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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 




The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at The Heatons Sports Club, Green Lane, Stockport, SK4 2NF at 10.00 on Wednesday 11 December 2013.
	
	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
	10.02
	J Crombleholme

	3
	Approval of the draft Minutes of the meetings held on 13 November 2013

	
[image: image1.emf]DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 13 November 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 13 November 2013 Part I.pdf


	To receive and note
	10.10
	J Crombleholme

	5
	Notification of items for Any Other Business
	Verbal
	To note

	10.18
	J Crombleholme

	6
	Patient Story
	Video
	To note

	10.20
	R Gill 



	7
	Carers’ Strategy


	
[image: image3.emf]Item 7A Carers 

Strategy cover sheet.pdf



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

Strategy 2013-16 version Nov.pdf


	To endorse
	10.35
	M Chidgey

	8 
	Quality Report
· Including revised Safeguarding Children and Vulnerable Adults Policy and Training Strategy 2013 - 15
	
[image: image5.emf]Item 8A Quality 

Report-Dec 13.pdf



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

Safeguarding Policy Dec 2013.pdf



 EMBED AcroExch.Document.7  [image: image7.emf]Item 8C Q&PM Risk- 

Issue Register Copy of October 2013.pdf



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

Update.pdf


[image: image9.emf]Item 8E Draft Q&PM 

Committee Minutes-20 Nov 2013.pdf


	To receive and note
	10.50
	M Chidgey

	9
	Finance Report

	
[image: image10.emf]Item 9A Finance 

Report.pdf



 EMBED AcroExch.Document.7  [image: image11.emf]Item 9B Finance 

Appendix Oct 13.pdf



 EMBED AcroExch.Document.7  [image: image12.emf]Item 9C Confirmed 

Audit Committee Minutes 050913.pdf


	
	11.05
	G Jones

	10
	Reports of the Locality Council Committee Chairs

· Including minutes of Cheadle and Bramhall LCC meeting of 3 October 2013 


	
[image: image13.emf]Item 10 C&B Locality 

Council Minutes 3 October 2013.pdf


	To receive and note
	11.20
	S Johari

A Johnson

P Carne
A Aldabbargh

	11
	Report of the Chair
	Verbal
	To note
	11.30
	J Crombleholme

	12
	Report of the Chief Clinical Officer

	
[image: image14.emf]December AGG 

summary.docx


	To note
	11.35
	R Gill

	13
	Report of the Chief Operating Officer
	Verbal
	To note
	11.45
	G Mullins

	14
	Clinical Policy Committee Report
· Including minutes from August, September, October and November 2013

	
[image: image15.emf]Item 14A CPC 

Report December 2013 v2.pdf



 EMBED AcroExch.Document.7  [image: image16.emf]Item 14B Clinical 

Policy Committee August Minutes.pdf



 EMBED AcroExch.Document.7  [image: image17.emf]Item 14C Clinical 

Policy Committee September  Minutes.pdf



 EMBED AcroExch.Document.7  [image: image18.emf]Item 14D Minutes 

CPC 23 October 2013.pdf



 EMBED AcroExch.Document.7  [image: image19.emf]Item 14E CPC 

Minutes - 27 November 2013.pdf


	To receive and note
	11.55
	V Owen-Smith

	15
	Public Sector Equality Duties 
	
[image: image20.emf]Item 15 Annual 

Equality Report December 2013.pdf


	To receive and note
	12.10
	T Ryley

	16
	Any other business as raised in agenda item 5
	Verbal
	
	12.15
	J Crombleholme


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 8 January 2014 from  12:00 – 12.30 at Regent House, Heaton Lane, Stockport
Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 20 December 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Quality Report  
 Report of the Quality & Provider Management Committee  


 
NHS Stockport Clinical Commissioning Group will allow  


people to access health services that empower them to 
 live healthier, longer and more independent lives. 


Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 
 


Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 
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Executive Summary 
 


What decisions do you require of the Governing Body? 


The members are asked to provide feedback on the level and range of 
assurance provided through this report and through the Quality & Provider 
Management Committee.  
 
The members are asked to note the draft minutes of the Quality and 
Provider Management Committee meeting on 20 November 2013. 
 
The members are asked to ratify the draft Safeguarding Children and 
Vulnerable Adults policy and training strategy 2013/15. 
 


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 - Issues 
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 20 November 2013 
 


Clinical Executive Sponsor: Dr Cath Briggs 


Presented by: Mark Chidgey 


Meeting Date: 11 December 2013 


Agenda item: 8 


Reason for being in Part 2 (if applicable) 


Not applicable 
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QUALITY REPORT 
 


1.0 Quality & Provider Management November Committee  
 
1.1 The minutes of the November Committee meeting are attached.  In 


accordance with the Q&PM Work Plan, mental health services and 
providers were reviewed in November.  The Committee was assured 
that there was an effective quality monitoring process for Pennine Care 
and that key issue is identified on the Q&P issue log. There was not 
sufficient time to review the smaller mental health providers.  This will 
be carried forward on the work plan. 


 
 The Quality focus for the Committee in December will be a review of 


the key Quality reviews this year – Francis/Berwick/Keogh and the 
CCG’s commissioning response.  


1.2 The Q&PM risk/issues register is being restructured to bring it into line 
with the CCG approach to risk.  All issues/risks were reviewed by the 
committee.  


 
2.0 Provider Quality Monitoring - Issues 
 
2.1 Stockport Foundation Trust 
 
2.1.1 ED Quality– performance against the 4 hour A&E Quality target has 


been good over the last few months, although there are still some 
patients experiencing long waits in ED each month.  An external peer 
review of ED has taken place and a review of patient flows in ED is 
currently underway.  A Quality focussed Notes Review of patients who 
have experienced long waits should commence no later than January 
2013.   


 
2.1.2 Cardiology follow appointment waits. A significant number of patients 


were not seen within the intended follow-up date. This is being 
managed through the contract monitoring process.  The CCG has 
requested an action plan from the Trust with a patient/quality impact 
assessment.  


 
2.1.3 Dermatology service at SFT had significant issues identified by peer 


review. Mitigation plans have been put in place and a partnering 
approach with another Foundation Trust is being developed.  Quality 
will be monitored through the quality and performance contract 
process. 


 
2.1.4 The Speech & Language Therapy service is managing a waiting list of 


children who have had unacceptable delays to treatment.  The CCG is 
monitoring through the quality and performance contract monitoring 
process. A review of the service specification is also taking place. 


 







Page 4 of 7 


 


2.1.5 Pressure ulcer avoidable incidents are consistently reported.  A 
pressure ulcer working group is meeting to address some of the root 
causes of pressure ulcer incidents and to help to increase quality of 
care in the Trust and in the community.  An application to the Health 
foundation SHINE project has been submitted in order to fully integrate 
pressure ulcer care within Stockport; we are awaiting the outcome of 
this bid. 


 
2.2 Health Economy/Provider Issues 
 
2.2.1 TIA - compliance has increased in October to 50%, the GP webpage 


for TIA has been amended and there is currently a redesign of the 
referral documents after GPs feedback. Patient experience of the 
pathway is being sought. There is a delay in the enablement of ED to 
book patients straight into clinic slots at weekend and out of hours due 
to issues within ED. 


 
2.1.2 CDIFF- figures indicate that by the end of October 2013 the health 


economy is over trajectory by 6 cases.  Close monitoring is taking 
place by key stakeholders.  The summer peak seen earlier in the year 
appears to have tailed off but there can be no more than 36 cases for 
the remainder of the year to meet the annual target. This compares 
with an actual of 34 cases over the same period last year. 


 
2.3   Mental Health Providers 
 


Access to psychological therapies – although progress has been made 
with waiting times, particularly for counselling, patients are still 
experiencing considerable waits for psychological treatment.   A 
contract query has been raised with Pennine Care and IAPT 
performance is monitored through the monthly contract group. The 
current and planned end of year position is shown below. 


 
2.4 Primary Care Providers 
 


The four practices with five or more red flags on the national primary 
care web tool have all been contacted and action plans are in place.  
These will be monitored and plans shared with the Area Team. 


 
There are two other practices causing concern at the moment one with 
high levels of doctor sickness that is managing at the moment and 
support is being offered as appropriate by both the CCG and the LMC.  
The other is going through a period of significant instability due to 
the long term absence of a partner.  Options are being explored with 
them for the future and the CCG are working closely with the LMC and 
Area Team to provide support.  In neither case are there concerns 
about clinical quality at this time.   
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There is one practice with a pending GMC hearing that was delayed 
until January and is currently delivering care using locum cover.  At 
present there are no concerns with the care provided.  


 
4.0 Patient Safety 
 
4.1 Safeguarding 
 


The Quality and Provider Committee received the proposed revised 
organisation safeguarding policy and recommended for it to be 
forwarded to Governing Body for ratification.  Please see the policy 
attached.  


 
Three specific issues were considered by the committee:- 
Children’s safeguarding training.  There are concerns in respect to the 
time scales for full compliance to be achieved. The committee agreed 
to formally write to the FT for further assurances relating to both 
children’s and adult safeguarding training. The committee will consider 
if further escalation is appropriate based upon the SFT response. 
Did Not Attends - the committee confirmed that they were assured that 
a DNA would be identified and acted upon. 
Adult Community Services It was agreed that from the current 
information received the committee could not confirm assurance. It was 
agreed to formally request from SFT outstanding information requests.  


 
4.2 Serious incidents 
 
4.2.1 There has been some progress reducing the number of legacy 


incidents since September and there remain 16 serious incidents from 
pre April 2013 for which CCG has not received any investigation report.  
The Trust acknowledged the CCG’s concern and has accepted that 
they are finding it difficult to trace the history of the incidents and 
identify what level of investigation has taken place.   The CCG has 
requested SFT to agree a process with their board for closing such 
legacy incidents.  Once agreed to share this report with the CCG.  
 


4.2.2 There were 4 serious incidents reported in November.  Three were 
pressure ulcers, one a safeguarding incident.  SFT are undertaking 
their investigations and will report to the CCG for review.  
 


4.2.3 The first peer review of serious incidents took place between the 
CCG’s Quality Clinical Lead and the Trust’s Medical Director. This 
enabled sharing of concerns about quality issues arising from 
reviewing serious incident reports. 


 
 
5.0 Clinical Effectiveness 


 
Issues are identified in section 2.  The CCG Clinical Policy Committee 
also reports on Clinical Effectiveness. 
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In addition SFT is continuing to fall below the CQUIN threshold for the 
AMI, Heart Failure and Pneumonia and is not meeting the Dementia 
FAIR CQUIN.  These issues are highlighted in SFT’s November Board 
Report 


 
6.0 Patient Experience 
 
6.1  The Stockport Patient Experience Surveillance Group’s second 


meeting took place on 3rd December.  The aim of this group is to bring 
the patient voice to the heart of commissioning.  The group has 
membership from key commissioners and Stockport organisations 
representing patients.   A work plan has been developed to mirror the 
Q&PM work plan.  Mental Health was the focus of this meeting, issues 
were highlighted and recommendations will be fed into the Quality & 
Provider Committee.  


 
6.2 Friends & Family Test (FFT) – SFT Friends & Family response rate 


was at 17% for October which is a rise from September’s 11.3% and 
achieves the first 15% milestone.  The response rate needs to be 20% 
by the end of the year.  The A&E response rate is still below 15%, 
which is the same position as the majority of GM Trusts.     


 
 The roll out of FFT to Maternity Services commenced on 1st October 


2013 with Stockport FT achieving the second highest response rate in 
Greater Manchester 


 
6.3. Complaints - from October 2013, complaints to the CCG and 


complaints as reported from Providers will be reported through this 
Quality Report.   


 
6.3.1 The CCG received eight complaints/MP queries in October. Seven 


were passed to Providers to respond and one relates to CCG 
commissioning and is being investigated.  All were responded to within 
the required timescales. 


 
6.3.2 SFT produces a Quarterly Incidents and Complaints Report for their 


Board.  The latest published report for Q1, states that SFT had 139 
formal complaints. 88.5% of complaints were responded to within 25 
days. SFT’s report provides more detail on these themes and actions 
taken to address the issues.   The top 5 themes are detailed below. 
Formal Complaints  
Treatment  
Staff Attitude  
Communication  
Appointments  
Discharge Staff attitude 
Informal Complaints 
Appointments 
Treatment  
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Communication 
Property 
Staff attitude 
 


Stockport CCG has expressed a need for more insight and more 
detailed reporting into SFT’s complaints. This will be addressed 
through the contract negotiations.  This agenda is supported by ‘Hard 
Truth’s recommendations. 


 
 
6.4 National Surveys 
 
6.4.1 National Cancer Patient Experience 2012/13 Survey  
 


Results for Stockport NHS Foundation Trust indicate that for the 
majority of acute measures, care is standard.  Primary care is reflected 
well.  Concerns are highlighted over information, involvement of 
family/carers, discharge and control of pain.  An action plan from SFT 
is due. 


 
 
 


 
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 CCG 


Quality & Provider Management Committee 
 


Draft Minutes  
 


Date of 
Meeting: 


20 November 2013 Time 
From To 


9:00 am 11:00 am 


Venue: Board Room, Floor 7, Regent House 


Attendees: Karen Richardson (KR) (Chair) Nurse Member of Governing Body 
Dr Cath Briggs (CB), Clinical Director 
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 
Dr Vicci Owen-Smith (VOS), Clinical Director, Public Health 


Apologies:  
Tony Stokes, Healthwatch 


In attendance: Sarah Smith, Minutes 
Gina Evans (GE), Joint Commissioning Lead 
Rachel Grindrod (RG), Contract Manager, GMCSU  
Jennifer Connolly, Specialist Registrar, Public Health 


  


Item 
No 


Agenda Item 


1 Minutes & actions from the last meeting (16 October 2013) 


1.1 
 
 


1.1.1 
 
 
 
 
 
 


Minutes: The minutes of the meeting held on 16 October 2013 were approved as a correct 
record, subject to one amendment: 
 
Page 2 Terms of Reference Insert – the group agreed that the committee should include 2 
GPs as members with nominated deputies. 
 
9.10am GE joined the meeting 
 
 
 







 


Q&PM 
16 October 2013 


1.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


1.3 


Actions:  
 
Item Terms Of Reference. KR asked the group for comments on the draft Terms of 
Reference which had been circulated with the papers. VOS noted that she was not on the 
membership. 
Action: KR to update TORs and circulate final draft 
 
9.13 SP joined the meeting 
 
Item 3. Review leaflet for Avastin. VOS advised that the leaflet had been updated and is 
now operational. 
 
Item 3. Clarification of incident re pharmaceutical production. SP confirmed that there had 
been one incident, that the manufacturer had changed back to the previous system and no 
further incidents had been reported. VOS reported that the CCG is going to procurement 
for a new Wet AMD service and confirmed that use of NICE approved treatments will be 
within the specification. 
 
Matters Arising: 
 
Workplan  
GM referred the group to the work plan which had been circulated with the papers. GM 
proposed that the committee would focus on specific areas each month by rotation,  
 
Mental Health provision would be discussed at this meeting and Mastercall, Arriva and 
NHS Direct in December. KR confirmed that future committee meetings would focus on 
the workplan for the first hour. GM asked for comments.  
 
JC asked for confirmation of additional external assurance that could be relied upon? GM 
confirmed that the assurance process was primarily through this committee.  
 
GM stated that where the CCG is not the lead commissioner she is attempting to get the 
external commissioning leads to come to the meeting to present.  
 
SP asked if the patient experience group had a workplan? GM agreed to progress this and 
suggested alignment   with Q&PM’s workplan. Consideration needs to be given to the 
challenges around meeting dates.  
 
JC do we receive feedback from associate commissioners regarding their concerns? GM 
advised it varies according to the contract adding the quality leads meetings captures key 
concerns 
 
The workplan was agreed and accepted by the committee – it was noted that a review of 
effectiveness of the process should be undertaken in the coming months. 
 
9.20 am CB joined the meeting. 
9.30 am MC joined the meeting. 


2. Provider/Service focus – Mental Health & Learning Disabilities 


 GE presented the report for Pennine Care (Quarter 2) which had been circulated with the 







 


Q&PM 
16 October 2013 


papers. 
 
Performance and Activity  GE confirmed that the report showed data for Stockport activity 
by borough and CCG. GE highlighted significant concern regarding IAPT.  
 
The group reviewed Serious Untoward Incidents (section 2) GE confirmed that the figures 
relate to Stockport adding that quality meetings are held monthly, Pennine present a 
quarterly governance dashboard and STEIS meetings are held monthly to monitor (HMR 
lead, Stockport and T&G attend and providers are invited to take questions).  
 
Incident dated 03/05/13 – VOS voiced concerns regarding the recording system. GE 
advised that the new SUI meeting will review serious incidents associated with the 
contract and will follow-up any learning and action points from serious incidents.  
 
GE highlighted the incidents dated 29/08/13 and 17/10/13 and explained that CCG’s do 
not commission Tier 4 CAMH Service adding these beds are being taken by patients from 
out of the area which resulted in these two incidents, this issue has been raised with NHS 
England. CB asked at what level do we need to review these incidents?   
 
The group agreed that it needed assurance around the process in place and it would 
therefore scrutinise the process. SW queried the figures on p5 GE agreed to check the 
numbers.  
 
Mental Health PbR (section 3) GE informed the group that this will be called payment and 
pricing system. GE advised that there is a move away from a National tariff toward a focus 
on quality, outcomes and locally agreed costs. KR Any financial risks for the organisation? 
MC – yes two financial risks around firstly the existing baseline and then the impact of any 
subsequent improved counting.  
 
CQUIN Dashboard. The group noted good progress with CQUIN. No other comments. 
 
Exception Report GE read through the report. VOS why is there a 28 weeks wait for 
counselling? GE - progress has been made and waiting times had reduced, the 
improvement trajectory would get us to 18 weeks by March 2014. 
 
The committee was assured that the robust monitoring and reporting systems in place will 
identify quality and performance issues of the main service provider.  
 
10.05 GE left the meeting. 
 


3. Risk Register 


 
 
 
 
 
 
 
 


  
GM advised the group that the risk register remains in development and is being reviewed 
by Tim Ryley and Paul Pallister. GM added that the risk register should be presented and 
considered primarily as an issues log and therefore a more appropriate scoring system 
was required. Q&PM risks also needed to be reflected on the corporate risk register.  
 
The group reviewed the risk register (this is an attachment to minutes): 


1. On track 







 


Q&PM 
16 October 2013 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2. In the exceptions report 
3. Not on track. VOS – have we ever mapped stroke incidents? MC no but information 


has been requested from Stroke/Cardiac networks. 
4. No comments 
5. Not on track. MC to write to SFT for action plan. 
6. MC reported that the issues from the peer review had been addressed, another 


provider will be brought in by 01/04/2014 and a move from Locum delivered service 
is expected by April 2014.  


7. No comments 
8. MC advised an agreement was in place for the required finance and a service 


review is happening. MC to provided further update on the completion date for the 
review. MC further advised that a waiting list trajectory is outstanding from SFT. 


9. Strategic risk is managed by CPC therefore this item was removed from the list. 
10. Update in papers 
11. It was agreed to remove this item from the list. 


 
 


 Actions:  


 MC to write to SFT for action plan ( cardiology follow-up care) 


 GM/AN to update risk register. 


4. SNHSFT Performance 


4.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


A number of reports were circulated with the papers: 
 
o Quality Surveillance Group Dataset 
o Quality Monitoring Report (QMR) SNHSFT 
o Quality Report from SNHSFT 
o CQC SNHSFT Intelligent Monitoring 
 
RG asked the committee to confirm which report it wants to receive. The group agreed the 
following:  


 Quality Report from SNHSFT to be received and reviewed by the committee on a 
monthly basis.  


 Quality Surveillance Group Dataset, GM to bring back issues by exception, the 
committee will review twice a year but receive monthly for information. 


SG noted that the response to rule 43 was missing from the Quality Surveillance Group 
Dataset. GM noted this gap to be addressed. 
 
Members noted from SNHSFT Quality Report, the SFT focus on CQUIN as their Quality 
Strategy. MC confirmed that this will be raised as part of the contract negotiations.  
 
 


5. Patient Safety 


 Safeguarding 
Draft policy document Safeguarding Children & Vulnerable Adults Policy & Training 
Strategy 2012-2015 had been circulated with the papers.  
SG explained that although the current policy was valid until 2015 it required updating to 
reflect NHS system changes. There were a significant number of changes for the panel to 
review. SG had requested that proposed amendments be received in advance, none were 







 


Q&PM 
16 October 2013 


received and it was confirmed that the committee recommended for the policy to be 
forwarded to Governing Body for ratification.  
Three specific issues were considered by the committee:- 
Children’s safeguarding training.  There are concerns in respect to the time scales for 
full compliance to be achieved. The committee agreed to formally write to the FT for 
further assurances relating to both children’s and adult safeguarding training. The 
committee will consider if further escalation is appropriate based upon the SFT response. 
Did Not Attends - the committee confirmed that they were assured that a DNA would be 
identified and acted upon. 
Adult Community Services It was agreed that from the current information received the 
committee could not confirm assurance. It was agreed to formally request from SFT 
outstanding information requests.  
 
 
 
 


 Actions: 


 MC to write to Judith Morris for confirmation of the current position and to 
request information necessary to consider whether further escalation is 
required. 


 


 RR and VM to send out reinforcement messages regarding DNA’s to GP’s  
 


 


6. Clinical Effectiveness 


 CIP Plans 
A copy letter to SFT (dated 04/08/13) had been circulated with the papers. MC reported 
that the meeting requested had not happened and that the information requested had not 
been received. SFT had committed to set a meeting date by 22/11/13 MC advised that if 
this did not happen he would escalate. 
 
NICE 
The group noted the paper Using Quality Standards which had been circulated with the 
papers. KR advised that she would be meeting with GM to agree some changes to the 
wording for the final stage of the process. 


7. Patient Experience 


 Friends and Family 
The group noted the response rate was still low, however an action plan was in place to 
address. 


8. CQUIN 
 


 Process and List 
GM informed the group that the priority list for areas for CQUIN had been sent to SFT for 
comment and a discussion will take place in December. It was agreed that a separate 
meeting should be held to agree the priority list, JC, SW and GM will attend this meeting. 
 


9. AOB 







 


Q&PM 
16 October 2013 


 


 MC reported RTT 18 week’s standard for admission, the backlog has increased 
significantly over the past two months and achievement of the target is looking very 
challenging. MC/CB will update at next meeting.  


The next meeting will take place on: 
 


9:00 – 11:00 
Board Room, Floor 7 Regent House 
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Finance Report 
Finance Report as at 31


st
 October 2013 – Month 7 
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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
To note the financial position at Month 7 and forecast 13/14 at this date. 


 
 
 


Please detail the key points of this report 


 


 Year to date surplus of £2,101k in line with plan 


 Forecast surplus of £3,570k in line with plan 


 Healthcare contracts are forecasted to overspend by £3,171k, offset 
by combination of Demand Pressure Reserve and investment 
slippage 


 Confirmed Audit Committee minutes of 5 September 2013.  
 
 
 


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: 11th December 2013 


Agenda item: 


Reason for being in Part 2 (if applicable) 


  
N/A 
 







 


Financial Position as at Month 7 
 
 


1.0 Introduction 
 
1.1 This paper provides an update on the financial position of NHS 


Stockport CCG as at 31st October 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 7 & forecast outturn at this date 
 
 
2.1 The financial position of the CCG as at month 7 is summarised in the 


table below. Members will note actual performance to month 7 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 October. 
 


Plan Actual


(Surplus) / Deficit (Surplus) / Deficit


£000s £000s £000s


Month 7 YTD (2,042) (2,101) (59)


Year End Forecast (3,500) (3,570) (70)


(Favourable) / 


Adverse


 
 
 
 
2.2 Healthcare Contracts (Acute, Mental Health, Community Health, 


Continuing Care, Primary Care and Other) – our YTD performance 
to month 7 shows a £2.24m overspend against these healthcare 
budgets.  


 
The main area of overspend is within Acute Contracts which are 
overspending by £2.8m largely due to:  


 


 Stockport Foundation Trust (£1m) with outpatient and critical 
care activity being the main reasons for over performance. 


 


 Central Manchester University Hospital Foundation Trust 
(£205k) over performance is largely due to Devices and other 
Exclusions, IVF and Non Elective activity. 


 


 University Hospitals of South Manchester Foundation Trust 
(£441k) over performance due to Outpatient and Elective activity  


 







 East Cheshire (£208k) is also over performing due to Critical 
Care, Outpatient and Day Case activity.  


 
2.3 Discussions are on-going with these Providers to understand the root 


cause of these variances and recurrent impact. Current projections on 
Acute activity/performance indicate a likely forecast overspend of 
c£4.38m. The forecast overspend on acute Providers is offset by the 
demand pressures reserve and slippage within the investment reserve. 


  
2.4 Prescribing – the NHSBSA has provided actual spend to August 13. 


The spend position reported to month 7 therefore includes an estimate 
for the months of September and October which, combined with 
actuals up to August, shows a YTD overspend of £338k. The YTD 
overspend is a reflection of budget being posted on a straight line basis 
compared to actual expenditure which is a factor of the numbers of 
dispensing days per month. 
 
The prescribing forecast outturn of a £150k 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 of £44m (which excludes spend on centralised drugs of 
£1.3m).  


 
Members are reminded that the prescribing QIPP of £3.5m has already 
been fully embedded within the prescribing budget and therefore 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). There is a small underspend (c£38k) as at month 7 which 
mainly reflects staff vacancies within the CCG. The forecast position is 
expected to remain broadly at this level as it is anticipated at this stage 
that non-pay budgets will by fully utilised during the year.  


 
2.6       Reserves – Table 1 in Appendix 2 sets out the reserves currently 


held at month 7. 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. This reserve will be transferred to income and 
expenditure budgets in month 8 in support of the demand pressures 
which have materialised. 


  
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 7 there is slippage of £2.97m 







within these reserves which is supporting the forecast outturn 
position.  


 
2.6.3 Contingency – calls against contingency sum have been identified 


as at month 7 with the £0.24m slippage again supporting the 
financial position.  


 
2.6.4 Savings & Efficiency (£5.1m) – this reserve reflects the remaining 


£2.4m of the CIP and QIPP schemes yet to be achieved together 
with the Specialist Commissioning Risk reserve of £2.7m. Against 
the remaining £5.1m savings to be achieved it is anticipated that 
£3.6m will be achieved leaving a shortfall of £1.5m against the 
original plan which are being offset by savings within Income and 
Expenditure 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 QiPP/CIP – A summary analysis of the amounts retained in 13/14 
CIP/QiPP reserves is detailed in Appendix 2 – table 2. This table 
provides both the opening budgets, and budgets still retained in 
reserves at month 7. The table shows that c£18.9m CIP/QiPP has 
been achieved and embedded into healthcare and other budgets. The 
main area of risk remains around the Specialist Commissioning Risk 
Share arrangement. To date, we have processed an inflow of funds of 
£727k and have anticipated an additional £800k inflow from NHSE 
expected to be confirmed at month 8. 
 


2.8 The financial risks present at month 7 are categorised below:- 
 


2.8.1 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 other than a £58k adjustment to NHS 
England related to Health Visitor and Dental services. 
 


2.8.2 Specialist Commissioning – we are still expecting to receive an 
allocation transfer of £800k in respect to East Cheshire Specialist 
Services. Confirmation of the transfer is expected in month 8. 
Recurrently, the net impact of the transfer of Specialist 
Commissioning responsibilities to NHS England has left the CCG 
with a £2.2m shortfall going forward into 2014/15. 
 


2.8.3 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 7. Our forecast position assumes our ‘most likely’ 
position on the basis that these trends are subject to seasonal 
variation and impact of high cost / low volume cases.  







 
2.8.4 CIP Delivery – our strategic investments were approved by NHS 


England in October 13. The delay in Business Case approval and 
resultant delay in service implementation means that we will not 
fully deliver the recurrent CIP as identified in our plans.  


 
 


3.0 Cash Forecast 
 


3.1 NHS England currently has a notional cash limit for each CCG based 
on its revenue resource limit. It is still unclear whether NHS England 
will devolve formal cash limits to CCG’s. 


 
3.2 In the absence of a formal cash limit being applied to the CCG, the 


table below sets out the CCG’s cash performance against an assumed 
notional cash limit. 


 


Assumed 
Cash Limit 
£000’s 


YTD Plan 
£000’s 


YTD Actual 
£000’s 


Variance 
£000’s 


349,485 198,033 181,517 (16,516) 


 
The CCG has under drawn by £16.5m which is reflective of creditors 
totalling £15.9m as detail in Appendix 3. 
 


4.0 Balance Sheet 
 


4.1 Appendix 3 details the balance sheet of the CCG as at 31st October 
2013. Members should note work is on-going in respect to the financial 
closedown of PCT’s and resultant transfer of legacy balances to the 
new responsible commissioning organisations. It is currently 
anticipated that this work, which will inform the CCG’s opening balance 
sheet for 13/14, will now be finalised early in 2014. 
 


5.0  Recommendation 
 
5.1 The Governing Body is asked to:- 


 
5.1.1 note the financial position of the CCG as at Month 7 (31st October 


2013) 
 


5.1.2 note the major inherent risks that could impact on our ability to 
deliver against our target surplus in 13/14 


 
5.1.3 note the confirmed minutes of the Audit Committee of 5 September 


2013. 
 
Gary Jones 
Chief Finance Officer  
03 December 2013 







 
 
Compliance Checklist:  


 
 
 
 
 
 
 
 


 


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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Confirmed Minutes  


Stockport Clinical Commissioning Audit Group 
2.00pm Thursday  5th September 2013 


Floor 7 Board Room 
Present: 
 Mr J Greenough (JG) Lay Member (Chair) 


Mrs R Mirza  (RM) Lay member (Co-opted) 
Mr G Hayward (GH) Lay Member (Co-opted) 
 


In attendance:   
Mr G Jones  (GJ) Chief Finance Officer 
Mr D Swift  (DS)  Internal Auditor (Audit North West) 
Mr M Waite  (MW) External Auditor, Grant Thornton 
Mr J Farrar  (JF) External Auditor, Grant Thornton 
Mr J Marsden (JM) Local Counter Fraud Specialist (Audit North West) 
Mr T Ryley  (TR) Director of Strategic Planning & Governance  
Mr D Dolman  (DD) Deputy Chief Finance Officer 
Mrs E Biglen  (EB) PA 
 


37.768  Welcome & Apologies  
  
 Apologies were received from the following member: 


Dr A Johnson, GP Locality Chair 
 


37.769 Minutes of the last meeting held on 23rd January 2013 
 


The following amendments were requested: 
 
Page 4, Paragraph 2, Line 4 word “Held” be changed to “Head” 
 
Page 4, Paragraph 3, MW requested the wording within the paragraph be 
changed to reflect that “the document ‘Everyone Counts’ expresses that there 
is an expectation that CCGs review the QIPP standards of the main provider.” 
 
