12 voting members). 


 


AGENDA 


 


Item Paper/ 
Verbal 


Presenter 


1. Introduction and Purpose   


1.1 Welcome and apologies for absence Verbal Chair 


1.2 Quorum confirmation Verbal Chair 


1.3 Opening remarks Verbal Chair 


1.4 Declarations of interests Verbal Chair 


1.5 Minutes of the previous meeting held on 20 November 2013 Paper Chair 


1.6 Actions/matters arising Verbal Chair 


2. Locality-led Stakeholder & Public Conversation   


2.1 Framework & Resource Pack: Report and recommendations for 
agreement  


• Appendix B Progressing the Conversation 


Paper Martin McEwan 


 
Steven Pleasant 


3. Option Development & Appraisal Update Stage 1 – 5 Medium 
List of Options, single Service Groupings & Next Steps 


 


 
 


3.1 Presentation for feedback and advice Presentation 
at meeting 


Alex Heritage & 
Laura Foster 


4. Programme Arrangements Update   


4.1 Report & recommendations for agreement Paper Ian Williamson 


5. HTCiC Development Sessions     


5.1 Agreement of future dates Verbal Leila Williams 


6. HTCiC Terms of Reference (Version 1.0)   


6.1 Final Terms of Reference for Approval Paper Mick Dolan 
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Item Paper/ 
Verbal 


Presenter 


7. Outline Schedule for Future (2014) HTCiC Meetings   


7.1 Outline Schedule of Future Meetings for Approval  Paper Mick Dolan 


8. Any Other Business 


 


  


Date, Time & Venue of Next Meeting 
Wednesday 22 January 2014, 2.00 pm 


Manchester Town Hall, Albert Square, Manchester, M60 2LA (SatNav Use M60 2LA) 


http://www.manchester.gov.uk/location 


 
 


MEETING NARRATIVE & OUTCOMES 


 


1. Introduction and Purpose 


1.1  Welcome and apologies for absence 


The Chair welcomed colleagues to the meeting and wished everyone a happy Christmas and New 
Year.  Apologies were as recorded above. 


1.2  Quorum Confirmation 


It was noted the meeting was quorate 


1.3  Opening Remarks 


The Chair announced that Mick Dolan (MDo) and Will Blandamer (WB) would both be leaving at 
the end of the month and he would like to thank them for all the work they had done on behalf of 
the HTCiC and team. 


Copies of a briefing note from the National Clinical Advisory Team (NCAT) formal review of the 
Healthier Together programme which had taken place yesterday on 17 December 2013 were 
circulated and SP who had been invited to attend part of the review was asked to provide feedback 
to the Committee.  SP reported extremely positive feedback and although a formal report would be 
submitted to the programme and NHS England in due course, immediate feedback from the panel 
could be quoted: 


“We unanimously support the programme to proceed to consultation.  This is the most 
ambitious and well thought out work we have come across.  We are highly impressed”.   


The panel had been impressed with the holistic and whole system approach that had been 
adopted, that recognised locality issues and that `one size` would not fit all and again reiterated 
that it was a most ambitious and well thought out piece of work. 


IW thanked SP for his attendance yesterday, which had helped to demonstrate the range of 
stakeholder support in the programme.  NCAT panel members had included clinicians of great 
esteem and experience, for example Dr Taj Hassan, A&E Consultant in Leeds and Vice President 
of the Royal College of Emergency Medicine, and their endorsement would be required for the 
programme to be able to proceed towards consultation.  The comments received yesterday 
displayed significant support nationally for the clinical model and work done to date and should 
give real confidence to proceed accordingly. 


The Chair observed the national recognition of the scale and ambition of the programme and 
HTCiC was absolutely essential to where we were currently.  


LW agreed it represented a milestone, but wanted to reinforce IW’s point that the NCAT review 
was one of two hurdles that needed to be passed prior to consultation, the second being the pre-
consultation business case. 


ME commented that there would be challenging choices and difficult decisions ahead and during 
those times it would be good to be able to reflect and hold on to the knowledge that the work was 



http://www.manchester.gov.uk/location
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based on a solid foundation to provide safe and sustainable clinical services for our patients into 
the 21st century. 


The Chair noted that the agenda included items that would generate substantial discussion and 
timely presentation of papers had been requested to allow sufficient time for discussion and 
comment by members. 


1.4  Declaration of interests 


It was established that there were no new Declarations of Interest to be recorded for this meeting 
and members were advised to indicate any Interests arising during the course of the meeting 
immediately.   


1.5  Minutes of the previous meeting held on 20 November 2013 


The minutes of the previous meeting were accepted as a true and accurate record subject to the 
following amendments requested by TD: 
 
• Page 6 – 1st  paragraph – 2nd sentence – to now read: 


 
 “ He referenced the concern raised by some local Healthwatch organisations that the 


decision making within the Programme was not lawful and he felt that the programme should 
be more explicit in its engagement and conversation with Healthwatch” . 


 
• Page 6 – 11th paragraph – to now read: 


 
 “TD had concerns about the detail of the programme etc, such as the model needs to be 


completed, was the model still fit for purpose and did the fixed points still needed to be 
agreed.  Although an improvement on the original programme plan timescales, he did not 
feel in a position to approve the proposed timetable and should a discussion be started about 
the model of care?” 


  
• Page 9 – ID 20: 


 
TD stated that the minutes recorded that the HTCiC supported a recommendation for the 
programme to follow; his recollection was that the Committee had had significant caveats for the 
recommendations, which had not been reflected in the minutes.  MDo explained they had been 
recorded in the minutes, but not in the actual decision (ID 20).  TD confirmed for the Chair he 
would be happy for these to be included. 
 
Narrative for `ID 20` to now read: 
 
 “HTCiC supported the recommendations in Programme Plan Update and Future Delivery 


Options (Final) document, with the proviso that they did not result in a fait accompli 
implementation of the proposed model of care by provider organisations and that they did not 
involve the movement of patients through new pathways.” 


 


 


ID Type Risk/Issue/Action/Decision/Outcome Description  Owner 


23 Action  Minutes of previous meeting held on 20 November 2013 to be 
amended, taking into account comments received from TD. 


 K Brooks 


 
 
2. Locality-led Stakeholder and Public Conversations  


2.1 Framework and Resource Pack: Report and recommendations for agreement 
• Appendix B Progressing  the Conversation 


 
MMc presented the report and circulated copies of a draft Framework and Resource Pack which 
had been developed following a request from members at the previous meeting to give support and 
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confidence to CCGs during the public conversation.  The Framework and Resource Pack had also 
been reviewed by Comms Leads. 
 
Appendix B was introduced by SP.  It gave criteria for how local conversations could be framed 
and progressed by CCGs and Local Authorities and gave a sense of what needed to be said.  
Working to a single regular framework for the conversations would deliver views and common 
assets for implementation.  A sense that progress had been made was reported along with a 
realisation of how options would be generated.  Local Authority Leaders had said that “its good”, 
but their challenge and query had been “what is the process, what is the structure and 
implementation?”  
 
IWi commented that time needed to be spent on getting the alignment correct as the conversation 
moved forward.  MMc advised that Healthier Together had been talking with individual Comms 
Teams to get to that place in the iterative process.  Although feedback gathering needed to be 
consistent, it would be optional whether the information in the pack was used. 
 
SP stated it had been recognised that every area was different and the process had to allow for 
that and had to be confident in April that the conversations had been generating ideas that were 
commensurate with the programme. 
 
PB was not sure what was being asked or what assurances would be required, was it that each 
CCG would reach its target savings for instance, and observed that the integrated care programme 
in Salford would be different to Oldham.  
 
SP thought the conversations would need to start from the same place in terms of the depth of the 
financial situation. 
 
IWi remarked that CCGs needed to be brave enough to hold themselves to account to what would 
be a sustainable amount within and between themselves.  His anxiety was that people would think 
the conversation would be led by local authorities, although he didn’t think it was the intention of 
AGMA and that CCGs needed to make sure that conversations were co-designed and jointly led.  
 
WBh observed that if the right answers had not been prepared, then the conversation and 
programme would not seem to be in the right place. 
 
TD thought that the framework would start to give granularity, but the questions asked would need 
to be explicit, so that there would be tangible results for the formal consultation.  MMc 
acknowledged more work was needed on this. 
 
SP’s expectation was that the conversations would run from January to mid-April 2014 and would 
be jointly led and accountable, and it would be beholden on each locality to make sure they took 
place.  It would be helpful if there could be a `stock-take` of the conversations at some point and it 
was suggested this could happen by bringing together CCGs and Local Authorities.  SP’s 
perspective was that the conversations and framework should be aimed at generating answers and 
not at developing a blueprint. 
 
LW picked up the point made earlier by WBh, around answers and in particular information needed 
by local authorities; Healthier Together would be a resource for this.  The conversations would be 
an opportunity to engage with people. 
 
Referencing Appendix B, MDo advised that a lot of work around benchmarking had already been 
completed by WB and his team, and CCGs were developing strategic plans.  The Healthier 
Together Finance and Estates Group (HTFEG) had been facilitating a process for each locality to 
see where the flows would work. 
 
ME observed that much of the work being carried out to develop Out of Hospital care was already 
the `day job` and he was comfortable that a conversation or engagement would be taking place 
anyway because some of those schemes would begin in April 2014.  He wondered if it should be 
linked with Healthier Together too. 







Page 6 


 
IWi felt that the slide deck would benefit from extra clarity as it was not made clear which 
organisation was being represented and he had been disappointed that it had not been a CCG 
video clip that had been used. 
 
The feedback was welcomed by MMc, who informed that the support pack would be white labelled 
and would contain both common and localised narrative for each area.  The slide deck would be 
ready by early January 2014. 
 
The discussion and presentation was summarised by the Chair, who noted there had been general 
agreement from members and that it would be a work in progress, with different content for 
different localities. 
 


 


ID Type Risk / Issue / Action / Decision / Outcome Description Owner 


24 Decision General support form Framework, Appendix B and slide deck received 
from HTCiC 
 


HTCiC 
Members 


25 Action Amendments to Framework, Appendix B and slide deck to be 
undertaken in line with feedback from HTCiC: 
• Logo/ownership of slide deck to be given more clarity 
• Slide deck to be complete by early January 2014 
• `Stock take` meeting of conversations for CCGs and Local 


Authorities to be arranged 
• Questions in framework to be developed to be as explicit as possible  


 


M McEwan 


 
 
3. Option Development & Appraisal Update Stage 1 – 5 Medium List of Options, Single Service 


Groupings & Next Steps 
 


3.1 Presentation for Feedback and Advice 
 
The presentation was introduced by the Chair who suggested as there would be a large amount of 
information to get through it should be presented in two parts with opportunity for questions 
between parts. 
 
AH explained that following on from the initial Options Appraisal presentation given at the meeting 
on 20 September, both himself and LF had wanted to bring an update to the HTCiC on work 
undertaken to date and the document had been produced as a joint piece of work with LF for the 
HTSG and HTCiC only.  It demonstrated an open and transparent process that had allowed the 
data and analytical information to support an initial medium list of site configurations to be 
generated and that would continue to be refined. 
 
The update had been presented to the HTSG on 5 December 2013 and comments received were 
reflected in today’s presentation.  Stages 1 – 5 of the Options Appraisal process were presented by 
AH. 
 
Questions and comments were invited. 
 
ME asked if the plans were ambitious enough and would they keep ahead of the growth estimates.  
It was important that the plans were cognisant of that and that the scale of the challenge was 
recognised by all.  LF acknowledged this; however it was a Greater Manchester view, because 
each locality was in a different place and nothing aligned. 
 
TD queried if everyone was clear on what the Stage 3 `push` assumptions were and were they 
consistent.  He also observed that the balancing `push` assumptions of Stage 4 were in danger of 
being double counted. 
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WBh had a general comment about communication.  He had appreciated the feedback meeting 
between himself and KP following the HTSG meeting on 5 December 2013 and found it very 
helpful.  He thought it was a step in the right direction to improved communication. 
 
PB wondered if the right assumptions had been obtained from the right people; for instance if the 
push assumptions were predominantly worked by secondary care, could there be potential savings 
missed or a bigger traunch of patients out of the system.  In theory AH agreed, but a pragmatic 
approach had had to be taken to avoid going out of scope.  PB stated building pathways for 
patients was key and although not right, this was the best fix.  ME supported PB’s view that there 
might be some missed opportunities. 
 
LF said other challenges and detail from around the country needed to be added and benchmarked 
against similar programmes, such as North East London, to encourage people to think in broader 
terms. 
 
AH recognized there might be other considerations and observations as well as questions about 
areas or groupings and would welcome these now or after the meeting. 
 
CD had found the evidence and process to arrive at groupings fascinating, but what would happen 
if the public decided they wanted different groupings.  It was not so much how patients could travel 
to a site, but also how would their relatives travel. 
 
IW commented that HTSG members had welcomed evidence of work done to date.  Although a 
decision was not required, it would be useful to get a sense of the Committee’s direction or 
feelings.  AH confirmed it was not a `done deal` and it was an opportunity to request views and 
ideas.  
 
WB stated that making this work visible and available for discussion within CCGs gave huge 
credibility to Healthier Together. 
 
TD welcomed the chance for broader discussion.  He had picked up that localities needed to build 
transport into localities and patient flow between sites and also look at visitors transport.  He would 
like clarity on fixed points and governance of the HTCiC and its ability to be able to make 
recommendations around this.  AH agreed the need to check and clarify the responsibilities of the 
HTCiC with members from the Specialised Commissioning Group. 
 
WB thought that when groupings were discussed and decisions required it would be useful to have 
more local information and detail to give a better understanding of localities, programme and 
consultation or other issues. 


 
PB had concerns about the workforce analysis and if the implication of the proramme for support 
services and staff behind consultants had been examined and would that affect commissioning?  
CB supported PB’s comments, however advances in technology now meant that negatives and 
scan results could be accessed from any site when working in Salford.  The beauty of the single 
service meant that patients wouldn’t have to move and there would be efficient use of resources 
and diagnostic colleagues.  He reported that colleagues in diagnostic services had a real appetite 
for change and recognised that technology was the way forward to make real change.  AH 
informed that these areas had not been ignored and that both anaesthetists and radiologists had 
been considered in plans.  Further work on co-dependences and services would be carried out in 
January 2014. 
 
IWi thanked AH for his presentation and asked if the process of modelling had been run via any 
other organisation or service to ensure the process had been as robust as it could be?  AH advised 
that the programme had engaged with an organisation called Catalyze that specialised in 
modelling, however if an external process was required then that could be arranged.  LW thought 
that further reassurance would come from the NHS England assurance process, which was their 
role in terms of not allowing the programme to move forward to the next step until that level of 
rigour had been reached.   
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LF gave a progress update for Stages 6 – 9. 
 
Questions and comments were invited. 
 
ME stated that as the programme went to consultation, robust evidence of the process used to 
determine the options would need to be presented. 
 
RG was conscious of affordability as well as options and wondered what the funding allocation 
would be and how much would need to be set aside for the recurrent funding of integrated care 
and primary care.  Healthier Together was purist, but being realistic and practical how would this 
be brought about in time for future contracting and how would it fit into Stage 8? 
 
LF informed that the `fit` was beginning to happen.  Work carried out on the baseline position and 
the completed funds flow had been completed which showed the main providers in each locality 
and the impact of the push / pull, together with the integrated care plans would yield the 
transformational element.  The workshops being held in January 2014 would continue and develop 
this work. 
 
RG said that helped, but felt there would be a gap in the amount to be set aside from primary care 
and he was not sure he knew the process needed to determine it.  Would all the numbers be the 
same and would they be enough to produce hospital change.  This was important because it had to 
be put in place from 2014/2015 onwards.  Fundamentally a process was needed. 
 
LW explained it was difficult to answer as all the information and numbers hadn’t been made 
available yet.  IWi added it would be difficult to know until the allocation had been received 
tomorrow. 
 
TD stated the pre-consultation and locality conversations needed to be linked to build on public 
support and there needed to be a good choice when going to consultation. 
 
IW agreed with the suggestion made by TD that we should be more open about it, there couldn’t be 
10 sites in Greater Manchester offering every service, ie both local hospital services and every 
specialty. 
 
The Chair observed that the purpose of the conversation was to prepare the public, to say this is 
the issue, this is the problem and what could we do about it?   The process would undergo 
constant refinement and be ready for consultation after the elections. 
 
SP stated it was a practical process and right in the way it had been described.  The starting point 
of the conversations would be with close colleagues, then building out from there around a sensible 
set of options. 
 
JH observed the presentation had been interesting and that the standards would drive discussion.  
He suggested being mindful when rolling out the conversations and there should be clarity on 
whether a site is where a service would be provided. 
 
The Chair concluded that the presentation had given a detailed snapshot of the process and that 
the discussion would help to define the process further.  He confirmed HTCiC support for the work 
being carried out by Healthier Together and that further updates would be received on a regular 
basis. 
 


The presentation would be circulated electronically to HTCiC members after the meeting. 


 


 


ID Type Risk / Issue / Action / Decision / Outcome Description Owner 


26 Action  Updates to progress of Options Appraisal Process to be provided at the 
next meeting. 


L Foster 
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27 Action Seek clarification with Specialised Commissioning Group regarding the 
specialised fixed points and future proposals regarding their 
commissioning 


C Brooks 


28 Action Electronic copy of Options Appraisal to be circulated to all HTCiC 
members 


A Heritage 


 
4. Programme Arrangements Update 


 


4.1 Report and Recommendations for Agreement 
 
IW introduced the paper which had been written after the presentation of the Option Appraisal to 
the HTSG had provoked intense discussion for the HTSG, in particular around the proposal to form 
groupings or sectors and communication.   
 
He felt that the key messages of the conversations would be complicated by the introduction of 
grouping arrangements at this stage.  The communication issues and tensions between and within 
CCGs and the programme were acknowledged along with an appetite for a greater level of 
ownership, transparency and visibility which would increase confidence.  Chief Officer colleagues 
had been requested to form a small group to help to develop solutions to these issues, for example 
the introduction of a logo that would indicate CCG ownership. 
 
IWi suggested a restricted access section on the Healthier Together website for HTCiC members 
and Chief Officers. 
 
IW announced other changes, such as the appointment of AH to Programme Director, greater 
involvement of Local Authority colleagues and the filling of WB’s role. 
 
PW thanked IW and questions were invited from the Committee. 
 
WBh supported the proposed changes to the membership of the HTSG, he felt the changes should 
be made quickly and voiced concern at having to wait until April 2014 for an update. 
 
TD welcomed IW’s paper too and also felt that April 2014 would be too long to wait to receive a 
progress update and this had been discussed during the Development Sessions.  The issue had 
been collectively created and therefore needed to be quickly and collectively resolved and owned.  
He welcomed the pause and reiterated a quick solution was needed. 
 
IW had not yet seen any notes from the development day, however he recognized that the question 
of membership of the HTSG needed to be urgently addressed and would work with colleagues to 
obtain feedback on this, he was all for speed, but to get this right could take time.  The HTCiC 
would be meeting on a more regular basis from 2014. 
 


 


ID Type Risk / Issue / Action / Decision / Outcome Description Owner 


29 Action Working group to be set up with Chief Officers to identify key problems 
and solutions (response re Ruth Carnall letter, communications, HTSG 
membership review, CCG logos) 


I Williamson 


 
5. HTCiC Development Sessions 


 


5.1 Agreement of Future Dates 
 
It was announced that the Association of CCG Governing Bodies (AGG) had been offered a slot 
following the next HTCiC meeting to be held on 22 January 2014 at 5.30pm, and also that an 
update from Monitor would precede the HTCiC meeting on 26 February 2014. 
 
CD supported the proposed development session on 22 January 2014, he felt they presented an 
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ideal time out to develop the Committee and work through issues. 
 
LW to take advice and feedback in response to a question of whether non-voting members were 
allowed to attend the development sessions raised by DA. 
 
The Chair informed that a half hour briefing on the working arrangements of Local Authorities 
would follow today’s meeting. 
 


 


ID Type Risk / Issue / Action / Decision / Outcome Description Owner 


30 Decision Andrea Dayson to liaise with Prospect re Development Session from 
5.30pm to follow meeting on 22-Jan 2014 


Andrea 
Dayson 


31 Decision Monitor to visit on 26-Feb 2014 from 2.00 – 3.00pm; HTCiC meeting to 
follow 3.00 – 5.00pm 


 


 
6. HTCiC Terms of Reference (Version 1.0) 


 


6.1 Final Terms of Reference for Approval  
 
MDo presented two documents to the HTCiC, the most recent version of the Terms of Reference 
which reflected the amendments suggested by members at the last meeting (highlighted in grey) 
and the Establishment Agreement.  Sign off of the Terms of Reference today would allow the 
HTCiC to hold its first formal meeting on 22 January 2014. 
 
Following a question from EF it was clarified that Part A of future HTCiC meetings would be held in 
public and made explicit that the agenda would be public, and papers made available on request. 
 
TD made reference to the Terms of Reference and requested that the description of the scope from 
the original Terms of Reference be re-inserted.  Following short discussion to further clarify TD’s 
request for additional revision of the scope wording, it was highlighted that wording had be 
changed on request of members at the November meeting. The wording has been taken from the 
Future Outline Model of Care document supported at the September meeting. The Chair suggested 
that the Terms of Reference should be agreed today. However, proposed that TD would need to 
resolve this wording with his Governing Body colleagues in advance of the next meeting. 
 
In answer to AD’s query about Section 6, LW informed that new Establishment Agreements for 
signature had been brought to the meeting today.  As a point of order AD wondered if they could be 
signed if the Terms of Reference had not been formally agreed. LW explained that although the 
Establishment Agreement was referred to in the Terms of Reference, the Establishment Agreement 
related to the setting up of the HTCiC, had been agreed and should be signed and returned to 
Healthier Together either today or in the next few days. 
 


 


ID Type Risk / Issue / Action / Decision / Outcome Description Owner 


32 Action TD to resolve this Terms of Reference wording with Governing Body 
colleagues 


T Dalton 


33 Action Appendix 4, Clause 12: paper copies with amendments to be signed and 
paper copies returned to Fiona Lewis by mid-Jan 2014 


HTCiC 


 
7. Outline Schedule for Future (2014) HTCiC Meetings  


 


7.1 Outline Schedule of Future Meetings for Approval 
 
MDo recapped that the Outline Schedule which the HTCiC would now be asked to agree had been 
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previously discussed.  He would leave it open for members’ comment and suggestion what could in 
either Part A or Part B of the meeting.  The frequency of meetings had not been included, which at 
the moment were being held once a month. 
 
KP noted that the proposed meetings for 2014 clashed with his CCG Governing Body meetings.   
Although he was aware that Healthier Together had sought unsuccessfully so far to secure 
different dates, he pointed out it would be very difficult for him to be able to attend the majority of 
the HTCiC meetings unless some dates could be rearranged.   
 
MDo outlined the process that had been followed to arrange HTCiC meetings and the two major 
considerations had been that CCG Governing Body dates and clinical commitments were to be 
avoided if at all possible.  As this was proving unfeasible, he proposed removal of one of the 
criteria; for example clinical commitments? 
 
CD commented that as well as the scheduling of meetings it was how the decision-making for the 
programme had been structured, and could use be made of other technology such as video 
conferencing for members unable to be physically present for an important decision or meeting? 
 
CK agreed and noted that the CCG Governing Body meetings for South Manchester also clashed 
with the proposed HTCiC meetings.  She wondered if mornings rather than afternoons would be a 
better time to meet. 
 
 
 


ID Type Risk / Issue / Action / Decision / Outcome Description Owner 


34 Action Further dates to be sought and agreed with members A Heritage 


35 Action / 


Decision 


Next meeting (22 Jan-2014) to be held in public.   HT CiC 


 
8. Any Other Business 


 


   
Meeting with Sir David Nicholson 
 
It was announced that following on from the recent positive meeting between Sir David Nicholson 
and members of the Healthier Together Team, a further meeting had been arranged for 11.30am – 
1.30pm on 11 February 2014.  Members of HTPRG and HTCiC are to be invited. 
 
 
The Chair thanked everyone for attending and closed the meeting at 5.10 pm. 
 


 Dates of Future Meetings 
 


Dates for future meetings have now been set and are listed below:  


 


Wednesday 22 January 2014 2.00 – 5.00pm Committee Room 1 


Wednesday 26 February 2014 2.00 – 5.00pm  Committee Room 1 


Wednesday 19 March 2014 2.00 – 5.00pm Committee Room 1 


Wednesday 16 April 2014 2.00 – 5.00pm Committee Room 1 


Wednesday 21 May 2014 9.30 – 12.30pm Committee Room 1 


Wednesday 18 June 2014 2.00 – 5.00pm tbc 


Meetings to be held at, Manchester Town Hall: 
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Manchester Town Hall, Albert Square, Manchester, M60 2LA  


(SatNav Use M60 2LA) -  http://www.manchester.gov.uk/location 


 


 


ID Type Risk / Issue / Action / Decision / Outcome Description Owner 


36 Action Notification of date of David Nicholson’s visit – 11 Feb-2014 at 11.30am 
– 13.30pm to be emailed to HTPRG and HTCiC members  


L Williams 


 
 


SUMMARY OF DECISIONS FROM THIS MEETING 


 


ID Risk / Issue/ Action / Decision Description Owner 


24 General support form Framework, Appendix B and slide deck received from HTCiC HT CiC 


30 Andrea Dayson to liaise with Prospect re Development Session from 5.30pm to 
follow meeting on 22-Jan 2014 


Andrea 
Dayson 


31 Monitor to visit on 26-Feb 2014 from 2.00 – 3.00pm; HTCiC meeting to follow 3.00 
– 5.00pm 


HT CiC 


35 Next meeting (22 Jan-2014) to be held in public.   HT CiC 


 


SUMMARY OF NEW ACTIONS FROM THIS MEETING 


 


ID Risk / Issue/ Action / Decision Description Owner 


23  Minutes of previous meeting held on 20 November 2013 to be amended, taking into 
account comments received from TD. 


K Brooks  


25  Amendments to Framework, Appendix B and slide deck to be undertaken in line 
with feedback from HTCiC: 
• Logo/ownership of slide deck to be given more clarity 
• Slide deck to be complete by early January 2014 
• `Stock take` meeting of conversations for CCGs and Local Authorities to be 


arranged 
• Questions in framework to be developed to be as explicit as possible  


 


M McEwan 


26 Updates to progress of Options Appraisal Process to be provided at the next 
meeting. 


L Foster 


27 Seek clarification with Specialised Commissioning Group regarding the specialised 
fixed points and future proposals regarding their commissioning 


A Heritage 


28 Electronic copy of Options Appraisal to be circulated to all HTCiC members A Heritage 


29 Working group to be set up with Chief Officers to identify key problems and 
solutions (response re Ruth Carnall letter, communications, HTSG membership 
review, CCG logos) 


I Williamson 


32 TD to resolve this Terms of Reference wording with Governing Body colleagues T Dalton 


33 Appendix 4, Clause 12: paper copies with amendments to be signed and paper 
copies returned to Fiona Lewis by mid-Jan 2014 


HTCiC 


34 Further dates to be sought and agreed with members A Heritage 


36 Notification of date of David Nicholson’s visit – 11 Feb-2014 at 11.30am – 13.30pm 
to be emailed to HTPRG and HTCiC members   


L Williams 


 
 
 
 



http://www.manchester.gov.uk/location
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Update on Actions (As at 15th January 2014) 
 
OUTSTANDING ACTIONS  
 


ID Type Open Action  Owner 


32 Action TD to resolve the Terms of reference wording with Governing Body 
colleagues 


T Dalton 


33 Action Appendix 4, Clause 12: paper copies with amendments to be signed 
and paper copies returned to Fiona Lewis by mid-Jan 2014 
Update: two outstanding (Trafford and Stockport) 


HTCiC 
Members 


 
CLOSED ACTIONS FROM PREVIOUS MEETINGS 
 


ID Type Closed Action  Owner 


23 Action  Minutes of previous meeting held on 20 November 2013 to be 
amended, taking into account comments received from TD. 
Closed: Amended 


K Brooks  


25 Action Amendments to Framework, Appendix B and slide deck to be 
undertaken in line with feedback from HTCiC: 
• Logo/ownership of slide deck to be given more clarity 
• Slide deck to be complete by early January 2014 
• `Stock take` meeting of conversations for CCGs and Local 


Authorities to be arranged 
• Questions in framework to be developed to be as explicit as possible 


Closed 


M McEwan 


26 Action  Updates to progress of Options Appraisal Process to be provided at the 
next meeting. 
Closed : On agenda 


L Foster 


27 Action Seek clarification with Specialised Commissioning Group regarding the 
specialised fixed points and future proposals regarding their 
commissioning 
Closed: C Brookes received information For Agenda item B:2  


A Heritage 


28 Action Electronic copy of Options Appraisal to be circulated to all HTCiC 
members 
Closed: sent out electronically 


A Heritage 


29 Action Working group to be set up with Chief Officers to identify key problems 
and solutions (response re Ruth Carnall letter, communications, HTSG 
membership review, CCG logos) 
Closed: First meeting held. 


I Williamson 


34 Action Further dates to be sought and agreed with members 
Closed: On agenda 


A Heritage 


36 Action Notification of date of David Nicholson’s visit – 11 Feb-2014 at 11.30am 
– 13.30pm to be emailed to HTPRG and HTCiC members  
Closed: Sent out on 19/12/13 


L Williams 
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Healthier Together Committees in Common 


 


Agenda Item Number: Part A: 6 


Date of meeting: 22nd January 2014 


 


Date of paper: 22
nd


 January 2014 


Subject: Future Meeting Dates 


Decision Required: Information 


Author of paper and contact details: 


Alex Heritage 


0161 625 7333 


 


Purpose of paper: 


 


Future meeting dates of the Healthier Together Committees in Common for 2014 


 


 


 


 


 


 


 


 


 


 


The item has been discussed previously at 


these meetings: December 2013 


 


 


 


 







 


Healthier Together Committees in Common 


2014 Meeting Schedule 


 


Date Time Location 
 


22nd January 2014 14:00- 17:00 Committee Room 1 
Manchester Town Hall, Albert Square, Manchester 


26th February 2014 14:00- 17:00 Committee Room 1 
Manchester Town Hall, Albert Square, Manchester 


19th March 2014 14:00- 17:00 Committee Room 1 
Manchester Town Hall, Albert Square, Manchester 


16th April 2014 14:00- 17:00 Committee Room 1 
Manchester Town Hall, Albert Square, Manchester 


21st May 2014 09:30- 12:30 Committee Room 1 
Manchester Town Hall, Albert Square, Manchester 


18th June 2014 14:00- 17:00 To be confirmed 
 


 


Directions: 


http://www.manchester.gov.uk/location 


 


Manchester City Council, 


Town Hall  


Albert Square  


MANCHESTER  


M60 2LA 


(for satellite navigation systems use M2 5DB) 


 



http://www.manchester.gov.uk/location
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Healthier Together Committee in Common 


 


Agenda Item Number: Part A Item 4 


Date of meeting: 22nd January 2014 


 


Date of paper: 10/01/2014 


Subject: National Clinical Advisory Team (NCAT) Formal 


Review – Report and Recommendations 


Decision / Opinion Required:  


Author of paper and contact details: National Clinical Advisory Team 


Purpose of paper: 


This paper records the conclusions and recommendations of the National Clinical Advisory Team 
following the formal review on the 17


th
 December 2013. 


An extract of the report is given below as summary: 


 


Recommendation 
The unanimous opinion of the NCAT panel is to strongly support the 
programme and to give clinical assurance that the programme can 
proceed to public consultation. The panel offered strong approval of 
the programme’s ambition, vision and scope together with an 
impressive public and clinician engagement. The commitment to the 
process of all the Local Authorities, Health and Well Being Boards 
and all NHS Organisations is hugely impressive. It is the panel’s 
opinion the programme offers an approach and modelling that is an 
exemplar for the NHS and its partners as they grapple with improving 
safety, value and sustainability in financially more austere times. 
 
See page 6 


 


 


The item has been discussed previously at 


these meetings: N/A 
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Title 
National Clinical Advisory Team (NCAT) Formal Review – Report and 


Recommendations 


Author National Clinical Advisory Team (NCAT) 


Target Audience Committee in Common 


Version Version 1 


HTP Reference  


Created – date 10/01/14 


Date of Issue 15/01/15 


Document Status Final 


File name and path 
S:\Transformation\SERVTRAN\HealthierTogether\Assurance\NCAT\Formal 
review 17th December\Formal Report 


Document History: 


Date Version Author Details 


10/01/14 1 NCAT Report following informal report  


    


Approved by:  


Governance route: 


Group Date Version Purpose 


CiC 22/01/14 1  


    


Purpose 


This document is the report of the NCAT formal review of the Healthier Together model of care including 
recommendations. 
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National Clinical Advisory Team - NCAT 


 


 


 


 


 


The Greater Manchester (GM)  


Healthier Together Programme 


 


 


NCAT Formal Review 17 December 2013 


NCAT Team Members: 
David Colin-Thome   Chair of the NCAT panel, Primary/Integrated Care lead,  
Kate Costeloe   Paediatric lead,  
Tony Giddings   Surgery lead,  
Taj Hassan   Emergency/Acute medicine lead,  
Elizabeth Robb   Nursing 
Suzanne Truttero   Midwifery lead. 


 


The main role for NCAT is of expert, independent clinical assurance of proposals for major 


changes to NHS services. This role is one element of overall assurance, currently co-


ordinated by NHS England to ensure proposals are fit for purpose, required before local 


commissioners can take proposals to public consultation.  In general, these are projects that 


are substantial reconfigurations of service and/or are of such sensitivity that they are likely to 


attract significant political and public interest, often justifying public consultation. These 


formal reviews should not be undertaken at an early stage but rather when proposals for 


change are sufficiently well developed to be considered fit for public consultation.  


 


  


Chair:  Dr Chris Clough 


Administrator – Judy Grimshaw 


Tel:                     020 3299 5172 


Email:   
Judy.grimshaw@nhs.net 


King’s College Hospital 
Denmark Hill 
London 
SE5 9RS 
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National Clinical Advisory Team - NCAT 


Background  


NCAT can provide early advice to local reconfiguration project teams to ensure that the best 


clinical evidence is being used to inform the reconfiguration and to enhance clinical 


engagement with local clinical teams. NHS England Greater Manchester had requested 


such an informal review earlier this year 


Healthier Together: The Greater Manchester Vision 


Informal review by the National Clinical Advisory Team  


Aim of the Day: NCAT members to provide an informal review and recommendations to 


ensure clinical assurance of the proposed Outline Future Model of Hospital Care in Greater 


Manchester 


Date of visit 11th September 2103 


Panel members; 


 Professor David Colin-Thomé chair and NCAT input into Primary Care, Long Term 


conditions and unscheduled care 


 Professor Kate Costeloe (Paediatrician) 


 Suzanne Truttero (Consultant midwife) 


 Tony Giddings (Surgeon) 


The NCAT informal review report was sent to Greater Manchester on 27th September 2013. 


‘The panel expressed support for the ambition, scale and development of the strategy and 


programme although there are specific issues to be addressed before the formal NCAT 


review takes place prior to formal public consultation. The hospital based members of the 


informal review NCAT panel with the addition of an expert in acute and emergency medicine 


are to review the delivery of existing care standards at the eight hospital trusts. Further they 


are to review the existing standards and where appropriate offer new standards. The NCAT 


panel for the formal review will include an expert in acute and emergency medicine’ 


The clinical standards reviews had been undertaken prior to the formal review.   
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National Clinical Advisory Team - NCAT 


Formal Review of 17th December 2013 – see appendix 1 for agenda 


Prior to the review the panel members received the following documents; 


 The Greater Manchester Future Outline Model of Care (In Hospital) V1.1  


  Out of Hospital Care in Greater Manchester 


 Staying Well, Living Well. Our 5 year strategy for improving primary care within 


Greater Manchester 2014 – 2018 


 


The NCAT panel on the 17th December visit was further furnished with the following 


documents; 


 Healthier Together. Review of standards; November 18th to 20th 2013 


 Living Longer, Living Better. Strategic outline business case parts A&B ( from 


Manchester City Council and NHS Organisations in Manchester) 


 Case studies produced by the Integrated Care Programme 


 Healthier Together-Options Appraisal Approach 


 Stakeholder & Public Engagement Record V0.1 


 Healthier Together Medical Workforce Modelling Draft 


 Copy of the slide presentations used during the day  


 


The formal public consultation of the GM Healthier Together programme is scheduled for at 


the earliest May 2014. All twelve Clinical Commissioning Groups (CCGs) support the 


programme (three coterminous with Manchester City Council, the other nine coterminous 


with their local authority). The twelve CCGs are all members of a ‘committee in common’ 


which meets regularly, a committee set up to emphasise joint commitment. All eight provider 


trusts have formed a network for joint engagement. All ten Local Authorities are fully 


engaged in the programme. The now statutory body the Association of Greater Manchester 


Authorities (AGMA) further reinforces the aim of joint commitment. Patient and public 


involvement is a major feature of the programme. At the time of this review, NHS England 


nationally is exploring allocating resources to network working. 


The NCAT panel members all expressed a view that the informal review, the subsequent 


NCAT informal review report, the clinical speciality standards reviews together with the 


further documents provided on the 17th December and the consequent detailed discussion 


obviate the need for further detailed individual clinical speciality reports. This formal review 


report would be succinct as its focus is chiefly on clinical assurance of and future 


recommendations to the Greater Manchester Healthier Together Programme  
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National Clinical Advisory Team - NCAT 


Recommendation 


The unanimous opinion of the NCAT panel is to strongly support the programme and to give 


clinical assurance that the programme can proceed to public consultation. The panel offered 


strong approval of the programme’s ambition, vision and scope together with an impressive 


public and clinician engagement. The commitment to the process of all the Local Authorities, 


Health and Well Being Boards and all NHS Organisations is hugely impressive. It is the 


panel’s opinion the programme offers an approach and modelling that is an exemplar for the 


NHS and its partners as they grapple with improving safety, value and sustainability in 


financially more austere times. 


The GM ‘Healthier Together Programme’ (GMHT) comprises three programmes- Integrated 


care, primary care and in-hospital care, the latter ‘in hospital scope of the GM 


programme’ being the focus of this NCAT review and the subsequent public 


consultation. All three programmes together constitute the whole strategy and all are 


essential to a sustainable reform of health care. 


 


Supporting Evidence for the panel’s decision; 


 In hospital scope of GM programme - Urgent and Emergency Medicine, Acute 


Medicine, General Surgery, Children’s Services, Women’s Services. 


 The overarching aim of the hospital programme is a GM wide single service. All 


hospitals to provide local/low risk services and some designated to provide 


specialist/high risk services with agreed clinical pathways for patients arriving by 


ambulance and those requiring inter-hospital transfers. 


 Urgent and Emergency Medicine. There has been good involvement of public and 


clinicians in the development of this programme. The overarching aim is a U&E 


single service where each A&E unit (also often known as Emergency 


Departments(ED) undertakes triage as part of the larger system. The NWAS (North 


West Ambulance Service) Pathfinder methodology is a key component in choosing 


the most appropriate hospital to transport the patient - a methodology instituted four 


years ago but which does not as yet extend to pre-school age children. 


 Acute Medicine. Some of the GM hospitals are already providing a seven day service 


with consultant medical staff working twelve hours per day, in partnership with the 


A&E department and delivering rapid assessment, diagnosis and treatment in 


compliance with GM quality and safety standards. 
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National Clinical Advisory Team - NCAT 


 General Surgery. There is a validated tool to identify patients requiring potentially 


high risk surgery. 


 Children’s services. Children’s services were successfully reconfigured as part of the 


earlier Making it Better programme including the centralisation of all tertiary in-patient 


services at Royal Manchester Children’s Hospital. Further development within GMHT 


aims to strengthen assessment and management within the community of children 


with both acute and long term problems so that hospital attendances and admissions 


can be reduced. This will require more skilled children’s nurses to work alongside 


primary care clinical professionals and, in order to provide a consultant delivered 


service in hospital, may require the maintenance of a paediatric assessment and 


observation area at each site during peak times while reducing the number of 


paediatric in-patient sites.   


 Women’s services. Maternity services are also an existing example of a long 


established integrated approach. Good practice reported at Pennine Acute Trust 


where previously four sites have already been reformed as in the proposed Greater 


Manchester model – with currently 103 hour on site labour ward consultant presence 


and are aiming for 168 hour cover.  


 The Greater Manchester (GM) health economy has a successful history of 


reconfiguring services; Centralisation of Manchester paediatrics, ‘New Deal for 


Trafford’, Stroke and Trauma services reconfiguration, ‘Making it Better’ the clinically 


led reconfiguration of NHS maternity, neonatal and paediatric services in Greater 


Manchester.  


 There is continuing effective partnership working at a GM strategic level; The former 


Association of the ten Primary Care Trusts (PCTs), now of the twelve Clinical 


Commissioning Groups (CCGs); The Association of ten GM Local Authorities 


(AGMA), and also uniquely a separate statutory body of all the10 Local Authorities – 


a total of eleven statutory GM Local Authority organisations.  


 The GM Integrated Care Programme is place based and is led by each Clinical 


Commissioning Group and the Local Authority. The ten models will be in shadow 


operation by 01/04/2014 and in full operation by 01/04/2015. Providing integrated 


care has long been a challenge to the NHS so the development of the GM 


programme has been understandably both iterative and cyclical but has good ‘buy in’ 


from all stakeholders.  


 The Primary Care Commissioning Strategy has the full commitment of the CCG’s 


and the Area Team of NHS England as it commits to a proactive approach to 


lessening variation of care and improving quality. Six primary care demonstrator sites 
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National Clinical Advisory Team - NCAT 


have been approved which in turn have stimulated innovation elsewhere in Greater 


Manchester. Each of the six sites has focused on different but related aspects of care 


with built in formal evaluation. NHS Improving Quality (IQ) an improvement body is 


providing thought leadership for the emergence of new primary care provider models. 


 All ten GM localities have developed ‘out of hospital’ metrics chiefly based on 


providing more community based care as an alternative to hospital based care. 


 Much development has been undertaken since the NCAT informal review  


- Support to the external review of standards. The quality and safety standards for 


the five in scope work streams were developed by the respective clinical congresses. 


The standards were then relayed to all hospital medical directors who cascaded them 


to clinical colleagues. The hospital staff self-assessed their hospital against these 


standards prior to the external review.  


- External Quality and safety standards review;  


 - The hospital teams involved in the review varied in seniority and knowledge. This 


evidence offers some confirmation of an existing view of insufficient clinical and 


management ownership at the institutional level - an issue which needs to be 


addressed with some urgency. 


 - The subsequent bullet points relate to the review of surgical standards as an 


example of the whole process (The full report covering all five clinical areas was 


published on 20/12/2013; NCAT Review of Quality and Safety Standards. GM 


Healthier Together Programme. Authors; Tony Giddings, Suzanne Truttero, Kate 


Costeloe, Jim Wardrope, Marion Hughes) 


 - The Healthier Together programme had approached the question of 


standards in surgery correctly by adopting evidence-based professional 


recommendations and at Clinical Congresses asking the surgeons to identify 


those they considered important. 


