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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 




The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Heaton Lane, Stockport, SK4 1BS at 10.00 on Wednesday 13 November 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
	Patient Story
	Video
	To note
	10.05
	R Gill and
D Waterman

	4
	Approval of the draft minutes of the meetings held on 11 September and 9 October 2013

	
[image: image1.emf]DRAFT NHS 

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



 EMBED AcroExch.Document.7  [image: image2.emf]DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 9 October 2013.pdf


	To receive and approve
	10.30
	J Crombleholme

	5
	Actions Arising


	
[image: image3.emf]Item 4 - Actions 

arising from Governing Body Meeting of 9 October 2013 Part I.pdf


	To receive and note
	10.35
	J Crombleholme

	6
	Notification of items for Any Other Business


	Verbal
	To note

	10.40
	J Crombleholme

	7
	Strategic Performance Report


	
[image: image4.emf]Item 7 November 

Performance Report.pdf


	
	10.45
	G Mullins

	8
	Quality Report


	
[image: image5.emf]Item 8 Quality 

Report-Nov13.pdf


[image: image6.emf]Item 8B Quality risk 

register October 2013.pdf



 EMBED AcroExch.Document.7  [image: image7.emf]Item 8C Stockport 

CCG Quality Framework.pdf


	
	11.00
	M Chidgey

	9
	Finance Report

	
[image: image8.emf]Item 9A Finance 

Report September 2013.pdf



 EMBED AcroExch.Document.7  [image: image9.emf]Item 9B Finance 

Appendix Sept 13.pdf


	
	11.10
	G Jones

	10
	Reports of the Locality Council Committee Chairs

	Verbal
	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: image10.emf]Draft Minutes of 

HWB 11 September 2013.pdf


	To note
	11.35
	R Gill

	13
	Report of the Chief Operating Officer


	
[image: image11.emf]Item 13 Report of 

the Chief Operating Officer - November 2013 (2).pdf


	To receive and note
	11.45
	G Mullins

	14
	Policy and Innovation Report


	
[image: image12.emf]Item 14 Policy and 

Innovation Report November 2013.pdf


	To receive and note
	11.50
	V Owen-Smith

	15
	Minutes of the Audit Committee meeting of 19 March 2013

	
[image: image13.emf]Item 15 Confirmed 

Audit Committee Minutes 19 March 13.pdf


	To receive and note
	12.00
	G Jones

	16
	Any other business as raised in agenda item 6
	Verbal
	
	12.10
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 11 December 2013 at 10:00 at The Heatons Sports Club, Green Lane, Stockport SK4 2NF.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 22 November 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT EDGELEY PARK, STOCKPORT 
ON WEDNESDAY 9 OCTOBER 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 Interim Clinical Director for General Practice 


Development 
Dr A Johnson Locality 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  
  


IN ATTENDANCE 
 
Mr M Chidgey Director of Quality and Provider Management 
Mr P Pallister Board Secretary 
Mr T Ryley Director of Strategic Planning and Performance 
  


APOLOGIES 
 
Dr V Owen-Smith Public Health Consultant 
Miss K Richardson Nurse Member 
Dr C Briggs Interim Clinical Director for Quality and Provider 


Management 
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200/13 APOLOGIES 
 
J Crombleholme opened the meeting by apologising for the unusual nature of this 
meeting. She explained that there is an urgent item of business which, as the 
Governing Body are gathered today for the Council of Members, can be discussed 
in order for an agreement to be reached. 
 
Apologies were received from V Owen-Smith, K Richardson, and C Briggs. 
 
 
201/13 DELEGATED AUTHORITY REGARDING WINTER PRESSURED 
FUNDING 
 
R Gill opened the discussion by providing some context to this report. He 
explained to the members that NHS England has allocated some additional 
funding to those health economies which are not meeting the 95% emergency 
department target. He told the members that Stockport has been allocated £1.5m 
of such monies following a request made by Stockport NHS Foundation Trust 
which was supported by Stockport Metropolitan Borough Council and the CCG. He 
added that it is not yet clear to where the money will be transferred, and concluded 
by saying that the Chief Executive of the Foundation Trust has had to sign an 
assurance that, through receipt of this additional funding, the emergency 
department 95% target will be delivered. 
 
This report requests delegated authority from the Governing Body to the Chief 
Clinical Officer to sign contracts as required against this additional funding. 
 
M Chidgey explained that over the last few months the Urgent Care Board has 
worked up a number of schemes which are intended to improve the performance 
of the emergency department and that this new funding will allow us to progress 
some of these initiatives. 
 
G Mullins added that it is expected that the Treasury will route the money through 
the CCG so that the CCG can use the usual contract mechanisms to deploy the 
funding. The timing of the release of this funding has necessitated this additional 
meeting of the Governing Body as we would not wish to delay starting on the 
initiatives until November. 
 
P Carne asked for an example of the type of scheme which will be funded from this 
additional money. G Mullins replied that this could include commissioning 
additional beds on the Saffron Ward through Pennine Care NHS Foundation Trust.  
At this point A Johnson declared a potential conflict of interest as his practice 
provides services to the Saffron Ward.  
 
J Crombleholme clarified that the list of potential schemes has already been drawn 
up and that this funding will allow for quicker progress on these initiatives. 
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M Ryan asked if there will be individual business cases written for each of the 
schemes using this funding and M Chidgey replied that such business cases will 
be prepared and brought to the Governing Body as per the usual process. 
 
P Carne asked if any of this funding is coming out of the CCG’s existing allocation 
and G Mullins explained that it is not; this is additional monies. 
 


G JONES JOINED THE MEETING 
 
The Governing Body delegated authority jointly to the Chair and to the Chief 
Clinical Officer to sign contracts on behalf of the CCG against this specific amount 
of non-current funding. 
 
 
202/13 ANY OTHER BUSINESS 
 
There were no further items of business. 
 
 
203/13 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 13 November 2013 at Regent House, Stockport. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 13.55.    
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Strategic Performance Report - November 
2013 


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







Meeting date:  13 November 2013


Agenda item:


Reason for being in Part 2 (if applicable)


N/A


Executive Summary


Not applicable


Where has this report been previously discussed?


Directors Meeting


Clinical Executive Sponsor:  Dr Ranjit Gill


Presented by:  Gaynor Mullins


N/A


How does this link to the Annual Business Plan?


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


What are the potential conflicts of interest?


What decisions  do you require of the Governing Body?


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


specific issues.


Please detail the key points of this report


Good progress continues to be made in a number of areas.  Progress against some of the performance challenges in existing services (ED for example)   has 


been made. However, delivery of the QIPP is not happening at the scale and pace required.  One of the complexities in managing the very large chance projects 


is the time lag between the implementation and knowing that the change has embedded and is delivering.  Primary care is at the centre of many of the changes 


we want to make, and we will need to work closely with practices to plan and secure the capacity needed to enable them to implement these changes.


What are the likely impacts and /or implications?







Strategic Priority One


Governing Body members will be aware that this is the area of the most significant reform.  Meeting the objectives and indicators associated with 


this strategic priority requires changes to pathways in hospital, developments in primary and community services and a significant programme of 


integration across health and social care.  Tracking the indicator used to measure demand (numbers of ED attendances) suggests that demand 


may be reducing to the pre 2012 levels when we saw an increase in attendances.  It is not clear at this stage whether this can be attributed to the 


communications campaigns and developments in primary care, and this will continue to be monitored.  However, new community and primary care 


services are in place and are starting to see expected numbers, e.g. the IV Therapy services has been commissioned to treat up to 75 patients per 


month. 


The Ambulatory Care Unit at the hospital is operational but we have only recently learnt that significant further work is necessary to fully implement 


the first 7 pathways. Low risk Chest pain (one of the seven pathways) remains the single biggest opportunity for improvement in treatment for 


patients and concurrent reduction in cost by this Unit, and  we are working with the Trust to increase the pathways and hours of operation and 


effectiveness of this Unit. 


The Rapid Response Service increased capacity comes on stream 4th November 2013.  A concern remains that, whilst ED attendances are down 


compared to levels last year, the proportion and numbers of admission have continued to rise.  We have jointly commissioned a review from the 


GMCSU Utilisation Management Team to try to identify the reasons for this.  It should be noted that Stockport is an outlier compared to the rest of 


Greater Manchester in the scale of this increase. 


One of the biggest changes we plan is to reform the care of adults with complex needs and offer a much more anticipatory, community and joined 


up service to people.  The Stockport One service enabled us to work out how this could be organised in terms of developing integrated teams, and 


we are now working with the local authority, hospital, Pennine Care and the voluntary sector to finalise the specification for what the integrated 


teams and services will look like at a locality and Stockport Borough level.  The Marple & Werneth Demonstrator allows us to put this together in 


one locality from early January.  Clearly the development of this will be a major change and will require consultation and changes to contractual 


arrangements.  A business case setting out the case, the costs and economics and the procurement requirements is being developed.  The 


economic modelling of this is complex and is taking time to do however significant progress has been made and the Governing Body will receive an 


update in December.


Since September, Advanced Care Plans have begun to be implemented systematically by GP practices for some of the cohort of “high risk of 


avoidable ” patients, The impact of these plans on reducing avoidable hospitalisation and reductions in prescribing spend may take up to one year 


to become apparent.







Strategic Priority Four


Overall the CCG performs well against the NHS Constitution standards.  We continue to monitor the ED 4 hour standard closely as this has been 


an area of poor performance, although the standard has been met for the last 3 months (August – October).  Given the increased pressures likely 


over Winter, this is an area we continue to carefully monitor.  Governing Body members know that we will be ‘red’ rated for infection control 


because of 1 MRSA case against a target of zero and  CDifficile rates that are reducing but remain above plan.  


In addition to the national standards we also monitor community and other standards and the Quality & Provider Management Committee have 


included these in their report.  The CCG has a role in improving quality and reducing variation of primary care services.  We are fortunate to have 


good performance overall of primary care services, as evidenced in indicators such as QOF performance, recruitment and retention of GPs, 


numbers of training practices.  A national balanced scorecard has been developed.  Practices with 5+ ‘red’ areas are identified as outliers against 


the national norm (+/- 2 standard deviations).  We have 4 practices flagged via this process and we are working with them to understand the issues 


and, where relevant, develop performance improvement plans.  There are no areas of concern identified via this process.  In some areas the 


variation from the average is an indication of good practice. The issues that have been flagged are known, some relate to issues last year that 


have already been resolved, e.g. where a small practice had a GP on maternity leave and changed practice manager and nurse in a short period.


Strategic Priority Two


The indicators show a considerable improvement in the position.  The agreed changes to the coding of activity in the Paediatric Observation and 


Assessment Units (in line with other units) have been implemented and this has reduced the numbers of recorded admissions.  Work developing 


clinical pathways has been led through the Clinical Policy Committee, The Children’s Community Nursing Team (CNNT) service specification has 


been re-drafted with greater emphasis on joint working with primary care, clarity on pathways and inclusion of quality and activity performance 


indicators which capture the full work of the service. This now needs to be finalised and implemented.


Strategic Priority Three


Good progress continues to be made in Prescribing performance. It should be noted that the national trend is for increased volumes and costs of 


prescribing and managing this is therefore challenging. Despite this Stockport has for the first time achieved a prescribing cost per head at the 


England average and is the lowest spending area in Greater Manchester. Performance against the elective demand is on plan (to halt growth), 


however it is unlikely that this is yet due to the impact of the work done with practices to appropriately manage demand. However, the building 


blocks of this work are now in place with referral co-ordinators in place and this will continue to be developed and implemented. 


The out-patient reform work is underway however will not deliver expected levels of reductions this year.







Strategic Priority Five


Progress against health checks is on track, although there is a challenge around sustainability of this target. Tracking progress against the other 


indicators is challenging because of data lag.  The CCG needs to consider very carefully what its role is in improving health and reducing 


inequalities and what is the role of the Local Authority.  We have rightly identified this as a major strategic area, but we need to ensure that focus 


our attention and resources on the areas that the CCG is best placed to influence and drive forward.  The central role of member practices in 


health promoting messages, immunisation and screening uptake levels and the health promoting potential of our commissioned services are 


probably the areas we should focus on.  The management team recommend that through the 2014/15 planning process we debate this in detail 


prior to agreeing our priority areas.


Finance and Organisation


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


to address this which is something the management team are focussed on.  


From an organisational perspective we are now effectively fully staffed.  Our staff coped very well with the major changes that faced them over the 


past 18 months and I am pleased to report that we are getting positive feedback from staff on communications and understanding of strategy.  Our 


sickness absence rates are low and are below both the public and private sector averages which is very positive.  


Summary


Good progress continues to be made in a number of areas.  Progress against some of the performance challenges in existing services (ED for 


example)   has been made. However, delivery of the QIPP is not happening at the scale and pace required.  One of the complexities in managing 


the very large chance projects is the time lag between the implementation and knowing that the change has embedded and is delivering.  Primary 


care is at the centre of many of the changes we want to make, and we will need to work closely with practices to plan and secure the capacity 


needed to enable them to implement these changes.







Strategic Aim Position Change Source Scorecard / Assurance 


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


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


3 Emergency Readmissions within 30 days of discharge Local - Urgent Care  / Area Team Health Outcomes 3


4 Proportion of people feeling supported to manage their condition Local - Urgent Care / Area Team Health Outcomes 2


Progress of related change programmes Local - Programme Scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


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


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


Progress of related change programmes Local - Programme Scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


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


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


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


Progress of related change programmes Local - Programme scorecard / Gap


3. Increase the clinical cost 


effectiveness of elective 


treatment and prescribing


NHS Stockport CCG Strategic Performance Scorecard


Indicator


1. Transform the experience 


and care of adults with long-


term conditions


Issues: There remains considerable volatility in the system however there is some evidence that position is improving in 


terms of admissions and current performance only a lttle above trajectory. Extreme volatility in emergency readmissions 


suggestive of coding issues.


Impact: If no further improvement in indicators CCG faces £1m financial pressure. We will also lose £0.175m of Quality 


premium next year if emergency readmissions do not improve further. More positive position regarding £0.35m associated 


with reduction in avoidable emergency admissions  


Executive Action: 


Ensure effective implementation of agreed deflection schemes in 


interim (Rapid Response, IV Therapy, ED Deflection, etc.) whilst reform 


programme takes hold


Indicator


2. Improve the care of children 


and adolescents with long-term 


conditions and mental health 


needs


Issues: Statistically significantly reduction in recorded paediatric admissions however seasonal variation leaves end of year 


forecasting difficult. Less clear picture on targetted reductions in asthma, diabetes, epilepsy and LRTI. Performance could 


further improve if change programme delivery improves. 