Page 5, Paragraph 5, Line 1, word “as” changed to “has” 
 
Page 5, Paragraph 7, Line 1, word “debtor” changed to “debt” 
 


 Page 5, Paragraph 8, Line 1, word “handled” changed to “by” 
 
 


 
37.770 Matters arising 
 
 37.761 b) External member for the CCG Remuneration Committee 
 


There was a discussion and the Chair confirmed that the current proposal is to 
have an external member, preferably a Senior Human Resource Director 
whose role would be to put challenge into the decision making process. JG 
advised that the only other CCG in Greater Manchester to recruit an external 
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member was Bolton CCG and the Committee agreed they would prefer to do 
this as it demonstrated openness and transparency to the people of Stockport. 
TR confirmed that to have an external member on the Remuneration 
Committee would be a change that would need to be recommended to and 
approved by the Governing Body. TR outline that he was still awaiting NHS 
England confirmation whether or not it was permissible for CCG’s to have an 
external member on the Remuneration Committee. 
 
c) Conflict of Interest 
 
JG thanked both Auditors for their views on this matter.  He informed the 
Committee that a Conflict of Interest Working Group had been set up with 
membership consisting of one GP, one Non-Executive Director (JG) who 
chairs the meetings and three Executive Directors. The group operates with 
the GP member presenting the case, which is then considered by the group, 
the group then advises the Chair of the Governing Body of how the matter is 
to be dealt with. JG gave the example of the Influenza Enhanced Service and 
other GP services, the outcome being, that they have now been referred to the 
Greater Manchester Local Area Team. TR advised that the group would also 
need to consider procurement which is linked to the conflict of interest issue. 
 
MW informed the Committee that the CCG needs to make it clear when GP 
members have voted as recommended in the ‘Code of Conduct’. The 
expectation from NHS England, RCGPs, BMA and associated organisations is 
that GPs should not vote for something they have a financial interest in. 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. The guiding principles have been developed to 
protect the public. It should therefore be made clear under what circumstances 
GP’s can take part in discussions, when they can vote and when they cannot 
vote. DS advised that guidance on conflict of interest outlines that examples of 
the conflict of interest process should be detailed within the constitution and 
offered to share some examples with Paul Pallister. TR informed members 
that the CCG publish the advice and rationale of the Conflict of Interest panel. 
 
JM commented that a potential gain is always going to be in existence where 
GPs can vote for their benefit.  He advised that, should there be an 
investigation at a later stage transparency of the decision making process will 
be essential.  
 
GH asked that for governance and probity purposes he would like Declaration 
of Interests to be a standing item on the Audit Committee agenda.  
 
Action: DS to share with Paul Pallister examples of how the Conflict of 
Interest process has been detailed in CCG constitutions. 
 
Action: Declaration of Interests to become a Standing Item on the Audit 
Committee Agenda. 
 
 







NHS Stockport CCG Audit Committee Minutes 050913 
3 


 
37.765 a) Internal Audit Progress Report 
 
DS confirmed this had been actioned. 
  


37.771 Risk & Governance Issues 
  


Risk Report 
 
TR presented the report and informed the Committee that as part of the 
process risks are to be reviewed and monitor by directorate managers.   
 
The Continuing Health Care risk was highlighted and that the number of cases 
had reduced from 420 to 250. The financial cost of these restitution cases has 
been fully provided for. 
 
GH asked about specialised services and the funding requirements which 
could be a big financial risk.  TR advised this was under QIPP on Page 3 of 
the report. GH felt it was important to identify Specialist Commissioning as a 
major risk separately.  GJ advised that a financial risk map is being developed 
for the Stockport economy.  
 
RM expressed the view that she did not like the current report format. TR 
outlined that the current report format was temporary until risk reporting to the 
Governing Body was finalised and was only being used to update the audit 
committee of a significant change to a risk score and to report all risks scored 
12 and above.  


 
 
Action:  TR would bring a revised Risk Report by department to the next 
meeting. 
 


37.772 External Audit  
 


JF presented the External Audit progress report.  An Accounts Audit Plan for 
2013/14 which will set out accounting risks identified is still to be issued.  The 
Interim Accounts Audit is to be conducted during December 13 to March 14 
and any findings will be reported by exception to the CFO and audit 
committee. The final accounts audit 2013/14 is planned to take place April 
2014 – June 2014 
 
The scope of work to inform the Value for Money (VfM) conclusion is still to be 
defined as Audit Commission guidance is still pending. It is anticipated that the 
work will be limited in scope and will focus on the Annual Governance 
Statement (AGS) and governance arrangements 
 
GH raised two issues: 


1. VfM of services provided by Greater Manchester Commissioning 
Support Unit (GM CSU). 


2. s251 Patient Confidential Information and the impact it may have on 
the CCGs ability to meet its payment terms of 30days 
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GJ informed members the GM CSU offering was being reviewed in terms 
performance and VfM. GJ outlined that there had been problems with having 
patient names on invoices but work-around arrangements are now in place.  
 
MW drew the Committee’s attention to the emerging issues and developments 
which the CCG needs to address. JG thanked MW for the challenging 
questions that MW had included in the report. GJ proposed that Gaynor 
Mullins be given a copy of the report with a view that Governing Body 
members address the issues at the Away Day during September and a report 
on how the issues are to be addressed to be taken back to the Audit 
Committee to provide assurance. Any technical issue not addressed at the 
away day is to be addressed by the relevant person within the organisation. 
  
Action:  Report to be taken back to the Audit Committee addressing 
issues 


   
37.773 Internal Audit Reports 
 


a) Internal Audit Progress Report  
 
DS presented the Internal Audit Progress Report up to mid-August 2013 
confirming all of the tasks for the second quarter are underway. The 
Committee noted the position to date.  
  
b) Local Counter Fraud Progress Report 


 
JM presented the Counter Fraud Progress Report from April to August 2013. 
The 2013 Staff Survey indicated that further work on an awareness of the 
Bribery Act was needed. The National Fraud Initiative 2012 is a data matching 
exercise designed to help detect fraud is due to be completed by 30 
September 2013 the results of which will be provided to the Audit Committee. 
 
JM outline that he has been invited to give a presentation at the NWLCF 
Specialist meeting about the handling of the practice manager fraud case in 
Stockport. This case has been concluded with the practice manager given an 
18 month imprisonment sentence. GJ thanked JM for his valuable input in 
dealing with this sensitive case.  It was agreed that there was a further need 
for the anti-fraud culture and it should be included in the workplan. 
 
 
Counter Fraud Annual Workplan 2013/14 
 
JM presented the Workplan and advised it was generic to all CCG’s.  The 
2013/14 fee is £12,000 which includes £9,000 (based on 30 days proactive 
work) plus a provision of £3,000 in the event that reactive work is required.  
 
GH outlined that the fraud risks for the CCG may be different from those of the 
PCT and the workplan should be reflective of this. Close working between the 
CCG and Counter Fraud will be required to identify CCG risks and the 
methodologies used may also need to change. JM advised there will be more 
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interaction with the staff to make sure the systems are robust. 
 
 
c) Bribery Act Guidance 
 
JM outlined that the Bribery Act Guidance had been provided for information 
as the guidance had recently been updated.  JG asked what propriety checks 
for new employees would be reasonable so as to comply with the 
organisation’s anti-bribery and corruption policies. JM advised that it was 
guidance and a common sense approach needs to be taken. 
 
 
 


37.774 Director of Finance Routine Reports 
 
Update on Internal Audit arrangements 


 
GJ asked DS to update the members regarding the shared working 
arrangements between Audit North West (ANW) and Merseyside Internal 
Audit Agency (MIAA).  This was summarised as follows: 
 
i) Interim cover for Dave Rogers post to be provided MIAA 
ii) MIAA to provide interim management of ANW services to ensure 


delivery of contractual commitments 
iii) Consideration by ANW board with regards to potential merger of ANW 


and MIAA. 
 


DS said he would be in a position to provide a further update at the next 
meeting. 


 
Action: DS to update at the next meeting on the outcome of the Internal 
Audit arrangements. 


 
Review of Draft Standing Financial Instructions 
 
GJ presented the SFIs which the Governing Body have previously received 
and approved in the CCG Constitution.  Members were asked to comment on 
‘Detailed Financial Policies’ and endorse that these be approved as the CCG’s 
detailed Financial Policies. JG highlighted a change that is required on 9.1.2.  
in that ‘The Remuneration Committee will make recommendations to the 
Governing Body for their ratification.’ not decide. It was then agreed that 
instead of doing a page by page review of the DFP’s that members email GJ 
with any fundamental changes. 
 
Action: Members to email GJ with any fundamental changes. 
 
Losses and Special Payments (Including Debtors > £5k) 


 None reported. 
 
Register of Waivers 
None reported.  GJ confirmed that NHS Property Services were now 
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responsible for PCT land and building fixed assets.  GJ also confirmed that we 
were not using Hempsons as our solicitors as they had proved expensive. 
 
Register of Sealing 
None reported. 
 
 


37.775 Any other business 
 


JM advised he will be leaving on 30th September.  The Chair recoded that the 
Committee commended his support during his tenure at Stockport and in turn 
JM thanked the Committee as he had enjoyed his time in Stockport.  
 
JG asked if the contract with Stockport Foundation Trust had been signed off 
and GJ confirmed this had been done. 
 
GH and RM asked about the future recruitment of Audit Committee members 
and JG advised it was still the intention to advertise and they would be 
informed of these vacancies.  He also asked for their attendance at the next 
meeting on the 20th November. 
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Action List 


 
 


Date of 
Committee 


Minute 
Number 


Action Point Complete 
by Date 


By Whom 


05.09.13 37.770 DS to share with Paul Pallister 
examples of how the Conflict of Interest 
process has been detailed in CCG 
constitutions 


26.11.13 
 


DS 
 
 


05.09.13 37.770 Declaration of Interests to become a 
Standing Item on the Audit Committee 
Agenda. 


 


26.11.13 JG 


05.09.13 37.771 TR to bring a revised Risk Report by 
department to the next meeting. 


 


26.11.13 TR 


05.09.13 37.772 Report to be brought back to the Audit 
Committee addressing the emerging 
issues and developments raised by 
External Audit 


26.11.13 GJ 


05.09.13 37.774 DS to provide an update on Internal 
Audit arrangements 


26.11.13 DS 


05.09.13 37.774 Audit Committee members to email GJ 
with any fundamental changes to the 
SFI’s 


26.11.13 All 


 






[bookmark: _GoBack]GM ASSOCATION OF CCGs:  Association Governing Group (AGG)

Salford&Worsley Suites, St James’s House, Salford

Tuesday, 3 December 2013 (13.30 – 17.30pm)











Attendance:		Trish Anderson			NHS Wigan Borough CCG

			Rob Bellingham			Greater Manchester LAT

			WirinBhatiani			NHS Bolton CCG

			Alan Campbell			NHS Salford CCG

			Tim Dalton			NHS Wigan Borough CCG

			Andrea Dayson			GM Association of CCGs

			Alan Dow			NHS Tameside & Glossop CCG

			Chris Duffy			NHS Heywood, Middleton & Rochdale CCG

Ranjit Gill			NHS Stockport CCG

			Nigel Guest			NHS Trafford CCG	

Caroline Kurzeja		NHS South Manchester CCG	

Gina Lawrence			NHS Trafford CCG		

			Su Long				NHS Bolton CCG			

Wendy Meredith		Bolton Council (Public Health)	

Lesley Mort			NHS Heywood, Middleton, & Rochdale CCG	

			Gaynor Mullins			NHS Stockport CCG

			Stuart North			NHS Bury CCG

			Hamish Stedman (Chair)	NHS Salford CCG				

			Claire Watson			NHS Tameside & Glossop CCG

			Martin Whiting			NHS North Manchester CCG

			Leila Williams			Service Transformation

			Ian Williamson			NHS Central Manchester CCG

			Jenny Scott			NHS England – Specialist Commissioning

				

Apologies:		Michael Eeckelaers		NHS Central Manchester CCG

			Denis Gizzi			NHS Oldham CCG

			Bill Tamkin			NHS South Manchester CCG

			Ian Wilkinson			NHS Oldham CCG

			Julie Daines			NHS Oldham CCG

			Simon Wootton 		NHS North Manchester CCG

			

In Attendance:	Alison Tongue		NHS England - Specialised Commissioning

Mike Burrows			NHS England

Chris Brookes			Service Transformation

	Julie Rigby			Network Manager 

	Janet Ratcliffe   		SCN Associate Network Director 

	Pat McKelvey		Early Years Team 

	Donna Hall		Early Years Team 

	Julian Cox		New Economy 	

	Joanne Newton		North, South & Central Manchester CCGs 



1. WELCOME & APOLOGIES FOR ABSENCE





· Members were welcomed to the meeting and apologies were noted.  

2. MATTERS ARISING





2.1 MINUTES OF THE LAST MEETING: 3.9.13

Were agreed as an accurate record with the exception of 3.1 needs to be altered to Out of Hospital from Out of hours. 

No matters arising all included on the agenda.

3. STRATEGIC WORK PROGRAMMES







3.1 Healthier Together

3.2 Approach of CCGs to Healthier Together in 2014 (both items aligned) 

IWil presented an HT overview with potential solution for 14/15 management;

· Ownership of Healthier Together being clearly led by CCGs needs clearer communication and focus on governance, management of overall budget, clinical and financial sustainability. 

· Benefits which are 1000 lives in 5 years and the management of the £700m gap. 

· NHSE: 5 year CCG plans and the Integrated Transformation Fund of £150.

· Conversation in January this needs to be communicated with shared local ownership. 

· Possible sector approach to be discussed at the next CiC with proposed sector criteria 

· The Ruth Carnell letter to providers was intended to encourage collaboration.

· Need to be clear how we got to this position with clear discussion around scope. 

· May need a smaller working group to define the scope.



Mike Burrows provided a NHSE perspective to the discussions:

· MB has met with the national top team who confirmed overall support.

· The reform is supported through ‘call for action’ other areas developing similar programmes

· Concerns noted around competition: MB and LW have met with Monitor who has agreed to operate on an advisory basis. 

Summary

Need to ensure that the AGG can effectively work together as one to ensure the visibility of CCG ownership of the programme. Although the sector approach may not fit with flows it was recognised as a potential solution to provide additional support and foster local ownership required.

The AGG noted: 

1. Must not lose this opportunity to redefine the current unsustainable system 

2. Continued support for the programme supported through more transparent processes 

3. Discuss the sector proposal or an agree and improved approach at the next CiC

4. The continued  value provided by IWil leadership 













3.3Service Transformation/Healthier Together Budget Report

· Review of programme costs to has reduced the 13/14 requirements.

· NHS secondments are proposed to replace external consultants.

· The responsible officer for the Service Transformation budget is Leila Williams, Director of Service Transformation, with Ian Williamson the SRO for the programme.

·  Financial governance is provided by the Central Manchester CCG Audit committee and Finance Committee and by the Central Manchester CCG Chief Finance Officer.  

· Budget reports will be formally presented to the Chief Finance Officers Group and to the Healthy Together Steering Group. 

· Any increases to budget will require formal sign off by the A.G.G.

·  Possible Strategic Levy next year to allow for time to review the programme spend.

The AGG noted: 

1. The AGG agreed 13/14 budget with the additional NHSE support confirmed  by MB

2. CFOS to produce a paper on the requirements for a GM wide strategy levy fund for 2014/15 

3. Agreed 14/15 budget in principle; paper to AGG in February outlining future spend 



















3.3 Public Service Reform Early Years New Delivery Model (NDM)

· To increase the number of children who are ready for school by making the best use of resources to improve outcomes for all children in their early years (EY).

· The NDM offers a robust means to triage EY pathway interventions which means using the best use of staff time and the best use of buildings and locations to deliver them from

· The model components include:
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2. A shared outcomes framework

3. An eight stage common assessment pathway across GM 

4. Evidence-based assessment tools

5. A suite of evidence-based interventions

6. Ensuring better use of day-care

7. A new workforce approach, to drive a shift in culture

8. Better data systems

9. Long-term evaluation



· GM lottery  bid for a 5 Ward approach in Bolton, Manchester, Oldham, Rochdale and Salford.

· Need a strategy to Co commission to improve outcomes to ensure benefits realised.

The AGG:

1. Support GM developments – actively support work at GM level

2. Support CCG engagement through the H&WBB in the development of LA plans  

3. To promote all providers support for pathway development to ensure swift access from assessment into interventions and specialist services.

4. Supported the information provided and requested updates as required 

























4. CLINICAL WORK PROGRAMME UPDATES







4.1 Neuro Rehabilitation

· Based on recent progress through increased focus from the specialised commissioning team from NHS England, AGG are asked to agree to extend the funding for the 20 additional beds for a further 6 months.

· This will provide time to reach a decision on the re-procurement of the whole model led by the specialised commissioning team.

· Complexity of funding arrangements between CCGs and Specialist Commissioners.

· The clinical model for in-patient neuro-rehabilitation services was agreed through consensus at two clinical summits held in July and October. 

· The model is based on national guidelines and the national service specification for complex rehabilitation and supports service provision for patients whose needs have proved difficult to address previously.

· Concerns noted re: Primary Care input which was difficult due to limited engagement. IB confirmed he would review the paper and provide a primary care view.

· Point prevalence study identified the need for additional beds at varying levels.

· Paper returned to AGG as an update on the additional beds and the need to agree a process to support the now confirmed requirement to re-procure.



The AGG: 

1. Noted the paper and the requirements for the need to provide and interim solution 

2. Requested that the paper is reviewed through CFOs and HOCs 

3. Could not confirm agreement 14/15 without understanding of the finances 

4. Additional beds are supported for 13/14 - CFOs to work with Specialist Commissioners to provide a financial overview to return to February AGG.





















4.2 Specialised Commissioning

To be a standing item for update at each AGG;

· SC/AT provided a brief overview to support a lead CCG model with a programme approach and end to end review. 

· North West Oversight Group supported by AC and MW.

· Review of the service specifications highlighted that GM had only minor issues with compliance. 

· On-going work with Cancer IOG and Major trauma compliance. 

· Alignment being sought across GM Vascular services. 

· Issues with sexual health and commissioner ownership. 

· National burn review has been re-energised. 

The AGG: 

1. Support to the AGG provided through Specialist Commissioner membership 













5. ASSOCIATION OF GM CCGs







5.1 EUR Policy Governance 

· Paper provided a clear overview of the EUR policy process. 

· AGG agreed to support as a level A decision allowing for some CCG flexibility when required.

· A repository available for EUR decisions would be helpful for all previous decisions.

The AGG: 

1. Agreed to support the paper with EUR policy managed as a level A decision 

2. Request if a repository or system of managing previous EUR decisions exists in CSU











5.2 Governance Paper Review 

· AD has circulated the updated version with all amendments made from the previous AGG. 

· The wording around delegated authority has been removed and replaced with CFOs/HOCs will work within agreed affordability and report through to the AGG as and when required.

The AGG: 

 	1.    Acknowledge progress to date to return to as later AGG for final approval

	2.    CFOs delegated authority process to be discussed at next week’s AGG











6.  ANY OTHER BUSINESS - NONE







Next meeting Tuesday 7th January 2014 at 08.30 – 12.30pm St James House 
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2013-14


Month 7 - as at 31st October 2013


Plan Actual Var Var Plan Actual Var Var Prior Month Change


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


Allocations


Confirmed (202,902) (202,902) 0 0.0% (357,168) (357,168) 0 0.0% (357,168) 0.0%


 Anticipated 4,482 4,482 0 0.0% 7,683 7,683 0 0.0% 9,213 (16.6%)


Total Allocations (198,421) (198,421) 0 0.0% (349,485) (349,485) 0 0.0% (347,955) 0.4%


Net Expenditure


Acute 118,214 121,016 2,802 2.4% 204,239 208,616 4,377 2.1% 206,088 1.2%


Mental Health 16,827 16,886 59 0.4% 28,824 28,814 (10) (0.0%) 28,850 (0.1%)


Community Health 12,515 12,573 58 0.5% 21,455 21,455 0 0.0% 21,327 0.6%


Continuing Care 8,510 7,740 (770) (9.0%) 14,590 13,585 (1,005) (6.9%) 13,770 (1.3%)


Primary Care 3,095 3,147 51 1.7% 6,722 6,858 136 2.0% 6,863 (0.1%)


Other 4,560 4,599 40 0.9% 8,593 8,266 (327) (3.8%) 7,116 16.2%


Sub Total Healthcare Contracts 163,721 165,961 2,241 1.4% 284,423 287,594 3,171 1.1% 284,014 1.3%


Prescribing 26,331 26,669 338 1.3% 45,138 45,288 150 0.3% 45,251 0.1%


Running Costs (Corporate) 3,727 3,690 (38) (1.0%) 7,180 7,118 (62) (0.9%) 7,149 (0.4%)


Total Net Expenditure 193,779 196,320 2,541 1.3% 336,742 340,000 3,259 1.0% 336,414 1.1%


Reserves


 Reserves - Inflation & Demand Pressures 1,500 0 (1,500) (100.0%) 2,319 800 (1,519) (65.5%) 755 6.0%


 Reserves - Investments 1,100 0 (1,100) (100.0%) 8,335 5,368 (2,967) (35.6%) 8,052 (33.3%)


 Reserves - Contingency 0 0 0 0.0% 3,142 2,903 (239) (7.6%) 3,978 (27.0%)


 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% (2,425) (958) 1,467 (60.5%) (2,300) (58.3%)


 Reserves - Saving & Efficiency  Specialist Comm 0 0 0 0.0% (2,658) (2,658) 0 0.0% (3,000) (11.4%)


 Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 530 460 (70) (13.2%) 491 0.0%


Sub Total Reserves 2,600 0 (2,600) (100.0%) 9,243 5,915 (3,328) (36.0%) 7,976 (25.8%)


Total Net Expenditure & Reserves 196,379 196,320 (59) (0.0%) 345,985 345,915 (70) (0.0%) 344,390 0.4%


TOTAL (SURPLUS) / DEFICIT (2,042) (2,101) (59) 2.9% (3,500) (3,570) (70) 2.0% (3,565) 0.1%


Appendix 1


Forecast 13/14 Change in ForecastYTD (Mth 7)







SUMMARY OF RESERVES Appendix 2


Month 7 - as at 31 October 2013


Table 1 - Reserves Summary


Reserves Commits Forecast Bals


Held Mth 7 Mth 7 onwards Year End


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


Demand Pressures 2,319 800 (1,519)


 Investments 8,335 5,368 (2,967)


 Contingency 3,142 2,903 (239)


 In Year Adjustments to Allocation 530 460 (70)


 Saving and Efficiency (see table 2 below) (5,083) (3,616) 1,467


Total Reserves 9,243 5,915 (3,328)


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) (1,859) (566) (2,425) (1,342) (958) 1,467


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


Risk Share Reserve - Specialist Commissioning (3,385) (3,004) 346 (2,658) (727) (2,658) 0


Total (24,014) (4,863) (220) (5,083) (18,931) (3,616) 1,467


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


Number £000s


Non-NHS Payables


Total Non-NHS Trade Invoices Paid in the Year 4,707 19,465


Total Non-NHS Trade Invoices Paid Within Target 4,670 18,988


Percentage of Non-NHS Trade Invoices Paid Within Target 99.21 97.55


NHS Payables


Total NHS Trade Invoices Paid in the Year 1,006 140,964


Total NHS Trade Invoices Paid Within Target 1,004 140,962


Percentage of NHS Trade Invoices Paid Within Target 99.80 100.00


Total NHS and Non NHS Payables


Total NHS Trade Invoices Paid in the Year 5,713 160,428


Total NHS Trade Invoices Paid Within Target 5,674 159,950


Percentage of NHS Trade Invoices Paid Within Target 99.32 99.70


Table 4 - Summary of Notified and Anticipated Allocations


Recurrent 


Budget Non Recurrent Total


Still Held in 


Reserves


£'000 £'000 £'000 £000.s


Notified Allocations (357,168) (357,168)


Anticipated 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


TOTAL ALLOCATIONS (342,685) (6,800) (349,485) (530)


Month 7 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


October YTD







NHS STOCKPORT CCG BALANCE SHEET as at 31 October 2013 (Month 7) Appendix 3


Opening Closing Movement Forecast


Balances Balances in Balances B/S


1.4.13 31.10.13 31.3.14


£000s £000s £000s £000s


Non-current assets:


Property, plant and equipment 0 0 0 0


Intangible assets 0 0 0 0


Trade and other receivables 0 0 0 0


Total non-current assets 0 0 0 0


Current assets:


Cash and cash equivalents 0 27 27 0


Trade and other receivables 0 1,043 1,043 0


Inventories 0 0 0 0


0 1,070 1,070 0


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


Total current assets 0 1,070 1,070 0


Total assets 0 1,070 1,070 0


Current liabilities


Trade and other payables 0 (15,872) (15,872) 0


Provisions 0 0 0 0


Borrowings 0 0 0 0


Total current liabilities 0 (15,872) (15,872) 0


Non-current assets plus/less net current assets/liabilities 0 (14,802) (14,802) 0


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 (14,802) (14,802) 0


FINANCED BY:


TAXPAYERS' EQUITY


General fund 0 14,802 14,802 0


Revaluation reserve 0 0 0 0


Total Taxpayers' Equity: 0 14,802 14,802 0
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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 
 


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 
 


J Crombleholme 


020713 Overview and Scrutiny Committee Review of 
Mental Health Services 
To provide a response from the CCG 
 


177/13 9 October 
11 December 


M Chidgey 


010913 Patient Story 
To consider holding a masterclass looking at 
consultation techniques 
 
 


185/13 11 December  R Roberts 


NHS Stockport Clinical Commissioning 
Group  
11 December 2013  
Item 4 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


030913 Strategic Performance Report 
To provide the members with the root cause 
analysis and action plan for emergency 
readmissions  
 


186/13 11 December M Chidgey 
December 2013 update: M Chidgey requests that 
this action be deferred until February 2014 (due 
to the receipt of audit information) 
 


040913 Quality Report 
To ask Mastercall to remind its employees of 
the weekend process for TIA 
 


187/13 11 December C Briggs 


050913 Finance Report 
To confirm if NHS Property Services Ltd will 
charge VAT to the CCG 
 


188/13 11 December G Jones 


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 2014 G Mullins 


011113 Strategic Performance Report 
To provide an explanation of why the CCG is 
reporting ‘red’ against the NHS Constitution 
indicator 
 


210/13 11 December G Mullins 


021113 Quality Report 
To look into the costs of the CCG becoming 
a ‘safe haven’ 
 
 


211/13 12 February 
2014 


R Gill 







  


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


031113 Quality Report 
To provide a detailed review of TIA 
performance 
 


211/13 11 December M Chidgey 
Update: This is included within today’s Quality 
Report 


041113 Minutes of the Audit Committee Meeting of 
19 March 2013 
To review the process whereby these 
minutes are received by the Governing Body 


218/13 11 December P Pallister 
December update: It has been agreed with JG 
and GJ for the draft minutes to be circulated in 
future 
 


051113 Any Other Business 
To obtain clarification regarding the process 
at UHSMNHSFT for obtaining psychiatric 
assessments 


219/13 8 January 2014 M Chidgey 
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Public Sector Equality Duty 
 


 
Annual Equality & Diversity Report, December 2013  


 
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? 
Note the report and approve for publication 


 
 


Please detail the key points of this report 
The CCG has a legal obligation under the Public Sector Equality Duty to publish 
information on an annual basis that proves we are meeting our statutory duty to: 


• Eliminate discrimination 
• Reduce Inequalities 
• Foster Good Relations  


 
This report updates Governing Body on our Equality & Diversity work over the past 
year. 


 
What are the likely impacts and/or implications? 
N/A 
 
 
How does this link to the Annual Business Plan? 
As well as supporting our policy of complying with legal and statutory obligations, 
elements of the equality agenda support: 


• Strategic Aim 5 – reducing inequalities 
• Strategic Aims 1&2 – long-term conditions 


 
What are the potential conflicts of interest? 
None 


 
 


Where has this report been previously discussed? 
Detailed background papers: 


• Workforce Report 
• Service Access Report 
• Interpretation Report 
• Patient Experience Report 


 
have been signed off by: 


• Chief Clinical Officer 
• Chief Operating Officer 
• Clinical Director for Public Health 
• Director for Strategic Planning & Governance 
 


Clinical Executive Sponsor: Dr Ranjit Gill & Dr Vicci Owen-Smith 
Presented by: Tim Ryley 
Meeting Date: December 2013 
Agenda item: 15 
Reason for being in Part 2 (if applicable) 
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1 Executive Summary 
 
The core principle of the NHS is to deliver free healthcare for all. We recognise, however, 
that we are not all the same and that different groups in society will need different things at 
different times. We want to ensure that our services meet the needs of the individuals and 
communities we serve.  
 
Stockport has changed significantly over the past decade and has become much more 
diverse, not only in terms of the ethnic mix of our local communities, but also in terms of the 
age of our population, the number of people with disabilities and long-term conditions, a 
more visual presence of communities of different sexualities, more people taking on caring 
responsibilities, and a change in the religious make-up of our borough.  
 
To make a difference and improve health, we must address the inequalities that persist in 
our society. This means understanding the impact of our work on people who are made 
more vulnerable by their circumstances, and knowing that particular groups may experience 
inequalities in outcomes. Challenging discrimination and addressing inequalities are key to 
achieving our vision of high quality healthcare for Stockport. 
 
Over 2012-13 the Clinical Commissioning Group consulted widely with local people and 
community groups to develop its strategic priorities, which include reducing health 
inequalities. 
 
Since the CCG was authorised in April 2013 a significant amount of equality training has 
been undertaken, including Governing Body Training on equality in leadership and GP 
Masterclasses on Equality in Practice, Learning Disabilities and Children’s Health. 
 
Local engagement identified Learning Disabilities as a key priority for improvements. The 
Governing Body viewed a patient story on health services from the point of view of a patient 
with learning disabilities. Since taking over from the Primary Care Trust, the CCG has built 
up its Safeguarding team to include a nurse specialising in vulnerable adults and a 
safeguarding children lead nurse. In July this year the CCG ran a Learning Disability 
Awareness event attended by 200 people, with information and support from around 30 
local groups. The event also launched our new Health Passports to support people with 
learning disabilities going into hospital; Health Action Plans to empower people to take 
control of their own care; and health information packs were developed in an easy read 
format. 
 
Stockport has a predominantly older population, making age a key protected characteristic 
for local equality work. The CCG has teamed up with Age UK Stockport to run staff training 
on Challenging Ageism as well as Falls prevention work in the community. The CCG has 
also developed contractual incentives for health providers to improve the diagnosis and 
care of patients with dementia. 
 
Our ageing population has meant a change in local health needs over recent years, with a 
growing number of long-term health conditions and people with complex care needs. Local 
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engagement has highlighted the difficulties of managing multiple appointments with 
different health and social care teams. As a result, one of the CCG’s key priorities has been 
to join-up health and social care services and better manage care for people with complex 
care needs to reduce unnecessary hospital stays. 
 
Our equality and diversity work also looks at ensuring that minority groups receive the 
support they need to benefit equally from our services. This year the CCG has begun a 
programme of work with Deaf Health Champions to improve services for deaf people and to 
develop local voluntary schemes such as hospital advocates to help navigate the health 
system and volunteers to visit deaf people at home reduce social isolation, which can result 
in increased rates of depression and use of NHS services. 
 
This report looks at fairness in Stockport’s NHS, staffing structures, service access, and 
what we have done to reduce inequalities. It also outlines our priorities for increasing 
equality in health services over the coming years. 
  