 - Each hospital surgical service was asked to-self assess against the chosen 


standards on two occasions. At the NCAT review of these assessments it 


became clear that there was a wide variation in compliance and insight 


between the most engaged and self-critical services and those who were 


more passive and less rigorous. Data on outcomes suggested that patients 


had better outcomes if treated at a hospital that was striving to improve 


compliance and aware of the scope for systems and cultural improvements. 


 - Hospitals with more extensive services had more flexibility to respond to 


modern standards-based practice but had not always done so. This delay 


seemed likely to be associated with less effective clinical and institutional 


leadership. 
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National Clinical Advisory Team - NCAT 


- Setting new standards for an effective surgical service is an important first 


step. There are some imperatives that are now well recognised, such as the 


need to reconfigure specialist services to make the best use of skilled but 


scarce workforce. Our review suggested that these structural changes must 


be accompanied by well informed and inspiring leadership in both the clinical 


and management teams who will be ultimately be responsible for delivering a 


single, improved service across several sites. 


- The whole system developmental approach following the standards review 


has been to synthesize the standards so as to identify clear benefits to 


patients, carers and staff culminating in defining outcomes that are an 


essential part of the GM outcome dashboard. 


 


Further Developments 


- Development of nursing standards 


- Development of Adult Social Care standards with further work proposed for setting 


Children’s Social Care Standards 


- Further stakeholder communication events 


- There has been significant work on options appraisal of programme assumptions, 


models on future activity capacity and senior medical workforce models 
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National Clinical Advisory Team - NCAT 


Future development recommendations; 


The NCAT panel is very impressed by the GM whole system approach in developing and 


refining this most ambitious of programmes. We offer further recommendations which we 


think will aid the successful implementation and sustainability of what will be at least a five 


year programme. 


Specific future recommendations; 


Standards; 


 Some evidence of insufficient clinical and management ownership at the institutional 


level. An issue which needs to be addressed with some urgency. 


 The current standards are divided into ‘in’ and ‘out’ of hospital standards and 


currently are mostly focused on hospital care. Whole service reform requires a whole 


system approach to standard setting with a chief focus on the care of the individual 


patient and outcomes of the whole patient journey.  For instance most of children’s 


care is delivered outside of the hospital. 


 Timeliness and responsiveness of services are most valued by patients and need to 


be a key component of a set of standards.  


 It is important to measure standards where good data exists but the total health eco 


system should aspire to a wider more holistic set of standards. Children’s social care 


standards as an example must encompass the issues of troubled families, 


worklessness and of the early care of children. 


Workforce; 


 Workforce development must be of the whole system not just of hospitals. 


Development that encompasses cultural issues, workforce involvement in service 


improvement, education, training and developing new roles and ways of working is of 


the utmost importance.  These issues apply to all new and existing staff and for all 


grades as for instance Healthcare Assistants provide much of the care of patients. 


Developing and meeting educational standards including time set aside for staff 


learning is as important as the setting and meeting of other standards. 


 Greater detail will be required on the modelling of the new system and the likely 


impact that new system flows would have especially on the workload of staff of 


higher acuity Trusts. Workforce resilience strategies are needed to help staff manage 


a possible increased workload and specifically create adequate breadth and depth of 


cover to support senior decision makers. An essential component of a resilience 
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strategy is take account of interdependencies. The role of multi-disciplinary teams 


needs a higher profile in the reform programme and workforce planning is required 


across multi-disciplinary teams to avoid consequences to other disciplines already 


challenged by a lack of capacity.  


General recommendations; 


 Development of a whole service information technology system is essential to better 


support the proposed new models of care. For example ready access to informatics, 


clinical decision support and active linkage to booking / redirecting of patients at the 


urgent and emergency interface at 'first point of contact'. Information that would 


support self-care, primary care, out of hours and emergency care decision making.  


 Clear contingency planning for foreseeable risks to the programme to augment the 


thorough existing option appraisal. 


 More focus on patient outcomes and in particular patient determined outcomes. 


 In such a complex environment as the NHS, the GM programme potentially adds a 


further complexity so clarity of accountability is essential. 


 Devolution of decision making is necessary to avoid a ‘top down’ culture. It is always 


important in whole system development to continually re appraise the ‘headquarters 


function’ and encourage the concept of ‘two way’ accountability. 


 Continual reappraisal of cross cutting and co-dependency issues. 


 Continuous development of community based services. The success of the reform 


programme depends on moving more of existing NHS resources to community based 


services. This is current NHS policy but in practice nationally the reverse has 


occurred. 


 Continuous risk assessment of the developing reform programme including 


assessing the cultural acceptance by staff of a one system, one whole team 


approach. A culture that concomitantly accepts variation in size and scope of local 


services in response to local needs and the capacity and capability of current 


services. It may seem a minor point but terminology such as patient ‘discharge’ from 


hospital does not lend itself to developing a one system culture. At the very least 


phrases such as referral back to primary care should be utilised. 


 The role of the regulator Monitor in ensuring competition in the delivery of services 


will need to be addressed in a whole system reform. 


 Reform of the five specific hospital based clinical areas is the GM programme to go 


for public consultation - but to give confidence that the reform programme can be 


achieved a whole system change is required. Support of carers and quality of 
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services for more marginalised groups such as young people, people with learning 


issues, diverse groups encompassing race and gender and in general those 


underserved in poor socio-economic areas must be a key performance indicator of a 


successful reform. 


 The more wide ranging health, healthcare and social care reform proposed by AGMA 


is essential to improve the often poor health and well-being of the people of Greater 


Manchester and will require longer public engagement and consultation.  
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Appendix 1 


PROGRAMME for Visit 17 December 
  
  


 
 
 Time   Attendees  
9.15-10.15  Greater Manchester Health & Social 


Care Reform Overview  
(Introduction from SROs and key leads)  


Ian Williamson, Mike Burrows, Susan 
Long, Leila Williams, Steven 
Pleasant, Chris Brookes, Alex 
Heritage, Sophie Hargreaves.  


 
10.15-10.30  Coffee Break  
10.30-13.00   


Out of Hospital Developments 
(Primary Care & Local Integrated Care 
Plans)  


The Future Model of Care (In 
Hospital)  
 
(HT Clinical Champions)  


Chris Brookes, Phil Harris, Anne Talbot, 
Martin Smith, Nick Lees, Karen 
Bancroft, Sola Amu, Mark Robinson, 
Ivan Bennett, Martin Vernon, Jonathan 
Berry, Alex Heritage, Sophie 
Hargreaves  


13.00-14.00  Lunch  
 
 14.00- 15.00   


 Quality & Safety Standards 
(In Hospital)  


 Benefits Plan & Outcome 
Dashboard 


 Clinical Governance 
(Clinical Reference Group members)  


Peter Elton, Trish Bennett, Nigel Guest, 
Tony Blower, Gill Heaton, Mandy Bailey, 
Laura Roberts, Chris Brookes, Alex 
Heritage, Sophie Hargreaves  


 
15.00-16.00  Break and NCAT team meeting  
16.00-17.00   


 NCAT Feedback to SROs  
 Confirmation of next steps 


 


Ian Williamson, Mike Burrows, Susan 
Long, Leila Williams, Steven Pleasant, 
Chris Brookes, Alex Heritage, Sophie 
Hargreaves  
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Healthier Together Committees in Common (HTCiC) 


Committee Room 1 


Manchester Town Hall, Albert Square, Manchester,  


Directions to the venue: 
https://healthiertogethergm.nhs.uk/civicrm/event/info?reset=1&id=26 


Wednesday 22nd January 2014 14.00 – 17.00 


Part A: 


 


If you require a copy of the agenda or a particular report(s) in large print, braille or audio, 


please contact Healthier Together on tel. 0161 625 7389; fax 0161 625 7504 or email 


valeire.essien@nhs.net.   


 


Agenda item Time Presenter Reference 
Action 


required 


1. Welcome and Introductions 14:00 Chair Verbal Record 


1.1 Apologies for Absence  Chair Verbal Record 


1.2 Quorum Confirmation  Chair Verbal Record 


1.3 Declaration of Interests  Chair Verbal Record 


1.4 Opening Remarks  Chair Verbal Record 


1.5 Confirmation of Minutes  Chair Attached Record 


2. 
Approve Terms of 
Reference 


14:10 Chair Attached Approve 


3. 
Locality led Stakeholder 
and Public Conversation 
Update  


14:15 Members Verbal Receive 


4. 
National Clinical Advisory 
Team (NCAT) Report 


14:40 Dr Chris Brookes Attached Receive 


5. Open Questions 15:10 Chair Verbal Receive 


6. Future Meeting Dates 15:40 Chair Attached Information 


7. Any Other Business 15:45 Chair Verbal Receive 



https://healthiertogethergm.nhs.uk/civicrm/event/info?reset=1&id=26
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Strategic Performance Report - January 
2014  


Report to NHS Stockport CCG Governing Body, including activity, programme delivery and 
Board Assurance Framework 







Executive Summary


Not applicable


Where has this report been previously discussed?


Directors Meeting


Clinical Executive Sponsor:  Dr Ranjit Gill


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?


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


Strategic Aim 1 is our single biggest reform area.  Progress has been made on the development of an integrated team and service, and this is being tested via 


the Marple and Werneth Hub which went live in January.


Good progress continues to be made in Prescribing performance and we benchmark well against the national position.


Overall the CCG performs well against the NHS Constitution standards. 


Significant progress has been made in improving the accuracy and timeliness of health check data.


We are on-track to deliver our key financial duties.


What are the likely impacts and /or implications?


Meeting date:  10 February 2014


Agenda item:


Reason for being in Part 2 (if applicable)


N/A


Presented by:  Gaynor Mullins







Strategic Aim One


225 treatments


300 contacts


15 beds


150 referrals 


This is our single biggest reform area.  Progress has been made on the development of an integrated team and service, and this is being tested 


via the Marple and Werneth Hub which went live in January.  This will provide useful evidence and learning about what can be achieved through 


integration and the areas that require most attention in terms of delivery.  The integrated model needs to be centred around primary care and we 


are reviewing how the integrated care and primary care workstreams work together to deliver this.  The Strategic Outline Case for this new model 


will be presented to the Governing Body in March.  The focus for the next month is to confirm the model but more importantly the activity and 


financial assumptions underpinning the model.


We developed a number of new community based schemes in 2013 and the table below shows how these are delivering:


Service Planned Capacity Planned Capacity % Utilised Action


IV Therapy • Further extension of capacity agreed. 


• Extension of conditions treated.


• Promotion of service to SFT and GPs.


Further promotion of service, in particular with care homes.


Education programme with paramedics.


Lack of DNs has reduced capacity below planned levels. Further 


promotion delayed until this issue addressed.  


Actual usage is below 100% due to gaps  in between patients being 


admitted / discharged. Focus is on reducing length of stay to 


increase impact / effectiveness


Admission rates remain above plan.  This is due to increases in the activity recorded in the short stay units, rather than a change in demand.  ED 


attendances are running at 3.4% below the 2012/13 levels. There has been a ‘deep dive’ review on re-admissions and this is included in the Quality 


Report.


188 treatments


106 contacts


70 referrals


15 beds


84%


35%


47%


<100%


Pathfinder


Rapid Response 


Expansion


Saffron Ward


Strategic Priority Two


Members have already been informed of the coding changes (in line with other units) which have been implemented and have reduced the level of 


recorded admissions.  There has been progress on the development of the specification although progress has not been made in line with the plan 


and this is being addressed by the Directors. There remains a risk associated with the negotiation of this change. 







Strategic Priority Three


Good progress continues to be made in Prescribing performance and we benchmark well against the national position.  There has been a small 


increase in volume, and the planning for 2014/15 is looking at how we continue to deliver clinical and cost effective prescribing. 


Performance against the elective demand is broadly on plan (to halt growth – currently at c1%), and further work in this area with practices is being 


prioritised for 2014/15 as this is an area where we think we can make more progress. The building blocks of this work are now in place with referral 


co-ordinators in place and this will continue to be developed and implemented. 


The out-patient reform work is underway however as previously indicated this will not deliver expected levels of change this year. The work has 


shown that significant numbers of patients currently held within the out-patient system could be discharged/managed in primary care (current 


indications are that this could be a third in the specialities reviewed – Cardiology and Respiratory).  There has also been very good take up of the 


primary care scheme which indicates that primary care could have further role in this area.


Strategic Priority Four


Overall the CCG performs well against the NHS Constitution standards.  However, the 4 hour ED waiting time standard has been particularly 


challenging, and the health economy has failed all 3 quarters in 2013/14 and delivery in Q4 is likely to be challenging.  Attendances are 3.4% 


down, although admissions have risen by 3.5% at SHH.  A recent  review by the GM Utilisation Management Team confirms that this rise is largely 


due to the additional short stay capacity rather than an increase in acuity of patients (indications are that acuity may have risen by 1% per annum in 


the same period).  Stockport Foundation Trust continues to find it difficult to recruit to ED Consultant positions and the lack of senior clinical 


decision making capacity has contributed to the performance issues and activity growth.  It has been agreed that a new model of urgent care with a 


more primary/community focussed front end to the urgent care system is required and work is underway to design this model. 


In terms of the RTT (Referral to Treatment Time target) a backlog of patients waiting for (mainly) Orthopaedic and Ophthalmology treatment has 


risen and this has meant that Stockport FT has not met that target in November and December.  An action plan has been requested in line with 


contractual requirements, but this has not been received.  We are however working closely with the Trust to improve performance.  The underlying 


aim is to reduce this backlog by treating patients in turn (i.e. longest waiting first) and whilst this is being implemented there is a risk that the target 


will not be met in Q4.


In terms of Cancer 62 days waiting time, delivery of this target is at risk in Q3.  This is due to a larger number of patients with complex cancers who 


require treatment from 3 providers (SHH, South Manchester and the Christie).  This increase in numbers is due to a change in the Head and Neck 


Pathway.  Work is underway to ensure that this pathway can be delivered within the pathway and we expect this to be completed within 3-6 


The delivery of the IAPT target is now at risk due to lack of capacity within the service.  An action plan to remedy this is being developed and the 


QPM Committee will discuss this in detail and a summary will be included in the next performance report. 







Finance and Organisation


We are on-track to deliver our key financial duties.  Delivery of QIPP is challenging and not delivering at the pace and scale required and we need 


to address this which is something the management team are focussed on.  This will include reviewing the way we approach major change 


programmes.


I reported last time that we are now effectively fully staffed and 9 months into the organisation the structures, systems and processes are settling 


down.  


We are reviewing our structure and processes, as we had planned to do. However, we also need to reduce our spend on management costs from 


£25.00 per head to £22.50 per head in 2015/16 which is a total reduction of c£750k (including spend on CSU).  We are reviewing how to achieve 


this and minimise impact on both performance and  resilience,  One of the areas we will have to address is how we build short term (2 year) 


change capacity to deliver some of our larger reform projects whilst at the same time making the required financial savings. 


We are now on target for the delivery of the CDiff performance standard. 


Strategic Priority Five


Significant progress has been made in improving the accuracy and timeliness of health check data.  It is expected that this target will be met in 


2013/14.  The Local Authority (who now commission the service) are reviewing the service and plan to re-focus the service to improve take up of 


those who have not previously taken up the offer of a health check. 


Flu uptake remains strong in 2013/14, although final figures will not be available for another month or so.







Strategic Aim Position Change Source Scorecard / Assurance 


1 Adult admissions (ACS, Acute, Non-elective, Emergency) Local  - Urgent Care  / Area Team Health Outcomes 2&3


2 Adult A&E attendances Local - Urgent Care / Area Team  Constitution


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


Strategic Aim Position Change Source Scorecard / Assurance 


5 Unplanned hospitalisation for asthma, diabetes, epilepsy in <19's Local - Urgent Care / Area Team Health Outcomes 2


6 Emergency admissions for children with lower respiratory track infection Local - Urgent Care / Area Team Health Outcomes 3


Progress of related change programmes Local - Programme Scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


7 Outpatient Activity (Follow-ups, GP First's) Local - Cost Effectiveness A / Area Team Finance


8 Elective Admissions Local - Cost Effectiveness B / Area Team Finance


9 Prescribing Spend Local - Cost Effectiveness C / Area team Finance


Progress of related change programmes Local - Programme scorecard / Gap


3. Increase the clinical cost 


effectiveness of elective 


treatment and prescribing


NHS Stockport CCG Strategic Performance Scorecard


Indicator


1. Transform the experience 


and care of adults with long-


term conditions


Issues: Progress on implementation of first integrated care hub in Marple and Werneth, still not yet at sufficient scale to 


impact on admissions. A number of other defection schemes are operational. Admission rates remain above plan and 


baseline. ED attendances are 3.4% below 2012/13 levels. 


Impact:  Continued increase in admissions affects underlying recurrent position negatively, and puts at risk Quality Premium 


payment on emergency admissions  


Executive Action: 


Continued development of Integrated care hubs


Further increase capacity in deflection schemes


Review of scale of reform as part of planning process


Indicator


2. Improve the care of children 


and adolescents with long-term 


conditions and mental health 


needs


Issues: Progress has been made on counting and coding issues. The specification for community nursing team has made 


progress but further work to agree this with SNHSFT is still to be made.  Underlying costs still need to be addressed. 


Impact: Increased potential to receive quality premium as a result of coding changes.


Executive Action: 


Complete agreement with SNHSFT of revised pathway


Following that start engagement with GPs to improve uptake of 


Children's Community  team


Indicator


Issues:  Prescribing continues in-line with plan. GP referrals are broadly in-line with planned levels and improvements are 


starting to show through as a result on earlier work on peer reviews. Follow-up reform programme will not deliver planned 


savings, but good progress in the last few months on cardiology and respiratory with good GP engagement. 


Impact: Underlying recurrent position remains too high with particular concerns on non-GP referrals.


Executive Action: 


Maintain focus on prescribing spend and peer review process to 


increase proportion of referrals appropriate


Expand follow-up work to other areas and review mechanisms in 


planning round to increase pace.   
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Strategic Aim Position Change Source Scorecard / Assurance 


10 Compliance with NHS Constitution NHS England - Constitution Promoted / Area Team


11 Good Quality Care (MRSA and C Difficile) NHS England - Good Quality Care / CCG Quality Com' 


12 Patient Experience and Satisfaction Local - Patient Experience (UD) /CCG Quality Committee


13 Primary Care Quality NHS England - Primary Care scorecard / Area Team  


Progress of related change programmes Local - Programme scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


14 Potential years of life lost from causes amenable to healthcare NHS England - Health Outcomes 1 / Area Team 


15 Uptake of Health Checks Local Indicator - Health Wellbeing (UD) / HWB Board


16 Health Inequalities Gap Local  Indicator - Health Wellbeing (UD) / HWB Board 


Progress of related change programmes Local - Programme scorecard / Gap


Position Change Source Scorecard / Assurance 


Finance A Forecast Position  Local - Finance Report Forecast  - Audit Committee


B Overall Financial Performance & Management NHS England - Financial Performance - Area Team 


Organisational Capability C Workforce Capacity  Local CSU - workforce review (UD) - Gap


D Capability & Development Local - OD (UD) - Gap 


E Statutory Compliance Local - Compliance Dashboard - Gap 


Issues: (see finance for Finance) CCG workforce fully in place and turnover and sickness below peers and national 


benchmarking. Sickness 2.2% across year and no increase in Autumn. Reduction to 22.50 per head spend, CSU re-


procurement decisions necessitate associated review of CCG structure. Reform agenda appears under resourced. New 


economy PMO director in place.  


Impact: Work force reporting some degree of pressure in staff survey and reform programme challenged. 


Executive Action: 


Review CSU and local structures and develop OD plan 


Indicator


4. Improve the quality, safety 


and performance of local 


services in line with local and 


national expectations 


Issues: Continued non-delivery of A&E waiting time standard. Problems with 18 weeks and Cancer pathways. The latter are 


viewed as resolvable. C Diff trajectory now back on track and SNHSFT meeting requirements for friends and family test 


across all areas. 


Impact: Continuing external focus on local system and significant potential impact on quality premium payments. 


Executive Action: 


Continue to work with SNHSFT to resolve performance issues


Indicator


5. Ensure better prevention and 


early identification of disease 


leading to reduced inequalities


Issues: No major issues with specific areas of work. Once again forecasting good success for Flu uptake and 


Health Checks remain on track to deliver improvements. Some evidence that potential years lost to life have 


reduced based on local data. Limited CCG led work in this area currently


Impact: Quality Premium rewards in this area are still on track to be achieved. Need to review level of work being 


undertaken in this area. 


Executive Action: 


Review CCG contribution in this area for 14/15 planning 


submission


Develop hypertension improvement plan to be led by CCG 


Indicator
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Status Status


NHS Stockport CCG Annual Business Plan Programme Delivery


Strategic Aim Programme Comment


1. Transform the identification, 


anticipation and management of 


long-term and complex conditions 


among adults


Stockport One Service Progress on the IHSC programme is continuing at pace, with a public engagement meeting 


established for October 29th and GP engagement commencing on the 30th. From the successful 


demonstrator bid £460,000 was secured from the Local Area Team. This will be used to fund the co-


production of the hub model, the rapid response service for Marple and Werneth including 


additional beds which will go live on November 4th, a range of end of life care initiatives and a pilot 


of telemedicine for people with heart failure which are planned to commence in December.  A 


transition plan to move the Stockport One Team into the hub has been developed and the first 


tranche of services to be included in the hub from January has been identified. Care plans developed 


by the Stockport One Team will go live on Care First the Local Authority information system at the 


end of October and there are plans to make the plans visible to relevant partners via the Stockport 


Health Record, which will ultimately support the work of the hubs. 


The model of care and patient journey are currently being worked on and a strategic view of the 


clinical pathways that will be managed via hubs or in the community is being developed. A full 


evaluation of the demonstrator pilot is being planned.  
Additional Primary Care The contract has been issued to all practices; 49 of the 50 GP Practices in Stockport have signed up 


to this business case and are begining to develop care plans for their patients. Risk Stratification is 


also now available.


Enhanced Primary Care Business case supported by Governing body in June.  Contracts are now in place with all bar one 


practice although the area team have not confirmed agreement at this time.


Specialist Community Services:
IV Therapy Service The service has been launched successfully and took 30 referrals in July. 


Dementia The Reconfiguration of EoLC project is part of the wider IH&SC programme and work is well 


underway to review the current capacity across the economy. EOL


Unscheduled Care FT submitted a new plan to Monitor and this is based on the delivery of eight key schemes. The 


recruitment & agreement of rota for ED consultant continues to carry of a risk due to shortage of ED 


senior consultants and the introduction of the ED system has the potential risk to undermine 


achievement of the performance target.


2. Improve the care of children and 


adolescents


Paediatric Pathway Review Draft service specifiation for acute and chronic health needs has been produced


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







2. Improve the care of children and 


adolescents


Enhanced Primary Care 


(Paediatrics)


All practices now signed up and areement with Area Team now secured


3. Increase the clinical cost 


effectiveness of elective treatment 


and prescribing


Referral Management Contracts were issued in August and 43 of the 50 practices in Stockport have chosed to participate in 


the scheme. Further discussion and negotiation is happening with those that have not yet signed up 


to the scheme, and therefore further sign up and engagement to the scheme is expected in the 


future. 


Follow-ups Model Clinic: The first clinic observation for respiratory went ahead and was observed by a GP 


working with the relevant consultant and other individuals including a Healthwatch representative. 


The outcomes indicated a number of areas for change resulting in an action plan to improve the 


clinic. After changes have been made a second clinic will be observed to ensure that the process has 


improved. A similar process for cardiology is planned to commence on November 5th.


Follow Up Review: The first audit of respiratory patients indicated that approximately 15% of 


patients did not require follow up, however  the first audit of cardiology indicated a much higher 


proportion than this at 42%. This indicates some scope for reducing follow up activity, however this 


will vary from specialty to specialty. As the change is predicated upon GPs reviewing people awaiting 


follow up, a pilot is currently being undertaken within 2 GP practices to test the process, feasibility 


and cost.  A business case will then be developed to secure funding to pay GPs to review and 


discharge people. 


4. Improve the quality, safety and 


performance of local health services 


in line with local and national 


expectations


Enhanced Primary Care 3 - 


Clostridium Difficile


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


5. Ensure better prevention and 


early identification of disease 


leading to reduced inequalities


Enhanced Primary Care 4 -  


Prevention, Risk Factor 


Reduction and Early 


Identification (including 


alcohol)


The lifestyle service is up and running but there have been delays to the implementation of the 


enhanced primary care element relating to strategic aim 5. This is the subject of a report to Directors 


meeting on Monday 28th October. Uptake rates of NHS health checks appear to have fallen slightly 


over the summer. 







Severe delay > 6 months, major risk of non delivery Position has worsened since last report 


Programme has been completed No previous position or no data. 


No previous data available


Moderate delay 1 - 6 months, moderate risk of non delivery Indication that position is worsening


Some milestones delayed but still expect to deliver programme to plan Position remains unchanged since last report 


All milestones on track, plan anticipated to deliver on time Position has improved since last report 







Position Direction 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. 


Local Urgent Care - this pulls together 8 measures and relates closely to the NHS England   "Are Health Outcomes Improving For 


Local People?" scorecard  sections 2 and 3. External scrutiny comes from the Area Team quarterly.   


Guidance Notes to Performance Scorecard


Overtime the CCG will work to develop more detailed notes so that Governing Body and CCG members,  and the public can interpret the Strategic 


Performance Scorecard more effectively. By the autumn these guidance notes will be published separately on our website along with the Strategic 


Performance Report, the detailed Performance Scorecards and the detailed Board Assurance Framework. This is part of our on-going commitment 


to improve transparency and accountability.   


Position worse than baseline


Position same as baseline


Position better than baseline but not yet on plan 


Position in line or better than plan 


Planned indicator but insufficient data or undeveloped 


Before deciding whether the position has materially changed the CCG uses Statistical Process Control charts and looks for evidence of statistical 


evidence of real change and not normal variation. For example 6 months above or below the mean is indicative of change.  


Source Scorecard & Assurance


Behind each strategic performance indicator there is often a set of measures. These measures are in the process of being brought 


together in a series of performance scorecards for the specific area. These scorecards are either locally developed or developed by 


NHS England as part of their CCG Assurance Framework. Once fully developed these will be published on-line. Below is a list of 


scorecards with details of each 


Local Programme Scorecard - this refers to the Overview of Programme Delivery which summarises progress against all key 


milestones in the reform programme of the CCG. As yet there is no external assurance of this though it is usually picked-up by 


Internal Audit reviews of business planning and performance monitoring. 


Local Cost Effectiveness Scorecard - this monitors performance of the elective system and prescribing. Currently it has 7 indicators 


(All 1st Outpatients, All 1st Outpatients GP referred, All follow-up attendances. All outpatient attendances, all elective admissions, all 


GP prescribing, and all EUR procedures). It relates closely to the QIPP section of NHS England's Assurance Framework "Financial 


Performance" which is reviewed quarterly by the Area Team. 


NHS England Constitution Scorecard - this directly corresponds to the NHS England scorecard and picks up on all the NHS 


Constitution commitments. It is externally checked quarterly by the Area Team.  Most of these are waiting time commitments. 


NHS England Good Quality Care - this is a new scorecard entirely and will take sometime to complete locally. It includes the two 


measures of infection control and this is what is being reported this month. However, there are a considerable number of others and it 


might be the end of July before the work on this is complete. 
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Low risk


Moderate risk


High risk


Extreme risk


Horizon event (future, or recently past, event which might reasonably impact upon this area of strategic risk 


Colour-coded merely for differentiation


NHS England Primary Care Scorecard - work is underway locally in conjunction with the area Team to develop the best way to 


report on Primary Care quality. 


Local - Patient Experience - this is under development and relates closely to NHS England's "Are Health Outcomes Improving For 


Local People?" scorecard section 4.   


Key for Board Assurance Framework


NHS England Good Quality Care - this is a new scorecard entirely and will take sometime to complete locally. It includes the two 


measures of infection control and this is what is being reported this month. However, there are a considerable number of others and it 


might be the end of July before the work on this is complete. 


No change in the level of risk since the last report


Risk rating has decresed since last report


Risk rating has increased since last report


Trend (the fill colour mirrors the current rating)


Current rating (using RAYG rating method)
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Indicator
Operational 


Standard


Lower 


Threshold


Data 


Collection 


Frequency


CCG Assurance 


Reporting 


period Data Source Basis Comments


Quarter 1 Quarter 2 Quarter 3 Quarter 4


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


Admitted patients to start treatment within a maximum of 18 weeks from referral 93.1% 92.3% 91.0% 90% 85% Monthly Quarter actual
RTT collection, 


Unify2
Commissioner


Non-admitted patients to start treatment within a maximum of 18 weeks from referral 97.2% 96.9% 96.7% 95% 90% Monthly Quarter actual
RTT collection, 


Unify3
Commissioner


Patients on incomplete non-emergency pathways (yet to start treatment) should have waited 


no more than 18 weeks from referral
96.1% 95.3% 94.7% 92% 87% Monthly Quarter actual


RTT collection, 


Unify4
Commissioner


Number of patients waiting more than 52 weeks 0 0 1 0 10 Monthly
Last month in 


the quarter


RTT collection, 


Unify5
Commissioner


Diagnostic test waiting times


Patients waiting for a diagnostic test should have been waiting less than 6 weeks from referral 99.8% 100.0% 100.0% 99% 94% Monthly Quarter actual


Diagnostics 


collection (DM01), 


Unify2


Commissioner


A&E waits


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


A&E department
93.7% 93.9% 95.4% 95% 90% Weekly Quarter actual


Quarter actual 


SitReps collection, 


Unify2


Provider


Data not collected on a commissioner basis. 


Provider data mapped to CCGs using weights 


derived from A&E HES.


Our running data is for SUS 


Monthly view of all CCG 


Patients


Cancer waits – 2 week wait
Maximum two-week wait for first outpatient appointment for patients referred urgently with 


suspected cancer by a GP
95.3% 96.2% 96.8% 93% 88% Monthly Quarter actual


Cancer waits 


database
Commissioner


Maximum two-week wait for first outpatient appointment for patients referred urgently with 


breast symptoms (where cancer was not initially suspected)
95.5% 94.4% 99.2% 93% 88% Monthly Quarter actual


Cancer waits 


database
Commissioner


Cancer waits – 31 days


Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers 97.6% 98.9% 97.7% 96% 91% Monthly Quarter actual
Cancer waits 


database
Commissioner


Maximum 31-day wait for subsequent treatment where that treatment is surgery 97.9% 99.2% 100.0% 94% 89% Monthly Quarter actual
Cancer waits 


database
Commissioner


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


regimen
100.0% 100.0% 100.0% 98% 93% Monthly Quarter actual


Cancer waits 


database
Commissioner


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


radiotherapy
100.0% 100.0% 100.0% 94% 89% Monthly Quarter actual


Cancer waits 


database
Commissioner


Cancer waits – 62 days
Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for 


cancer
86.6% 90.8% 84.9% 85% 80% Monthly Quarter actual


Cancer waits 


database
Commissioner


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


treatment for all cancers
97.6% 100.0% 100.0% 90% 85% Monthly Quarter actual


Cancer waits 


database
Commissioner


Maximum 62-day wait for first definitive treatment following a consultant’s decision to 


upgrade the priority of the patient (all cancers)
89.3% 81.4% 78.9%


No operational 


standard set


No operational 


standard set
Monthly Quarter actual


Cancer waits 


database
Commissioner


Category A ambulance calls


Category A calls resulting in an emergency response arriving within 8 minutes (Red 1) 77.5% 75.5% 74.2% 75% 70% Monthly Quarter actual
AmbSys collection, 


Unify2


Category A calls resulting in an emergency response arriving within 8 minutes (Red 2) 80.1% 77.7% 76.5% 75% 70% Monthly Quarter actual
AmbSys collection, 


Unify2


Category A calls resulting in an ambulance arriving at the scene within 19 minutes 96.5% 95.4% 95.5% 95% 90% Monthly Quarter actual
AmbSys collection, 


Unify2


Mixed Sex Accommodation Breaches


Minimise breaches 0 0 0 0 <10 Monthly Quarter actual
MSA collection, 


Unify2
Commissioner


Mental Health


Care Programme Approach (CPA): The proportion of people under adult mental illness 


specialties on CPA who were followed up within 7 days of discharge from psychiatric in-


patient care during the period.


97.1% 95.6% 100.0% 95% 90% Monthly Quarter actual


MH Community 


Teams Activity  


Return


Commissioner


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


Red – Two or more indicators rated red


Indicator performance 2013/14               (for 


incomplete quarters, quarter performance to the latest month is 


shown. Currently complete to October 2013)


Red - Performance below the lower threshold OR same indicator has Amber performance for two consecutive quarters


Provider


Data not collected on a commissioner basis. 


CCGs will be allocated the overall 


performance of the ambulance trust that they 


are covered by.
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NHS Stockport Clinical Commissioning Group 


Quality & Provider Management Committee 
 


DRAFT MINUTES 


 


Date of 
Meeting: 
 


18 December 2013 Time 
From To 


09:00 11:00 


Venue: Room 1, 7th Floor, Regent House 


Attendees: 
 
 
 
 
 
 
 


Karen Richardson (KR) (Chair), Nurse Member of Governing Body 
Gillian Miller (GM), Quality & Commissioning Lead 
Jane Crombleholme (JC), Lay Member, Chair of Governing Body 
Mark Chidgey (MC), Director of Provider Management 
Dr Simon Woodworth (SW), GP Quality Assurance Advisor 
Sue Gaskell (SG), Safeguarding Lead Nurse 
Susan Parker (SP), Allied Health Professional 
Tony Stokes (TS), Healthwatch 


Apologies: Dr Cath Briggs, Clinical Director 
Hadrian Collier, NHS Blackpool CCG 
Jennifer Connolly, Specialist Registrar, Public Health 
Dr Vicci Owen-Smith, Clinical Director, Public Health 


Secretary to 
Committee: 


Alison Newton (AN), Personal Assistant 
 


In attendance: Adrienne Bell (AB), Senior Contract Manager 111 & OOH, GMCSU 
Ian Morgan (IM), NHS Blackpool CCG 
Rachel Grindrod (RG), Contract Manager, GMCSU 
Rachael Young (RY), Urgent Care Lead, GMCSU 
Sue Sutton (SS), NHS Blackpool CCG 


Item 
No 


Meeting Item Actions 


1 Declarations of interest & apologies  


1.1 
 
 
 
 


1.2 
 
 
 
 


The meeting started whilst not fully quorate.  The proposed terms of 
reference (TOR) for the group include a statement that a meeting could 
continue if it was not quorate but all decisions would have to be ratified by 
clinical members not in attendance. 
 
Members noted that declarations of interest are a standing agenda item.   
Members were requested to complete and sign a declaration of interest 
form for 2013/14; all declarations would be noted at the next meeting.  
Members would be asked to complete and sign a declaration of interest 
form on an annual basis. 


AN to email 
declaration 


forms 
 
 
 
 
 
 
 
 


AN to send 
AA dates of 


future 
meetings 
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1.3 
 


1.4 


Apologies for absence were noted. 
 
The Chair informed the meeting that Amer Aldabbagh, the new locality 
chair (Governing Body member) had been invited to attend future Quality & 
Provider Management (Q&PM) meetings. 
 


2 Minutes & actions from the last meeting - 20 November 2013 
 


2.1 
 
 
 
 
 


2.2 
 
 
 
 


2.3 
 
 
 


2.4 


The minutes of the previous meeting held on 20 November 2013 were 
recommended for approval and would be approved when the meeting 
became quorate.  The Chair confirmed that the minutes of each meeting 
would be included within the Governing Body papers and hence be 
available to the public. 
 
Inviting additional GP members had been discussed at the previous 
meeting. It was agreed that the new locality chair would be invited to attend 
future meetings. It was also agreed that Dr Simon Woodworth would 
deputise for Dr Cath Briggs at meetings. 
 
SG referred members to the action from item 5 (Patient Safety).  SG 
reported that she had completed this action and had provided a 
safeguarding update in the recent GP newsletter. 
 
Members were asked to note that the Risk Register would now be called 
the `Issues Log’ as this more accurately refers to what it is. 
 


 


3 Provider/Service Focus 111  


 
 


3.1 
 
 
 


3.2 
 
 
 
 


3.2.1 
 
 
 
 
 
 
 
 
 
 


AB, IM, RY and SS in attendance. 
 
GM welcomed the attendees to the meeting and explained governance of 
the sub-committee and the structured focus on quality issues at each 
meeting.  The focus for this month is Patient Transport and NHS 111. 
 
Patient Transport Service (Arriva): GM invited SS to update the meeting on 
how NHS Blackpool CCG manages contracts on behalf of NHS Stockport 
CCG.  SS referred to a flowchart outlining the PES/PTS/111 CCG 
Memorandum of Understanding with NHS Blackpool CCG: 
 
o Governance arrangements had been built into the Memorandum of 


Understanding agreed at the beginning of the year. 
o The Strategic Partnership Board had been set up to provide assurance 


for each contract. 
o There were five geographic area ambulance groups for the North West 


Ambulance Service (NWAS) including: Greater Manchester, Cheshire, 
Warrington & Wirral, Merseyside, Lancashire and Cumbria. Stuart North 
is the Lead Chief Officer for Greater Manchester. 


o There is an Urgent Care Leaders Workshop on 19 December 2013; 
patient transport is on the agenda for discussion. RY would be 
attending the meeting on behalf of NHS Stockport CCG. 
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3.2.2 
 
 
 
 


3.2.3 
 
 
 
 
 
 
 
 
 


3.3 
 
 
 
 
 
 
 
 
 
 
 


3.3.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


o NHS Blackpool CCG holds a monthly Contract & Finance meeting, a 
Quality meeting and a Quality & Finance meeting to monitor the PTS 
and PES contracts. 


o There is a Clinical Development Group that meets monthly.  SS invited 
a clinical representative from Greater Manchester to join this group. 


 
SW joined the meeting 9:25 am. 
 
SG questioned whether an annual audit for safeguarding is included within 
the contract and asked who scrutinises to ensure compliance.  SS 
explained that Helen Skerrit (Chief Nurse for NHS Blackpool CCG) is the 
lead for safeguarding and takes on this role. 
 
TS reported an area of concern that a nurse had reported to him.  The 
nurse had been asked to take a patient to a pre-booked car without the 
driver showing ID to her.  SS explained that Arriva (responsible for PTS in 
Stockport) have a fleet of cars with NHS logos on; all the drivers have had 
checks, including licensing and ID checks.  Taxis are used to increase the 
flexibility for patients.  It was noted that Stockport NHS Foundation Trust 
(SNHSFT) is responsible for booking the patient transport and ID should be 
checked when the booking is made.  SS would take this issue back to NHS 
Blackpool CCG (commissioners). 
 
Ambulance (NWAS): SP referred to page 13 on the Ambulance Update 
Summary (copies previously circulated) and challenged whether the Arriva 
position is understated.  SS responded that the figures may be better than 
they look on the report. Also, Arriva record patient arrivals differently than 
previous reports as they record arrival at units (clinics, outpatients for 
example) rather than just to the hospital.  Staff use hand-held technology to 
record arrival rather than GPS on the vehicle.  SP pointed out that the 
report highlights the fact that 42% of patients arrive late for their 
appointment.  SS stated that this issue had already been raised at the last 
contract meeting.  IM reported that performance had improved but it had 
been difficult to compare as different systems had been used. 
 
MC pointed out that the performance of the Arriva contract is consistently 
raised as an issue by patients and highlighted the targets on page 13 of the 
Ambulance Report.  Specifically he was concerned that the way they had 
been set out led to a culture of viewing the control levels as maximum 
performance. The correct approach is to aim to achieve 100% with the KPI 
levels there to account for e.g clinical exceptions.  MC pointed out that 54% 
of patients arrive late for their appointments and 30% have to wait up to 90 
minutes to be collected, this is unacceptable for patients and places 
outpatients under significant pressure as more people are within the 
department.  SP pointed out that staff are not allowed to follow up any 
delay until the patient has been collected.  IM acknowledged these 
comments and explained that the previous contract allowed for on-the-day 
bookings to be refused but the new PTS contract does not provide for this. 
There has now been a significant increase in the number of on-the-day 
bookings.  The Chair pointed out that a large number of these patients that 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Receive a 
perf report 
from NWAS  


(Feb14) 


 
 
 
 
 
 
 
 
 


MC to 
receive 


clarification 
on 


escalation 
process for 
perf issues 
from Arriva 


(Jan14) 
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3.3.2 
 
 


3.3.3 
 
 
 


3.3.4 
 
 
 
 
 


3.4 
 
 
 
 


3.4.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


3.4.2 
 
 
 


3.4.3 


require transport are elderly/vulnerable and a 90 minute delay results in an 
unacceptable patient experience.  GM questioned how this issue is being 
escalated.  SS reported that there have been a number of discussions held 
at the quality meetings; a Greater Manchester member could attend these 
meetings. 
 
TS stated that delays of 90 minutes are unacceptable for patients and often 
result in the patient having to remain in hospital overnight.  
 
SP queried whether the aim of inviting just 1% of patients to participate in 
the patient experience survey was a typo.  SS agreed to confirm if this was 
the correct percentage. 
 
GM summarised that the Q&PM Committee had raised a number of 
concerns and these now needed to be tracked.  RY informed the meeting 
that monthly meetings had been set up involving NHS Stockport CCG and 
Arriva to address local issues as well as governance issues and the 
concerns raised would be monitored at these meetings.  
 
NHS 111 (NWAS): AB was invited to brief the meeting on the 
arrangements for clinical governance for the new 111 contract.  Members 
were referred to a sheet tabled at the meeting.  AB highlighted a number of 
issues: 
 


o NWAS took over from NHS Direct as the stability partner of NHS 
111 on 29 October 2013. 


o NHS Blackpool CCG is the lead commissioner for NHS 111 working 
with the GM Clinical Governance Group; it had been recognised that 
there remained gaps in provision. 


o NWAS provide for 30% of 111 activity the remainder of the activity is 
covered by NHS Stockport CCG’s Out of Hours (OOH) provider, 
Mastercall. 


o A decision had been made to disband all the Local Clinical 
Assurance Groups (LCAGs) and reconfigure on a wider geographic 
footprint integrating NHS 111 to the wider Urgent Care System.  An 
Interim Programme Board had been convened; this will feed into the 
GM Clinical Governance Group.  AB pointed out that this structure is 
still in draft form but it will be shared with all members when it was 
complete. There remains a professional feedback forum to 
undertake quality assurance. 


o NWAS will remain as providers of the NHS 111 Service until re-
procurement takes place, likely to be after April 2015. 


o There is a national pilot underway on the management of Special 
Patient Notes (SPN) and Post Event Messaging (PEM). 