Impact: Consolidated in above section as part of £0.35m. 


Executive Action: 


Continue to monitor closely position closely.  


Continue to implement enhanced primary care scheme


Resolve counting protocol delays. 


Indicator


Issues:  No clear evidence yet of improving position in outpatient activity. Prescribing and elective admissions on plan. 


Primary Care schemes are now being implemented but given these are behavioyral change impact is only likley to show in 


latter part of year.   Outpatient reform programme underway but will not deliver major changfe in year. Coding issue 


addressed. 


Impact: As it currently stands it is unclear if the CCG will halt growth in this area is unlikley to deliver the  additional £0.61m 


savings. T


Executive Action: 


Ensure effective implementation of primary care scheme


Maintain strong and intense focus on outpatient reform programme
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Strategic Aim Position Change Source Scorecard / Assurance 


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


11 Good Quality Care NHS England - Good Quality Care / CCG Quality Com' 


12 Health Outcomes (Infection Control) Local - Patient Experience (UD) /CCG Quality Committee


13 Friends and Family Test


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


Progress of related change programmes Local - Programme scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


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


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


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


Progress of related change programmes Local - Programme scorecard / Gap


Position Change Source Scorecard / Assurance 


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


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


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


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


E Statutory Compliance Local - Compliance Dashboard - Gap 


Issues: Still forecasting 2% surplus but current position slightly behind.  All initial organisational vacancies now filled. Further 


OD required on ensuring new teams focussed on major reform areas. No further improvement in CSU performance in key 


areas. Failed to appoint economy PMO Director. 


Impact: Alignment of new teams and poor CSU performance in some areas putting pressure on delivery.  Potentially 


significant financial pressures resulting from specialist commissioning arrangements- see financial report. 


Executive Action: 


Work through local impact of emerging financial issues.


Ensure best use of existing staff 


Recruit Portfolio Programme Director across economy


Develop CSU commissioning intentions


Indicator


4. Improve the quality, safety 


and performance of local 


services in line with local and 


national expectations 


Issues: Stockport FT failed Q2 as well as Q1 this will result in poorer performance rating for us. October achieved.  One 


MRSA case against a target of zero and C Difficile rates falling but still just above plan give red. Friends & family Test roll-out 


poor but findings within acceptable parameters.


Impact: Continual close attention from NHS England on A&E issue. Highly likley to lose £0.35m of quality premium on A&E. 


We have already lost £0.18m on Infection Control. A further £0.18m is at risk if Friends & Family Test not rolled-out. 


Executive Action: 


Continued close working with multiple partners to monitor FT 


implementation of  A&E plan. 


Further work on Friends and Family Test roll-out across FT


Indicator


5. Ensure better prevention and 


early identification of disease 


leading to reduced inequalities


Issues: HealthCheck remain better than plan for the first six months of the year. Data lag on public health issues unhelpful. 


Some minor programme delays not affecting final delivery. Programme ill defined in some areas.


Impact: Without progress in reducing PYLL lost to amenable mortality and health Checks we will lose £0.35m of Quality 


Premium, but more importantly local health inequalities will not be addressed.


Executive Action: 


Work planned with Public Health to generate more robust scorecards 


and 12 month rolling positions and resolve HealthCheck position. 


Develop more robust CCG plans for this area next year


Indicator
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Status Status


NHS Stockport CCG Annual Business Plan Programme Delivery


Strategic Aim Programme Comment


1. Transform the identification, 


anticipation and management of 


long-term and complex conditions 


among adults


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


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


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


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


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


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


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


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


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


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


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


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


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


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


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


also now available.


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


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


Specialist Community Services:


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


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


underway to review the current capacity across the economy. EOL


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


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


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


achievement of the performance target.


2. Improve the care of children and 


adolescents


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


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


been produced


Joint work on asthma management (primary, community and secondary care) currently underway


Masterclass planned for November on mangement of acute paediatrics







Enhanced Primary Care 


(Paediatrics)


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


3. Increase the clinical cost 


effectiveness of elective treatment 


and prescribing


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


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


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


future. 


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


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


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


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


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


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


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


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


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


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


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


discharge people. 


4. Improve the quality, safety and 


performance of local health services 


in line with local and national 


expectations


Enhanced Primary Care 3 - 


Clostridium Difficile


Complete IAPT roll-out There has been some delay with the recruitment of recurrent and non-recurrent therapists which 


has had some impact on the delivery of targets set to the providers.  A detailed report will be 


presented to the Quality and Management Committee. 


Duty to Promote Quality in 


Primary Care


5. Ensure better prevention and 


early identification of disease 


leading to reduced inequalities


Enhanced Primary Care 4 -  


Prevention, Risk Factor 


Reduction and Early 


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


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


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







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


leading to reduced inequalities Reduction and Early 


Identification (including 


alcohol)


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


over the summer. 


Programme has been completed No previous position or no data. 


No previous data available


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


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


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







NHS Stockport CCG


Board Assurance Framework Summary


1 There are inadequate systems in place for managing the quality and safety of the 


services which we commission. 


October 2013: The work of the Quality and Provider Management Committee is our 


main mitigation for this strategic risk. We are also mitigating this through our 


contracting processes with Trusts including now having separate contract and 


quality meetings, commissioner walkarounds, having appointed clinical leads. In 


addition the safeguarding team is now fully staffed. The Patient Experience 


Surveillance Group has had its first meeting. The risk assessment is now yellow 


because the correct systems are in place and they are maturing.  


Dr Cath Briggs Mark Chidgey Francis 2 published                              


                                                          


Keogh Reviews


NHS Stockport CCG Board Assurance Framework Summary


Strategic Risk Description Status Clinical Lead Exec Lead Trend Horizon events:


2 We fail to deliver our major service reform programmes.


Scope: This includes not taking with us our major stakeholders when designing and 


implementing changes to commissioned services.                                                   


October 2013: This strategic risk continues to be rated as red. The demonstrator 


funding of £460,000 has been secured with the start date of January 2014 for 


phase one.         Outpatient Reform: We have firmed up the programme and are 


testing two projects (internal hospital reform and switching follow-ups into general 


practice)     The telemedicine pilot will go live in quarter 3.


Dr Jaweeda Idoo Diane Jones  Phase One                                         


demonstrator


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Exec Lead Trend Horizon events:


3 The members are not adequately engaged with the CCG’s strategy and priorities.  


October 2013: We have had 100% sign-up to the enhanced primary care scheme, 


and over 200 people attended the October quality masterclass. We have new 


Locality Council Committee Chairs in Cheadle and Bramhall and in Stepping Hill 


and Victoria.  On a less positive note we had a poor turnout at the Council of 


Members and the Governing Body Effectiveness Report fedback that there is still 


work to be done with the practices. It feels the practices are engaged operationally 


but less so at the strategic level. 


Dr Viren Mehta Roger Roberts Council of Members 9 October 


2013                                                  


Launch of business cases


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Exec Lead Trend Horizon events:


2013/14 2014/15 2015/16







NHS Stockport CCG


Board Assurance Framework Summary


4 The adoption of clinical best practice guidance and innovation by the CCG is 


limited or slow (due to provider mobilisation or CCG financial constraints). 


Scope: Guidance from NICE, NHS England, Greater Manchester Medicines 


Management Group, and Greater Manchester Effective Use of Resources. 


Dr Sasha Johari  Dr Vicci Owen-


Smith


         IVF decision by GB


          


         Decision re specialist weight 


management


Strategic Risk Description Status Clinical Lead Exec Lead Trend Horizon events:


5 The organisation’s capacity, capability and/or internal engagement are 


inadequate (including commissioned support services).                                                  


October 2013: There are concerns with the three main Commissioning Support 


Unit products (IM&T, Business Intelligence, and Total Provider Management). A 


formal escalation letter has been sent requiring urgent action plans. The CCG itself 


is now fully staffed.


Dr Ranjit Gill Tim Ryley           CSU re-procurement


           NHS England Review


           General Election                    


Lower running costs


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Exec Lead Trend Horizon events:


6 Our providers fail to provide efficient and timely health services to the patients 


and public of Stockport.


October 2013: The Quality and Provider Management Committee are dealing with 


issues regarding Children's Speech and Language Therapy, Cardiology, 


Dermatology. There is an increase in the number of patients waiting beyond 18 


weeks, and specific access issues with Cardiology, Ophthalmology, Dermatology 


and Children's Speech and Language Therapy. There are action plans for 


Children's Speech and Language Therapy, Cardiology and Dermatology but not for 


Ophthalmology.  The rating has increased to red as a consequence.


Dr Cath Briggs Mark Chidgey          ED action plan: high level of 


        activity


         CSU re-procurement


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Executive Lead Trend Horizon events:


7 We fail to ensure that the CCG remains within financial balance. October 2013: 


The issue regarding Specialist Commissioning is still not sorted (the month 6 


deadline has been missed). We expect to balance the budget for 2013/14 through 


non-recurrent measures. The recurrent commitments going forward into 2014/15 


(based on the month 6 2013/14 forecast) indicated a recurrent carry forward 


surplus of 1.6% against a target requirement of 2%.


Dr Ranjit Gill Gary Jones          Agreement of risk sharing 


         across GM


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Executive Lead Trend Horizon events:







NHS Stockport CCG


Board Assurance Framework Summary


8 The CCG fails to deliver its QIPP targets.


October 2013: This area of strategic risk remains amber. The number of non-


elective admissions is going up, and the economy-wide reform programme is not 


delivering at the required pace. A Programme Management Office is being 


established to mitigate against this area of risk. Following the Call To Action the 


CCG is required to produce a five-year action plan.. The executive team is aware 


that a rating of anything but green for this area of strategic risk means that we will 


be facing a significant pressure entering 2014/15.


Dr Ranjit Gill Gaynor Mullins         Publication of 20/14/15 


Operating Framework & local 


government settlements


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Executive Lead Trend Horizon events:


9 The CCG fails to meet its statutory duties for compliance (including those for 


procurement).  October 2013: The Governing Body and all CCG senior managers 


have now completed procurement training. The DRB checks for staff who require 


them are underway.


Dr Ranjit Gill Tim Ryley         DH pubish guidance on 


        Procurement


        2013/14 SIC from Internal 


        Audit


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Executive Lead Trend     


10 The CCG fails to deliver its planned improvements to the health inequalities of 


the patients and public of Stockport.                                                                                     


We have not delivered against the CCG's strategic aim 5.


Dr Vicci Owen-


Smith


Dr Vicci Owen-


Smith


        JSNA refresh


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Executive Lead Trend Horizon events:


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Executive Lead Trend Horizon events:


2013/14 2014/15 2015/16


11 The CCG fails to deliver its planned improvements to the health literacy of the 


patients and public of Stockport. October 2013: There is evidence that 


inappropriate demand on services is starting to increase. The first steps have been 


taken towards establishing a programme board for this area of our strategy.


Dr Ranjit Gill Tim Ryley             Programme Board 


established







Position Direction Position has worsened since last report 


Indication that position is worsening


Position remains unchanged since last report 


Position has improved since last report 


No previous position or no data. 


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


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


Guidance Notes to Performance Scorecard


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


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


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


to improve transparency and accountability.   


Position worse than baseline


Position same as baseline


Position better than baseline but not yet on plan 


Position in line or better than plan 


Planned indicator but insufficient data or undeveloped 


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


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


Source Scorecard & Assurance


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


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


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


scorecards with details of each 


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


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


Internal Audit reviews of business planning and performance monitoring. 


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


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


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


Performance" which is reviewed quarterly by the Area Team. 


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


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


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


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


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


NHS Stockport CCG Strategic Performance Report - June 2013







Low risk


Moderate risk


High risk


Extreme risk


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


Colour-coded merely for differentiation


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


report on Primary Care quality. 


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


Local People?" scorecard section 4.   


Key for Board Assurance Framework


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


No change in the level of risk since the last report


Risk rating has decresed since last report


Risk rating has increased since last report


Trend (the fill colour mirrors the current rating)


Current rating (using RAYG rating method)


NHS Stockport CCG Strategic Performance Report - June 2013
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Indicator
Operational 


Standard


Lower 


Threshold


Data 


Collection 


Frequency


CCG Assurance 


Reporting 


period Data Source Basis Comments


Quarter 1 Quarter 2 Quarter 3 Quarter 4


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


Admitted patients to start treatment within a maximum of 18 weeks from referral 93.1% 93.0% 90% 85% Monthly Quarter actual
RTT collection, 


Unify2
Commissioner


Non-admitted patients to start treatment within a maximum of 18 weeks from referral 97.2% 97.1% 95% 90% Monthly Quarter actual
RTT collection, 


Unify3
Commissioner


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


waited no more than 18 weeks from referral
96.1% 95.5% 92% 87% Monthly Quarter actual


RTT collection, 


Unify4
Commissioner


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


the quarter


RTT collection, 


Unify5
Commissioner


Diagnostic test waiting times


Patients waiting for a diagnostic test should have been waiting less than 6 weeks from 


referral
99.8% 100.0% 99% 94% Monthly Quarter actual


Diagnostics 


collection (DM01), 


Unify2


Commissioner


A&E waits


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


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


Quarter actual 


SitReps collection, 


Unify2


Provider


Data not collected on a commissioner basis. 


Provider data mapped to CCGs using weights 


derived from A&E HES.


Our running data is for SUS 


Monthly view of all CCG 


Patients


Cancer waits – 2 week wait


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


with suspected cancer by a GP
95.3% 96.1% 93% 88% Monthly Quarter actual


Cancer waits 


database
Commissioner


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


with breast symptoms (where cancer was not initially suspected)
95.5% 95.9% 93% 88% Monthly Quarter actual


Cancer waits 


database
Commissioner


Cancer waits – 31 days


Maximum one month (31-day) wait from diagnosis to first definitive treatment for all 


cancers
97.6% 99.2% 96% 91% Monthly Quarter actual


Cancer waits 


database
Commissioner


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


database
Commissioner


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


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


Cancer waits 


database
Commissioner


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


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


Cancer waits 


database
Commissioner


Cancer waits – 62 days


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


cancer
86.6% 90.5% 85% 80% Monthly Quarter actual


Cancer waits 


database
Commissioner


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


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


Cancer waits 


database
Commissioner


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


upgrade the priority of the patient (all cancers)
89.3% 82.1%


No operational 


standard set


No operational 


standard set
Monthly Quarter actual


Cancer waits 


database
Commissioner


Category A ambulance calls


Category A calls resulting in an emergency response arriving within 8 minutes (Red 1) 77.5% 77.1% 75% 70% Monthly Quarter actual
AmbSys collection, 


Unify2


Category A calls resulting in an emergency response arriving within 8 minutes (Red 2) 80.1% 78.7% 75% 70% Monthly Quarter actual
AmbSys collection, 


Unify2


Category A calls resulting in an ambulance arriving at the scene within 19 minutes 96.5% 95.8% 95% 90% Monthly Quarter actual
AmbSys collection, 


Unify2


Mixed Sex Accommodation Breaches


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


Unify2
Commissioner


Mental Health


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


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


patient care during the period.