 
 
 
Angela Beagrie 
Head of Compliance 
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2 Diversity in Stockport 
 
In general terms, Stockport is one of the healthier places to live in the North West. There 
are, however, significant challenges still to be faced in relation to the health of the 
population. In particular, issues regarding the ageing population and pockets of severe 
deprivation lead to substantial inequalities in health within the borough.  
 
Although the overall picture is good, there are some areas where rates of illness are 
significantly higher than the national average. Taking action to cut these inequalities is one 
of the most important ways to improve the health of the entire population of Stockport. 
 
The ‘Stockport Story’ in recent years is one of changing communities and increased  
diversity, matched by growing needs and demands for a more responsive and personalised 
health system. 
 
Stockport has a population of 283,000 residents a figure which has been relatively stable 
over the last 10 years. Between our 50 Member Practices, the CCG has a registered 
population of 299,000 patients. The average life expectancy is currently 77.9 years for men 
and 82.5 years for women, which is higher than both the regional and national average. 
However, the persistent gap in life expectancy between the most affluent and deprived 
areas of the borough is around a decade.  
 
Stockport is an older borough, with more people in their 50s than in their 20s.  
  
Women tend to live longer than men and are more likely to use health services. Life 
expectancy in Stockport is around 77.9 years for men and 82.5 years for women. 
 
Our ethnic minority communities have grown from of around 4.3% in 2001 to 7.9% of the 
population at the 2011 census.  
  
Our ethnic minority communities have a much younger age profile than the white 
communities.  
 
18.4% of local people have a disability or a long-term illness. Instances of disabilities rise 
significantly with age. As life expectancy increases, so too are the numbers of people with 
complex care needs.  
 
Most people in Stockport follow a religion: 63.2% are Christian, 3.3% are Muslim,  
0.6% are Hindu and 0.5% are Jewish. Unlike the situation nationally, Stockport’s Muslim 
population reports better than average health.  
  
Around 17,000 people in Stockport are lesbian, gay or bisexual. Between 2007 and 2001 
there were 101 civil partnership ceremonies in Stockport.  
 
For a full breakdown of health in the borough, see our Joint Strategic Needs Assessment1. 
And a detailed overview of Equality in Stockport2 can be found on our website.  


1 http://stockportccg.org/wp-content/uploads/2012/02/Joint-Strategic-Needs-Assessment-JSNA.pdf 
2 http://stockportccg.org/equality-diversity/diversity-in-stockport/ 
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3 Our Legal Obligations 
 
The Equality Act (2010) is the UK’s anti-discrimination law, which protects individuals from 
unfair treatment and promotes a fair and more equal society. It protects people from 
discrimination, harassment and victimization in work, education and when accessing 
services like healthcare.  
  
The Equality Act protects anyone who falls into a ‘protected characteristic’: 


• Age 
• Disability 
• Gender Identity 
• Marriage & Civil Partnerships 
• Pregnancy & Maternity 
• Race 
• Religion or belief 
• Sex 
• Sexual Orientation 


 
Regardless of what protected group you are in, you should have equal access to 
healthcare. 
 
Under the Public Sector Equality Duty, the CCG has an obligation to publish information to 
show what we are doing to:  


• eliminate discrimination in healthcare 
• reduce inequalities in health 
• remove any barriers faced by certain community groups in accessing healthcare 
• encourage people who are less likely to access our services to take advantage of the 


health benefits they can offer 
• foster good relations between different community groups by tackling prejudices. 


 
This report gives an overview of how we are meeting these legal duties. It also links to 
range of background reports3, giving more detail on: 


• the CCG’s workforce, broken down by protected characteristics 
• access to local health services  
• use of interpretation for healthcare appointments 
• and patient satisfaction levels by community group.  


 


  


3 http://stockportccg.org/equality-diversity/public-sector-equality-duty/ 
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4 Access To Services 
 
Access to Stockport’s health services is similar to the local population in terms of ethnicity, 
and religion.  
  


 General 
Practice 


Hospital 
Services 


Mental Health 
Services 


Public Health 
Screening 


Age 
Higher among 


older people and 
children 


 


Higher among 
older people and 


children 


Reflects local 
community 


 


Reflects local 
community 


 


Disability Low levels of 
data 


 


No data Low access Reflects local 
community 


Ethnicity Reflects local 
community 


Reflects local 
community 


Reflects local 
community 


Reflects local 
community 


Gender Higher access 
among women 


 


Higher access 
among women 


Higher access 
among women 


Higher access 
among women 


Gender identity No data No data No data No data 


Pregnancy & 
Maternity No data No data No data No data 


Marriage & Civil 
Partnerships No data No data No data No data 


Religion / Belief No data Reflects local 
community 


Reflects local 
community No data 


Sexual Orientation No data No data No data No data 


 
Women are more likely to access primary and community care services.  
 
There are natural peaks in healthcare access at either end of the age spectrum, particularly 
among older people as their healthcare needs increase with age. 
 
People with some disabilities and long-term conditions have higher rates of access to 
services, dependent on the nature of their condition. However, there is very little data 
recorded on disability. 14 patients at Stockport GP Practices registered their first language 
as British Sign Language, in 2012-13 they used signers for 97 GP appointments, 14 dental 
and optometry appointments and 28 community healthcare appointments.  
  
Over 2012-13, interpretation was used for 1,501 healthcare appointments. The main 
languages used were Farsi; Polish; British Sign language; Arabic & Mandarin.  
 
For a full breakdown of access to health services in Stockport, see our Service Access 
Report4.  
 
Our full Interpretation Report5 can also be found on the CCG’s website. 
 


4 http://stockportccg.org/equality-diversity/public-sector-equality-duty/ 
5 http://stockportccg.org/equality-diversity/interpretation-translation/ 
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5 Patient Experience 
 
In general, patient satisfaction levels are high across all of Stockport’s health services.  
 
Overall, the available data shows a broad similarity among different community groups, 
though a lack of equality monitoring means this is not definitive.  
  
Of the 155 complaints and concerns received in 2012/13, 23.42% completed the equality 
monitoring data.  
  


• Age: the majority of complainants were from working-age adults, followed by 
pensioners. There were no complaints from children 


• Disability: no complainants declared a disability, 91% refused to give this 
information.  


• Gender: 43.04% of complaints came from men and 56.96% from women  
• Gender Reassignment: no complainants said they were transgender   
• Race: 1.26% of complainants came from Black or Minority Ethnic groups, 12.03% 


said they were White British; and the remaining 86.71% did not state their race 
• Religion: 9.49% of complainants were Christian; 2.53% had no religion and the 


remaining 87.89% refused to declare their religion or belief  
• Sexual Orientation: 10.13% of complainants were heterosexual ; and 87.89% did 


not state their sexual orientation. Less than 10 complainants said they were LGB. 
  
Local engagement has highlighted a number of areas where improvement could be made 
to improve the patient experience for some protected groups.  
 


• Age: there is a perception, particularly among older age groups, that some decisions 
are still taken on the basis of their age. Younger people also report that their views 
are dismissed because of their age. 


• Disability: issues were raised with access to emergency appointments for the deaf 
community due to a lack of trained signers  


• Disability: issues were raised with access to community learning disability services 
as the children’s service only covers children up to 16 and the adult service only 
covers over 18s.   


  
For a full breakdown of satisfaction levels and complaints, see our Patient Experience 
Report6. 


 
6 http://stockportccg.org/equality-diversity/public-sector-equality-duty/ 
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6 Taking Decisions 
 
We want to be sure that the decisions we take make a real, positive difference to the lives 
of people in Stockport.  
  
But inequalities in health between different groups are well documented and long-standing. 
We cannot simply assume that health policy will be equally beneficial for everyone.  
  
NHS Stockport undertakes an assessment of the potential impact on equality groups of 
every new or revised strategy, policy, service, function or decommissioning decision. 
Proposals cannot be taken to the Governing Body without having gone through an EIA, 
which must be quality approved by the equality lead.  
 
Over 2012-13, NHS Stockport undertook a number of Equality Impact Assessments, to 
ensure that its policies and services are equally beneficial to all community groups:  
  


• Clinical Commissioning Group Integrated Plan 
• Additional Capacity for Primary Care 
• Enhanced Primary Care  
• IV Therapy 
• Referral Management  
• Patient Education   


 
All of our EIAs are published on our Equality Impact Assessment Register7 on the CCG’s 
website. 
 


7 http://stockportccg.org/equality-diversity/equality-impact-assessment-register/  
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7 Workforce 
 
A diverse and culturally aware workforce is better placed to understand and respond to the 
needs of everyone in our community. We want to ensure that equality and human rights are 
woven into the way we work and the way we treat our staff. 
 
NHS Stockport Clinical Commissioning Group came into existence on the 1 April 2013 as 
an authorised, statutory body. The vast majority of staff were transferred over from 
Stockport Primary Care Trust with the additional of clinical directors from local GP 
Practices. 
 
As at the 31st October 2013 NHS Stockport CCG employed 95 individuals, including 
salaried members of the Governing Body. 
 
 


• 58.95% work full-time and 41.05% work part-time 
 


• The CCG does not employ anyone under the age of 20; 7.37% of staff are in their 
20s; 18.95% are in their 30s; 38.95% in their 40s; 30.53% in their 50s; and 4.21% of 
staff are in their 60s 
 


• 75.79% of staff are female, compared to just 24.21% male employees 
 


• 81.05% of staff were White British; 12.63% come from other ethnic groups (including 
minority white ethnicities) and 6.32% have not recorded their ethnicity 
 


• 2.11% declared that they have a disability  and 49.47% declared no disability; while 
48.42% did not wish to declare 
 


• 60% have now disclosed their religion; 44.21% are Christian; 8.42% are Atheist; 
2.11% are Muslim; 1.05% are Buddhist; 1.05% are Hindu; and 3.16% follow an 
‘other’ religion 
 


• Only one member of staff was on maternity leave 
 


• 62.11% of staff were married, 1.05% of staff were in a civil partnership, 5.26% were 
divorced; 2.11% legally separated; 1.05% widowed; and 26.32% of employees were 
single 
 


• 53.68% of employees disclosed their sexual orientation, of which 94.12% were 
heterosexual and 5.88% were lesbian or gay; 46.32% have not disclosed their 
sexual orientation. 


 
The workforce is fairly representative of the growing ethnic diversity in the local community, 
religious beliefs, sexual orientation and our aging population (see overview table on next 
page). However, staff records data collection is particularly low on disability, religion and 
sexual orientation. 
 
The main area of discrepancy is in gender. Our workforce reflects a national trend, whereby 
women are more attracted to public sector employment. However, the number of women 
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employed on higher pay grade is disproportionately lower. This is offset to some degree by 
the gender balance on the Governing Body and the fact that the CCG’s Chief Operating 
Officer is female. 
 
Equality 
Group Local Population CCG Workforce Comparison 


Age Largest age band 40-
50 


Largest age band 45-
49  Representative 


Disability 
26.7% report a 


disability or long-term 
condition 


2.11% report a 
disability 


low levels of data 
 No Clear Picture 


Ethnicity 89% White British 81.05% White British  Fairly 
Representative 


Gender 51.1% female 75.579% female  Not  
Representative 


Gender 
Identity  No local data No staff data  No Clear Picture 


Pregnancy / 
Maternity 2% fertility rate 1.05% on maternity or 


adoption leave  Fairly 
Representative 


Marriage / Civil 
partnerships 


38% married 
0.2% in Civil 
Partnership 


62.11% married 
1.05% civil partners  Not  


Representative 


Religion or 
Belief 63.2% Christian 44.21% Christian  Fairly 


Representative 


Sexual 
Orientation 


No local data.  
Estimated to be 5-7% 


nationally 


2.46% LGB (5.88% of 
those who declared) 
low levels of data 


 Fairly 
Representative 


 
It should be noted in that statistical variation in a small workforce makes it difficult to 
distinguish between normal variation and any issues in the workforce trends by protected 
group. 
 
Our full Workforce Report8 can be found on the CCG’s website.


8 http://stockportccg.org/equality-diversity/our-workforce/ 
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8 Achievements 2012-2013 
 
A big part of the past year’s work has been to establish the new Clinical Commissioning 
Group, which took over the local NHS budget in April 2013:  
  


• A full EIA9 was undertaken on the CCG’s priorities  
• After listening to local groups, Managing Long-Term Conditions; Reducing Health 


Inequalities; Older People’s services; Dementia; Children’s Health; Mental Health; 
and Learning Disabilities are all priorities for the local NHS10 


• A new Equality Strategy11 was written for the group  
• We invested in Safeguarding Children & Vulnerable Adults  
• We translated the main sections of the new CCG website into BSL videos. 


 
 
 
Targeted Flu Campaigns 
 


• In 2012-13 Stockport once again came top in the UK for vaccinating pregnant 
women. We vaccinated 74.5% of local pregnant women – almost double the national 
rate of just 40.3%. 
 


• We came top in vaccinating ‘at risk’ groups of people with long-term conditions / 
disabilities to protect them against flu, reaching 68.8% of people, compared to the 
national rate of just 51.3% 


 
• We also came top in the UK for vaccinating 


older people aged 65 and over. 88.8% of 
Stockport’s older population received the flu 
vaccine, beating the national average of 
73.4%. 
 


• In 2013 our flu programme was extended to 
include a new vaccine for children. 


  
 
 
Staff Training  


• In 2013 the CCG’s Governing Body undertook Equality in Leadership training with 
Equality Works to ensure that equality & diversity considerations are factored into 
CCG decision-making 


• The CCG ran GP Masterclasses on Equality in Practice, Learning Disabilities and 
Children’s Health 


• Age UK ran a series of Challenging Ageism courses for CCG & GP Practice staff 
• And E&D update training was undertaken for all staff interviewing candidates for the 


new CCG roles to ensure that they were conducted in line with changes to the legal 
framework. 


9 http://stockportccg.org/equality-diversity/equality-impact-assessment-register/ 
10 http://stockportccg.org/wp-content/uploads/2012/01/Integrated-Commissioning-Plan.pdf 
11 http://stockportccg.org/wp-content/uploads/2012/01/R33-Equality-Strategy.pdf 
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Learning Disability Awareness 
 
Local engagement identified Learning Disabilities as a key priority for improvements. Over 
1,000 people in Stockport are registered with their GP as having a learning disability and 
over 700 people in Stockport are in receipt of social care services for moderate to severe 
learning disabilities. 
 
On the 19th June 2013, NHS Stockport Clinical Commissioning Group ran a local event to 
raise awareness of the local services and the support networks out there for both those with 
learning disabilities and their carers. 
 


   
 


   
 
The event was attended by 148 people from the local community and a further 50 
representatives of local organisations that provide healthcare and support services for 
people with learning disabilities and their carers. 


 


 
The event also launched our new Health Passports 
to support people with learning disabilities going into 
hospital; Health Action Plans to empower people to 
take control of their care; and health information 
packs were developed in an easy read format. 
 
Our Learning Disability work was used as a case 
study at the NHS Values Summit in Manchester later 
that year and the Easy Read information12 was 
published on our website. 
  
A follow-up GP Masterclass was then run on 
Learning Disabilities and the annual health check. 
 


12 http://stockportccg.org/equality-diversity/interpretation-translation/ 
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Challenging Ageism 
 
Stockport has a predominantly older population, making age a key protected characteristic 
for local equality work.  
 
The full ban on age discrimination came 
into force for the NHS in October 2012. A 
full briefing on the legislative implications 
was prepared for the Governing Body and 
CCG staff to ensure that decisions taken 
eliminate illegal discrimination on the 
grounds of age. 
 
As well as playing an active role in 
Stockport’s Older People’s Working 
Group, this year the CCG has teamed up 
with Age UK Stockport to run staff training 
on Challenging Ageism training for CCG & 
GP Practice staff as well as Falls 
prevention work with the public.  


 
The CCG has also developed contractual 
incentives for health providers to improve 
the diagnosis and care of patients with 
dementia. 
 
Working with the Local Authority, the CCG 
won a funding bid to create dementia 
friendly environments in care homes and 
day centres. 


 


 


 
At the other end of the age spectrum, the CCG 
ran a Health Inequalities session for Health & 
Social Care students at Stockport College as 
well as giving information and taking views at 
the College’s regular Wellbeing Fairs. 
 
A Younger People’s Health Survey13 was 
developed to ensure that the CCG listens to 
the views of younger people. 
 
And on the 26th November the CCG ran a GP 
Masterclass on children’s health. 
 


 
 


13 https://www.citizenspace.com/stockport-haveyoursay/consultation-and-engagement/youth 
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Supporting People with Long-Term Conditions 
 
Our ageing population has meant a change in local 
health needs over recent years, with a growing number 
of long-term health conditions and people with complex 
care needs.  
 
Local engagement has highlighted the difficulties of 
managing multiple appointments with different health 
and social care teams. As a result, one of the CCG’s key 
priorities has been to join-up health and social care 
services and better manage care for people with 
complex care needs to reduce unnecessary hospital 
stays. 
 
Throughout the year CCG undertook a wide range of 
engagement with local people to better understand their 
needs and how they would prefer to be treated. 
 
The majority of respondents told us they would prefer to 
be treated at home, at their GP Practice or in a local 
clinic. 
 
Over 2012-2013 the CCG trialled a local service for 
patients with complex care needs in Marple & Werneth, 
bringing together: 


• District Nurse 
• Social Worker 
• Occupational Therapist & Physiotherapist 
• Pharmacy advisor 
• Mental Health support. 


 
After learning from this initial phase, the integrated 
model of health & social care will be rolled out in 2014 
with additional voluntary organisation support to develop: 


• proactive management of people with complex 
needs 


• putting patients in control of their own care 
• patients co-producing care plans with 


professionals 
• joined-up assessments of carers needs 
• enhanced community support networks 
• integrated health & social care records. 
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IVF 
 
As a result of local engagement on existing access to IVF 
therapies, the CCG has: 
 


• increased the age limit, allowing more local women to 
access IVF 


• amended the criteria to include same sex couples and single 
women 


• and increased number of funded cycles from one to two. 
 


 
 
Patient Confidentiality & Gender Identity 
 
We worked with the local hospital to ensure that GP referrals to hospital do not breach 
confidentiality in respect of a patient’s gender identity. GP Masterclass training included 
information about gaining consent before disclosing previous gender identity so that 
hospital records can be confidentially updated. 
 


 


 
Deaf Health Champions 
 
Our equality and diversity work also looks at ensuring that minority 
groups receive the support they need to benefit equally from our 
services.  
 
This year the CCG has begun a programme of work with Deaf 
Health Champions to improve services for deaf people and to 
develop local voluntary schemes such as hospital advocates to 
help navigate the health system and volunteers to visit deaf 
people and reduce social isolation, which can result in increased 
rates of depression. 


 
 
Celebrating Diversity  
 


• During LGBT History Month in February 2013 the CCG 
displayed the NHS timeline depicting the contribution of 
our lesbian, gay, bisexual and transgender community 


• We attended Stockport’s local Eid celebration to get views 
from the Muslim community 


• The CCG ran an information and engagement stall at 
Disability Stockport’s annual ‘Celebrating Diversity’ event 


• And we worked with one of our Patient Panel members to 
get local publicity for his article in the NHS’s new timeline 
on the Asian contribution to the NHS. 
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Listening… 
 
The CCG undertakes a wide range of patient and public engagement to ensure that the 
views of local people are considered in our decision making. 
 
Throughout the year we used a range of different engagement methods to reach as many 
local groups as possible and undertook targeted events to hear the views of people from 
protected groups. 
  


 


• Engagement with LGB community on 
Healthier Together 


• Engagement with carers community on 
Healthier Together 


• Engagement with older people community 
on Healthier Together 


• Engagement with LGB population on 
changes to IVF 


• Worked with Mind to engage BME 
communities about mental health 


• Engaged people with disabilities and long-
term conditions on Integrated Care 


 
… And Responding 


 
• In response to views expressed by community groups we worked with our AQP 


providers to ensure that they offer equal access by operating from accessible 
premises and offering sign language and foreign language interpretation 


• As part of our work on ‘Increasing Access to Psychological Therapies’ (IAPT) we 
translated the IAPT leaflet into Urdu 


• We added disability monitoring to the hospital contract 
• We helped Disability Stockport and Healthwatch make changes to Breast Screening 


invitations to include advice on getting local hospital appointments for women with 
disabilities 


• And we developed a new range of patient training courses for people admitted to 
hospital with heart failure or COPD, including exercise classes as well as 
information on better managing their conditions. 
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9 Plans for Next Year 
 
A lot of progress has been made over the first year of the CCG, but as an organisation that 
is obsessed with quality, we will always look for new improvements to make. 
 
In 2014 the CCG plans to further develop its key projects on reducing inequalities: 
 


• Pilot and roll-out an Integrated Locality Hubs to better manage long-term 
conditions within the community, reducing unnecessary hospital admissions. 
 


• We will continue to work with the Deaf Health Champions to: 
o Deliver Deaf Awareness training in GP Practices 
o Run a Deaf Health Awareness event  
o Develop more health information videos in Sign Language 
o Recruit a sign language user onto the CCG’s Patient Panel 


 
• We will also continue to work with Age UK Stockport to Challenge Ageism through: 


o Participation in the Stockport Older People’s Forum 
o Running a survey on how well health services meet the needs of local people 
o Health information sessions at the Age UK event in October 
o Facilitating an ageism session between different generations in Stockport. 


 
We will also work on new projects to improve access for different groups: 
 


• We will consult local people on eye health services in Stockport 
 


• We will work with local men to promote healthy living 
 


• We will work with service providers to improve the information about patient 
experience that is disaggregated by equality group 
 


• And we will ensure that all CCG staff undertake equality & diversity training on an 
annual basis. 
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Appendix 1


Description of Risk/Issue


Current 


Risk Score  


Impact x 


Likelihood Current Mitigation Actions


Original 


Risk Score       


Impact x 


Likelihood Context Lead


1


Impact of long waits in SFT ED on the 


quality of patient care.


Moderate 


3x2


Commissioned Independent Notes 


Review of emergency admissions 


from ED.  Invoked KPI requiring 


SFT to report RCA of breaches of > 


8 hours. CQC report of ED - good.  


Q2 performance improved. 


High  3x3
 ED Quality Review Report - May 


2013. Reviewed at September Q&P 


with Dr Mary Ryan. Recommendations 


upheld. MC/GM


2


SFT not achieving appropriate 


safeguarding training levels,  potentially 


impacting on patient safety.


High  3x3
Close monitoring of training data. 


Evidence of improvement.


High  3x3


Children’s Safeguarding e-learning 


Training target 85%.  Letter from SFT 


Director of Nursing addressing issue 


31/7/13. SGk


3


TIA target (assessment <  24 hours)  


consistently not achieved.
High 3x4


Peformance dipped to 17%. 


High 3x3


Target 60% - Stockport 28%. Review 


paper. Performance Improvement 


Plan initiated. Focus on GP referrals. SGb


4


Concern that SFT are not consistently 


implementing the learning from  serious 


pressure ulcer incidents , increasing the 


risk that more avoidable incidents will 


occur.


High 3x3
MDT working group establised in 


September. Escalated issue 


through contact meetings. Peer 


review of a few serious incidents 


29th October 2013.


High 3x3


Serious Incident reports have 


repeated evidence of non-compliance 


with pressure ulcer prevention bundle, 


without addressing the root cause.  


Difficult to monitor the completion of 


actions on Action Plans. CB


5


Patients waiting too long for cardiology 


follow-up care at SFT may put outcomes 


at risk. 


High 3x3
 Demand management action plan 


closely monitoried by CCG.


High 3x3
14 patients > 18 weeks for a first 


appointment. 1446 patients passed 


follow up due date (end August 2013).  CB


NHS Stockport CCG Quality & Provider Risk & Issues Register 


October 2013
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6


Concerns and risks identified in SFT 


Dermatology service.
High 3x3


A GM NHS FT now providing 


regular Consultant Dermatology 


input to SFT's MDT service.  CCG 


to monitor.


High 3x3
Peer review in September identified 2 


x immediate risks and 3 x serious 


concerns. CB


7


Patients with Mental Health diagnoses 


may have outcomes compromised by 


long waits for Psychological Therapies.


High 3x4


Agreement to invest slippage on 


additional capacity into short term 


w/l inintiative. Q&P Committee to 


review in November.


High 3x4


Waits in Weeks:                                              


Psychological well-being practitioners - 


24 weeks;  Counselling  - 12 weeks;           


CBT - 28 weeks.   On Q&P November 


Agenda. GE


8


Some children requiring Speech & 


Language Therapy service experiencing 


long waiting times to treatment which 


may affect their development.


High 3x3


Trajectory to manage paitents on 


waiting list due from SFT.


High 3x3


Paper on high waiting list submitted to 


CCG in July.  CCG agreed funding to 


manage waiting list. Discussed at  


Q&P and agreed to monitor. Service 


review also underway. AC


9


Patient outcomes at SFT may be affected 


by non-complianc with some NICE 


Clinical Guidelines.


High 3x3
Clinical Policy Committee reviewing 


risk associated with areas of non-


compliance.


High 3x3
Letter from James Catania 13/8, 


outlining SFT Compliance. 13 out of 


57 CG with no baseline assessment. VOS


10


Risk of raised infection across the 


health econonmy.


Moderate 


3x2


Economy wide Work Group 


monitoring and addressing issues.


Moderate 


3x2


Cdiff rates above trajectory and MRSA 


incidents  x 2.  Work Group & 


Performance Improvement Planwith 


Public Health and SFT addressing 


issues. SGb/ST


11


Potential safety risks in surgical areas at 


SFT.  2 Never Events and 1 Near Miss in 


Q1.


Low 3x1


CCG Walk Round  observed 


adherence to SFT's Action Plans.  


Letter of assurance from Medical 


Director.   Never Events closed on 


STEIS.


High 3x3
STEIS Notification of 2 Never Events 


& 1 x Near Miss in Surgical Areas 


since April 2013. Reports and action 


plans reviewed by Q&P. GM


October 2013
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High risk TIA update 
The compliance with the high risk TIA pathway over the past year and in particular the last four months has 
been variable: 


 


 May – 44% 


 June – 55.6% 


 July – 30.8% 


 August – 17.9% 


 September – 29% 


Risk 
The current data suggests that  


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


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


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


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


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


 Currently waiting data on average length of wait through the pathway to ascertain risk more precisely 


Action plan 
The top three reasons that patients are not currently going through the pathway in the correct time 


are 


 Late referrals from GPs  


 Weekend referrals  


 Clinic unable to contact the patient to book an appointment (due to not GP surgeries not booking 


clinic slots via telephone appointment) 


 The trust will become a hyper acute service in the New Year and this will have a significant impact on 


the TIA pathway as stroke services will be available 7 days a week. 


Action Lead Progress 
Following up GP practices whose patients breach the 
pathway with a covering letter with further information 


S Dickens- SFT Awaiting update 


Test the electronic referral system- in order that GPs 
can send electronic referrals 


S Dickens- SFT Awaiting update 


To enable ED/MAU to book patients at weekends 
directly into TIA clinic slots before they leave the 
department ( this action should have been completed 
for the  meeting on 15th October) 


S Dickens SFT Awaiting update 


To include a reminder about the process for TIA 
referral in the next GP Master class 


R Roberts Completed 


Rolling programme of  communications to be 
commenced in October 


V Mehta Letter sent to GPs regarding TIA- 
October 2013 


To streamline the information on the website  S Gibson/L Hayes Completed November 2013 


To amend reporting data in order to measure GP 
performance on telephone bookings 


S Dickens- SFT Awaiting data 


To include information in the next locality council 
meeting  


S Gibson/E A-Lee On agenda for 20
th
 November- TIA 


report to be discussed 


To source Patient experience of the pathway S Gibson Initial sourcing- unable to find TIA 
patient with the help of s Bradshaw. 
To look at twitter/ websites questions 
to the public 
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Safeguarding Children & 
Vulnerable Adults 


 Policy & Training Strategy 2013 - 2015 
 


 
NHS Stockport Clinical Commissioning Group will allow  


people to access health services that empower them to 
 live healthier, longer and more independent lives. 


Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 
 


Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 
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1. Introduction 
 
NHS Stockport Clinical Commissioning Group (CCG) regards its statutory 
responsibility to safeguard children, young people and adults at risk of harm 
as a major priority for the organisation and for our work with local partners. 
 
Our Constitution sets out our safeguarding responsibilities, requiring the 
Governing Body to oversee a clear policy and regular reporting to ensure that 
the CCG meets its duties, in line with: 
 


 Statutory guidance on making arrangements to safeguard and promote 
the welfare of children under section 11 of the Children Act 2004 (HM 
Government 2007) 


 Children Act (1989) 


 Working Together to Safeguard Children (HM Government 2013) 


 Statutory Guidance on Promoting the Health and Well-Being of 
Looked After Children (DH 2009) 


 No Secrets (DH and Home Office 2000) 


 Mental Capacity Act 2005: Code of Practice (Department for 
Constitutional Affairs 2007) 


 Safeguarding Adults: The Role of Health Services (DH 2011) 


 Safeguarding Vulnerable People in the reformed NHS 
Accountability and Assurance Framework NHS Commissioning 
Board 2013 


 Human rights Act 1998 


 Equality Act 2010 


 The policies and procedures of Stockport Safeguarding Children 
Board (SSCB) and Stockport Safeguarding Adults Board (SSAB). 


 
As a commissioning organisation, we also have a statutory duty to ensure that 
all health providers, from whom we commissions services (both public and 
independent sector), promote the welfare of children and protect vulnerable 
adults from abuse or the risk of abuse. This includes specific responsibilities 
for Looked After Children and for supporting the Child Death Overview 
process.  
 
Finally, as a member organisation, we have a responsibility to ensure that our 
Practices are supported to deliver their safeguarding responsibilities. 
 
This policy sets out the local structures in place to ensure that the local health 
service is adequately equipped to safeguard children and vulnerable adults 
under our care. It identifies our procedures for monitoring and responding to 
potential safeguarding issues, identifies the key points of contact for 
safeguarding issues, and sets out how we will work with local Safeguarding 
Boards to continuously improve standards. 
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2. Purpose 


 
Keeping children, young people and vulnerable adults safe is a vital element 
of our work in the NHS. We understand that people come to the NHS for 
healthcare, advice and support at the most vulnerable points in their life. As 
well as treating the illness, we recognise the safety and the health of a patient 
are intertwined aspects of their wellbeing. As such, we see the key role that 
NHS staff play in ensuring that vulnerable adults and children are protected 
from potential harm. 
 
It is important that all practitioners working with children, young people and 
vulnerable adults understand fully their responsibilities and duties as set out in 
primary legislation and associated regulations and guidance. And it is 
important that as commissioners we understand our roles in creating a safe 
environment with the requisite checks and balances to ensure that local 
healthcare services meet their responsibilities. 
 
This policy has two functions: it details the roles and responsibilities of NHS 
Stockport CCG as a commissioning organisation and that of its employees; 
whilst at the same time provides clear service standards (appendices 1 - 4) 
against which healthcare providers (including independent contractors, 
voluntary, community and faith sector (VCFS) and other CQC registered 
providers) will be monitored to ensure that all service users are protected from 
abuse or the risk of abuse. 
 


2.1 Scope 
 
This policy applies to NHS Stockport CCG as a commissioning organisation 
and to all of its employees, whether directly employed in-house, or through a 
commissioning support service.  
 
It also addresses the wider local structures we work within to ensure the 
safety of vulnerable people in our community. 
 