 
SW commented that NHS Direct had provided lots of information but had 
not provided the clinical guidance that is being provided by NWAS. NWAS 
covers a larger footprint (12 CCGs and clinical leads). 
 
AB informed the meeting that revised terms of reference had been 
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3.4.4 
 
 
 
 


3.5 
 
 
 
 
 


3.5.1 
 


produced.  GM questioned how quality outcomes would be reported back 
to NHS Stockport CCG.  AB reported that issues would be fed back to the 
Clinical Governance Groups; SW is the link for this group.  MC requested 
confirmation that there would be patient representation on this new group 
and was advised that three patient representatives had expressed an 
interest in being involved and this would be followed up. 
 
GM thanked SS, IM, AB and RY for their attendance and contributions to 
the meeting. 
 
SS, IM, AB and RY left the meeting, 9:55 am. 
 
GP OOH (Mastercall): GMi referred members to the reports circulated. 
These included a report following a NHS Stockport CCG commissioner 
walk round of Mastercall Healthcare GP OOH Services and a Certificate of 
assurance by external audit. Members acknowledged that the indicators for 
the Service were very positive. 
 
SG brought members’ attention to the fact that there remained issues 
regarding safeguarding training for nurses and GP practices and asked 
how this was being addressed. The Chair reported that emails, letters and 
phonecalls had been made to each Practice to highlight the importance of 
safeguarding training and this had resulted in an increase in numbers 
trained. The Chair requested an update on training figures by the end of 
the 2013/14 year. 
 


 
 
 


SS to 
confirm 1% 


figure 
stated in 


report 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Receive a 
report on 
uptake of 
training 


(SG) 
 


 


4 CCG Issues Register  


4.1 
 
 
 
 


4.2 
 
 
 
 
 
 
 
 
 
 
 


4.3 


It was agreed to add Arriva and KPI performance to the issues log. 
Members agreed that there was no clear escalation process in place in 
response to poor performance and that the aim (not KPI) for no delays 
should be 100%. 
 
Members noted the new format for the issues log; further work would need 
to take place on the impact score for each issue.  A discussion ensued on 
how this issue logs links with Governing Body assurance and how 
assurance is sought on the work of this committee.  JC reported that John 
Greenough (Lay Finance Member on the Governing Body) and Chair of the 
Audit Committee had expressed an interest in attending a Q&PM meeting.  
SP stated that it is the role of the Committee to maintain the issues log and 
escalate concerns to the Board as part of an early warning system.  MC 
reminded the meeting that the Quality Report that goes to Board each 
month contains a paragraph on key messages and this should absolutely 
reflect the assurance and concerns of this Committee. 
 
Members discussed the progress of items contained on the Issues log: 


o Issue 1: SW reported that he would be attending a meeting the 
following day to discuss breaches of more than eight hours. 


o Issue 2: SNHSFT safeguarding training levels – discussed under 
item 3.5.1. 


 
 
 
 
 
 
 
 
 
 
 
 


AN to send list 
of dates to 


John 
Greenough 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







18 December 2013 
Page 6 of 9 


 


o Issue 3: TIA target – this would be an ongoing priority item. 
o Issue 4: Learning from serious pressure ulcer incidents – ongoing. 
o Issue 5: Cardiology – Await receipt of action plan to address issues 


of time for follow-up care. 
o Issue 6: Dermatology – MC had met with Salford Royal NHS 


Foundation Trust (SRNHSFT) to discuss the community service 
model they deliver in Bury. The new SNHSFT/SRFT partnership 
would  be in place from 1 April 2014; progress is being made on this 
issue. 


o Issue 7: waiting times for access to psychological therapies would 
be monitored. 


o Issue 8: Children’s speech & language therapy service – MC would 
write to SNHSFT to ask for an update on this issue. 


o Issue 9: This issue continues to be monitored closely. 
o Issue 10: This issue had been discussed at a contract meeting on 


11 December 2013. 
o The Patient Transport Service (PTS) would be added to the log. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 


MC to write to 
SNHSFT to ask 
for an update 


 
 
 
 


MC to write to 
SNHSFT to ask 
for an update 


 
 


5 SNHSFT Performance  


5.1 
 
 
 
 
 


5.2 


RG referred members to a copy of the Quality Monitoring Dashboard for 
SNHSFT Acute Services (copies previously circulated) and reported that a 
number of meetings had been held at the Trust to discuss quality and 
performance indicators. A number of the items had been included on the 
Issues log for the Q&PM Committee. 
 
Members noted the link to download the Quality Report from SNHSFT. 
 


 


6 Patient Safety  
 


 


6.1 
 
 
 
 


6.2 
 
 
 
 
 
 
 
 
 
 
 
 
 


GM reported that following a walk round, a quality assurance action plan 
had been implemented. Learning and response to the two Never Events 
had been discussed at SNHSFT Board and at a contracts meeting. The 
CCG was satisfied with the response and closure had been confirmed. 
 
SG referred members to the SNHSFT response from their Director of 
Nursing regarding the action taken to address training issues 
(safeguarding) and to an Exception Report. SG summarised as: 
 


o SNHSFT are able to demonstrate improved compliance with regards 
to both adults and children’s safeguarding training. 


o Consistent with the initial response, SNHSFT will not achieve fully.  
Actions have been put in place to address the issues but 
safeguarding training should remain on the SNHSFT risk register.  


o There had been difficulties in receiving evidence for Stockport full 
compliance by the end of the year. 


o The priority for further improvement remains in increasing the 
number of staff trained at level two. 


o There will be a new competencies document published in January 
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6.2.1 
 
 
 
 
 
 
 
 


6.3 
 


2014; this is likely to raise the levels required for compliance. 
o Progress had been made on children’s safeguarding training. 
o The third quarter review is due at the end of January 2014. 


 
Given the progress demonstrated it was agreed that MC reply to the letter 
confirming that no formal escalation is required at this stage and 
requesting: 
 


 Confirmation of the timeline for achievement 


 Monthly progress reports against both the action plan and 
training levels achieved 
 


The Chair questioned what more the Committee should do. A lengthy 
discussion ensued on the issue. It was noted that a CQUIN had been 
implemented to address the training issues but it was unlikely that this 
would be achieved this financial year.  It was agreed that this issue would 
remain on the agenda for the next meeting to enable members to receive 
an update on whether there had been any progress. In addition the 
Committee confirmed that they did not expect the planned CQUIN payment 
to be re-invested into SNHSFT. 
 
There are currently three EMI units that are closed to admissions – this is a 
risk, but if necessary, patients may be sent out of area. 
 


 
 
 
 
 
 
 
 
 


MC to write 
to SNHSFT 


7 Clinical Effectiveness  


7.1 In the absence of a representative from the Clinical Policy Committee, this 
item was deferred to the next meeting. 
 


 


8 Patient Experience  


8.1 
 
 
 
 
 
 


8.2 
 
 


8.3 
 
 


8.4 
 
 
 
 


Members noted the draft minutes from the Patient Experience Surveillance 
group meeting held on 3 December 2013 and the work plan for the group. 
The focus for the meeting had been on experience of mental health 
services for patients.  In addition to CCG managers and clinicians, the 
views from various patient representative forums include Healthwatch, 
Carers Forum, FLAG, SPARC, and NHS Complaints Advocacy.   
 
Viren Mehta (Clinical Director) is also working with Patient Representative 
Groups to improve the experiences of patients in accessing services.   
 
GM reported that the January Masterclass would involve a workshop on 
patient experience.  
 
A member commented that the PALS information held at some GP 
Practices is out of date. The Comms Team are working with Practices to 
improve the information made available to patients.  TS circulated a leaflet 
that had been produced by Healthwatch, NHS Complaints Advocacy and 
FLAG advising patients how to complain, comment or pass on a 
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8.5 
 


 


compliment. Members were asked to pass any comments back on the 
leaflet to AN before the next meeting. 
 
The response rate for friends and family test is now above 15% in 
aggregate for SNHSFT but below 15% for A & E. It is confirmed that an 
action plan is in place to address this. 
 


9 CQUIN  


9.1 
 
 
 
 
 
 


9.1.1 
 


9.1.2 
 
 
 
 
 


 


Members had received the schedule of proposed CQUINS 2014/15 with 
SNHSFT.  The schedule confirmed themes proposed at the following 
levels: national, Greater Manchester and local.  The themes would be 
translated into full CQUINS by the end of January 2014.  Members 
discussed the priority of one of the local CQUINS, Clinical Leadership.  
This will promote owning and recording quality at ward level. 
 
Members approved the 2014/15 CQUIN schedule. 
 
The Chair questioned whether any CQUIN funding had been assigned 
between the CQUINs and was advised that the CCG aimed to agree by the 
end of January 2014 the funding assigned to each indicator. 
 
MC commended GM and RG for their continuous work with SNHSFT, 
developing the CQUIN agenda. 
 


 


 Members approved the 2014/15 CQUIN schedule as presented  


10 Quality Focus  


10.1 
 
 
 


10.2 


GM requested that members take away the report she had produced for 
the NHS Stockport CCG response to Francis/Keogh/Berwick and bring any 
comments back to the January meeting. 
 
Members commended GM for producing the comprehensive report. The 
Chair suggested convening a separate meeting to discuss the report to 
enable a thorough discussion to be held. 


 
 
 


Convene a 
separate 


meeting to 
discuss 


GM’s report 


11 AOB  


11.1 
 
 


11.2 


Members noted the dates of future meetings; two of the meetings would be 
re-arranged for 2014.  AN would re-circulate the updated list of dates. 
 
Members approved the minutes of the previous meeting held on 20 
November 2013. 
 


AN to 
circulate 


updated list 
of dates 


12 To Note:  


12.1 Members noted the Quality Report to Governing Body (copies previously 
circulated). 
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 Date and time of next meeting  


 


The next meeting will take place on: 
 


Wednesday 15 January 2014 
09:00 – 11:00 am 


Room 1, 7th floor, Regent House 
 


 






_1453194011.pdf


 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


 


Clinical Policy Committee Update 


New policies that have been agreed at Committee (CPC); costing implications for new NICE technology appraisals; 
best practice gaps 


 
NHS Stockport Clinical Commissioning Group will allow  


people to access health services that empower them to 
 live healthier, longer and more independent lives. 


Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 
 
Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 







 
 
 
 


Executive Summary 
 


What decisions do you require of the Governing Body? 
• To note the costing implications of NICE Technology Appraisals 
• To note additions to the black list and formulary recommendations 


from GMMMG 
• To note concerns regarding Public Health Guidance 
• To receive the minutes of the Clinical Policy Committee (attached) 


 
 


Please detail the key points of this report 
 


This paper informs the Governing Body of new policies that have been 
agreed at Clinical Polices Committee (CPC), best practise gaps around 
NICE guidance and costing implications for new NICE technology 
appraisals. 


 
 


What are the likely impacts and/or implications? 
 
Impacts on budget identified in NICE costing tool. 
All other measures are in place to manage clinical cost effectiveness 
 
 
How does this link to the Annual Business Plan? 
Effective use of resources is an essential part of QIPP. This process 
ensures innovation by systematic and timely dissemination and adaptation 
to new NICE guidance and the control of new developments in-year. 


 
 


What are the potential conflicts of interest? 
 None. 


 
 
Where has this report been previously discussed? 
Clinical Policy Committee (CPC) 
 
Clinical Executive Sponsor: Dr Vicci Owen-Smith 
Presented by: Dr Vicci Owen-Smith 
Meeting Date: 12.02.2014 
Agenda item: 14 
Reason for being in Part 2 (if applicable) n/a 
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Title 
 
 


1.0 Purpose 
 
1.1 This update ensures that the CCG is able to introduce new policies, 


innovate and adapt to new NICE guidance in a systematic and timely 
manner and prioritise investment within our financial envelope. 


 
 
2.0 Context 
 
2.1 The Governing Body is asked to note that the costing summary has 


been adjusted to £634,831 for the year to date to include the costing 
implications of £50,127 for TA 301 Fluocinolone acetonide intravitreal 
implant for treating chronic diabetic macular oedema.  


 
 
3.0 Agreed General Policies 
 
3.1 CPC agreed to adopt GMMMG guidance on: 
 Adalimumab or Infliximab for the treatment of refractory adult uveitis. 
 
3.2 CPC agreed the following additions to the black list: 
 Intra-articular hyaluronans – Sodium Hyaluronate for Osteoarthritis of 


the knee and intrinsa patches for the treatment of hypoactive sexual 
desire. 


 
 
4.0 Assurance of NICE Public Health Guidance (PH) 
 
4.1   Governing Body is asked to note the following: 


 
CPC discussed the responsibility for assurance on compliance with 
NICE Public Health guidance and agreed that this is the role of the Local 
Authority. The Local Authority do not currently have a systematic 
process for dealing with Public Health or other relevant NICE Guidance. 
A meeting is scheduled to take place in February 2014 to devise a 
system for assurance on NICE Public Health guidance. CPC will not be 
seeking their own assurance on the commissioning position for Public 
Health guidance. 


 
  
5.0 Duty to Involve 
 
5.1 The Governing Body of the CCG has delegated the ultimate decision 


on changes to policies to the CPC. 
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5.2 Due to the technical nature of policy discussions around new 


treatments and medications, the Clinical Policy Committee (CPC) has 
four members of the Governing Body, including the Consultant member 
(as chair), 1 GP, the Public Health Doctor, and the lay chair of the 
Governing Body (as vice chair) as well as expert directors and 
managers and lay representation from Stockport’s Healthwatch. 


 
5.3 Where individual patients or referring clinicians disagree with a 


decision, their case will be reviewed on an individual case basis by the 
Individual Funding (IF) panel. 


 
 
6.0 Equality Analysis 
 
 
6.1 As a public sector organisation, we have a legal duty to ensure that 


due regard is given to eliminating discrimination, reducing inequalities 
and fostering good relations. In taking our decisions, due regard is 
given to the potential impact of our decisions on protected groups, as 
defined in the Equality Act 2010. 


 
6.2 We recognise that all decisions with regards to health care have a 


differential impact on the protected characteristic of disability. However, 
in all cases, decisions are taken primarily on the grounds of clinical 
effectiveness and health benefits to patients. As such, the decision is 
objectively justifiable. 


 
 
Dr Vicci Owen-Smith 
January 22nd 2014. 
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Executive Summary 


 
What decisions do you require of the Governing Body? 


 Approval to progress to develop a full business case around the 
preferred option. 


Please detail the key points of this report 


1. The current technical system architecture does not support the service 
reform agenda or future models of care. We need to create a more 
flexible and open system to share records and information between 
both providers and eventually the public, underpinned by robust data 
sharing principles and agreements. 


2. Stockport has a strong history of sharing records across the Health 
and Social Care economy and we need to build on the foundations of 
this work. 


3. The technical change is an enabler to service reform and will require a 
significant business and cultural change to maximize the potential 
benefits. 


What are the likely impacts and/or implications? 


 Increased investment, both non recurrent and recurrent. 


 Various positive impacts, including better information being available at 
the point of care. 


How does this link to the Annual Business Plan? 
The proposal supports the transformation of care for adults and children and 
improvement in quality, safety and performance of care and services. The 
technology will also be able to support the prevention agenda and support 
more proactive models of care. 
 What are the potential conflicts of interest? 


None currently identified. 


Where has this report been previously discussed? 


The Stockport Health & Social Care Informatics (HSCI) Group – A newly 
formed group consisting of service, care, clinical and IM&T leads from CCG, 
FT, SMBC, Mastercall, NWAS, Pennine Care and General Practice. 
Provider and commissioner senior management teams 
Stockport Transformation Board  
Stockport Strategic Leadership Group  


 
Clinical Executive Sponsor: Dr Ranjit Gill 


Presented by: Paul Fleming & Gary Jones 


Meeting Date: 12 February 2014 


Agenda item: 17 


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


 
 


 
 







1. Strategic case 
 
1.1. Introduction 
 
Health and Social Care services are undergoing major changes across England as 
new models care are proposed to meet the challenges of the aging and growing 
national population. Locally in Stockport a pilot project was implemented in 2013 
called Stockport One. The project brought together professionals from across Health 
and Social Care to work in an integrated team designed around the person receiving 
care. A cohort of service users were chosen to receive care through Stockport One 
after analysis of population health data.  
 
One of the major lessons learned from the pilot was that the integrated team needed 
access to an electronic care plan and that plan needed to be shared across providers 
where a service user might present. 
 
It has been widely acknowledged that information and records should be shared 
across Health and Social Care electronically in order to; 
 


 Improve safety and accuracy of care for patients/service users 


 Increase efficiency of services, reducing time and wastage 


 Enable better integration across care pathways 


 Reduce the risks associated with paper records and faxed communications. 
 
Over the past 4 years Stockport has developed and implemented the Stockport 
Health Record. The original concept was that the record would be integrated with a 
number of providers streaming data into a collective space to be viewed at the point 
of care and used for planning purposes. The Stockport Health Record currently 
contains GP generated data from all 51 practices and presents that information to 
clinicians in the Out of Hours GP service, the continuing healthcare team and 
departments of Stockport Foundation Trust. 
 
1.2. Input and engagement 
 
As part of developing this document, consultation, meetings and discussions have 
taken place with the Stockport Health & Social Care Informatics Group, which 
includes multi-agency service leads, clinicians and patient group representation. 
Various discussions have also taken place with individual clinicians in primary and 
acute care and service leads from around the health and care economy.  
 
1.3. Purpose 
 
This paper is intended to outline the options for progressing with integrating 
information and records across the Stockport Health & Social Care economy and 
beyond to meet the needs of its service users. 
 
1.4. Scope 
 
The scope of this paper is solely around the integration tools for joining together 
systems, records and information. Individual provider clinical, care and Information 
Communication Technology (ICT) systems will be addressed separately. This paper 
does however discuss some of the opportunities and synergies available in these 
other areas. 
 







1.5. Strategic context 
 
1.5.1. National & regional context 
 
The 2012 government white paper ‘The power of information’ sets out a direction for 
enabling the sharing of care records across Health & Social Care. Other key themes 
are around using integrated, anonymised data to aid planning and empowering 
patients by giving them appropriate access to information and involvement in their 
care. 
 
The 2013 Francis report talks of creating a culture of openness, creating user friendly 
electronic patient records and allowing patients to access and comment on the 
information and records that providers hold.  
 
 Healthier Together is a review of the Greater Manchester Health & Social Care 
economy with the objective of developing a better model of care for service users. 
The programme puts partnership working between health and social care 
professionals at the heart of its vision alongside radically improving secondary care 
services. 
 
The financial pressure that now surrounds the NHS and wider public sector in 
England demands that we apply innovative and efficient ways of delivering care. 
Technology has the ability to facilitate more efficient and innovative approaches to 
care.  
 
Early work has begun to explore the opportunities for a Greater Manchester 
Integrated Digital Care Record. A national bid to fund the programme recently failed 
but work continues to look at the governance and a potential joined up approach to 
integrated records and data across Greater Manchester. Stockport is working closely 
with the GM Academic Health Science Network who are involved in the planning. 
 
1.5.2. Local context 
 
Stockport has already embarked on a journey, like many others, of integrating care 
across the locality. An early pilot of such work was the Stockport One Service. A 
multi-disciplinary, multi organizational team was formed around a cohort of complex 
patients to provide more personalized and efficient care.  
 
Following on from Stockport One the borough is now committed to expanding 
integrated care across a wider cohort of patients in the Marple & Werneth area 
starting in January 2014. The specific requirements of an integrated team are 
currently being identified but the pilot showed us that they will at least need; 
 


 Access to a common care plan 


 Access to information held in provider systems 


 Access to their own organisational clinical and care systems 


 Ability to access the above in a co-located building 
 
Other requirements would be expected to include access to information at the point 
of care, increased electronic flows of data to replace fax and paper and increased 
use of communications technology to enable joined up working. Figure 1 below 
shows the high level concept of integrated care in Stockport. 
 
 







Figure 1 


 
 
 
1.6. Current systems in place 
 
1.6.1. The below table shows the current and planned care systems in place for 
Stockport providers of care. 
 


Provider Current System Future System 


Stockport GPs Emis, Vision, Microtest Consolidated, majority Emis Web 


SMBC OLM - CareFirst OLM - CareFirst 


SNHSFT Acute 
Care 


Multiple systems Common South Sector EPR System 


SNHSFT 
Community Care 


Lorenzo/iPM 
Dominic 


TBC 


Pennine Care Lorenzo/iPM Civica - Paris 


Mastercall Adastra Adastra 


 
1.6.2. It is envisaged that the majority of Stockport GPs will use the Emis Web 
clinical system from 2014. Currently 14 practices use this system with a further 21 
practices with a migration path to Emis Web. The 2014 CCG Informatics Plan 
document will define the Stockport approach to GP clinical systems. 
 







1.6.3. Stockport community health services currently use a mixture of systems for 
administration and resource scheduling but do not have a dedicated Electronic 
Patient Record (EPR) system. 
 
1.6.4. For acute services, the Foundation Trust use various systems that are 
integrated through the Advantis system. GP access to acute information is through 
the Advantis GP portal. The Foundation Trust are working with other acute hospital 
partners in the southern sector and are currently discussing and scoping a single 
EPR system procurement. 
 
1.6.5. Pennine Care are currently in the process of a 24 month rollout of their new 
Civica Paris EPR system with mobile working. 
 
1.6.6. The Stockport Health Record is built on the Graphnet software platform. The 
system has been in place for 4 years and holds GP generated patient records, 
extracted on a daily basis. An access portal allows GP out of hours, the continuing 
health care team and various acute services to view the data. The data held in the 
system is used for public health planning and for diabetic retinopathy screening 
purposes. 


 
1.6.7. The costs of maintaining or implementing new, host clinical/care systems are 
not included in the scope of this business case. Significant investment is likely to be 
made in migrating to new systems over the coming years including acute and 
community EPR procurements and general practice system upgrades/migrations.   
 
1.7. Case for change 
 
1.7.1. The current disparate system architecture across Stockport and its providers 
does not meet the future requirements of the integrated model of care. Going forward 
the architecture cannot support or enable wholly transformed pathways of care. 
 
1.7.2. The current implementation of the Stockport Health Record is too limited in 
scope to deliver the required benefits and meet the requirements of the integrated 
team and wider collaborative working. 
 
1.7.3. Service Users have limited access to care records and information 
themselves in Stockport, preventing us from truly involving them in their care and 
promoting self-management and collaborative working.  
 
1.7.4. Currently we are limited in our ability to share information outside of our 
Stockport borders meaning that efficiencies and opportunities with wider GM, 
Cheshire & Derbyshire are missed. 
 
1.7.5. There are still a high number of manual, paper and faxed interactions along 
pathways of care when organizational, and in some cases service, boundaries are 
crossed. 
 
1.8. Objectives 
 
1.8.1. To enable integrated teams to share care plans and access relevant 
information. 
 
1.8.2. To enable service users to access relevant information to assist in self-
management. 
 







1.8.3. To share relevant information to the relevant care professional at the point of 
care. 
 
1.8.4. To remove the need for paper based processes and referrals.  
 
1.8.5. To further enable pathway reform and transformation through integrating 
records, data and information. 
 
1.9. Constraints and dependencies 
 
1.9.1. Any programme of work will be dependent on adequate resources being 
made available, both budgetary and staff. As well as project resource, services will 
also have to invest time in business change and training to cater for new, more 
technologically advanced ways of working. 
 
1.9.2. Successful development will be dependent on suppliers being able to deliver 
to time and budget. Rigorous project management will be required to mitigate the risk 
of non/delayed delivery. 
 
1.9.3. Adequately specified contracts will need to be in place with suppliers and 
providers to ensure delivery and compliance against the agreed strategy. 


 
1.9.4. Information and data sharing as well as consent models are both constraints 
when looking to further develop integrated records in Stockport. An Information 
Governance (IG) task and finish group has been set up to concentrate on developing 
robust models of consent and data sharing. A re-launch and re-engagement around 
the integrated record is also planned. 


 
1.10. High level specification 
 
The below illustrates the top level vision of integrating data and records working 
collaboratively with people receiving and those providing care. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Personal Health & 
Care Record 


Integrated Care 
Record 


Providers of care 


Person held / generated data. 
Supporting self-management 


Integrated record bringing together 
and sharing data. Centralised care 
plans and decisions 


Provider health and care records 







2. Economic case 
 
2.1. Options appraisal 
 
2.1.1. Option 1 – Do nothing  
Option 1 is to do nothing. We would retain the use of the current Stockport Health 
Record in its current form and scope. Additional development could take place as 
requirements and budgets dictate, using Graphnet as a sole supplier.  
 
2.1.2. Option 2 – Replace Integrated Record with a new single supplier 
integration tool. 
Option 2 would replace the current Stockport health Record with a single supplier 
integration product. The high cost solution would provide a one stop shop for all 
changes and development. A large scale procurement exercise would be undertaken 
prior to planning and rollout of the tool. The system would provide all of the 
requirements of sharing and integrating data with providers and service users.  
 
The below diagram illustrates the high level architecture of BT’s integration offering. 
The solution is actually a partnership between BT and 3 other suppliers, the 
customer contract however would be solely with BT. 
 


 
 
2.1.3. Option 3 – Develop Integrated Record with current and additional 
suppliers.  
Option 3 would see Stockport continue the partnership with Graphnet but bring 
together new strategic partner suppliers to integrate with and supplement the current 
product. Functionality that could be explored through new partnerships include, real 
time GP summary, wider access to information beyond Stockport, dynamic data 
flows between host and central systems, person held records, apps and mobile 
access. This option provides the same functionality as option 2 but uses multiple, 
small to medium sized companies to deliver the solution. 


Care 
providers 







 
The below diagram has been created internally to describe the high level architecture 
of option 3. The vision has been discussed with partner and potential suppliers to 
ensure that the future state is achievable. These have included Graphnet, Intel, 
Healthcare Gateway and Microsoft.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







2.1.4. Summary table of options 
 
The advantages and disadvantages associated with each option are detailed in the 
below table. 
 


Option Description Advantages Disadvantages 


1 Do nothing  No additional costs 


 No major change required 


 Commonality across GM 


 Potential financial saving 
through GM wide contract 


 New model of care difficult to 
implement 


 Could increase risk to care as 
models develop without mature 
information systems 


 Could differ from future GM 
approach 


 GP information is not real time and 
could result in clinical risk 


2 Replace 
integration 
system 


 A single supplier procurement 
could provide a one stop shop 


 Perceived as less complex than 
multiple supplier model 


 Potentially a large multi-
national supplier 


 High cost (quoted between £700k – 
1m p.a) 


 Possible inflexibility with single 
supplier 


 Longer timescale to implement 


 Could differ from future GM 
approach 


3 Develop 
current 
integration 
system with 
current and 
new 
suppliers 


 Short timescales 


 Tried and tested model & 
relationship 


 Commonality across GM 


 No major additional financial 
outlay 


 Innovative approach with 
multiple supplier model 


 Potential financial saving 
through GM wide contract 


 Could differ from future GM 
approach 


 Reliance on external inter-supplier 
relationships 


 Complex cost model with various 
suppliers 


 Various risks with a SME compared 
to multi-national supplier 


 
2.2. Critical success factors 
 
The critical success factors of the programme would include; 
 


 The design specification and architecture supports the needs of the integrated 
locality team model and wider pathway reform 


 The programme is delivered on time and to budget 


 The programme is adequately resourced 


 The programme achieves the agreed benefits within agreed timescales 


 The solution maintains privacy and confidentiality for the individual in 
accordance with policy and legislation 


 Service users, staff, professionals and managers and actively engaged 
throughout the programme. 


 Specification and agreement of robust contracts and agreements with system 
suppliers and providers of care 


 
2.3. Benefits criteria 
 
2.3.1. The benefits of the programme should be measured against the strategic 
aims of Stockport NHS CCG. The identified, relevant strategic aims that are 
supported by this work are; 
 







 Transforming the experience and care of adults with long-term and complex 
conditions – Strategic Aim 1 


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


 Improve the quality, safety and performance of local services in line with local 
and national expectations – Strategic Aim 4 


 Ensure better prevention and early identification of disease leading to reduced 
inequalities – Strategic Aim 5 


 
2.3.2. The benefits currently identified are as follows; 
 


Benefit Description Strategic 
Aim 


Measurement 


Relevant 
access to 
information 


Professionals have access 
to the information relevant 
to providing safe and 
efficient care 


1, 2, 4, 5 Regular audit of system 
usage 
Surveys of professionals 
 


Information 
flows are more 
secure 


Electronic data flows 
replace fax and paper, 
securing communications 
about patients/people 


4 Audits of processes and 
data flows 


Pathways 
enabled 


Pathways and services can 
be more readily transformed 
facilitated by better use of 
technology 


1,2,4,5 Audit of pathways & 
services facilitated by the 
technical solution 


Integrated 
care is 
enabled 


Integrated teams are 
enabled through use of 
integrated information, 
increasing efficiency 


1 Audit & review of locality 
teams use of integrated 
records 


Safer care Safer and more efficient 
care is delivered due to 
better information being 
available at the point of care 


1,2,4,5 Activity KPIs, admissions, 
referrals etc. 


 
Option 2 and 3 both fully meet the needs of the identified benefits. Option 1 will only 
meet some of the identified benefits. Specifically option 1 only provides limited 
enablement for reformed pathways and integrated services and little capability for 
replacing fax and paper based data flows. 
 
2.3.3. Cash releasing savings 
 
The benefits of the programme do not include cash releasing savings. It is expected 
that the technology will underpin the wider service and pathway reform agenda and 
will therefore contribute indirectly to cash releasing savings.  
 
Technology should be viewed as part of the foundations, or the pillars, for 
transformation and moving towards a sustainable health and care system. However, 
technology will only deliver benefits when it is embedded into reform, culture and 
business change programmes as an enabler.  
 
 
 
 
 







2.4. Economic appraisal 
 
2.4.1. Value for money 
 
Any proposed solution must present value for money for tax payers and partner 
organisations. Costs must fall within the current cost envelope of the organisations 
involved.  
 
2.4.2. Affordability 
 
Revenue funding has been identified to support some interim developments of the 
integrated record. No capital funding or large scale revenue funding has yet been 
identified to support large scale change (as in option 2). A future funding model 
between partners is also yet to be established. Discussions are ongoing with regards 
to funds transferring from Stockport CCG to SMBC under the ‘Better Care Fund’ 
scheme.  
 
The approximate costs based on indicative quotes, for all options, can be seen 
below. A 20% variance can be expected on all option costs at this stage in the 
process. A more accurate and detailed costing analysis will be carried out on the 
chosen option as part of the full business case (financial case section); 


 


Option 13/14 14/15 15/16 16/17 


Option 
1 61,000 63,000 68,000 73,000 


Option 
2 * 800,000 800,000 800,000 800,000 


Option 
3 ** 130,000 320,000 225,000 150,000 


 
* Costs obtained by BT. Does not include local project and change resources. Indicative BT 
quote between £700k and £1m p.a. 
** Costs obtained by Graphnet and Healthcare Gateway. Includes local project and change 
costs 2 x WTE. 


 
2.5. Preferred option 
 
The preferred option is option 3. By continuing to develop the current product the 
programme can work at pace to meet the requirements of service reform and 
integration. No major procurement exercise would need to be undertaken leaving 
resources to concentrate on developing the technology to enable transformative 
models of care. By working with additional supplier partners alongside Graphnet, 
functionality can be enhanced and an innovative and competitive environment will be 
created. Various discussions with Graphnet and other suppliers have taken place 
throughout 2013 to explore the opportunities of further development. 
 
Wherever possible we would look to consolidate systems where there are synergies 
and realistic opportunities to provide a common platform, examples would be across 
Primary Care, community services and GP out of hours.  
 
 
 
 
 







2.5.1. Roadmap 
 
Below is an early indicative roadmap of what the pace and programme of work to 
deliver integrated systems might look like if option 3 is progressed. A more detailed 
project plan, with milestones, will be included in the management case. 
 


 
 
2.6. Conclusion 
 
NHS Stockport CCG Governing body is asked to review this document with a view of 
supporting further work to develop the full business case around option 3. 
Subsequently the commercial, financial and management case will be developed for 
future approval. 
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Present: 
(KR)  Karen Richardson, Nurse Lay Member of the Governing Body (Chair) 
(AA)  Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria 
(GM)  Gillian Miller, Quality & Commissioning Lead 
(MC)  Mark Chidgey, Director of Quality & Provider Management 
(SW)  Dr Simon Woodworth, GQ Quality Assurance Advisor, deputising for CB 
(SG)  Sue Gaskell, Safeguarding Lead Nurse 
(SP)  Susan Parker, Allied Health Professional 
(TS)  Tony Stokes, Healthwatch representative 
 
In attendance: 
(JG)  John Greenough, Lay Member of the Governing Body 
(JH)  Jane Hancock, Designated Nurse for Looked After Children 
(RG)  Rachel Grindrod, Contracts Manager, GMCSU 
 
Apologies: 
(CB)  Dr Cath Briggs, Clinical Director for Quality & Provider Management 
(JC)  Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body 
(JCo)  Jennifer Connolly, Specialist Registrar, Public Health 
(VOS)  Dr Vicci Owen-Smith, Clinical Director, Public Health 
 
Minute Taker: 
(AN)  Alison Newton, Personal Assistant 
 
 


The Chair welcomed Ameer Aldabbagh to his first meeting of the Committee and John Greenough 
and Jane Hancock as observers. 
 


 
Quality & Provider Management Committee 


 
DRAFT MINUTES of the meeting held on Wednesday 15 January 2014 


 
09:00 – 10:55, Room 1, Floor 7, Regent House 


 


MEETING GOVERNANCE 
 


Meeting item Action 


1. Apologies and declarations of interest.  
Apologies were noted as above.  


 
The Chair invited the members of the Committee to declare their interests: 


 
K Richardson declared that she is also the Lay Nurse Member for NHS Bury CCG 
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and that she is Programme Manager – Service Redesign at the Greater Manchester 
Commissioning Support Unit (GMCSU).  She is also a member of the Royal College 
of Nursing and of the Nursing and Midwifery Council. 


 
M Chidgey declared that he lectures at Manchester Business School on three or 
four occasions a year.  He is a member of the Chartered Institute of Management 
Accountants. 


 
S Parker declared that she is a self-employed Optometrist with Warburtons 
Optometrists, Offerton and WH Ashworth and Son Ltd Cheadle. She is a 
shareholder in Astrazeneca PLC and a Professional Advisor to NHS Greater 
Manchester Area Team.  She is also a member of the Association of Optometrists 
and the British College of Optometrists. 


 
S Gaskell declared that she is a member of the Community Practitioners and Health 
Visitors Association.  


 
A Aldabbagh declared that he is GP Partner at Springfield Surgery and a GP 
member of the Medical Research Council, a member of the Medical Protection 
Society and a member of the Royal College of General Practitioners. 


 
T Stokes declared that he is a retired member of the Society of Medical 
Radiographers. 


 
GM and RG had no declarations of interest. 


 
There were no further interests declared. 
 


OPERATIONAL BUSINESS  


2 Minutes  & actions from the last meeting (18 December 2013)  


Meeting item Action 


2.1 Minutes & actions:  
The minutes were recommended for approval subject to the amendments as 
listed below: 


 
o 3.3.1: SP clarified that staff at Stockport NHS Foundation Trust (SNHSFT) 


are not allowed to follow up delays in ambulances until they are more than 90 
minutes late. 


o 3.5.1: SG clarified that Mastercall had sent emails, letters and made 
phonecalls to each Practice to highlight the importance of safeguarding 
training. 


o 6.3: SG pointed out that the three EMI units currently closed to admissions is 
a potential risk but if necessary, patients may be sent out of area. 


 
Actions: Members were referred to the action log and briefed on the progress of the 
actions:- 


o 1.1 Email out declaration forms: Completed (AN) 
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o 1.3 Email out dates of future meetings to Amer Aldabbagh: Completed (AN) 
o 3.3 Receive a performance report from NWAS: MC had written to NWAS 


regarding performance and awaited a report back 
o 3.3.1 Receive clarification on escalation process for performance issues from 


Arriva: Await report on escalation process for performance issues (MC) 
o 3.4.3  Confirm 1% figure stated in Arriva report: MC to contact Sue Sutton to 


confirm 1% figure (MC) 
o 3.5.1 Receive a report on uptake of safeguarding training: SG reported that a 


letter had just been sent out asking for monthly training figures; Mastercall 
would be providing their figures at the end of the year (SG) 


o 4.2 Email out dates of future meetings to John Greenough: Completed (AN) 
o 4.3 MC to write to SNHSFT to ask for an update on issue of 18 weeks wait for 


ophthalmology and some orthopaedics: Two letters had gone out to The 
Trust to request an update on the Children’s Speech & Language Therapy 
Service and the issue of 18 weeks wait for ophthalmology and some 
orthopaedics.  There is a community contract meeting later to discuss this 
issue.  SP reported that The Trust had recently appointed two 
Ophthalmologists and two middle grade doctors to support these issues. 
(MC)   


o 6.2 MC to write to SNHSFT to determine timeline for achievement of 
safeguarding targets: MC had written to The Trust to determine a timeline for 
achievement of safeguarding targets; SG pointed out that the response 
received did not make it clear whether The Trust was compliant therefore she 
had written a further letter to seek clarification on their figures. (SG) 


 
2.2  Matters arising: 
Terms of Reference (TOR). The Chair referred members to the additional sentence 
added to the TOR contained within the membership of the Committee: 
 
“the Clinical Director for Quality & Provider Management (or a nominated deputy 
who is also a practising GP).   Members supported the addition of this sentence in 
the TOR.  However, it was acknowledged that if both members were present at the 
meeting, only one of the members, the lead member, would have voting rights. 
 
2.3 Priorities on Agenda:  
The Chair invited members to brief the meeting on any current priorities that 
they would like to bring to the attention of the group that would not be covered on 
the agenda.  There were no current priorities that would not be covered on the 
agenda. 
 


 
 
 
 
 


MC 
(19Feb14) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Discuss 
specifying a 
nominated 


deputy 
(19Feb14) 


3 Quality Focus  


Meeting item 
3.1 CQUIN – 2013/14 progress to date:  
GM referred members to the report circulated with the papers.  GM explained that 
the CQUIN evidence is reviewed on a quarterly basis to discuss outcomes and 
challenge providers.  GM highlighted a number of issues: 


 
o The Trust had achieved over 20% on the Friends & Family Test (FFT).  The A 


& E figure remained low; 


Action 
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o Safety Thermometer: There had been some improvement in Pressure Ulcer 
Prevalence but not enough to achieve the targets set.  A Task & Finish Group 
consisting of representatives from The Trust, the Council and the CCG had 
been set up to address this issue; 


o Safeguarding Adult Training continued to be monitored and is included on the 
Issues Log; 


o Advanced Quality (AQ) Commissioning for Quality and Innovation (CQUINS) 
such as Acute Myocardial Infarction (AMI), heart failure and pneumonia 
targets had not been reached and would continue to be monitored.  A 
discussion ensued on weekend mortality rates, these would continue to be 
monitored; 


o Dementia is a national CQUIN.  Despite the Dementia Find Assess 
Investigate Refer (FAIR) CQUIN having an end of year target, performance is 
extremely poor and The Trust had acknowledged that it is unlikely to meet 
the target by the end of the year.  Members discussed the issue and noted 
that patients had not being assessed for dementia on admission to hospital.  
The Trust had now instigated a new process for a fair assessment on 
admission to hospital.  SG stated that all staff need to be made aware to ask 
the question regarding dementia to ensure the patient is placed on the 
correct ward.  SP questioned whether there were any statistics for patients 
going through secondary care or as an outlier?  MC replied that there were 
no statistics available at this time.  MC explained that The Trust had worked 
with NHS Salford Royal Foundation Trust (SRFT) and other Trusts that had 
excellent data on dementia such as University of South Manchester (USM) 
and had produced an action plan for implementing their recording and 
reporting procedures for dementia; 


o Anti-psychotic drugs – Stockport is a high prescriber for this, this issue is 
being monitored by the Medicines Optimisation Team. 


 
MC informed the meeting that the AQ themes at The Trust are linked to other issues 
and the pathways are being followed.  The main issue is ensuring the right data is 
received from The Trust so that the CCG can receive assurances.  MC reiterated 
that when The Trust signs up to a CQUIN they are committed to recording data.  
The Chair stated that without this data, the CCG is unable to provide the appropriate 
amount of challenge.  AA questioned whether the Trust receives money before or 
after signing up to the CQUIN.  MC responded that The Trust does not receive the 
funding if they do not achieve a CQUIN; they are aware of this before signing up to 
the CQUIN. 
   
TS queried the figures for admissions to Pennine Acute.  MC pointed out that only a 
small number of Stockport patients are sent to Pennine Acute.  This report 
benchmarks data across the whole of Greater Manchester. 
 
3.2 CQUIN – 2014/15 new CQUINS:  
GM drew members’ attention to the schedule for 2014/15. 


 
o National CQUINs: Patient Experience (FFT)/Patient Safety (Safety 


Thermometer, Stockport’s focus is on reducing the prevalence of 
Pressure Ulcers)/Clinical Effectiveness (Dementia) 
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o Greater Manchester CQUINs: Patient Safety (Lessons Learned Once, 
Stockport is focusing on reducing falls)/Clinical Effectiveness (Clinical 
Effectiveness, Ambulatory Care, reducing emergency admissions through 
integration, Stockport is focusing on COPD), Patient Experience 
(Improving Learning Disability User Experience). 


o Local CQUINs: Clinical Effectiveness (Communication Workshops to 
improve Pathways), Patient Experience (patient/carer empowerment, 
improving communication with patients such as when prescribing 
medicines), Patient Safety (Ward Clinical Leadership, LTC – Diabetes, 
Advancing Quality – further discussions will take place on whether to 
continue with the AQ CQUINS). 


 
GM invited Committee members to contribute to CQUIN developments. The 
Committee supported the CQUINs put in place. 


 
SW joined the meeting. 


 
A member questioned whether community contracts are covered in the CQUINS.  
GM explained that whilst the CQUINs applies to both acute and community 
contracts, they are monitored separately.  Another member questioned whether 
separate data is received for the joint community contract for Tameside and 
Stockport and was advised by MC that separate data is received. 


 
MC commented that the CCG needs to agree the money attached to each CQUIN 
for 2014/15 and that contract negotiation meetings are currently taking place.  It was 
noted that CQUIN themes were an ongoing item of discussion and had been 
discussed at Board. 


 
AA questioned how often CQUINs are reviewed?  GM reported that CQUINs are 
reviewed every quarter but if there is an area of concern they would be reviewed 
more frequently and an Issues Log is discussed each month at this Committee. 


 
GM reported that there is a Quality Workshop being held at the end of January to be 
attended by members of the Quality Team, Clinical Directors and Clinical Leaders 
from The Trust. 
 