97.0% 93.5% 95% 90% Monthly Quarter actual


MH Community 


Teams Activity  


Return


Commissioner


CCG Assurance Framework Domain 2 RAG rating


Indicator RAG rating


Green - Performance at or above the standard


Amber - Performance between the standard and the lower


Domain RAG rating


Green – No indicators rated red


Amber/Green – No indicator rated red but future concerns


Amber-Red – One indicator rated red


Red – Two or more indicators rated red


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


Provider


Data not collected on a commissioner basis. 


CCGs will be allocated the overall 


performance of the ambulance trust that they 


are covered by.


Indicator performance 2013/14               (for 


incomplete quarters, quarter performance to the latest month is 


shown. Currently August 2013)
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Stockport CCG Quality Monitoring & Early Warning System 


GOVERNING BODY  
Responsibility for quality of 


services commissioned 


QUALITY & PROVIDER 
COMMITTEE 


Review & Assess Risks 
Agree Actions 


Monitor Performance 
Improvement 


 
 


QUALITY & PERFORMANCE 
TEAM 


 
 
 
 
 
 


PROFESSIONALS PROVIDERS PATIENTS 


GP member feedback 
CCG Commissioning  & 


Safeguarding Leads 
CCG Clinical Boards 


CQC Reports 
Monitor Reports 


Peer Reviews 
Network Reports 


  


 
  


Performance Improvement 
Programmes 


Assurance sought from providers 


Safeguarding Escalation process 


Contract Management 


Targeted Walk Rounds 


Patient Experience Surveillance 
Group  


Raised with Provider’s Chair/CCO 


Concerns flagged to  NHS 
England /GM QSG/Monitor 
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QUALITY TEAM 
(Safeguarding aligned) 


Patient Safety 
Patient Experience 
Clinical 
Effectiveness  


No. of Sources 
No. Patients 
Seriousness of 
Concern 


Identify Early 
Warnings/ 


Risks 


Dashboards 
CIP Plans 


Incident Reports 
Improvement Plans 


CQUIN Data 
KPI Data 


Board Reports 
NICE Compliance Reports 


Patient Surveys 
Friends & family 
Complaints data 


Public Engagement 
Reports 


Heath watch Reports 
Websites/Social media 


CCG Patient Panels 
 


Performance Notice Issued 
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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


Stockport CCG Quality & Provider Risk & Issues Register 


October 2013







Appendix 1


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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HEALTH & WELLBEING BOARD 


 
Meeting: 11 September 2013 


At: 2.00 pm 
 
PRESENT 
 
John Pantall (Stockport Council) (Chair) in the chair; Crombleholme (Stockport Clinical 
Commissioning Group) (Vice-Chair) (Vice Chair); Councillor Bryan Leck (Stockport 
Council), Councillor Tom McGee (Stockport Council), Councillor Adrian Nottingham 
(Stockport Council), Dr Ranjit Gill (Stockport Clinical Commissioning Group), Gaynor 
Mullins (Stockport Clinical Commissioning Group), Dr Stephen Watkins (Director of Public 
Health) and Andrew Webb (Director of Children's Services) 
 
1.  MINUTES  


 
The Minutes (copies of which had been circulated) of the meeting held on 17 July 2013 
were approved as a correct record and signed by the Chair. 
 
2.  DECLARATIONS OF INTEREST  


 
No declarations of interest were made. 
 
A representative of the Democratic Services Manager reminded all members of the 
requirements for them to complete an entry for the Register of Member’s Interests and to 
notify the Council’s Monitoring Officer of any changes to those interests. 
 
3.  CHAIR'S ANNOUNCEMENTS  


 
The Chair reported that a planned meeting of the Greater Manchester Clinical 
Commissioning Group had been postponed. 
 
4.  PUBLIC SERVICE IMPROVEMENT  


 
(i) Health & Social Care Integration 
 
A joint report of the Chief Operating Officer, Stockport Clinical Commissioning Group and 
the Service Director (Adult Care Services), Stockport Council was submitted (copies of 
which had been circulated) updating the Board on progress at a local and Greater 
Manchester (GM) level with the Health and Social Care Integration Programme. The report 
outlined the drivers for integration, as well as the challenges and opportunities this would 
present to organisations involved. 
 
A report considered by the Greater Manchester Health and Wellbeing Board on health and 
social care reform was also considered (copies of which had been circulated). 
 
The following issues were raised/ comments made:- 
 


• Further work was being done to understand the financial costs of the new models of 
delivery, as well as the likely savings these new interventions were likely to generate. 
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Releasing funding from hospital services in isolation would not meet the future funding 
gap, nor would the smaller projects designed to improve outcomes and make 
efficiencies, such as extending the rapid response service. 


• A whole economy approach was needed to address the future funding needs of health 
and social care, to view each organisation’s resources as an integrated resource, and 
to set the governance arrangements accordingly. 


• Announcements had recently been made about further central government funding to 
support Emergency Departments to address additional pressures. The purpose was to 
make sustainable improvements, rather than to ‘cope’ in the short term. 


• Even if the assumptions of both the integration of health and social care and of 
Healthier Together programmes were correct, then the improvements and savings this 
would release may not be enough to meet the future funding gap. Therefore other 
strategies were needed. At a GM level, having a consistent approach to thresholds and 
standards of care had been identified as a further mechanism, building on existing 
thresholds and standards, such as those in NICE Guidance.  


• Nationally there was a push for consistency on eligibility criteria to avoid a ‘postcode 
lottery’ in care. An individual’s eligibility was most often down to a professional 
judgement, so the issue of contention would become what type of service/ combination 
of treatments was provided to an eligible person. The best models were designed to 
make sure decision-making on that issue were as close to the person as possible, but 
these also needed to be evidence-based decisions. The implication of this was that 
services which were ‘much loved’ may need to be discontinued if there was no 
evidence that there were improving outcomes. 


• As part of the process of reform, it was important to ensure residents had sufficient 
‘health literacy’ to make informed decisions about what were appropriate services to 
access. One possibility was to have ‘inductions’ for new residents when registering at a 
new GP. 


 
(ii) Primary Care Strategy 
 
Rob Bellingham (Director of Commissioning) Local Area Team of NHS England, attended 
the meeting to provide the Board with an update on the development of a Greater 
Manchester strategy for the commissioning of primary care services.  
 
A copy of a presentation made to the Greater Manchester Health and Wellbeing Board on 
the Primary Care Strategy was also considered (copies of which had been circulated). 
 
The presentation focussed on the following issues:- 
 
• Need to reduce unwarranted variation in outcomes and care pathways 
• Extending access to primary care  
• Ensure focus on self-management, wellness and prevention 
• Need to ensure integration with other services and organisations 
• Addressing workforce issues  
• Potential for increased efficiency  
 
It was stressed that the Primary Care Strategy was closely aligned with the Health and 
Social Care Integration and Healthier Together Programmes. 
 
The following comments were made/ issues raised:- 
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• A recurring theme from public consultation was access to GPs. Although this was an 
important issue for the public, it was not within the scope of the Strategy to address 
nationally agreed contracts. Any improvements to access would need to be negotiated 
within the parameters of the existing GP contract.  


• The priority for the use of transformation funding for 2015/16 was to invest in primary 
care as a way of rebalancing the health system away from the dominance of secondary 
care.  


• As part of the development of the consultation arrangements for the Strategy, work was 
being undertaken to develop a series of standards or pledges relating to care, based 
on feedback received to date, and which would provide a base against which the 
Strategy could be measured. 


• A particular concern for service users was out-of-hours care and the lack of ‘walk-in’ 
facilities in Stockport, particular in light of problems with the 111 Service. 


• While the Strategy was seeking to reduce variation across the primary care system 
both within Stockport and across Greater Manchester to improve outcomes, it was vital 
to ensure that high performance in Stockport was not affected in order to reduce 
variation through a ‘one-size-fits-all’ approach. 


• There would need to be a range of partners involved in delivering the Strategy, 
including local authorities. 


 
(iii) Healthier Together 
 
Rob Bellingham (Director of Commissioning) Local Area Team of NHS England and Dr 
Ranjit Gill (Chief Clinical Officer), Stockport Clinical Commissioning Group updated the 
Board on progress with the Healthier Together programme to reconfigure hospital 
services. 
 
It was expected that consultation on initial proposals would begin in January 2014, with 
implementation starting in the second half of 2014 and running for approximately two 
years. It was expected that by 2017/18 the anticipated improvements in outcomes would 
begin to become evident. 
 
RESOLVED – That the reports and updates be noted. 
 
5.  PUBLIC HEALTH OUTCOMES FRAMEWORK  


 
A report of the Director of Public Health was submitted (copies of which had been 
circulated) summarising for the Board a range of key public health profiles produced in 
recent months and highlighting particular issues for Stockport. The report also contained 
some broad conclusions drawn from the profiles and highlighted areas that would be 
addressed further in the future JSNA. 
 
The following comments were made/ issues raised:- 
 


• Stockport’s relative performance in comparison to its comparator group was often 
worse because of the polarisation in Stockport. 


• Concerns had already been raised about levels of smoking in pregnancy, and levels of 
breastfeeding beyond four weeks were also below expectations. There was a danger 
that as public health issues were becoming more mainstream within midwifery 
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services, more specialist programmes of interventions were losing focus. Further 
consideration should be given to these issues as part of the re-specification of 
maternity services. 


• Work was underway to create an integrated locality model with a single management 
structure for preventative services. This would allow better co-ordination and targeting 
of resources, and would be heavily informed by the public health outcomes described 
in the report. 


 
RESOLVED – That the report be noted. 
 
6.  IMPLEMENTATION OF THE AUTISM STRATEGY - SECOND SELF ASSESSMENT  


 
Karen Kime, Project Lead for Autism, Stockport Council, attended the meeting to update 
the Board on work to implement the requirements of the Autism Act, and to respond to a 
review of the success of the Autism Strategy. 
 
The update highlighted the following issues:- 
 


• The national Adult Autism Strategy was launched in 2010 to address the needs of the 
some of the most disadvantaged individuals in the county. The Strategy, although 
focussed on adults, cut across a range of services and the work in Stockport had been 
a partnership effort. 


• The Department of Health was undertaking a formal review of the implementation of 
the Strategy, and Health & Wellbeing Boards were expected to consider the results of 
the local review.  


• In Stockport, there were particular strengths around training and awareness, and work 
placements through the Asperger’s service. Transition between children’s and adult’s 
services was a key issue to be addressed. 


• It was likely that from 2017 Autism would be a clinical priority for GPs. 
 
The following comments were made/ issues raised:- 
 


• Were professionals sufficiently skilled to identify the early markers of autism? 


• The Disability Review should develop a pathway that would address some of the 
concerns around transition.  


• Adults with autism who believed they did not need services presented a particular 
challenge for services. 


 
RESOLVED – That the update be noted the Autism Self-Assessment be submitted to the 
January 2014 meeting of the Board for further consideration. 
 
7.  DOMESTIC HOMICIDE REVIEW  


 
A report of the Safer Stockport Partnership was submitted (copies of which had been 
circulated) summarising the findings of a Domestic Homicide Review that had undertaken 
following an incident that had taken place on 3 February 2012 which had safeguarding 
implications. The report made a range of recommendations to public sector partners, 
including a recommendation to the Board relating to improved working between GPs and 
Greater Manchester Police in identifying those at risk of domestic violence or alcohol 
misuse. 
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It was confirmed that the CCG had already identified the issues raised in the report and 
were addressing them in so far as it was within its power to do so. It was stated that to 
affect the level of change suggested by the report would be beyond the remit of the Board 
or the partners and needed to be done through the GP commissioning framework which 
was the responsibility of NHS England. 
 
RESOLVED – (1) That the report be noted. 
 
(2) That Stockport Clinical Commissioning Group and the Local Area Team of NHS 
England be invited to consider the issues raised by the Domestic Homicide Review. 
 
8.  FORWARD PLAN FOR THE HEALTH & WELLBEING BOARD  


 
The Chair submitted a report (copies of which had been circulated) setting out a forward 
plan of agenda items for future meetings of the Board. 
 
RESOLVED – (1) That the report be noted. 
 
(2) That the Board would welcome a report to a future meeting on the resources being 
made available to partners in Stockport from the Department of Health to support the 
integration of Health and Social Care. 
 
9.  KEOGH MORTALITY REVIEW  


 
The Chair reminded the Board that the final report of the “Review into the quality of care 
and treatment provided by 14 hospital trusts in England” led by Sir Bruce Keogh had been 
published and was available on the NHS website at http://www.nhs.uk/NHSEngland/bruce-
keogh-review/Documents/outcomes/keogh-review-final-report.pdf 
 
The Review, while not directly related to any facility in Stockport, included Tameside 
General, and so could have an impact on Stockport. 
 
10.  BERWICK REVIEW INTO PATIENT SAFETY  


 
The Chair reminded the Board that the Independent Review “A promise to learn – a 
commitment to act: Improving the Safety of Patients in England” (the Berwick Review) 
undertaken by the National Advisory Group on the Safety of Patients in England had been 
published and could be found on the Government’s website 
https://www.gov.uk/government/publications/berwick-review-into-patient-safety 
 
 
The meeting closed at 3.20 pm 
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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
To comment on and approve. 


 
 


Please detail the key points of this report 


 
The attached paper provides an update on a number of issues.   


 
 


What are the likely impacts and/or implications? 


 
 
 
 


How does this link to the Annual Business Plan? 


 
Underpins delivery of the plan. 


 


What are the potential conflicts of interest? 


 
 
 


Where has this report been previously discussed? 