This policy aims to ensure that no act of commission or omission on behalf of 
the CCG as a commissioning group or by the services it commissions puts a 
service user at risk. It sets out the standards required of our service providers 
and monitoring requirements. 
 
Associate commissioners will be notified of a provider’s non- compliance with 
the standards contained in this policy; they will also be notified of reported 
serious incidents that have compromised the safety and welfare of a 
child/vulnerable adult resident within their population. 
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3. Principles 


 
NHS Stockport CCG recognise that safeguarding children and vulnerable 
adults is a shared responsibility with the need for effective joint working 
between agencies and professionals with different roles and expertise.   
 
In order to achieve effective joint working there must be constructive 
relationships at all levels, promoted and supported by: 
 


 the commitment of senior managers and board members to 
safeguarding children and vulnerable adults; 


 clear lines of accountability within the organisation for  work on 
safeguarding; 


 a commitment to consider safeguarding in decision making 


 the principle of involving service users in service developments  


 clear commitment to staff training and continuing professional 
development so that staff have an understanding of their roles and 
responsibilities and those of other professionals and organisations; 


 Safe working practices including recruitment and vetting procedures; 


 Effective interagency working, including effective information 
sharing. 


 Ensuring that learning from reviews is embedded in practice. 


 
 


4. Definitions 
 


For the purpose of this policy the following definitions provide clarity of terms: 
 
Commissioning  
 
The process of arranging continuously improving services which deliver the 
best quality outcomes for patients, and meet the population’s health needs. 
 
Children  
 
As defined in the Children Act 1989 and 2004, a child is anyone who has not 
yet reached their 18th birthday. ‘Children’ therefore means children and 
young people throughout.  
 
Safeguarding Children  


 
Safeguarding children is defined in the Joint Chief Inspectors’ report 
Safeguarding Children (2002) as: 
 


 All agencies working with children, young people and their families take 
all reasonable measures to ensure that the risks of harm to children’s 
welfare is minimised; and 
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 Where there are concerns about children and young people’s welfare 
all agencies take all appropriate actions to address those concerns, 
working to agreed local policies and procedures in partnership with 
other agencies. 
 


Vulnerable Adult  
 


Whilst there is no formal definition of vulnerability within health care, some 
people receiving health care may be at greater risk from harm than others, 
sometimes as a complication of their presenting condition and their individual 
circumstances. The risks that increase a person’s vulnerability should be 
appropriately assessed and identified by the health care 
professional/Voluntary Community Faith Sector/Care Home provider at the 
first contact and continue throughout the care pathway (DH 2010).  
 
Under Section 59 Supporting Vulnerable Groups Act 2006 a person aged 18 
years or over is defined as a vulnerable adult where they are ‘receiving any 
form of health care’ and ‘who needs to be able to trust the people caring for 
them, supporting them and/or providing them with services’.  
 
Adult at risk  
 
A person aged 18 or over and who: 
 


 is eligible for or receives any adult social care service (including carers’ 
services) provided or arranged by a local authority; 


 receives direct payments in lieu of adult social care services; 


 funds their own care and has social care needs; 


 otherwise has social care needs that are low, moderate, substantial or 
critical; 


 falls within any other categories prescribed by the Secretary of State; 


 is or may be in need of community care services by reason of mental 
or other disability, age or illness; 


 is or may be unable to take care of him or herself, or unable to protect 
him or herself against significant harm or exploitation and is at risk of 
significant harm, where harm is defined as ill-treatment or the 
impairment of health or development or unlawful conduct which 
appropriates or adversely affects property, rights or interests (for 
example theft, fraud, embezzlement or extortion). 


 
Note: this definition is suggested by the Law Commission and under review. 
For the purpose of this policy the term adult at risk can be used 
interchangeably with vulnerable adult. 
 
The principles of Adult safeguarding are as follows (DH 2011) 


 


 Prevention - it is better to take action before harm occurs 


 Protection - support and representation for those in greatest need 
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 Empowerment – the presumption of person led decisions and 
informed consent 


 Proportionality – proportionate and least intrusive response 
appropriate to the risk presented 


 Accountability – we will work to key lines of responsibility and ensure 
transparency in delivering safeguarding 


 Partnership - local solutions through services working with their 
communities. Communities have a part to play in preventing, detecting 
and reporting neglect and abuse.  


 
 


5. Roles & Responsibilities of NHS Stockport CCG 
 
The ultimate accountability for safeguarding sits with the Accountable 
Officer of the CCG to ensure that safeguarding is discharged effectively 
across the whole local health economy through the organisation’s 
commissioning arrangements. 
 
Under the Constitution of the CCG, the Governing Body is responsible for 
ensuring that the CCG regularly reviews and updates this policy in line with 
emerging statutory duties and best practice. The Governing Body will receive 
regular safeguarding reports and undertake training to ensure that their 
decisions give due regard to safeguarding issues. 
 
The safeguarding function of the CCG will sit in the Quality & Provider 
Management team, led by the Clinical Director for Quality & Provider 
Management, whose responsibility it will be to champion safeguarding issues 
at the Governing Body. The Clinical Director is also responsible for ensuring 
that the CCG holds a current Service Level Agreement with the local hospital 
for a Designated Doctor for Safeguarding Children and Designated Doctor 
for Looked After Children.  As the Executive lead on the Governing Body, the 
Clinical Director will also attend the Safeguarding Boards. 
 
The Safeguarding Team will support the Clinical Director and take 
responsibility for the day-to-day work. The team will consist of a 
Safeguarding Lead / Designated Nurses, who will sit on both the Stockport 
Safeguarding Children Board (SSCB) and the Stockport Safeguarding Adult 
Board (SSAB). The Safeguarding Lead will manage the team and be 
responsible for advising staff and local service providers on their safeguarding 
responsibilities and will brief the executive lead. 
 
The Safeguarding Lead is responsible for quality assuring all assessments of 
Providers before any placements can be made. 
 
The Designated Nurses for Children, Adults and Looked After Children are 
experts in their respective fields and fulfill the statutory responsibilities in 
respect of their roles. 
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Commissioners are responsible for ensuring that service specifications, 
invitations to tender and service contracts fully reflect safeguarding 
requirements. When reviewing contracts, commissioners should ensure that a 
review of performance on safeguarding issues is included in the report to 
Governing Body and any issues identified are reported to the Safeguarding 
team. 
 
Continuing Health Care, Mental Health and Learning Disability 
Commissioners are responsible for ensuring that adult placements are not 
made until the Provider they are to be placed with has been assessed under 
safeguarding standards and approved for new placements by the 
Safeguarding Lead. The process for commissioning placements is outlined in 
the National Protocol for Notification of NHS Out of Area Placements for 
Individual Packages of Care (see appendix 6) developed by the NHS 
Strategic Health Authority Adult Safeguarding Leads Network and adopted by 
NHS Stockport CCG. 
 
The Safeguarding Team is responsible for monitoring service providers’ 
performance with regard to safeguarding and for reporting this monthly to the 
Quality and Provider committee. The headlines are included in the 
Governance report to the governing body. The team will highlight issues to the 
committee for a decision to evoke escalation processes such as performance 
notices and CQC referrals in the case of non-compliance.  
 
The Quality Team is responsible for monitoring service providers’ 
performance with regard to safeguarding quality measures within CQUIN and 
other contracts and for reporting this to the Governing Body in the monthly 
Quality report.  
 
The HR team in our commissioning support unit is responsible for ensuring 
that all relevant  staff in contact with children, parents/carers, and vulnerable 
adults in the course of their normal duties undergo Disclosure and Barring 
checks in line with national and local guidance and that references are always 
verified before any offer of employment is made. 
 
Line Managers are responsible for ensuring that safeguarding responsibilities 
are reflected in all job descriptions for staff they manage, relevant to the job 
role. They should ensure through annual Professional Development Reviews 
that their staff undertake mandatory safeguarding training in line with this 
policy and that any staff in contact with children, and vulnerable adults in the 
course of their normal duties are trained and competent to be alert to the 
potential indicators of abuse or neglect for children and vulnerable adults, 
know how to act on those concerns in line with local guidance. 
 
All CCG employees should to be alert to the potential indicators of abuse or 
neglect for children and vulnerable adults and know how to act on those 
concerns in line with local guidance. They should also undertake mandatory 
training in line with the CCG strategy. If requested staff should attend any 
multi-agency meetings established to safeguard and protect children and 
vulnerable adults. 
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Each Member Practice of the CCG will have a GP Practice Safeguarding 
Lead responsible for ensuring Practice staff are trained, being the first port of 
call for safeguarding enquiries at the Practice, and the link to the 
Safeguarding team in the CCG. 
 
 


NHS Stockport CCG – Safeguarding Structures 
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6. Implementation 
 
The standards expected of NHS Stockport CCG and all healthcare providers 
commissioned by the CCG are detailed in appendices 1-4. Compliance will be 
measured by annual audit undertaken by the Safeguarding team. An audit 
tool will be made available to all providers to facilitate the recording of this 
information. Non-compliance with any of the standards may trigger the 
escalation policy, appendix 5 
 


6.1 Breaches of Policy 
 


This policy is mandatory. Where it is not possible to comply with the policy or 
a decision is taken to depart from it, this must be notified to Head of 
Governance and Risk so that the level of risk can be assessed and an action 
plan can be formulated. 
 
All allegations of abuse made against a worker and any Serious Incident 
involving a child or vulnerable adult should be reported to the Board Secretary 
and Head of Governance. 
 


paul.pallister@nhs.net        0161 426 5617 
 
NHS Stockport as host commissioner will notify associate commissioners of a 
providers non-compliance with the standards contained in this policy, 
including action taken where there has been a significant breach.  
 
 


7. Training Strategy 
 


7.1 Introduction 
 


NHS Stockport CCG adopts the Greater Manchester Strategic Framework for 
Training, which was designed to provide a uniform approach to safeguarding 
training for Commissioners and Providers of health care for the Greater 
Manchester population. Its aim is to ensure that all staff working with children 
and/or adults are alert to the need to safeguard and promote the welfare of 
children and vulnerable adults and are appropriately skilled and competent in 
carrying out their responsibilities for safeguarding appropriate to their role.  
 
This strategy has been informed by statutory and national guidance and the 
training strategies of Greater Manchester Safeguarding Children and Adult 
Boards.  
 
It should be noted that throughout the document the terms ‘vulnerable adult’ 
and ‘adult at risk’ are used interchangeably. 
 
 
 
 



mailto:paul.pallister@nhs.net
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7.2 Scope 
 


This strategy for safeguarding training is relevant to all staff working in the 
health economy. It also provides a strategy for independent contractors in 
ensuring that their staff are trained in accordance with individual roles and 
responsibilities in relation to safeguarding children and adults at risk.  
 


7.3 Principles 
  


All staff should be trained and competent to be alert to potential indicators of 
abuse and neglect, should know how to act on those concerns and how to 
fulfill their roles and responsibilities for safeguarding children and adults at risk 
in line with Stockport Safeguarding Children Board (SSCB) and Stockport 
Safeguarding Adult Board (SSAB) procedures.  
 
Inter-agency training for key safeguarding leads will complement single 
agency training, and emphasise the importance of working together. This 
training will be run by the SSCB and the SSAB. 
 
Single-agency training, and training provided in professional settings, should 
always equip staff for working collaboratively with others and communicating 
and sharing information.  
 
All training provided should respect diversity (including culture, race, religion 
and disability), promote equality and encourage the participation of children, 
families and adults in the safeguarding process. 
 


7.4 The Purpose of Training 
 


The purpose of training for inter-agency work at both strategic and operational 
levels is to achieve better outcomes for children and vulnerable adults by 
promoting:  
 


 a shared understanding of the tasks, processes, principles and roles 
and responsibilities outlined in national guidance and local 
arrangements for safeguarding children and vulnerable adults and 
promoting their welfare;  


 


 more effective and integrated services at both the strategic and 
individual case level;  


 


 improved communications between professionals including a common 
understanding of key terms, definitions and thresholds for action;  


 


 effective working relationships, including an ability to work in multi-
disciplinary groups or teams;  


 


 sound decision making based on information sharing, thorough 
assessment, critical analysis and professional judgment;  
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 learning lessons from Serious Case Reviews and implementing 
changes to practice based on recommendations from local and 
national cases.  


 
7.5 Definitions 
 


Single agency training is training which is carried out by a particular agency 
for its own staff. 
 
Inter- (or multi-) agency training is training for employees of different 
agencies who either work together formally or come together for training or 
development.  
 
A child is anyone who has not yet reached their 18th birthday. 
 
Vulnerable adult:  
Whilst there is no formal definition of vulnerability within health care, some 
people receiving health care may be at greater risk from harm than others, 
sometimes as a complication of their presenting condition and their individual 
circumstances. The risks that increase a person’s vulnerability should be 
appropriately assessed and identified by the health care professional at the 
first contact and continue throughout the care pathway (DH 2010). 
 
Adult at risk:  


a) is eligible for or receives any adult social care service (including  
carers’services) provided or arranged by a local authority; or  


b) receives direct payments in lieu of adult social care 
c) funds their own care and has social care needs; or  
d) otherwise has social care needs that are low, moderate, substantial or 


critical; or  
e) falls within any other categories prescribed by the Secretary of State; 


and  
f) is at risk of significant harm, where harm is defined as ill-treatment or 


the impairment of health or development or unlawful conduct which 
appropriates or adversely affects property, rights or interests (for 
example theft, fraud, embezzlement or extortion).  


 
Note: definition suggested by Law Commission  
 
 


8. Roles & Responsibilities 
 
8.1 Commissioners 
  


The Clinical Commissioning Groups and other commissioners of health care 
services have a responsibility to ensure that the services they commission 
include robust safeguarding training plans that are fit for purpose and comply 
to national guidance. 
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8.2 Employers 
 


Employers are responsible for ensuring that their staff are competent and 
confident in carrying out their responsibilities for safeguarding and promoting 
the welfare of children and adults at risk.  


 
It is the responsibility of employers to recognise that in order for staff to carry 
out their roles and responsibilities for safeguarding they will have different 
training needs which are dependent on their degree of contact with, and 
responsibilities for, children and adults.  
 
Employers also have a responsibility to identify adequate resources and 
support for inter-agency training by:  
 


 committing resources for inter-agency training, for example through 
funding, providing venues, providing staff who contribute to the 
planning, delivery and/ or evaluation of inter-agency training;  


 


 providing staff that have the relevant expertise to support the multi-
agency training delivered under the auspices of the SSCB and/ or 
SSAB  


 


 releasing staff to attend the appropriate inter-agency training courses 
and ensuring the time for them to complete inter-agency training tasks 
and apply their learning in practice 


 


 ensuring that staff receive relevant single-agency training that enables 
them to maximise the learning derived from inter-agency training.  


 


 ensuring they keep accurate data of staff trained within the 
organisation including a breakdown of eligible staff trained at each 
level. 
 


9. Level of Training Requirements for all Stockport CCG Staff 
 
9.1 Safeguarding Children 


 
(Taken from The Intercollegiate Document: Roles and Competencies for 
Health Care Professionals 2010). 
 
There is an expectation that the CCG will achieve, as a minimum, 85% of staff 
trained at the appropriate level.  
 
Non-Clinical Staff - Level 1 
All staff employed by the CCG. This level also applies to all non-clinical staff 
in any health care settings. 
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Clinical staff – Level 2 
All clinical staff who have regular contact or have a period of intense but                      
irregular contact with children, young people and/or parents/carers. 
 
Clinical staff - Level 3 
All clinical staff working with children, young people and/or their 
parents/carers and who could potentially contribute to assessing, planning, 
intervening and reviewing/evaluating the needs of a child or young person and 
parenting capacity where there are safeguarding/child protection concerns. 
 
Named professionals - Level 4  
Specialist roles - named professionals. 
 
Designated Professionals- Level 5Designated professionals - Level 5 / 5 
Specialist roles, designated professionals and professional advisors. 
 
Experts – Level 6 
Experts in this context could be a clinical expert (clinician with specialist skills 
and knowledge) and/or a court appointed expert. 
 


9.2 Safeguarding Adults 
 


All staff working within health services are expected to have Level 1 
Safeguarding Vulnerable Adult Training which ensures they can recognise 
signs and symptoms of abuse and report abuse in line with local policy. 
 
Additional further advanced level training in adult abuse is dependent upon an 
individual’s role and functions and should be included in an individual’s 
appraisal and objectives. 
 


10. Training Needs Analysis 
 


The identification of training needs is not a single event dependent on a 
grouping, but is a dynamic, on-going process identified through appraisal, 
clinical supervision, course evaluations and direct contact from staff.  
 
Whilst Level 1 safeguarding training for children and adults is mandatory for 
all staff, training needs will then be dependent on an individual’s roles and 
responsibilities.  An individual’s training needs should form part of their 
personal development plan which is to be agreed with their line manager.  
 
This training strategy details the training required for all staff working for NHS 
Stockport CCG and also provides guidance to independent contractor 
services in determining the level of training required by them and their 
employees.  
 
The strategy links training with the role, responsibility, performance 
expectation and level of experience. In addition to learning derived through 
attendance on training programmes, written update briefings and literature on 



http://www.chimat.org.uk/safe/training/m/level5
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current safeguarding/protection issues should be circulated to safeguarding 


leads on an annual basis. 
 


11. Monitoring & Assurance 
 


Working collaboratively with NHS Commissioners and Local Safeguarding 
Boards, training will be subject to audit, evaluation, quality assurance, scrutiny 
and reporting.  
 
All training identified within this document is compliant with the standards 
required within statutory and national guidance and with the training strategies 
of Stockport Safeguarding Children and Adult Boards. 
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13. Appendices 
 
Safeguarding standards for provider organisations 
 
1: NHS Providers and Independent Hospitals 


 
1 
 


There is a board lead for safeguarding children and vulnerable 
adults. 
 


2 The organisation is linked into Stockport Safeguarding Children 
Board (SSCB) and Stockport Safeguarding Adult Board (SSAB) 
 


3 
 
 


There are named leads for safeguarding children, in line with 
statutory guidance, and a named lead for vulnerable adults. 
 


4 The Provider Board regularly reviews safeguarding across the 
organisation.  
 


5 
 
 
 
 
 
 


An adverse incident reporting system is in place which identifies 
circumstances/incidents which have compromised the safety and 
welfare of children and or vulnerable adults.  
Commissioners are provided with a quarterly report of key 
themes/learning from serious incidents that involve safeguarding 
children and vulnerable adults. 


6 A programme of internal audit and review is in place that enables 
the organisation to evidence the learning from review, incidents and 
inspections. 
 


7 
 
 
 
 


Staff at all levels, have easy access to safeguarding policies and 
procedures. These policies and procedures must be consistent with 
statutory, national and local guidance. 
(policies as per Appendix 2) 
 


8 
 
 
 


There is clear guidance on managing allegations against staff and 
volunteers working with children and or vulnerable adults in line 
with those of the SSCB and SSAB.  


9 There is a process for ensuring that patients are routinely asked 
about dependents such as children, or about any caring 
responsibilities 
 


10 There is a process for following up children who do not attend 
appointments.  
 


11 There is a system for flagging children for whom there are 
safeguarding concerns 
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12 When it is known that a child is not accessing education a referral 
will be made to the Local Authority in which the child lives.  
 


13 There are clear procedures on the implementation and 
management of Deprivation of Liberty Safeguards in line with the 
Code of Practice to supplement the main Mental Capacity Act 2005 
Code of Practice 
 


14 There are agreed systems, standards and protocols for sharing 
information within the service and between agencies in accordance 
with national and local guidance  
 


15 The organisation works with partners to protect children and 
vulnerable adults and participates in reviews as set out in statutory, 
national and local guidance 
 


16 Safeguarding responsibilities are reflected in all job descriptions 
relevant to role and responsibilities 
 


17 Staff working directly with children and vulnerable adults have 
access to advice support and supervision.  This includes clinical 
and safeguarding supervision as per the organisations 
safeguarding supervision policy  
 
Named professionals seek advice and access regular formal 
supervision from designated professionals for complex issues or 
where concerns may have to be escalated. 
 


18 
 
 
 
 
 
 
 


There is a training strategy for safeguarding children and 
vulnerable adults based on the needs of staff at different levels. 
A training data base should be in place to evidence compliance. 
Training must be audited to ensure its effectiveness and quality 
assured. 
Training should include emerging messages from national and local 
reviews. 
 


19 Staff required to use restrictive physical interventions have received 
specialist training. Specialist training should include the legal duties 
enshrined in the Mental Capacity Act 2005 (including the law 
relating to assault against a person) and national guidance on 
consent for examination or treatment. 
 


20 There is clear guidance as to the discharge of children for whom 
there are child protection concerns.  
 


21 The child’s GP and health visitor/school nurse is notified of 
admissions/discharges 
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22 
 
 
 
 
 


All attendances for children under 18 years to A&E, ambulatory 
care units, walk in centres and minor injury units should be notified 
to the child’s GP.  
Attendances at A&E will also be copied to the health visitor and or 
school nurse depending on the age of the child.  


Applies to community providers offering services to children /  
families and adults 


23 Community health practitioners should have a clear means of 
identifying in records those children (together with their parents and 
siblings) who are subject to a child protection plan. 
 


24 There is good communication between GPs, community nursing 
services (i.e. health visiting, school nursing and community 
midwifery services) in respect of children for whom there are 
concerns. 
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2: Policies required by all provider organisations (the policy can be provided via a link to local LSCB and ASB  
policies) 
 


POLICY SEEN EXPIRY DATE 


Safeguarding Adults policy 
 


  


Safeguarding children policy 
Including guidance on : 


 Fabricated Illness 


 Forced marriage 


 Disabled Children 


 Sexually Exploited Children 


 Female genital mutilations 


 Working with sexually Active young 
people under the age of 18  


 Domestic Abuse 
 


  


Whistle blowing   


Managing allegations of abuse against a 
person who works with children or 
vulnerable adults 


  


Information sharing    


Safe Recruitment, including CRB checks 
where required and taking up of 
references 


  


Appropriate Behaviour by staff towards 
vulnerable adults and children 


  


Mental Capacity Act/ Deprivation of 
Liberty 
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3: Other CQC registered providers 
 


 Standard  


1. A safeguarding policy is in place which demonstrates commitment 
to safeguarding  
 


2. There is a named lead for safeguarding. Arrangements for cover 
are in place when this person is not available 
 


3. All staff (paid and volunteers) should know how to act on concerns 
that a vulnerable adult may have been abused, or is at risk of 
abuse or neglect in line with local guidance. 
 


4. 
 


The provider is registered with the CQC 


5. The provider regularly reviews safeguarding arrangements  
 


6. An incident reporting system is in place which identifies 
circumstances/incidents which have compromised the safety and 
welfare of patients /residents.  
 


7. A programme of internal audit and review is in place that enables 
the organisation/home to continuously improve the protection of all 
service users from abuse or the risk of abuse. 
 


8. Residents are aware of the procedures for reporting abuse and 
neglect 
 


9. 
 
 
 


All staff (paid and volunteers) have access to safeguarding policies 
and procedures. Policies must be easily accessible by staff at all 
levels and be consistent  with those of the Stockport Safeguarding 
Adult Board (SSAB) 
 


10. Safeguarding policy/procedures includes a process for recording 
and reporting concerns, suspicions and allegations of abuse or 
harm in line with those of SSAB 
 


11. Safeguarding policy/procedures includes guidance on how to 
respond to a disclosure of abuse. 
 


12. Safeguarding policy/procedures includes clear guidance on 
managing allegations against staff and volunteers 
  


13. There are robust complaints and whistle blowing 
policies/procedures in place 
 


14. There are clear procedures on the implementation and 
management of Deprivation of Liberty Safeguards in line with the 
Code of Practice to supplement the main Mental Capacity Act 2005 
Code of Practice. 
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15. 
 
 


The use of restraint is always appropriate, reasonable, 
proportionate and justifiable to that individual. 
 


16. There are agreed systems, standards and protocols for sharing 
information within the service and between agencies in accordance 
with national and local guidance  
 


17. The provider works with partners to protect vulnerable adults and 
participates in reviews as set out in local guidance. 
 


18. Robust recruitment and vetting procedures are in place to help 
prevent unsuitable people from working with vulnerable adults and 
children.   
 


19. Safeguarding responsibilities are reflected in all job descriptions 
relevant to role and responsibilities. 
 


20. Staff involved in employing staff are trained in the processes of 
‘safer recruitment’. 
 


21. Staff record their work in accordance with statutory and best 
practice guidance.  
 


22. Staff working directly with vulnerable adults have access to advice 
support and supervision to enable them to manage the stresses 
inherent with this work. 
 


23. Paid staff and volunteers in contact with vulnerable adults and 
children are trained and competent to be alert to the potential 
indicators of abuse and neglect and know how to act on those 
concerns in line with local guidance.  
 


24. 
 
 
 
 


Staff required to use restrictive physical interventions have received 
specialist training. Specialist training should include the legal duties 
enshrined in the Mental Capacity Act 2005 (including the law 
relating to assault against a person) and national guidance on 
consent for examination or treatment. 
 


25. All service users are protected when taking part in activities and 
trips. 
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4:  Voluntary, Community and Faith Sector providers 


 
1. A safeguarding policy is in place which demonstrates commitment 


to safeguarding children and safeguarding vulnerable adults (this 
may be combined into one overarching policy. 
 


2. There is a named lead within the service /organisation for 
safeguarding children and vulnerable adult and arrangements for 
cover when this person is not available. 
 


3. All staff (paid and volunteers) should know how to act on 
concerns that a child and or a vulnerable adult may have been 
abused, or is at risk of abuse or neglect in line with local 
guidance. 
 


4 An incident reporting system is in place which identifies 
circumstances/incidents which have compromised the safety and 
welfare of children and or vulnerable adults. 
 


5.  The service/organisation regularly reviews cases where there are 
safeguarding concerns (for both children and vulnerable adults). 
   


6 All staff (paid and volunteers) have access to safeguarding 
policies and procedures for both children and vulnerable adults: 
these policies must be easily accessible by staff at all levels and 
be consistent with statutory, national and local guidance. 
 


7. Safeguarding policy/procedures includes a process for recording 
and reporting concerns, suspicions and allegations of abuse or 
harm in line with Stockport’s Safeguarding Children Board 
(SSCB) and Safeguarding Adult Board (SSAB). 
 


8. Safeguarding policy/procedures includes guidance on complaints 
and whistle blowing policies which offers a guarantee to staff and 
service users that using these procedures appropriately will not 
prejudice their own position or prospects.   
 


9. Safeguarding policy/procedures includes guidance on how to 
respond to a disclosure from a child or a young person and or 
vulnerable adult. 
 


10. Safeguarding policy/procedures includes clear guidance on 
managing allegations against staff and volunteers working with 
children and vulnerable adults in line with policies and procedures 
of SSCB / SSAB.  
 


11. When it is known that a child is not accessing education a referral 
will be made to the Local Authority in which the child lives.  
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12. There is clear guidance for practitioners working with sexually 
active children under 18 years which is in line with that of SSCB. 
 


13. The service/organisation takes account of national and local 
guidance to safeguard those children and adults experiencing 
domestic abuse.  
 


14.  Information sharing protocols in line with national and local 
guidance are in place within the practice. 
 


15. The service/organisation works with partners to protect children 
and vulnerable adults and participates in reviews as set out in 
statutory, national and local guidance. 
 


16. Robust recruitment and vetting procedures are in place to help 
prevent unsuitable people from working with vulnerable adults 
and children.   
 


17. General guidance is provided to staff on appropriate behaviours 
when working with children and vulnerable adults in line with 
national and local guidance. 
 


18. Staff who work with children and vulnerable adults record their 
work with the child and family in accordance with statutory and 
best practice guidance. 
 


19. Staff working directly with children and vulnerable adults have 
access to advice and support. 
 


20. Paid staff and volunteers in contact with children, adults who are 
parents/carers and vulnerable adults are trained and competent to 
be alert to the potential indicators of know how to act on those 
concerns in line with local guidance.  
 


21. 
 


All service users are protected when taking part in activities and 
trips. 
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5: Monitoring and Escalation process 


 
Introduction 
The CCG has a statutory responsibility to ensure that the organisations from 
which it commission services from provide a safe system that safeguards 
children and adults at risk of abuse and neglect. 
 
The CCG will monitor all commissioned services against the standards 
identified in the safeguarding policy, Appendices 1-5. To support the 
monitoring of the standards an audit tool, based on the standards, will be 
completed by all providers annually. For new contracts compliance with 
standards will be assessed prior to the contract commencing except in 
exceptional circumstances, emergency placements, when it will be requested 
as soon as possible. 
 
The Guidance for NHS Contracts requires the provider to comply with the 
CCG’s Safeguarding Policy for children and vulnerable adults. From time to 
time, revisions may be required to the policy part way through the contracting 
period to reflect changes to local, national and statutory guidance. Such 
revisions will be attached or referenced when they become available from the 
commissioner. A record of the new edition of the policy will be recorded as 
part of the routine review process. 
 
Monitoring Process 
The CCG will assure themselves through the contract review process that the 
provider is meeting the relevant safeguarding standards and will take 
appropriate action where they do not. Where the CCG is the lead 
commissioner they will: 
 


 Establish a baseline for each provider against the relevant standards 


 Monitor against the set of standards on an annual basis 


 If an action plan is required this will be monitored quarterly until 
compliance is achieved. 


 Associate commissioners will be informed of the outcome of the audit 
and of any gaps identified/actions being taken. 
 


Audit Tool 
To monitor the standards the providers will be asked to complete a self-
assessed RAG rated audit tool based on the standards. The criteria for rating 
are as follows: 


 Green – fully compliant (even when fully compliant the provider should 
evidence continuous quality improvements. 


 Amber – there is an action plan in place to ensure full compliance 
within the agreed time scales. 


 Red – Non-compliance against standards and/or failure to progress 
agreed action plan within agreed time scales. 
 


The provider organisation will need to provide evidence to demonstrate 
compliance with the green rated standards. 
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The Designated Professionals for Safeguarding will review the evidence and 
assess if it is adequate. If an action plan is in place this will be reviewed to 
ensure it is robust and contains appropriate time scales. 
 
Governance Arrangements 
The Safeguarding Lead will report provider compliance to the Quality and 
Provider Committee and will highlight in an exception report those providers 
whose action plans which are not progressing. The committee will then decide 
if this will be initially managed through the contractual process alone or 
whether the escalation process is triggered. 
 
Escalation Process 
Level 1 
The CCG and provider organisation will include amber and red standards on 
the appropriate organisational risk register, inform the relevant safeguarding 
board and any Associate Commissioners about the gaps identified. This will 
ensure that the action plans are linked to the organisational and multi-agency 
governance arrangements. 
 
Level 2 (applies to NHS Acute, Community, Mental Health and Ambulance 
Providers) 
When a standard rated amber moves to red, this will be considered a breach 
of contract. This line of action will be taken as the provider organisation will 
have had time to meet the standard during the amber period. This breach is 
serious, hence the level of response, due to the vulnerable population the 
provider is meant to be protecting and the fact that the standards are based in 
statute and key national policies as well as being in the CQC Essential 
Standards for registration. Therefore a performance notice will be issued and 
appropriate contractual levers utilised, as well as a letter sent to the Care 
Quality Commission (CQC) and copied to NHS England area team, Director 
of Nursing. This is to fulfill the CCG’s obligations to communicate with the 
CQC regarding quality of services and to NHS England, in their role to assure 
systems are in place for commissioning safe quality services. 
 