4 Quality & Provider Management Committee Issues Log  


Meeting item 
4.1 Review and complete Issues Log:  
There is a Risk Register being developed for various directorates within the CCG; 
the Q&PM Committee has an Issues Log that is incorporated into this Risk Register.  
Members reviewed the Issues Log: 
 


o ED targets for December had not been achieved at The Trust and it is 
unlikely that the target for January will be achieved.  CCG staff would be 
attending a workshop that week with The Trust.  There is an Urgent Care 
Improvement Plan in place. The recruitment of senior ED consultants is in 
place; 


o Safeguarding Training – as discussed earlier in the meeting; 


Action 
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o TIA pathway – 60% target of some patients not being seen in the 24 hour 
target window is not being achieved.  It had been acknowledged that 
weekend clinics are required and it was hoped that these clinics would 
commence in August 2014; 


o Pressure Ulcer incidents – a Task & Finish Group had been set up to address 
this issue across the whole Health Economy. The Trust had been 
unsuccessful in a bid for funding to support this work but would submit a 
further bid for £50k from the Community Investment Fund. There had been 
some improvement in embedding learning in this area.  A member 
challenged this issue and stated that there should be zero tolerance.  This 
point was acknowledged by the Committee.  Full learning lessons had taken 
place for each case that causes harm.  AA asked how Stockport compares to 
other Trusts?  MC advised the meeting that this question is difficult to 
quantify as other Trusts use different reporting procedures.  Stockport reports 
all pressure ulcers whereas other Trusts only report those graded three or 
four.  A member voiced their concern that is the lack of basic care that results 
in a pressure ulcer and that other areas also need to be looked at such as re-
admission rates and medicines not been given correctly.  The Chair 
commented that the work of the Pressure Ulcer Task & Finish Group would 
support the monitoring process but if results did not improve, a re-evaluation 
of this work would need to take place; 


o Cardiology follow-up appointments, children’s speech & language therapy 
referrals and wait times for ophthalmology patients all have action plans in 
place and progress is being made on these issues; 


o Staffing capacity within dermatology at The Trust – members noted the 
correspondence included within the papers on this issue.  An additional 
consultant had been secured from SRFT to support this work; 


o Individual Access to Psychological Therapies (IAPTs) – access to IAPTs is an 
area of concern.  An action plan had been put in place with Pennine Care 
and the trajectory should be met by the end of March 2014 (12%) and 15% 
for the following year; 


o CDiff rates are improving; 
o Patient Transport Services (PTS) is a new issue to be added to the 


Committee’s Issue Log following last months focus on the commissioners of 
the service. Monthly meetings are being held with commissioners (NHS 
Blackpool CCG); 


o Cost Improvement Programmes (CIP) – these are discussed at contract 
meetings.  There is a further meeting on Monday 20 January 2014 to discuss 
The Trust’s CIP.  Members acknowledged the appropriateness of the CIP 
plans coming to the Committee for assurances of their impact on quality and 
safety.  MC explained the CIP plans are signed off at Trust level by the 
Medical Director and Director of Nursing and Midwifery.  The Chair enquired 
about appropriate challenge and scrutiny of the plans from a commissioning 
nursing perspective, given the size of the nursing workforce, and was 
informed the CIP plans are discussed at contract meeting which Sarah 
Williamson (Performance Manager, NHS Stockport CCG). 


 
GM requested that members review the impact on each issue contained on the log 
on a scale of 1 – 5.  GM would re-send issues log template for members to 
complete and return.  MC reminded members that the changes to the format of the 
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future meeting 
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Issues Log reflected the changes to the CCG Risk Register. 
 
 
 


5 Provider/Service Focus  


Meeting item 
5.1 Contracts list:  
Members noted the contracts list excluding elective care service contracts at The 
Trust.  The CCG role in monitoring these contracts includes seeking assurance on 
effective quality safety, identifying key issues/risks and ensuring improvement action 
plans are in place.   
 
5.2 BMI:  
Members noted the update on the BMI contract for Elective Surgery.  There remains 
progress to be made on adult safeguarding training.  Optegra is a new NHS provider 
and receives a significant number of referrals; Optegra is not based in Stockport.  
There are no known CQC issues with BMI and there are low infection rates and no 
never events. 
 
5.3 Care UK: 
Members noted the report attached for Care UK; this contract would be up for 
renewal in two years therefore further discussions would take place on the use of 
this provider.  There is a Greater Manchester specification for all services.  
Ultrasound Now is the established service for diagnostics in Stockport and is well 
used by GPs.  A discussion ensued on the service; they are fully accredited and are 
chosen by patients.  It was noted that GMCSU monitor the diagnostics and 
audiology services.  SG questioned who the safeguarding lead is at GMCSU that 
would oversee safeguarding issues when contracts are being discussed.  This query 
would be pursued. 
 
5.4 Other:  
Specsavers Hearcare Ltd is a new provider in Stockport.  The re-procurement of 
Wet Age-related Macular Degeneration (AMD) had been discussed at NHS 
Stockport CCG Board and was close to completion, for licensed products only.  It 
was further noted that under patient choice, there has to be at least one choice of 
non-NHS provider. 
 
SG had requested figures from BMI on adult safeguarding training. 
 
SP questioned whether GMCSU provide reports if there is an issue and was 
advised that issues are discussed with AQP leads; MC had requested a brief report 
to summarise these issues. 
 
The Chair challenged whether the Committee had received sufficient assurance on 
the providers of these contracts.  It was noted that a big issue had been with BMI 
and the Wet AMD contract but a re-procurement process had taken place to 
address this issue.  The absence of a Stockport location for the provision of an ultra 
sound service remains an issue.  There are no concerns on clinical delivery or 
access but for the quality experience for the patient having to travel outside 


Action 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Clarify 
safeguarding 


lead at GMCSU 
(MC) 


 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 


Seek 
clarification on 


the GMCSU 
process for 
alerting the 
CCG to an 
issue (MC) 
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Stockport.  This contract is up for renewal in two years’ time.  Members recognised 
that it is difficult to focus on each issue within the time constraints.  SP sought 
further information on the role of the AQP Committee and where issues are 
escalated to; MC stated that the CCG has no capacity to attend these meetings.  
The Chair recommended asking GMCSU for a statement on their process for 
alerting the CCG if an issue arises. 
 
AA questioned the funding for referrals.  There is a set amount of money per patient, 
per treatment and per attendance with the exception of ICATs, this is a set value.  
AA requested further guidance on the payment system for referrals for GPs and the 
Choose & Book system. 
 


 
 
 
 
 
 
 


Provide 
guidance on 
funding for 


referrals 
(Comms Team) 


 


6.1 SNHSFT Performance  


Meeting item 
6.1 SNHSFT: Dashboard 
RG presented the Dashboard.  Monitor had improved The Trust’s rating from two to 
three.  The Committee asked for further information to understand this change.  It 
was acknowledged that weekend mortality figures were high but there had been 
some improvement. 
 
There had been two breaches over the 52 week wait, both Stockport patients (one 
in trauma and one in orthopaedics).  The Committee discussed the breaches and 
stated that this was unacceptable for both patients and requested further information 
for the next meeting.  Further information was requested on comparison figures for 
prevalence of pressure ulcers with other Trusts. 
 
It was noted that the TIA figures fluctuates and is currently 58% (below the 60% 
target). 


Action 
 
 
 
 
 
 
 


Provide more 
information on 


the two 
breaches & 


pressure ulcers 
(RG) 


 
 


 


7 Patient Safety  


Message item 
7.1 Serious incidents:  
Monitoring procedures are in place to review serious incidents involving a peer 
review group (CB/GM/RG/SW and Andria Walton if pressure ulcers).  SW 
questioned the time taken for a pressure ulcer incident to be included on the Issues 
Log.  All incidents go through STEIS within 48 hours but it would depend upon a full 
root cause analysis being carried out first before it is included on the issues log (a 
three month process). Trends and patterns are shared with The Trust.  The 
Committee noted that a serious incident had been reported at The Trust the 
previous day but no further information could be reported due to a formal 
investigation being carried out.  SG highlighted the two assaults by professionals in 
September and questioned why the Committee had not received a report.  RG 
advised the meeting that the reports were due in February; one of the incidents was 
still being pursued by the police.  The Committee would receive a progress report at 
the next meeting. 
 
Never Events had been signed off. 
 
7.2 Safeguarding:  


Actions 







 
Page 9 of 10 


 


 
o Safeguarding updates: There had been no new reviews commissioned 


therefore no changes since the previous meeting; 
o Safeguarding Provider Compliance: BMI – SG had requested figures for 


safeguarding training; Mastercall would be providing figures at the end of the 
year; St Ann’s Hospice had been requested to undertake a new assurance 
audit as a recent visit identified some areas that required action.  All homes 
on red for safeguarding compliance had been contacted to request more 
information from them; if this is not provided, it will be escalated to the 
Committee; 


o Safeguarding Exception Report: SG raised the Committee’s awareness that 
the EMI units remain a potential risk and this impacted on the number of beds 
available.  SG had sought assurance from The Trust in respect to the Named 
Doctor and read out the response from the lead; the lead from SNHSFT had 
been more visible and his job plan reviewed; 


o Looked After Children (LAC) Report: SG invited JH to present the LAC 
Report.   
 


JH referred to the report circulated with the papers and highlighted a number of 
potential risks for the CCG including access to services with regard to mental health 
services and there being no dedicated health team for care leavers.  A lot of work is 
taking place but provision for care leavers remains inconsistent.  Stockport is taking 
part in a national pilot, `New Belongings’ which is looking to identify what is gold 
standard for this client group.  The pilot is running until the end of March, JH 
outlined the engagement work she is undertaking and some trial processes.  JH 
raised the Committee’s awareness that all of the work taking place would need 
funding attached to it to enable it to be effective.  The provider LAC nursing team is 
not currently commissioned to provide a service for young people aged over 18 
years but it had been recognised that this group would benefit from continued 
access to mental health provision up to the age of 21 and support the transition to 
adult services.  SG stated that engagement workers are working with care leavers 
and care workers to support them with accessing these services.  TS commented 
that Healthwatch had started to consider services for children. 


 
The Committee noted that provision of mental health services is provided by 
CAMHS and that since 1 April 2012 there had been no Responsible Commissioner 
funding for children in care due to a GM agreement.  This has disadvantaged 
Stockport. 


 
JH commented that the service for LAC is working on the gaps in provision and 
requested that the Committee note the report and be aware that additional services 
may need to be commissioned in order to address these gaps in provision. 


 
The Chair thanked JH for her report. 


 


8 Patient Experience  


Meeting item 
8.1 Friends & Family Test:   
The Committee noted the report included within the papers.  GM explained that 


Action 
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response rates had increased; text messages had been implemented.  It was 
acknowledged that it is difficult to obtain in-patient results for A & E.  The FFT had 
now been rolled out to the maternity department at The Trust.  Is there a focus on 
responses rather than the rating?  GM reported that all comments are reviewed; 
there are not many negative comments.  RG explained that there would be a 
CQUIN for FFT response rates in the following year.  GM informed the meeting that 
the rating system is 1 – 5, with 1 and 5 taken out of the aggregate and ratings 2, 3 
and 4 used for the statistics.  
 


9 CIP  


Meeting item 
9.1 MC would be attending a meeting with The Trust to review CIPs. 
 


Actions 


10 AOB  


Meeting item 
10.1 Dates of future meetings: Noted. 
10.2 Declaration of interest:  


 
S Woodworth declared that he is a GP Partner in Chadsfield Medical Practice. He 
declared that his wife had recently been TUPE’d to Arvato from the NHS and works 
in Cheshire for “Cheshire HR Service”. He is a governor of Torkington Primary 
School, Hazel Grove. He is a member of the Medical Defence Union and the Royal 
College of General Practitioners. 


 
Members approved the minutes of the previous meeting. 
 


Actions 


11 To Note  


Meeting item 
11.1 Quality Report to Governing Body: Noted. 
 
11.2 SNHSFT CEO briefing – December 2013: Noted. 
 
11.3 NHS Services, Seven Days a week, Sir Bruce Keogh, December 2013: Noted.  
There would be an additional meeting of the Committee on 18 February 2014 to 
discuss the Keogh and Francis Reports. 
 
11.4 Quality Premium: 2014/15 guidance for CCGs: Members noted the Report. 
 


Actions 
 
 
 
 


Re-circulate 
report (GM) 


 


The next meeting will take place on: 
 


Wednesday 19 February 2014 
09:00 – 11:00 


Boardroom, floor 7, Regent House 
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NHS Stockport Clinical Commissioning Group 


Clinical Policy Committee  
 


 MINUTES 22nd January 2014 


 


Date of 
Meeting: 
 


22 January 2014 Time 
From To 


09:00 11:00 


Venue: Boardroom, 7th Floor, Regent House 


Attendees: 
 
 
 
 
 
 
 
 
 


Dr Mary Ryan (MR) (Chair) – NHS Stockport CCG Governing Body member, 
Secondary Care Representative 
Jane Crombleholme, Governing Body Lay Member for Public Involvement 
Mike Lappin (ML) – Healthwatch Representative 
Peter Marks (PM) – Allied Health Professional Representative 
Roger Roberts (RR) – Director of General Practice Development 
Sarah Williamson (SW) – Performance Manager, NHS Stockport CCG 
Dr Sasha Johari (SJ) – NHS Stockport CCG Governing Body member & locality 
chair  
Dr Vicci Owen-Smith (VOS) – Clinical Director (Public Health), NHS Stockport 
CCG 
Mark Chidgey (MC) – Director of Provider Management, NHS Stockport CCG 
Andrew Dunleavy (AD) – Senior Public Health Advisor, Stockport MBC 


Apologies:  


In 
attendance: 


Sarah Smith, Administrator to the Committee 
 


Item 
No 


Meeting Item Actions 


1. Apologies  


 
There were no apologies. 
The meeting was quorate 


 


2. Agree Minutes from 27th November 2013 
 


 
The minutes of the previous meeting held on 23 October 2013 were 
approved as a correct record. 
 


 


3. Action log  


3.1 
 
 
 


Actions 7, 30, 32, 40, 43,44, 48, 62, 63, 65, 67, 71, 72, 73, 75, 78 & 81 
were completed and removed from the action log. Updates were provided 
for the following actions: 
11/13/75 VOS confirmed that the issue regarding ophthalmology TA’s had 
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 been raised with Colin Wasson, Associate Medical Director SFT at Elective 
Care Board. Dr Wasson has agreed to confirm the status as non- compliant 
or not applicable at Elective Care Board on 04.02.14.  
11/13/76 SG confirmed that the self -assessment tool had gone to the Multi 
Agency Autism Group, a March deadline has been set for completion. VOS 
and MC have met with NHS England to get confirmation regarding 
responsibility for part of the pathway, the next step is to take to heads of 
commissioning to discuss what the issues, how do we address them and 
what is the opportunity for specialist nurses.  
 
 


4. Matters arising  


4.1 
 
 
 
 
 
 
 
 
 
 
 


4.2 


NICE Public Health Guidance 
The group discussed the responsibility for assurance on compliance with 
NICE Public Health guidance and agreed that responsibility for assurance 
is held by the Local Authority.  The Local Authority do not currently have a 
systematic process for dealing with Public Health or other relevant NICE 
Guidance. 
AD informed the group that a high level meeting has been arranged for 
February 2014 at the Local Authority, Counsellor Pantall and Dr Watkins 
will attend. The intention of the meeting is to devise a system for getting 
assurance on compliance with NICE PH guidance.  
 
 
CPC NICE Quality Standards Process 
The group reviewed the process flowchart which had been circulated with 
the papers. The process was agreed by the group with the following 
amendment: 
Relevant provider asked to benchmark using baseline assessment from 
associated guidelines. 
The group agreed that it would be useful for this document to be shared 
with the Local Authority. AD agreed to take forward to the Local Authority 
meeting to discuss NICE assurance process. 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MR to send final 
version of QS 


process flowchart 
to AD. 


 
 
 
 
 


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


5.1 
 
 
 
 
 
 
 
 
 
 


5.2 
 
 


 NICE Compliance SFT 
The group reviewed the latest version of the SFT scorecard. SG confirmed 
that the scorecard had been recently updated. Healthwatch voiced concern 
regarding progress on some areas of compliance, suggesting the 
scorecard is used to question SFT at meetings between SFT and 
Healthwatch; the group were in favour of this suggestion.  
The following assurance had been provided by SFT: currently there are no 
clinical risks regarding NICE guidance and work is on-going to ensure 
compliance, however SFT have acknowledged that current systems and 
process do not drive quality.  
 
Receive update on progress on NICE CG/QA’s 
 


 QS40 Psoriasis. The primary care audit had identified that psoriasis 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SJ to write 
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is a risk factor for cardio vascular disease. The group agreed the 
following update for the GP Newsletter: Briefly review psoriatic 
arthropathy and remind clinicians to consider this at diagnosis and 
reviews. The group noted that an update for secondary care had not 
been received. The group agreed to re audit this standard in 6 to 
12mths. 
 


 QS41 Familial Hypercholesterolaemia. The primary care audit had 
identified the area’s most in need of improvement were: 
documenting in patients with cholesterol (or LDL)  levels at the 
threshold for FH, the presence or absence of exam findings or family 
histories consistent with FH and reducing LDL to <50% in those who 
need treatment . The group agreed to disseminate a guide on the 
criteria for diagnosing FH and LDL targets to GPs. 


 QS42 Headaches in young people and adults. The group noted the 
primary care audit and agreed to highlight that medication overuse 
causes headaches in the newsletter and on the twitter feed.  
 


 QS43 Smoking cessation – supporting people to stop smoking. The 
group noted the primary care audit and discussed the use of CO 
monitors. VOS confirmed the use of CO monitors is a condition of 
LES and agreed to speak to Sue Kardahji, Public Health Specialist 
to establish how essential the use of CO monitors is. 


 QS47 Postnatal Care. SJ reported back from Maternity Board that 
SFT are overall compliant with this standard. The group noted the 
process for checking the mothers postnatal BMI is unclear and 
needs to be agreed. 


 QS32 Caesarean section. SJ reported that SFT feel that all 
standards are being met except that there is not a clear pathway for 
a specialist mental health assessment in women requesting 
caesarean section for anxiety around childbirth.  


 QS47 Menorrhagia. The group noted the primary care audit that had 
been circulated with the papers. Statements 5 and 6 are applicable 
to SFT. SJ confirmed that guidance for General practice had been 
done and is with Dr Depares (Gynecologist, SFT) awaiting opinion. 


 QS29 DVT pathway. The group noted the update provided with the 
papers which confirmed that SFT are now fully compliant with NICE 
guidelines.  
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6. Prior notification of new NICE guidance to be added into work plan  
 


 


6.1 
 
 
 
 
 


NICE Clinical Guidance (CG):  
CG172 MI – secondary prevention. Secondary prevention in primary and 
secondary care for patients following a myocardial infarcation. The group 
requested a report from Public Health to confirm how many MI patients 
access the local lifestyles service. 
 


 
 


AD to request 
report from 


Jane 
Jefferson, PH 


 







 


22 January 2014 
Page 4 of 7 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


CG173 Neuropathic pain – pharmacological management. The 
pharmacological management of neuropathic pain in adults in non-
specialist settings.  
 
CG174 Intravenous fluid therapy in adults in hospital. MC requested that 
Mastercall are tested against this standard and this was agreed by the 
group. 
 
The above CG’s will be added to the committee’s work-plan and will be 
brought back for review in 3 months. 
 
NICE Technology Appraisals (TA) 
The following TA was reviewed 
TA298 Ranibizumab for treating choroidal neovascularisation associated 
with pathological Myopia. The group queried the costing implication 
provided by NICE as not significant, as Novartis estimate 9-10 patients per 
year.  
TA299 Bosutinib for previously treated chronic myeloid Leukaemia.  The 
group noted the costing implication which was not significant. 
TA300 Peginterferon alfa and ribavirin for treating chronic hepatitis C in 
children and young people.  The group noted the costing implication which 
was not significant. 
TA301 Fluocinolone acetonide intravitreal implant for treating chronic 
diabetic macular oedema after an inadequate response to prior therapy. 
The group noted the costing implication which was £50,127. 
TA302 Canakinumab for treating systemic juvenile Idiopathic arthritis 
(terminated appraisal) 
The group noted the costing implication which was not significant.  
 
 
NICE Medical Technology Guidance (MTG):  


MTG16 The E-vita open plus for treating complex aneurysms and 
dissections of the thoracic aorta. The group concluded that this guidance 
was not relevant to our local provider. 


NICE Quality Standards (QS) 
The group reviewed the following quality standards: 
QS38 Acute upper gastrointestinal bleeding (July). The group requested 
clarification from SFT regarding endoscopy after 24 hours. 
 
QS39 Attention deficit hyperactivity disorder (July). The group discussed 
local services and was unclear on the age at which patients transfer from 
child to adult services. MC offered to circulate the ADHD update for the 
annual planning round to assist in the groups understanding of the 
process. 
 
QS49 Surgical Site infection. This guidance is applicable to SFT. The 
group requested a compliance assessment from SFT. 
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QS50 Mental wellbeing of older people in care homes. The group noted 
that this guidance affects local authority commissioned care homes. MC 
reported that work is under way to set up a single view of provision from 
care homes, adding that a single template has been designed which will 
ensure that a single set of questions is asked when care homes are 
reviewed. The group agreed that some elements of QS50 should be 
embedded in to this template. 
 
 
NICE Public Health Guidance (PHG) and other guidance:  
PH48 Smoking cessation in secondary care; acute, maternity and mental 


health services. The group reiterated that generally it is not CPC role 
to gain assurance on PH guidance. However PH48 is an exception 
as the CCG commission secondary care and this guidance is 
specific to secondary care. The group agreed to adopt, gain 
assurance and review in 3 months. 


 
NICE Diagnostic Guidance (DG) 
None this month 
 
NICE Interventional Procedure Guidance (IPG) 
IPG467 Negative pressure wound therapy for the open abdomen. 
Amber; Where NICE state ‘Normal’ and SFT are not already performing the 
procedure, an outline business case is required.  
IPG468 Phrenic nerve transfer in brachial plexus injury. 
Amber; Where NICE state ‘Normal’ and SFT are not already performing the 
procedure, an outline business case is required.  
IPG469 microwave ablation for treating primary lung cancer and 
metastases in the lung. 
Red: where NICE state ‘Special, other research’, these procedures are not 
commissioned without prior approval of the CPC. 
IPG470 Ultra-radical (extensive) surgery for advanced ovarian cancer. 
Red: where NICE state ‘Special, other research’, these procedures are not 
commissioned without prior approval of the CPC. 
IPG471 Implantation of a duodenal-jejunal bypass sleeve for managing 
obesity. 
Red: where NICE state ‘Special, other research’, these procedures are not 
commissioned without prior approval of the CPC. 
IPG472 Percutaneous closure of patient foramen ovale to prevent recurrent 
cerebral embolic events.  
Amber; Where NICE state ‘Normal’ and SFT are not already performing the 
procedure, an outline business case is required.  
IPG473 Uterine artery embolization for treating adenomyosis 
Amber; Where NICE state ‘Normal’ and SFT are not already performing the 
procedure, an outline business case is required.  
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7. New policies  


7.1 
 


7.2 
 


7.2.1 
 
 
 
 
 


 7.2.2 
 
 
 


7.2.3 
 
 
 
 
 
 
 
 


7.2.4 
 
 


7.2.5 
 
 
 
 


 
 


Business Cases or clinical pathway changes: None to report. 
 
Amendments to prescribing lists (e.g. black/grey lists, formulary, 
recommendations from GMMMG):  
The group agreed the following additions to the blacklist: 
Intra-articular hyaluronans – Sodium Hyaluronate for Osteoarthritis of the 
knee. 
Intrinsa patches for the treatment of hypoactive sexual desire. 
 
 
IPNTS recommendation The group agreed to adopt the GMMMG guidance 
on adalimumab or infliximab.  The group reviewed the local policy 
statement and noted Stockport does not have a local policy on this 
treatment. 
EUR Treatment List An amended version of the EUR treatment list had 
been circulated with the papers. VOS provided a summary of the changes 
made: prior approval has been replaced with read CCG policy and subject 
to other guidance has been removed.  The group approved the amended 
version of the treatment list. Healthwatch referred to the policy on Local risk 
sharing schemes asking why Stockport did not enter into the scheme. The 
group confirmed that Stockport CCG will only participate in national risk 
sharing schemes. The group discussed accessibility of the policy on the 
intranet; JC advised that she was meeting with Louise Hayes, Head of 
Communications to discuss. 


 
Equality Impact Assessment for new Policies. None to report (GMEUR 
policies already assessed as part of the GM process) 
 
Ratify minutes of reporting panels / meetings 
STAMP minutes and associated papers dated 12.11.13 and 03.12.13 
Individual Funding Panel (IFP) Minutes dated 13.11.13 and 11.12.13 
All of the above minutes were ratified. 
IFP minutes dated 13.11.13 – Healthwatch query regarding p6 section 5.6 
Are the CCG following choice? MC there is not an open choice across all 
services; there are some exceptions e.g. maternity. MC advised that an 
email had been sent to Healthwatch member Alan Watt to confirm. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


8. Agree report from CPC to NHS Stockport CCG  


 


The group agreed to update SCCG on the following: 


 Adopted GMMMG guidance on Adalimumab or Infliximab for the 
treatment of refractory adult uveitis. 


 The addition of Intra-articular hyaluronans – Sodium Hyaluronate for 
Osteoarthritis of the knee and intrinsa patches for the treatment of 
hypoactive sexual desire to the Black list. 


 Updated costing tool 


 Concerns regarding Public Health Guidance not being dealt with 
systematically 
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 Clarify the position on Public Health Guidance. 
 


10. Any other business  


10.1 
 
 
 


MR notified the group that she will resign her membership of CPC and 
handover the role of Chair from April 2014. 


 
 
 
 


 


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on: 
 


26th February 2014, 09:00 – 11:00am 
Board Room, Floor 7, Regent House 


 
The Chair reminded members to convey apologies to Sarah Smith promptly to 
ensure the meeting is quorate. 
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Marple & Werneth Locality Council Meeting 
 


Date of Meeting: 30 October 2013 Time 
From To 


1:30pm 2:30pm 


Venue: High Lane Medical Centre 


Attendees: 


Johan Taylor, Dr Andy Johnson (Marple Cottage Surgery); Dr Simon Woodworth, 
Tess Shaw (Chadsfield Practice); Paula Davies, Dr Robert Mathewson (High Lane 
Medical Centre); Dr Roddy Lennox, Dr Imran Khan (Woodley Health Centre); 
Heather Underwood, Dr Jane Needham (Marple Bridge Surgery); Fraser Cherry, Dr 
Howard Sunderland (Marple Medical Practice); Dr Raina Patel (Guywood Practice); 
Dr Abdul Ghafoor (Bents Lane Medical Practice); Dr Mike Armstrong (Bredbury 
Medical Practice); Dr Graham Parker (Archwood Practice); Dr Mark Gallagher 
(Alvanley Practice); Dr Steve Gaduzo (Cheadle Medical Practice); Julia Newton 
(Adult Social Care); Adrian Moss (Bridge Dental Care); Diane Jones, Elaine 
Whittaker, Julie Ryley (Stockport CCG); Gerry Wright (Healthwatch); Tina Aspin, 
Louise Birchall (District Nursing);  


Apologies: Mark Fitton (Adult Social Care); John Glover (Optometrist); Viv Farrell (Pharmacist) 


Chair(s) Dr Andy Johnson and Dr Simon Woodworth 


MEETING GOVERNANCE 


 Meeting Item 
Respon
sible 


1. 1. Apologies  
 
As noted above 
 
 


 


2. Notes from Previous Meeting 
 
It was agreed by all that the notes of the previous meeting were an accurate record 
of this meeting. These were therefore ratified. 
 
No new Declarations of Interest were declared. 


 


 


3. Rapid Response 
 
It was confirmed that additional resource had been put into the Rapid Response 
service to support and enable more patients to remain at home and avoid hospital 
admission. A temporary placement can also be offered in an intermediate care bed. 


 







It was confirmed that there would be 5 beds available in each locality and that only 
clinical staff could refer to this service. It was also confirmed that when a patient is 
supported by the Rapid Response service the GP practice will be contacted to 
update the GP about the patient’s treatment/care. 
 


4. Integrated Service Hub & Stockport One   
 
Diane Jones provided an update on the Stockport One Service, advising that the 
service had been evaluated twice and whilst it had received excellent feedback it 
had not been cost effective. However the CCG had recently been successful in 
securing money from the Local Area Team to develop an integrated service model 
in the Marple & Werneth area.  Stockport One will therefore become part of a much 
larger model of integrated care that will include health professionals such as district 
nurses; therapists etc. to help support and encourage people to better manage their 
own conditions. In addition to this a telehealth pilot is planned and these projects will 
begin in January 2014.  
 
The CCG will be looking to appoint a GP Locality Care Director within this area (until 
March 2014) and asked that any interested parties contact her for more information.  
 


 


5. Updates 
 
There were no representatives from Public Health, Pharmacy or Optometry.  
 
Dental 
The Dental Helpline for use in office hours for people who require treatment and are 
looking for an NHS Dentist  is run by Mastercall and should contact 0161 476 9649 
for advice. 
 
Out of Hours there is an emergency advice line which is 0161 337 2246. 
 
Healthwatch  
Gerry Wright advised that the service had been involved in putting together a leaflet 
which provides advice on how and where to make complaints about different health 
services within Stockport. Copies of these will be sent to practices. 


 
 


 
 
 
 
 
 
 
 
 
 
 


6. Locality Council Terms of Reference 
 


Dr Johnson advised that the TOR had been handed out at the previous meeting. He 
reminded all those present of the remit of the committee and then asked if anyone 
had any amendments that they felt should be made to the TOR document. It was 
agreed that no suggestions / amendments were necessary and the TOR were 
therefore ratified.  


 


2. 7. TIA Process 
 
An update of the TIA process was provided with a reminder that any patient who     
is thought to have suffered a TIA should be referred to SHH as soon as possible.       
Handouts of the referral process were available for anyone who did not already  
have copies.  


 







 
 
 
 
 
 


 
One GP stated that referrals tend to be sent by fax and that it would be useful if      
the hospital could confirm that the referral had been received, especially if the  fax is 
sent after 5pm.  
 


8. Update on GP Development Initiatives 
 
GPs were asked to feedback on the recent GP development initiatives that had 
been launched. One practice managers asked if it was necessary to get a patient to 
physically sign the ‘goals’ section of the care plan. He explained that GPs were 
going out to housebound patients to initiate, develop and agree a care plan with 
them but that then a GP has to go out a second time, when the document is typed, 
purely to obtain the patient’s signature.  JR said that she would take this issue back 
and see whether an actual signature was required.  
 
 


 
 
JR 


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on 
 
5 February 2014 
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NHS Stockport Clinical Commissioning Group 
Audit Committee 


Unconfirmed Minutes 


Date of 
Meeting: 


21 January 2014 Time 
From To 


13:30 15:55 


Venue: Meeting Room 1, Floor 7, Regent House 


Present: (JG)   Mr J Greenough, Lay Member (Chair) 
(GH)  Mr G Hayward, Lay Member (Co-opted) 
(RM)  Mrs R Mirza, Lay Member (Co-opted) 
 


In Attendance: 


(DD)  Mr D Dolman, Deputy Chief Finance Officer 
(JF)   Mr J Farrar, External Auditor, Grant Thornton 
(GJ)   Mr G Jones, Chief Finance Officer 
(TR)  Mr T Ryley, Director of Strategic Planning and Performance 
(DS)  Mr D Swift, Senior Internal Audit Manager (Audit North West) 
(MW) Mr M Waite, External Auditor, Grant Thornton 
(LW)  Ms L Warner, Senior Internal Audit Manager (Audit North West) 
  


Apologies: 


(AJ)   Dr A Johnson  
(CM)  Mr C Morris 
(PP)  Mr P Pallister 
 


Secretary to 
Committee: 


(SJ)   Mrs S Jeeves, Personal Assistant, NHS SCCG 
 


MEETING GOVERNANCE 


Item No Meeting Item Responsible 


37.789 A private meeting took place prior to the meeting of the Audit 
Committee.  The meeting was held to give members the 
opportunity to raise any matters they wished to discuss in 
private with the auditors. It also gave the auditors the 
opportunity to speak privately with the members of the Audit 
Committee. Such a meeting is seen to be good practice and 
should be held at least annually.   
 
Attendees were: JG, GH, RM, JF, DS, MW, LW. 
 
Action: At the beginning of the meeting of the Audit Committee, 
JG suggested that the Lay Chair and Chief Clinical Officer 
should attend future meetings by invitation. 
 


 


37.790 Apologies 
Apologies were noted from: 
Dr A Johnson, GP Locality Chair 
 


JG 
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Mr C Morris, Senior Counter Fraud Manager  
(Audit North West) 
Mr P Pallister, Board Secretary 
 


37.791 Declaration of Interests 
DS and LW declared an interest in item 10 - ‘Internal Audit 
Tender Update’ as the incumbent internal auditors.  
 
A number of completed Declaration of Interest forms were 
received from members of the committee; it was agreed that it 
is good practice to complete and submit the forms on an annual 
basis. 
 


JG 
 
 
 


37.792 Minutes of the last meeting held on 04 December 2013 
The minutes were reviewed and agreed as a correct record 
subject to the following amendments being made: 
 
Page 4, Paragraph 1, Line 6: GH requested the wording within 
the paragraph be amended to ‘because at month 9 a full Risk 
Register had not yet been seen or reviewed by the Audit 
Committee. 
 
Page 5, First paragraph after the bullet points (remove 
duplicated word (that):  Putting these issues into the context 
that the NHS needs to save £30 billion. 
 
Page 7, Internal Audit Tender Update, third line:  11 out of the 
12 CCGs have agreed to take part in the tender exercise. 
 
Page 8, Chief Finance Officer Routine Reports, fourth line, 
amend to: verbal update. 
 


JG 


37.793 Actions 
 
37.772  Emerging Issues and Developments raised by 
External Audit 
A paper which the CCG prepared in response to the Emerging 
Issues and Developments raised by External Audit was 
circulated prior to the meeting and is to be discussed at agenda 
item 8.  
 
37.777  Declaration of Interest 
Completed Declaration of Interest forms were received from 
members of the committee. 
 
37.781 Risk Register 
The Audit Committee handbook sets out that the full risk 
register should be taken to the Audit Committee at least once a 
year. It was agreed that the full risk register will be brought to 
the March meeting. 
 


JG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







3 
 


37.782(i) Lay Representation at the Quarterly Assurance 
Meetings. 
GJ reported that we are currently awaiting guidance from NHS 
England regarding lay representation at the quarterly assurance 
meetings. 
 
37.782 (ii) Value for Money Framework (VfM) 2013/14 
MW tabled a document which detailed the VfM framework. The 
document detailed the type of questions External Audit will ask, 
the responses to which will help inform Auditors VfM 
conclusion. The questions will be aligned with  any relevant 
local issues and the following key issues:  


 Leadership 


 Commissioning 


 Financial Planning and Management 


 Data Quality 


 External Relationships 
 


37.782(iii)  Emerging Issues and Developments raised by 
External Audit 
Deferred to agenda item 8. 
 
37.783 Bribery Act training to Members  
GJ reported that we need to be able to demonstrate reasonable 
steps have been taken to provide the relevant Bribery Act 
training. It was agreed that training should be targeted and it 
was suggested that CM should attend locality meetings. 
 
Action: CM to provide Bribery Act training at locality meetings 
and provide target training as required. 
 
37.784 Internal Audit Procurement  
Deferred to agenda item 10. 
 
37.785 Additional Amendments to DFP’s 
Additional amendments to the DFP’s were provided to DD by 
JG and CM. 
 
37.788 Sponsorship funding from Pharmaceutical Industry 
A process has been agreed and the existing policy has been 
amended. GH outlined that the process and policy need to 
make the clear distinction between GPs acting in their capacity 
as independent contractors and acting on behalf of the CCG. 
 
The following items were noted as completed and therefore for 
removal from the log:    
37.772, 37.777, 37.781 37.782(ii), 37.782(iii), 37.784, 37.785, 
37.788  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


CM 


37.794 Recruitment 
JG confirmed that two new members have been appointed to 


JG 
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the Committee subject to references. 


37.795 Risk and Governance Issues 
TR presented the risk report and highlighted that there are four 
operational risks which have an ‘Extreme Risk’ indicator with a 
risk score of 15 or higher and fourteen operational risks which 
have a “High Risk” indicator with a risk score of 12. There was 
also one risk that moved from a risk score of greater than or 
equal to 12 to less than 10. Any risks at these levels will be 
included in the report for discussion by the Committee.  TR 
informed members that PP attends the weekly directors’ 
meetings to inform them of any risks escalating to this level. TR 
explained that due to the risk register being completely revised 
the 3 month and 12 month trend indicator in the report was the 
same. 
 
GH made the observation that a common theme in the identified 
risks is the CCG is unable to measure planned outcomes. TR 
responded by outlining that one of the roles of the newly 
created Programme Management Office (PMO) was to 
challenge plans including whether planned outcomes were 
measurable. 
 
The Committee asked that mitigation plans for those risks with a 
high risk score be included in the risk report. 
 
The Committee receive the revised Operational Risk Report 
and noted the CCG’s areas of severe risk. 
 
The Committee supported the proposal to routinely receive the 
CCG-level summary report and the detailed Finance Directorate 
risk report. In addition the Committee agreed that the full risk 
register be received by the Committee as set out in the Audit 
Committee handbook.  
 
Action:  TR to progress the report which is to include mitigation 
plans for those risks with a high risk score. 
 


TR 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


TR 


37.796 External Audit Reports 
MW informed the Committee that the initial audit planning work 
had commenced. 
 
Referring to the Emerging Issues and Developments section of 
the report MW highlighted recent guidance on legacy balances 
which sets out that only fixed assets and associated liabilities 
and revaluation reserves will transfer over the CCG from 
Stockport PCT. 
 
MW also drew the committee’s attention to the NHS England 
good practice guide for commissioners who are planning and 
delivering service changes for patients, the six domains that 
form part of the CCG Assurance Framework and Monitors 


MW 
 
 
 
 
 
 
 
 
 
 
 
 
 







5 
 


guidance on the Procurement, Patient Choice and Competition 
Regulations. The important aspect to note from the Monitor 
guidance is that the regulations require commissioners to prove 
that the procurement decision has been made in the best 
interest of the patient. 
 
MW encouraged members to attend one of the Grant 
Thornton’s Accounts workshops for NHS bodies and 
Foundation Trusts which will be taking place during February.  
DD and M Longbottom will be attending on behalf of NHS 
Stockport CCG.   
 
MW confirmed that an accounts guide for governing body 
members is to be issued within the next few weeks. 
 


 
 
 
 
 
 


37.797 Emerging Issues and Developments 
GJ informed the Committee that he has produced a template 
designed to respond to the Emerging Issues and Developments 
raised by external audit. It was proposed to send the Emerging 
Issues and Developments template with responses as an 
appendix to the audit committee minutes sent to the Governing 
Body.  
 
Action: GJ to include the Emerging Issues and Developments 
template with responses as an appendix to the audit committee 
minutes sent to the Governing Body.  
 
GJ outlined that it is the CCG’s intention to obtain Accredited 
Safe Haven (ASH) accreditation. GH suggested that GJ contact 
Graham Hyler at Central Manchester CCG regarding the 
process and additional approvals required to obtain ASH 
accreditation.  
 
Action: GJ to contact Graham Hyler at Central Manchester 
CCG regarding the ASH accreditation process.  
 
JG asked MW if he had any questions or issues with the CCG’s 
responses to the emerging issues and developments. MW said 
he was comfortable with the responses he has received to date.  
He commented that another CCG within Greater Manchester 
has a similar approach to Stockport and that it is a helpful 
process. 


GJ 
 
 
 
 
 
 
 


GJ 
 
 
 
 
 
 
 
 
 


GJ 
 
 
 
 
 
 
 
 
 


37.798 Internal Audit Reports 
Completion of the annual plan has been accelerated to ensure 
substantial completion of the work by the end of January.  This 
will enable DS to substantially draft the Head of Audit Opinion 
Statement before his retirement at the end of the month. 
 
A further five reports have been finalised.  
 


DS 
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The following three reports were given ‘High’ assurance with no 
formal recommendations 


 Partnerships  


 Primary Care Practice Development  


 QIPP 
 
The report on Travel Expenses had one ‘Low’ recommendation. 
 
Commissioning and Monitoring Services was given ‘Significant’ 
assurance with a medium rated recommendation which related 
to four indicators identified as Strategic Outcomes (e.g. 
Paediatric admissions to A & E) in the Plan-on-a-Page which 
are not presently reported upon within the performance report, 
principally due to the non-availability of the underpinning data.  
TR commented that some work needs to be done around this 
area. 
 
JG asked what were the terms of reference for the Care Quality 
Commission Compliance audit, as the CCG was a 
commissioner, not a provider and therefore was the audit 
necessary.  
 
DS outlined that the audit work was in relation to checking that 
CCG providers were CQC compliant. 
 
A discussion took place about the signing of Executive and 
Non-Executive claim forms for expenses. GJ stated that 
authorisation processes and procedures are in place.  JG 
suggested that Internal Audit should conduct an audit of the 
processes and procedures to ensure that they are being 
complied with. 
 
JG asked for further assurance around the process and for a 
further discussion at the next meeting. 
 
Action:  JG to include the approval of Executive and Non-
Executive expense claims on the agenda of the next Audit 
Committee meeting and to discuss the process with J 
Crombleholme.   
 
The Counter Fraud progress report was received and noted by 
the Committee.   
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JG 


37.799 Internal Audit Tender Update 
Internal Audit colleagues DS and LW were asked to leave the 
room at 15:30 for this item. 
GJ updated the committee that Audit North West (ANW) will be 
merging with Mersey Internal Audit Agency (MIAA) and ANW 
staff will TUPE over to MIAA. 
 
GJ reported that all CCGs except for Bolton CCG have agreed 


GJ 
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to market test their internal audit provision by tendering for a 
new internal audit provider.  Greater Manchester CFOs agreed 
on the 14th January 2014 to extend existing Internal Audit 
contracts by rolling contracts forward to July 2015 due to delays 
in the tendering process.   
 
Internal Audit colleagues DS and LW re-joined the meeting at 
15:40. 
 


37.800 PCT Closedown/Transfer of Legacy Balances to receiving  
Organisations 
DD updated the committee on the progress of the transfer of 
PCT legacy balances to the CCG. He reported that the CCG will 
not account for any legacy balances other than fixed assets 
which have a Net Book Value of £23k. There is an on-going 
debate around Continuing Health Care (CHC) provisions and 
whether balances will transfer back to CCGs on the 1st April 
2014 which may give rise to a post balance sheet event. 
 


DD 
 
 
 
 
 


37.801 Cash Allocations 
NHS Stockport CCG has been notified by NHS England in 
January that its MCD is £324,668k which is £5,450k less than 
the annual cash forecast requirement the CCG submitted as 
part of the December 2013 exercise.  
 