Weekly Directors Meeting 
Operational Executive Committee 
 


Clinical Executive Sponsor: 


Presented by: Gaynor Mullins 


Meeting Date: 13 November 2013 


Agenda item: 13 


Reason for being in Part 2 (if applicable) 


Not applicable 
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Report of the Chief Operating Officer 
 
 


1.0 Purpose 
 
1.1 This paper provides an update on a number of issues. 
 
 
2.0 Demonstrator Application 
 
2.1 The Greater Manchester Area Team invited a number of bids for 


Demonstrator sites to show how primary and community services could 
be developed.  We were one of 6 successful sites and secured a non-
recurrent allocation of £460k to support this work from a total fund of £2 
million. 


  
2.2 Our demonstrator allows us to put in place key elements of the 


integrated health and social care system in one locality (Marple & 
Werneth) and will enable those community, primary care, mental health 
and some more specialist hospital services to come together in that 
locality as part of an integrated system.  The system will be supported 
by an interim integrated IM&T system based on work undertaken with 
the Stockport One team. We will test the use of tele-health for people 
with heart failure and look to developing improved pathways for people 
on an end of life care pathway. The demonstrator allows us to move 
towards the integrated system at a quicker pace than we had 
anticipated and the learning from this will inform how we roll out the 
system to the other localities.  


 
 
3.0 ED Non-Recurrent Funding 
 
3.1 The Governing Body members will already be aware that Stockport 


Health economy has been allocated £1.52M to support the delivery of 
the 4 hour ED access standard.  The funding has been directed at 
economies that have not met the target, and there is the requirement 
that economies will develop plans to meet the target.  The Chief 
Executive of the local hospital (main signatory) together with the CCG 
and Local Authority were required to sign off the use of the funds, 
which is then overseen by the local Urgent Care Group. 


 
3.2 The use of the funds is in line with our strategic priorities for urgent 


care, with those having most and quickest impact prioritised for 
investment with this money.   


 
3.3 The schemes agreed and non-recurrently funded are: 
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Funding Provider Allocation 
£000s 


Approvals 


NWAS Pathfinder Mastercall £350 Completed and approved by 
Unscheduled Care Group and 


CCG GB 


Expansion of 
Community IV 


scheme 


Mastercall £98 Completed and approved by 
Unscheduled Care Group and 


CCG GB 


15 additional 
community beds. 


Pennine 
Care 


£320 In Progress 


OOH ambulances TBA £50 Funding directly awarded to SFT 
and managed through SFT 


governance. 


Project 
Management 


SFT £50 Funding directly awarded to SFT 
and managed through SFT 


governance. 


Alcohol 
interventions 


SFT £50 Funding directly awarded to SFT 
and managed through SFT 


governance. 


Acute physicians 
in ED 


SFT £50 Funding directly awarded to SFT 
and managed through SFT 


governance. 


SFT Flexing 
Capacity 


including Frail 
Elderly Unit 


SFT £405 Funding directly awarded to SFT 
and managed through SFT 


governance. 


Additional SFT 
capacity 


SFT £147 Funding directly awarded to SFT 
and managed through SFT 


governance. 


Total  £1.52M  


 
3.4 The Governing Body are reminded that at the meeting of 9 October 


2013 they gave delegated authority jointly to the Chief Clinical Officer 
and Chair to sign off the use of these monies. This report is intended to 
update the members on the schemes being developed. 
We are close to signing the contract for the additional 15 beds with 
Pennine Care NHS Foundation Trust.  The business case will be 
provided to a future Governing Body meeting.  


 
 
4.0 Checkpoint 2 Meeting 
 
4.1 As part of the national CCG Assurance process there is a ‘checkpoint’ 


meeting each quarter with the Area Team of Greater Manchester.  The 
CCG submits a return setting out its position against a range of 
indicators prior to the meeting.  The checkpoint 2 meeting will be held 
on 28th November 2013.  An update and confirmed CCG position will 
be provided following the meeting.   
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4.2 The Area Team request that CCG Governing Body’s ‘sign off’ the 
submission.  Due to the timescales involved this is not possible without 
calling a special meeting.  The submissions are a summary of various 
national performance data which the Governing Body would receive via 
their performance reports.  It is proposed that this submission sign off 
is delegated to the Chief Operating Officer. 


 
 
5.0 Recommendations 
 
5.1 The Governing Body is asked to note this update (including the list of 


schemes being developed to use the additional £1.52m of funding to 
deliver the Emergency Department target) and to give delegated 
authority for the Chief Operating Officer to sign off checkpoint 
submissions. 


 
 
 
Gaynor Mullins 
Chief Operating Officer 
 
 
 
 
 


 
 
 
 
Compliance Checklist:  


 


Documentation  
Statutory and Local Policy 
Requirement 


 


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


To follow 


Page numbers  Y 
Service Changes: Public Consultation 
Completed and Reported in Document  


n/a 


Paragraph numbers in place Y 
Service Changes: Approved Equality Impact 
Assessment Included as Appendix  


n/a 


2 Page Executive summary in place                            
(Docs 6 pages or more in length) 


n/a Patient Level Data Impacted: Privacy Impact 
Assessment included as Appendix 


n/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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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
To note minutes of the Audit Committee held on 19 March 2013 


 
 


Please detail the key points of this report 


 
Items discussed:- 


 Membership of CCG Remuneration Committee 


 Conflict of Interest 


 Organisation risk 


 External Audit Plan 


 Internal Audit Progress and Plan for 2013/14 


 Counter Fraud Report 


 Director of Finance Routine Items 
 
 


 


What are the likely impacts and/or implications? 


 
Provides assurance that controls are effective 
 
 


How does this link to the Annual Business Plan? 


 


 
Provides assurance that effective controls are in place in support of the 
monitoring of performance against the business plan  


 
What are the potential conflicts of interest? 


 
None 


 
 


 
Where has this report been previously discussed? 


 
Audit Committee 
 


Clinical Executive Sponsor: Ranjit Gill 


Presented by: Gary Jones 


Meeting Date: 13th November 2013 


Agenda item: 15 


Reason for being in Part 2 (if applicable) 


 Not applicable 







Agenda Item No. 1 
Confirmed Minutes  


Stockport Clinical Commissioning Audit Group 
2.00 pm Tuesday 19th March 2013 


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


Mrs R Mirza  (RM) Lay member (Co-opted) 
 


In attendance:   
Mr G Jones  (GJ) Director of Finance Designate 
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 C Morris  (CM) Counter Fraud (Audit North West) 
Mr D Dolman  (DD) Associate Director of Finance 
Mrs E Biglen  (EB) PA 
 


37.760  Welcome & Apologies  
  
 Apologies were received from the following members: 


Mr G Hayward (GH) Lay member (Co-opted) 
Dr A Johnson (AJ) CCG Locality Chair 
 


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


The following amendments were requested by M Waite: 
 
a) External member for the CCG Remuneration Committee 
 
Chair expressed his view that he would welcome an external 
appointment to join the Committee and asked for comments / views 
from members. MW read out the NCB (National Commissioning Board) 
guidance that said ‘CCGs must have a remuneration committee drawn 
from the CCG’s governing body’. DS advised that clarification be 
sought from the NCB as no other CCG Audit Committees had 
considered this possibility as far as he was aware.   


 
Action:  It was agreed that PP would liaise with Tim Ryley and 
update at the next meeting. 


 
b) Conflict of Interest 
 
MW advised there is guidance from the NCB which says that decisions 
can be taken by the non-GP members of the governing body, including 
the lay members and the registered nurse and the secondary care 







doctor. Alternatively the CCG could co-opt members from the Health & 
Wellbeing Board or another CCG or invite them to review the 
proposal.  MW expressed that it was good that the shadow CCG and 
its Audit Committee were discussing this matter and it was for the CCG 
to decide and document the reasoning behind its decision.  DS asked if 
the ad hoc Committee could make the final decision although Chair felt 
that the GPs on the Governing Body be allowed to express their vote 
and take responsibility.  AJ concurred the CCGs had been set up to 
take on this responsibility.    
 
MW informed members that the key test would be how this would be 
viewed by an independent party/person in terms of how objectively the 
decision was reached.   
 
Action:  Chair asked both sets of auditors to let him know what 
they thought about this.   
 
Chair expressed that MW was made aware of this in preparation of the 
Annual Audit Letter.   
 


37.762 Matters arising 
  


RM asked if the contracts had been agreed and GJ advised that now 
the main focus was to get the Stockport FT  Heads of Term Contract 
signed by 28th March 2013.  The Specialised Services were more 
difficult as these were now joined up with Greater Manchester, 
Merseyside, Cheshire and Lancashire but these were due to be signed 
off by end of Quarter 1.  They are discussed with the Directors of 
Finance & Directors of Commissioning through the Local Area Teams. 
Ernst & Young had been involved in co-ordinating this exercise  across 
Greater Manchester.            
 


37.763 Risk & Governance Issues 
  


a) Risk Report 
 
TR presented and took the Committee through the Risk Report as at 
31 January 2013. TR reassured the Committee that Risk No. 1607 was 
now resolved as the Safeguarding Department was fully staffed and 
they would be able to secure assurance from our providers much more 
promptly.  TR mentioned that Risk No. 1588 was an area of concern 
due to the transition issues.   
 
RM asked about Risk No. 0170 and GJ reassured the Committee that 
the Continuing Healthcare Team are working through these claims 
which are up to 30th September 2012. The PCT has provision this year 
for the estimated amount of £5.6M. There are 2 models that have used 
to reach this estimate:  (i) a percentage of the overall claims – looking 
at past history and (ii) going through each claim and giving a probability 
score against each claim. Additional capacity has been brought into the 







CHC team to undertake this additional work. 
 
Risk 0190 is classed at a 12 risk because of recruitment issues and 
uncertainty as to the responsible organisation (NHSE or CCG) for this 
area within the new NHS structure.   
 
 
Concern was also expressed on lack of capacity within the Finance 
Department especially given year end closure and additional work in 
relation to PCT transition. GJ explained that the finance team will be 
retained within the CCG as opposed to purchasing this product from 
the CSU.   
 


37.764 External Audit  
 


a) Plan for the PCT  
 


MW presented the plan setting out overview of main PCT business and 
the closedown requirements for the 12/13 accounts. MW drew attention 
to the significant area of work around CHC claims commenting this 
already had been raised earlier in the meeting. Attention was also 
drawn to main areas of risks around revenue expenditure. The section 
on ‘Value for Money’ sets out the 12/13 conclusion and the focus being 
on transition and the need to consider the four areas listed: governance 
arrangements, financial management, assets and information 
management and management of workforce. Members were informed 
that again there is a tight timescale for the final accounts work to be 
completed and signed off via GM governance processes.  RM received 
confirmation from MW that the risk is coming out as rated medium.     
 
b) Audit Committee Update 
 
JF presented the paper which is a progress report at March 2013 and 
pointed out that the Annual Governance Statement is outstanding.  The 
VFM conclusion work is currently on-going. 
 
JG drew attention to the issue of Board members attention and 
confirmed that the shadow CCGs does register attendance and report 
our Minutes/summaries to the Governing Body. RM commented that 
this approach reflects best practice.  JF advised that the new Chair 
(Jane Crombleholme) was keen to see how effective the new Board is.   
 
JG advised that RM & GH would be retained until the PCT accounts 
have been completed. GJ commented that the PCT accounts will be 
approved via GM governance processes. MW agreed he was satisfied 
with this arrangement.   
 


37.765 Internal Audit Reports 
 


a) Internal Audit Progress Report  







 
DS presented the Internal Audit Progress Report up to the end of 
February 2013 confirming that five final audits have reached 
completion with significant assurance ratings. There is an outstanding 
item on the Information Governance Toolkit which will ultimately 
transfer over to CSU and the accountability issue that will need to be 
picked up by them post 1st April 2013.  We will need assurance that 
their systems are robust. 
 
Action:  It was agreed to leave this action for assurance with 
David Swift. 
JG asked for Paul Pallister to put this on the agenda for Board 
assurance in April/May.  
 
b) Draft Strategy & Plan 


 


DS presented this Plan which details Audit North West’s proposed 
approach of working with CCGs. It is aimed to provide a flexible and 
cost-effective service and the completion of the plan will form the basis 
which will produce the annual Head of Internal Audit Opinion at the end 
of the financial year and in turn, informs the Board’s Annual 
Governance Statement.  
 
The areas highlighted on Page 7 of the ‘Detailed internal audit plan for 
the CCG 2013-14 are important and it was suggested that the 
Engagement Strategy and Communications Strategy may be difficult to 
separate and could be combined. MW commented that the CQC 
Compliance refers to ‘Everyone Counts’ which outlines the expectation 
that CCGs review the standard of QIPP plans of their main provider to 
ensure that they are robust in quality terms and to look at the clinical 
review of CRES.  TR commented that the Francis Report would look at 
the quality of service provision and this may need to be tested later in 
the year.  


 


 
c) Local Counter Fraud Progress Report 
 
JM presented the Counter Fraud Briefing Note which proposed the CF 
workplan for 2013/14. The briefing note outlined the three key 
principles which apply across the sector, at national, local and at 
strategic and operational level which are to inform and involve, prevent 
and deter and to be held to account.  JM was aware that the Plan 
needed more clarity from NHS Protect.  GJ thought that the 
Whistleblowing Policy would be a key area and it would be important 
for Counter Fraud to be flexible on the 30 days of proactive work.  JM 
would be updating the group with the results of the Staff Survey at a 
future meeting.  JM updated the Group on the current investigation.  
JM was thanked for his work on this case.       
 


37.766 Director of Finance Routine Reports 







 
a) Financial Closedown 2012/13 


 
GJ presented a paper which set out the process for the formal sign off 
of the 12/13 accounts managed by the Greater Manchester Cluster 
Audit Committee.  A meeting will be held on 16th May to review the 
draft accounts and Annual Governance Statement and then the formal 
sign off on 7th June.  GJ will attend both meetings and the External 
auditor will attend the meeting on 7th June.  Mike Burrows and Claire 
Yarwood will officially sign off the accounts as last year.  RM noted that 
the Group usually look at the draft accounts prior to audit and GJ 
advised this was not necessary this year given GM Cluster audit 
committee review on 16th May. 
 
b) Transfer Scheme 
 
GJ presented the paper providing a summary overview of key risks for 
PCT Closedown and we are waiting for DoH approval.  The 
organisations involved with this Scheme in terms of acting as a 
Receiver organisation are the CCG, Prop Co, the NCB, Public Health 
England, Public Health, Local Authority and the CSU. 
 
c) Audit Risk Assessment 
 
GJ presented a paper which had been issued to all GM CFOs by Grant 
Thornton on Counter Fraud.  The members were asked to note this 
exercise is taking place and GJ would be responsible for completing 
the questionnaire, liaising with the LAG Chair and submitting it to the 
GM Cluster Audit Committee by Monday, 25th March.  The members 
duly noted this action.               


  
d)             NHS Stockport Accounting Policies 2012-13 


 
DD presented the paper on 2012-13 accounting policies highlighting 
the 3 changes 
 
1. Note 1.1 Reflects the adoption of absorption accounting where 


services have previously been provided by the PCT but have 
transferred to other providers 


2. Note 1.3 Wording has been amended to reflect that the PCT is only 
a commissioner of healthcare services as a result of the transfer of 
Community Services to other NHS bodies as at 1 April 2012 


3. Note 1.26 was updated for Accounting Standards that have been 
issued but not yet adopted.   


 
 
e) Losses and Special Payments (including Debtors >£5K) 
 
All these amounts are automatically chased via Debt recovery at SBS 
in Wakefield. Members drew attention to the significant debt of £155k 







remaining and GJ confirmed that legal action has already been 
commenced. Members noted this liability will transfer from PCT and 
that this transfer had already been formally communicated to the NCB. 
 
f) Register of Waivers 
 
These were duly noted by the Group. 
 
g) Register of Sealing 
 
These were duly noted by the Group. 
 