Level 2 (applies to other providers of health care for example other CQC 
registered providers, Voluntary, Community and Faith services) 
These will be discussed with the relevant commissioner in conjunction with 
the Designated Nurse and the Clinical Director. If the noncompliance cannot 
be managed at a contract meeting and an organisational decision in respect 
to the way forward is required, then this will be escalated to the Quality and 
Provider Committee. 


 
6:  National Protocol for Notification of NHS Out of Area Placements  


for Individual Packages of Care – including Continuing Healthcare 
 


Out_of_Area_Placem
ents_Protocol.doc
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Clinical Policy Committee (CPC) 
9am – 11am 


Floor 7 Board Room 
August Minutes 


Agenda Item 


Present 


 Dr Mary Ryan – Secondary Care Representative to The Governing Body (MR) Chair 


 Roger Roberts – Director of General Practice Development (RR) 


 Dr Sasha Johari – Member of the Governing Body and GP locality chair (SJ) 


 Mike Lappin – Healthwatch  representative (ML) 


 Jane Crombleholme - Lay Member Chair of the Governing Body of the CCG (JC) 


 Andy Dunleavy – Senior Public Health Advisor SMBC (AD) 


 Peter Marks - Allied health professional representative (PM) 


 Cath Briggs – Clinical Director of Quality and Provider Management 


 Mark Chidgey – Director of Provider Management 


 Sarah Smith – EUR/Clinical Board Administrator (Minutes) 
 


 


1.Apologies 
 
Apologies were received from Dr Vicci Owen Smith and Sarah Gibson,  
 


2.Minutes from Previous Meeting 
 
The minutes were agreed as a correct record 
 
ML requested the following amendments: 
10. PHG44 ML comment should read if GPs were to prescribe activity 
11c. should say new anticoagulants. 
 
The meeting was quorate 
 


3. Action Log 
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Actions as listed reviewed and updated. Updated log to next month’s meeting. 
 


4.Matters Arising 
 
Terms Of Reference 
The group noted and approved the amendments made. MR requested that apologises are sent in advance of the meeting to ensure 
that all future meetings are quorate. 
 


5. NICE Scorecard 
 
5.1 Update from Sarah Gibson The following update had been provided by Sarah Gibson prior to the meeting: 
Pennine NICE compliance – the following information comes from Pennine (NICE and other national guidance continues to inform 
and shape on-going service development and improvement alongside others such as CQC and NHSLA. These are progressed and 
considered (in services) through existing quality and governance structures (e.g. Technology Appraisals are considered via the Drugs 
and Therapeutics committee). Whilst there is no list as such, NICE (and other guidance) form an integral part of existing clinical 
policies and policy development which services are required to comply with e.g. including NICE. The process and systems for 
monitoring relevance and compliance against guidance is currently undergoing a comprehensive review to help standardise reception, 
dissemination and reporting across both our Community and Mental Health services, with an implementation date aimed at December 
2013.) 
 
In summary SG has met with Gary at Pennine who currently puts the guidance into their policies and as such it is reviewed at 
governance meetings, so they do not have a list of compliance, but do hold the minutes and policies as evidence, however they are 
reviewing the process at the moment and are happy to send information as this progresses. 
 
BMI NICE – SG is due to meet with BMI regarding compliance and how SG can best support them. 
 
CAMHS ED rapid access – The CAMHS urgent care pathway has been reviewed and improved following the OFSTED/CQC 
inspection in 2012 which raised concerns about unnecessary hospital admissions for mental health assessments. Risk Assessments 
Practioners (RAPS) provide daily dedicated slots in CAMHS, ED and the paediatric wards diverting ED attendances, preventing 
admissions and facilitating early discharge and follow-up. CAMHS provide training to ED staff in mental health screening and 
awareness of the care pathway. 
 
5.2 Letter from James Catania 
MC referred the group to a letter received from James Catania, Medical Director SFT (previously circulated) which responded to 
concerns regarding the quality of the FT scorecard. MC advised that the letter should be read alongside the scorecard spreadsheet. 
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The group noted that the quality of the spreadsheet had not improved. The group agreed the scorecard was concerning, difficult to 
follow and did not contain leads or clear timelines. It remains unclear which area the FT are compliant with and which they are not. 
The group also noted some inconsistencies between the conclusions in JCs letter and the scorecard. MR clarified that as a group 
CPC needed to understand the scorecard process and seek assurance from the FT regarding compliance. 
The group agreed that the next step is for JC and PB to meet with MC, VOS and SG to discuss the scorecard and to for the CPC reps 
to ask for the data below the conclusion in JC’s letter. MR requested the meeting follow October CPC so the she could attend.  
 


Action: MC, SG and VOS to meet with JC and PB from SFT to discuss scorecard issues. 
 
CB advised the group that VOS was also due to attend the FT Quality & Safety Committee to discuss.   


 
SJ confirmed that Ectopic Pregnancy is a seven day service and that Caesarean Section is in the service specification. 
 
5.3 Hip Fracture update from Dr Colin Wasson 
The group noted the update from Dr Wasson which had been previously circulated. In the update Dr Wasson had advised that the 
only outstanding nice quality standard was for hip fracture. Advising the FT fail on one area, not having fast track discharge for fitter 
patients, with support in the community. Dr Wasson had stated that they aspired to develop this with the CCG, but in the meantime it 
had been placed on the SFT risk register (risk rating 9). Dr Wasson concluded that he believed this now made the FT fully compliant 
with all the surgical quality standards. 
 
 


6.NICE Clinical Guidance (CG) 
The group reviewed the following Clinical Guidance 
 
CG167 Myocardial infarcation with ST segment Elevation: The acute management of myocardial infarcation with ST- segment 
elevation. SJ confirmed that South Manchester and MRI were the providers for Stockport patients.  Group noted the costing tool 
provided. No specific action needed 
 
CG168 Varicose veins in legs: The diagnosis and management of varicose veins. Group noted the costing tool provided. VOS had 
requested prior to the meeting that the group note that numbers are based on current thresholds but the guidance suggests a relaxing 
of these thresholds. GM CSU EUR team are working on this policy across GM as a priority.  Group deferred decision pending the GM 
review. 
 
Action: Agenda Item for October CPC 
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7.NICE Technology Appraisals (TA) 
 
The following TA’s were reviewed: 
 
TA292 Aripiprazole for treating moderate to severe manic episodes in adolescents with bipolar I disorder 
The group noted the costing implications which were described by NICE as not being significant 
 
TA293 Eltrombopag for treating chronic immune (idiopathic) thrombocytopenic purpura (review of echnology appraisal 205) 
The group noted the costing implications which were described by NICE as not being significant 
 
 
 


8.NICE Interventional Procedure Guidance (IPG) 
The group reviewed the following IPGs: 
 
IPG456 Sutureless aortic valve replacement for aortic stenosis 
IPG457 Insertion of customised exposed titanium implants, without soft tissue cover, for complex orofacial reconstruction. 
The group acknowledged that the above IPGs were specialist procedures and are not appropriate to SFT 
 
IPG458 Mechanical clot retrieval for treating acute ischaemic stroke 
IPG459 Selective internal radiation therapy for primary intrahepatic cholangiocarcinoma 
IPG460 Selective internal radiation therapy for primary hepatocellular carcinoma  
 
The group acknowledged that the above IPGs were specialist procedures and would have a non-significant impact. All of the above 
IPGs were noted and approved.  


9. NICE Medical Technology Guidance (MTG) and other NICE Guidance 
The group reviewed the following guidance: 
 
MTG14 Ambu aScope2 for use in unexpected difficult airways. NICE state this guidance is appropriate to secondary and tertiary care 
services. 
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MTG15 Vision Aminiotic leak Detector to assess unexplained vaginal wetness in pregnancy.  
The group noted and approved the above guidance. 
 


9.NICE Quality Standards (QS) 
The group reviewed the following quality standards 
 
QS35 Hypertension in pregnancy. The group agreed that it was currently compliant with the majority of the guidance however it was 
noted that guidance for GPs after discharge needs improvement. SJ to seek clarification with Jo Ellis, SFT 
 


Action: SJ to speak to JE and develop and disseminate guidance to GPs 
 
QS36 Urinary tract infection in infants, children and young people under 16. The group felt this was appropriate to primary care. The 
group queried the audit process and asked if this was included in the newsletter. RR advised that it comes through as NICE bytes 
(Chris Cooper had checked the guidance). 
 


Action: SJ to develop and disseminate guidance to GPs 
 
 
QS37 Postnatal care. The group queried if the 6-8 week post natal check was standard practice. SJ to raise at September Maternity 
Board 
 
 


10. NICE Public Health Guidance (PHG) and other guidance 
 
PH46 Assessing body mass index and waist circumference thresholds for intervening to prevent ill health and premature death among 
adults from black, Asian and other minority ethnic groups in the UK. AD explained that the key areas of the guidance need to be 
explored further.  
I 
Action: AD to contact local authority colleagues for them to provide information on recommendations 2 & 3 
Action: AD and SJ to look at recommendation 1 and bring back to January CPC 
 


11.Amendments to prescribing lists e.g. black/grey lists, formulary, recommendations from GMMMG) 
Paper: Amendments to the GMMG policy on prescribing after private consultation. 
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a) Gluten Free Policy RR referred the group to the document previously circulated Gluten Free Foods Available on the NHS 


(GM Policy) RR advised that the monthly prescription units recommended in the GM policy differed from Stockport’s local 
policy. RR recommended a proposal from STAMP that Stockport’s continues to follow the quantities published in the local 
policy. This proposal was agreed by the group. 


b) Ethical Framework for Considering Rebate Applications from Pharmaceutical, Nutrition and Device Companies RR 
informed the group that this document had been reviewed by the GM group who had subsequently made some amendments. 
The following amendment was noted: The financial threshold had been reduced from 120k to 60k however GM had agreed 
that a local decision could be made. RR proposed Stockport’s local threshold should remain at 120K. ML noted that the policy 
states: The actual cost to both CCGs and GMCSU will vary dependent upon the proposed scheme but the projected rebate 
must exceed £10,000 per annum across all CCGs. RR agreed to obtain clarification and bring back to September CPC 
 


Action: RR to clarify financial threshold figures and bring back to September CPC 
 
PM advised the group that Pharmacist felt the policy still had ethical issues and therefor they did not agree with the policy. 


 
 


12.STAMP Minutes and associated papers for approval  


None this month 


 


13. Amendments to EUR Policies/new GMEUR policy 


ED Referral Pathway The group reviewed the information previously sent by VOS. The group debated some of the issues raised but 
decided they needed more information to make a decision. PM asked if it was possible to prescribe more treatments privately than on 
the NHS? The group agreed that this should be clarified before a decision is made. The item was therefore deferred to September 
CPC. MR requested that a nominated person is available to present papers of a complex nature in particular those needing a decision 
from the committee. 
 
 
Action: Agenda item for September CPC 
 


14. Agree report from CPC to SCCG 
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The group agreed to update SCCG on: 


 A meeting had been established with James Catania to seek assurance regarding the issues previously raised concerning the 
FT NICE Scorecard. 


 The revised TA costing summary total has been adjusted to 600K for the year to date down from 1 million. 


14. Policy Reviews Due – EUR Treatment List 
The group deferred this item until evidence summarises are available for review.  
 


15. Prioritise assurance gaps previously identified 
None this month 
 


16. Individual Funding Panel (IFP) and Individual Care Panel Minutes 
None this month 
 


17. Individual Care Panel Minutes 
None this month 
 


18. Publications for Information 
None this month. 


  


19. Any Other Business 
a) Changes to EUR policies relevant to primary care. The group reviewed the document previously circulated. VOS had 
advised prior to the meeting of: 
Proposed amendments to the wording of some policies so that referrals can be managed by referral coordinators in practice and don’t 
need to be handled by the CSU team.  
These changes were approved by the group. The group noted this change would require an assurance process and appropriate 
training for the referral managers. 
 


Action: VOS to speak to Cath Comley  and arrange communication to practices and CSU 
 


Date of the Next Meeting 
25 September 2013, 9am to 11am 
Boardroom, Regent House 
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Stockport Carers’ Strategy 
Valuing and supporting carers 


 
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 endorse the carers’ strategy. 
• To understand and comment on the implications and 


recommendations for the CCG. 
Please detail the key points of this report 


 
• The role and contribution of carers needs to be understood and 


valued. 
• The main aims of the strategy are: 


o to offer carers a consistent approach through a single carers 
assessment across services 


o to give carers choice and control in the support they want 
o to develop a single point of access through a carers centre 
o to encourage a joined up approach between generic and 


specialised carers services through the carers centre 
o to improve health & wellbeing outcomes for carers 
o to prevent inappropriate caring roles for young carers. 


What are the likely impacts and/or implications? 
 


• Continuity of funding 
• Increased awareness & increased uptake of carers services by 


carers 
• Improved partnership working between professionals and carers 
• Engaging with local partners and contributing to the implementation 


of the carers strategy 
How does this link to the Annual Business Plan? 


 
Ensuring that carers are recognised for their contribution in the delivery of 
care and that their own health needs are addressed supports aims 1,2,4 & 5 
of our Annual Business Plan. 
What are the potential conflicts of interest? 
None 
Where has this report been previously discussed? 
CCG Operational Executive 
Children’s SMT (SMBC) 
Corporate Leadership Team (SMBC),  
Adult and Housing Scrutiny Committee 
Executive (SMBC)  
 
Clinical Executive Sponsor: Dr. J. Idoo 
Presented by: M. Chidgey 
Meeting Date: 11 December 2013 
Agenda item: 7 
Reason for being in Part 2 (if applicable)  
Not applicable 







 
Stockport Carers’ Strategy 


 
CCG Implications  
By endorsing the attached strategy the Governing Body are committing to: 
 


• Adopting the model of triangle of care, recognising the carer as an 
important partner in care 


• Agreeing to consider carers’ needs when developing the new locality 
hubs and (re)designing other health services 


• Supporting the work to identify carers in primary / community / 
secondary care  


• Encourage health professionals to signpost carers to services available 
to carers and to ensure health needs of carers are met by the services 
we commission. For example through our contracts, specific KPIs 
regarding support for carers and ensuring service specifications 
consider carers’ needs relevant to the commissioned services 


• Supporting the development of a borough-wide carers’ centre – one 
single point of access for carers where support, information, guidance 
and training is given 


• Maintaining a specific budget within the Grant Scheme for supporting 
carers’ services (currently £120K). 


 
The strategy is recommended to the CCG. 
 
Equality Analysis 
NHS Stockport CCG is committed to assessing the impact of its work on 
protected groups, as defined in the Equality Act (2010). 
 
Although carers are not a protected group within themselves, their role is 
associated to that of people with long-term conditions or support needs and, 
as such, carers are protected under equality law through their association with 
the protected characteristic of disability.  
 
This Strategy outlines positive steps that NHS and its local partners intend to 
take to support carers. As such, this represents a positive impact, which is 
objectively justifiable under equality legislation and helps the CCG to meet its 
Public Sector Equality Duty to reduce health inequalities. 
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Executive summary 
 


 A carer is someone of any age who gives unpaid help and support to family members or friends who 
could not manage on their own. This can be due to age, illness, disability or substance misuse 
problems. Carers may live with, or apart from, the person they care for. 
 


 This Strategy covers carers of all ages and situations and is a local response to the national Carers 
Strategy – “Recognised, valued and supported”. 
 


 The actions in this document have been identified by local carers as well as organisations that 
support and represent carers in Stockport. It aims to raise the profile of carers needs, set out the 
future vision for carers services in Stockport, and ensure that carers are central to the design and 
delivery of their care and support.   


 


 Carers provide a vital role. There are an estimated 31,982 carers in Stockport providing an average of 
18 hours of unpaid care and support each week. This is equivalent to each carer providing £17,844 
worth of paid care each year. The total value of unpaid care each year is worth £570 million to 
Stockport alone. 
 


 Caring can lead to major health problems for the carer both physically and mentally and impacts on 
employment and educational opportunities. Some carers care for more than 1 person at the same 
time, and situations range from short term but very intensive caring responsibilities to caring that 
spans the lifetime of a child or sibling.  
 


 People do not always identify themselves as a carer especially where a parent is caring for a child 
with a disability, or caring between a husband and wife. 


 


 The needs of the carer are inextricably linked to the person being cared for. However support 
services are provided separately by a range of different health, social care and voluntary sector 
organisations leaving carers to bring together the different strands of support both for themselves 
and the person they care for. Carers want joined up, flexible and responsive services.  
 


 The State of Caring Survey found that 50% of carers had not had a holiday in the last 5 years and 
locally 24% of referrals to Adult Social Care are due to ‘carer breakdown’ where the carer feels they 
can no longer continue in their caring role due to physical or wellbeing issues. Research also shows 
that timely respite for carers can delay nursing home placements. 
 


 GPs and hospitals play a vital role in the early identification of carers and referral into support 
services. Carers want to be recognised as expert care partners and fully involved in hospital 
discharge, End of Life Care and Support Planning processes where decisions have an impact on care 
and support needs.  
 


 Surveys show that around 50% of young carers have missed school because of their caring role and 
over a quarter of young carers leave school with no GCSEs reducing the likelihood of participating in 
further or higher education. There is an under reporting of young carers where they are caring for a 
parent with a mental health or substance misuse due to a reluctance by families to get involved with 
statutory services. 


 


 This Carers Strategy and related Delivery Plan set out how we will improve the recognition of carers 
and ensure that carers of all ages are central to service design, review, and all elements of the 
assessment, care and support for the person being cared for.   
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Stockport’s new Carers Strategy 
 
The Stockport Carers Partnership Board is pleased to present the 2013 to 2016 Carers Strategy. This Strategy 
covers carers of all ages and situations and aims to raise the profile of carers’ needs; set out a future vision 
for carers’ services in Stockport; and ensure that carers are central to the design and delivery of their own 
care and support.   
 
This strategy is a local response to the national Carers Strategy – “Recognised, Valued and Supported” and 
sets out a wide range of local views gathered from a number of engagement events and partnership 
discussions held over the last 3 years. The issues highlighted in the document come from local carers, carers 
support groups, and services that represent the views of carers.  
 
The document will shape the way service are commissioned and provided in Stockport and performance 
over the next 3 years will be measured through a Delivery Plan that sets out jointly agreed targets.  
 


Who is a ‘Carer’? 
 
A carer is someone of any age who gives unpaid help and support to family members or friends who could 
not manage on their own. This may be due to age, disability, illness or substance misuse. Carers may live 
with or apart from the person they care for. 
 
Each caring situation has its own unique challenges and in some cases carers: 


 Care for someone with complex needs who have more than one diagnosis  


 Care for more than one person at the same time for example caring for a child with a disability and a 
parent, or caring for both parents 


 Care for a range of situations from a short term but very intensive caring role, to one that spans the 
lifetime of a child or sibling 


 
Whilst the average carer in Stockport provides 18 hours of care many carers provide up to 24 hours of care 
every day of the year. Caring can lead to major health problems for the carer both physically and mentally, 
through stress, lifting injuries, tiredness, anxiety and depression. Caring also has a major impact on 
employment and educational opportunities. Many carers struggle to balance employment and caring whilst 
others can face financial hardship as they give up paid employment to be a full time carer. 
 
The pressures can be even greater for those with multiple caring roles and have a greater impact on health, 
finances, relationships and careers. 
 
The wellbeing of carers can be significantly affected by the social isolation and exclusion of both the carer 
and person being cared for. Whatever their situation most carers need support of some kind to help them in 
their caring role and to help them with their own needs. However one of the biggest challenges is that 
people do not always identify themselves as a carer especially where a parent is caring for a child with a 
disability, or caring between a husband and wife. 
 
Carers fall into the following categories: 


 Adult Carers caring for another adult who is a neighbour, friend, relative or partner 


 Parent Carers caring for a child with a long term illness or disability 


 Young Carers under the age of 18 whose life is affected by, or cares for, another person including a 
sibling or parent 
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Profile of Caring in Stockport 
 
 
 
The 2011 Census tells us that 
there are at least 31,982 carers in 
Stockport who provide an 
average of 18 hours of unpaid 
care a week. 6,970 of these carers 
provide more than 50 hours of 
care a week. It is estimated that 
in Stockport unpaid carers save 
the economy in excess of £570 
million. This means that the 
average carer provides £17,844 of 
unpaid care a year.  
 
 
 
 
Carers UK state that nationally women are more likely to be carers than men and by the age of 59 women 
have a 50% chance of becoming a carer and are more likely to give up work in order to care.  
Women are also more likely to juggle looking after dependent children whilst caring for older or disabled 
adults. 
 


 
In Stockport 18,565 (58%) of 
all carers are female. 
Between the ages of 0 to 49 
the proportion of females 
increases as the hours of 
care increase. At ages 65 and 
above the numbers of males 
and females providing care 
are almost the same. 
 
 
 
 
 
 
 
 
 


The Stockport Census (2011) also shows that the wards of Edgeley and Cheadle Heath, Manor, and 
Brinnington and Central report significantly lower numbers of carers. Whilst this may be due to under-
reporting of carers in these areas, lower life expectancy may also be a factor, and indeed the 2011 Census 
reports a lower population of people aged 75 and over in these areas. There are also a larger number of 
young carers in these areas who may not be picked up via the census.  
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These figures can be compared to Hazel Grove, Bredbury Green and Romiley, and Cheadle and Gatley which 
have the highest reported numbers of carers in Stockport. Again, there is some correlation with greater 
numbers of people over the age of 75 living in these areas.  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                         
 


 
Reddish North has one of the highest reported levels of young carers along1 with Heatons South and 
Davenport and Cale Green. Identification of young carers can be problematic and there is greater under 
reporting of young carers where they are caring for a parent with mental health or substance misuse issue as 
there can be a reluctance to get involved with statutory services 
 
Statistically Stockport mirrors national trends with 66% of young carers aged between 5 and 15 whilst 3% are 
aged between 5 and 7 years old 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


                                                           
1
 Please note that figures for young carers and the age bands in the table on the following page are taken from the 2001 census 


statistics, as this age breakdown has not yet been made available for the 2011 census by Office for National Statistics. 
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Nationally, 15% of young carers provide between 20 and 50 hours of care a week, compared to 10% of young 
carers in Stockport. 


 
According to the national Census the peak age for caring is 50-59 and of this age group 1 in 5 people provide 
some form of unpaid care. It is estimated that 1 in 4 carers have been looking after someone for more than 
10 years. The following table shows that in Stockport (as of 2001) the peak age is similar, with those 
between the ages of 45-64 having the highest levels of caring responsibilities.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
People who provide 50+ hours of care are likely to be on average older than those who provide 1-19 hours.  
 
In Stockport 13% (18,500) of economically active residents are providing some unpaid care on a weekly basis 
and of these 22% (just over 4,000) balance paid employment with over 20 hours a week of unpaid care. A 
Carers UK/YouGov Poll2 shows that 1 in 5 UK adults feel that their work has been negatively affected as a 
result of caring (22%); this includes 2.3 million who have given up work to care and almost 3 million who 
have reduced their working hours. The impact was highest amongst 45-54 year olds. 
 
This graph shows the percentage of carers (aged between 16 and 74) who are economically active or 
inactive3 compared to the number of hours of care provided. It is no surprise that the levels of economic 
activity decrease as hours of caring increase. 


                                                           
2 http://www.carersuk.org/newsroom/item/3033-research-reveals-over-2-million-quit-work-to-care?dm_i=74C,1C0IU,38PEK0,4IMCB,1 
3 Economic activity relates to whether or not a person who was aged 16 to 74 was working or looking for work in the week before census. Rather than 
a simple indicator of whether or not someone was currently in employment, it provides a measure of whether or not a person was an active 
participant in the labour market. A person's economic activity is derived from their 'Activity last week'. This is an indicator of their status or availability 


Number of people in Stockport providing unpaid care (2001 Census) 
Age 
Group 


All 
People 


No Care 1-19 
Hours 


20-49 
Hours 


50+ 
Hours 


All Care 
(+1 Hour) 


0-14 54,026 53,588 358 49 31 438 
15-24 29,943 28,658 1044 123 118 1285 
25-34 38,830 36,063 2,061 243 463 2,767 
35-44 43,371 37,941 3,987 532 911 5,430 
45-49 18,750 15,304 2,724 297 425 3,446 
50-54 20,682 16,143 3,508 445 586 4,539 
55-59 16,595 12,816 2,815 409 555 3,779 
60-64 14,791 11,951 1,970 295 575 2,840 
65-74 24,919 21,174 2,244 365 1,136 3,745 
75-84 15,707 14,031 783 186 707 1,676 
85-89 3,319 3,138 62 19 100 181 
90+ 1,316 1,276 18 9 13 40 
All 
Ages 


282,249 252,083 21,574 2,972 5,620 30,166 
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Carers UK has pointed to the impact on family finances of giving up work or cutting working hours  
– including the risk of financial hardship and debt and the long-term damage to carers’ careers and pensions. 
Previous estimates also indicated that the cost to the economy of carers being forced to give up work to care 
resulted in a cost of £5.3 billion in lost tax revenues and earnings and additional benefit payments. 
 
Caring can have a significant impact on the mental and physical health of a carer. In Stockport a survey of 
Adult Social Care cases found that 24% of referrals for social care support happen when a carer feels they 
can no longer continue in their caring role.  
 
In the 2010 survey of carers receiving services from Adult Social Care, 98% of the respondents felt that their 
own health had been affected in some way by their caring role. Tiredness, disturbed sleep and stress were 
the most common health impacts felt by over 50% of carers.  Over 30% were also experiencing feelings of 
depression and/ or irritability.  
 
 
7% of people in Stockport who 
are classed as permanently sick 
or disabled are providing over 20 
hours of unpaid care a week. In 
the 2011 Census, over 2,000 
people in Stockport who provide 
some unpaid care said they were 
in bad or very bad health, with 
over 900 of these providing over 
50 hours a care each week. 
 
 


 


 


                                                                                                                                                                                                   
for employment - whether employed, actively looking for work, waiting to start a new job, available to start a new job, or their status if not employed 
or not seeking employment. Additional information included in the economic activity classification is also derived from information about the number 
of hours a person works and their type of employment - whether employed or self-employed. 
The census concept of economic activity is compatible with the standard for economic status defined by the International Labour Organisation (ILO). 
It is one of a number of definitions used internationally to produce accurate and comparable statistics on employment, unemployment and economic 
status. 
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Carers from Black and Minority Ethnic (BAME) communities mostly have the same needs as other carers. 
However, culturally sensitive ways of enabling people to access services are needed, and some services may 
need to adapt the way they are provided to meet the needs of particular communities. Different 
communities are likely to require different approaches to meet the same needs including access to 
information about services and cultural interpretations of illness and disability. Many Black, Asian and other 
minority ethnic families, including Gypsy and Traveller families and new migrants, are isolated from 
services. The majority of people of Black and Asian origin in Britain were born here, and in some places no 
longer form a minority of the population, but still experience a lack of support to meet their specific cultural 
needs.4 


Stockport is not particularly ethnically diverse 
compared to the nation as a whole; about 11% of 
residents class themselves as of Black and Minority 
Ethnic origin in the 2011 census. 2,737 residents of 
Stockport of Black and Minority Ethnic origin said 
that they provided some unpaid care in the latest 
Census (2011). Carers UK research (‘Half a million 
voices – Improving support for BAME carers) 
stated that 10% of carers are from a Black and 
Minority Ethnic background. The Census figures 
suggest that this is closer to 8.5% in Stockport, but 
we must bear in mind that not all people with a 
caring responsibility would have indicated this in 
the census.  


 
 


 
The most prevalent ethnic group providing care 
in Stockport is Pakistani. There are also high 
numbers of White Irish and other White Non-
British residents providing unpaid care.  
  
The wards with the highest numbers of Black 
and Minority Ethnic Carers are Cheadle and 
Gatley, Heald Green, and the Heatons North & 
South. 
 
 


The Carers UK report provides evidence that BAME carers provide more care than average, and some may 
face additional difficulties as they care, for instance struggling with language barriers and accessing culturally 
appropriate services. This can increase the risk of ill health, poverty, loss of employment and social isolation. 
Signpost Stockport for Carers’ research into the number of people contacting them on an annual basis found 
that 7.1% were of black or minority ethnic origin (2011/12), indicating perhaps that new ways need to be 
explored to make sure that BAME carers are getting the support they need. Interestingly the National Black 
Carers and Carers Workers Network have highlighted that they have been unable to find a word in Gujarati, 
Urdu, Punjabi or Bengali which translates into ‘carer’. 
 


  


 


                                                           
4
 4 The Children’s Society 2011, Engage Toolkit http://www.engagetoolkit.org.uk 


Wards where over 10% of carers are of Black and Ethnic 
Minority origin (2011 Census) 


Ward 


Number of 
BAME carers 


% of Carers 
that are of 
BAME origin 


Cheadle and Gatley 320 19% 


Heald Green 278 18% 


Heatons South 275 18% 


Heatons North 223 15% 


Bramhall North 152 11% 


Davenport and Cale Green 151 10% 


Brinnington and Central 138 10% 
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OUR VISION FOR CARERS IN STOCKPORT 
 


The following reflects the views of local carers, carers groups and 
services that represent the views of carers. 


 
Our vision is made up of the following: 


 


 
 
 
 
 
The five themes from the National Carers Strategy – “Recognised, valued and supported” have been used to 
set out what we plan to do over the next 3 years to translate our vision into the reality of local services.  
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1. INTEGRATED AND PERSONALISED SERVICES 
 


What are the issues? 
 
The needs of the carer are inextricably linked 
to the person being cared for. However 
support services are provided separately by a 
range of different health, social care, voluntary 
sector and housing organisations depending on 
the level of need of the person being cared for. 
Local carers struggle to bring together the 
different strands of support from a range of 
different services. Finding the right 
combination of services is even harder if the 
carer is caring for more than one person or the 
person being cared for has a dual diagnosis or 
complex range of support needs. 
 
Carers want a ‘one stop shop’ that joins up 
services in one place. It must be able to offer a 
flexible menu of services that can respond to 
the needs of each caring situation. Often the 
burden of caring can be eased when the carer 
is satisfied with the level of support provided 
for the person being cared for. 
 
There is also an inconsistent approach to 
offering Carers Assessment across Social Care, 
NHS and voluntary sector organisations. The 
Carers Assessment needs to capture all the 
needs of the carer and ensure that their views 
are listened to and respected, and they know 
what their entitlements are. Carers should also 
be involved in all developments affecting them 
and the person they are caring for.  
 


What have we done so far? 
 
A Carers Centre is being set up to bring 
together 4 different services to provide 
support to carers of all ages and situations. The 
Centre will provide clear information and 
signposting to a range of services based on the 
needs of the carer and person being cared for. 
The new service brings together voluntary 
sector services, social care and health services 
in order to integrate the statutory social care 
assessment process for the person being cared 
for, and the voluntary sector support services. 


 
A single Carers Assessment has also been 
produced to offer a consistent approach to 


gathering information and producing a plan 
of support for the carer.  
 


 What are we planning to do? 
 