It is anticipated that there will be a further iteration of the MCD 
based on another annual cash forecast exercise that will be 
conducted in February 2014. However, if NHS Stockport CCG’s 
MCD is not increased in line with its 2013/14 cash forecast 
requirement, its ability to fulfil its contractual payment 
obligations and meet the Public Sector Payment Policy (PSPP) 
statutory duty may be impacted in March. 
 
JG asked that a contingency plan be put in place in the event 
that the CCG MCD limit is not increased to the required level. 
 
GH stated that this issue should be put onto the Risk Register. 
 
Action:  GJ to add liquidity risk as a risk onto the Risk Register. 
 
Action: DD to put in place a contingency plan in the event that 
the CCG MCD limit is not increased as per the CCG cash 
forecast. 
 


DD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


GJ 
 


DD 


37.802 Chief Finance Officer Routine Reports 
Losses and Special payments (including receivables > £5k) 
None reported. 
 
Register of Waivers 
None reported. 
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Register of Sealing update 
None reported. 
 
The committee received and noted all reports. 
 


ANY OTHER BUSINESS 


 As this was their last meeting, JG thanked GH and RM for 
their valuable contributions as lay members of the Audit 
Committee 
 
JG also thanked DS for his valuable contribution to the Audit 
Committee and services as an Internal Auditor. 
 
GH, RM and DS in return thanked the Committee for all the 
support they had received from Stockport PCT and from NHS 
Stockport CCG. 
 


 


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on Tuesday, 18 March 2014, 
13:30 – 16:30, Boardroom, Floor 7, Regent House. 
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Action List 
 


Date of 
Committee 


Minute 
Number 


Action Point Complete 
by Date 


By Whom 


04.12.13 37.782 (i) GJ inform the Governing Body of the 
requirements of the quarterly assurance 
meetings and a summary assessment at 
the end of the year. 


18.03.14 GJ 


21.01.14 37.793 CM to provide Bribery Act training at 
locality meetings and provide target training 
as required.  


18.03.14 CM 


21.01.14 37.795 TR to include the mitigation plans for risks 
which have a high risk score. 


18.03.14 TR 


21.01.14 37.797 (i) GJ to include the Emerging Issues and 
Developments template with responses as 
an appendix to the audit committee 
minutes sent to the Governing Body. 


18.03.14 GJ 


21.1.14 37.797(ii) GJ to contact Graham Hyler at Central 
Manchester CCG regarding the ASH 
accreditation process. 


18.03.14 GJ 


21.01.14 37.798 JG to include the approval of Executive and 
Non-Executive expense claims on to the 
agenda of the next Audit Committee 
meeting and discuss the process with J 
Crombleholme. 


18.03.14 JG 


21.01.14 37.801(i) GJ to add liquidity risk as a risk onto the 
Risk Register. 


18.03.14 GJ 


21.01.14 37.801(ii) DD to put in place a contingency plan in the 
event that the CCG MCD limit is not 
increased as per the CCG cash forecast. 


18.03.14 DD 
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Appendix 1 


Emerging Issues and Developments – Responses 
 


Theme Questions Response 


September 
NHS Manual for 
Accounts 
2013/14 


 Has the CCG considered the key changes 
proposed within the 2013/14 draft Manual for 
Accounts? 
 


 Does the CCG have a clear and robust 
closedown plan for the production of its 
2013/14 Financial Statements? 
 


 Review of MfA is part of the CCG’s annual accounts production work plan.  
The key requirements will be factored in to the CCGs closedown 
procedures currently being produced. 
 


 The closedown plan is currently being collated in partnership with third 
party providers i.e. Shared Business Services.  Internal work plan also in 
development. 
 


Good data 
quality 


 How do you make sure that your CCG has 
good data quality processes and arrangements 
in place? 
 


 Since April 2013, SUS data management, including centralised SLAM 
processing and associated data quality processes, have been provided by 
GMCSU. In my view, the key elements of a data quality process, that the 
CCG would want to have in place, are: 


 
Registration checking (checking that the CCG is the responsible 
commissioner under ‘Who Pays?’) – this is now being done routinely each 
month but there is no information provided by CSU on volumes / cost or 
the trust response.  
 
Activity validation (various processes to provide assurance that SUS / 
SLAM data is fit for purpose, including generation of contract challenges) 
– it is not clear presently what if anything is happening around this. 
 
Reconciliation of data between SUS and SLAM – not currently 
happening (or we are not seeing any reporting of the results)   


 
Both activity validation and SUS / SLAM reconciliation are intended to be 
specifically addressed through the CSU ‘Contract Validation and 
Challenge’ BI Tool but the timescale for delivery is unclear. This tool was 
not included in the first wave of User Assurance testing.    
 
Invoices raised to the CCG are initially channelled and processed via SBS 
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in Wakefield. Invoices are routed to the appropriate budget holder based 
on the type of invoice (NHS, nursing home etc) for authorisation.  The  
system requires the budget holder to check the invoice for accuracy and 
then either accepts or rejects the invoice.  Authorised invoices are coded 
and processed in payment runs (subject to further approval if value is 
greater than the budget holder’s limit), rejected invoices are routed back to 
the finance team for investigation. 


 


Integrated care  How is your CCG planning to work with other 
organisations in the public sector? 
 


 Has your CCG reviewed your medium term 
financial plan in light of the Spending Round 
announcement and considered the action to be 
taken? 
 


 Within the Stockport locality we work closely with Stockport MBC and 
Stockport FT under formal board arrangements, as follows: 
 


o Transformation Board (meet monthly) – key stakeholders at 
executive level  


o Integration Programme Board (meet monthly) 
o Integration Programme Team (various workstreams) 
o Health & Wellbeing Board 


 
In addition to this there are also officer to officer meetings and finance 
meetings on a regular basis.   
 
As part of the Greater Manchester economy we contribute to the Healthier 
Together programme and attend all relevant meetings, workshops and 
planning sessions.  The Chief Finance Officers of the GM CCGs meet 
once a month to discuss pan-GM issues. 
 


 We have a five-year financial plan / model covering years 2014/15 to 
2018/19.  We are continually updating this plan in light of new planning 
requirements and growth assumptions.  


 


Managing the 
transition to the 
reformed health 
system 
 


 Has your Governing Body considered the 
findings of the review and how will it impact on 
them? 


Three key themes emerged from the NAO report:- 
 


(i) Managing the transition – transition of responsibility, finance , assets, 
contracts etc from PCT to the new responsible bodies. A dedicated 
closedown team managed the transition process led by the Chief 
Finance officer. Specific ‘hands-on’ project manager support ensured 
successful completion of ‘Transfer Orders’ between PCT to new 
bodies (incl CCG as main receiver)  







 


12 
 


(ii) Readiness of the new system – right staff / skill mix / right place. CCG 
underwent a nationally managed ‘Authorisation process’ in Oct 12 to 
satisfy national requirements and scored highly with minimal 
conditions. The 100 day plan for CCGs was also used post 
Authorisation for tracking progress against key deliverables. 
 


(iii) Financial sustainability – this is a significant issue nationally with the 
need to address £30bn gap and this challenge is also acknowledged 
locally. The Governing Body approved a financial plan for 13/14 in 
accordance with NHSE planning reqts which recognised the high 
degree of risk given year 1 of the CCG i.e. further resource 
movements between the new bodies. The CCG remains on track to 
deliver against 13/14 financial targets and discussions with Gov Body 
raised via finance briefing event early January on 14/15 planning 
acknowledging the challenges faced.  
 


There are many issues raised within this report and significant effort has been 
made to ensure that all these issues have been built into our action plans.  
 


Personal health 
budgets 
 


 Has the CCG reviewed the LGA website and 
does it understand its responsibilities? 


 Community Health review and incorporate all guidance into their 
operational plans.  They understand their responsibilities. 


CCG equality 
and diversity 
survey 
 


 Has your CCG completed the survey and has it 
highlighted any non-compliance issues with the 
public sector Equality Duty? 


 We have completed the survey and it has not highlighted any non-
compliance issues 
 


Locally 
enhanced 
services (LES) 


 Is the Audit Committee aware of the CCG’s 
arrangements for intelligent commissioning of 
locally enhanced services? 
 


 Is the CCG managing any conflicts of interest 
when commissioning services for which GP 
practices are potential providers? 
 


 We are working with the CSU to identify which services can be re-
commissioned with GP practices (as GPs are the only practical provider) 
and those which will be subject to a tender exercise. 


 


 We have a Conflict of Interest panel that all conflict of interest and / or 
procurement issues are taken.  The panel then give advice to the Chair on 
how to handle each situation. 
 


Preparing for 
the Health and 
Social Care ITF 


 How is your CCG planning to work with its 
partners to formulate joint plans and obtain 
funding? 


 We are working closely with Stockport MBC at all levels to formulate joint 
plans.  This has included establishing a joint working group including 
members from both organisations representing clinical, adult social care, 
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 How is the CCG working with its partners to 
develop 3-5 year commissioning plans and 
identify savings plans? 
 


finance and business development teams.  This group is working through 
the detail of a model of care and the provisional use of the BCF to take to 
the Health & Wellbeing Board in February. The Governing Body has been 
briefed on the reqts of the ITF and will approve this in Feb before this is 
taken to the H&W Board.  


 


 The CCG 3-5 year plan reflects the strategic vision of the CCG with clear 
alignment to SMBC intentions around the Integrated Care Agenda and 
key areas highlighted as part of the Health & Wellbeing strategy approved 
by the H&W Board. The savings are being driven from the shift from 
hospital based setting to an ‘Out of Hospital’ care model via locality hubs. 
Both the CCG and SMBC have undertaken significant activity modelling to 
establish a baseline shift of resources using targeted cohort approach. 
 


Information 
governance in 
relation to 
patient 
confidential 
data (PCD) 
 


 How is your CCG managing to validate 
transactions and monitor patient activity without 
patient confidential data? 


 Validation of financial transactions requires both confirmation of patient 
registration / commissioner responsibility and confirmation that the activity 
being charged is correct. It is not possible for the CCG to accurately 
confirm commissioner responsibility without PCD. The current practice is 
to check that the practice code (trust reported) is correct for Stockport.   


 
Confirming that activity is correct can be done to a limited extent by 
comparing data items, such as provider code, date, activity type, cost etc. 
if these are contained in the provider ‘backing information’ with the SUS 
data.  Current practice is to validate high cost or unusual transactions by 
asking the Data Service for Commissioners Regional Office (North West) 
(DSCRO) to confirm.     


 
Recent national guidance on invoice validation has been published but 
only applies to organisations with ‘Accredited Safe Haven’ (ASH) status. 
The CCG is applying for ASH status but this will not be confirmed until 
after 31 March 2014.  GMCSU has ASH status but will only be providing a 
comprehensive invoice validation service to its Finance customers – which 
does not include Stockport CCG.   


 
Monitoring activity for defined patient cohorts e.g. patients on a 
telemedicine pilot can only be done currently using the DSCRO.   
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December 
The NHS belongs 
to the people: A 
Call to ACTION 
 


 What is the impact on the CCG 


 How is the CCG working with its partners to 
develop 3-5 year commissioning plans and 
identify savings plans? 


This has had a significant impact on the work of the CCG and is a key priority 
area of focus going forward as part of the joint commissioning work (i.e. 
Integrated Care & Better Care Fund) with the local Authority with key 
involvement with SFT. 
 
The Stockport economy already has a well-established Transformation Board 
which is focussed on how the local health & social care economy can remain 
sustainable and resilient going forward. We have also now secured a PMO 
Director to support this key initiative and ensure that the scale and pace of 
this challenge remains as a key priority and on track. 
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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. 
 


 To receive and comment on the readmissions analysis report. 


 


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. 


 
1. Quality & Provider Management (Q &PM) 


2. Provider Quality Monitoring  


3. Patient Safety 


4. Clinical Effectiveness 


5. Patient Experience 


What are the likely impacts and/or implications? 


The Governing Body is requested to consider the Quality & Provider 


Management risks/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 15 January 2014. 


Clinical Executive Sponsor: Dr Cath Briggs 
 Presented by: Mark Chidgey 


Meeting Date: 12 February 2014 


Agenda item: 8 


Reason for being in Part 2 (if applicable) 


Not applicable 
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QUALITY REPORT 
 
1.0 Quality & Provider Committee 
 


1.1 The minutes of the December 2013 and January 2014(draft) Committee 
meetings and the Q&PC Issues Register are attached.The committee have 
added one new issues to the register:- 
 


 Performance of Arriva transport for PTS. 
 


1.2 An extraordinary meeting of the Quality & Provider Committee is taking place 
on 18th February to consider the CCG’s learning from and response to the 
Francis/Berwick/Keogh/Winterbourne inquiries and recommendations from 
2013. 


 
2.0 Provider Quality Monitoring  
 


2.1 Stockport Foundation Trust 
 


2.1.1 The 2013/14 SFT CQUIN schedule is attached showing performance. to date.  
Areas of underperformance are reviewed at the contract meetings with SFT.    


 


2.1.2 Also attached is a summary of the CQUINs agreed with SFT for 2014/15.  
Local CQUINs are focused on areas of concern identified through the CCG 
Quality Monitoring System over the last 10 months.   


 


2.1.3 Negotiations are also taking place with BMI and St Ann’s Hospice in respect of 
2014/15 CQUINs to support quality improvement.  


 


2.2 Health Economy/Provider Issues 
 


2.2.1 TIA  
 


Compliance reduced to 47% in December for patients going through the 
pathway in 24 hours.  There are two main reasons why Stockport is not 
achieving this target: 
 


 GP breaches.  Data by GP Practice is now reviewed monthly and 
 discussed with relevant practices by the  CCG Locality team 


 Weekend breaches.  These can only be resolved by SFT providing 
 a weekend service for TIA referrals. 
 


2.2.3 Quality of Care 
 
It has not been possible to determine the outcomes for patients who have waited 
longer than 24 hours to be seen in a TIA Clinic.   Work is on-going to review the 
experience of patients on this pathway. 


 


2.3 Mental Health Providers 
 


 CPA 7-day follow – 97.5% achieved for Quarter 3 against a quarterly  
 target of 95% 


 Improving access to psychological therapies (IAPT) continues to be an 
area of underperformance.  6% prevalence (numbers entering treatment) 
achieved across both commissioned services against a set local trajectory 
of 9%.  A number of reasons have been identified for the low performance, 
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which will be addressed in detail at  ‘deep dive’ facilitated workshop 
scheduled to take place in February. 


 The IAPT recovery rate for quarter 3 has improved to 46.3% 


 Pennine Care continues to achieve against the set CQUIN  indicators with  
 good progress on learning disabilities, mental health liaison and physical  
 health of people with mental health. 


 


2.4 Primary Care Providers 
 


The primary care quality committee continues to meet and review practices that 
may be  require improvement.   


 
At this meeting it was noted that Stockport has a GP suspended (dated 10th 
January 2014) for 12 months following a GMC hearing, pending an appeal.    
There is an additional GP who is currently suspended pending GMC hearing in 
March 2014.  This practice has been visited jointly by the CCG and LMC and 
assurance was received that arrangements in the interim are satisfactory. The 
CCG is not aware of any additional cases in this position at this time. 


 
There remains a practice with only one substantive partner with the remaining 
partners being off sick or having left.  A good set of locum doctors have been 
attracted and there are no concerns at this time.   


 
There are a number of other practices being followed up by this committee but at 
the moment all are moving in a positive direction and there are no referrals to the 
Area Team anticipated.   


 


2.5 Stockport Care Homes 
 


SMBC have reported the following quality concerns: 
 


 Bamford Grange is still suspended for new placements, following a CQC 
report which identifies non-compliance with regulations. CQC will re-visit in 
due course. 


 Cale Green is now open to normal admissions, with a limit of 2 per week, and 
a recommendation to reduce the number of service user groups (i.e. not to 
take people with too diverse needs) 


 There are some concerns about Hilltop Court – CQC will issue a warning 
notice, and we await further details of non-compliance,  


 One further home which had entered into voluntary arrangements with the 
CQC is now accepting new referrals  
 


Work is continuing between Stockport CCG and SMBC to join quality monitoring 
processes for Care Homes with Nursing. 
 


3.0 Patient Safety 


 
3.1 Safeguarding 
 


3.1.1 Adults 
 


As detailed above there are currently two Care Homes with Nursing that have 
EMI units which are currently suspended to admissions by the CQC.  In addition 
two further homes with EMI units have voluntarily closed to admissions due to 
safeguarding issues. Stockport commissioned patients are being monitored and 
their families kept informed. The risk to Stockport is the potential shortage of EMI 
placements and the requirement to seek placements out of area. The 
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Winterbourne Review recommends that wherever possible patients should be 
placed in area. The safeguarding incidents are being investigated by the local 
authority. 


 
3.1.2 Children 
 


The Q&PC has reviewed the Safeguarding children training data and noted a 
significant increase in uptake across all three levels; however the Trust are 
unlikely to be fully compliant by the end of this financial year. The Committee has 
requested the FT provide monthly training data to ensure progress is maintained 
and also a projection for when full compliance will be achieved. 


 
3.1.3 Looked After Children 
 


The Designated Nurse LAC presented a report to the Q&PC in response to 
questions raised by the Committee in respect to the LAC Annual Report.  The 
Committee was informed that there are services available however access is 
inconsistent and / or there is insufficient capacity.  The Designated Nurse outlined 
a number of pieces of work that are currently being undertaken to identify what is 
required including; service user engagement and piloting alternative ways of 
delivering current services.  


 
3.2 Serious incidents 


 
3.2.1  There are 11 SFT legacy serious incidents from 2012/13 reported on STEIS for 


which CCG has not received an investigation report.  The Trust is in the process 
of establishing if these incidents did not in fact meet the criteria for serious 
incidents and as such were not investigated and reported. The CCG has 
requested a report from the Trust to verify this for each incident, with sign-off 
from the Trust’s Board.  


 
3.2.2   Reporting of incidents from SFT within the required timeframes has been mainly 


achieved in 2013/14. There were 4 serious incidents reported in December and 
8 in January.  All serious incident reports are peer reviewed by the CCG. 


 
3.3 Harm free care 
 
3.3.1 Pressure ulcers: 
 


Prevalence of pressure ulcers within Stockport (as reported on the national Safety 
Thermometer) has decreased in the second half of this year from:  4.7% (July 
2013), to 3.2 % (Dec 2013).    
 
The Incidence of pressure ulcers at SFT has fallen from approximately 0.32% 
(July 2013), to 0.05% (Dec 2013).    


 
A health economy pressure ulcer working group is focused on addressing the 
themes identified in pressure ulcer Incident reports in the following ways: 
 


 Improvement project included within a new SFT 2014/15  CQUIN 


 Monitoring of progress through SFT KPI schedule 


 Incidents discussed through peer review in pressure ulcer task group 


 To devise a non-concordant patient tool for community patients 


 To complete a healing rates pilot study – included in 2014 CQUIN 


 Review of pressure ulcer training with bespoke training to be completed  


 Pressure ulcer documents from a national “Stop the Pressure” campaign 
to be adopted, once a Gap analysis of current documents completed. 
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 Decision support tool for equipment in development for whole health 
economy. 


 Standardised Health economy pressure ulcer pathway in discussion- spec 
for specific role to support this to be reviewed at contract meeting 


 
3.4 Infection prevention 
 


An HCAI reduction plan has been formulated and is now in the draft contract with 
SFT for negotiation.  A Work Plan is in second draft format, for review and 
dissemination. Stockport CCG remains in attendance at the infection prevention 
collaborative hosted by NHS England. 
 


3.4.1 C-DIFF:  Figures in December 2013 show that currently C-Diff is on trajectory, the 
CCG remains a partner in the surveillance teleconference group. 


 
3.4.2 MSSA is over KPI trajectory so far this year by 9 cases- awaiting a formal report 


from SFT. 
 
4.0 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: 


 
4.1 NICE guidance: 
 


The Clinical Policy Committee continue to monitor and establish compliance with 
regards to NICE Clinical Guidelines, Quality Standards and Technology 
Appraisals. 
 
Reporting of NICE guidance has now been placed in the contract (schedule 6) in 
the form of receipt of self-assessment tools, 3 months post publication date of 
standard/guidance and a quarterly report on NICE guidance. 
 


Technology appraisal guidance for the public will be available on the CCG 
website by the end of February 
 


4.2 Clinical effectiveness concerns at SFT are identified on the Q&PC Issues 
Register.  


 
5.0 Patient Experience 
 
5.1   The Stockport Patient Experience Surveillance Group meets on 4th February 


and will discuss patient’s experiences of Cancer and End of Life Care in 
accordance with the work plan. Patient experience issues from the PES Group 
are raised at the Q&PC meetings.   
 


5.2     Friends & Family Test (FFT)  
 
5.2.1 FFT - In-Patients & A&E 
 


The SFT Friends & Family response rate has risen again to 24.4%, the second 
consecutive month that the 20% response rate target has been achieved by the 
Trust.  However the combined Net Promoter Score has dropped to 53 in 
December and remains below other GM Trusts.   


 
The CCG reviews the comments that patients write on the Friends and Family 
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cards.  These are predominantly positive.  
 


5.2.2 FFT – Maternity Services 
 
SFT response rates for Maternity FFT are above other GM Trusts except for Q4 
(recommend postnatal community services ?) where the response rate is very low 
for GM but lower at SFT. 
  
Net Promoter Scores for SFT are lower than the GM average and significantly 
lower for Q1 (recommend antenatal services ?).  
 


5.3    Complaints -  CCG & Provider  
 


There were 12 formal complaints received by the CCG in January, of which 6 
related to the CCG, 4 were passed on to Providers and 2 to NHS England.  All 
were acknowledged within the requirement of 3 days.  Informal 
comments/complaints are also recorded and monitored.  
 
The numbers of formal complaints received by the CCG each month since April 
2013 is shown below: 
 


 
 April 


2013 
May 
2013 


June 
2013 


July 
2013 


Aug 
2013 


Sept 
2013 


Oct 
2013 


Nov 
2013 


Dec 
2013 


Jan 
2014 


Total 


CCG 5 3 9 7 6 4 1 3 8 6 52 


Provider 3 2 1 4 5 2 3 1 2 4 27 


NHS 
England 


1 1 2 1 4 2 4 0 0 2 17 


Total 9 6 12 12 15 8 8 4 10 12 96 


 
 


5.3.1 The 6 CCG complaints in January related to: 
 


o Retrospective care costs 
o Arriva Transport 
o Medication on black/grey lists 
o Services for Osteoarthritis 
o cases that relate to PCT files 


 
The 4 Provider Complaints related to Stockport Foundation Trust and concerned 
clinical treatment, communication and admin arrangements for obtaining an 
appointment. 
 


5.3.2 SFT produce a monthly complaints dashboard which is now shared with the 
CCG.  This highlights delays over the response time to complaints in the 
Integrated Care Business Group.  The Trust has assured the CCG that a Risk 
Assessment has been completed and an Action Plan put in place to address the 
backlog.  The CCG will be able to monitor the Trusts complaints through this 
dashboard.  
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Compliance Checklist: 


 


Documentation  Statutory and Local Policy 
Requirement 


 


 
All sections above completed 


 
Y 


Change in Financial Spend: Finance Section 
below completed 


N/A 


 
Page numbers 


 
Y 


Service Changes: Public Consultation 
Completed and Reported in Document 


N/A 


 
Paragraph numbers in place 


 
Y 


Service Changes: Approved Equality Impact 
Assessment Included as Appendix 


N/A 


2 Page Executive summary in place 
(Docs 6 pages or more in length) 


N/A Patient Level Data Impacted: Privacy Impact 
Assessment included as Appendix 


N/A 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining 


 


Y 
Change in Service Supplier: Procurement & 
Tendering Rationale approved and Included 


N/A 


  Any form of change: Risk Assessment 
Completed and included 


N/A 


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


N/A 
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NHS Stockport Clinical Commissioning Group 
Audit Committee 


Confirmed Minutes 


Date of 
Meeting: 


04 December 2013 Time 
From To 


14:00 15:55 


Venue: Meeting Room 1, Floor 7, Regent House 


Present: (JG)   Mr J Greenough, Lay Member (Chair) 
(GH)  Mr G Hayward, Lay Member (Co-opted) 
 


In Attendance: 


(GJ)   Mr G Jones, Chief Finance Officer 
(DS)  Mr D Swift, Senior Internal Audit Manager (Audit North West) 
(MW) Mr M Waite, External Auditor, Grant Thornton 
(JF)   Mr J Farrar, External Auditor, Grant Thornton 
(CM)  Mr C Morris, Senior Counter Fraud Manager (Audit North West) 
(LW)  Ms L Warner, Senior Internal Audit Manager (Audit North West) 
(DD)  Mr D Dolman, Deputy Chief Finance Officer 
(PP)   Mr P Pallister, Board Secretary 
 


Apologies: 


(AJ)   Dr A Johnson,  
(RM)  Mrs R Mirza,  
(TR)   Mr T Ryley,  
 


Secretary to 
Committee: 


(SJ)   Mrs S Jeeves, Personal Assistant, NHS SCCG 
 


MEETING GOVERNANCE 


Item No Meeting Item Responsible 


37.776 Apologies 
Apologies were noted from: 
Dr A Johnson, GP Locality Chair 
Mrs R Mirza, Lay member (Co-opted) 
Mr T Ryley,  Director of Strategic Planning & Governance 
 


JG 


37.777 Declaration of Interests 
JG declared an interest in the item 9 ‘Internal Audit Tender 
Update’ as a former partner of KPMG. 
 
DS declared an interest in the item 9 ‘Internal Audit Tender 
Update’ as the incumbent internal auditor. GJ confirmed that 
DS could remain for the item which was to update the 
committee on the proposed process.  


JG 
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Action: PP to circulate a declaration of interest form to 
committee members. 
 


37.778 Minutes of the last meeting held on 5th September 2013 
The minutes were reviewed and following amendments are to 
be made: 
 
Page 2, Paragraph 2, Line 7, JG requested the wording within 
the paragraph be amended to ‘JG gave the example of the 
Influenza Enhanced Service and other GP services and the 
outcome being that it is now referred to the Greater 
Manchester Local Area Team. 
 
Page 2, Paragraph 3, Line 4, MW requested that the following 
should be removed ‘and had to accept the CCG Governing 
Body Chair’s (who should be a non GP) decision as final’ and 
replaced with ‘The Chair of the meeting should have 
responsibility for deciding whether there is a conflict of 
interest and the course of action to take. The Chair may 
wish to consult the member of the Governing Body who 
has responsibility for issues relating to conflict of 
interest’. 
 
Page 3, Paragraph 5, Line 5, 213/14 changed to 2013/14 
 
Page 4, Paragraph 6, Line 1, JF changed to JM. 
 
Page 5, Paragraph 2,  
 
Section i), Temporary replace David Rogers by Associate 
Director from Merseyside Agency changed to Interim cover 
for Dave Rogers post to be provided by MIAA 
 
Section ii) Restructuring changed to MIAA to provide interim 
management of ANW services to ensure delivery of 
contractual commitments. 
 
Section iii) Look at whether Audit North West and Merseyside 
Audit should merge changed to Consideration by ANW 
board with regards to potential merger of ANW and MIAA. 
 
 
 
 


JG 


37.779 Matters Arising 
 
37.770 (a) Examples of the Conflict of Interest process to 
be included in CCG Constitution. 
DS has had a meeting with PP and provided examples 


JG 
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37.770 (b) Declaration of interest to become standing item 
on agenda 
Declaration of interests has been included as a standard item 
of the Audit Committee. 
 
37.771 Revised Risk Report by department  
Deferred until agenda item 6 
 
37.772 Report addressing the emerging issues and 
developments raised by External Audit 
All the issues raised were not covered during the Governing 
Body away day and a paper is still to be prepared.  
 
37.774 (a) Internal Audit Arrangements 
DS updated the Committee.  He confirmed that Mersey 
Internal Audit Agency (MIAA) and Audit North West have 
merged.  The new arrangements will come into effect from 01 
April 2014.   
 
JG thanked DS for the update as at 04 December 2013. 
 
37.774 (b) Members provide GJ with changes to SFI’s. 
Deferred until agenda item 10 
 
37.775    Recruitment 
JG/GJ informed the Committee that recruitment is now 
underway; the closing date is 04 December.  It is hoped that 
the roles will be filled prior to Christmas. 
 
 


37.780 Conflict of Interest and Procurement Panel Update 
JG informed members that the Panel is operating, however 
only a few business cases have been submitted for approval 
to date. NHSE had not queried the Stockport process even 
though it was not in line with current guidance.  The business 
cases which have been approved by the Governing Body 
have also been sent to NHS England for approval. 
 
GJ commented that Stockport is the first CCG to have 
submitted business cases to NHSE Greater Manchester Area 
Team for approval. Having gone through the process the CCG 
has a better understanding of NHSE requirements which will 
be helpful when submitting future business cases for 
approval. 
 


PP reported that all managers have undertaken the Business 
Case training; this should help ensure that business cases 
contain the required information and produced in a timely 
manner.  
 


JG 
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MW informed the Committee that the Stockport Conflict of 
Interest process may be used as a case study in a National 
Governance Report due to be published in February 2014. 
 


37.781 Risk & Governance Issues 


PP gave an update on the progress that has been made since 
the last meeting. The Business Management System (BMS) 
software is being implemented with training on the systems 
now delivered. Risk Management Workshops have been held 
in which there was a good level of participation across all 
directorates of the organisation 
 
GH stated that the Committee must have assurance that there 
is a Risk Register together with mitigating actions. He added 
that the Risk Register has to be seen and reviewed by the 
Audit Committee once every 12 months and had concerns 
because as at month 9 a full Risk Register had not yet been 
seen or reviewed by the Audit Committee.  
 
PP outlined that existing processes and routines can provide 
the committee with assurance that risks have been identified 
and that there are mitigating actions in place. PP reported that 
the Board Assurance Framework is regularly submitted to the 
weekly Directors’ meetings and is routinely submitted to the 
Governing Body as part of the COO’s monthly report. 
 
Action:  JG/GJ to review whether the whole risk register 
should be brought to the Audit Committee by the end of 
the year. 
 


PP 


37.782 External Audit Report 
JF presented the Audit Progress Report and Emerging Issues 
and Developments for NHS Stockport CCG. 
 
He highlighted that: 
 


 The focus will be around internal planning for 2013/14 
 


 A series of liaison meetings are to be held with GJ and 
DD 
 


 Chris Blakemore has been appointed as lead for the 
2013/14 NHS Stockport CCG audit  
 


It was highlighted that as part of the CCG Assurance 
Framework that there will be quarterly assurance meetings 
and a summary assessment at the end of the year. There is 
an expectation that attendance at the quarterly meetings 
should be appropriate for a comprehensive discussion over of 
the agenda which should include input from lay members. The 


JF 
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possible ratings are “assured”, “assured with support” and “not 
assured” which would result in intervention from NHSE. 
 
Action:  GJ inform the Governing Body of the 
requirements of the quarterly assurance meetings and a 
summary assessment at the end of the year. 
 
 
MW brought the committee’s attention to a Grant Thornton 
report titled “Alternative therapy Strengthening NHS financial 
resilience” the key messages from the report are: 
 


 CIP/QIPP programmes are not delivering 
 


 Non Recurrent Support obscures the picture on 
resilience 


 


 Non FT’s are generally less resilient than FT’s 
 


 Workforce issues are increasing. 
 


 Better Joint working is needed 
 
Putting these issues into the context that the NHS needs to 
save £30 billion between 2014 and 2021 the report highlighted 
that it is vital for NHS organisations to gain the best possible 
understanding of the challenges and potential solutions.  
 
GH asked how the Value for Money (VfM) assessment is to 
be conducted.  MW indicated that they would look at the 
Governance Statement, NHSE Assurance Framework, testing 
of plans, ITF and ensuring that the CCG has undertaken all its 
obligations/duties within its control. 
 
Action:  MW to prepare a paper detailing the VfM 
Framework 
  
JG thanked MW and JF for bring the Committee’s attention to 
the constructive challenges raised in the report 
 
Action:  JG/GJ develop a process to respond to the 
Emerging Issues and Developments raised in the External 
Audit Report. 
 


37.783 Internal Audit Reports 
 
a) Review of Internal Audit Progress Report 
 
DS presented the report and informed the Committee that 
good progress was being made against the work plan which is 


DS 
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weighted towards the later part of the financial year.   


 


A high assurance opinion was given for “Board Reporting & 
Performance Indicators” and “Communications & 
Engagement”. The recommendations raised were ‘advisory’ in 
nature.  


 


For “Constitutional Commitments” and “Managing Conflicts of 
Interest” a ‘significant’ level of assurance was given. In 
respect of Constitutional Commitments, a single 
recommendation was made which pulled together a number 
of areas where full compliance with constitutional 
commitments could not be readily identified, many relate to 
CCG constitutional changes submitted to NHS England for 
approval. 


 


Within the report reference was made to the lack of 
demonstrable evidence of the CCG’s formal endorsement of 
travelling and other allowances. Subsequent to the writing of 
the report it was accepted that a meeting of the Remuneration 
Committee in February 2013 did endorse travelling and other 
allowances which was subsequently accepted by the CCG 
Governing Body. 


 


The Management of Conflicts of Interest report contained 
recommendations which were rated “high”. The 
recommendations related to two early decisions where 
conflicts were not demonstrably managed in a way which 
facilitated full compliance with the Constitution.  


 


Within the report reference was made to an instance where 
Governing Body members did not exclude themselves from 
discussions in respect to their own remuneration. Additional 
information has subsequently been provided which evidences 
that Governing Body members did not participate in the 
discussion or voting on their own salaries, although minutes of 
relevant meetings did not necessarily make it clear that this 
was the case. 


 


JG stated that this highlights where there is a conflict of 
interest; it is essential that minutes of meeting are accurately 
recorded as this area will be under intense scrutiny. 
 
GH said that the risk in this area is enhanced and increases 
every time the NHS moves forward and Conflicts of Interest 
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issues should always be over-addressed. 
 
MW added that conflict of interest can be damaging and 
forward planning of meetings is important so that any issues 
that arise can be addressed in a timely manner.  


 


Reports for “Practice Development including Local Enhanced 
Services” and “Partnership Working” have been slightly 
delayed. The report for “Key Financial Systems” has been 
brought forward to Q3 from Q4. 


 


The Internal Audit Report with clarifications was received by 
the Committee. 
 


 
b) Local Counter Fraud Progress Report 
CM reported that the recent staff survey highlighted a 
knowledge gap and he will be undertaking further work in this 
area.  Policy templates have been sent to GJ for agreement 
prior to being sent to the Audit Committee for approval.  CM 
said that bulletins have been issued but the CCG will not be 
affected.  He confirmed that there had been no new identified 
frauds since the last meeting. 
  
CM suggested that the Governing Body should have training 
on the Bribery Act. 
 
JG was concerned at the practicalities of providing this 
training but suggested that it could be delivered at the 
meetings of the Locality Council Committees in order to raise 
awareness with GP members rather than members of the 
Governing Body. 
 
The Committee recommended that this training is provided 
either at the Locality Council Committee meetings or at a Pre-
Board meeting. 
 
Action:  GJ to speak to R Gill to explore the ways of 
providing Bribery Act training to members 


 
 
 
 
 
 
 
 


CM 


37.784 Internal Audit Tender Update 
GJ outlined that the Greater Manchester CFOs discussed 
taking a GM approach to the tendering of Internal Audit 
Services. 11 out of the 12 CCGs have agreed to take part in 
the tender exercise. 
 
The current draft Internal Audit Tender Specification sets out 
that organisations tendering can tender for GM as a whole, by 
geographically grouped  lots (with Stockport, Trafford and 


GJ 
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Tameside & Glossop CCG’s grouped together) or individual 
CCG. 
 
The CCG constitution sets out that the Audit Committee is to 
be involved in the selection process when/if an internal audit 
service provider is changed. The Committee agreed that the 
appointment of an Internal Audit Provider is a local decision 
and that this be fed back through Greater Manchester CFO’s.  
 
JG/GJ have both volunteered to be part of the selection 
process and JG declared a potential conflict of interest as a 
former partner of KPMG. 
 
Action:  GJ feedback to GM CFO’s that the appointment 
of an Internal Audit Provider is a local decision and to 
provide an update at the January meeting. 
 


37.785 Revised Detailed Financial Policies (DFP’s) 


 
DD informed the Committee that the DFP’s had been updated 
with the comments received from DS.  It was noted that there 
were inconsistencies in the DFP’s (previously referred to as 
Standing Finical Instructions) and the DFP’s have now been 
amended to be consistent with the Constitution and Primary 
Financial Policies.  
 
DD requested that he be notified of any additional 
amendments  
 
CM outlined that a minor change to section 2.5.1 is needed  


 
Action:  All to notify DD of any additional amendments.  
 


DD 


37.786 PCT Closedown/Transfer of Legacy Balances to receiving 
Organisations 
 
DD updated the committee on the progress of the transfer of 
PCT legacy balances to the CCG. The original deadline was 
the 29 November for legacy teams to analyse PCT balances 
by receiving organisation and obtain agreement as to their 
transfer. The deadline has now slipped to the 19th December 
with opening balances not expected to be in receiving 
organisation ledgers until after the month 9 Agreement of 
Balances exercise has been completed. 
 


DD 


37.787 Chief Finance Officer Routine Reports 
 


Losses & Special payments (including receivables > £5k) 
 
There were two invoices > £5k outstanding as at 31 October 


GJ 
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2013 when the report was produced. GH requested that a 
verbal update on items reported be provided due to the length 
of time that had elapsed between the report date and Audit 
Committee meeting date. 
 
Register of Waivers 
GJ reported that two waivers had been authorised. The 
waivers were for a 12 month Telehealth pilot study in Marple 
and Werneth Locality and consultancy to support the 
integration of Health and Social Care. 
 
GH requested that in relation to waivers an additional column 
titled “Authorised by”  be included in the report to provide a 
level of assurance that due process has been followed. 
 
Register of Sealing update 
None reported. 
 
Action:  Register of waivers to include the name of the 
officer who authorised the waiver. 
 
 


ANY OTHER BUSINESS 


37.788 i) GJ tabled a report entitled ‘Sponsorship from 
Pharmaceutical Industry’.   
 
Members commented that due process needs to be 
followed carefully when such requests are being 
considered to protect members and ensure that there is no 
advantage or disadvantage to providers PP suggested that 
a business case should be submitted to the Conflict of 
Interest and Procurement panel which will then report back 
to the Audit Committee. Members agreed to defer any 
decision until the correct process has been followed. 


 
Action:  GJ to discuss the correct process to follow 
with Roger Roberts and report back to the January 
meeting. 
 


ii)  JG thanked GH for his valuable contribution as a lay 
member for the Stockport CCG Audit Committee from its 
inception. 


 
 


GJ 


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on Wednesday 21 January 2014, 
13:30 – 16:30, Meeting Room 1, Floor 7, Regent House. 
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Action List 
 
 


Date of 
Committee 


Minute 
Number 


Action Point Complete 
by Date 


By Whom 


05.09.13 37.772 Report to be brought back to the Audit 
Committee addressing the emerging issues 
and developments raised by External Audit. 


21.01.14 GJ 


04.12.13 37.777 Declaration of interest form to be circulated 
to committee members. 
 


21.01.14 PP 


04.12.13 37.781 To review whether the whole risk register 
should be brought to the Audit Committee 
by the end of the year. 


21.01.14 JG/GJ 


04.12.13 37.782 (i) GJ inform the Governing Body of the 
requirements of the quarterly assurance 
meetings and a summary assessment at 
the end of the year. 
 


21.01.14 GJ 


04.12.13 37.782 (ii) Prepare a paper detailing the VfM 
framework 


21.01.14 MW 


04.12.13 37.782 (iii) Develop a process to respond to the 
Emerging Issues and Developments raised 
in the External Audit Report. 
 


21.01.14 JG/GJ 


04.12.13 37.783 GJ to speak to R Gill to discuss how best to 
provide Bribery Act training to members. 


21.01.14 GJ 


04.12.13 37.784 Feedback to GM CFO’s that the 
appointment of an Internal Audit Provider is 
a local decision and to provide an update at 
the January meeting. 
 


21.01.14 GJ 


04.12.13 37.785 Notify DD of any additional amendments to 
DFP’s) 


21.01.14 DD 


04.12.13 37.788 GJ to discuss with RR the correct process 
to follow to obtain approval to receive 
Sponsorship funding from Pharmaceutical 
Industry. 


21.01.14 GJ 
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Actions arising from Governing Body Part 1 Meetings 
 


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


040513 Report of the Chief Operating Officer 
To provide an update on risk sharing 
arrangements across Greater Manchester 
 


127/13 10 July 
11 September 
13 November 
11 December 
12 February  
 


G Jones 
 


010613 Strategic Performance Report 
For the two Lay Members to discuss 
performance reporting outside of the meeting 
 


149/13 10 July 
11 September 
13 November 
11 December 
12 February 
 


J Crombleholme 


030913 Strategic Performance Report 
To provide the members with the root cause 
analysis and action plan for emergency 
readmissions  
 
 
 


186/13 11 December 
12 February  


M Chidgey 
December 2013 update: M Chidgey requests that 
this action be deferred until February 2014 (due 
to the receipt of audit information) 
 


NHS Stockport Clinical Commissioning 
Group  
12 February 2014  
Item 4 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


060913 Report of the Chief Operating Officer 
To include the progress of the Health 
Economy Resilience Group in the routine 
compliance reporting to Governing Body 
 


193/13 8 January  G Mullins 


021113 Quality Report 
To look into the costs of the CCG becoming 
a ‘safe haven’ 
 
 


211/13 12 February  R Gill 


051113 Any Other Business 
To obtain clarification regarding the process 
at UHSMNHSFT for obtaining psychiatric 
assessments 
 


219/13 8 January  M Chidgey 


011213 Patient Story 
To invite the carer to get involved in the 
production of a carer’s pack for dementia 
 


232/13 12 February J Idoo 


021213 Quality Report 
To share with the chair a CQuIN dashboard 
 


236\13 12 February M Chidgey 


031213 Report of the Chair 
To improve accessibility of documentation on 
the CCG’s website 
 
 
 


239/13 12 March J Crombleholme  / T Ryley 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


041213 Report of the Chief Operating Officer 
To publish the summary document of the 
Association Governing Group 
  


240/13 12 February R Gill 
Update: The December agenda has been 
uploaded to the website with this document now 
included. 
 


051213 Report of the Chief Operating Officer 
To share with the members the new CCG 
assurance process once known 
 


241/13 12 March G Mullins 


061213 Public Sector Equality Duties 
To prioritise during the planning round the 
issue of continuous service provision from 
childhood to adulthood 
 


243/13 12 March T Ryley 
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Executive Summary 


 


What decisions do you require of the Governing Body? 


 
To note the financial position at Month 9 and forecast 13/14 at this date. 