 
 


37.767 Any other business 
 


b)  Conflict of Interest Process  
 


TR circulated a flow chart which he had shared with the Chair and also 
the Accountable Officer of the CCG. This can be modified on a case by 
case basis. The members were aware that there is an absolute need 
for transparency for the public. The Group were assured that all 
business cases would be approved at Operational Executive and the 
Governing Body.   


 
  







Action List 
 


Date of 
Committee 


Minute 
Number 


Action Point Complete 
by Date 


By 
Whom 


190313 37.761 b)External member for the CCG  
Remuneration Committee 


It was agreed that PP would liaise with Tim 
Ryley and update at the next meeting. 


 
a) Conflict of Interest 
 Chair asked both sets of auditors to let him 
know what they thought about this. 
 


 
 
260613 
 
 
 
260613 


 
 
TR 
 
 
 
MW/JF 
DS 


190313 37.765 a) Internal Audit Progress Report 
It was agreed to leave this action for 
assurance with David Swift.   
JG asked for Paul Pallister to put this on the 
agenda for Board assurance in April/May. 


 
 
260613 
April/May 
Board 
 


 
 
DS 
PP 
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Completed and Reported in Document 
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Service Changes: Approved Equality Impact 
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Patient Level Data Impacted: Privacy Impact 
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Any form of change: Risk Assessment 
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Actions arising from Governing Body Part 1 Meetings 
 


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


010113 Safeguarding Children and Vulnerable 
Adults: Policy and Training Strategy 
To provide an update on closer working by 
the local authority and CCG safeguarding 
teams  
 


11/13 10 April 
12 June 
11 September 
13 November 


T Dafter 
Update: A report will be brought to the November 
meeting (as T Dafter is unable to attend on 11 
September 2013) 


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 


G Jones 
Update: There is an update on this issue within 
today’s Finance Report 


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 


J Crombleholme 


NHS Stockport Clinical Commissioning 
Group  
13 November 2013  
Item 4 







  


 


030613 Report of the Chair 
To change the constitution to include the 
whistleblowing wording 
 


153/13 13 November P Pallister 
Update: The requested Constitution changes 
were proposed to NHS England on 31 October. 
They are due to respond by 24 December 
 


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


177/13 9 October M Chidgey 


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


185/13 11 December  R Roberts 


020913 Patient Story 
To share this month’s patient story with the 
specific practice 
 


185/13 13 November  T Ryley 


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 


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 


188/13 11 December G Jones 







  


charge VAT to the CCG 
 


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 
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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) 
 


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) and costing implications for new NICE 
technology appraisals. 


 


What are the likely impacts and/or implications? 


Impacts on budget identified in NICE costing tool 
All other measures 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: 13.11.13 


 


Agenda item: 14 


Reason for being in Part 2 (if applicable) 


 
 


 
 
 
 


          







 


   


 
 


       
 


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 571.5K for the year to date down from 1 million. 
 
 
3.0 Agreed General Policies 
 
3.1 CPC agreed to endorse Items for inclusion in the Stockport CCG Black 


List (SCCG). 
3.2 CPC agreed to endorse the following GMMMG policy proposals: 
 Travel abroad guidance 
 Generic Prescribing guidelines 
 High cost drugs 
 Third party prescriptions requests 
 Chapter 13 formulary 
  
3.3 CPC agreed to endorse the following GMEUR policy proposals: 
 Tonsillectomy 
 Aesthetic breast surgery 
 Lycra body suit 
 Hyaluronic Acid Injections for Osteoarthritis of the Knee 
 
 
4.0 Additions to the Stockport CCG Black list 
 
4.1 CPC has agreed to add the following drugs to the blacklist: Locaserin, 


loxapine, Lubiprostone and Nalmefene. 
 
 
5.0 Effective Use of Resources Treatment List  
 
5.1 Treatment Reviews  
 CPC have agreed that policies for most existing treatments on the EUR 


treatment list would be reviewed a) either when GMMMG or GMEUR 
conduct a review or b) on receipt of a new request. 







 


   


 
5.2 Amendment to the treatment list 
 CPC have agreed to move the following treatments from ‘prior 


approval’ to ‘CCG policy’, so threashold management has transferred 
to the referrer: 


 Bunionectomy 
 Circumcision 
 Dermatology Minor surgery 
 Grommets/Surgical Treatment of Otitis Media 
 Insertion and Removal of Inter Uterine Contraceptive Device 
 Surgery for carpal tunnel syndrome 
 Surgery for Dupuytren’s contracture 
 Surgery for ganglion 
 Surgery for ingrown toenails in secondary care 
 Surgery for trigger finger 
 Sleep apnoea 
 Tonsillectomy for recurrent sore throat 
 Vaginal ring pessaries in secondary care 
  
 
 
6.0 NICE Guidance new process 
 
6.1 A new process of NICE assurance from SFT has been agreed this will 


be led by Sarah Gibson, Performance Manager. 
 
6.2 A new process for reviewing NICE Quality Standards has been 


produced. 
 
 
7.0 Assurance of NICE clinical guidance (CG) and Quality Standards 


(QS) 
 
7.1 Sarah Gibson, Performance Manager is working through all historical 


baseline assessments and quality standards. The first set of 
assessments was presented to CPC (based on the original baseline 
assessment of the clinical guidance, completed by the FT at the time 
the guidance was issued). CPC has concerns about a number of 
potential clinical risks that were identified at the time of baseline 
assessment. CPC are writing to James Catania, Medical Director SFT 
to seek confirmation that these have been addressed and CPC will 
escalate concerns to Quality and Provider management committee. 
The clinical guidance and quality standards around Epilepsy have been 
highlighted as needing urgent review.  


 
 
8.0 Duty to Involve 
 
8.1 The Governing Body of the CCG has delegated the ultimate decision 


on changes to policies to the CPC 







 


   


 
8.2 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. 


 
8.3 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. 


 
 
 
9.0 Equality Analysis 
 
9.1 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. 


 
9.2 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 
October 23rd 2013 
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Executive Summary 
 


What decisions do you require of the Governing Body? 


 
To note the financial position at Month 6 and forecast 13/14 at this date. 


 
 
 


Please detail the key points of this report 


 


 Year to date surplus of £1,851k in line with plan 


 Forecast surplus of £3,565k in line with plan 


 Healthcare contracts are forecasted to overspend by £2,111k, offset 
by combination of Demand Pressure Reserve and investment 
slippage.  


 
 
 


What are the likely impacts and/or implications? 


 
Delivery against statutory financial duties. 
 
 
 


How does this link to the Annual Business Plan? 


 
As per Financial Plan set out in 13/14 Strategic Plan. 


 


 
 


What are the potential conflicts of interest? 


 
None 


 


 
 


Where has this report been previously discussed? 


 
Governing Body only 
 


Clinical Executive Sponsor: Ranjit Gill 


Presented by: Gary Jones 


Meeting Date: 13th November 2013 


Agenda item: 9 


Reason for being in Part 2 (if applicable) 


  
N/A 
 
 







Financial Position as at Month 6 
 
 


1.0 Introduction 
 
1.1 This financial report will detail the financial performance of NHS 


Stockport CCG as at 30th September 2013 and provide 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 6 & forecast at this date 
 
 
2.1 The financial position of the CCG as at month 6 is summarised in the 


table below. Members will note actual performance to month 6 is 
broadly line with year to date plan and similarly the forecast position for 
2013/14 also remains in line with plan (based on known commitments 
at month 6). 
 


Plan Actual


(Surplus) / Deficit (Surplus) / Deficit


£000s £000s £000s


Month 6 YTD (1,750) (1,851) (101)


Year End Forecast (3,500) (3,565) (65)


(Better) / 


Worse than 


Plan


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


Continuing Care, Primary Care and Other) – our YTD performance 
to month 6 shows a £1.3m overspend against these healthcare 
budgets.  


 
The main area of overspend is within Acute Contracts which are 
overspending by £1.7m largely due to:  


 


 Stockport Foundation Trust (£491k) with outpatient activity being 
the main reason for over performance. 


 


 Central Manchester University Hospital Foundation Trust 
(£389k) over performance is largely due to Devices and other 
Exclusions, IVF and Non Elective activity. 


 


 University Hospitals of South Manchester Foundation Trust 
(£289k) 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 these 


variances and impact going forward. Current projections on Acute 
activity/performance indicate a likely forecast overspend of c£3.4m. 
The forecast overspend on acute Providers is offset by the demand 
pressures reserve of c£1.5m and slippage in investments c£0.84m.   


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


spend position reported to month 6 therefore includes an estimate for 
the months of August and September which, combined with actuals up 
to July, shows that YTD spend is in line with plan. The forecast 
reflected 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 demonstrate that we are expecting 
spend to be in line with plan and this is support by the latest forecast 
provided by the NHSBSA of £44m (which excludes spend on 
centralised drugs of £1.3m).  


 
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£30k) as at Mth 6 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 6. Reserves have been categorised as follows:- 
 


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


  
2.6.2 Investments – these reserves reflect the 2% non-recurrent 


investments set aside i.e. 1.0% contribution to Greater Manchester 
Pool (includes Strategic Levy of 0.7%, NWAS and GM redundancy 
0.3%) and 1.0% local investments, together with the CCG’s 
recurrent investments as set out against the  5 Strategic Aims. 
Members will be pleased to learn that we have now received full 
approval from the Greater Manchester LAT for all submitted 
businesses cases. As at month 6 there is slippage of £0.8m within 
these reserves which is supporting the forecast outturn position.  


 
2.6.3 Contingency – calls against contingency sum have been identified 


as at month 6 with the £0.8m slippage supporting the financial 
position.  


 







2.6.4 Savings & Efficiency (£6.4m) – this reserve reflects the remaining 
£3.8m of the CIP and QIPP schemes yet to be achieved together 
with the Specialist Commissioning Risk reserve of £2.6m. Against 
the remaining £6.4m savings to be achieved it is anticipated that 
£5.3m will be achieved leaving a shortfall of £1.1m against the 
original plan which are being offset by savings within Income and 
Expenditure budgets. 


 
2.6.5 In year adjustments to allocation – An additional non-recurrent 


£530k increase to our allocation was processed during month 6. 
The adjustments consisted of Demonstrator site funding (£460k) as 
well as Palliative Care funding (£31k) and balance of PCT surplus 
12/13 (£39k).  


 
 


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 6. The table shows that c£17.6m CIP/QiPP has 
been achieved and embedded into healthcare and other budgets (i.e. 
£24m opening less £6.4m remaining). The main area of risk remains 
around the Specialist Commissioning Risk Share arrangement. To 
date, we have already processed an inflow of funds of £727k and have 
anticipated an additional £800k inflow from NHSE expected to be 
confirmed at Mth 8. 
 


2.8 The financial risks present at month 6 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. 
 


2.8.2 Specialist Commissioning – as a result of the transfer of 
Specialist Services to NHS England a £3.4m funding gap emerged 
for Stockport CCG.  We forecasted an allocations inflow of funds 
from NHSE totalling £1.5m of which £727k has now been 
confirmed and are anticipating an additional £800k to be received 
in month 8. This has resulted in the CCG having to fund the 
shortfall of £1.9m in 13/14. This shortfall also impacts on our 
recurrent financial position going forward into 14/15. 


 
 


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 have already seen this impact against our main Trusts as 
at month 6. Our forecast position assumes a ‘most likely’ position 
(i.e. not worst case) 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 ‘Plan on a Page’ clearly sets out our 
investments against the 5 key strategic aims and the associated / 
planned impact of these investments in delivering our savings 
programme. The key risk is the ability of these programmes to 
deliver the planned recurrent savings. It is imperative that we invest 
to drive the system changes in 13/14 to deliver recurrent savings 
by reducing activity demands on the acute system. 


 
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 


347,955 173,978 153,785 (20,193) 


 
Based on a straight line plan the CCG has under drawn by £20.2m 
which is reflective of creditors totalling £14.6m as detail in Appendix 3. 
 


4.0 Balance Sheet 
 


4.1 Appendix 3 details the balance sheet of the CCG as at 30th September 
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 6 (30th 


September 2013) 
 


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


 
 
Gary Jones 
Chief Finance Officer  
 
05 November 2013 
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT STOCKPORT SPORTS VILLAGE, STOCKPORT 
ON WEDNESDAY 11 SEPTEMBER 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 Interim Clinical Director for General Practice 


Development 
Dr A Johnson Locality Chair: Marple and Werneth 
Mr G Jones Chief Finance Officer  
Dr J Idoo Clinical Director of Service Reform 
Dr C Briggs Interim Clinical Director for Quality and Provider 


Management 
Dr P Carne Acting Locality Chair: Cheadle and Bramhall 
  


IN ATTENDANCE 
 
Mr M Chidgey Director of Quality and Provider Management 
Cllr J Pantall Chair of the Stockport Health and Wellbeing Board  
Mr P Pallister Board Secretary 
Dr D Jones Director of Service Reform 
Mr T Ryley Director of Strategic Planning and Performance 
Mr T Stokes Healthwatch Representative 
Mrs L Hayes Head of Communications 
Mr R Roberts Director of General Practice Development  
Mrs S Gaskell Designated Nurse for Safeguarding Children (for item 16) 
  


APOLOGIES 
 
Dr V Owen-Smith Public Health Consultant 
Miss K Richardson Nurse Member 
Dr M Ryan Secondary Care Consultant 
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180/13 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 V Owen-Smith, K Richardson and M Ryan. 
 