 Work with a range of existing services to 
establish a network of carers drop in points 
across the borough so that carers can access 
services close to their own homes. Services 
provided in the community will be 
coordinated by the Carers Centre. 


 


 Establish a website for the Carers Centre that 
offers information 24 hours a day on all the 
different support services available to carers. 
This will be in addition to the existing 
telephone helpline and face to face support. 


 


 Roll out the new Carers Assessment across all 
organisations. Provide training and support 
to health and social care professionals 
undertaking assessments to ensure 
consistent quality and approach to 
supporting and recording carers’ information, 
and referring into the Carers Centre.  


 


 Provide training to professionals undertaking 
joint Carers Assessments to ensure a 
consistent approach to involving, listening, 
and recording carers needs as part of the 
assessment of the person being cared for. 


 


What will success look like? 
Targets will be identified for the following areas 
and monitored through the Delivery Plan: 


 5 Carers’ Drop in Centres available in 
different parts of the borough 


 Increase in the number of carers 
registered with the Carers Centre 
between 2013 and 2016 


 Number of Carers Assessment that have 
their own Support Plan 


 Increase in the number of carers receiving 
services following a Carers Assessment 


 Carers reporting high levels of satisfaction 
with the Carers Assessment and review 
process, and find it easy to navigate local 
services to find the right support.
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2. CARERS HAVING A LIFE OF THEIR OWN 
 


What are the Issues? 
 


Carers tell us that the most important thing to help 
them sustain their caring role is to have a break of 
their choosing. Carers breaks range from an hour’s 
sitting service provided on a regular basis to a one 
off residential break for up to 10 days. Some carers 
are offered statutory respite but this is only 
available where the person being cared for is 
eligible for social care.  
 
Carers can apply for a grant to take a break. This 
can be used flexibly to buy a bicycle or gym 
membership for example; however this one off 
award does not take into account any changes in 
the caring situation or a long term caring role. 
Research shows that a regular break from caring 
helps to maintain the wellbeing of the carer; 
reduce ‘carer breakdown’; and delay the need for 
alternative care including care home placements.  
 
Many carers want to manage their own care and 
support and have a Carers Personal Budget in 
order to take a regular break of their choosing. 
 
The isolation of caring can also result in the social 
exclusion of carers. The State of Caring Survey 
found that 4 in 10 carers said they had not had a 
full day off from caring in a year and 50% had not 
had a holiday away from home in the last 5 years. 
Over 60% of families with disabled children 
reported feeling isolated frequently or all the time. 
 
Free training and wellbeing events are currently 
provided for unpaid carers but the take up has 
been mixed. Some of this is due to the times of 
sessions and more importantly the need for a 
sitting service and transport.   


 


What have we done so far? 
 


In 2011/12 just over £1.6 million was spent 
providing statutory adult respite care and 
organised carers’ breaks. Funding is also continuing 
for a range of organised breaks including sitting 
services, residential breaks and specialist breaks 
for young carers.  
 
 


Proposals for a new Carers Personal Budget 
scheme have also been developed that will enable 
carers to take a break of their choosing. The 
scheme will target carers at greatest risk of carer 
exhaustion and breakdown.  
 
A review of the free training available to unpaid 
carers is also underway and a new range of 
information and interest courses has been 
launched. The courses will be offered at a range of 
times and venues designed to fit with the daily 
routines and needs of local carers.  
 


What are we planning to do? 
 


 Work with local carers to review the current 
respite and breaks provision to identify any 
gaps and make it easier for carers to navigate 
the different options for carers breaks. 


 


 Improve the coordination of carers breaks and 
free carers training opportunities with 
community transport and sitting services to 
help reduce the social isolation of carers. 


 


 Promote the potential of Telecare technology 
to support the role of young and adult carers in 
their caring role and help reduce admissions 
into residential or hospital care. 


 


 Set up a Carers Timebank designed to reduce 
social isolation and make connections between 
carers and the wider community through 
volunteering and exchanging support and skills.  


 


What will success look like? 
Targets will be identified for the following areas 
and monitored through the Delivery Plan: 


 Increase in the number of carers with a 
Personal Budget  


 Increase in the number of carers having time 
away from their caring responsibilities 


 Reduction in the number of social care 
referrals due to carer breakdown 


 Increase in the number of carers accessing 
free Information and Interest courses 


 Carers are satisfied that it is easy to find out 
about, and access, different options for 
carers breaks, sitting services and transport 
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3. ECONOMIC WELLBEING  
 


What are the Issues? 
 
Caring has a significant impact on education 
and employment. In Stockport 12% of carers 
combine a job with their caring role, whilst 
others face financial hardship by choosing to 
give up paid employment in order to care. 
Carers UK states that 1 in 5 carers give up 
work yet the Carers Allowance remains the 
lowest benefit of its kind at £50.55 for 
providing 35 hours of care a week.  
 
Carers also tend to have higher living 
expenses for example increased heating bills, 
laundry and transport costs. Nationally over 
60% carers spend their own income or 
savings to pay for care for the person they 
look after and 40% of carers had been in debt 
as a result of caring. Locally carers want 
better publicity about benefits advice and 
timely access to financial support. 
 
It is predicted that by 2017 the number of 
people needing care will be greater than the 
number of working age people. Carers tell us 
they need recognition in the work place and 
flexible working to help remain in 
employment.  
 


What have we done so far? 
 
The Carers Centre, provides support and 
signposting to Benefits Advice that can be 
accessed via the telephone or through a 
home visit. The service is available to all 
carers and is promoted through the Carers 
bus which goes out to a range of venues 
including local supermarkets, hospital and 
community events. Support for benefits 
advice is done in collaboration with FLAG, 
CAB and the Council’s Welfare Rights service. 
 
The Council has introduced a range of carer 
friendly working policies including flexible 
working arrangements, working from home 
and regular Carers’ Forums designed to 
support staff in their caring roles.  
 
 
Jobcentre Plus provides vital support to 
carers of a working age through information 


and advice designed to help find and retain 
employment. They also provide tailored 
Work Preparation Support to help carers 
enter or return to the labour market with CV 
preparation and support to overcome 
barriers to returning to work.  
 


What are we planning to do? 
 


 Help carers who want to stay in employment 
by promoting carers work place entitlements 
and the right to request flexible working 
arrangements including compressed hours, 
self-rostering, and career breaks to help 
balance work and caring commitments. 


 


 Actively involve carers in developing and 
rolling out a training resource and carers 
accreditation for local employers designed to 
help recognise carers in the work place and 
promote carer friendly work practices. Carers 
will be encouraged to share their experiences 
with employers to help highlight the 
competing demands faced by carers. 
 


 Build on the Work Preparation Support 
through a joint initiative with Stockport 
College designed to help carers access 
further education and employment 
opportunities. 


 


 Continue to offer a high profile benefits 
advice service to carers and ensure benefit 
and employment/education needs are 
identified as part of the Carers Assessment 
and Support Plan. 
 


What will success look like? 
Targets will be identified for the following areas 
and monitored through the Delivery Plan: 


 Increase in the number of employers in 
Stockport adopting flexible policies designed 
to support Carers  


 Increase in the number of carers supported 
into employment or training  


 Increase in the amount of benefits secured 
following benefit advice to carers 
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4. MENTAL AND PHYSICAL WELLBEING 
 


What are the Issues? 
 


There are clear links between poor health and 
caring. In a national survey 83% of carers felt that 
caring had affected their physical health and 87% 
felt it had affected their mental health. With the 
focus being on the needs of the person being cared 
for, the health of the carer is often neglected by 
services and carers themselves. Carers UK found 
that 40% of carers had put off treatment or visiting 
the GP because of their caring role and lack of 
suitable or affordable replacement care.  
 
GPs and other health professionals play a vital role 
in the early identification of carers and referral into 
support services. Carers UK found that of the carers 
who were known by GPs to be providing care of at 
least 50 hours per week 71% of them said that their 
GP did not offer additional health checks or refer 
them for support.  
 
Carers’ mental health problems can also arise from 
frustration over the support and care of the person 
they care for. In addition to the early identification 
of carers in the hospital setting, local carers want 
focused support about a diagnosis and information 
about what to expect and how to manage the 
condition of the person being cared for. Most 
importantly however, carers want to be recognised 
as expert care partners and fully involved in hospital 
discharge, End of Life Care and Support Planning 
processes where it impacts on care and support 
needs.  
 


What have we done so far? 
Through its GP liaison worker the Carers 
Centre has increased the number of carers 
registered with their GPs and Age UK currently 
offers health checks for carers over the age of 
50.  
 
The Carers Centre and Stockport Care Schemes 
(SCS) and Age UK are working together to 
improve coordination between volunteer 
transport and community sitting services. This 
will  help carers attend medical appointments 
and access social events and befriending 
designed to reduce the social isolation of 
carers and give carers a break. 


A joint initiative between Stepping Hill and the 
Carers Centre is being developed to establish a 
Carers Information Point in the hospital. 
Through a team of staff and volunteers 
information, advice and signposting will be 
provided to families and friends. It will also 
help ward staff identify carers and support 
carers through the hospital discharge process.  


 


What are we planning to do? 
 


 The Carers Centre will work in partnership 
with Stockport’s Clinical Commissioning 
Group, Public Health and Age UK to establish 
and promote regular carers health checks for 
carers of all ages. 


 


 Increase take up of the Carers Emergency 
Alert Card and review systems for responding 
to a crisis. 


 


 Ensure that all carers have easy access to a 
range of counselling and psychological 
therapies in order to help maintain their 
mental wellbeing. 
 


 Development of peer support networks 
designed to bring together carers of any 
caring situation and also more focused 
groups for carers in similar situations e.g. 
carers of people with a particular condition; 
new carers; carers of army veterans. 


 


 Review systems and provide training to 
ensure a consistent approach to involving 
carers in all areas of the care and support for 
the person(s) being cared for. 


 


 Improve awareness of carers issues, 
identification and referral of carers and 
information provision in GP practices and 
other community and health services. 


 


 Explore development of ‘expert carers 
programme’ in addition to existing expert 
patients’ programmes. 
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What will success look like? 
Targets will be identified for the following areas 
and monitored through the Delivery Plan: 


 Increase in number of carers referred to the 
Carers Centre by GPs and other health 
professionals  


 Number of carers receiving health checks and 
flu vaccinations 


 Number of carers involved in peer support 
groups  


 Number of carers attending ‘caring with 
confidence’, manual handling, and other 
courses focussing on carers’ health and 
wellbeing 


 Evidence that the health and wellbeing of 
carers are included in patient reviews e.g. 
dementia reviews 


 There is a Carers Champion on the Clinical 
Commissioning Group 


 Carers are satisfied with their involvement in 
the hospital discharge process of the person 
being cared for. 
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5. THRIVING YOUNG CARERS 
 
What are the Issues? 
 


 


High levels of care provided by children and young 
carers can have a significant impact on their childhood 
and education. A national study found that around 
50% of young carers have missed school because of 
their caring role and most report poor concentration 
due to late night or early morning caring 
responsibilities. It is estimated that there are 1.2 
million young carers who live with a parent or carer 
who misuses drugs or alcohol.  
 
Caring can also significantly affect educational 
attainment. Over a quarter of young carers leave 
school with no GCSEs reducing the likelihood of 
participating in further or higher education. More 
general issues for young carers include health and 
emotional problems, isolation, lack of time for leisure 
and lack of recognition. 
 
The exact number of young carers in Stockport is not 
clear. Research found that local agencies identified 
fewer young carers than estimates would suggest. This 
can be due to the reluctance of families to contact 
statutory services, lack of awareness across agencies, 
or simply being overlooked as part of the assessment 
of the adult or sibling (Young Carers Scrutiny Review 
2010). Local and national research suggests that there 
are over 1000 young carers in Stockport below the age 
of 15.   
 
In 2011/12, 20.9% of Young Carers were persistently 
absent from school. Evidence from the Carers Centre 
Family Support Service shows that the most effective 
way to reduce the child/young carers caring role is to 
ensure that the person being cared for receives 
appropriate support to meet their care needs.      


 


What have we done so far? 
 


Signpost Young Carers service, now part of the 
Carers Centre, continues to provide a range of 
support including activity groups, short breaks, 
counselling service for young carers and parents, 
school support service, and information and 
advice.  


 
Following recommendations from the Young 
Carers Scrutiny Review a training program for 
school staff and governors has resulted in 67% of 
primary schools in Stockport having a young 


carers policy in place. 82% of schools also have a 
nominated young carers lead.  


 
Work on a young carers’ pathway means that 
Young carers’ are now identified at the earliest 
opportunity as part of the screening process for 
the Supporting Family Pathway and Adult Social 
Assessment. 
 


What are we planning to do? 
 
• Continue to roll out training and support to 


schools to support the early identification of 
young carers  


 
• Review and roll out training to all 


professional health and social care staff to 
ensure a consistent approach to recognising 
and supporting young carers and vulnerable 
families. 


 
• Continue to build on the work of the Family 


Support Worker for Young Carers and make 
links with services to support young carers 
as part of the Supporting Family Pathway  


 
• Develop a range of support through social 


media, educational opportunities and 
counselling to support young adult carers 
between the ages of 16-25 years. 


 


 Continue to provide an annual programme 
of 50 weekly activity groups, short stay 
breaks and day breaks 


 


What will success look like? 
Targets will be identified for the following areas 
and monitored through the Delivery Plan: 


 Increase in the number of young carers 
gaining 1 or more GCSEs 


 Decrease in the number of young carers 
needing to take time off school because of 
their caring role 


 Increase in the number of young carer 
referrals from all agencies including health 
and social care 


 100 young carers (aged 6-18) entering 
weekly activity based groups and holidays 
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How will we deliver the vision? 


 
The Carers Partnership Board will involve carers of all ages and situations, as well as ex carers as our expert 
care partners. We want local carers to help co-produce, deliver and review the actions and targets set out in 
this Strategy and Delivery Plan. 
 
Carers of all ages will be offered a range of options to have ongoing representation and to actively 
participate in decisions about the commissioning and delivery of local carers’ services. The local independent 
Carers Voice will act as a critical friend overseeing the development of the new Carers Centre network and 
the delivery of the Strategy.  
 
The Delivery Plan will be used by the Stockport Carers Partnership Board to direct its activities over the next 
18 months and the detailed targets will measure the Board’s progress towards achieving the 3 year vision set 
out in this strategy. The delivery of the targets will be managed by a small number of Task and Finish groups 
made up of relevant voluntary, community and statutory organisations as well as carers nominated by the 
Carers Voice Forum. Each Task and Finish group will provide regular updates on the achievement of targets 
to the Carers Partnership Board; the Carers Voice Forum; the Health and Wellbeing Partnership; as well as 
the Council’s Scrutiny Committee. 
 
For more information and to keep up to date with the work of the Carers Partnership Board please visit the 
web pages at www.stockport.gov.uk/carerspartnership 
 


  



http://www.stockport.gov.uk/carerspartnership
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For more information contact: 
 
The Carers Centre on 0161 442 0442 
 
For information about Adult Social Care Services: 
0161 217 6029 
www.mycaremychoice.org.uk  
 
 
 


This strategy and Action Plan has been developed by the Stockport Carers 
Partnership Board, a sub-group of the Stockport Health and Wellbeing 
Partnership. 
  
Members of the Carers Partnership Board represent the following 
organisations: 
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If you would like this document in large 
print, braille or audio format, please 
contact: 
 
Telephone: 0161 474 4614 
Minicom: 0161 217 6024 
Fax: 0161 474 4666 
Email: asc.comms@stockport.gov.uk 
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NHS Stockport Clinical Commissioning Group 


Clinical Policy Committee  
 


 MINUTES 27th November 2013 


 


Date of 
Meeting: 
 


27 November 2013 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 Gibson (SG) – 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 


Apologies: Mark Chidgey, Andrew Dunleavy 


In 
attendance: 


Sarah Smith, Administrator to the Committee 
Karen Richardson, Governing Body Lay Nurse 
Jennifer Connolly, Specialist Registrar, Public Health 


Item 
No 


Meeting Item Actions 


1. Apologies  


 
Apologies noted as above. 
The meeting was quorate 


 


2. Agree Minutes from 25 September 2013 
 


 


The minutes of the previous meeting held on 23 October 2013 were 
approved as a correct record; Subject to the following amendments: 
P3 – Item 9 Insert CG170 Autism. Insert Alison Caven, Joint 
Commissioning Manager, Children & Young People 


 


3. Action log  


3.1 
 
 
 


Actions as listed reviewed and updated. Updated log to next month’s 
meeting. 
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4. Matters arising  


4.1 
 
 
 
 
 
 
 
 


Unfunded interventions – single incision laparoscopic nephrectomy 
MR Referred the group to an email which had been circulated with the 
papers; in which SFT had given evidence to support why they are 
conducting the single incision laparoscopic procedure. The group debated 
the merit of this procedure over a standard laparoscopy, noting that NICE 
do not currently support it. The group decided it did not currently support 
the procedure pending receipt of the following information from SFT: 


 How many procedures have SFT performed over the past two years 


 What is the time difference 


 What is the cost 


 


 
 
 
 
 
 
 
 
 
 
 


VOS to take 
forward with MC 


5. NICE assurance / implementation (3/12 post publication)  


5.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


5.2 
 
 
 
 
 
 
 
 
 
 
 


5.1.1 NICE Compliance SFT 
The group noted the report circulated with the papers. SG confirmed that 
the report was last updated in October; an updated report will be available 
for January CPC. Healthwatch – what is AOS? KR – Acute Oncology 
Service. 
The group reviewed CG146 Osteoporosis fragility fracture which SFT have 
identified as a risk. It was noted that SFT have commented that there is a 
need for fracture risk assessment for patients; SJ suggested that a tick list 
with a summary is completed for these patients in Primary Care. SFT have 
also identified a need for a Fracture liaison service, the group agreed that 
SFT need to define what a Fracture liaison service is.  
The group agreed to contact the FT to discuss fracture risk 
assessment/pathways. 
 
5.1.2 NICE Scorecard SFT 
The group agreed that it was not clear if the four areas highlighted in red 
for ophthalmology had been identified as non-compliant or non-applicable. 
 
The Healthwatch rep noted that CG132 was identified as ‘red’ in the 
compliance report but not on the scorecard. SG advised that she was 
working with Paul Buckley, SFT to improve the quality of the scorecard. 
 
Receive update on progress on NICE CG/QA’s 
 


 QS35 Hypertension in pregnancy – Following a meeting with Dr 
Lewis SJ has re drafted the guidance and returned for comments. 


 QS36 Urinary tract infection in infants, children & young people 
under 16 – SJ confirmed that the guidance flowchart has been 
approved and has been disseminated. 


 QS37 Postnatal Care –Noted, this item is on the agenda for 
November Maternity Board. 


 CG170 Autism – The group noted that current pathways do not 
demonstrate NICE best practice. The group felt that although the 


 
 
 
 
 
 
 
 
 
 


SG to identify 
author for 


CG146 update 
and ask them 


to contact VOS 
for discussion. 


 
 
 
 
 
 
 
 
 
 


VOS to write to 
Dr Ewan for 
clarification 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SG to request a 
report from 


Alison Caven, 
Joint 
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commissioner was responsible for doing the baseline assessment 
the provider should be responsible for completing parts relevant to 
the provider. The group decided to alert Q&PM committee regarding 
the quality gaps for the Autism service and to notify Governing Body 
that this area needs prioritising in 2014. 


 QS41 Familial hypercholesterolaemia – Noted. DNA testing is not 
currently commissioned due to high cost and low clinical value. VOS 
advised that a Greater Manchester (GM) paper is currently in 
circulation, a GM diagnostic service and high cost drug is available; 
testing has cost implication however testing would reduce the use of 
the high cost drug. The Group recommended this should be taken 
forward as a priority for investment and agreed to update Governing 
Body. 


 CG54 – Noted. 


 SFT compliance with Epilepsy CG137/QS26. VOS reported that an 
internal review of the original gap analysis had been completed; 
VOS and MC have arranged to meet the commissioner of the 
service from NHSE to request an assessment of progress against 
the first 3 statements and statement 7/8 and to discuss the pathway, 
in particular if patients can access an epilepsy specialist nurse. A 
Master class in Epilepsy is scheduled for January 2014; following 
this master class practise experts will be identified. 
 
 


 


Commission 
Manager, 


Children & 
Young People  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


VOS to escalate 
with Q&PM 


6. Prior notification of new NICE guidance to be added into work plan  
 


 


6.1 
 
 


6.2 
 
 
 
 
 


6.3 
 


6.4 
 
 
 
 
 
 
 
 


6.5 
 


NICE Clinical Guidance (CG):  
None received. 
 
NICE Technology Appraisals (TA) 
The following TA was reviewed 
TA297 Ocriplasmin for treating vitreomacular traction. The group noted the 
costing implication which was  £13,143 
 
 
NICE Medical Technology Guidance (MTG): None received. 


NICE Quality Standards (QS) 
The group reviewed the following quality standards: 
QS47 Heavy menstrual bleeding. The group agreed that the GP locality 
member will link in with local Gynaecologists and review. 
 
QS48 Depression in children and young people.  The group agreed that 
the GP locality member will link in with CAMS and review 
 
 
 NICE Public Health Guidance (PHG) and other guidance:  
PH47 managing overweight and obesity among children and young people: 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


SJ to review 
QS47 &48 


and write a 
paper with 
comments. 
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lifestyle weight management service.  
The group felt that the above Public Health Guidance was appropriate to 
Public Health (SMBC) and that this would be followed up by Public Health. 
 
NICE Diagnostic Guidance (DG) 
DG11 Faecal calprotectin diagnostic tests for inflammatory diseases of the 
bowel. Noted. 
 


 
 
 
 
 


SJ to write to 
Gill Borrows 


and bring 
back to 


February 
CPC 


 
 
 


 


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):  
 
Guidance for approval to prescribe medication/appliances outside NHS 
Stockport policy. RR advised the group that the document had been 
amended slightly to include a broader range of activity, wider than the 
black/grey list. The amended guidance was agreed by the group. 
 
Primary care rebate scheme application decisions 
The group reviewed the policy and endorsed the new guidance. 
 
IPNTS recommendation Linaclotides 
The group agreed to adopt the GMMMG guidance on Linacleotide. The 
group agreed Linacleotide should not be included on the Stockport CCG 
Black or Grey list. 


 
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 08.10.2013 
Individual Funding Panel (IFP) Minutes dated15.10.2013 
Individual Care Panel (ICP) Minutes dated15.10.2013 
All of the above minutes were ratified. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


8. Agree report from CPC to NHS Stockport CCG  


 


The group agreed to update SCCG on the following concerns: 


 CG170 Autism 


 Ophthalmology TAs 


 CG146 Osteoporosis  


 IPG414 Single port nephrectomy 
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 QS41 testing for familial hypercholesterolemia 


 CG137/QS26 Epilepsy 
The group agreed to notify SCCG of the following policy changes: 


 Amended guidance for approval to prescribe medication/appliances 
outside NHS Stockport policy. 


 New GM guidance on the primary care rebate scheme application 
decisions 


 Adopted GMMMG guidance on Linacleotide. 
 


10. Any other business  


10.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


10.2 
 


Using quality standards in our commissioning process. 
The group reviewed the document which had been circulated with the 
papers and agreed the following amendments: 
 


 Relevant provider asked to benchmark using baseline assessment 
associated guidelines 


 QS Reviewed 3 months following initial alert with information 
gathered. GP members advised of new QS and invited to comment 


 Any clinical risks escalated to Quality 7 Provider Management 
Committee. Governing body alerted to any funding pressures 


 
The Chair agreed to amend the document and circulate for comments. 
 
 
 
Declarations of Interest. 
The chair invited the members of the committee to declare their interests. 
 
J Crombleholme Head of Executive Leadership at Manchester Business 
School, governor at Cheadle Hulme 
R Roberts Member of the General Pharmaceutical Council 
V Owen-Smith Trustee, Together Trust, Employee SMBC, Member of 
FPH,MDU,BMA and GMC 
M Ryan Director of 25a Falkner Square Management Company, Trustee & 
Director Advanced Life Support Group, Liverpool, Employee – Consultant 
& Clinical Director, Alder Hey Children’s NHS FT, External advisor KPMG, 
member of MPS, Royal College of Paediatrics & Child Health, Royal 
College of Physicians of Ireland, College of Emergency Medicine, Faculty 
of Medical Leadership & Management. 
S Gibson member of NMC 
S Johari member of BMA, Medical protection society, Registered GP, 
development of family planning 
M Lappin member of engineering body (name tbc) 
P Marks Chair of LPC, Community Pharmacist 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MR to amend 
and circulate 
for comments 
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There were no further interests declared. 
 


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on: 
 


22 January 2014, 09:00 – 11;00 
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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NHS Stockport Clinical Commissioning Group 


Clinical Policy Committee  
 


DRAFT MINUTES 


 


Date of 
Meeting: 
 


23 October 2013 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 
Andy Dunleavy (AD) – Senior Public Health Adviser, SMBC 
Mark Chidgey (MC) – Director of Provider Management, NHS Stockport CCG 
Mike Lappin (ML) – Healthwatch Representative 
Peter Marks (PM) – Allied Health Professional Representative 
Roger Roberts (RR) – Director of General Practice Development 
Sarah Gibson (SG) – 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 


Apologies: Liz Bailey, Jane Crombleholme, Jennifer Connolly, Viren Mehta 


Secretary to 
Committee: 


Alison Newton (AN), PA 
 


Item 
No 


Meeting Item Actions 


1. Apologies  


 
Apologies noted as above.  


2. Agree Minutes from 25 September 2013 
 


 
The minutes of the previous meeting held on 25 September 2013 were 
approved as a correct record. 


 


3. Action log  


3.1 
 
 
 
 
 


Item 4: Discussion on review of QS (Quality Standards):  Members were 
asked for comments on the flowchart (attached with papers). VOS clarified 
that where it referred to review of baseline tool, the words ‘of the 
associated guideline’ should be added. The Chair asked that all members  
read any new QS’s and highlight any specific issues relevant to their work 
stream and bring it back to the Committee. This review process should  


Flowchart to be 
made available 
with minutes 


(Nov13) 
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3.2 
 
 
 
 
 
 
 
 
 


3.3 
 
 
 
 


3.4 
3.5 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


highlightany gaps in provision so that clinical risks can be escalated to the 
Quality & Provider Management Committee (a statutory committee of the 
Governing Body) for discussion. VOS recommended that SJ complete a 
review of each QS from a general practice viewpoint, to identify gaps and 
risks. 
ML asked if the website is the only source of information for sharing key 
messages with the public. It was agreed that this should also read `Comms 
Team’. 
 
Amendments to flowchart:  


 SFT/Pennine Care asked to benchmark using baseline 
assessment of associated guidelines 


 Agree key messages to be shared with the public: Comms Team & 
website 


 Reviewed in three months by CPC and any clinical risks escalated 
to Quality & Provider Management Committee  


  
Item 5.1: Tier 3 Weight Management Service Specification: The service 
specification had been shared with the current provider (SFT). MC would 
be attending a contract meeting in two weeks to discuss the specification. 
This discussion would include determining whether SFT could meet the 
specification and if not, NHS Stockport CCG would need to start a 
procurement process. Would contract decisions need to come back to this 
committee? MC advised the meeting that contract decisions would be 
taken by the Contracts Team and not this committee. 
VOS conveyed her appreciation to Andy Dunleavy for his work on the 
specification. 
Item 6: Diabetes in pregnancy: VOS had spoken to James Catania 
(Medical Director – SFT) and Dr Cath Briggs. Dr Briggs had identified a GP 
who will take the lead on this issue: Dr Ruth Seabrook. Dr Seabrook will 
disseminate the information to other GPs. Natasha Fraser (SFT) is also 
involved in this work. 
Item 7.2: SFT Scorecard: To be presented January 2014.  
Item 7.2: SFT compliance with Epilepsy: SG reported that SFT was not 
compliant with clinical guidelines on Epilepsy? SG explained that she 
awaited a copy of their baseline assessment to identify any gaps. It was 
commented that there needs to be a separate assessment for children and 
adults. Are they compliant on anything with Epilepsy? Yes, on the Pathway 
and on time to be seen. Are these patients placed on the Cancer Pathway? 
Epilepsy patients are treated on a similar pathway to patients with cancer in 
that they have a two week wait to be seen. Do waiting times need to be re-
audited? Yes, this would provide more information for the Committee to 
discuss. 
 
The Committee noted that a Masterclass would be arranged for GPs but 
this would not take place until April/May 2014 as the timetable had already 
been arranged for the year. 
 
The two main issues for the Committee to focus on were: 


o Performance & time to access at SFT 


 
 
 
 
 
 
 
 
 
 
 
 


Amend 
flowchart (SS) 


 
 
 
 
 
 
 


MR to discuss 
with KR 


 
 
 
 
 
 
 
 


If a 
procurement 
exercise is 


undertaken, the 
specification 


will come back 
to Committee 


(Nov13) 
 
 


 
 
 
 
 
 
 
 
 
 
 


January 2014 
 
 


SG to bring 
back SFT 
baseline 


assessment to 
Committee – 


update Nov14 
 
 
 


Undertake an 
audit of waiting 


times for 
Epilepsy 


patients – SG 
Jan14 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







23 October 2013 
Page 3 of 8 


 


3.6 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


3.7 
3.8 


 
 


3.9 
 
 


3.10 
3.11 


 
3.12 


 
3.13 
3.14 
3.15 


 


o What is commissioned or not 
Epilepsy will remain an area of focus for the Committee. 
Item 9: NICE Clinical Guidance: Members were referred to an email 
providing feedback from a discussion involving SG and Alison Caven. 
Further discussions would need to take place on receipt of baseline 
assessment from Pennine Care FT. A discussion ensued on the gap in 
provision, notably for the transition from paediatric to adult: 16 – 18 years. 
MC reported that following the recent CQC inspection, the thematic review 
focused on two issues: the high level of medicine used and the gaps in 
service. It was further noted that there is a shortage of expertise in the 
adult service, exacerbating the issue. Does this issue need escalating to 
Q&PM Committee? It was noted that this will form part of the work plan for 
the following year. It was further noted that this issue was not specific to 
Stockport but is a national issue. Further discussions would need to take 
place on who would commission this gap (16 – 18 years). Could extra CBT 
sessions be provided? No, the training is very specific for CBT for autism 
and only a number of specialists do it. MC informed the meeting that there 
is no spare capacity for IAPT (Improving Access to Psychological 
Therapies). 
Item 9: NICE Quality Standards: VOS Completed (attached with despatch).  
Item 11: DG8 tests: VOS has spoken to MC. If the diagnostic test is part of 
a cancer work up (i.e. carried out in surgery), NHS Stockport CCG would 
commission it, NHS England would commission all oncology and 
radiotherapy treatment and specialist diagnostic tests as part of these 
treatment pathways. 
Item 14: EUR Treatment List Policy: VOS reported that this action is 
complete. The need for prior approval in certain pathways would be 
removed in November. Review dates have been amended to reflect GM 
workplans. 
Item 15.1: Criteria for blacklisting: Added to website – complete. 
Item 15.2: Guidance for prescribing drugs in erectile dysfunction: HP 
provided feedback to GMMMG – complete. 
Item 15.3: Ethical Framework for considering rebate applications from 
Pharmaceutical, Nutrition and Device Companies: Adopted – complete. 
Item 15.5: Travel Abroad Guidance: Guidance circulated – complete. 
Item 15.6: Generic Prescribing Guidelines: Guidance circulated – complete. 
Paediatric UTI guidance: SJ drew members’ attention to an email he had 
circulated; this would be circulated to GP members. 