 
 
 


Please detail the key points of this report 


 


 Year to date surplus of £2,678k in line with plan 


 Forecast surplus of £3,580k in line with plan 


 Healthcare contracts are forecasted to overspend by £3,391k, 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 February 2013 


Agenda item: 9 


Reason for being in Part 2 (if applicable) 


  
N/A 
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Financial Position as at Month 9 
 


1.0 Introduction 
 
1.1 This paper provides an update on the financial position of NHS 


Stockport CCG as at 31st December 2013 and provides a forecast 
outturn position for the year i.e. forecast 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. The CCG is required to deliver a £3.5m surplus in 13/14 
i.e. a 1% surplus. 


 
2.0 Financial position as at Month 9 & forecast outturn at this date 
 
2.1 The financial position of the CCG as at month 9 is summarised in the 


Table 1 below. Members will note actual performance to month 9 is 
broadly line with the year to date plan and similarly the forecast 
position for 2013/14 also remains in line with plan based on available 
information at the end of December. 
 
Table 1 
 


Plan Actual


(Surplus) / Deficit (Surplus) / Deficit


£000s £000s £000s


Month 9 YTD (2,625) (2,678) (53)


Year End Forecast (3,500) (3,580) (80)


(Favourable) / 


Adverse


 
 
 
2.2 Healthcare Contracts (Acute, Mental Health, Community Health, 


Continuing Care, Primary Care and Other) 
 


The YTD performance to month 9 shows a £1.8m overspend against 
these healthcare budgets.  


 
The main area of overspend is within Acute Contracts which are 
overspending by £2.5m largely due to:  


 


 Stockport Foundation Trust (£979k) with continued over 
performance in outpatient and critical care activity.  


 


 Central Manchester University Hospital Foundation Trust (£378k) 
over performance is largely due to Devices and Other Payment by 
Result (PbR) Exclusions, Urgent Care and IVF. 


 


 University Hospitals of South Manchester Foundation Trust 
(£1.0m) over performance due to Outpatient, Day Case and 
Elective activity  
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 East Cheshire (£265k) is also over performing due to Outpatient 
and Day Case activity.  


 
2.3 Current projections on Acute activity/performance indicate a likely 


forecast overspend of c£2.46m. The forecast overspend on acute 
Providers is offset by slippage within reserves. 


  
2.4 Prescribing 
  
2.4.1 The NHSBSA has provided actual spend to October 13. The position 


reported at month 9 therefore includes an estimate for the months of 
November and December which, combined with actuals up to October, 
shows a YTD overspend of £331k. The YTD overspend is a due to the 
cost of flu vaccines administered by GP’s totalling c£300k being 
charged to the CCG rather than NHS England as per NHS 
commissioning responsibilities. Invoices have been raised in February 
2014 to transfer these costs to NHS England.  
 


2.4.2 The prescribing forecast outturn of a £149k 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.  


 
2.4.3 Members are reminded that the prescribing QIPP of £3.5m has already 


been fully embedded within the prescribing budget and therefore we 
must recognise the excellent performance to date by our member 
practices supported by the medicines management team. 
 


2.5 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). 


 
 Table 2 
 


Running 
Costs 


YTD 
Budget 


 
£000s 


YTD 
Actual 


 
£000s 


Variance 
(Favourable) 


/ Adverse 
£000s 


Annual 
Budget 


 
£000s 


Forecast 
Outturn 


 
£000s 


Variance 
(Favourable) 


/ Adverse 
£000s 


CSU 1,799 1,772 (27) 2,233 2,206 (27) 


Non CSU 2,957 2,938 (19) 4,947 4,907 (40) 


Total CCG 
Running 
Costs 


4,756 4,710 (46) 7,180 7,113 (67) 


 
 


2.5.1 There is a small underspend (c£46k) as at month 9. The forecast 
position is expected to remain broadly at this level. 
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2.6 Reserves 


 
Table 1 in Appendix 2 sets out the reserves currently 
held at month 9. Reserves have been categorised as follows:- 


 
2.6.1 Demand – The balance retained in this reserve is set aside to support 


demand pressures (i.e. increases above planned activity) in Acute 
contracts.  


 
2.6.2 Investments – these reserves reflect the 2% non-recurrent 


investments set aside i.e. 1.0% contribution to Greater Manchester 
Pool and 1.0% local investments, together with the CCG’s recurrent 
investments. As at month 9 slippage totalling £2.0m has been 
identified, however due to the proximity of the financial year end there 
is a potential for additional investment slippage to be identified. The 
investment slippage of £2.0m currently identified at month 9 is 
supporting the forecast outturn position.  


 
2.6.3 Contingency – calls against contingency sum have been identified as 


at month 9 with the £1.4m uncommitted contingency supporting the 
financial position.  


 
2.6.4 QiPP/CIP – this reserve reflects the remaining £2m of the CIP and 


QIPP schemes yet to be achieved together with the Specialist 
Commissioning Risk reserve of £1.84m. Against the remaining £3.9m 
savings to be achieved it is anticipated that £2.4m will be achieved 
leaving a shortfall of £1.5m against the original plan which is to be 
achieved mainly from savings identified with continuing care budgets.  


 
2.6.5 In year adjustments to allocations – this reserve reflects in year 


allocations which have not yet been released to income and 
expenditure budgets.  


 
2.7 The financial risks present at month 9 are categorised below:- 
 
2.7.1 Allocation Risk – members have been made aware of the various risk 


share agreements put into place by Greater Manchester CCGs. We 
have not anticipated any further resource transfers in our 13/14 
forecast position. 


 
2.7.2 Specialist Commissioning – During month 9 we received an allocation 


transfer of £819k in relation to East Cheshire Specialist Services 
Recurrently, the net impact of the transfer of Specialist Commissioning 
responsibilities to NHS England still poses a risk to NHS Stockport 
CCG and has left a £2.2m shortfall going forward into 2014/15. 


 
2.7.3 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 9. Our forecast position assumes our ‘most likely’ position on 
the basis that these trends are subject to seasonal variation.  
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2.7.4 CIP Delivery – our strategic investments were approved by NHS 
England in October 13. As a result, schemes were implemented later 
than planned and will therefore not deliver the level of saving as 
originally planned. The CIP saving which were to be delivered as a 
result of the strategic investments will now be delivered mainly by 
saving identified within continuing care budgets as stated above. 
 


 
3.0 Cash Forecast 


 
3.1 CCG’s have a statutory 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. 
 


3.2 MCD’s include the cash payments made by NHS Business Services 
Authority (NHS BSA) for Prescribing and Home Oxygen Therapy. NHS 
England has derived a CCG’s Maximum Cash Drawdown based on an 
Annual Cash Forecast Requirement 2013/14 exercise completed by 
CCG’s in December 2013. NHS England then revised CCG cash 
forecasts down so that CCG cash forecasts were within the NHS 
England Group total cash limit. 
 


3.3 NHS Stockport CCG has been notified by NHS England in January 
2014 that its MCD is £324,668k which is £5,450k less than the annual 
cash forecast requirement the CCG submitted as part of the December 
2013 exercise.  
 


3.4 It is anticipated that there will be a further reiteration of the MCD based 
on another Annual Cash Forecast exercise that will be conducted in 
February 2014. In the event that the CCG’s MCD is not increased in 
line with its 2013/14 cash forecast requirement a risk mitigation plan is 
being developed given the potential impact on the CCG’s ability to fulfil 
its contractual payment obligations and meet the Public Sector 
Payment Policy (PSPP) statutory duty during March 2014. The CCG’s 
is currently in discussion with the NHS England Greater Manchester 
Area Team about this issue. 
 


3.5 Table 3 below sets out the CCG’s cash forecast requirement against its 
MCD limit  together with the actual cash drawn down to 31 December 
2013. 
 
 
Table 3 
 


Forecast 
Cash 


Requirement  
 


£000’s 


Maximum 
Cash 


Drawdown 
Limit  
£000’s 


Additional 
Cash 


Requirement 
 


£000’s 


YTD Actual 
 
 
 


£000’s 


330,118 324,668 5,450 241,270 
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4.0 Balance Sheet 


 
4.1 Appendix 3 details the balance sheet of the CCG as at 31st December 


2013. 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 will only bring into account as at 1st 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 9 (31st December 


2013) 
 
5.1.2 Note the volatility within the acute provider position that could impact 


on the CCG’s ability to deliver the target surplus in 13/14. 
 


5.1.3 Note the risk that the CCG may have a cash shortfall and the potential 
impact of the CCG’s ability to fulfil its contractual payment obligations 
and meet the Public Sector Payment Policy (PSPP) statutory duty 
during March 2014. 
 


5.1.4 Note the potential for additional investment slippage to be identified. 
 
Gary Jones 
Chief Finance Officer 
4 February 2014 
 
 


 


Documentation  
Statutory and Local Policy 
Requirement 


 


Cover sheet completed Y 
Change in Financial Spend: Finance Section 


below completed 
Y 


Page numbers N 
Service Changes: Public Consultation 
Completed and Reported in Document 


n/a 


Paragraph numbers in place Y 
Service Changes: Approved Equality Impact 


Assessment Included as Appendix 
n/a 


2 Page Executive summary in place                            
(Docs 6 pages or more in length) 


n/a 
Patient Level Data Impacted: Privacy Impact 


Assessment included as Appendix 
n/a 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining 


Y 
Change in Service Supplier: Procurement & 
Tendering Rationale approved and Included 


n/a 


  
Any form of change: Risk Assessment 


Completed and included 
n/a 


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


n/a 
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Board Assurance Framework     


  


...
1. There are inadequate systems in place 
for managing the quality and safety of the 
services which we commission.


Chidgey, 
Mark


31/12/2013
• CCG Priority 1 - Long-term 
conditions 
• CCG Priority 4 - Quality


• Francis 2 published 04/13 
• Keogh Reviews 07/13


Risk remains yellow and is expected to stay at this level in the short to medium term. New processes are being embedded. We are about to enter a new contracting round and the quality strategy is being 
reviewed. 


31/12/2013


...
2. We fail to deliver our major service 
reform programmes.


Jones, 
Diane


31/12/2013


• CCG Priority 1 - Long-term 
conditions 
• CCG Priority 2 - Paediatrics 
• CCG Priority 4 - Quality


• Phase One demonstrator 01/14


This strategic risk continues to be rated as 'red'. 
Demonstrator: The majority of the Demonstrator services will go live by 20 January 2014. 
A full evaluation of the Demonstrator pilot will be undertaken to provide evidence regarding which elements should be pursued. A strategic outline case for the full integration programme will be presented to the 
Governing Body in February. A cost model is currently being developed and should be available by February. 


31/12/2013


...
3. The members are not adequately 
engaged with the CCG's strategy and 
priorities.


Roberts, 
Roger


31/12/2013


• CCG Priority 1 - Long-term 
conditions 
• CCG Priority 2 - Paediatrics 
• CCG Priority 3 - Cost 
effectiveness 
• CCG Priority 4 - Quality 
• CCG Priority 5 - Prevention


• Council of Members 09/10/13


Federation is moving forward with interest from all four localities. Consultancy support is to be brought in to facilitate development during January and February. 
31/12/2013


...


4. The adoption of clinical best practice 
guidance and innovation by the CCG is 
limited or slow (due to provider 
mobilisation or CCG financial contraints)


Owen-
Smith, 
Vicci


31/12/2013
• CCG Priority 3 - Cost 
effectiveness 
• CCG Priority 4 - Quality


• IVF decision by GB 05/13


There are a number of areas within NICE guidelines where the system is not compliant because it requires investment. These gaps will be prioritised as part of the planning round and are always assessed for 
clinical risk. Currently the assessment is that there are no clinical risks as a consequence of not adopting best practice. 


31/12/2013


...


5. The organisation's capacity, capability 
and/or internal engagement are 
inadequate (Including commissioned 
support services).


Ryley, Tim 31/12/2013


• CCG Priority 1 - Long-term 
conditions 
• CCG Priority 2 - Paediatrics 
• CCG Priority 3 - Cost 
effectiveness 
• CCG Priority 4 - Quality 
• CCG Priority 5 - Prevention


• CSU re-procurement 21/03/14 
• General Election 01/05/15 
• Lower running costs 01/05/15 
• NHS England review 01/05/14


A number of CSU products are not delivering as hoped but we have given notice that we will reproduce these at the earliest opportunity, in October 2014. Additional work is being done in Febuary/ March to 
review the best use of CCG resources to ensure better alignment with our delivery plans. 


31/12/2013


...
6. Our providers fail to provide efficient 
and timely health services to the patients 
and public of Stockport.


Chidgey, 
Mark


31/12/2013


• CCG Priority 1 - Long-term 
conditions 
• CCG Priority 2 - Paediatrics 
• CCG Priority 3 - Cost 
effectiveness 
• CCG Priority 4 - Quality


• CSU re-procurement 21/03/14 
• ED Action plan: High level of activity 
01/06/13


Board Assurance Framework Summary


Risk
Directorate 
Lead


Source 
Date


Oct 13 Nov 13 Dec 13
3 mth 
Trend


12 mth 
Trend


Affects: Events and Mitigating Actions


  







The rating of red reflects the likely failure at Stockport FT of the 18 week admitted target for both November and December. An action plan is awaited and needs to address the current issue and sustainability. 
31/12/2013


...
7. We fail to ensure that the CCG remains 
within financial balance.


Jones, 
Gary


31/12/2013 • CCG Priority 4 - Quality
• Agreement of risk sharing across GM 
28/08/13


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 is just under the recurrent surplus level 
required by NHS England. 


31/12/2013


...
8. The CCG fails to deliver its QuIPP 
targets.


Mullins, 
Gaynor


31/12/2013


• CCG Priority 1 - Long-term 
conditions 
• CCG Priority 2 - Paediatrics 
• CCG Priority 3 - Cost 
effectiveness 
• CCG Priority 4 - Quality 
• CCG Priority 5 - Prevention


• Publication of 2014/2015 Operating 
Framework & local government 
settlements 21/08/13


This strategic risk remains on amber. Performance against the four hour emergency department target is deteriorating. 
31/12/2013


...
9. The CCG fails to meet its statuatory 
duties for compliance (including those for 
procurement).


Ryley, Tim 31/12/2013 • CCG Priority 4 - Quality


• 2013/14 SIC from Internal Audit 
01/04/14 
• DH publish guidance on procurement 
01/09/13


The Governing Body received the quality delivery system report, work is continuing to ensure staff complete necessary mandatory training. The compliance dashboard is still routinely part of performance. Our 
approach to managing conflicts of interest and procurement has been quoted as a good example in a national report by Grant Thornton, our external auditors. 


31/12/2013


...
10. The CCG fails to deliver its planned 
improvements to the health inequalities of 
the patients and public of Stockport.


Owen-
Smith, 
Vicci


31/12/2013 • CCG Priority 5 - Prevention • JNSA refresh 01/03/14


Progress against strategic aim 5 has been slow, as discussed at the Governing Body in November. Health improvements are showing when we review trends; these are likely to have been as a result of many 
different factors and it is hard to isolate the impact of the CCG. Locality Business Managers are working with individual practices where preventable interventions are low. Investment set aside for strategic aim 5 is 
being spent during 2013/2014 and is focusing on Hypertension. 


31/12/2013


...
11. The CCG fails to deliver its planned 
improvements to the health literacy of the 
patients and public of stockport


Ryley, Tim 31/12/2013


• CCG Priority 1 - Long-term 
conditions 
• CCG Priority 2 - Paediatrics 
• CCG Priority 5 - Prevention


• Programme Board established 01/11/13


Limited CCG capacity is impacting on delivery. We are approaching the local authority public health department to see if they can supply project management support. Greater emphasis on this area will be 
evident in the CCG revised plan, one key focus of which will be on hypertension. 


31/12/2013


Board Assurance Framework Summary


Risk
Directorate 
Lead


Source 
Date


Oct 13 Nov 13 Dec 13
3 mth 
Trend


12 mth 
Trend


Affects: Events and Mitigating Actions
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT THE HEATONS SPORTS CLUB, GREEN LANE, STOCKPORT 
ON WEDNESDAY 11 DECEMBER 2013  


 
PART I 


 
PRESENT 


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


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


APOLOGIES 
 
 None 
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229/13 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. 
 
There were no apologies received as the full Governing Body was assembled. 
 
 
230/13 DECLARATIONS OF INTEREST 
 
The chair invited the members of the Governing Body to declare their interests.  
 
A Aldabbagh added to his declaration of November 2013 by informing the 
members that he is also a member of the Royal College of General Practitioners. 
 
There were no further interests declared in addition to those previously made and 
held on file by the Board Secretary. 
 
 
231/13 APPROVAL OF THE DRAFT MINUTES OF 13 NOVEMBER 2013 
 
It was agreed that the draft minutes of the meeting of NHS Stockport Clinical 
Commissioning Group’s Governing Body held on 13 November 2013 be accepted 
as a correct record of the meeting. 
 
 
232/13 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 there is an update within today’s 
Finance Report but advised that the allocation transfer has not yet been received 
 
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 
started discussions on this topic but need to continue these as they have not yet 
arrived at any clear agreement. They will discuss further after this meeting today 
 
020713: To provide a response from the CCG [on the Overview and Scrutiny 
Committee’s review of mental health services]: M Chidgey informed the members 
that this has now been sent. This item can be removed from the list 
 
010913: To consider holding a masterclass looking at consultation techniques. V 
Mehta explained that there is a masterclass planned which will be open to all staff 
in GP practices. This item can be removed from the list 
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040913: To ask Mastercall to remind its employees of the weekend process for 
TIA. C Briggs updated the Governing Body that she has spoken to the Medical 
Director at Mastercall who has agreed to publicise this to all of their clinicians. This 
item can be removed from the list 
 
050913: To confirm if NHS Property Services Ltd will charge VAT to the CCG. G 
Jones explained that NHS Property Services Ltd can charge us VAT and that the 
CCG is generally unable to claim this back. This item can be removed from the list 
 
011113: To provide an explanation of why the CCG is reporting ‘red’ against the 
NHS Constitution indicator. G Mullins reminded the members that, following last 
month’s meeting, she issued a note explaining that this was due to the Foundation 
Trust failing to meet the Emergency Department target for Quarter 1 and Quarter 2 
and for our performance against the target for improving access to psychological 
therapies. This item can be removed from the list 
 
031113: To provide a detailed review of TIA performance. M Chidgey explained 
that this is contained within today’s Quality Report. This item can now be removed 
from this list 
 
041113: To review the process whereby these [Audit Committee] minutes are 
received by the Governing Body. P Pallister informed the members that it has been 
agreed with J Greenough and G Jones that the draft minutes will be circulated in 
future. This item can be removed from the list  
 
The Governing Body noted the updates. 
 
 
233/13 NOTIFICATION OF ITEMS OF ANY OTHER BUSINESS 
 
The Chair invited items of additional business; one item was submitted by T Stokes 
and one item by J Pantall. 
 
 
234/13 PATIENT STORY 
 
The Governing Body watched a video of a Stockport resident talking about her 
experience of her mother’s diagnosis of dementia and of the care which she 
subsequently received. 
 
J Idoo noted from the Patient Story that it highlights the untapped resource which 
carers represent. She added that many GPs are not aware of all of the support 
services which are available for carers. She continued that there is an information 
base built into the Hub integration model. In addition to the issue for primary care 
the service is also looking for consultants to be made aware of what is available. 
 
J Pantall asked how the CCG addresses the needs of the carers themselves. V 
Mehta explained that support is provided to the carer as well as to the patient 
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receiving the dementia diagnosis. He added that part of the enhanced primary care 
framework includes training on dementia for GPs and receptionists.  
 
C Briggs noted the issue of uncertainty for both the patient and the carer following 
a diagnosis of dementia and suggested that they need a similar system of care 
around the patient and carer as is received by those who receive a cancer 
diagnosis. J Crombleholme asked if there is a pack available to patients and carers 
with supporting information and P Carne replied that this exists in his practice. J 
Idoo explained that a resource is being developed which will be made available to 
all practices and offered to follow up on this. 
 
A Aldabbagh observed that ideally there would be an information pack available for 
all possible diagnoses but in reality this presents a storage issue for the practices if 
they are in paper format. He suggested that printed materials could be issued to 
patients and carers from a central location. D Jones suggested that the Care Hub 
could be such a central repository.  
 
T Ryley remarked that printed materials very quickly become out of date and 
suggested looking for an electronic alternative such as an app. 
 
V Mehta offered to work on this with the local authority and FLAG linking into the 
Better Care Fund and J Crombleholme asked for an update to be brought to the 
March meeting. 
 
J Crombleholme asked that her thanks be conveyed to the carer for sharing her 
story and that she be taken up on her offer of supporting the production of an 
information pack for patients with dementia and their carers. 
 
The Governing Body noted the Patient Story. 
 
 
235/13 CARERS’ STRATEGY 
 
M Chidgey presented the Stockport Carers’ Strategy and opened the discussion by 
informing the members of the Governing Body that there are approximately 32,000 
carers in Stockport so therefore this strategy touches on many of our population. 
 
D Jones explained that through the demonstrator project her team is working with 
a couple of practices on developing assessments for carers because it is 
recognised that carer breakdown is a significant issue. She added that the carer’s 
needs need to be aligned to the patient’s care plan. 
 
T Ryley asked if Pennine Care NHS Foundation Trust is actively involved with this 
strategy; M Chidgey responded that both Stockport NHS Foundation Trust and 
Pennine Care NHS Foundation Trust have agreed CQuINs within their contracts 
regarding the identification of carers. 
 
G Jones added that there is an element of the Better Care Fund for 2015/16 
identified for the support of carers. 
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V Mehta noted that it is helpful that the strategy identifies the issues facing young 
carers as this group have significant unmet needs. 
 
J Crombleholme observed that this is a very focused strategy on a topic which is 
hugely important for the CCG, and asked if any member of the Governing Body 
would wish to become the CCG’s carers’ champion. J Idoo volunteered as she felt 
that this work links with her role, and J Crombleholme said she was happy to 
support this work. 
 
The Governing Body endorsed the Carers’ Strategy noting the implications 
contained therein. 
 
 
236/13 QUALITY REPORT 
 
M Chidgey presented the monthly Quality Report and asked the members if they 
had any questions. 
 
J Greenough stated that he didn’t feel that he had enough detail regarding the 
CQuINs. M Chidgey explained that CQuINs are part of our contract with the 
Foundation Trust and are discussed within the contract meetings. They are also 
reviewed within the CCG at the Quality and Provider Management Committee 
meetings and detail is contained within the meeting’s minutes which are included 
within the report to Governing Body. M Chidgey offered to bring to a future meeting 
of the Governing Body an annual report setting out achievement of CQuINs by 
provider. J Greenough asked if this report should be received more than annually 
and M Ryan suggested that it could be brought quarterly to the Governing Body. 
 
T Ryley asked the members to consider how much detail is brought to the 
Governing Body; he reminded the members that the Quality and Provider 
Management Committee will escalate issues as they see appropriate but cautioned 
that the Governing Body should guard against duplicating the committee’s work. J 
Crombleholme supported this general approach but explained that she would like 
to see a CQuIN dashboard and, on receipt of this, she would decide at what 
frequency this should be reported. 
 
J Pantall asked if any useful information regarding patient experience is coming to 
the CCG from the Patient Reference Groups. M Chidgey explained that the Patient 
Experience Surveillance Group has now been established with the purpose of 
bringing together such information to draw out the themes and issues. He stated 
that the group is only newly formed and so there is no specific update yet. 
 
With regards to the safeguarding report S Johari asked if there is clarity for the 
GPs as to what constitutes level 3 training; V Mehta explained that the General 
Practice Development team are discussing training options at the locality council 
committee meetings. V Mehta agreed to follow this up at the masterclass in 
January 2014. 
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G Mullins added that a special meeting has been convened by the Area Team to 
clarify the responsibilities towards safeguarding for both the CCG and the Area 
Team. 
 
V Mehta explained that work is ongoing to redraft the TIA pathway and this is being 
shared with the GPs at the locality council committee meetings and, following 
these, there will be a rolling communications programme. He stated that the 
October figures suggested an achievement rate of 50%. S Johari asked if this is 
50% of high risk patients and M Chidgey confirmed this. 
 
J Greenough stated that he is pleased with the progress being made. P Carne 
suggested that the out of hours pathway refers people to the Emergency 
Department. C Briggs explained that currently if someone calls the out of hours 
service with a suspected TIA they will be referred to the Emergency Department 
however a pathway change is being launched in January whereby the patient will 
be seen by a Mastercall clinician. T Stokes added that Healthwatch has received 
feedback suggesting that there is improved awareness of the TIA pathway 
amongst GPs. M Chidgey reminded the members that these pathways are interim 
until the stroke centralisation centres are opened.     
 
J Crombleholme noted in the Quality Report the reference to four Stockport GP 
practices having five or more red flags on the national primary care web tool; she 
stated that she didn’t recognise this information. V Mehta explained that he and R 
Roberts are working on this area, and G Mullins added that this is part of a national 
process. V Mehta assured the Governing Body that any clinical concerns would be 
escalated through the Quality and Provider Management Committee. 
 
The Governing Body noted the contents of the Quality Report and supported the 
actions underway to improve the performance of our providers’ quality. They also 
ratified the Safeguarding Children and Vulnerable Adults Policy and Training 
Strategy 2013/15. 
 
 
237/13 FINANCE REPORT 
 
G Jones presented the month 7 Finance Report, and explained to the members 
that the CCG’s actual performance to month 7 is broadly in line with the year-to-
date plan. He explained that contract over-performance by some of our providers is 
being mitigated through the use of some non-recurrent monies. He added that, 
looking ahead, there will be a challenge for the CCG to achieve the required 2% 
recurrent surplus for 2014/15. 
 
He explained to the members that the expected resolution of the specialist 
commissioning issue has now slipped to month 9. He hopes to be able to confirm 
receipt of the monies at the next Governing Body meeting. He reminded the 
Governing Body that the net impact of the transfer of specialist commissioning 
responsibilities to NHS England has left the CCG with a shortfall of £2.2m going 
forward into 2014/15. 
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G Jones concluded by explaining that we will learn next week the CCG’s 
allocations for 2014/15 and 2015/16. 
 
J Pantall asked if inflation in the NHS is running at approximately 5% and G Jones 
replied that inflation is currently in the region of 2.5% for price inflation and 2.5-3% 
for demand growth. He reminded the members that the tariff deflator of 4% will put 
pressure onto providers during 2014/15. 
 
J Greenough voiced his support for G Jones’s message by explaining that the 
CCG’s slowness to invest is potentially storing up problems for the future.  
 
J Greenough asked why the CCHC team are underspending and G Jones 
explained that this is because the anticipated activity increase has not occurred. 
 
T Stokes asked the cost implications of the proposed changes to cancer services. 
R Gill explained that Greater Manchester spends proportionately more on cancer 
services than anywhere else in the country and yet the outcomes are not the best.  
He reminded the members that our cancer services are commissioned through the 
specialist commissioning arrangements and he suggested that they need to be 
commissioning for better outcomes at a lower cost. 
 
The Governing Body noted the financial position as at month 7. 
 
 
238/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS  
 
The Chair invited updates from the Locality Council Committee chairs. 
 
S Johari informed the members that things have been quiet although there is a 
meeting of the Heatons and Tame Valley Locality Council Committee being held 
on 18 December at which one of the Foundation Trust’s Associate Medical 
Directors is due to attend. 
 
J Crombleholme asked the current situation of the patient reference groups and S 
Johari answered that their feedback is discussed during the weekly practice 
meetings. He explained that the concerns being raised are broader than just about 
opening hours, and stated that it is a two way process whereby some GPs will ask 
their patient reference group’s opinion on a particular topic. He concluded by 
saying that at the last meeting of the Locality Council Committee the feedback 
concerning the CCG had been positive. 
 
A Johnson explained that at the Marple and Werneth Locality Council Committee 
they have discussed the idea of including a representative from one of the patient 
reference groups but have not yet decided how to proceed with choosing just one 
representative out of all of the practices. He added that many practices use their 
websites and newsletters to engage with their patient reference groups. 
 
P Carne informed the members that he is now the substantive Locality Council 
Committee chair for Cheadle and Bramhall. He explained that his most recent 
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locality meeting included a presentation on the rapid response initiative, peer 
review of referrals, and a further discussion regarding federation. He expects that 
the locality will soon be making an announcement regarding this. He has started 
his practice visits and generally the feedback has been good although there have 
been some comments regarding the format of the care plan. J Crombleholme 
asked if the feeling amongst the GPs is generally more positive and P Carne 
confirmed this to be the case. He concluded by stating that there is no patient 
reference group representative within his Locality Council Committee. 
 
A Aldabbagh explained that in the Stepping Hill and Victoria locality the focus for 
the Locality Council Committee meetings has been on gathering together the GPs 
and sharing views and conducting peer reviews. These have been useful. He 
agreed with the earlier comment and stated that the care plans are too time-
consuming, and he is not convinced that the care homes are using them well. He 
questioned the core information requirements as some of the sections seemed 
less appropriate for some cohorts of patients and explained that there was a 
feeling in the locality that the GPs are doing this because they’ve been told to do it 
but they cannot always see the value in it. 
 
V Mehta responded that the care planning is a huge piece of work which he feels is 
well-resourced but he accepted that there is the challenge of ensuring that we get 
the most value from this. He added that NHS England are looking to change the 
GP contract to focus more on care planning. The document will be revised to take 
account of feedback by April 2014. 
 
J Crombleholme asked V Mehta if he will be engaging with the localities as the 
care planning develops and he replied that he will and, by example, mentioned that 
he had discussed it with the LMC the previous evening. He explained that he has 
discussed with G Mullins making use of information technology systems to obtain 
feedback from the GPs on the document. 
 
A Johnson mentioned that he has been asked by his locality to blog from today’s 
meeting and offered to share this with all of the locality council committees. 
 
V Mehta added that there are ongoing discussions as to the best way of 
encouraging patient participation in the locality council committees and how this 
relates to the patient reference groups. It has been suggested that specific 
questions could be asked of the patient reference groups to obtain their feedback 
on relevant issues. 
 
The Governing Body noted the updates from the Locality Council Committee 
chairs. 
 
 
239/13 REPORT OF THE CHAIR  
 
J Crombleholme informed the members of the public and staff present that the 
Governing Body had held a Part 2 (closed) meeting during November to discuss 
the reprocurement of services from the Greater Manchester Commissioning 
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Support Unit. The reason for this having been held in private was that the 
decisions made could impact upon staff both of the CCG and of the CSU. 
 
J Crombleholme also updated those present that the Governing Body had been 
sighted of the timetable for the re-procurement of the wet AMD service. She 
concluded by explaining that she has met with Stockport NHS Watch and agreed 
to work on progressing the transparency of the CCG’s workings. One example of 
this is the fact that the minutes from the Governing Body’s committees are now 
being presented here. Another suggestion was to make documentation on the 
website easier to find and work will continue on this. 
 
The Governing Body noted the updates by the chair. 
 
 
240/13 REPORT OF THE CHIEF CLINICAL OFFICER 
 
R Gill provided the following updates to the Governing Body: 
 


- He reminded the members that he has circulated the latest summary 
document from the Association Governing Group. In this the Healthier 
Together programme receives strong backing. There was a discussion held 
regarding the funding of Healthier Together and an agreement reached to 
increase the budget slightly. It was also approved to move to a more sector-
based approach. There was agreement to move to a consistent process for 
the effective use of resources across Greater Manchester. He agreed to 
publish this document on the CCG’s website   


- There has been further work carried out on drafting the CCG’s future 
commissioning intentions following the Governing Body’s discussions at the 
November meeting. When ready these will be made available on our 
website  


- There is work underway to re-specify for the reprovision of Medicine across 
the South Sector. This will start with cardiology and aims to procure better 
care with faster access  


- He informed the members that the CCG is working more closely with its 
colleagues across the South Sector (Tameside and Glossop and Trafford 
CCGs). They are at the early stages of considering what hospital-based 
care we would want across the sector. This thinking is at the early stages 
and will progress to involve local authority colleagues soon. 


 
The Governing Body noted the updates from the Chief Clinical Officer. 
 
 
241/13 REPORT OF THE CHIEF OPERATING OFFICER 
 
G Mullins provided the following updates to the members: 
 


- She explained that this month’s agenda does not contain a Strategic 
Performance Report because the process for its production is undergoing 
change. Following a review it has now been agreed that G Mullins and R 
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Gill will have a detailed conversation with the directors which will then inform 
her narrative. The reporting will recommence for the next meeting 


- G Mullins informed the members that there was the second checkpoint 
meeting for the CCG with the Area Team. This was generally quite positive 
and focused on how the CCG is working to engage with both its members 
and with its public. The assurance process for CCGs will change going 
forward and, once this is known, it will be shared with the members 


- She informed the Governing Body of the good news that Mastercall have 
won an award for its work on integration with NWAS for the Pathfinder 
service.   


 
The Governing Body noted the updates. 
 
 
242/13 CLINICAL POLICY COMMITTEE REPORT 
 
V Owen-Smith presented the Policy and Innovation update and provided the 
following key messages from the Clinical Policy Committee: 
 


- Stockport NHS Foundation Trust has declared non-compliance with four 
ophthalmology Technical Appraisals. She explained that the committee has 
been unable to find out the reasons for this non-compliance and therefore 
will escalate the issue to the quality contract meeting being held this 
afternoon 


- The committee recommends that testing for familial hypercholesterolemia 
should be a priority for investment; this supports the Greater Manchester 
approach 


- V Owen-Smith and M Chidgey are meeting with a representative of NHS 
England to progress the issue of the epilepsy pathway and best practice. 


 
V Mehta commented that he has been made aware of some recent issues 
regarding ophthalmology and stated that it is disappointing that we are not seeing 
the expected levels of improvement. M Chidgey explained that the CCG has 
written formally to the Foundation Trust asking for an action plan as to how they 
will resolve the waiting list issues. G Mullins clarified for the members that there 
are issues with the waiting lists for both ophthalmology and orthopaedics. M 
Chidgey added that because of these the Foundation Trust will not achieve its 
‘referral to treatment within 18 week’ target for November and December. 
 
P Carne asked if the launch of the minor eye surgery service has had any impact 
and V Mehta replied that the service is currently being reviewed but we are not 
sure that we are seeing the expected positive impact. J Idoo added that some 
patients of the minor eye surgery service are being directed elsewhere including to 
the Emergency Department for prescriptions. V Mehta replied that this will be 
included within the scope of the review. 
 
R Gill informed the Governing Body that the Association of Governing Groups has 
considered the option of establishing genetic testing for familial 
hypercholesterolemia and has decided not to support this. 
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T Stokes asked the current situation regarding IAPT (increasing access to 
psychological therapies) and J Crombleholme replied that G Evans provided an 
update to the Quality and Provider Management Committee explaining that waiting 
times have reduced over the last twelve months. R Gill commented that people 
should not be being discouraged from accessing treatment which would be 
beneficial to them and that it is the job of the CCG to ensure the service has the 
capacity to manage its demand. 
 
The Governing Body noted the new policies, noted the costing implication of 
Technical Appraisal 297 for Ocriplasmin, and received the minutes of the Clinical 
Policy Committee for August, September, October and November 2013. 
 
 
243/13 PUBLIC SECTOR EQUALITY DUTIES 
 
T Ryley presented the Public Sector Equality Duty: Annual Equality and Diversity 
Report. He explained that the CCG has a statutory duty to publish such information 
on an annual basis and that this annual report is a summary of four individual 
reports on workforce, service access, interpretation, and patient experience. He 
also informed the members that currently the CCG is administering the 
interpretation budget for Stockport on behalf of the Area Team. 
 
D Jones noted that the patient experience section includes some important 
considerations for the CCG. J Crombleholme expressed disappointment that there 
is a gap in learning disability services for Stockport residents from the age of 16 
until the age of 18. T Ryley responded that this is a known gap in provision and 
that it will be prioritised during the coming planning round. J Crombleholme 
suggested that the health economy could agree a consistent approach to the age 
at which a child becomes an adult. M Ryan supported this and added that it is a 
national issue and if Stockport could lead the way we would be helping our peers. 
 
J Crombleholme noted the lack of some data concerning access to services. T 
Ryley answered that there is variance in the data collected by our providers; he 
acknowledged the need to encourage providers to collect this information. P Carne 
questioned why GP practices would collect this data as he was uncertain how it 
would be of value to them. T Ryley suggested that part of the issue is that some 
providers do not see the value of this information and yet it can help to highlight if 
discrimination is taking place. M Ryan supported this statement and added that in 
order to be able to look after a patient’s wellbeing it would be helpful to know if, for 
example, the patient is transgender. 
 
V Mehta suggested that if patients were made aware that this data was being 
asked for they might be more likely to opt out of sharing their health records. T 
Ryley suggested that there is the need for the CCG to explain to the public the 
value of this information and that it is of least value to the majority of people but of 
greater value to minorities. J Crombleholme suggested that the service-specific 
equality monitoring forms need not be retained on people’s medical records. 
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The Governing Body noted the contents of the report and approved it for 
publication. They also requested that the issue of continuous learning disability 
service provision from childhood to adulthood be resolved. 
 
 
244/13 ANY OTHER BUSINESS 
 
There were three items of additional business. 
 
T Stokes asked the governance arrangements for NHS 111 now that the LCAGs 
are being disbanded. M Chidgey replied that we do not yet have this information. 
 
T Stokes noted that Monitor has published a report into the closure of walk-in 
centres and asked if the CCG has a view on this. G Mullins explained that the 
Stockport Walk-in Centre pre-dated the CCG as it was set up by the Primary Care 
Trust. She added that there was no statistical beneficial impact on attendances at 
the Emergency Department either when the service opened or when it closed. T 
Stokes suggested that there is the public feeling that the Walk-in Centre helped but 
G Mullins countered that this perception is not supported by the evidence. M Ryan 
suggested that people might have used the Walk-in Centre as well as the 
Emergency Department rather than instead of it, and A Johnson supported this 
view adding that sometimes people are looking for a quick remedy for something 
which will clear up by itself over time. T Ryley summarised the challenge for the 
CCG as being that of identifying what adds most value for the people of Stockport. 
 
J Pantall informed the members that the Office for National Statistics has recently 
released national figures for excessive winter deaths and explained that the Health 
Overview and Scrutiny Committee will be considering these with the aim of 
ensuring that any necessary steps are taken by the Health Economy Resilience 
Group or any other relevant body. 
 
The Governing Body noted these updates. 
 
J Crombleholme invited questions from the members of the public. 
 
1 I note from the Audit Group minutes of 5 September 2013 which are part of 
today’s papers that there is the expectation that GPs should not vote for something 
in which they have an interest. What is your view? 
 
J Crombleholme acknowledged that the CCG has stepped outside of national 
guidance in allowing GPs, for issues in which they have an interest, to remain 
within the meeting, to participate in the discussions, and to be able to vote. She 
explained that the CCG has taken the position that the GPs should accept 
responsibility for making decisions which are to the benefit of all GPs in Stockport. 
It is accepted that a different approach should be taken if a decision would benefit 
only a small group of GPs including the decision-makers. There could also be an 
issue of quoracy if the GPs are asked to leave the meeting. 
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She continued that the CCG has established the Conflicts of Interest and 
Procurement Panel which has on it a majority of non-clinicians and that this panel 
considers how to handle actual or potential conflicts of interest and advises the 
chair accordingly. This guidance is then published within the papers which are 
subsequently brought to the Governing Body. She noted that this process has 
been considered by both our internal and external auditors, and T Ryley added that 
the external auditors have cited our arrangements favourably within one of their 
published reports. 
 
2 Will the minutes of the Greater Manchester meetings be made public? 
R Gill agreed that the summary documents from the Association of Governing 
Groups can be published on the CCG’s website but explained that the meetings of 
the Committees in Common are still private. 
 
3 When will the Committees in Common start holding their meetings in public? 
R Gill explained that this is not yet known. 
 
4 Where will I be able to learn about the development of the South Sector 
arrangements? 
R Gill explained that this information will be contained within the summary 
documents from the Association of Governing Groups. 
 
 
J Crombleholme concluded the meeting by acknowledging that it has been a 
difficult year for the staff of the CCG as they have worked to establish the 
organisation in a challenging health system and she wished everyone a very happy 
Christmas. 
 
 
245/13 DATE, TIME AND VENUE OF THE NEXT MEETING 
 
The next meeting of the NHS Stockport Clinical Commissioning Group Governing 
Body will take place at 12.00 on 8 January 2014 if needed; otherwise it will be held 
at 10.00 on 12 February 2014 at Regent House, Heaton Lane, Stockport, SK4 
1BS. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 12.06.    
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Executive Summary 
What decisions do you require of the Governing Body? 
Governing Body are asked to note the content of the levels 1&2 of the report 
and to respond formally to the relevant recommendations 
The text for the level 3 report is available 
on http://democracy.stockport.gov.uk/documents/s35926/21st%20PH%20Rep
ort%20-%20Level%203%20-%20Full%20Analyses.pdf 
 
Please detail the key points of this report 
The recommendations are presented in section 26 of the key messages (on 
page 32).  
 
The Governing Body are asked to prepare a response to the following 
recommendations of the Director of Public Health: 
 


• I welcome NHS Stockport CCG’s planned work on detection of 
hypertension. I recommend continuation. 


• I recommend that NHS Stockport CCG, Stockport MBC and Public 
Health England, in their respective areas of responsibility, vigorously 
pursue improved screening programme uptake in deprived areas. 


• I recommend that the Council and the major local NHS organisations 
intensify programmes of workplace health and that these include 
attention to issues of mental health and mental wellbeing by reducing 
stress, facilitating the adoption of the Five Ways to Wellbeing, 
enhancing the arrangements to employ people with mental health 
problems, and enhancing the confidence and capacity of staff to 
integrate wellbeing into routine contacts with patients and clients. 


• I recommend that the local NHS embed prevention and lifestyle into 
corporate and professional cultures. 
 


The Governing Body are asked to request the senior management team to 
use these recommendations to inform the planning decisions. 
What are the likely impacts and/or implications? 
The recommendations provide an opportunity for the CCG to refocus its work 
around wellbeing, reduction of health inequalities and improving health 
outcomes, 
How does this link to the Annual Business Plan? 
This is a timely opportunity to ensure that these recommendations are 
considered as part of the business planning process and to ensure that work 
delivered through the Core Offer from the Local Authority to the CCG meets 
these objectives. 
What are the potential conflicts of interest? None 
Where has this report been previously discussed? 
Health and Wellbeing Board: Jan 2014 
Clinical Executive Sponsor: Dr Vicci Owen-Smith 
Presented by: Dr Vicci Owen-Smith 
Meeting Date: 12 Feb 2014 
Agenda item: 15 
Reason for being in Part 2 (if applicable) N/A 
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ST


 ANNUAL PUBLIC HEALTH REPORT FOR STOCKPORT 2013/14  


LEVEL 1:- OVERVIEW   


SUMMARY 


  The health of Stockport is broadly similar to that of the country at large with life expectancy of 79.7 


years for men and 83 years for women. There are however considerable inequalities due to the 


borough boundaries including both affluent and deprived areas. Bramhall has life expectancy 13.3 


years greater than Brinnington for men and 10.9 years for women. These inequalities narrowed 


considerably in the 1990s but then widened somewhat before starting to narrow again more slowly.  