 
181/13 DECLARATIONS OF INTEREST 
 
The chair invited the members of the Governing Body to declare their interests.  
 
P Carne declared that, in addition to his declaration made at the July meeting, he 
is also the Port Health Officer for Manchester Airport. 
 
There were no further interests declared in addition to those previously made and 
held on file by the Board Secretary. 
 
 
182/13 APPROVAL OF THE DRAFT MINUTES OF 10 JULY 2013 
 
It was agreed that the draft minutes of the meeting of NHS Stockport Clinical 
Commissioning Group’s Governing Body held on 10 July 2013 be accepted as a 
correct record of the meeting. 
 
 
183/13 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 has informed the Board Secretary that he will provide 
an update at the November meeting 
 
040513: To provide an update on risk sharing arrangements across Greater 
Manchester: G Jones explained that he will include an update on this within today’s 
finance report 
 
010613: For the two Lay Members to discuss performance reporting: J 
Crombleholme updated the members that she and J Greenough are to discuss this 
issue tomorrow, and that A Johnson has offered to help provide further scrutiny 
 
020613: To look into why the issue of staff disclosure and barring checks had not 
been highlighted by the Quality and Provider Management Committee: M Chidgey 
explained that the CCG’s current position will be included within the routine 
Compliance Report to the Governing Body. This item can be removed 
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010713: To bring to the Governing Body the detail of the governance of the local 
Health Economy Resilience Group: G Mullins will provide this detail within her 
Chief Operating Officer’s update. This item can be removed 
 
The Governing Body noted the updates. 
 
 
184/13 NOTIFICATION OF ITEMS OF ANY OTHER BUSINESS 
 
The Chair invited items of additional business; two items were submitted by T 
Stokes. 
 
 
185/13 PATIENT STORY 
 
The Governing Body watched a video of a Stockport resident talking of her 
experiences of health services before the detection of her cancer. 
 
J Pantall stated that he has been informed that, across Greater Manchester, there 
are comparably excessive deaths following cancer and he asked if a low detection 
rate is the issue. 
 
A Johnson replied that across Stockport there is an issue of late presentation. He 
continued that there is also a correlation between breast cancer incidence and the 
affluence of a geographic area. He also explained that cancer can be difficult to 
detect as the patient may present with only vague symptoms. 
 
C Briggs explained that Stockport has a high rate of ‘two week referrals’ and she 
wished to assure Cllr Pantall that our local GPs are not being complacent in this. 
She suggested that this video could be shared with practices as a training tool.   
 
T Stokes suggested that routine screening can on occasion miss a diagnosis, and 
J Crombleholme added that there is currently an interesting debate going on 
regarding the national screening programmes. 
 
V Mehta commented that for newly-trained GPs there is more emphasis on 
consultation techniques but this training may not be available to established GPs. J 
Crombleholme asked who would be available to look into this training issue and R 
Roberts suggested that this could be included within GP development work. C 
Briggs added that the GP trainers will have undergone the same consultation 
training as their trainees and, as Stockport has a high number of training practices, 
we could take some assurance from that regarding our established GPs. 
 
T Ryley observed a link with the CCG’s strategic aim for health literacy. C Briggs 
supported this view, and explained that her practice has recently had cases of 
patients not taking personal responsibility for following up on investigations, as if 
people do not understand its importance.  
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J Greenough asked if the patient would have benefitted from a second opinion. S 
Johari replied that tiredness can be difficult to assess as it is non-specific, and A 
Johnson added that pain is not usually a symptom of breast cancer. 
 
J Crombleholme commended the patient for being very brave to be videoed for a 
public Governing Body meeting. 
 
The Governing Body noted the patient’s story and agreed that the video would be 
shared with the specific GP practice and that there would be a future masterclass 
on general practice communication. 
 
 
186/13 STRATEGIC PERFORMANCE REPORT 
 
G Mullins presented the Strategic Performance Report. She explained to the 
members that our biggest challenge remains the Emergency Department’s 95% 
target. She added that some progress in this area has been made, and that today’s 
Quality Report includes mention of an unannounced visit to the Emergency 
Department by the Care Quality Commission. The feedback from this inspection 
was very positive despite it having taken place at a time in July when the 
department was struggling with the target. This issue will be kept under close 
scrutiny as we are entering the winter period which is often extremely challenging. 
 
G Mullins continued that the CCG has undergone its first quarterly checkpoint with 
the NHS England Area Team and added that the poor Emergency Department 
performance had been raised during the discussions as well as our performance 
against the MRSA and Clostridium Difficile targets. T Ryley advised the members 
that we will publish on our website the full report and our response by the end of 
September, and G Mullins added that this will also be circulated to the Governing 
Body members. 
 
G Mullins provided an update to the strategic plan. The CCG has been successful 
in winning a demonstrator bid for an integrated hub in one locality based on the 
Stockport One service; this funding will help to progress this programme of work. 
There is work underway by the Transformation Board to increase capacity by the 
recruitment of additional project management jointly funded by the partners. 
 
G Mullins concluded by informing the members that this month’s performance 
report includes a compliance update and, as previously requested by the 
Governing Body, a full list of the performance indicators against which the CCG is 
measured. 
 
J Greenough commented that he likes the format of this report, although he 
considers that there is still work to be done on risk management as the Governing 
Body should not just be accepting those rated ‘red’. He specifically asked about 
emergency re-admissions, and M Chidgey explained that the model of care has 
changed and we need to understand the impact of this change. To help with this C 
Briggs has set up a series of patient-level audits at the Foundation Trust to 
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establish if the correct process had been followed and if there are gaps in our 
service provision. 
 
J Greenough asked when he could expect to see this indicator turn ‘green’ and M 
Chidgey replied that although the root cause analysis will be available soon he 
cannot yet provide assurance as to when the performance will improve. J 
Greenough asked for the root cause analysis and action plan to be brought to the 
November meeting and M Chidgey agreed to provide these. 
 
G Mullins explained that some of our reform programmes are not making their 
expected progress partly due to capacity and technical issues. She will be 
discussing this with J Crombleholme outside of the meeting. With reference to the 
Stockport One reform programme J Crombleholme queried if we really understood 
the complexity of it at the time of reviewing the business case, and asked for the 
directors to incorporate this learning into subsequent business cases. 
 
G Mullins responded that the reform programmes have proven to be very 
complicated, and advised that Stockport One was intended to be a small service. C 
Briggs reflected that her understanding was that, rather than being a small pilot, 
Stockport One was intended to be a significant solution to the challenges facing 
the CCG. G Mullins replied that integrating health and social care is a large 
programme of which Stockport One is only one strand; the next step to this is the 
demonstrator bid. 
 
J Idoo added that some of the issues for Stockport One have been due to our 
partners’ inability to expand as rapidly as required, and explained that for the 
existing cohort of one hundred patients we have delivered some wonderful patient 
outcomes and suggested that this could be the topic of a future patient story.  
 
T Ryley observed that a challenge for the CCG is the inability to submit to NHS 
England a financial plan which does not balance which results in the tension of 
never being able to say that a reform programme cannot be achieved. He 
suggested that in March 2013 it was noted that the CCG’s plans were very 
stretching. J Crombleholme advised that some CCGs have submitted financial 
plans which do not balance, and proposed that going forward the CCG adopt a 
less optimistic approach within business cases. 
 
J Crombleholme expressed concern with the current data processing issue and 
asked when this is likely to be resolved. R Roberts explained that the specific data 
has now been received since the meeting papers were issued. G Mullins advised 
that there are some concerns regarding what data the CCG can and cannot 
process, and J Crombleholme recognised that this is a national issue. G Mullins 
continued that we have had good sign-up by practices to the business cases but 
advised the members that these business cases have still not yet been approved 
by the Area Team. 
 
The Governing Body noted the report and supported the activities underway to 
maintain and improve performance. 
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187/13 QUALITY REPORT 
 
M Chidgey presented the monthly Quality Report, and informed the members of 
the following key messages: 
 


- At its August meeting the Quality and Provider Management Committee 
discussed a CCG report on the quality of emergency care at the Emergency 
Department of Stockport NHS Foundation Trust. M Ryan was invited to the 
meeting to lead the discussion from her expert viewpoint as a paediatric 
emergency department consultant. M Ryan observed that there are 
significant gaps in the data available from the Foundation Trust and that 
therefore it is not possible to be assured of the quality of care provided  


- The committee also reviewed the positive report following the unannounced 
visit to the Emergency Department by the Care Quality Commission 


- The CCG has agreed to fund a waiting list initiative for the Children’s 
Speech and Language Therapy service to treat the waiting list of 144 
children who have been waiting up to 21 weeks 


- The committee has received from the Foundation Trust details of the 
measures underway to improve safeguarding children training for its staff 
although we have received no assurance that the targets can be met within 
a two-year timeframe 


- The Committee noted that the Foundation Trust has made good overall 
achievement of quarter one’s key performance indicators and CQUIN 
targets 


- Mastercall successfully launched the pilot Community IV Service in July with 
good quality outcomes as 30 patients avoided a hospital admission 


- The Stockport health economy has exceeded its Clostridium Difficile target 
by six cases. There are weekly teleconferences taking place to review root 
cause analyses and to ensure appropriate preventative actions are taken 


- A new Patient Experience Surveillance Group will meet for the first time in 
October 


- A GP-led walkaround took place at the Foundation Trust in July where a GP 
visited their own patient on a ward with a commissioner. Observations of the 
care being provided on the ward have been fed back to the Foundation 
Trust. 


 
J Greenough asked the current position for TIA performance, and M Chidgey 
explained that a ‘deep dive’ had been provided for the Governing Body a number 
of months ago. One gap identified during that exercise was weekend performance, 
and because the profile of cases during July was weighted towards weekends we 
have seen a significant decrease in performance. He explained that the direction of 
travel towards centralised services will provide us with a weekend service but until 
then we will push for weekend coverage from the Foundation Trust’s Medical 
Assessment Unit. A Johnson asked how NHS Bury CCG is achieving 100% 
against this target and M Chidgey explained that it is because they have access to 
a weekend service via a Medical Assessment Unit. 
 
C Briggs suggested repeating the messages which have been delivered to general 
practice to remind them of the pathway. P Carne asked how Mastercall supports 
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such weekend coverage as he does some work for Mastercall and is unaware of 
this; C Briggs agreed to follow up on this. 
 
J Greenough also noted that this is the first time that he has received any 
information on the quality of our GP members and asked if the CCG should be 
taking more of a lead on this rather than following the Area Team. G Mullins 
explained that the CCG has the responsibility to improve the quality of and to 
remove the variability within general practice. This primary care scorecard had 
been expected from the Area Team in May. She advised the members that she is 
leading a piece of work across Greater Manchester on primary care quality, and 
suggested that going forward the CCG could have a committee focussed on 
primary care quality. 
 
R Gill observed that the CCG’s future investments in primary care need to be 
aligned to improving outcomes and to reducing variation; he suggested working 
with the Area Team on this rather than clashing with them, and J Crombleholme 
noted that the CCG should not be doing the work for which other organisations are 
funded and staffed to do. J Greenough commented that he now feels more 
reassured on this matter, and asked for regular updates. 
 
The Governing Body noted the report and supported the actions underway to 
improve the performance of our providers’ quality. 
 
 
188/13 FINANCE REPORT 
 
G Jones presented the month 4 Finance Report, and he informed the members of 
the following key points: 
 


- The financial position is overheating on some of our healthcare contracts 
although this is currently being mitigated by some of our other contracts 


- Prescribing continues to deliver its CRES 
- We have an underspend on running costs which is largely due to having 


carried some vacancies earlier in the year 
- We have not yet received approval from the Area Team for the business 


cases which are being funded from the 0.7% non-recurrent local investment 
fund 


- We have been told that the final adjustments regarding Specialist 
Commissioning will be applied at the end of month 6. The assumption is that 
the CCG will be left with a funding shortfall of £1.9m. 


 
R Gill observed that the issue of Specialist Commissioning is a national problem 
and suggested that concerted action could be taken by the Association to reflect 
these difficulties back to NHS England.  
 
G Jones advised that a change is due to be made to the funding formula for CCGs 
and explained that the changes are to be phased in over five years so no CCG will 
face a dramatic in-year change. 
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J Crombleholme asked if NHS Property Services Ltd will have to start charging the 
CCG VAT and G Jones offered to look into this and to report back. 
 
The Governing Body noted the financial position as at month 4 and noted the 
major inherent risks that could impact on the CCG’s ability to deliver against its 
target surplus for 2013/14. 
 
 
189/13 PREVENTING AVOIDABLE ADMISSIONS: BUSINESS CASE FOR 
ENHANCED RAPID RESPONSE SERVICE 
 
M Chidgey presented the business case for enhancing the rapid response team to 
prevent avoidable admissions to hospital. He explained that this business case has 
the support of the Urgent Care Board. He informed the members that option one is 
the preferred option and that, being mindful of procurement rules, this could be 
dealt with through contract variation and would not necessitate a full procurement 
as it is an extension to an existing service. 
 
J Crombleholme asked if this has been considered by the Conflict of Interest and 
Procurement Panel and was informed that the statement of advice from the panel 
is included within this business case. She also questioned if the Governing Body 
should be considering the options or if this is a management decision, and R Gill 
supported this challenge by suggesting the role of the Governing Body in business 
cases could be discussed during one of the upcoming away days. 
 
V Mehta added that communication plans have been drawn up to inform general 
practice of this service as some GPs currently underuse the service. 
 
T Stokes asked what would happen if all of the beds are filled; V Mehta replied that 
this is to extend current capacity to help avoid such a situation. A Johnson 
reflected that his practice’s experience is that when an appropriate patient is 
identified the beds may already have been filled and J Crombleholme noted 
therefore that this increase in capacity could be helpful. 
 
J Greenough asked the current position regarding recruitment for this service and 
G Mullins explained that it is already underway and just awaiting this approval. 
 
The Governing Body approved the business case for the enhanced rapid 
response service. 
 
 
190/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS  
 
The chair invited updates from the Locality Council Committee chairs, noting that it 
is very helpful to have started receiving the minutes from the Locality Council 
Committee meetings. 
 
S Johari informed the members that his locality has a new Area Business 
Manager. At their meeting of 4 September his locality started their planning of 
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arrangements for winter. His next locality meeting is on 9 October. J 
Crombleholme asked the level of enthusiasm amongst his Member 
Representatives and S Johari replied that they are now more enthusiastic. 
 