Receive update 
on this issue – 


Nov 14 
(await baseline 


assessment 
from Pennine) 


(SG) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


RR to circulate 
UTI guidance 


 


4. Matters arising  


4.1 
 
 
 
 
 
 
 


4.2 


Essure (hysteroscopic sterilisation): Members noted the email responses. 
SJ advised the meeting that the process is effective but it has to be placed 
correctly. Is it NICE approved? Yes, in 2009. Who will do the audits? 
Whoever has undertaken the procedure, so if the procedure was 
undertaken at Tameside, Tameside would audit it. It was further noted that 
SFT want to direct list for this procedure; the context of the email intimated 
that Tameside would be happy for SFT to direct list. SJ would respond with 
these comments to Tessa Malone (SFT). 
Quality Standards process: As completed under item 3.7. 


 
 
 
 
 
 
 


SJ to respond to 
Tessa Malone 


(Nov14) 


5. NICE assurance / implementation (3/12 post publication)  
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5.1 
 


5.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


5.3 
 


Assurance on NICE TAs: SG is working through the backlog of TAs and 
awaits responses from the Trusts. 
Identify clinical risks / gaps in NICE CG / QA 
o QS32 Caesarean Section 
o QS33 Rheumatoid Arthritis 
o QS34 Self Harm 
There is a three month delay in reporting status with these QSs. SG had 
met with Paul Buckley (SFT) to identify gaps around all NICE guidance. 
Members discussed the document `NICE Compliance SFT’ and noted the 
areas of risk, colour coded to depict green for no risk identified or red for a 
clinical risk identified: Epilepsy would be a standing item on the agenda as 
an area of risk. SJ commented that some of the self-assessments do not 
provide the full detail. 
The Chair requested that each member be aware of the NICE guidance 
and flag up any issues of risk, to ensure SFT are challenged on the issues 
identified; the clinical risks can then be discussed at Q&PM Committee 
meetings. It was agreed that MC and the Chair would write to James 
Catania (SFT) providing a copy of this spreadsheet and asking for an 
update on clinical risks identified, to provide an assurance that these risks 
are being managed. SG pointed out that this is a working document and is 
constantly updated. The Compliance document would be kept on the 
agenda. It was noted that some of these risks had been raised with SFT on 
a number of occasions. Can we withhold funding if the actions identified 
are not completed? MC explained that there is nothing in writing in the 
contract to carry out this action. It would have to be treated as a breach of 
contract and an action plan put in place before any consideration was 
given to withholding funds. 
 
VOS requested that a number of CGs (Clinical Guidance) be flagged up in 
the letter to James Catania: 
 


o CG 7 & CG 29 – Pressure Ulcers 
o CG 50 – Acutely ill patients in hospital 
o CG 92 – VTE reducing the risk 
o CG 104 – Metastatic malignant disease 
o CG 137 – Epilepsy 
o CG 141 – Acute Upper GI  


 
Agree dissemination of NICE CG / QA to member practices: Agreed. 


SG – Jan14 
 
 
 
 


SS to note 
three month 


delay 
 
 


SG to share a 
summary of 


current 
position 
(Nov14) 


 
 
 
 
 
 


MC & MR to 
write to JC 


asking for an 
update 
(Nov14) 


 
Include 


Compliance 
document on 
next agenda 


(SS) 


6. Prior notification of new NICE guidance to be added into work plan  
 


 


6.1 
 
 


6.2 
 
 
 
 


NICE Clinical Guidance (CG):  
CG171 Urinary incontinence: The management of urinary incontinence in 
women  http://guidance.nice.org.uk/Date/2013/september 
NICE Technology Appraisals (TA) 
TA296 Crizotinib for previously treated non small-cell lung cancer 
associated with an anaplastic lymphoma kinase fusion gene 
http://guidance.nice.org.uk/Date/2013/september 
Not applicable. 


 
SJ to 


disseminate 


 
 
 
 
 
 



http://guidance.nice.org.uk/Date/2013/september

http://guidance.nice.org.uk/Date/2013/september
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6.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


6.4 
 


6.5 
 
 
 
 
 
 


6.6 
 
 


6.7 
 
 
 
 


NICE Interventional Procedure Guidance (IPG) 
IPG464 Endoscopic bipolar radiofrequency ablation for treating biliary 
obstruction caused by cholangiocarcinoma or adenocarcinoma 
 


Red: Where NICE state ‘Special , other or research’, these procedures are 
not commissioned without prior approval of the CPC  


IPG465 Insertion of endobronchial valves for lung volume reduction in 
emphysema. 
     
Red: Where NICE state ‘Special , other or research’, these procedures are 
not commissioned without prior approval of the CPC 


IPG466 Photochemical corneal collagen cross linkage using riboflavin and 
ultraviolet A for keratoconus.    


Red: Where NICE state ‘Special , other or research’, these procedures are 
not commissioned without prior approval of the CPC 


http://guidance.nice.org.uk/Date/2013/september 


Noted. 


NICE Medical Technology Guidance (MTG): None received. 


NICE Quality Standards (QS) 
QS44 Atopic eczema in children 
QS45 Lower urinary tract symptoms in men 
QS46 Multiple pregnancy 
http://guidance.nice.org.uk/Date/2013/september 
Noted. Are patients referred to a consultant at tertiary level (QS46)? Yes.  
 
NICE Public Health Guidance (PHG) and other guidance: None to report. A 
lot of this work is carried out by the LA (Local Authority). 
 
NICE Diagnostic Guidance (DG) 
DG10 Gene expression profiling and expanded immune-histochemistry 
tests for guiding adjuvant chemotherapy decisions in early breast cancer 
management: 
MammaPrint, Oncotype DX, IHC4 and Mammostrat 
http://guidance.nice.org.uk/Date/2013/september 
VOS reiterated that this is used as a research tool on a sample of people 
as a means of collecting evidence. A member commented that some 
patients may not be referred to an oncologist and suggested writing to the 
breast surgeon at SFT. VOS recommended awaiting the outcome of the 
research trials before this was followed up. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


To be 
included in 
workplan 


 
QS46 to be 


sent to 
maternity 
board (SJ) 


 
 
 
 


 


7. New policies  


7.1 
 


7.2 


Business Cases or clinical pathway changes: None to report. 
 
Personal Health Budgets: To be discussed under item 10. 


 
 
 
 
 



http://guidance.nice.org.uk/Date/2013/september

http://guidance.nice.org.uk/Date/2013/september

http://guidance.nice.org.uk/Date/2013/september
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7.3 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


7.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


7.5 
 


7.6 
 


 
Amendments to prescribing lists (e.g. black/grey lists, formulary, 
recommendations from GMMMG):  
 


 High Cost Drugs: Noted 


 Third Party Prescription Requests: It was acknowledged that there 
was a lot of wastage with third party companies ordering before 
checking with patients whether they need all the equipment first. A 
discussion took place on how to alleviate this issue and whether 
GPs or Stoma Nurses should be encouraging patients to check with 
them first as to the equipment they require. It was recognised that 
clarification needed to be sought as to who employs the Stoma 
Nurses at SFT – SFT or sponsored via companies? PM pointed out 
that these companies to employ specialists to provide expert advice. 


 Chapter 13 formulary (cosmetic treatment): Members discussed a 
number of points within the document –  


o 13.6.1 Benzoyl peroxide – should this be classed as 
cosmetic? Members considered the question and agreed that 
this should not be classed as cosmetic therefore keep it. 


o 13.7 Preparation for warts and calluses – Members supported 
the GMMMG Policy Advice should be first to use  over-the-
counter remedies  


Amendments to EUR Policies/new GMEUR policy 
New policies discussed at September GMEUR. VOS briefed the meeting 
on the criteria for each policy:  


 Tonsillectomy. Members discussed the criteria and agreed to 
ADOPT the GMEUR Policy. 


 Varicose Veins – this document had not been finalised and would 
come back to the committee at a later date. 


 Aesthetic breast surgery. Members discussed the criteria and 
agreed to ADOPT the GMEUR Policy. 


 Lycra body suit:  Members discussed the criteria and agreed to 
ADOPT the GMEUR Policy. 


 Hyaluronic Acid Injections for Osteoarthritis of the knee:  Members 
discussed the criteria and recommendation from GMMMG and 
agreed to ADOPT the GMEUR Policy. 


 
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 
Individual Funding Panel (IFP) Minutes 
Individual Care Panel (ICP) Minutes 
All minutes were ratified. 


 
 
 
 
 
 
 
 
 
 


MC to 
determine 


who employs 
Stoma 
Nurses  
(Nov14) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


8. Agree report from CPC to NHS Stockport CCG  


 
Issues to be flagged up: 


 Concerns about SFT and their lack of evidence for NICE compliance  
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 Three new policies: 
o High Cost Drugs 
o Third Party Prescription Requests 
o Chapter 13 formulary (cosmetic treatment) 


 GMMMG Local Formulary 


9. Prioritise gaps previously identified (6-monthly)  


 


Gaps identified: 


 Epilepsy 


 Specialist weight management 


 Ultrasound in peripheral Vascular disease 


 Provision for 16 – 18 year olds (mental health) 


 


10. Any other business  


10.1 
 
 
 


10.2 
 
 
 
 
 
 
 


10.3 


Emails: Members requested that any future emails circulated to the team 
be copy and pasted into a Word document to make them more accessible 
for those members with iPads and list with agenda item. 
 
Bronchiolitis & Croup Management: SJ referred the meeting to a flowchart 
for the management of Bronchiolitis and Croup. The Committee discussed 
and APPROVED the flowcharts subject to two amendments: 


o Croup Management – replace `Admit to Hospital’ with refer to on-
call paediatrician for assessment 


o Bronchiolitis – The Children’s community nursing team’s contact 
details may change depending on feedback from the CCNT. 


o  
Personal Health Budgets: Members were referred back to item 7.2 and a 
paper prepared by Sue Brett (Head of Continuing Health Care) and Nicole 
Alkemade (Older People’s Joint Commissioning Manager). This is a new 
policy that would be rolled out from April 2014 and involved CHC for adults 
and children. 
 
MC briefed the meeting on the Policy. Personal Health Budgets (PHB) 
would effectively remove the decision making from NHS Stockport CCG 
and place it on the patients themselves. The Committee needs to be aware 
that some of the decisions taken by patients on how they choose to spend 
their PHB may clash with current NHS Stockport CCG Policies. A lengthy 
discussion ensued. It was noted that the LA (Local Authority) currently has 
a scoring system for personal budgets and it is proposed that an NHS 
equivalent scoring system is devised. MC pointed out that the patient would 
not be entitled to commission specialist care that would remain with NHS 
Stockport CCG. It was recognised that some clinicians may not value the 
benefits of complementary therapies but the purpose of PHB is to ensure 
that a patients’ health and well-being needs are met. A member 
commented that any disputes could be referred to the Individual Care 
Panel.  
 
There is also the issue of accreditation of providers selected by the patient 
– NHS Stockport CCG would have no control over this but can make 


SS to note for 
future 


meetings 
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recommendations. A member suggested that the patient should provide a 
plan of how they intend to spend their budget. MC reported a Positive Risk 
Panel would be convened if there was a risk to the patient’s health in which 
case this Panel can over-rule the patient or if the budget ran over a specific 
threshold. What is this threshold? This has not been set yet. ML pointed 
out that the Plan would have to be agreed by the patient before a decision 
is taken. MC stated the policy does include a statement on what the patient 
cannot spend their budget on (alcohol, drugs, tobacco, gambling, and debt 
management). 
 
It was pointed out that this policy is based on national guidance. A member 
pointed out that if any changes are made, the CCG could be open to 
challenge. 
 
The Committee recognises the principle behind PHB and this is about 
personal choice but also some of NHS Stockport CCG’s policies will 
conflict with this policy therefore national guidance requires clarification. A 
threshold would also need to be set as some of the domiciliary care home 
arrangements cost five times more than a care home. If the budget went 
over this threshold, the case could be passed to the Individual Care Panel 
(if it was a new case). 
 
This item would be discussed further at the next meeting. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


MC to 
discuss with 


SB 
Update 
Nov14 


 
 
 
 


 


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on: 
 


Wednesday 27 November 2013, 09:00 – 11;00 
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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      CPC Minutes 
      Author: Sarah Smith 


Clinical Policy Committee (CPC) 
9am – 11am 


Floor 7 Board Room 
September  Minutes 


Agenda Item 


Present 


 Vicci Owen Smith – Clinical Director (VOS) Chair 


 Roger Roberts – Director of General Practice Development (RR) 


 Dr Sasha Johari – Member of the Governing Body and GP locality chair (SJ 


 Jane Crombleholme - Lay Member Chair of the Governing Body of the CCG (JC) 
 


 Peter Marks - Allied health professional representative (PM) 


 Cath Briggs – Clinical Director of Quality and Provider Management 


 Sarah Gibson – Performance Manger (SG) 


 Jennifer  Connolly – Speciality Registra in Public Health (JC) 


 Sarah Smith – EUR/Clinical Board Administrator (Minutes) 
 


In Attendance: 
Annie Coppel – NICE (AC) for agenda item 4 
Sue Kardahji – SMBC (SK) for agenda item 5  


1.Apologies 
 
Apologies were received from Dr Mary Ryan, Mike Lappin and Andy Dunleavy 
 


2.Minutes from Previous Meeting 
 
The minutes were agreed as a correct record 
 
The meeting was quorate 
 


3. Action Log 
 
Actions as listed reviewed and updated. Updated log to next month’s meeting. 
CG162 Stroke Rehabilitation. AD submitted the following update: 







   


      CPC Minutes 
      Author: Sarah Smith 


This guidance has a high proportion of recommendations relating to acute (inpatient and specialist) and community (rehabilitation) services. I have 
asked the Adult Social Care team to update me on 1.1.6 in the guidance (Health and Social Care Interface) and 1.1.8 (Transfer of Care from 
Hospital to Community). They have confirmed that there is full involvement from their team during an inpatient spell and at the point of discharge.  
The guidance does however suggest that a specialist Social Worker should be part of the acute MDT stroke team on the assessment ward (1.1.3). 
We should ask the Trust to confirm current support for this element. 
For consideration - Community rehabilitation is based on need and goal attainment in CG162 and not (as we know historically) based on current 
configuration and accessibility criteria. I think we need to ask for a detailed report on current service configuration. I contacted the (STAR) team for 
a brief update and have not received anything to date. 
Self-care (1.10.1), return to work (1.10.5) and long-term health and social support (1.11.1) are considered in this guidance.  
Stockport MBC commissions 2 services jointly with the CCG. One is based at the Trust (ward based supporting the rehab team) and the other 
(communications support – long-term in the community) links into the community through individual referrals as appropriate via domiciliary, one-
to-one and group settings. Both are delivered by the Stroke Association and linked closely (outcomes monitored) with FLAG, Age UK and a wide 
range of other voluntary and carer led support networks. These services have recently been jointly commissioned (contracts renewed until 2015) by 
Stockport CCG and Stockport MBC from the Stroke Association. These links/services were considered as in need of strengthening by the CQC in 
2010 (may have been 2009). 
 
A gap - who is responsible for point 1.11.5 which states - 
1.11.5 - Review the health and social care needs of people after stroke and the needs of their carers at 6 months and annually thereafter. These 
reviews should cover participation and community roles to ensure that people's goals are addressed 
 
 
 


4. NICE Update: Annie Coppel 
AC provided the group with an overview of her role within NICE explaining that she visits various organisations across the health 
sector providing strategic advice to organisations and systematic use of NICE guidance, providing advice to help organisations deliver 
their own assurance processes and help to understand implementation support tools.  
AC advised the group of the following supporting tools: 


- Slide sets which show key messages from the guidance, clinical case scenarios and baseline assessment tools which prompt 
through the process of implementation. 


- Sign posting to resources 
- Costing tools and guidance on significant impact 
- New support for Quality Standards 


 
VOS - Are Quality Standards aspirational? AC suggested this is a decision for the organisation advising they are woven through the 
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Health & Social Care Act and are a resource to support the duty on continuous improvement, with the intention of shifting the 
proportion of services up the quality curve. AC added they were aspirational but achievable and were aimed at achieving better 
outcomes. AC provided an example of how some CCG’s use the information for floor walks and ward rounds. VOS – do Quality 
Standards need to go through Quality and Provider Committee? Group agreed to discuss this further at October CPC. 
 
Action: Group to discuss how CPC/ Quality & Provider Committee review Quality Standards going forward. SS to add as 
agenda item October CPC 
 
CB QOF QP issues – buy in from GPs/providers is difficult, how can we get the importance across? AC advised Quality Standards are 
reported on in quality accounts in some trusts suggesting it’s about how they are used locally, adding Quality Standards are a good 
way of understanding where you are on the quality curve. VOS suggested that the group think through and SB take back to PB (Paul 
Buckley) in the clinical effectiveness meeting. 
 
The group thanked AC for attending. 9.20 am AC left the meeting.  


5.Business Cases 
5.1 Tier 3 Weight Management Service Specification 
VOS referred the group to the service specification previously circulated. VOS advised the group that the current SWM service is not 
compliant and is on the CCG risk register. AD has developed the service specification and it has been brought to CPC to inform.  VOS 
provided the following summary on behalf of AD: 
Key components of the pathway/service model 


i) Comprehensive assessment (triage) by a specialist team and streamlined referral system (including psychological referrals 
for those not ready/able) to help clients achieve clinically effective weight loss on the care pathway. 


ii) Physician led MDT at which the client agrees and understands the importance of compliance with their personal goal 
orientated programme 


iii) Service standards to ensure effective service delivery and maximise client compliance with evidence based programmes at 
any point on the care pathway 


iv) Joint care pathways of continued support to clients preparing or discharged following bariatric surgery  
 


AD recommended that for points 1 and 4 above the use of Choose and Book needs to be considered. AD advised that in terms of 
demand other areas have been considered including their estimates of demand (Salford 700) current activity of the SWMS (contracted 
@ 400 clients/year) was also considered. NICE costing tool has also been used to estimate demand. The lifestyle survey does 
suggest there may be a higher proportion in the BMI 35-50 categories. SK added that the specification has been modelled on 10% of 
the population however national guidance says should be modelled on 5% of the population. SK confirmed current capacity at 400 
clients per year. SK advised that NICE guidance on management of overweight patients is due out in May (draft due in October) and 
recommended the service model should be sense checked against the guidance. 
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VOS invited comments from the group. 
CB asked if the model was based on ‘keep it off for good’? SK advised that it wasn’t and that intervention is based on Change for Life 
adding the model is more a surgical weight management pathway. The group discussed the service costing’s, there is a 100K budget 
to go forward to the FT plus an extra 40K for Psychological services. 
SK made the following recommendations: 
The service needs a lead Physician, the service should resource a full multi-disciplinary team, and factor in additional capacity as 
demand creeps up. 
JC raised concerns that there is no evidence to show the service will achieve its outcomes. SK explained that further evidence is due 
out which may support. 
The group agreed that the service model was adequate to take forward, MC and VOS to discuss next steps and bring back to October 
CPC. 
 
Action: VOS and MC to update at October CPC 
 
SK left the meeting at 9.55am 
 


6. Matters Arising 
6.1 SFT Clinical Audit report  
The group reviewed the document previously circulated. VOS explained that the report had a new format. VOS informed the group 
that she had discussed Gastroenterology with James Catania, in response James Catania has written a letter to the clinicians asking 
them to respond to the points raised by a specific date. VOS invited the group to provide feedback on the report and raise any concern 
they may have with its contents. CB asked how was the information in the Diabetes in Pregnancy Audit feedback to GPs. VOS to 
discuss with James Catania. 
 
Action: VOS to ask James Catania how Diabetes in pregnancy Audit is feedback to GP’s  
 
The group felt it would be useful for CCG clinicians to review the document to identify areas of concern. 
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7. NICE Scorecard 
 
7.1 Update from meeting with James Catania. VOS informed the group that she had met with James Catania, SFT to talk through 
the NICE scorecard process and has agreed a new process. SG and PB will meet regularly to review the baseline assessments, 
identify areas of clinical risk and bring back to CPC for discussion and to identify gaps. A period of 3 months will be allowed to bed the 
process in it will therefore come back to CPC in the new year. VOS further advised that she had received assurance from the FT that 
currently there are no clinical risks however Venous Thrombolisim was an area highlighted for concern. 
7.2 FT Scorecard. SG advised the group that she was developing a detailed analysis of the FT Scorecard and is looking at gaps with 
Paul Buckley. SG has also developed a plan to report issues to the CPC and will bring back to CPC for comments. 
 
Action: SG to present new scorecard process at January CPC. 
 
SJ asked if there were any figures to show that the FT was fully compliant on Epilepsy SG confirmed that figures were available and 
would be brought back to October CPC. 
 
Action: SG to bring figures showing FT compliance with Epilepsy to October CPC. 
 
7.3 NICE Innovation Scorecard. The group reviewed the data in this document and agreed they found it useful. The group decided to 
review the document quarterly. 
 
 


8. NICE Technology Appraisals (TA) 
 
The following TA’s were reviewed: 
TA295 Everolimus in combination with exemestane for treating advanced HER2-negative hormone- receptor positive breast cancer 
after endocrine therapy. 
 
The group noted the costing implications which were not applicable. 
 
 
 


9. NICE Clinical Guidance (CG) 
CG169 Acute kidney injury: Prevention, detection and management of acute kidney injury up to the point of renal replacement therapy. 
James Sumner has confirmed that the FT cannot guarantee a Nephrologist. The group agreed to review the baseline assessment tool 
and SG’s scorecard report. No further action required. 
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CG170 Autism: The management and support of children and young people on the autism spectrum.  NICE state this guidance has 
implications for Primary Care. SG to review the guidance with Alison Caven and bring back to October CPC. 
 
Action: SG to review CG170 guidance with Alison Caven, identify implications for primary care and report findings to 
October CPC. 
 
 


9.NICE Quality Standards (QS) 
The group reviewed the following quality standards: 
QS40 Psoriasis.  
QS41 Familial Hypercholesterolaemia The group noted the new high cost drug. SJ noted that the guidance would lead to increase 
referrals through the system and asked if awareness could be increased amongst GPs.  
QS42 Headaches in young people and adults 
QS43 Smoking cessation – supporting people to stop smoking. 
 
Action: VOS to write a process on how to manage Quality Standards and present to October CPC. 
 
 
 


10. NICE Interventional Procedure Guidance (IPG) 
IPG461 Endoscopic radiofrequency ablation for gastro-oesophageal reflux disease. This guidance replaces IPG292. NICE have 
identified this guidance as ‘Special, other or research’ therefore the CCG will not commission these procedures without prior approval 
of the CPC. 
IPG462 Trans laryngeal tracheostomy. NICE have identified this guidance as ‘Normal’ therefore the CPC will await the report from the 
FT. 
IPG463 Insertion and use of implantable pulmonary artery pressure monitors in chronic heart failure. NICE have identified this 
guidance as ‘Special, other or research’ therefore the CCG will not commission these procedures without prior approval of the CPC. 
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11. NICE Diagnostic Guidance (DG) 
DG8 Intraoperative tests (RD- 100i OSNA system and Metasin test) for detecting sentinel lymph node metastases in breast cancer. 
The group concluded that this guidance may affect the FT. VOS to ask MC if the CCG commissions these tests. 
 
Action: VOS to find out if DG8 tests are commissioned by the CCG. 
 
DG9 EGFR-TK mutation testing in adults with locally advanced or metastatic non-small cell lung. This comes under specialist 
commissioning and therefore affects The Christie. 


. 
 


12. STAMP Minutes and associated papers for approval The Minutes of STAMP held on 13th August 2013 were reviewed and 
approved by the group. 
 


13. Amendments to EUR Policies/new GMEUR policy 
13.1 Artificial Urinary Sphincter. VOS had received the following query from a consultant: 
I have been placing artificial urinary sphincters for 4 years and have a tertiary referral practice from many PCT areas.  Therefore this is 
an established practice and not a service development. 
  
I have always applied on an individual basis for a sphincter but all patients have severe incontinence and as the Sphincter has NICE 
approval this has never been declined.  For your East Midlands SHA PCT as there will only be 1 or 2 requests per year (the other 
patients I operate on come from different PCTs). I can continue to apply on an individual basis but would like to speak to you to see if 
there is any way of making the patient journey more straightforward. 
  
I am the tertiary referral unit for male urinary incontinence.  I offer all treatments for all types of urinary incontinence and severe stress 
urinary incontinence is just one of the types of incontinence.  I have placed approximately 30 sphincters in the last 3 years and so far 
this year I have placed 8 sphincters.  I do regularly audit my results and am part of the National Group of Surgeons who place these 
devices.   
  
I already provide this tertiary service to the North West of England and I place sphincters for patients in all the surrounding PCTs.  As I 
have strict criteria for placing an artificial urinary sphincter and the device has NICE approval I normally do not need to complete such 
a detailed form for each device and have never been refused approval.  I am more than happy to do this but would also welcome a 
conversation with you to see if there is an alternative process for these patients 
 
In response the group agreed to amend the criteria from prior approval to the procedure is commissioned according to thresholds. 
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13.2 New policies discussed at September GMEUR. Deferred to October CPC. 
 


14. Policy Reviews Due – EUR Treatment List 
The group discussed the process for policy reviews. The group agreed that for Policies relating to prescribing inherited PCT policies 
the review date would be the point at which a new request received.  
 
Action: VOS to amend policy and inform EUR team at CSU 
 


15. Amendments to prescribing lists e.g. black/grey lists, formulary, recommendations from GMMMG) 
Paper: Amendments to the GMMMG policy on prescribing after private consultation. 
15.1 Criteria for blacklisting The group reviewed the document Criteria for blacklisting (previously circulated). The document was 
ratified by the group. 
 
Action: RR to add document Criteria for blacklisting to the website. 
 
15.2 Guidance for prescribing of drugs in erectile dysfunction The group reviewed the document Guidance for prescribing of 
drugs in erectile dysfunction (previously circulated). RR explained he had been in contact with the DOH who are reviewing the 
guidance and formal guidance is due in 2014. RR advised the group that there is an issue around the mechanics of prescribing and 
psychological distress.  
The group requested that GMMMG review paragraph 3.8 and decided to await formal guidance. 
 
Action: RR to ask HP (Heather Proctor) to provide feedback on behalf of the group to GMMMG. 
 
15.3 Ethical Framework for Considering Rebate Applications from Pharmaceutical, Nutrition and Device Companies. RR 
distributed a summary of the main changes to the document. RR highlighted the following areas: Clinicians can review against the 
ethical framework and the CCG can make a local decision, product is reviewed against financial thresholds, if the product meets both 
levels a local decision if acted on. RR advised that the document had been approved by GM. Members of the group expressed 
continued concern. PM agreed to send specific concerns to the author of the document therefor the group agreed to defer to October 
CPC. 
 
Action: PM to feedback concerns to the author of the Ethical Framework document. 
 
15.4 New Therapies Decisions and Recommendations.  The group reviewed the evidence previously circulated and agreed to add 
the following drugs to the blacklist: Locaserin, Loxapine, Lubiprostone and Nalmefene. 
10.45am PM left the meeting, the meeting remained quorate. 
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15.5 Travel Abroad Guidance. The group considered the document Travel Abroad Guidance (previously circulated) and decided to 
adopt the guidance. 
 
Action: RR to circulate Travel Abroad Guidance and put on to website. 
 
15.6 Generic Prescribing Guidelines. The group considered the document Generic Prescribing Guidelines (previously circulated) 
and decided to adopt the guidance. 
 
Action: RR to circulate Generic Prescribing Guidelines and put on to website. 
 
15.7 Treatment of Diabetic Macular Oedema (DMO) patients. RR referred the group to the document previously circulating advising 
that it had gone back to the providers and was still in discussion.  
 
 


16. Agree report from CPC to SCCG 
 
The group agreed to update SCCG on: 


 Items for inclusion in the Stockport CCG Black List 


 Travel Abroad Guidance 


 Generic Prescribing Guidelines 


 The addition of Locaserin, Loxapine,Lubiprostone and Nalmefene to the blacklist 


 Artificial Urinary Sphincter Policy 


 New process for reviewing NICE Quality Standards. 
 
 


19. Any Other Business 
There was no other business 


Date of the Next Meeting 
27 November 2013, 9am to 11am 
Boardroom, Regent House 
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Cheadle and Bramhall Locality Council 
 


Date of Meeting: October 3rd 2013 Time 
From To 


1:30pm 2:30pm 


Venue: Heald Green Health Centre 


Attendees: 


Viren Mehta-Acting Clinical Director, SCCG (VM) 
Matthew Jinkinson-LOC rep (MJ) 
Mark Warren-Stockport Council rep (MW) 
Martin Stratton-LPC rep (MS) 
Patrick Connelly-GP, Cheadle Hulme Health Centre (PC) 
Andy Wright-GP-Heald Green (AW) 
Javaid Ali-GP-Bramhall HC (JA) 
Peter Carne-Locality Chair (PC) 
Daniel Goldspink-GP-Village surgery (DG) 
Stephen Hastings-GP The Health Centre (RH) 
Kath Wilkinson-Practice Manager (KW) 
Kevin Dean-GP-Heald Green Health Centre (KD) 
Alex Hayes-GP-Cheadle Hulme Health Centre (AH) 
Steve Hastings-Cheadle Hulme Health Centre (SH) 
Colin Wasson-Associate Medical Director, SNHSFT (CW) 
Karen Hatchell-Associate Director, SNHSFT (KH) 
Simon Armour-Public Health representative (SA) 
Joanne Wilson-GP-Cheadle Medical Practice (JW) 
 


Apologies: 


Rhona Franks-Practice Manager-Cheadle Hulme Health Centre 
Derran Castellani- Practice Manager -Village surgery 
Jan Grime-Locality Prescribing Co-coordinator-SCCG (JG) 


 


Secretary to 
Committee: 


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


MEETING GOVERNANCE 


 Meeting Item Responsible 


1. 1. Apologies 
 
As noted above. 
 


 


2. Approval of the Notes of the meeting held on  April 24th 2013 
 
The notes were approved as an accurate record of this meeting. 


 







 


3. Updates 
 
Public Health 
An update was given on the alcohol pathway. Information is available on the 
Healthy Stockport website to signpost patients to. Patient can also be formally 
referred by GP practices and Pharmacists. There is free training available for 
practices to learn more about brief interventions. This can be arranged via Lifestyle 
services.  
 
Pharmacy 
 
Medicine Use Reviews are continuing. Please feedback via MS i.e. helpful/not 
helpful etc. There is a new medicines review available for high risk medication e.g. 
anti-hypertensives. Pharmacists follow up the patient on a weekly basis. 
Pharmacists have a contract to provide flu vaccinations this is part of a Manchester 
contract. GP practices are informed if a patient has it administered at the Pharmacy 
to avoid patients receiving the vaccine twice. 
 
Optometry  
 
Minor Eye Conditions Service (MECS) continues.in the first quarter around 664 
patients were seen as opposed to a plan of 1000 patients per annum. There have 
been a high number of self-referrals. The service has demonstrated a 75% 
deflection rate from secondary care. There are still problems with patients who 
require prescriptions having to request these from GPs. There have been at least 
two instances of patients turning up out of hours at ED requesting prescriptions. MJ 
will ensure that Out of Hours Optometrists direct patients to Mastercall for this. 
 