Overall the health of Stockport has improved by 10% more than the health of the country as a whole 


in the last quarter of a century, largely due to the reduction in inequalities in the 1990s. The alcohol 


epidemic has had a serious impact on Stockport and was a major factor in the slower improvement. 


The main causes of death are heart disease, cancer and respiratory disease causing between them 


three quarters of all deaths. However if we look at years of life lost, rather than numbers of deaths, 


then injuries, which are the  main cause of death in young people, replace respiratory disease  in 


third place. The main causes of disability are mental illness, sight and hearing impairments and 


musculoskeletal conditions.  I believe the major determinants of health are various aspects of 


mental well being including stress, social relationships and social integration, although there is some 


scientific disagreement about this. The next six major determinants are smoking, high blood 


pressure, obesity, physical activity, alcohol and diet.  Smoking causes heart disease and cancer 


(including 80% of lung cancer.) Tobacco is highly addictive and we need to provide support to those 


wishing to give up, including the continued further denormalisation of tobacco.  High blood pressure 


causes heart disease and stroke, and we must strive to detect and treat hypertension early. Physical 


activity helps prevent heart disease, obesity, mental illness, osteoporosis and diabetes. We should 


provide exercise opportunities including exercise in schools and the promotion of walking and 


cycling as the preferred modes for making short journeys. Obesity causes heart disease, diabetes, 


high blood pressure and some cancers. Poor diet contributes to obesity, diabetes, heart disease, and 


some cancers. Alcohol causes injuries, liver disease and some cancers. To confront inertia, lack of 


cooking skills, and commercial marketing we need action at a number of levels from Government to 


local communities and individuals. Alcohol causes liver disease and cancer. Government action is 


needed. 


The Council and the NHS both face financial challenges more serious than they have faced at any 


time previously. It will not be possible to solve these by simple efficiencies or by minor adjustments 


of a traditional pattern of service provision. It will only be possible to meet these challenges by a 


preventive strategy, one which recognises that a stitch in time saves nine and that we serve people 


best if we avoid them needing services in the first place. A healthy ageing strategy is the best way to 


ensure that we are able to afford high quality care for older people. Resilient communities will make 


less demand on both health services and Council services. Preventing illness is the best way to 


reduce the pressures on healthcare services. Early intervention can stop a problem getting worse 


and needing major remediation. 
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INTRODUCTION 


This is a personal professional report by the Director of Public Health to Stockport Council, 


addressed also to the NHS, the people of Stockport and all those with the ability to influence the 


health of the people. It is a report to the Council not a report of the Council and the views expressed 


are those of the DPH not necessarily a corporate view.  


SECTION A THE HEALTH OF THE PEOPLE  


1. ILL HEALTH IN BRITAIN AND STOCKPORT Life expectancy in Stockport is similar to that in the 


country as a whole but with marked differences across the Borough, life expectancy in Bramhall 


South being 13.3 years greater for men and 10.8 years greater for women than life expectancy in 


Brinnington & Central. Cancer and heart disease are the main causes of death, with respiratory 


disease coming third if we consider numbers of death but accidents coming third if we consider 


years of life lost (this is because accidents are the main cause of death in young people). These 


main three causes of death account for three quarters of all deaths. The main causes of disability 


are mental health, sight and hearing impairments and musculoskeletal conditions.  Some would 


view the six main determinants of health as smoking; high blood pressure; obesity; physical 


activity; alcohol; and diet. Others put social relationships, social integration and wellbeing ahead 


of these six (with the more traditional six then following). Whilst there is scope for scientific 


debate, I am professionally convinced of the latter analysis, valuing social support and wellbeing. 


2. INEQUALITIES Stockport has an unusual diversity of affluence and deprivation in its population. 


We are the third most polarised local authority in England, which means we have the third 


greatest gap between our most deprived and least deprived ward. This isn’t the result of any 


local failure of policy or services. It simply results from the fact that our boundaries embrace 


some of the most affluent areas in the country but also some of the most deprived areas. This 


context actually means that Stockport has a spread of affluence and deprivation similar to that 


of the country as a whole. Inequalities in health in Stockport improved dramatically in the 1990s 


but then the gap widened slightly before resuming a slower narrowing. 


3. HEALTH OF STOCKPORT COMMUNITIES Bramhall and Cheadle are healthy but make greater use 


of health services and have low physical activity levels. Heatons has slight problems with mental 


health and drinking but otherwise is healthier than the average for the borough. In Reddish, 


Offerton and Central Area lifestyles are generally less healthy than in the rest of the borough 


except for physical activity. Alcohol related harm has had a significant adverse effect on health in 


these areas in the early years of this century but life expectancy is now improving. Stepping Hill 


Area (excluding Offerton) shows better mental well being, life expectancy and alcohol 


consumption, but worse diet and physical activity. It has high levels of health service use. 


Marple, given its affluence, shows disappointing life expectancy, possibly due to high levels of 


alcohol consumption. In Werneth life expectancy is slightly worse than in the borough as a 


whole as are most lifestyle factors except for physical activity. 
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SECTION B DISEASES CAUSING DEATH AND DISABILITY 


 


4. HEART DISEASE AND CANCER  Heart disease is caused by smoking; low fibre high fat diets; lack 


of exercise; genetic predisposition;  stress; high blood pressure and diabetes, both of which are 


contributed to by obesity which in turn is caused by diet and lack of exercise. Smoking is also a 


major cause of cancer including over 80% of lung cancer. Alcohol is a major cause of 


gastrointestinal cancer as is diet. Cervical cancer is predisposed to by a woman or a sexual 


partner having infection with a particular papilloma virus or working in dirty or oily occupations 


or with biological material. Smoking and multiple sexual partners are also risk factors.   . Breast 


cancer can be genetic but usually is predisposed to by affluence, diet and delayed childbearing 


with reduced rates in women who have breastfed their babies. 


5. RESPIRATORY DISEASE One person in 20 suffers from some degree of chronic obstructive 


pulmonary disease and it is important to detect and treat it.  


Asthma is difficulty breathing due to contraction of the respiratory passages in an allergic 


reaction which can be aggravated by poor air quality. There is a relationship to traffic density. It 


is usually said that asthma is not caused by traffic emissions, but that these emissions condition 


the airways to react more to the actual allergens. However if the effect is that people suffer 


regular attacks when they otherwise would not have done, then the distinction between causing 


asthma and predisposing to asthma may seem an artificial one. 


6. INJURIES Most injuries occur in one or other of five settings - on the road, at work, at leisure, at 


home or as a result of violence. A few accidents are genuinely unavoidable or are due to bad luck 


with the inherent risks in excitingly dangerous activities such as mountaineering or motor racing, 


and are avoidable only by constraining the human spirit.  But most should not be called accidents as 


they have readily avoidable causes.  Injuries occur more commonly to the poor, because they are 


most likely to work in poor quality work settings, they are more exposed to risks as pedestrians and 


they often cannot afford safe equipment. 


7. MENTAL ILLNESS One person in 3 will suffer from mental illness at some time in their lives. In 


about the last third of the 20
th


 century the treatment of mental illness went through a shift from 


being based in institutions to being more fully integrated with the rest of the health service and 


with more care in the community. Around the turn of the century it went through a further shift 


towards the wider use of psychological therapies. It now needs to go through yet another shift – 


towards fuller integration of mentally ill people into society. It is essential that we should take 


steps to reduce the prejudice and stigma associated with mental illness including in employment 


Coproduction is a method of organising services where users participate in design to structure 


them around supporting that individual in living as independently as possible. Integral to 


coproduction is the involvement of the community in addressing issues of stigma and prejudice. 


8. MUSCULOSKELETAL DISEASE is an important cause of disability and includes osteoporosis (best 


avoided by physical activity), back and neck pain (best avoided by good posture and ergonomics), 


rheumatoid arthritis (an inflammatory joint disease often lifelong) osteoarthritis (a degenerative 


condition that develops as people age) and poor balance in old age which results in falls and 


injuries. 
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SECTION C THE MAJOR RISK FACTORS CAUSING DISEASE, DEATH AND DISABILITY  


 


9. HYPERTENSION   Persistent high blood pressure (hypertension) causes strokes and heart disease. It 


can often remain free of symptoms until it has caused much damage but if caught early it can be 


treated and the damage avoided. It is important that blood pressure is regularly checked.  


10. SMOKING Tobacco is the only lawful product which regularly causes addiction in those who use it in 


the way and the quantities that the manufacturer intended. It is the only lawful product to kill a 


quarter of those who use it as intended. About a fifth of the people of Stockport smoke ; the figure 


is greater in deprived areas. The product is highly addictive and most smokers wish they did not 


smoke. Denormalising smoking is an important step to help people give up and must run alongside 


services supporting those seeking to quit and publicity of the harm caused. 


11. DIET A low fat, low sugar, low salt, high fibre diet contributes to the prevention of heart disease, 


stroke, diabetes, obesity and cancer. The low fat, low sugar, low salt, high fibre message is a 


constant and scientifically well-established message and must not be confused with transient 


scares. There are a number of reasons why people do not eat a healthy diet despite this. The 


evolutionary instinct to build up stores of energy in preparation for scarcity; skilful marketing; 


the inertia of eating patterns; lack of cooking and shopping skills; healthy food is more expensive 


to obtain easily. To address these cultural and commercial pressures we need action at a 


number of levels from Government to local communities and individuals. 


12. PHYSICAL ACTIVITY Physical activity improves well-being, fitness, concentration and academic 


attainment and helps prevent mental illness, diabetes, heart disease, obesity and   osteoporosis. 


“The potential health benefits of physical activity are huge. If a medication existed which had a 


similar effect, it would be regarded as a ‘wonder drug’ or ‘miracle cure’.”( Sir Liam Donaldson, 


Chief Medical Officer for England, March 2010) Physical activity in school is important for health 


and academic reasons. Walking and cycling can easily be built into everyday life and should be 


promoted by transport planners and spatial planners. Opportunities for play and recreation 


should be preserved and developed. 


13. ALCOHOL Alcohol related diseases have been the major cause of our failure further to close the 


gap in life expectancy during the last decade, despite continuing with the progress in addressing 


cardiovascular diseases. Over 8,000 hospital admissions of Stockport residents in 2012/13 were 


attributable to alcohol, double the number seen in 2003/4. Key factors include larger and 


stronger drinks and the consumption of cheap alcohol from supermarkets, often as pre-loading 


before a night out to make it cheaper to get drunk. It is regrettable that Government It has 


reneged on its commitment to introduce a minimum unit price. 


14. WELL BEING Social support, autonomy, tranquillity, aesthetically attractive surroundings, 


meaningful work in which you are trained and adequately resourced for the responsibilities you 


carry, control of your own work, a sense of control of your own life, and a strong sense of 


personal identity all have major benefits to health. Stress, working under pressure to deadlines, 


threats hanging over you, feeling trapped in unsatisfactory situations and low social status have 


an adverse effect. Life changes which affect areas of your personal identity, like losing your job 


or bereavement damage health from the time that the change starts to be feared until after 


adjustment to the change. The stress reaction may explain these links, which are considerable. 


15. SAFETY AND HEALTH PROTECTION. Various agencies protect us from chemical, physical, 


occupational, infectious hazards and risks of injury. We can all help with a sensible attitude to risk. 
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SECTION D THE LIFE CYCLE  


 


16. HEALTH OF CHILDREN AND YOUNG PEOPLE  


Indicators where Stockport 


performs better than the 


England average 


Indicators where Stockport is 


similar to the England average 


Indicators where Stockpot 


performs worse than the 


England average 


• Immunisations 


• Children in care 


immunisations 


• Acute sexually transmitted 


infections 


• Low birthweight 


• Obese children (age 4 – 5) 


• Breastfeeding at 6 – 8 


weeks 


• A & E attendances (age 0 – 


4) 


• Infant mortality 


• Child mortality (age 1 – 17) 


• Obese children (age 10 – 


11) 


• Participation in sport / PE 


• Teenage conceptions 


• Admissions due to 


substance use 


• Admissions for mental 


health 


 


• Children’s tooth decay 


• Admissions due to oral 


cavity disease 


• Admissions due to alcohol 


• Maternal smoking 


• Breastfeeding initiation 


• Admissions due to injury 


• Admissions due to asthma 


• Admissions for self harm 


 


 


17. HEALTH AND WORK Poor quality work and unemployment both damage health and affect  the 


same group – those most marginal to the labour market suffering unemployment or poor quality 


work dependent on the economy.  All people in Stockport should enjoy good quality work: 


• Meaningful 


• Enjoyable 


• Able to be integrated into life 


• Has pleasant and safe surroundings 


• Significant autonomy with resources, power and training appropriate to responsibilities 


• No unnecessary deadlines 


• Good social support 


• No bullying  


Disabled people in Stockport should be employed for their abilities instead of rejected for their 


disabilities. 


 


18. HEALTHY AGEING   The ratio normally used for measuring the proportion of people who are 


dependent due to old age is calculated by taking the number of people over age 65 and dividing 


it by the number of people of working age. This is at an all-time high. An alternative measure 


however would take the number of people within 15 years of life expectancy and divide it by the 


number of people actually in employment. This is at an all-time low. The difference between the 


two measures is the dual effect that life expectancy has on the numerator and the impact on the 


denominator of participation in the workforce by women and by older people. A healthy ageing 


strategy must encourage people to remain active into old age, to maintain friendships and a 


purpose to life, and to continue with healthy lifestyles, such as healthy diets. It must ensure that 


people are not encouraged to accept that they suffer from old age when in fact they suffer from 


treatable illness. We must make it easier for old people to remain active and involved, and 


support people in staying independent when old age does begin to affect them.  
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SECTION E THE STRATEGIC RESPONSE. 


19. RESILIENT COMMUNITIES If we can create resilient communities full of self-reliant individuals 


who feel empowered to address their own needs, and with a commitment to mutual help so 


that the community works together, we could potentially improve health because self-


reliant empowered individuals are healthier and strong social support networks improve 


health. We could also reduce excessive reliance on the NHS and social care and on local 


authority services because of increased self-reliance and more mutual help. Community 


development has an important role in enhancing community resilience. There is evidence 


that improving community and individual resilience can improve health and reduce demand 


although evidence for reduced demand is more limited than evidence for improved health. 


20. EARLIER DIAGNOSIS It can be important to diagnose conditions only, perhaps through 


screening systems, but this is only the case where earlier diagnosis makes it possible to give 


treatment which will be more effective than the treatment available later.  


21. NHS CHANGES The health service has been radically reshaped this year. I particularly 


welcome the transfer of public health to the local authority, the creation of the Health and 


Well Being Board as a committee of the local authority providing a single focus for strategic 


oversight within a democratically accountable context and the strong clinical input into 


commissioning and the extra power given to GPs. I am concerned however about risks of 


fragmentation and commercialisation and the major financial challenges. 


22. NHS CHALLENGES Challenges for the NHS include quality of care, the NHS contribution to 


prevention, rising demand, unifying health and social care, optimising resources and using those 


preventive services which can achieve quick benefits as a response to immediate financial 


challenges. 


23. PREVENTION – A CORNERSTONE OF “PUBLIC SECTOR REFORM”   The term “public sector 


reform” is used in Greater Manchester to describe a set of design principles for services which 


ensure that they intervene early, reduce need, and create resilient thriving communities. 


24. COUNTRY CITY is a spatial strategy focused on supportive sustainable communities in green 


environments.  


25. HEALTH AND WELL BEING STRATEGY is a multi agency strategy focused on these goals. 


26. RECOMMENDATIONS My recommendations to the Council and the NHS include investing in 


prevention to reduce demand and address the financial problems. I also recommend pursuing 


the health and well being strategy, pursuing public sector reform, pursuing earlier diagnosis of  


hypertension, improving screening programme uptake   in deprived areas, a sustainable food 


strategy, walking and cycling, healthy ageing, co-production in mental health, workplace health, 


creation of a preventive culture, enhanced public health input to planning applications, signing 


the Local Authority Declaration on Tobacco Control and creating smoke free areas in parks. 


I ask law enforcement agencies to prioritise illicit tobacco. 


I urge people to declare their homes and cars smoke-free. 


I ask local MPs and political parties to press for reversal of the Government’s abandonment 


of a minimum unit price for alcohol and also for plain packaging of tobacco products. 


I ask that all schools have a programme of SRE consistent with best practice guidance. 


I advise individuals to follow the Five Ways to Well Being. I also ask them to stop smoking, drink 


sensibly, eat a healthy diet, be physically active, maintain a healthy weight, make use of NHS 


preventive services such as vaccination and screening, take sensible steps to avoid accidents 


and infections, deal with stress, keep good social relationships and have fun. 
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INTRODUCTION 
Since 1848 communities have employed doctors to treat the population as a collective patient, 


improving health by acting as a change agent wherever necessary. Since 1998 people without a 


primary medical qualification can directly enter postgraduate medical training for specialist 


recognition as a public health consultant. From 1848 to 1974 this office was called Medical Officer of 


Health. It was Area Medical Officer from 1974- 1982 and District Medical Officer 1982-9. Since 1989 


it has been Director of Public Health. On 1
st
 April 2013 Directors of Public Health and their staff and 


functions returned to local government but also remain part of the health service. 


One duty of the DPH is to write an annual report on the health of the people. This duty existed until 


1974, was then abolished, but was reinstated in 1989. The Metropolitan Borough of Stockport was 


founded in 1974 by merging the County Borough of Stockport with some surrounding urban districts 


so the 1
st
 Annual Public Health Report for that population – Health for Many but not for All – was 


written in 1989 by the Acting DPH, Dr. David Baxter. This is the 21
st
 report in that series, 19 of them 


(since the 3
rd


 onwards) being written under my authority, as I have held the office of Stockport DPH 


since 1990.  


The first few reports described comprehensively the health of the Borough, each in greater depth 


and, from the 4
th


 report onwards, with a special topic covered in greater depth still. However it is 


unnecessary to attempt a comprehensive description every year. This is now done periodically with 


this role being played by the 7
th


, 10
th


, and 16
th


. This report fulfils that same function. An annual 


public health report is a report by a DPH to the council, not a report of the council. Its contents are 


my personal professional opinions. Personal in that nobody tells me, or is entitled to tell me, what to 


write; responsibility for the opinions is mine. Professional in that the report is the advice of a doctor 


to the population which is my patient; it must be based on competent professional analysis of local 


information and the scientific body of knowledge.  


Where I address issues of political or philosophical controversy, I do so in accordance with 


Stockport’s guidelines on public health advocacy which require that comments on issues of political 


controversy are based on scientific facts and are not distorted for political purposes. These 


guidelines can be found at the third level of this report. 


This report is written at three levels. The first is an overview including a one page summary and five 


pages containing a paragraph about each chapter. This is the second level which sets out the key 


messages. More detailed analysis can be found at the third level. Still further information can be 


found in the Joint Strategic Needs Assessment and in due course extracts of that information will be 


arranged for each chapter of this report creating a fourth level.  


 


STEPHEN J. WATKINS 


Director of Public Health 
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CONTENTS 
The report is broken down in to sections. Firstly, we’ll describe and consider an overview of the 


health of the people of Stockport (section A). Then section B covers the diseases which cause death 


and disability in Stockport.  To understand how we can address these issues, section C explores the 


major risk factors for disease, death and disability. Section D looks at these issues as part of the life-


cycle, considering the health of children through to healthier aging. Finally, section E summarising 


our response; how we are addressing the causes of ill-health and reducing health inequalities for the 


people of Stockport (which after all, is why we’re here).   
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SECTION A: THE HEALTH OF THE PEOPLE 


1. ILL HEALTH IN BRITAIN AND STOCKPORT 


One key measure of the general health of any population is the age that you can expect to live to, or 


life expectancy, for that area. Life expectancy in Stockport is 79.7 years for men and 83 years for 


women. 


The life expectancy for men equates to that of Sweden, Canada, Italy and Singapore. That for women 


equates to that of Germany, New Zealand, Ireland and Portugal. These rates are slightly higher than 


those for the UK.  


The overall high life expectancy does not tell the whole story for the general health of Stockport. 


Male life expectancy varies from 71.7 years in Brinnington & Central, equivalent to life expectancy in 


Mexico, Iran, Poland or Malaysia to 85 years in Bramhall South, better than that of any country in 


the world (the best national figure being 83 years for Qatar). Bramhall South also has better life 


expectancy than any country in the world for women at 87.7 years (the best being Japan at 86years) 


whilst Brinnington & Central at 76.9 years equates to the life expectancy of women in Dominica, 


China, Serbia or Thailand. Bramhall North for men and Cheadle Hulme South for women also exceed 


the best life expectancy of any country in the world. 


When we consider what affects life expectancy, we need to understand the causes of death in the 


population. Heart disease and cancer account for almost 60% of all deaths. If respiratory disease is 


added these three causes account for three quarters of all deaths. This is similar to the position in 


England and Wales and also in Europe (although in Europe respiratory disease is less prominent). 


Internationally the picture is similar except that infections account for 13% of all deaths in the world 


but only about 1% in Europe, England & Wales and Stockport.  


If we focus on years of life lost, weighting the deaths of younger people instead of counting all 


deaths equally, injuries become a major contributor, moving from a small role (only 4%) up to third 


place, since they account for the greatest number of deaths in children, young people and young 


male adults. 


We must be concerned not just with causes of death but also the causes of disability. The most 


significant causes of disability for high income countries relate to mental health (depression, alcohol 


dependence and dementia) hearing, sight and musculoskeletal conditions (osteoarthritis). 


When it comes to determinants of health which cause those diseases, it’s not entirely clear as to the 


extent of the contribution of different factors.  We find scientific disagreement focussed mainly on 


how much high blood cholesterol is caused by diet and how much by stress.  


Some would view the six main determinants of health as smoking; high blood pressure; obesity; 


physical activity; alcohol; and diet. Others put social relationships, social integration and wellbeing 


ahead of these six (with the more traditional six then following). Whilst there is scope for scientific 


debate, I am professionally convinced of the case for the latter analysis, valuing social support and 


wellbeing. We explore the contribution of all of these factors, in this report. 
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2. INEQUALITIES 


Chapter 1 shows us that death rates in Bramhall are better than those in highest countries Qatar and 


Japan) and those in Brinnington & Central are more like those of Mexico or China. 


Stockport has an unusual diversity of affluence and deprivation in its population. We are the third 


most polarised local authority in England, which means we have the third greatest gap between our 


most deprived and least deprived ward. This isn’t the result of any local failure of policy or services. 


It simply results from the fact that our boundaries embrace some of the most affluent areas in the 


Country  but also some of the most deprived areas. This context actually means that Stockport has a 


spread of affluence and deprivation similar to that of the country as a whole.  


 
 


As you can see from the graph above, the gap in death rates between the most deprived areas and 


the average for all of Stockport is narrowing over time. Yet we saw a worrying reversal of this trend 


in the early part of this century. We’re getting back on track to narrow the gap but need to consider 


why did the gaps stop narrowing?  


 


There are a few possible explanations.  It could be a natural cycle, which might be the case if the 


changes were due to cohort effects. Alternatively, it may be explained by loss of drive behind various 


programmes (such as those made as part of the Stockport Health Promise) when they were 


mainstreamed.  This is the hypothesis that underpins our plans to pilot a reassertion of the 1990s 


initiatives.   


 


We also consider that as heart disease is not causing the same number of deaths, the narrowing of 


inequalities seen in heart disease have been outweighed by other diseases (especially cancer and 


gastrointestinal/liver diseases). Finally, the alcohol epidemic may offer explanation, as impact of 


cancer and gastrointestinal diseases suggest alcohol as a factor. 
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3. THE HEALTH OF STOCKPORT COMMUNITIES 


Bramhall is healthy.  Its use of health service resources is disproportionately large when account is 


taken of its general good health. It is also noticeable that the percentage of people who are not 


physically active is higher than in Stockport as a whole. Given the attractive footpath network of the 


area and the availability both of Bramhall Park and of the Ladybrook Valley this is disappointing.  


Cheadle is adversely affected by aircraft noise. In much of the Area the natural patient flow is 


towards Wythenshawe Hospital rather than Stepping Hill. The large social housing areas of 


Councillor Lane and Brookfield are within the nationally most deprived quintile but not within the 


most deprived decile.  Overall its health is slightly better than the borough as a whole and its 


lifestyles slightly healthier but it makes slightly more use of health services and less than a quarter of 


its population are physically active.  


Heatons is a mixed area bordering Manchester. Its health is somewhat better than the Stockport 


average, apart from mental wellbeing which is slightly worse. It makes less use of health services 


than the Borough as a whole and lifestyles are generally healthier apart from drinking which is very 


slightly worse.  


Brinnington & Central Ward has markedly lower life expectancy, markedly worse lifestyles and 


markedly worse health than Stockport as a whole. Brinnington is an attractive community with good 


facilities and ample greenspace set close to the town centre but still amidst countryside and with 


strong community spirit. It is possible that the health indicators are affected by the inclusion of the 


Town Centre within the ward and by the use of some housing in Brinnington for short term housing. 


Reddish also shows worse life expectancy, health and lifestyles, especially in the North of the 


township, but to a much less marked extent than in Brinnington 


Victoria is the other major deprived area of the borough. Life expectancy is intermediate between 


that of Brinnington and Reddish. It has shown marked improvements in lifestyles over the last 


decade to the point that it has one of the best levels of physical activity in the borough and low 


levels of high risk drinking. Its proportions of people with multiple risks are only slightly worse than 


the affluent areas.  


Life expectancy and self-reported health are slightly better in Stepping Hill Area than in the borough 


as a whole. Mental wellbeing is slightly better except in Offerton where it is markedly worse. 


Physical activity is better in Offerton and markedly worse in Hazel Grove. Diet is slightly worse, the 


alcohol epidemic slightly better. Use of health services is high, perhaps reflecting the proximity of 


Stepping Hill Hospital. 


Disappointingly for an affluent rural area, life expectancy in Marple is slightly lower than in the 


Borough as a whole. Self-reported health is very slightly better. Smoking, diet and physical activity 


levels are better but levels of high risk drinking are markedly worse and the levels of physical activity 


are not as high as might be expected from the excellent walking opportunities in the area.  Use of 


health services is lower.  
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In Werneth life expectancy, self-reported health and mental wellbeing are slightly worse than in the 


borough as a whole. Rates of problem drinking are high. Rates of smoking, obesity and unhealthy 


diets are slightly higher than in the borough as a whole. Physical activity rates are slightly better. 


Neighbourhood management teams were developed to work on the four most deprived areas of 


Stockport. The following graphs show trends in life expectancy in the neighbourhood management 


areas.  


Figure 3.11: Trend in Life Expectancy – by Neighbourhood Management Area 


  
  


  
 


In neighbourhood management areas lifestyles are generally less healthy than in the rest of the 


borough except for physical activity. Alcohol related harm has had a significant adverse effect on 


health in these areas in the early years of this century. 
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SECTION B: DISEASES CAUSING DEATH AND DISABILITY 


4. HEART DISEASE AND CANCER 


As we described in chapter 1, heart disease and cancer are the two greatest killers of our time. Due 


to the recent decline in heart disease, cancer has now taken over as the biggest killer. Smoking, 


stress, physical inactivity and diet contribute to both heart disease and cancer; our preventive 


strategies focused on those factors therefore benefit both diseases. 


 


Cancer  


Cancer arises when a cell starts to multiply out of control leading to tissues growing uncontrolled 


and ultimately spreading throughout the body interfering with other organs. This occurs as a result 


of factors that damage chromosomes, depress the immune system, or stimulate cell multiplication. 


We knows that for all cancers, these factors can include old age; smoking; chemicals and radiation; 


stress; genetic predisposition; and diseases of the immune system.  


 


Considering some specific examples, we can consider the role that different factors play in the 


development of different cancers. 


 


Over 80% of lung cancer is caused by smoking (including about 1 to 2 people in every thousand who 


die each year as a result of passive smoking). About 10% is caused by occupational exposure to 


chemicals. Smoking also increases the risk of many other cancers.  


 


Breast cancer and testicular cancer are two of the very small number of diseases that are most 


common in the most affluent. Age, not breastfeeding, and delayed childbearing contribute to breast 


cancer. 


Cervical cancer is commonest in women who have multiple sexual partners, smokers, or who work in 


oily or dirty surroundings or with biological material, or whose partner does any of these things. 


Many cases result from papillomavirus infection.  


Skin cancer is increased by overexposure to sun, or excessive use of sunbeds.  


 


Gastrointestinal cancer is predisposed to by low fibre diets or by physical inactivity. Oesophageal 


cancer is increasing in incidence and is associated with reflux of stomach contents in the oesophagus 


whilst stomach cancer may be caused by an infection which also causes stomach ulcers and heart 


disease. Mouth cancers can be caused by smoking. All three of these cancers are also predisposed to 


by excessive consumption of alcohol or certain kinds of food 


 


Heart Disease 


Heart disease was the most common cause of death for many years until recently when cancer 


overtook it.  


 


  


Moderate (really, we mean low!) consumption of alcohol protects against heart disease. Aspirin, 


statins and other measures to reduce cholesterol, and eating fish (especially oily fish also reduce the 


risk of heart disease.  
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What can we do about cancer and heart disease? 


 


The health service can help by providing services to screen for early disease or risk factors for 


disease and advice on healthy choices. It can diagnose and treat existing disease. It can sponsor and 


empower the community. 


 


The Local Authority’s Public Health Function can ensure that people living in Stockport can access 


good quality advice to improve their lifestyles and reduce their risk of developing disease 


The wider local authority can create safe and healthy communities, protect and promote our 


environment and heritage, protect areas of peacefulness and tranquillity as refuges from a stressful 


world and promote exercise opportunities through leisure facilities, countryside management etc. They 


can develop a transport strategy that makes more provision for walking and cycling  


Employers can encourage and reward healthy behaviours and have policies to reduce stress. 


Caterers can adopt a pricing policy that encourages healthy choices, develop imaginative menus that 


make the healthier choices attractive and ensure that all food is cooked in the healthiest way possible 


for that particular food. They can also avoid excessively large portion sizes. 


All organisations and businesses can help reduce the barriers to physical activity and can discourage 


smoking. 


Schools can ensure that health is included as a cross curricular theme and that the school makes it 


easier for children to make healthy choices, thus laying the groundwork for a healthy lifestyle. School 


meals should be healthy – one sensible step to take is to find out what healthy food children like and 


provide that. Vending machines and tuck shops should also make it easier to choose healthy options. 


Schools should promote physical activity and should try to encourage children to walk or cycle to school 


instead of coming by car.  


People  


You can help yourself avoid heart disease and cancer by:  


• Drinking healthily  (less than 14 units a week for women and 21 for men with no more than 6 


units on any one day) 


• Not smoking  


• Maintaining a healthy shape (body mass index less than 30) 


• Taking at least moderate activity for at least 30 minutes on at least 5 days a week 


• Eating at least 5 portions of fruit & vegetables a day, and choose low salt, high fibre, low fat, 


and low saturated fat products 


• Using stairs instead of lifts and making short journeys on foot instead of driving 


• Covering up and using sun protection on holidays and when working in the open air in fine 


weather  


• Making full use of screening services.  







2. 10 


To read more go to level 3 (full analyses) 


 


5. RESPIRATORY DISEASE 


One of the major public health successes of the last 50 years has been the reduction in the rates of 


respiratory disease. This has been achieved by Clean Air, by tackling occupational causes of lung 


disease and by reductions in smoking. However respiratory disease remains a significant problem.  


Chronic Obstructive Pulmonary Disease (COPD) 


One person in 20 suffers from some degree of COPD and it is important that this is recognised and 


steps taken to stop its continuing deterioration. 


The CCG have been working with colleagues in the FT and LA to raise awareness of COPD with the 


aim of identifying more people who have COPD so that the impact of their disease can be minimised 


by treatment and stopping smoking.  


 


Asthma 


Asthma is a disease of difficulty in breathing caused by contraction of the small air passages to the lungs. 


Sufferers are usually perfectly normal between attacks although some permanent damage can occur 


over time. Asthma attacks can range from severe coughing attacks (especially at night) through to 


totally obstructed breathing threatening life. Asthma rates have increased considerably over the last 


few decades. 


Asthma is caused by  


• genetic predisposition 


• allergies to specific substances 


• sensitisation to chemicals by repeated exposure, for example in an employment situation 


• poor air quality caused by traffic 


• other air pollutants 


• meteorological conditions 


• inhaling tobacco smoke from other people 


 


As well as providing sufferers with good quality services and education about their disease we also need 


to address the fundamental causes of poor air quality.  


There is a relationship to traffic density. It is usually said that asthma is not caused by traffic 


emissions, but that these emissions condition the airways to react more to the actual allergens. 


However if the effect is that people suffer regular attacks when they otherwise would not have 


done, then the distinction between causing asthma and predisposing to asthma may seem an 


artificial one.   
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6. INJURIES 


Injuries account for a relatively small proportion of all deaths. However they cause very much the 


greatest proportion of deaths in young people, so they are the third largest cause of lost years of life. 


Most injuries occur in one or other of five settings - on the road, at work, at leisure, at home or as a 


result of violence. There are some injuries in other settings, rail or air crashes or weather incidents for 


example, but the five main settings account for almost all of them. 


A few accidents are genuinely unavoidable or are due to bad luck with the inherent risks in excitingly 


dangerous activities such as mountaineering or motor racing, and are avoidable only by constraining the 


human spirit.  But most should not be called accidents as they have readily avoidable causes, such as 


• alcohol 


• failure to warn about and protect against hazards 


• unsafe systems of work 


• defective equipment 


• inadequate training 


• inexperience in children and young people 


• binge drinking in young people 


• short cuts taken for convenience or profit 


• people taking unnecessary risks out of bravado,  carelessness, lack of knowledge, 


misjudgement of risk, lack of self worth, familiarity breeding contempt 


• absurdly risk averse safety procedures which discredit the concept of safety and lead people to 


ignore advice (the "cry wolf" syndrome) 


• poor housekeeping in workplaces 


• failure to appreciate hazards in the home, including 


• fire risks 


• unsafe storage of dangerous substances, including both prescription and non-prescription drugs 


• unsafe equipment and furniture, especially where poor households buy cheaply 


 


Injuries occur more commonly to the poor, because they are most likely to work in poor quality work 


settings, they are more exposed to risks as pedestrians and they often cannot afford safe equipment. 
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7. MENTAL ILLNESS 


One person in 3 will suffer from mental illness at some time in their lives. In Stockport in 2011/12 


32,588 people suffered from depression and anxiety and 2,247 people suffered from schizophrenia, 


bipolar disorder or other psychoses. Low levels of wellbeing increase the risk of mental illness, and 


stress can also be a factor in an incident of mental illness. Strong social networks help provide 


protection and physical activity reduces the incidence of depression.  


New Approaches to Mental Health Services  


In about the last third of the 20
th


 century the treatment of mental illness went through a shift from 


being based in institutions to being more fully integrated with the rest of the health service and with 


more care in the community. Around the turn of the century it went through a further shift towards 


the wider use of psychological therapies. It now needs to go through yet another shift – towards 


fuller integration of mentally ill people into society.  


There is a very considerable stigma attached to the various mental illnesses. The old Victorian idea 


that mentally ill people should pull themselves together, and if they can’t do that they should be 


sent to an asylum, dies hard. Few would articulate it or indeed believe it, but many would behave as 


if they believed it, which for the sufferer is as bad. 


This stigma worsens the experience of mental illness and constitutes a stress which exacerbates it. It 


often prevents people with mental illness from participating in activities which might ease their 


problems – physical activity or social networking for example. It is therefore essential that we should 


take steps to reduce this prejudice and stigma associated with mental illness. Employment is of value 


to mentally ill people as a source of status, of social networking and of structure to the day. Often 


lack of employment creates needs for day care. It is unfortunate therefore that the stigma of mental 


illness extends very much to employment and creates high unemployment rates amongst mentally ill 


people. Coproduction is a method of organising services where users participate in design to 


structure them around supporting that individual in living as independently as possible. Integral to 


coproduction is the involvement of the community in addressing issues of stigma and prejudice. This 


can be made part of a process of creating resilient mutually supportive communities and this would 


bring the issues of mental illness and mental wellbeing together into a truly comprehensive mental 


health process. 


Suicide  


There were 75 deaths of Stockport residents due to suicide and undetermined intent in the two years 


2009-11 The groups with the highest rates were young (15-34 yrs) and middle aged men (35-49yrs) 


particularly living in deprived wards such as, Brinnington and Central ward. Risk factors for suicide 


include, being male, unemployment, living alone, having a mental health problem and experiencing a 


recent significant life event, such as, a bereavement. 
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8. MUSCULOSKELETAL DISEASE 


Osteoporosis  


Osteoporosis is a disease of low bone density which can result in fractures.  It is particularly common 


in women beyond the age of the menopause. The most effective form of prevention is physical 


activity.  


Osteoporosis increases the risk of fractures with falls in elderly people. Given the increasing 


incidence of the condition with age it is important to prevent falls in older people. 


However, the factors that lead to falls in older people are often multi-faceted and difficult to predict.  


Whilst the risks and implications of falls for someone known to be suffering from osteoporosis are 


greater, they are also potentially easier to prevent with effective advice about how to reduce the 


risk of falls at the time of diagnosis and in on-going management of the condition.    


Low Back Pain  


60-80% of adults report having had low back pain at some time during their lives. Physical activity, 


good posture, good ergonomics and the use of lifting techniques which do not put the strain through 


the back are the best preventive measures. 


Neck Pain  


Neck pain is also very common and is often produced by poor posture when sleeping or when 


working. The preventive measures are similar to those for low back pain but with the added issue of 


attention to sleeping position. 


Rheumatoid Arthritis  


Rheumatoid arthritis is an inflammatory joint disease which causes much disability but does not 


often cause death. There are no clear risk factors amenable to prevention – the most obvious 


predisposing factors are genetic. It affects about 0.1% of the population often on a lifelong basis. 


Osteoarthritis  


Osteoarthritis is a degenerative disease of joints which increases in prevalence with age to the point 


where more than half of the population over the age of 50 have at least one joint radiographically 


showing evidence of osteoarthritis and in old age radiographic evidence of osteoarthritis somewhere 


is to be expected. However many of these abnormalities found radiographically do not actually 


cause pain.   
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SECTION C: THE MAJOR RISK FACTORS FOR DISEASE, DEATH AND 


DISABILITY 


9. HYPERTENSION 


 


Hypertension is a persistently raised blood pressure. Blood pressure goes up temporarily in exercise 


and under stress and this is perfectly normal. It is when it happens persistently that it is a serious 


health problem.  It is a serious health problem because it can damage blood vessels and thereby 


damage important organs such as the heart. It also considerably increases the risk of stroke.  


Hypertension can be caused by kidney disease, various other diseases, high salt intake or persistent 


stress. It can also occur without apparent cause. Hypertension is treatable but unfortunately it is 


often without symptoms and people can have it, and be damaged by it, without realising it. 


 


It used to be said that only a third of people with high blood pressure knew that they suffer from it 


and that only a third of those were adequately treated. Much effort has been put in, especially by 


general practitioners, to ensure that this bleak statistic is improved. People are now screened for 


hypertension at health checks and opportunistically at visits to their GP. As a result things are now 


much better, with far more cases of hypertension being recognised and the blood pressure 


successfully controlled.  


 


There are still however a lot of people who slip through the net. It is important that we continue to 


pursue the early diagnosis of hypertension vigorously.  
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10. SMOKING 


One in 4 smokers will die of a smoking related disease so the only difference between smoking and 


playing Russian roulette is the delayed effect. Tackling smoking is the single most effective thing we 


can do to improve health and tackle health inequalities. Deaths from smoking accounts for around 


500 deaths a year in Stockport 


 


It’s shocking to consider that tobacco is the only lawful product which kills such a high proportion of 


those who use it in the way the supplier intended and that tobacco is the only drug of addiction that 


can lawfully be purchased without a prescription. Most smokers are introduced to tobacco in their 


youth and often become addicted before they fully realise the risk they are running.  


 


Smoking in Stockport 


In Stockport, around a fifth of adults are still smoking.  Smoking prevalence is over 3x greater in our 


most disadvantaged than our affluent areas. Although Stockport has one of the lower smoking rates 


in Greater Manchester, the deprivation profile is steeper than in other boroughs. 


 


In 2012/13 around 13% of new mothers smoked at the time they gave birth. Furthermore, exposure 


to passive smoke will still impact until local people make their homes and cars smoke free. 


 


The cost of smoking to the economy is also huge; the cost to the NHS alone in Stockport is £15.5 


million. It also affects inequalities, as tobacco is a significant factor in helping perpetuate poverty in 


our most disadvantaged areas with much household income spent on the habit 


 


How to tackle smoking 


In tackling the problems of smoking, we must remember that all smokers need help to quit and must 


not be demonised for their addiction. Brief interventions are an effective way of encouraging people 


to attempt to quit and more organisations need to be skilled and committed to delivering brief 


interventions ensuring every contact counts. 


 


The Healthy Stockport Service, all Stockport GP’s and some Stockport pharmacies provide smoking 


cessation services. The total numbers accessing services are higher in deprived areas but success 


rates are lower for people from deprived areas.  We need to tackle the lower success rates by 


additional support and community initiatives to challenge smoking norms  


 


Tobacco control is pursued through a multiagency partnership. I recommend that the Council adopt 


the Local Government Declaration on tobacco control. Enforcement of the law must continue to be a 


priority. I recommend smoke free play areas in parks in order to assist the de-normalisation of 


smoking. I also recommend that the reduction of illicit tobacco should be a priority objective in the 


Safer Stockport Partnership Strategy. 


 


Tackling smoking needs commitment of Government to bring in appropriate legislation. I regret the 


Government’s failure to introduce standardised plain packaging. 
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11. DIET 


Poor nutrition causes at least a third of heart disease and cancer deaths and also contributes to 


obesity, hypertension, diabetes, bowel disorders, tooth decay, mental illness and osteoporosis. 


A low fat, low sugar, low salt, high fibre diet contributes to the prevention of heart disease, stroke, 


diabetes, obesity and cancer. The low fat, low sugar, low salt, high fibre message is a constant and 


scientifically well-established message and must not be confused with transient scares. 


It is important to eat food which is nutrient dense rather than simply energy dense. Over the last few 


decades the tendency has been towards energy-rich food and, along with declining physical activity, 


this has caused the obesity epidemic.  


Poor nutrition contributes to the inadequate social, physical and mental development of people of 


all ages. There is evidence that poor nutrition contributes to behaviour disorders and impairs 


learning and poor nutrition increases hospital costs by delaying recovery. 