A Johnson reminded the members that they have received the minutes from his 
locality meetings of April and June. His members are more positive regarding the 
direction of travel but have fed back frustrations in having been presented with 
things such as the business cases which had not yet been approved and so there 
was the concern that they could be wasting their time on considering these.  
 
P Carne informed the members that he has been properly in post only since 1 
September 2013 and so does not have anything yet with which to update them. 
 
V Mehta advised the Governing Body that the Locality Council Committee Chair 
position for Stepping Hill and Victoria is currently vacant and that recruitment is 
underway for both the chair and vice-chair. 
 
J Idoo noted in the April minutes from Cheadle and Bramhall locality the mention of 
a 75% deflection rate away from secondary care for the minor eye conditions 
service. M Chidgey explained that the service is now in place and that the volumes 
of patients are high but that the pathways are not yet being fully utilised. C Briggs 
added that S Parker, Optometry Adviser, is looking into the data in more detail. 
 
The Governing Body noted the updates from the Locality Council Committee 
chairs. 
 
 
191/13 REPORT OF THE CHAIR  
 
J Crombleholme informed the members of the public and staff present that the 
Governing Body had not held a Part 2 meeting today and therefore there is nothing 
to report from this. 
 
She reminded the members that they have received a copy of the Keogh overview 
report ‘Review into the quality of care and treatment provided by 14 hospitals in 
England’ and observed that this contains some messages for the Governing Body 
about how they assess and ensure the quality of the services we commission on 
behalf of our population; in particular the members should be considering what we 
need to be doing differently. 
 
The Governing Body noted the update by the chair. 
 
 
192/13 REPORT OF THE CHIEF CLINICAL OFFICER 
 
R Gill provided the following updates to the Governing Body: 
 


- He informed the members that Dr Ash Patel has both retired from general 
practice and resigned his role at the CCG following a period of ill health. He 
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reminded the members that Dr V Mehta has been acting up in Dr Patel’s 
absence, and that an election to the substantive post will be held at the 
upcoming Council of Members meeting 


- NWAS has been appointed as the stability partner for NHS 111 
- He has circulated the minutes of the 5 June and 17 July 2013 meetings of 


the Health and Wellbeing Board. He informed the Governing Body that there 
had been a discussion regarding the Winterbourne View concordat and on 
health and social care integration. He has circulated to the members the first 
Healthier Together briefing paper. He drew the members’ attention to the 
progress of the development of the ‘out of hospital care’ programme and to 
the outline model of care. The document also summarises the governance 
arrangements for Healthier Together 


- Other documents which he has circulated this month include the letter from 
Monitor regarding the configuration of cancer services in Greater 
Manchester and the Berwick report. 


 
J Pantall informed the members that the next meeting of the Health and Wellbeing 
Board is being held later today. A discussion is to be held on ‘people-powered 
health’: how we scale up some of the initiatives in mental health.   
 
The Governing Body noted the updates from the Chief Clinical Officer, and 
expressed their thanks to Dr Ash Patel for his work with the CCG and wished him 
well in his retirement.  
 
 
193/13 REPORT OF THE CHIEF OPERATING OFFICER 
 
G Mullins provided the following updates to the members: 
 


- The CCG has been asked by the Greater Manchester Commissioning 
Support Unit to reconfirm its commissioning intentions by the end of October 
2013 


- She has circulated the Terms of Reference for the Stockport Health 
Economy Resilience Group. She reminded the members that the CCG has 
a responsibility for its responsiveness in such events. There has been work 
carried out to prepare for the management of any such situation by the 
setting up of an incident room and the establishment of an on-call rota. She 
explained that there is still some work to do with the Area Team to clarify 
responsibilities towards primary care. It was also noted that the CCG has a 
different set of responsibilities from those of the former PCT; a recent 
example of this has been the local fire in Bredbury where the response was 
led by the local authority’s Public Health directorate with support from the 
Area Team. She concluded by offering to reflect the progress of the Health 
Economy Resilience Group within the future compliance reports to the 
Governing Body. 


 
J Crombleholme suggested that a discussion regarding the CCG’s commissioning 
intentions with the Commissioning Support Unit could take place during the 
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upcoming away days; G Mullins supported this suggestion as this would be the 
time to consider the CCG’s strategic intentions. 
 
The Governing Body noted the updates and approved the Terms of Reference of 
the Stockport Health Economy Resilience Group. 
 
 
194/13 STATEMENT OF INVOLVEMENT 
 
T Ryley presented the Statement of Involvement outlining the engagement 
undertaken by the CCG and explaining how local feedback had influenced its 
decision-making. He explained that it is a legal requirement for the CCG to publish 
this information. 
 
J Greenough commented that he was very pleased to read the volume of 
engagement which has taken place. J Crombleholme echoed his words and stated 
that she also found it a really informative piece of work. 
 
The Governing Body noted the Statement of Involvement 2012/13. 
 
 
195/13 ANNUAL SAFEGUARDING REPORTS 
 
M Chidgey opened this discussion by explaining to the members that, due to an 
external deadline, these safeguarding annual reports had not been taken through 
the usual process of having been reviewed by the Quality and Provider 
Management Committee before being presented to the Governing Body. He 
explained that the assurances contained within the reports are qualitative and not 
quantitative; there are commissioned services referenced within the reports but at 
this stage no assurances are being provided regarding those specific services. He 
proposed bringing back half-year reports for each safeguarding workstream in the 
next two to three months to provide more detail and assurance to the members. 
 
C Briggs presented the three reports and explained that the CCG has different 
responsibilities towards looked after children from the responsibilities it has 
towards children and vulnerable adults. She proposed to go through each report 
separately. 
 
She informed the members that progress has been made regarding the 
safeguarding vulnerable adults agenda and this has been reinforced through the 
recruitment of a Designated Nurse. This additional post has helped the 
safeguarding team to undertake more detailed scrutiny. She explained that the 
process undertaken has been to ask providers to self-report and then to work with 
each provider on the issues raised through this process. A significant concern has 
been raised regarding the current levels of training across Stockport NHS 
Foundation Trust and this is being progressed by the Quality and Provider 
Management Committee. As a result of this concern the safeguarding team would 
consider there is only partial assurance regarding the safeguarding of vulnerable 
adults. 
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The Quality and Provider Management Committee is also concerned with the 
safeguarding children training arrangements at Stockport NHS Foundation Trust. 
This concern is with the levels of training being delivered and with the record 
keeping of such training. There has been progress made over the last couple of 
months. C Briggs and S Gaskell, Designated Nurse Safeguarding Children, have 
both attended the local Safeguarding Board. There is a requirement to clarify the 
responsibilities of both the CCG and of the Area Team. There is a Multi-agency 
Risk Assessment conference being held on domestic abuse and it is hoped that 
GPs will attend. The safeguarding team feels that there is significant assurance 
regarding the safeguarding children’s agenda. 
 
In Stockport there are 300 looked-after children of whom 102 are out of area 
placements. In addition there are approximately 400 looked-after children from 
other local authorities resident in Stockport. Stockport NHS Foundation Trust 
provides a dedicated resource for looked-after children which works alongside its 
universal services. There is an identified gap in the provision of Child and 
Adolescent Mental Health Services for looked-after children and specifically for 
those placed in Stockport by other local authorities. C Briggs added that the 
safeguarding team have also identified that there is a service provision issue 
resulting from there being no dedicated health team for care leavers. The 
safeguarding team feel that there is significant assurance regarding the provisions 
for looked-after children. 
 
J Pantall informed the members that a recent domestic homicide review had 
identified a case whereby the Police were aware of a safeguarding issue for a 
vulnerable adult but this was not known by the other agencies involved. He 
suggested that the Health and Wellbeing Board could discuss this case to identify 
possible solutions. 
 
J Greenough questioned the assurance ratings used in these reports, and 
explained that he feels that there are too many areas where no data is provided for 
him to feel any kind of assurance. 
 
S Gaskell informed the members that these reports are in a different format from 
those previously received by the Primary Care Trust Board; whilst the previous 
reports contained more facts and figures these current reports follow a newly-
proposed template. She asked the Governing Body for what they would like to see 
contained within future reports. She reminded the members that the safeguarding 
team has been fully resourced only since March 2013 which is why only limited 
progress was made against this agenda during 2012/13. 
 
R Gill agreed that the CCG’s predecessor struggled to resource this function 
adequately and that, now the CCG has done so, the Governing Body needs to 
consider what detail they wish to see within these reports in order to be able to 
make decisions based on their content. The members need to consider their 
expectations of a future joined-up system. 
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A Johnson expressed support for the suggestion that the Quality and Provider 
Management Committee should support the Governing Body by providing 
assurance for safeguarding arrangements. He also asked if we do the same work 
with Pennine Care NHS Foundation Trust as we do with Stockport NHS 
Foundation Trust. S Gaskell explained that, for Pennine Care, the lead 
commissioner is NHS Heyward, Middleton and Rochdale CCG and that they take 
the same approach with Pennine Care as we do with Stockport NHS Foundation 
Trust. She continued that, as a result of not being the lead commissioner of that 
service, she cannot provide the same levels of assurance for Pennine Care’s 
services as for those of our local Foundation Trust. 
 
J Crombleholme asked if a safeguarding concern regarding services provided by 
Pennine Care NHS Foundation Trust would be raised through the Quality and 
Provider Management Committee and M Chidgey replied that it would. 
 
J Crombleholme noted that for future safeguarding reports the Governing Body 
needs to be receiving assurance from the Quality and Provider Management 
Committee. She explained that this is a very important area but the Governing 
Body should not be duplicating the work of its committees.  
 
The Governing Body noted the content of the reports and requested that they be 
reviewed by the Quality and Provider Management Committee. 
 
 
196/13 CCG CONSTITUTION: PROPOSED CHANGES TO CONSTITUTION 
AND REMUNERATION COMMITTEE TERMS OF REFERENCE 
 
T Ryley presented a brief report setting out the proposed changes to the 
Constitution of NHS Stockport CCG. He reminded the members that any proposal 
from the Governing Body needs to be approved by the Council of Members and 
then by the NHS Commissioning Board. 
 
He reminded the members that they had already approved the inclusion of the 
‘whistleblowing’ wording at their meeting in June 2013. The proposed change to 
the membership of the Governing Body is in response to guidance which has been 
issued to CCGs. He added that the revised Terms of Reference for the 
Remuneration Committee need not be taken to the Council of Members as they 
are not a substantive part of the Constitution but they do need to be approved by 
the Governing Body. 
 
J Crombleholme noted that the proposed changes to the membership of the 
Remuneration Committee means it is still out of line with the received guidance. 
 
The Governing Body approved the revised Terms of Reference of the 
Remuneration Committee noting that they are out of line with the national guidance 
and supported the proposed changes to the Constitution being put forward to the 
Council of Members. 
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197/13 TERMS OF REFERENCE FOR NHS STOCKPORT CCG’S COMMITTEE 
IN COMMON 
 
R Gill presented the Terms of Reference for the NHS Stockport Committee in 
Common. He reminded the members that they have been sighted of the 
Establishment Agreement several times previously. He drew to the members’ 
attention the list of changes to the previous versions including the proposed voting 
arrangements of using a 75% majority. He clarified for the members that these 
Terms of Reference relate only to ‘level B’ business (because it is only level B 
business which is dealt with by the Committees in Common). They allow for ‘level 
1’ and ‘level 2’ business to be conducted by the Committees in Common although, 
as yet, there are no definitions as to what business each level might include. 
 
A Johnson expressed concern that this proposal for the Governing Body is not 
clear. R Gill provided some context by reminding the members that the Healthier 
Together programme is tasked with the reconfiguration of services across Greater 
Manchester and, because this is on a scale larger than CCGs working individually, 
the Association has agreed the Committees in Common as the mechanism by 
which the CCGs can act together (because by statute a CCG is unable to delegate 
such decision-making responsibility). The nature of the work of the Committees in 
Common (whereby the CCGs are working together) is being classified as ‘level B’ 
business. 
 
R Gill explained that, if they were to approve these Terms of Reference, then the 
members are mandating R Gill (or either of his deputies in the role: G Mullins or V 
Owen-Smith) to hear the evidence, to put forward the view of Stockport, but 
actually to be free to vote in whichever way he considers correct for the people of 
Stockport following the discussions and debate (which might not be the same as 
the position previously agreed by the Governing Body). 
 
C Briggs asked the implication for the CCG if Stockport did not vote for a level 2 
decision which was carried by a majority vote; R Gill explained that in such an 
instance all of the Committees in Common members (that is, all of the CCGs) 
would follow the decision made. A Johnson noted that this is a change from a 
previous iteration of the voting arrangements whereby such a binding vote needed 
to be unanimous. J Crombleholme observed that this change allows for each CCG 
to ‘have their voice heard’ without throwing the whole programme into chaos. 
 
The chair put the motion to a vote. Ten members of the Governing Body voted in 
favour and one member abstained. 
 
The Governing Body approved the draft Terms of Reference of the NHS Stockport 
CCG Committee in Common and approved the delegation of the responsibilities 
contained therein. 
 
 
198/13 ANY OTHER BUSINESS 
 
There were two items of additional business. 
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T Stokes informed the Governing Body that his first item of business had been 
addressed by the update provided today on the Stockport Health Economy 
Resilience Group as it concerned the CCG’s responsibilities towards the recent 
local fire. 
 
His second item of business pertained to concerns raised at Healthwatch regarding 
the Children’s Speech and Language Therapy service, and he asked what 
additional funding has been earmarked for this service, what will be the impact of 
the additional funding, and what this means for the thresholds for children entering 
into the service. 
 
M Chidgey replied that the CCG has set aside with the Foundation Trust £400,000 
for improving the access to and quality of community services. He added that 
£226,600 of this funding would be directed towards the Children’s Speech and 
Language Therapy service (the figure recurrently is £224,000). He explained that 
the access criteria for the service are not being changed, and that a future service 
review will consider what level of service the CCG wishes to commission. 
 
T Stokes added that Healthwatch has received feedback that there is some 
reluctance to put people onto the waiting list for fear of raising the parents’ 
expectations and M Chidgey agreed to include within discussions with the 
Foundation Trust if the waiting list is deterring people from being referred into the 
service. 
 
The Governing Body noted these updates. 
 
J Crombleholme invited questions from the members of the public. 
 
1 How can the public influence the CCG’s commissioning decisions? 
T Ryley explained that the usual process is for the Governing Body to discuss the 
general aims of the CCG and for these to be taken to a January meeting of the 
Patient Panel. In addition for specific service changes the CCG has a duty to 
consult and there are individual events throughout the year to support this. He 
gave the example of the large scale integration of health and social care and 
explained that the CCG will be carrying out a great deal of consultation on this. He 
concluded by explaining that the feedback from such consultations then informs 
the Governing Body’s decision-making. 
 