Adult Social Care 
 
Learning Disabilities 
 
Stockport has had a poor return on its Learning Disabilities self-assessment forms. 
Stockport Council wants to collate one list of patients with Learning Disabilities as 
at present there are several.  
 
Winter pressures 
 
Adult Social Care will ensure that there is sufficient bed capacity across Stockport 
Residential Homes. Rapid Response capacity will also increase. 
 
Care and Support Bill 
 
All other Social Care Bills will be repelled and brought into the above act. The 
Councils statutory roles will change particularly around Safeguarding. There are 
also changes around the thresholds for paying for care and the eligibility criteria. 
 
Medicines Optimisation 
 
In the absence of Jan Grime, the Locality prescribing coordinator the Chair-Dr 
Peter Carne gave the above report. 
 
Greater Manchester (CSU) have a prescribing work plan which includes a new 


 







 
 
 
 


policy around Generic v Brand prescribing, ED drugs, and travel and prescribing for 
people abroad. Stockport is likely to adopt these at a local level and any 
information will be channelled via the prescribing newsletter, PBMCs and practice 
advisers. Joseph Abedin is a new Medicines Optimisation team member who will 
be working in the Locality covering at least four of the practices. There is an 
updated list of GF products on the CCG website. There are changes to the vitamin 
D guidance information for this is in the prescribing newsletter. There are new 
SOPs for ezetimibe, Movical to Laxido and Cerazette to Cerelle. Advisors will be 
taking over the medication reviews of care home residents within each practice as 
needed. There is a new enquiry line e mail address: 
STOCCG.Pxenqueries@nhs.net 
 
Stockport Foundation trust 
 
There are continuing pressures on the Emergency Department. 
 
Problems are being experienced in Ophthalmology. There are problems with long 
term sickness and Doctor vacancies. The CCG is aware and are working with the 
Foundation trust to address these issues.  


4. Terms of Reference for Cheadle and Bramhall Locality Council 
Ratification 


 
The Cheadle and Bramhall Locality Council Terms of Reference were ratified by 
the Locality Council  


 


5. Update from Governing Body 
 
VM reminded the meeting of the Council of Members which is being held on 
October 9th at Stockport County.  
 
Governing Body have been looking at integrated Locality hubs consisting of 
health and social care. This would be on similar lines to the Stockport One 
service. The CCG has been successful in its bid for Demonstrator money for 
a Locality hub. 


 


6. Business Case Update 
 
The majority of practices have signed contracts for all three workstreams-
referral management, enhanced primary care and care planning. Practices 
are now undertaking the work involved with this. 


 


ANY OTHER BUSINESS 


None  


DATE AND TIME OF NEXT MEETING 


The next meeting will take place on 
November 28th 2013, Heald Green Health Centre 
1:30-2:30-Locality Council 
2:30-4:30-Peer Review for QOF QP and Referral Management 
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New policies that have been agreed at Clinical Policy 
Committee (CPC); Costing implications for new NICE 
technology appraisals; best practice gaps 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 


 
 
 
 
 


Policy and Innovation Update 


 
NHS Stockport Clinical Commissioning Group will allow  


people to access health services that empower them to 
 live healthier, longer and more independent lives. 


Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 
 


Website: www.stockportccg.org 


NHS Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 
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Executive Summary 


 


What decisions do you require of the Governing Body? 


 To note the costing implications of NICE Technology Appraisals 


 To note new policies 


 To receive the minutes of the Clinical Policy Committee (attached) for 
August, September, October and November. 


 


Please detail the key points of this report 


 
This paper informs the committee of new policies that have been agreed at 
Clinical Policies 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: 
The costing summary has been adjusted to £584,704 for the year to date. 
 
All other measures 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? 


 
CPC 


Clinical Executive Sponsor: Vicci Owen-Smith 


Presented by: Vicci Owen-Smith 


Meeting Date: 27.11.2013 


 


Agenda item: 


Reason for being in Part 2 (if applicable) 
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Policy and innovation update 
 
 


1.0 Purpose 
 
1.1 This update ensures that the CCG are 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 Costing implications of new NICE technology appraisals 
 
2.1 The governing body is asked to note that the costing summary has 


been adjusted to £584,704 for the year to date to include the costing 
implications for TA 297 Ocriplasmin for treating vitreomacular traction. 


 
 
3.0 Agreed General Policies 
 
3.1 CPC agreed to endorse the amended guidance for approval to 


prescribe medication/appliances outside NHS Stockport policy to 
broaden scope of the process wider than black/grey list. (SCCG). 


3.2 CPC agreed to endorse the following GM guidance: 
 Primary care rebate scheme application decisions  
  
3.3 CPC agreed to adopt GMMMG guidance on: 
 Linacleotide (for IBS) – secondary care initiation only. 
 
   
 
4.0 Assurance of NICE clinical guidance (CG) and Quality Standards 


(QS) 
 
4.1 Governing body are asked to note the following concerns of the CPC: 
 CG170: Autism – current pathways do not demonstrate NICE best 


practice; CPC will ask the commissioner to report to Q&PM. 
 SFT have declared non-compliance with four ophthalmology TAs; VOS 


has written to the Clinical Director. 
 CG146: Osteoporosis – action is needed to incorporate fracture risk 


assessment into SFT pathways. 
 IPG414: Single port nephrectomy – SFT will be contacted and notified 


that CPC recommended that our commissioning position is unchanged 
based on the existing NICE IPG. 







4 | P a g e  
 


 QS41: Testing for familial hypercholesterolemia; CPC recommended 
that this is prioritised for investment. 


 CG137/QS26 Epilepsy – a meeting with the commissioner (NHS 
England) has been arranged to discuss the pathway and best practice. 


  
 
 
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 
 
5.2 Due to the technical nature of policy discussions around new 


treatments and medications, the Clinical Policies Committee (CPC) has 
five members of the Governing Body, including the Consultant member 
(as chair), two GPs, 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 regard 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 
November 27th 2013 
 
 
 
Compliance Checklist:  


Documentation  
Statutory and Local Policy 
Requirement 


 


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


na 
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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 


Na 


  
Any form of change: Risk Assessment 
Completed and included  


n/a 


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


na 
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT REGENT HOUSE, STOCKPORT 
ON WEDNESDAY 13 NOVEMBER 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 S Woodworth Locality Vice-chair: Marple and Werneth 
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 Acting 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 
  


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 Public Health Consultant 
Mr R Roberts Director of General Practice Development 
Dr D Jones Director of Service Reform 
Mr T Stokes Healthwatch Representative 
Mr T Dafter Stockport MBC Representative 
Dr D Waterman Consultant in Palliative Medicine (for item 3) 
C Byrne Macmillan Palliative Care Lead Nurse (for item 3) 
  


APOLOGIES 
 
Dr A Johnson Locality Chair: Marple and Werneth 
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204/13 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. 
 
Apologies were received from A Johnson. 
 
J Crombleholme introduced to the members Dr Ameer Aldabbagh who is the new 
Locality Council Committee Chair for the Stepping Hill and Victoria locality, and Dr 
Simon Woodworth who is Vice-chair of the Marple and Werneth locality. 
 
 
205/13 DECLARATIONS OF INTEREST 
 
The chair invited the members of the Governing Body to declare their interests.  
 
A Aldabbagh declared that he is a GP Partner at Springfield Surgery and also a 
member of the Medical Protection Society. 
 
There were no further interests declared in addition to those previously made and 
held on file by the Board Secretary. 
 
 
206/13 PATIENT STORY 
 
The Governing Body watched a video of a Stockport resident explaining her 
perspective of her mother’s experience at the end of her life.  
 
J Crombleholme then introduced to the Governing Body Dr D Waterman, 
Consultant in Palliative Medicine, and C Byrne, Macmillan Palliative Care Lead 
Nurse, both at Stockport NHS Foundation Trust. D Waterman delivered a 
presentation outlining a recent review of the Liverpool Care Pathway undertaken 
by the Palliative Care Team. 
 
J Pantall opened the discussion by informing the members that Rt Hon Jeremy 
Hunt, MP last week wrote to the chairs of the Health and Wellbeing Boards 
underlining the importance of end of life care. J Pantall said that he found both the 
patient story and the presentation very helpful and explained that this could feed 
into the next refresh of the Joint Strategic Needs Assessment. 
 
J Pantall reminded the members that in 2010 the then Primary Care Trust was 
involved in an eighteen month End of Life Care project with Stockport NHS 
Foundation Trust. He asked if this had made any difference and D Waterman 
replied that the work had been helpful in mapping out the processes and helping to 
highlight the key elements which supported the care of the patient. He emphasised 
the need to have clear, coordinated care planning in place as early as possible for 
patients, and explained that in January 2014 there is further work starting to 
support this. C Byrne added that the project work had influenced an increase in 
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resources which has supported the palliative care service moving from five to 
seven days a week.  
 
D Jones commented that this is a powerful patient story and noted the potential 
lack of coordination of care in the person’s home. She added that one of the work 
streams of the demonstrator bid is focusing on end of life care pathway changes 
including specific work for dementia.  
 
J Crombleholme summarised the current situation depicted in the patient story as 
being one of inconsistent care, and asked what is being done until the new care 
packages are developed. D Waterman explained that general practices are being 
asked to continue to follow national guidance until something is brought in to 
replace it. 
 
P Carne noted that the patient was given morphine only towards the end of her life; 
D Waterman agreed that the patient story highlighted issues not only with the 
pathway but also with the care which is consequently provided. C Briggs added 
that this lady had been her patient and explain that there had been a delay in the 
patient receiving appropriate care at the time when her condition deteriorated. 
 
T Stokes asked if there was any reluctance amongst GPs to prescribe morphine if 
it hastens death; D Waterman explained that the right dose prescribed at the right 
time will not hasten a patient’s death. 
 
V Mehta informed the members that he has on several occasions discussed the 
Liverpool Care Pathway with families who have been concerned due to the recent 
media messages. He suggested there is the opportunity to refer simply to a ‘care 
plan’. A Aldabbagh observed that this is a sad story but added that there is also 
good care being delivered in Stockport. 
 
J Crombleholme thanks D Waterman and C Byrne for their presentation, and 
concluded the discussion by reflecting on the words used by the daughter in the 
patient story when she summarised that was is important is ‘kindness, compassion 
and great communication’. 
 
The Governing Body noted the Patient Story. 
 
 
207/13 APPROVAL OF THE DRAFT MINUTES OF 11 SEPTEMBER AND 9 
OCTOBER 2013 
 
It was agreed that the draft minutes of the meeting of NHS Stockport Clinical 
Commissioning Group’s Governing Body held on 11 September 2013 be accepted 
as a correct record of the meeting with the following amendments: 
 
185/13: C Briggs supported this view, and explained that several patients at her 
practice have had a delay in diagnosis due to delayed follow ups at the surgery, 
suggesting that there is sometimes a lack of understanding of the importance of 
seeking further attention from their GP 
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186/13: R Roberts explained that the risk stratification data has now been received 
since the meeting papers were issued. 
 
It was agreed that the draft minutes of the meeting of NHS Stockport Clinical 
Commissioning Group’s Governing Body held on 9 October 2013 be accepted as a 
correct record of the meeting.  
 
 
208/13 ACTIONS ARISING 
 
The members reviewed the outstanding items. 
 
010113: To provide an update on closer working by the local authority and CCG 
safeguarding teams: T Dafter explained that this is now linked into the work 
underway on reviewing the possibility of a CCG/SMBC joint commissioning team. It 
was agreed that this item can be removed  
 
040513: To provide an update on risk sharing arrangements across Greater 
Manchester. G Jones informed the members that this is to be covered in today’s 
finance report 
 
010613: For the two lay members to discuss performance reporting outside of the 
meeting. It was agreed that this item will remain on the list 
 
030613: To change the constitution to include the whistleblowing wording. P 
Pallister informed the members that the revised constitution has been sent to NHS 
England for approval; their response is expected by 24 December. This item can 
be removed from the list 
 
020713: To provide a response from the CCG [on the Overview and Scrutiny 
Committee’s review of mental health services]: M Chidgey apologised to the 
members for the delay in producing the final draft of this response. He added that 
the action plan from this review is being included within the latest planning round 
 
020913: To share this month’s patient story with the specific practice. This has 
been done; this item can be removed from the list. 
 
The Governing Body noted the updates. 
 
 
209/13 NOTIFICATION OF ITEMS OF ANY OTHER BUSINESS 
 
The Chair invited items of additional business; two items were submitted by T 
Stokes and one by J Pantall. 
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210/13 STRATEGIC PERFORMANCE REPORT 
 
G Mullins presented the Strategic Performance Report. She explained to the 
members that good progress has been made in a number of areas, and cited the 
improvement made in the Foundation Trust’s emergency department. She added 
that there are still some areas of challenge such as TIA, and informed the 
members that M Chidgey will provide an update on this specific issue later within 
his quality report. 
 
She informed the members that there is still a lot of work to be done on the CCG’s 
reform programmes and that the pace needs to be increased. 
 
She concluded by mentioning that, in terms of the CCG’s staff, the sickness levels 
are low and the staff survey results are positive overall which are good 
achievements only six months into the new organisation. 
 
J Greenough asked why the indicator for ‘NHS Constitution’ is showing worsening 
performance; G Mullins agreed to look into this and to report back. 
 
K Richardson drew the members’ attention to the improvement for strategic risk 1: 
There are inadequate systems in place for managing the quality and safety of the 
services which we commission. She explained that it is heartening to see the rating 
improve following the work of the Quality and Provider Management Committee. 
 
M Ryan noted that the report states that attendances at the Foundation Trust’s 
emergency department are reducing and added that the same is being 
experienced at Alder Hey Children’s Hospital. G Mullins explained that 
attendances at Stepping Hill are down 4%; she added that the same is being 
experienced at hospitals across Greater Manchester although it is more marked in 
Stockport. M Chidgey continued that the emergency department attendances have 
been lower each month this year than for the same month last year. G Mullins 
concluded that, because admissions continue to rise, there is still work to be done 
in this area. 
 
V Owen-Smith drew the members’ attention to strategic risk 10: The CCG fails to 
deliver its planned improvements to the health inequalities of the patients and 
public of Stockport. She explained that we have not made such progress on our 
strategic aims as we would have liked although it is pleasing to see the progress 
being made regarding health checks. She suggested the need to be mindful as we 
enter the next planning round of the improvements which the CCG can make and 
over which it has some degree of control. G Mullins agreed to capture this within 
the planning discussions. 
 
J Greenough asked the current actions underway to support primary care quality. 
V Mehta explained that there is a Primary Care Quality Group which is engaging 
with general practice through visits. He added that some of the reasons for the four 
practices having been flagged here as ‘red’ are due to elements external to the 
practices. S Woodworth added that he is also supporting this activity within his 
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locality. J Crombleholme asked if it is being successful and S Woodworth 
described it as ‘a work in progress’. 
 
J Crombleholme asked for an update on the Stockport One programme. G Mullins 
explained that the team has been assembled; through the demonstrator work this 
is going forward to the locality level and following this it will be progressed into the 
overall integrated health and social care work. G Mullins suggested that there 
could be an update for the members next month on the demonstrator work. 
 
The Governing Body noted the report and supported the activities underway to 
maintain and improve performance. 
 
 
211/13 QUALITY REPORT 
 
M Chidgey presented the monthly Quality Report, and informed the members of 
the following key messages: 
 


- At its September meeting the Quality and Provider Management Committee 
conducted an annual review of its effectiveness and reviewed its Terms of 
Reference  


- Included within this month’s quality report for the first time is a risk register 
and action plans. The format of these is still under review 


- The work plan for the committee is also being reviewed 
- Included with this month’s report is a diagram of the Early Warning System 


which is used to assist the monitoring of the quality and performance of 
provider organisations. 


 
D Jones noted the reference to the volume of open serious incidents. M Chidgey 
answered that the recent incidents are being progressed as expected but there is 
an issue with some of the backlog incidents because for some of these there is a 
lack of detailed information available. C Briggs added that many of the backlog 
cases are relating to pressure sores and so the emergent themes can still be 
followed up.  
 
V Mehta voiced the challenge for the CCG of reviewing ‘soft feedback’ received 
when, under data protection legislation, we are unable to have access to the 
patient-level information behind the issue. M Chidgey agreed that this is a 
challenge for the CCG and that additional steps have had to be incorporated into 
the review system. R Gill added that this is a national problem for all CCGs and 
suggested that one way of addressing this is for the CCG to become a ‘safe 
haven’. He acknowledged that there is likely to be a cost implication of this for the 
CCG and offered to look into it.  
 
J Greenough noted the underachievement of the TIA target and stated that 
previous updates to the Governing Body suggested that the CCG should have 
achieved this target in October. M Chidgey explained that there had been an 
improvement and the CCG came close to achieving the target but performance 
has now dropped. The two main issues are communicating the process whereby a 
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GP can refer to the Foundation Trust and the lack of a weekend service. He added 
that centralising the service as planned will provide us with a weekend service but 
this will not be until July 2014. 
 
S Johari observed that only twenty percent of the gap between performance and 
target is due to the GP referral process and asked what pressure is being put on 
the Foundation Trust to improve on the other factors. M Chidgey explained that 
improving the referral process would have the single biggest impact on this 
performance. M Ryan noted the significance of not having a service for two days of 
the week. A Aldabbagh asked if, as we are not meeting this performance target, is 
this resulting in more people in Stockport having a stroke. G Mullins agreed with 
the emphasis on getting these processes right but reminded the members that the 
numbers of patients involved is very low which is why there appears to be such 
fluctuations in performance.  
 
J Crombleholme recalled that previously the Governing Body had been assured 
that performance is improving but now that appears not to be the case. V Mehta 
explained that the referral process has been publicised to general practice but the 
messages do not seem to be being received. J Crombleholme noted that other 
CCGs do not appear to be having the same communication issues. R Gill 
commented that the members need to consider if this is a statistical blip and 
suggested that next month the members have a more detailed review including an 
action plan if that is appropriate. 
 
T Stokes asked how many people suffering a TIA do not realise it and so do not 
attend general practice; S Woodworth replied that if a patient comes to see him 
and says that they have had a strange episode for example three months ago he 
would review the patient but not then refer them urgently. He supported T Stokes’ 
suggestion for better public education on TIAs. 
 
J Crombleholme noted that the quality report requested further clarity regarding the 
clinical boards and explained that some work on this is planned. The Care Quality 
Commission has assessed the quality and safety of patient care at 161 NHS Trusts 
and Stockport NHS Foundation Trust has been ranked in the lowest risk band. She 
informed the members that she has written to the Chair of the Foundation Trust to 
congratulate them. 
 
J Crombleholme noted the reference to NHS England’s backlog of primary care 
complaints and asked how we learn the themes coming from such complaints. G 
Mullins replied that the CCG does not currently receive such information but 
explained that, as part of the work on quality which she is leading across Greater 
Manchester, a quality group is being established and this will provide such 
feedback to the CCGs. 
 
J Greenough asked if there is a fast path process for the escalation of a serious 
incident; M Chidgey explained that it would go through the standard process but 
more quickly. G Mullins added that the CCG director on call would be notified 
straightaway of any serious incident. J Crombleholme supported the need for each 
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incident to follow the agreed process and review cycle in order for the information 
required by the Governing Body to be ascertained. 
 
The Governing Body noted the report and supported the actions underway to 
improve the performance of our providers’ quality. 
 
 
212/13 FINANCE REPORT 
 
G Jones presented the month 6 Finance Report, and he informed the members of 
the following key points: 
 


- In early October NHS England approved the three business cases which the 
CCG had submitted 


- At month 6 we are still forecasting an end of year surplus of £3,565K 
- The main area of overspend is within the acute contracts which are 


approximately £1,700K overspent 
- The anticipated £800K rebate for specialised commissioning has not yet 


been received. This is now promised for month 8 
- The CCG is not delivering against its QIPP plans and so is delivering its 


financial position by using deferred investments and other reserves. This will 
impact our ability to deliver the required 2% recurrent surplus in 2014/15. 


 
R Roberts informed the members that the Medicines Optimisation team have 
succeeded in bringing the Stockport prescribing budget to the England average 
(having been working to this target for a number of years) and are working on 
delivering still further savings. R Gill added that this has been a huge amount of 
joint work between the Medicines Optimisation team and general practice; he 
explained that practices are prescribing more but that the cost is less. This is 
happening at the same time as length of life is increasing for the people of 
Stockport.  
 
G Jones informed the members that we are expecting to be informed of our 
allocations for the next two years on 16 December 2013. Following receipt of this 
information we will need to form two- and four-year plans. 
 
J Crombleholme asked G Jones how assured he feels that we will receive the 
specialised commissioning monies and he replied that he is reasonably assured.  
 
J Crombleholme stated that it is pleasing that the business cases were approved 
by NHS England and hoped that there is now a process whereby future business 
cases can be considered. 
 
The Governing Body noted the financial position as at month 6. 
 
 
213/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS  
 
The Chair invited updates from the Locality Council Committee chairs. 
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S Johari informed the members that he has had a productive meeting with one of 
the Associate Medical Directors from the Foundation Trust. His locality held a 
Locality Council Committee meeting last week which included attendance by an 
optometrist, a member of Stockport Metropolitan Borough Council, and a 
representative from the rapid response team. There had been more enthusiasm at 
the meeting especially towards peer reviews. 
 
P Carne informed the members that his locality is looking to form a federation 
(perhaps including Mastercall). The next meeting of the Cheadle and Bramhall 
Locality Council Committee is being held next week. 
 
S Woodworth updated that the Marple and Werneth Locality Council Committee 
met on 30 September 2013 and had received a presentation on rapid response, an 
update by D Jones on the demonstrator model and what it means for their locality, 
and they had had a discussion on TIA. He described the mood in the locality as 
being one of ‘guarded positivity’, and added that things are starting to feel more 
coherent. 
 
A Aldabbagh informed the members that his locality is meeting next week; he will 
provide an update to the next meeting of the Governing Body. 
 
J Greenough asked why attendance had been so poor at the Council of Members 
meeting if the GPs are feeling more enthused. V Mehta suggested that the event 
had not been well-communicated, and that the members had been uncertain as to 
the purpose of the meeting. G Mullins informed the Governing Body that managers 
from the CCG’s Planning and Corporate directorate have reviewed the event and 
the learning from this exercise will be taken forward into next year’s planning. 
J Pantall suggested a discussion between the Board Secretaries of the CCG and 
of the Foundation Trust to review their respective meetings. 
 
The Governing Body noted the updates from the Locality Council Committee 
chairs. 
 
 
214/13 REPORT OF THE CHAIR  
 
J Crombleholme informed the members of the public and staff present that the 
Governing Body had held a number of planning meetings over the last few weeks 
to consider the integration of health and social care, the Healthier Together 
programme, and primary care development.  
 
There had also been a feedback session from Deloittes following their Board 
Effectiveness Review. She explained that a theme which had been identified within 
this review was that of member engagement. In the light of this the organisational 
development strategy for the Governing Body and Member Representatives will be 
reviewed. 
 







10 


On 9 October 2013 the Governing Body met at short notice on a matter of urgency. 
J Crombleholme explained that this was an unusual event, and added that G 
Mullins would provide detail of the session within her update later. 
 
J Crombleholme concluded by informing the public that the Governing Body is 
holding a brief Part Two meeting today to discuss future commissioning intentions. 
The reason for holding this in private is that there will be some impact on staff 
members. 
 
The Governing Body noted the update by the chair. 
 
 
215/13 REPORT OF THE CHIEF CLINICAL OFFICER 
 
R Gill provided the following updates to the Governing Body: 
 


- The latest minutes of the Health and Wellbeing Board have been circulated. 
The meeting had included an update on Healthier Together and where that 
is heading, a discussion on the Autism Strategy self-assessment, the Keogh 
mortality review, and the Berwick review into patient safety 


- The Stockport NHS Foundation Trust’s Chief Executive’s update has been 
circulated to members for information 


- This morning NHS England has published its next stage Keogh report. This 
is in line with the Healthier Together programme and our plans for 
investments for urgent and community care. 


 
He added that he has received a question from a member of the public asking 
when the Healthier Together Committee in Common is intending to meet in public. 
He explained that this is not yet known because the programme’s timetable has 
slipped and it may be decided when the Committee in Common meets next week. 
 
The Governing Body noted the updates from the Chief Clinical Officer. 
 
 
216/13 REPORT OF THE CHIEF OPERATING OFFICER 
 
G Mullins provided the following updates to the members: 
 


- The CCG is continuing its work on the demonstrator model. As 
commissioners this provides the opportunity to reflect some of the 
messages from today’s patient story 


- The CCG is to receive some additional non-recurrent funding to support the 
emergency department’s performance. We made a bid for a sum of money 
explaining the schemes for which this would be used (this list of schemes 
has been circulated with today’s papers). The CCG will lead on some of the 
schemes and therefore in line with our governance arrangements it was 
important that the Governing Body met on 9 October 2013 to delegate 
authority in order for these schemes to get up and running soon enough to 
produce maximum effect. The remainder of the funding will be routed 
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directly to the Foundation Trust. The schemes will be monitored through the 
Urgent Care Board and the Governing Body will be kept informed 


- The second checkpoint meeting with the Area Team is to be held in 
November. An update will then be brought to the Governing Body. The Area 
Team have requested that the Governing Body sign-off the checkpoint 
submission but due to the timescales involved this is not possible without 
calling an extra Governing Body meeting. Therefore she requested 
delegated authority to be able to sign this submission. 


 
J Greenough asked how the Foundation Trust had responded to receiving only half 
of the additional emergency department monies. G Mullins explained that the 
Foundation Trust and CCG had worked jointly on drawing up the list of schemes 
and that the monies have been given to whichever organisation is best placed to 
lead on that particular scheme. 
 
P Carne asked in what way the IV Therapy scheme is being extended and G 
Mullins explained that the scheme will be opened up to people requiring up to two 
courses of treatment. 
 
The Governing Body noted the updates and approved the delegated authority for 
the Chief Operating Officer to sign-off the quarter 2 checkpoint submission. 
 
 
217/13 POLICY AND INNOVATION REPORT 
 
V Owen-Smith presented the Policy and Innovation update and provided the 
following messages from the Clinical Policy Committee: 
 


- The committee endorsed further items for the NHS Stockport CCG blacklist 
- The committee endorsed policy proposals from both the Greater 


Manchester Medicines Management Group and the Greater Manchester 
Effective Use of Resources Group 


- The committee has expressed concern about the assurance of NICE clinical 
guidance and quality standards by Stockport NHS Foundation Trust 


- In particular the clinical guidance and quality standards concerning epilepsy 
have been highlighted as needing urgent review. The CCG no longer 
commissions neuropathy outpatients (this is now the responsibility of NHS 
England). V Owen-Smith will discuss with a colleague from NHS England if 
they commission access to specialist epilepsy services 


- The CCG’s website now has an improved search facility which will be 
helpful for members searching particular treatments. 


 
With reference to the treatments for which threshold management has transferred 
to the referrer R Gill asked how compliance is to be monitored. V Owen-Smith 
explained that this will be by means of a records audit and also the CCG expects 
to see the EUR referrals. P Carne observed that this process will be better from the 
GP viewpoint. V Mehta added that ownership for this process is now with the 
practice which should hopefully remove any delays. 
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V Mehta informed the members that a masterclass is being held in January 2014 
on the topic of epilepsy; one aim of this session is to develop practice ‘experts’. V 
Owen-Smith suggested that NHS England may be interested in knowing more 
about this model. 
 
The Governing Body noted the new policies. 
 
 
218/13 MINUTES OF THE AUDIT COMMITTEE MEETING OF 19 MARCH 2013 
 
J Greenough presented the confirmed minutes of the Audit Committee of 19 March 
2013. He acknowledged that a significant amount of time has passed since the 
meeting but explained that this is due to process. J Crombleholme suggested that 
the Board Secretary could be invited to review this process. 
 
J Crombleholme asked if the meeting had been quorate and J Greenough 
confirmed that it had been so. 
 
The Governing Body noted the minutes of the Audit Committee meeting of 19 
March 2013. 
 
 
219/13 ANY OTHER BUSINESS 
 
There were three items of additional business. 
 
T Stokes asked for clarification regarding the process whereby doctors in primary 
and secondary care are able to obtain a psychiatric assessment for their patients. 
He explained that his reason for asking is that Healthwatch have received some 
feedback from a patient in South Manchester; M Chidgey agreed to take up this 
question with his colleagues at South Manchester Clinical Commissioning Group. 
T Stokes asked also for clarification of the process within Stockport. 
 
T Stokes asked the method by which the CCG is assured of the services 
commissioned on our behalf by other CCGs. M Chidgey explained that the CCG 
has many commissioning arrangements; on some we are the lead commissioner 
and on others we are an associate commissioner. For those contracts where we 
are an associate commissioner our Quality Lead meets regularly with the lead 
commissioner to review the contract and service standards. 
 
J Pantall informed the members of the upcoming timetable for the Integration 
Transformation Fund; this will be discussed by the Health and Wellbeing Board in 
January and will need to be considered by the Governing Body in February 2014. 
The Board Secretary informed J Crombleholme that he is already in discussions 
with his local authority counterpart regarding this. 
 
The Governing Body noted these updates. 
 
J Crombleholme invited questions from the members of the public. 
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1 Will the backlog of Foundation Trust serious incidents be investigated properly? 
C Briggs introduced herself as the CCG’s Clinical Director for Quality and Provider 
Management. She explained that she reviews the serious incidents monthly and 
decisions are made as to what issues and themes need to be addressed with the 
Foundation Trust. She added that she meets monthly with the Foundation Trust’s 
Medical Director, and last month’s discussions focused on pressure ulcers. She 
explained that the incidence of pressure ulcers is reducing, and that specific 
themes are being followed up. She continued that the Adult Safeguarding lead also 
considers incidents from the perspective of safety and neglect. She concluded by 
explaining that there is an economy-wide working group working on this issue of 
pressure ulcers. 
 
2 What visibility does the Governing Body have of services commissioned through 
the associate route? 
J Crombleholme explained that these services are still reflected in the Governing 
Body’s reports and reviews; therefore the members would identify any issues 
which were emerging from perspectives such as quality or finance. 
 
3 From the minutes of the extra Governing Body meeting on 9 October 2013 it 
appears that not all of the members knew about the additional emergency 
department monies; why was this? 
R Gill replied that the Prime Minister’s announcement to provide additional support 
to the struggling emergency departments had been a surprise, but coincidentally 
the CCG had already been working up plans jointly with the Foundation Trust 
through the Unscheduled Care Board. The receipt of this money has been a 
catalyst for moving this work forward more quickly. The additional Governing Body 
meeting was called in order to inform all of the members of the process and to 
request delegated authority to use the funding. 
 
J Crombleholme concluded by explaining that it had been highly unusual but in her 
view calling the additional meeting was preferable to delaying actions for a further 
month. 
 
 
220/13 DATE, TIME AND VENUE OF THE NEXT MEETING 
 
The next meeting of the NHS Stockport Clinical Commissioning Group Governing 
Body will take place at 10.00 on 11 December 2013 at The Heatons Sports Club, 
Green Lane, Stockport. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 12.20.    
      