For individuals, there are lots of simple ways to eat a more healthy diet www.healthystockport.co.uk 


and www.nhs.uk/change4life are useful resources. Simple steps include: 


• Eat more fruit and vegetables. Aim for at least 5 portions a day. 


• Eat a balanced diet. Meals should include a starchy food e.g. bread, rice, pasta or potatoes, 


and a protein food e.g. meat, fish, eggs, poultry, beans, pulses, tofu, quorn, vegetables or 


fruit  


• Eat regular meals. Try to eat 3 meals a day plus 2 healthy snacks. Don’t skip breakfast, it’s a 


really important meal which makes maintaining weight easier and helps concentrate better. 


• Look out for red, amber and green on food labels making it easier to choose food that is 


lower in total fat, saturated fat, sugar and salt. Choose more greens and ambers and fewer 


reds. 


• Eat less salt. About three-quarters of the salt we eat comes from processed foods we buy.  


• Eat less saturated fat. It tends to come from animal sources e.g. butter, ghee and lard. 


Switch to unsaturated fats e.g. vegetable oils, oily fish and avocados.  Remove fat from 


meats. Avoid transfats (which are often found in fried fast food). 


• Eat less sugar – sugar has no nutritional benefit and too many sugary foods can lead to 


excess weight gain. Excess sugar can cause tooth decay especially if eaten between meals.  


Cut down on cakes, biscuits, sweets, chocolate and fizzy drinks. 


 


Most people know what a healthy diet is, although some confusion is caused by food fads and food 


scares. There are a number of reasons why people do not eat a healthy diet despite this. The 


evolutionary instinct to build up stores of energy in preparation for scarcity; skilful marketing; the 


inertia of eating patterns; lack of cooking and shopping skills; healthy food is more expensive to 


obtain easily. To address these cultural and commercial pressures we need: 


• Action from Government to counter food industry unhealthy marketing 


• Action in local communities to address local cultural determinants 


• Social enterprises to make it easier to obtain healthy food 


• Wider understanding of the commercial pressures and willingness to confront them and 


make genuine personal choices.  
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12. PHYSICAL ACTIVITY 


 “The potential health benefits of physical activity are huge. If a medication existed which had a 


similar effect, it would be regarded as a ‘wonder drug’ or ‘miracle cure’.”  


(Sir Liam Donaldson, Chief Medical Officer for England, March 2010) 


 


Regular physical activity has the ability to reduce the risk of several major chronic diseases, as well as 


promote quality of life and a sense of wellbeing. Despite the many benefits of exercise and physical 


activity that are now well documented, 71% of women over 16, 61% of men over 16, 76% of girls (2-


15 years) and 68% of boys (2-15 years) in England do not meet the minimum physical activity 


recommendations for their age.  


Health benefits of regular physical activity 


Regular physical activity will help to:  


• reduce the risk of a heart attack; 


• maintain a healthier weight;  


• lower blood cholesterol level;  


• lower the risk of type 2 diabetes and some cancers;  


• lower blood pressure;  


• have stronger bones, muscles and joints and lower the risk of osteoporosis;  


• feel better – with more energy, happier, more relaxed, and sleep better 


UK recommended minimum levels of physical activity 


Each week adults should take 150 minutes of moderate activity in sessions of at least 10 minutes 


each, or 75 minutes of more intense activity. You should also avoid prolonged periods of not moving 


at all. Children and young people should do more than this – at last 60 minutes a day. This also 


improves academic attainment so the supposed conflict for time is actually a false dichotomy. 


Children under 5 should do at least 180 minutes a day. 


Pre-exercise screening  


Pre-exercise screening by a medical professional is recommended before starting a new physical 


activity program if physical activity causes chest pain, individuals often faint or have spells of severe 


dizziness, moderate physical activity causes breathlessness, an individual is at a higher risk of heart 


disease, in pregnancy or when starting a very intense physical activity programme when no longer 


young. This doesn’t mean these things should be avoided; just that care should be taken. 


Helping people take physical activity 


Physical activity in school is important for health reasons but also for academic attainment. Walking 


and cycling can easily be built into everyday life and should be promoted ed by transport planners 


and spatial planners. Opportunities for play and recreation should be preserved. . 
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13. ALCOHOL 


In the 20 years from 1986/7 to 2006/7 the real cost of alcohol fell by more than a third, and 


consumption increased by a fifth, according to ONS data. Despite some reductions since 2005, 


consumption remains significantly higher than in the 1990s. Alcohol sales in on-licensed premises fell 


by nearly half (44%) between 2001/2 and 2010 while off-sales increased.  Two thirds (65%) of 


alcohol sales are now for consumption at home.   


Key factors include larger and stronger drinks and the consumption of cheap alcohol from 


supermarkets, often as pre-loading before a night out to make it cheaper to get drunk. 


The Government Alcohol Strategy recognises the compelling evidence that problematic alcohol use 


tends to vary in line with overall consumption across the population, and affordability of alcohol is a 


key determinant of consumption. However, it has reneged on its commitment to introduce a 


minimum unit price, leaving responsibility for tackling alcohol harm to the alcohol industry and local 


councils. It is deeply regrettable that Government has recently decided against this. 


We measure quantities of alcohol in units, based on a calculation of the strength and volume of the 


alcoholic drink. Men should not drink more than 21 units in a week (three or four units per day, 


which is equivalent to about a pint and a half of beer). Women should not drink more than 14 units 


in a week (two to three units per day, that’s a large glass of wine). 


For each unit people have drunk they should wait an hour before engaging in dangerous activities or 


activities requiring skill. 


Alcohol harm in Stockport 


It is estimated that over 8,000 hospital admissions of Stockport residents in 2012/13 were 


attributable to alcohol, double the number seen in 2003/4.  2,376 admissions involved alcohol-


specific diagnoses such as intoxication, dependency or alcoholic liver disease. 


If current trends were to continue, we should anticipate an increasing financial and human cost 


affecting all our communities and all sectors of the economy. Alcohol related ill-health and deaths 


disproportionately affect the more deprived communities, and are key factors in maintaining health 


inequalities in the borough. Stockport Lifestyle Survey (2012) found: 


• 3% of the respondents reported drinking at high risk levels in the previous week, (men more 


than 50 units and women more than 35 units in a week), with a further 17% drinking at 


increasing risk levels. 


• 19% of the survey respondents reporting drinking twice the daily guidelines (‘binge 


drinking’) at least once in the last week. 


• Young adults and people in their 40s are most likely to ‘binge’ drink, while middle aged 


adults aged 45-64 are the most likely to drink at increasing risk levels and people aged 45-49 


are the most likely to drink high risk amounts.  


Alcohol related diseases have been the major cause of our failure further to close the gap in life 


expectancy during the last decade, despite continuing with the progress in addressing cardiovascular 


diseases.   
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14. WELLBEING 


Various aspects of wellbeing have been shown to have a major impact on health. These include 


social support, autonomy, tranquillity, aesthetically attractive surroundings, meaningful work in 


which you are trained and adequately resourced for the responsibilities you carry, control of your 


own work, a sense of control of your own life, a strong sense of personal identity. 


Various aspects of poor wellbeing have been shown to have a major adverse impact on health 


including stress, working under pressure to deadlines, threats hanging over you, feeling trapped in 


unsatisfactory situations, low social status. 


Life changes which affect areas of your personal identity, like losing your job or bereavement 


damage health from the time that the change starts to be feared until after adjustment to the 


change. (This is true of pleasant life changes like promotion or getting married as well but the effect 


is less and adjustment is quicker).  


It is biologically plausible that the stress reaction is the explanation for these links.   


The effects are considerable – for example variation of death rates associated with strength of social 


support networks is as great as that associated with poverty. Wellbeing is not therefore some soft 


luxurious afterthought to public health strategies; it needs to be considered as a major determinant 


of health. 


 


There are actions that individuals can take to improve their wellbeing. These have been described as 


5 Ways to Wellbeing, and can be built into everyday life:  


• Connect: develop your social and friendship networks; spend time with other people 


• Be Active: find physical activities that boost your heart-rate and you enjoy 


• Keep Learning: be curious, explore new opportunities or ways of doing things 


• Take Notice: think about patterns and cycles in your life, how you react to things around you 


focus on ‘now’ and take pleasure in the moment 


• Give: your time, your energy, your attention to those around you in small ways or big ones 


 


For those aged between 10 and 17 years wellbeing factors include: creative imaginative play; the 


balance of family conflict or harmony; the level of support (emotional and practical) within the 


family and; the level of autonomy parents allow children (autonomy and achievement are vital at 


this age). 
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15. SAFETY AND HEALTH PROTECTION 


The protection of the public from infectious diseases continues to be a major element of the public 


health process. Preventing transmission of infections depends on the type of infection and can be as 


simple as regularly washing your hands. Vaccination also offers a preventative measure for several 


infections, for example the flu jab to protect against influenza viruses and MMR vaccine for measles, 


mumps and rubella. It is really important that those who are eligible for vaccination have it. 


Vaccinating populations helps to project the most vulnerable in our societies, as well as the 


individuals who are vaccinated.  


Preventing injuries and crashes  


Another issue safety issue for public health is preventing injuries and crashes. There are several 


things we can do to help: 


• Don’t drink and drive 


• After drinking, allow at least one hour for each alcoholic unit you have drunk before driving, 


using machinery or undertaking any other dangerous tasks requiring care. This will keep the 


number of units in the bloodstream of a person of average size and build below one unit, which 


should be safe. To be completely alcohol free allow an extra hour. Also allow extra time if you 


are below average height and weight (this includes many women), and be aware of how many 


units you’re really taking in. 


• Fit smoke alarms and test them weekly to make sure they are working properly. 


• Drive at no more than 20mph on side roads.   This will add no more than a couple of minutes to 


most journeys, since you rarely travel far before you join the main road, and yet it would save 


most child pedestrian deaths. 


• Think about the safety of toys, furniture and domestic equipment. 


• Talk to your health visitor about preventing home accidents to toddlers. 


• Wear seat belts in cars, crash helmets on motor cycles and cycle helmets on bicycles. 


• Learn advanced driving techniques - they not only protect you and other people, but they make 


driving more enjoyable. 


• Always ask sales people about the safety features of the product.   The message eventually get 


through if enough people do it, and it's fun watching their reactions. 


The difference between safe and risk adverse systems 


In a safe society people who climb mountains use the proper equipment, train properly, check the 


weather, inform others of their route and support a mountain rescue service.  


In a risk-averse society people do not climb mountains. 


Ultimately a risk averse culture is an unsafe culture because people lose patience with it and then have 


no parameters for safe behaviour, it absorbs resources which are needed to create a safer and healthier 


world, it limits human growth, creates dependency, and leaves people unfitted to handle risks when 


there are no regulations to direct them, people concentrate on documenting risk avoidance rather than 


on tackling hazards and it asks too much of people and they fail so that absurdly excessive levels of 


precaution coexist with blatant danger. But beware the siren voices who use our concern at risk 


aversion to entice us to abandon safety itself.  
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SECTION D: THE LIFE CYCLE 


16. HEALTH OF CHILDREN AND YOUNG PEOPLE 


There are a number of measures of how healthy our children and young people are. The following 


table compares Stockport’s performance on key indicators and the England average.  


Indicators where Stockport 


performs better than the 


England average 


Indicators where Stockport is 


similar to the England average 


Indicators where Stockpot 


performs worse than the 


England average 


• Immunisations 


• Children in care 


immunisations 


• Acute sexually transmitted 


infections 


• Low birthweight 


• Obese children (age 4 – 5) 


• Breastfeeding at 6 – 8 


weeks 


• A & E attendances (age 0 – 


4) 


• Infant mortality 


• Child mortality (age 1 – 17) 


• Obese children (age 10 – 


11) 


• Participation in sport / PE 


• Teenage conceptions 


• Admissions due to 


substance use 


• Admissions for mental 


health 


 


• Children’s tooth decay 


• Admissions due to oral 


cavity disease 


• Admissions due to alcohol 


• Maternal smoking 


• Breastfeeding initiation 


• Admissions due to injury 


• Admissions due to asthma 


• Admissions for self harm 


 


 


Stockport compares very well against North West averages. Rates for virtually all the above 


indicators are similar to, or better than, the North West average. One exception to this is hospital 


admissions for asthma where Stockport rates are worse than the North West average. 


To improve the health and wellbeing of our children and young people, Stockport’s Joint Health & 


Wellbeing Strategy identified 5 ‘We Wills’: 


• We will ensure children get the best, healthy start in life from conception to 5 years by 


enabling parents to access effective child care and advice, family support and quality early 


education and childcare provision 


• We will keep children safe from harm and reduce childhood injury 


• We will support and promote healthy lifestyles for 5 – 19s through schools and other 


community settings 


• We will promote positive emotional health, self-esteem and wellbeing for children, young 


people, parents and carers 


• We will work closely with families to provide early interventions and preventative 


programmes to reduce the development or impact of health or wellbeing problems 


Areas where further developmental work is needed includes reducing the health inequalities that 


existing on key indicators (e.g. breastfeeding, maternal smoking, hospital admission for 


unintentional injury). Development is also needed in mental health support for families with children 


under 5; joint working between children’s and adult services; school nursing capacity and 


development of the Healthy Child Programme for 5 – 19s; weight management; services for 16 – 19 


year olds; hospital admission rates for several conditions; and development of a prevention pathway 


for oral health.  
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17. HEALTH AND WORK 


Worklessness 


Being out of work has negative effects on the health of individuals and the health of communities. 


The effects of unemployment spread more widely – to those who fear losing their jobs, those who 


accept shorter hours or worse conditions, those who are affected by overwork in workforces that 


have been reduced, and those who lose the benefits of the work the unemployed could have done.  


  


Healthy work  


Poor quality work and unemployment both damage health and this damage falls on the same group 


– those most marginal to the labour market. All people in Stockport should enjoy good quality work: 


• Meaningful 


• Enjoyable 


• Able to be integrated into life 


• Has pleasant and safe surroundings 


• Significant autonomy with resources, power and training appropriate to responsibilities 


• No unnecessary deadlines 


• Good social support 


• No bullying  


Disabled people in Stockport should be employed for their abilities instead of rejected for their 


disabilities. They are often rejected when they would make good employees. Employers quote fears 


about attendance and sickness but the evidence is that these fears are groundless. Employers say 


they need the best person for the job, but the words “for the job” matter. It is not discrimination to 


reject visually impaired people as cricket umpires. It is utterly wrong to reject somebody for an office 


job just because you don’t want to buy a braille keypad (that is the meaning of “reasonable 


adjustment”). It is positively foolish to reject a visually impaired person for a job that depends on 


other senses (a wine taster for example) as visually impaired people are likely to have developed 


those other senses in a compensatory way.  


A Healthy Economy 


We should shape the economy of Stockport so that it creates good quality work for everybody. A 


healthy economy would protect open space and create peace and beauty, reduce motor vehicle 


exhaust emissions, reduce unemployment, grow slowly and steadily rather than fitfully, provide 


security, relieve poverty and avoid pressures for geographical mobility, avoid chemical and physical 


hazards and noise and avoid accidents, provide pleasant working conditions, train people for the 


responsibilities they carry and avoid giving people responsibilities without resources and power, 


avoid overwork, underwork or working under pressure to deadlines, provide work that is meaningful 


and satisfying, under the control of the worker and flexible enough to accommodate other roles, 


avoid the disruption of communities, empower consumers to act to promote health and protect the 


environment and empower people to do not just to demand. By treating culture and environment as 


economic drivers it would attract knowledge based industries which can relocate in places where it 


is good to live.  
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18. HEALTHY AGEING 


Stockport, like most of the country, has an ageing population. Indeed our population is ageing more 


than many parts of the country because we lack the renewing effect of high levels of immigration.  


Older people use more health and social care than younger people. Therefore it is often said that an 


ageing population must mean the cost of health and social care will rise. This was certainly true 


when the main factor ageing the population was demography. Does this change when increasing life 


expectancy is also a factor?  Do older people use more health and social care resources because they 


are older or because they are closer to death? If it is the former then an ageing population will use 


more resources. If it is the latter they might not. Indeed a lengthening life expectancy might reduce 


the burden of an ageing population because a smaller proportion of the population will be in their 


last few years of life.  


In fact, certain analysis raises the rather startling prospect that the financial burden of an elderly 


population is actually greatest in those areas where people do not live as long; and that increasing 


life expectancy reduces the cost of care for the elderly, rather than increasing it, provided that 


healthy life expectancy rises at least as fast.  


The ratio normally used for measuring the proportion of people who are dependent due to old age is 


calculated by taking the number of people over age 65 and dividing it by the number of people of 


working age. This is at an all-time high and will rise continuously into the foreseeable future even if it 


is adjusted for changes in state pension age. An alternative measure however would take the 


number of people within 15 years of life expectancy and divide it by the number of people actually in 


employment. This is at an all-time low and is still falling although, dependent on the assumptions 


you make about employment trends, it may rise slightly between 2020 and 2050 but not to anything 


like the levels seen in the last century. The difference between the two measures is the dual effect 


that life expectancy has on the numerator and the impact on the denominator of participation in the 


workforce by women and by older people. 


About two thirds of centenarians remain fit and active well into their 90s, so these groups definitely 


demonstrate a desirable characteristic. About 30% of the chance of living to be over 100 seems to be 


genetic but about 70% seems to be environmental. The best documented environmental factors are 


a healthy diet, exercise (and especially remaining active into old age), social support networks with a 


strong marriage and good friendships, a strong sense of personal identity with a goal to life, and 


some element of continuing challenge.  


People often abandon their active lives because the NHS has told them a treatable condition is “just 


your age”. This is something we have to root out and bring to an end. It is essential that we take 


steps to stop this common error and its devastating effects.  


A healthy ageing strategy must encourage people to live the kind of healthy life described in the 


preceding section, especially to remain active into old age, to maintain friendships and a purpose to 


life, and to continue with healthy lifestyles, such as healthy diets. It must ensure that people are not 


encouraged to accept that they suffer from old age when in fact they suffer from treatable illness. 


We must make it easier for old people to remain active and involved, and support people in staying 


independent when old age does begin to affect them.   







2. 24 


To read more go to level 3 (full analyses) 


 


SECTION E: THE STRATEGIC RESPONSE 


19. RESILIENT COMMUNITIES 


If we can create resilient communities full of self-reliant individuals who feel empowered to address 


their own needs, and with a commitment to mutual help so that the community works together, we 


could potentially 


• Improve health because self-reliant empowered individuals are healthier 


• Improve health because strong social support networks improve health 


• Reduce excessive reliance on the NHS and social care because of increased self-reliance 


• Reduce excessive reliance on the NHS and social care because of more mutual help 


• Make health improvement easier as communities develop their own health improvement 


strategies 


• Reduce reliance on local authority services  


The World Health Organisation has published a review of the role of empowerment in promoting 


health. It showed that empowerment projects were beneficial to health.  


It has been shown that the strength of a person’s social support networks is a major influence on 


their health. It influences not only minor levels of mental ill health such as depression or anxiety but 


also the chances of suffering a serious psychiatric reaction after a horrendous experience, the risks 


of complications of pregnancy, and all-causes mortality. 


Evidence even suggests that the effect of poor social support is as strong as the effect of poverty. 


Moreover because the strength of the effect increases with the length of time exposed to poor 


social support,  it appears to be a causal relationship, rather than being due to, say, people who are 


ill withdrawing from social contact. It is thought that the reason social support has this impact is that 


it provides protection against stress. There are many sources of social support including families, 


friends, networks of people with shared interests, and faith groups. Neighbours also provide social 


support and research has shown that they do so to a greater degree in lightly-trafficked streets than 


in heavily-trafficked streets.  


Community development has an important role in enhancing community resilience. There is 


evidence that improving community and individual resilience can improve health and reduce 


demand although evidence for reduced demand is more limited than evidence for improved health. 
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20. EARLIER DIAGNOSIS 


The NHS offers screening for a number of conditions, including several cancer screening 


programmes. Screening takes a population and uses a test to divide that population into high risk or 


low risk groups, the high risk group receiving further tests to see if they really have the disease. 


Services to screen a population for a disease are introduced only with great care and after 


considerable analysis as to whether they do more harm than good. When considering any screening 


programme there are a number of questions to be asked: about the screening test itself; how much 


we know about the disease in question; what treatments are available; and how well this might 


work as a programme for everyone.   


Part of the decision making when introducing a screening programme is whether or not early 


diagnosis of the disease will actually benefit the patient.  So, is it important to diagnose disease as 


early as possible? This depends on whether the course of the disease can be affected by early 


treatment.


 


The red, green and purple bars represent the “survival time” of a patient with a disease. But only the 


green and purple bars represent extended survival due to treatment and only the purple bar 


represents extended survival due to screening.  


In the top two examples on the diagram, early diagnosis seems to have extended survival because 


the red bar is 6 years longer than with later diagnosis, but all that really means is that the patient 


knew they had the disease for 6 more years. In the top example the screening has actually been 


pointless – it has simply extended the patient’s suffering.  


In the bottom three examples the screening test has been applied and has led to an apparent 


extended survival, but only in the one with the purple bar is this due to the screening. Unfortunately 


we often do not know precisely which of these three different scenarios applies. 


So this demonstrates the point that screening services are introduced only after careful 


consideration of how the screening can benefit a population. All the screening services which are 


offered by the NHS have a sound scientific base to them and it is important to ensure good uptake. 
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21. CHANGE IN THE HEALTH SERVICE 


New Institutional Structures 


The health service has been radically reshaped this year. 


 


I particularly welcome: 


• The transfer of public health to the local authority;  


• The creation of the Health and Well Being Board as a committee of the local authority 


providing a single focus for strategic oversight within a democratically accountable context;  


• The strong clinical input into commissioning and the extra power given to GPs. 


I do however have six matters of concern. 


• I am concerned that procurement bureaucracies may undermine the new structures. 


• I am concerned that Health and Well Being Boards have inadequate powers. 


• I have always believed that the distinction drawn between the health service and social care 


is artificial and that they would be better combined. 


• I am deeply concerned at the absence of any local structure responsible for general practice. 


• The Government has drawn a totally new distinction between “the health service” and “the 


NHS” with public health being described as part of the health service but not of the NHS. I 


believe this will cause confusion. 


• Although clinical commissioning is a step back towards Nye Bevan’s vision of a family of 


health professionals, there is no corresponding step in providers. 


Commercialisation 


For the last two decades a process of private sector involvement in the NHS has been under way, 


now institutionalised and accelerated in the Health & Social Care Act 2012, in a way which will 


inevitably accelerate it further. 


It  doesn’t matter to a person receiving care whether they get it from a state employee or a private 


company provided it is paid for by the state, is of good quality and is free at the time of use. Some 


private companies and charities undoubtedly make valuable contributions to the NHS. But 


competition to provide better care can only take place if quality can be measured in a contractual 


indicator, and the risk is that it will be easier to generate profit by distorting those indicators than by 


actually improving care, as has happened elsewhere in the world.  


Moreover a commercial motive could diminish the commitment to other values, and hence destroy 


Nye Bevan’s vision that the people, pursuing health as a social goal, would be supported by a family 


of professionals committed to that same goal. Indeed the health service, at least in the hospital 


service, is now suspicious of that vision, perceiving it as a restraint upon the labour market. 


Financial Pressures 


NHS funding is essentially static. Unlike most of the public sector it is not being cut but increases are 


very small.  Demand for NHS care is rising at such a rate, due to a demographically ageing 


population, diminished self-reliance, and medical advances, that static funding represents a 


significant challenge. The so-called Nicholson Challenge states that the NHS needs to achieve 20% 


more benefit from static resources over a 5 year period. This challenge, rather than cuts in 


resources, is the basis of the present financial challenge to the NHS.  
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22. CHALLENGES FOR THE NHS 


Quality of healthcare 


The recent scandal at Winterbourne View, the Francis Report into the poor care at Mid Staffordshire 


Hospital have focused attention on NHS quality, and Sir Bruce Keogh, the Medical Director of NHS 


England, has written a report on how to address the problem. It is tempting to view these problems 


as aberrations that occurred elsewhere but the whole point of the Keogh Report is that the only way 


we  can be certain that they will not happen here is if we focus actively on the pursuit of quality.  


Rising demand on services 


Despite improving health, demand for NHS services rises relentlessly. In part this results from an 


ageing population, especially to the extent that the ageing is due to demography rather than 


increased life expectancy. Partly it results from inefficiencies in the delivery of care, paradoxically 


often resulting from changes in care which were intended to promote efficiency – particularly 


striking is the greater use of Accident & Emergency departments as a first port of call because of 


nationally dictated changes in general practice which undermined continuity of care and the 


strength of the doctor/patient relationship. Partly however, it results from an increasing tendency to 


seek professional help for problems which in the past people would have dealt with themselves or to 


seek specialist care for problems which in the past would have been dealt with by GPs. 


Areas of particular local attention include: the Emergency Department; care for children; follow-up 


hospital appointment; and the Healthier Together review of hospitals and their relationships to 


primary care. 


 


The NHS Contribution to Prevention  


Early Diagnosis - The ambition of the CCG is that everywhere in Stockport there will be an increase in 


uptake rates for cancer screening, immunisations, vaccinations and health checks. 


Lifestyle Advice - It is important to ensure that opportunities are not lost to give lifestyle advice in 


the course of NHS care. There is evidence that brief interventions – simple messages from health 


professionals in the course of professional contacts – are valuable and effective and so the principle 


must be followed of “making every contact count”.  


Unifying health & social care into services based on need with prevention reducing rising demand 


Health service resources are finite and are used to help people. It is not therefore ethical to waste 


them. The use of available resources to achieve as much as they can is, therefore, an essential part 


of managing the NHS. 


To do this it is important to concentrate not on supply (the services currently provided and their 


problems) or demand (meeting what people think they want) but on need (that which has been 


shown by evidence to provide an important benefit) and to aim to reduce that through prevention. 


It is often said that prevention makes savings only in the long term but there are areas where 


prevention can make savings much more quickly. This is the only way to meet our immediate 


financial challenges. We must invest in these areas in 2014/15 to produce benefits for 2015/16.. 
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23. PREVENTION – THE CORNERSTONE OF PUBLIC SECTOR REFORM 


The financial challenges facing the NHS and local government cannot be met by efficiency nor by 


service cuts (unless we are willing to dismantle essential services). They must be met by reform 


which reduces the need for services.  


Across Greater Manchester, we have agreed a set of design principles which are being used as we 


design services for our populations.  


• Focus on the outcomes to be achieved. 


• Consider all the ways of achieving those outcomes. 


• Prevent somebody needing a service:- this serves them  better than supplying the service. 


• A stitch in time saves nine - deliver support that prevents economic, social and health issues 


developing at their current rate and stops them becoming entrenched.  


• Identify, as soon as practicable, those who are at an increased need for support and address 


these needs using state of the art evidenced-based services. 


• Choose interventions on the strength of the evidence base. 


• Integrate, co-ordinate and sequence interventions -the right order and right time for each family. 


• Take a family or community based approach not focus on individuals, to best influence behaviour. 


• Recognise the value of resilient communities and of independent individuals, of self-help and of 


mutual help, the role of social support and community spirit and the significance of civil society. 


• Recognise that this does not happen merely by stepping back but requires active empowerment. 


 


The aim is to prevent long-term issues of residents, better support their needs and enable them to 


live more independently and contribute to economic growth. Helping people to reduce their 


dependency on public services is the right moral choice – it also makes best sense to us as 


custodians of public resources. It would make sense even if there were no austerity – it is simply that 


austerity denies us the luxury of neglecting this duty. 


 


Public Sector Reform starts with five themes:-  early years, troubled families, health and social care 


integration, transforming justice and work & skills. These themes alone will not solve our problems, 


even in purely financial terms let alone in terms of enhancing wellbeing. The design principles must 


be applied to all public service. We need to accept that success can look like us doing less, not more, 


and that well served and supported communities need and indeed want less state intervention. This 


shift means a focus on intervening before crisis, in order to save the cost and pain of letting issues 


within the community build until levels are intolerable for both the individual and society.  


 


Early identification and intervention is vital. We must not support interventions that have no 


evidential basis or theoretical support. At the heart of this is taking a holistic community and family 


approach in order to really understanding the citizen; their story and their circumstance, from their 


viewpoint.   All this hopes to develop a culture of resilience.  


Resilient people don’t just survive, they thrive. They do well and cope in good times and bad. They 


contribute to their community, both economically and socially. Resilient people have resources to 


call upon to support them, with strong personal skills and access to information and communication 


networks. Collectively the communities of resilient people are able to actively influence and manage 


economic, social and environmental change preventing large scale entrenched social issues forming.  
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24. A COUNTRY CITY – TOWARDS A GREENER STOCKPORT 


In 2000 I published ‘A Country City’ as part of my Annual Public Health Report and the most up to 


date version is available on request (Chapter X of this report). A review will take place in 2013/14 


and the reissue of the original document, with only minor changes will launch that review. 


 


“Country City” covers predominantly social and environmental aspects of issues including transport, 


open space, biodiversity and living as a community.  This report describes an ideal of a Country City 


and Civilised City in which people live and work in peaceful and beautiful surroundings, with a focus 


on improving urban living and with many benefits for health.  The Country City provides exercise 


opportunities and helps raise people’s spirits by forming a city of village communities in natural 


surroundings.  The Civilised City focuses on peacefulness and social support with an emphasis on the 


importance of social interaction, opportunities to enjoy peace and beauty, and community spirit.  


 


The proposals are long term but I said ‘the first step to creating something is the decision to create 


it. To solve a problem you must acknowledge that it must be solved. I have never said that the 


creation of the Country City will be easy. I say only that it must be done.’  Timescales were examined 


acknowledging that a Country City cannot be created overnight.  I cited   Reddish Vale Country Park 


as a success story of turning derelict land into breathing space where Kingfishers dive.  I said: ‘If 50 


years ago councillors had said that the creation of a country park in that area was an unrealistic 


dream then it would not exist today. A succession of short term decisions would have reshaped the 


area instead. Instead councillors ensured that every decision made about the Vale pointed in the 


same direction. I hope that the borough is proud of that achievement. I hope that it also still has the 


confidence to repeat it. Does this generation have the same visionary civic pride that allowed our 


parents and grandparents to bequeath us this treasure? Will we and our children create further 


similar treasures for our grandchildren?’ 


 


I added : ‘The report describes an ideal - a vision that I have called a Country City in which people live 


and work in peaceful and beautiful surroundings in balance with nature. The report asks that we 


start to work for it. I fully acknowledge that it will take time to achieve; that compromises will be 


made, and that parts of the vision will prove to be wrong and will be modified. But the 


determination to move in a particular direction must be summoned now.’ 


Issues of significance involved in the above concepts are as follows: 


• Tranquillity – stress reduced by quiet beautiful surroundings; 


• Biophilia – health benefits from experience of nature; 


• Aesthetics – beautiful surroundings raising the human spirit; 


• Exercise – prevents heart disease and osteoporosis and promotes mental health; 


• Transport – traffic destroys tranquillity and disrupts social interaction and community spirit.  


Walking and cycling are good exercises; 


• Open space – Tranquillity; aesthetics, biophilia, exercise opportunities; 


• Crime – Creates stress.  Disturbs  communities.  Creates fear of walking, cycling, open space; 


• Community Spirit – Social support is beneficial to health.  Empowered people can make 


healthy changes.  Poor community spirit can contribute to crime, loneliness and vandalism; 
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• Nature & Biodiversity – Contributes to tranquillity, biophilia and aesthetics.  Biodiversity has 


ecological advantages. 


25. THE HEALTH AND WELL BEING STRATEGY 


The Health & Well Being Strategy 


This strategy, agreed by the NHS and the Council after an extensive process of consultation following 


the publication of the Joint Strategic Needs Assessment identifies a range of commitments (“we wills”) 


directed at the following priority themes 


• Early intervention with children and families 


• Physical activity & healthy weight 


• Mental wellbeing 


• Alcohol 


• Prevention and maximising independence 


• Healthy ageing and quality of life for older people (Including complex needs and end of life 


care) 


Inequalities are a cross-cutting theme which underpins all of these. 


The Public Health Function Business Plan  


This addresses the following strategic priorities and ensures their inclusion into staff objectives and 


into performance management  


• To continue to reduce health inequalities in Stockport. 


• To review public health commissioning and provision following the transitional process. 


• To mainstream public health delivery in the Local Authority through the new ‘Stockport 


Health Promise’  


• To consolidate the delivery of the new Healthy Stockport service and public health 


services.  


• To deliver the ‘core offer’ of public health advice, support and service delivery with 


Stockport GP Clinical Commissioning Group. 


• To implement the Stockport Health and Well-being Strategy.  


• To continue to protect the Health of the Stockport population.  


• To provide robust programmes of Health Intelligence.  


• To develop new Public Health programmes  


• To contribute at the local and greater Manchester level to public health aspects of 


transport, spatial planning, workplace health and the economic strategy. 


 


The Stockport Health Promise  


Public health is not just something to be dealt with in specific specialist areas. Many of the activities 


of the Council and its partners contribute to the health of the people and the concept of the 


Stockport Health promise aims to capture that by asking all areas of the Council and its partner 


organisations to give commitments for activities that will improve health. Examples in the Council 


might include improving the public realm in ways which enhance walking and cycling, developing the 
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role of health in the school curriculum, or pursuing sustainable development strategies, developing 


preventive practice in social care, or enhancing the role of early intervention services for children 


and families. Much of the CCG’s commissioning strategy is directed towards prevention, recognising 


that this is the only way to reduce the challenge of steadily growing need.  


The Health Promise aims to record these commitments and hence ensure that we fully understand 


that prevention is not a specific activity but a goal to be pursued by everybody 


 


The CCG Plan  


Stockport CCGs vision and priorities as an organisation include: 


‘NHS Stockport Clinical Commissioning Group vision is to be known and respected for: 


• the reduction of inequalities in health outcomes  


Working with you the public, we aim to: 


Increase uptake of screening programmes, for example, bowel and breast screening.  


Increase the uptake of NHS Health checks.  


Exceed immunisation rates.  


Increase uptake of health lifestyles and reduction in harmful alcohol drinking. ‘ 


 


The CCG has prioritised prevention and risk factor reduction as one of its five strategic aims. In 


2013/14, the focus is on promoting the health check process that Stockport pioneered many year 


prior to the national drive for health checks. The scope of the checks includes assessment for 


multiple risk factors for future disease processes to reduce the burden of vascular disease as well as 


many cancers.  


The CCGs ambition is that everywhere in Stockport there will be an increase in uptake rates for 


cancer screening, immunisations, vaccinations and health checks. The plan describes intentions, 


through investments, to ensure that people in more deprived areas are just as likely to uptake 


screening and have checks and vaccinations. The second main strand of work in the early phase of 


the CCG strategy is to support and encourage CCG members to fully utilise brief interventions and 


referral to the new Healthy Stockport lifestyle service for advice. Given Stockport's high levels of 


drinking much of the focus of this will be on alcohol.  
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26. RECOMMENDATIONS 


I welcome the strategies described in chapter 25 and recommend continuation. I recommend that all 


agencies intensify the process of developing a system of public sector reform focused on resilient 


communities and the principles set out in chapter 23. I recommend investment in 2014/15 in 


preventive programmes which will produce early results to ease the pressures in 2015/16. I welcome 


interagency work on integration of children’s preventive services and of health and social care and 


recommend continuation. 


I welcome Stockport CCG’s planned work on detection of hypertension. I recommend continuation. 


I recommend that Stockport CCG, Stockport MBC and Public Health England, in their respective 


areas of responsibility, vigorously pursue improved screening programme uptake in deprived areas. 


I recommend that Stockport MBC signs the Local Government Declaration on Tobacco Control  


I recommend that the relevant enforcement agencies prioritise the issue of illicit tobacco. 


I urge people to declare their homes and cars smoke free. To support the continued denormalisation 


of tobacco use I recommend smoke free areas in parks. 


I welcome Stockport’s participation in the national ‘Sustainable Food Cities Programme.’ I 


recommend continuation 


I recommend that Stockport MBC continue to pursue the development of linked-up walking and 


cycling networks and that walking and cycling be built into any strategic development proposal on 


the boroughs highway network. 


I recommend that local MPs and political parties press for reversal of the Government’s 


abandonment of a minimum unit price for alcohol and also for plain packaging of tobacco products.  


I welcome Stockport MBC’s intention in the coming year to enhance arrangements for public health 


input into planning applications and to review and renew Country City. I recommend continuation. 


I recommend the development of an enhanced programme of work on healthy ageing by the Health 


and Well Being Board and its member agencies.  


I recommend that all schools have a programme of SRE consistent with best practice guidance. 


I recommend that the Council and the major local NHS organisations intensify programmes of 


workplace health and they include attention to issues of mental health and mental well-being by 


reducing stress, facilitating the adoption of the Five Ways to Well-Being, enhancing the 


arrangements to employ people with mental health problems, and enhancing the confidence and 


capacity of staff to integrate well-being into routine contacts with patients and clients. 


I recommend the local NHS embed prevention and lifestyle into corporate and professional cultures. 


I endorse the co-production approach to mental health, congratulate the Council on pursuing it, 


recommend continuation and urge that links be drawn between this programme and programmes of 


community well-being and resilience. 







2. 33 


To read more go to level 3 (full analyses) 


 


Advice to Individual Citizens of Stockport.  


 


• Follow the five ways to wellbeing 
o Connect – with friends, family, colleagues and neighbours – think of these people as 


the cornerstones of your live and invest time in them 
o Be active – go for a walk, run. Step outside, play, garden or dance. Find an activity 


you enjoy and suits you make, being physical makes you feel good, 
o Take notice – be curious. Savour the moment and appreciate what matters to you. 
o Keep learning – try something new or rediscover an old interest. Learning new 


things is fun and boost confidence. 
o Give – do something nice for a friend, or a stranger. Smile. Volunteer your time. 


 


• Stop Smoking 
Use our smoking cessation service if you need help. If you can’t give up on your own then try a Quit 
Smoking Group.  If you are addicted to nicotine, consider other sources of nicotine, such as nicotine 
chewing gum or nicotine patches. You are more likely to successfully quit if you get help from the 
NHS Stop Smoking Service. Help is available at your GP practice, from some pharmacies in 
Stockport and also from our specialist advisers in the Healthy Stockport service. Visit 
http://www.healthystockport.co.uk/ for more information or call 0161 426 5085 
 


• Be physically active  
Adults should aim to be active daily. Over a week, activity should add up to a minimum of 150 minutes 
(2½ hours) of at least moderate intensity activity in bouts of 10 minutes or more – one way to 
approach this is to do 30 minutes on at least 5 days a week. Use the stairs and walk those short 
journeys. Cycling is a great way to get more exercise over slightly longer journeys, consider using 
Stockport’s leisure services for a swim or fitness class or go to a dance class with your friends.  
 
Children over walking age should be physically active for at least three hours a day, and 5-18 year 
olds should be physically active for at least an hour a day. Again, this should be at least moderate 
intensity. This activity can be achieved in different ways, visit http://www.healthystockport.co.uk/ for 
more information. 
 
For babies not yet walking, physical activity should be encouraged from birth, particularly through 
floor-based play and water-based activities in safe environments. 
 
Both adults and children should minimise the amount of time they spend being sedentary (e.g. sitting) 
for long periods (except when sleeping). 
 


• Eat a healthy diet  
Choose low-sugar, low-fat, high-fibre versions of the foods you eat and eat less red meat. Eat at least 
5 portions of fruit & vegetables each day. You should also add less salt in cooking and at table.  
 


• Keep a healthy weight  
Maintain, or aim for, a healthy weight (adult BMI healthy weight range is 18.5-25kg/m2; healthy BMI 
for children is within the 2


nd
-90


th
 percentile for their age and gender). BMI can be calculated by weight 


(kg) divided by height (m) squared (i.e.kg/m2).  
 


• Drink sensibly 
If you drink alcohol, have no more than 2-3 units a day (women) or 3-4 units a day (men), with at least 
2 alcohol free days per week. Use this website to calculate your units and keep track of your drinking: 
http://www.nhs.uk/Livewell/alcohol/Pages/Alcoholtracker.aspx. For example the following are all about 
3 units: a pint of 5.2% lager; or a pint and a half of 3.2% beer; or a large (250ml) glass of 12% wine. 
 
However a small amount of alcohol is beneficial for heart disease so after the age of 40, provided you 
don’t have health or other problems related to alcohol or any problems with balance or stability, drink 
one small (125mls) glass of red wine most days but not every day. 
 


• Look after your sexual health  
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Sexual health is not just about avoiding unwanted pregnancy or sexually transmitted infections - but 
using a condom will help with both. Remember that having multiple sexual partners increases the risk 
of HIV/AIDS, gonorrhoea and syphilis, cervical cancer and pregnancy. 
  
 


• Use NHS screening services  
Take up all opportunities for screening whenever you are invited to participate in NHS screening 
programmes.  
 


• Take up opportunities for vaccination and immunisation  
Ensure children receive all the vaccinations recommended and keep your own vaccinations up to date 
– especially tetanus. Take health advice before overseas travel and have appropriate vaccinations, 
malarial protection etc.  If you are over 65, if you are pregnant, or if you are under 65 and in an at-risk 
group, have your annual flu immunisation. 
 


• Protect yourself from sunburn  
Enjoy the sun safely. Protect yourself by using shade, clothing (including a hat, t-shirt and UV 
protective sunglasses) and high SPF (sun protection factor) sunscreen, and by avoiding the sun 
during the middle of the day. Avoid artificial ultraviolet radiation too – don’t use sunbeds or sunlamps. 
 


• Reduce stress  
Talking things through, relaxation and physical activity can help. Find time to relax and share your 
worries with friends and partners. Demand training for responsibilities of which you are unsure.Try to 
plan your work to reduce pressure around deadlines. Developing interests outside of work can help 
reduce stress and improve productivity. You can also minimise stress by socialising and by 
contributing to your society.  
 


• Release stress 
Have fun. 
Take exercise 
Maintain your social support networks with family and friends. 


 


• Avoid accidents 
Install and regularly check smoke alarms in your home. After drinking, allow one hour for each unit 
you have drunk before driving, using machinery or undertaking any other dangerous task requiring 
care. Drive at 20mph on side roads and wear seat belts in cars, crash helmets on motor cycles and 
cycle helmets on bicycles. Talk to your health visitor about preventing home accidents to toddlers. 
Always ask sales people about the safety features of products. 
 


• Protect the environment 
You can help to protect the environment by using public transport whenever possible (this also helps 
you get more physically active). Use environment-friendly products and recycle wherever possible. 
You can even refuse to accept unnecessary packaging on products you buy. 
 


• Avoid infectious diseases 
Keep up to date with all vaccinations, and wash your hands regularly when visiting or caring for sick 
people. You should observe good respiratory hygiene (when coughing or sneezing, catch those 
germs in your tissue and then bin it). 
 
For more detail about staying healthy, visit: http://www.healthystockport.co.uk/ where you can 
access advice, tools to help you manage your own health, and free, confidential local support 
to make positive lifestyle changes.  
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