2 What are the mechanisms used for this consultation? 
T Ryley explained that there is a variety of methods used depending upon the 
nature of the consultation. These range from online surveys to face-to-face 
meetings with groups of patients and the public; details of these are contained 
within the Statement of Involvement which has today been discussed by the 
Governing Body. 
 
3 Do you review readmissions after the thirty day period? 
M Chidgey explained that there is no current piece of work looking at this; V Mehta 
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added that there is some separate work starting which will review patients who 
have frequent admissions to hospital.  
 
4 Do you commission any services which have a cap on the available items of 
equipment? 
S Johari replied that he could not recall any clinical condition where the CCG 
places a physical cap on, for example, the number of available pacemakers. 
 
 
199/13 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 13 November 2013 at Regent House, Stockport. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 12.46.    
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2013-14


Month 6 - as at 30th September 2013


Plan Actual Var Var Plan Actual Var Var Prior Month Change


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


Allocations


Confirmed (173,961) (173,961) 0 0.0% (357,168) (357,168) 0 0.0% (357,168) 0.0%


 Anticipated 4,607 4,607 0 0.0% 9,213 9,213 0 0.0% 9,338 (1.3%)


Total Allocations (169,355) (169,355) 0 0.0% (347,955) (347,955) 0 0.0% (347,830) 0.0%


Net Expenditure


Acute 101,786 103,531 1,745 1.7% 202,696 206,088 3,392 1.7% 204,572 0.7%


Mental Health 14,368 14,607 239 1.7% 28,704 28,850 146 0.5% 28,672 0.6%


Community Health 10,663 10,732 69 0.6% 21,327 21,327 0 0.0% 21,361 (0.2%)


Continuing Care 7,294 6,513 (781) (10.7%) 14,590 13,770 (820) (5.6%) 14,607 (5.7%)


Prescribing 22,626 22,774 148 0.7% 45,251 45,251 0 0.0% 45,251 (0.0%)


Primary Care 2,615 2,674 59 2.2% 6,729 6,863 134 2.0% 4,992 37.5%


Other 3,562 3,513 (49) (1.4%) 7,857 7,116 (741) (9.4%) 7,905 (10.0%)


Running Costs (Corporate) 3,191 3,161 (30) (1.0%) 7,180 7,149 (31) (0.4%) 7,154 (0.1%)


Sub Total 166,105 167,504 1,399 0.8% 334,334 336,414 2,080 0.6% 334,515 0.6%


Reserves


 Reserves - Demand Pressures 1,500 0 (1,500) (100.0%) 2,319 755 (1,564) (67.4%) 2,619 (71.2%)


 Reserves - Investments 0 0 0 0.0% 8,890 8,052 (838) (9.4%) 9,176 (12.2%)


 Reserves - Contingency 0 0 0 0.0% 4,807 3,978 (829) (17.2%) 3,978 (0.0%)


 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% (3,767) (2,300) 1,467 (38.9%) (2,300) 0.0%


 Reserves - Saving & Efficiency  Specialist Comm 0 0 0 0.0% (2,658) (3,000) (342) 12.9% (3,381) (11.3%)


 Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 530 491 (39) (7.4%) 0 0.0%


Sub Total 1,500 0 (1,500) (100.0%) 10,121 7,976 (2,145) (21.2%) 10,092 (21.0%)


Total Net Expenditure & Reserves 167,605 167,504 (101) (0.1%) 344,455 344,390 (65) (0.0%) 344,330 0.0%


TOTAL (SURPLUS) / DEFICIT (1,750) (1,851) (101) 5.8% (3,500) (3,565) (65) 1.9% (3,500) 1.9%


Appendix 1


Forecast 13/14 Change in ForecastYTD (Mth 6)







SUMMARY OF RESERVES Appendix 2


Month 6 - as at 30 September 2013


Table 1 - Reserves Summary


Reserves Commits Forecast Bals


Held Mth 6 Mth 6 onwards Year End


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


 Demand Pressures 2,319 755 (1,564)


 Investments 8,890 8,052 (838)


 Contingency 4,807 3,978 (829)


 In Year Adjustments to Allocation 530 491 (39)


 Saving and Efficiency (see table 1 below) (6,425) (5,300) 1,125


Total Reserves 10,121 7,976 (2,145)


Table 2 - CCG Cost Improvements


CIP Schemes - CCG Element YTD CIP not yet RAG


Rec NR Total Savings delivered (Mth 6) Rating


£'000 £'000 £'000 £'000 £'000s £'000s


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


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


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


CIP - Activity Scoped - Target Saving (3,767) (3,201) (566) (3,767) 0 (3,767)


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


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


Total (24,014) (6,205) (220) (6,425) (17,589) (6,425)


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


Number £000s


Non-NHS Payables


Total Non-NHS Trade Invoices Paid in the Year 3,719 16,611


Total Non-NHS Trade Invoices Paid Within Target 3,687 16,401


Percentage of Non-NHS Trade Invoices Paid Within Target 99.14 98.74


NHS Payables


Total NHS Trade Invoices Paid in the Year 764 120,019


Total NHS Trade Invoices Paid Within Target 762 120,018


Percentage of NHS Trade Invoices Paid Within Target 99.74 100.00


Total NHS and Non NHS Payables


Total NHS Trade Invoices Paid in the Year 4,483 136,630


Total NHS Trade Invoices Paid Within Target 4,449 136,419


Percentage of NHS Trade Invoices Paid Within Target 99.24 99.85


Table 4 - Summary of Notified and Anticipated Allocation


Recurrent 


Budget Non Recurrent Total


£'000 £'000 £'000


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)


  Demonstrator Site Funding (460) (460)


  Palliative Care Adjustment (GM LAT Month 6) (31) (31)


  Specialist Commissioning recurrent adjustment (381) (381)


  Specialist Commissioning IAT CWW Home Adjustment 1,132 1,132


TOTAL ALLOCATIONS (342,685) (5,270) (347,955)


Month 6 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


September YTD







NHS STOCKPORT CCG BALANCE SHEET as at 30 September 2013 (Month 6) Appendix 3


Opening Closing Movement Forecast


Balances Balances in Balances B/S


1.4.13 31.8.13 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 15 15 0


Trade and other receivables 0 868 868 0


Inventories 0 0 0 0


0 883 883 0


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


Total current assets 0 883 883 0


Total assets 0 883 883 0


Current liabilities


Trade and other payables 0 (14,602) (14,602) 0


Provisions 0 0 0 0


Borrowings 0 0 0 0


Total current liabilities 0 (14,602) (14,602) 0


Non-current assets plus/less net current assets/liabilities 0 (13,719) (13,719) 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 (13,719) (13,719) 0


FINANCED BY:


TAXPAYERS' EQUITY


General fund 0 13,719 13,719 0


Revaluation reserve 0 0 0 0


Total Taxpayers' Equity: 0 13,719 13,719 0
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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.  


 


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) Committee Annual Review 
2. Quality & Provider Risk Register 
3. Provider Quality Monitoring/Performance 
4. Patient Safety   
5. Clinical Effectiveness  
6. 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 
 


Clinical Executive Sponsor: Dr Cath Briggs 


Presented by: Mark Chidgey/Gillian Miller 


Meeting Date: 13 November 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 Committee Annual Review 
 
1.1 In October the Quality & Provider Management (Q&PM) Committee 


undertook an annual review of the effectiveness of the Committee and 
of its Terms of Reference (TOR).  The main issue discussed was the 
tension between managing the breadth of the quality agenda, given the 
number of providers and the need to dig deeply into specific issues of 
concern.    
 


1.2 It was suggested that the TOR should reflect the advisory role of the 
Committee in respect of provider contracts.  The Committee should 
have a strong clinical enquiry focus.  It should apportion time for quality 
assurance in accordance with a risk assessment of each contract.  It 
should advise on the management and processes of the quality system 
and focus on the outcomes.   Safeguarding risks should be managed 
by the Committee and an annual review of safeguarding processes 
reviewed by the Committee. Further clarity would be helpful to 
understand the relationship between the Q&PM Committee and NHS 
Stockport Clinical Commissioning Group (CCG) Clinical Boards in 
respect of monitoring and management of quality. 
 


1.3 A risk register and a work plan reflecting a risk stratification of all 
contracts will help to manage the significant agenda. The TOR and 
work plan are being reviewed in more depth by members and will be 
brought to the Governing Body in December for ratification.  


 
 
2.0 Quality & Provider Management Risk/Issue Register 
 
2.1 The Q&PM Risk Register is attached as a key document to highlight to 


the Governing Body the risks and issues identified by the Q&PM 
Committee (Appendix 1).  It documents the risks associated with the 
quality of commissioned services, the risk rating and the actions taken 
to mitigate the risk.  This register is a work in progress and will develop 
to reflect the CCG Corporate Risk Register. 


 
 
3.0 Provider Quality Monitoring/Performance 
 
3.1 The quality and performance of providers is monitored using the CCG 


Quality Monitoring and Early Warning System (Appendix 2).  In addition 
to identifying risk, the Governing Body is asked to note some key 
notable outcomes and reviews relating to provider’s performance. 


 
3.2 The Care Quality Commission (CQC) published its Intelligent 


Monitoring tool in October, to assess the quality and safety of patient 
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care at 161 NHS Trusts. The CQC use the results to rank Trusts into 
six bands.  Stockport Foundation Trust (FT) has been ranked in the 
lowest risk band (6). Out of all Greater Manchester Trusts only The 
Christie was also in the lowest risk band.  Stockport FT results can be 
viewed at:  


 
http://www.cqc.org.uk/sites/default/files/media/reports/RWJ_101_WV.p
df 


 
3.3 The CQC undertook an unannounced visit to Mastercall Healthcare in 


September.  The report was positive with all CQC standards of care 
met and no recommendations.  


 
3.4 The CCG also undertook an unannounced walk round of Mastercall 


Healthcare in October.  This provided further assurance of the quality 
and patient-centred focus of Stockport’s GP Out-Of-Hours (OOH) 
service.  


 
3.5 The CCG undertook a familiarisation walk round of BMI as an 


extension of a quality and performance contract meeting in September.  
This showed an organisation with high internal standards on quality 
and performance monitoring. 


 
3.6 Primary Care 
 
3.6.1 Four GP practices are working with the CCG and the Local Area Team 


(LAT) to provide assurance that plans are in place to address the areas 
where the practice has been identified as an outlier on the Primary 
Care Web Tool.  
 


3.6.2 The LAT and Commissioning Support Unit (CSU) are working through 
a backlog of primary care complaints. 


 
 
4.0 Patient Safety 
 
4.1 Safeguarding 
 
4.1.1 The Q&PM Committee reviewed the safeguarding annual reports and 


highlighted two issues relating to looked after children which they have 
requested further assurance to be provided. 


 


 That a check by an orthoptist, for pre-school children and an 
optician, for the older child, is routinely made following the initial 
health assessment. 


 To understand the mental health provision for looked after children 
and if there is a real gap in provision. 


 
4.1.2 The Committee agreed that a high level, standard template report 


should be provided at each meeting with an exception report 



http://www.cqc.org.uk/sites/default/files/media/reports/RWJ_101_WV.pdf

http://www.cqc.org.uk/sites/default/files/media/reports/RWJ_101_WV.pdf
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highlighting risks/issues.  These issues will have been previously 
discussed with the Clinical lead for Quality; the Committee will agree 
actions. 


 
4.2 Serious incidents 
 
4.2.1 There are 27 incidents from 2012/13 still open on STEIS (Strategic 


Executive Information System). The plan to clear the backlog is not on 
track and this has been raised with the Trust.  For 23 of these 
incidents, the CCG has not received any form of investigation report.  
In some cases reports are received from the Trust with limited analysis 
and documentation of the incident.  In such cases where the Trust has 
informed the CCG that it is not possible to investigate further, the CCG 
is closing the incident on STEIS, documenting any residual concerns. 
These incidents are mainly related to pressure ulcers. 
 


4.2.2 There were three serious incidents reported from Stockport NHS 
Foundation Trust (FT) in October. These were all related to pressure 
ulcers.  In October there was the first quarterly peer review of a sample 
of Stockport NHS FT serious incidents with the Clinical Director of 
Quality and Stockport NHS FT’s Medical Director.  This also provided 
an opportunity to escalate concerns the CCG has noted in reviewing 
serious incident reports. 
 


4.2.3 The Q&PM Committee agreed the two Stockport NHS FT never events 
can be closed on STEIS.  The CCG walk round of surgical areas in 
September provided assurance that the action plans had been 
implemented.  


 
 
5.0 Clinical Effectiveness 
 
5.1 Infection control is highlighted on the Risk Register with a focus on C-


difficile reduction and MRSA bacteraemia prevention across the health 
economy.  These areas have an informal work plan and a monitoring 
task group has convened for C-difficile incidence.  The CCG are 
participating in a Greater Manchester infection prevention collaborative.  
The Quality Team are developing a formal work plan in partnership 
with Public Health England to provide assurance that the wider scope 
of infection prevention is adequately scrutinised within our providers. 
 


5.2 Stockport NHS FT’s compliance with NICE Guidance is on the Q&PM 
Risk Register and reported through the Clinical Policy Committee. 


 
 
6.0 Patient Experience 
 
6.1 Friends & Family Test (FFT) 
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6.1.1 Most Trusts within Greater Manchester are now achieving above the 
15% combined response rate for FFT, with the exception of Central 
Manchester Foundation Trust (CMFT), Stockport and University 
Hospital South Manchester (UHSM).  Stockport has the second lowest 
A&E response rate - 4.2% in September.  Stockport NHS FT aim to 
improve this performance by offering A&E patients the opportunity to 
text their FFT results to the Trust.  
 


6.1.2 The CCG now receives a copy of all Stockport NHS FT FFT patient 
comments.  The majority of comments are very positive for both A&E 
(very low numbers) and in-patient wards.  It is too early to track trends 
by wards for negative comments.  
 


6.1.3 The roll out of FFT to Maternity Services commenced on 1st October 
2013. 


 
6.2 NHS Stockport CCG Patient Experience Officer 
 
6.2.1 A new post has been developed within the Quality Team to monitor 


and manage issues associated with patient experience. This post has 
been filled by the existing CCG Complaints Manager. This will provide 
a focus and expertise in this crucial aspect of the quality monitoring 
system.  


 
 


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 






