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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 in the Saxon Suite at Stockport Sports Village, Lambeth Grove, Woodley, Stockport, SK6 1QX at 10.00 on Wednesday 11 September 2013.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	10.02
	J Crombleholme

	3
	Approval of the draft Minutes of the meetings held on 10 July 2013

	
[image: image1.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 10 July 2013 v2.pdf


	To receive and approve
	10.05
	J Crombleholme

	4
	Actions Arising



	
[image: image2.emf]Item 4 - Actions 

arising from Governing Body Meeting of 10 July 2013 Part I.pdf


	To receive and note
	10.10
	J Crombleholme

	5
	Notification of items for Any Other Business


	Verbal
	To receive

	10.15
	J Crombleholme

	6
	Patient Story


	Video
	To receive and note
	10.17
	R Gill

	7
	Strategic Performance Report
	
[image: image3.emf]Item 7 Strategic 

Performance Report 09 2013.pdf


	To receive and note
	10.30
	G Mullins

	8 
	Quality Report

	
[image: image4.emf]Item 8 Quality report 

to GB - Sept 13 (final).pdf


	To receive and note
	10.45

	M Chidgey

	9
	Finance Report


	
[image: image5.emf]Item 9A Finance 

Report July 2013 Final.pdf


[image: image6.emf]Item 9B Appendix 1 

July 13 with PSPP.pdf


	To receive and note
	11.00
	G Jones

	10
	Preventing Avoidable Admissions: Business Case for Enhanced Rapid Response Service

	
[image: image7.emf]Item 10 Business 

Case for Enhanced Rapid Response Service.pdf


	To approve
	11.10
	M Chidgey 

	11
	Reports of the Locality Council Committee Chairs
	
[image: image8.emf]H&TV Locality Council 

Meeting Minutes (3 7 13).pdf



 EMBED AcroExch.Document.7  [image: image9.emf]M&W Locality Council 

Meeting Minutes (26 6 13).pdf


[image: image10.emf]SH&V 24 April 2013 

Locality Council Meeting Notes.pdf



 EMBED AcroExch.Document.7  [image: image11.emf]SH&V 26 June 2013 

Locality Council Meeting Notes.pdf



 EMBED AcroExch.Document.7  [image: image12.emf]M&W 24 April 2013 

Locality Council notes.pdf


[image: image13.emf]H&TV Locality Council 

Meeting Minutes (24.4.13).pdf



 EMBED AcroExch.Document.7  [image: image14.emf]C&B Locality Council 

24.04.2013.pdf


	To receive and note
	11.20
	S Johari

A Johnson

P Carne

	12
	Report of the Chair
	Verbal
	To receive and note
	11.30
	J Crombleholme

	13
	Report of the Chief Clinical Officer
· Health and Wellbeing Board minutes of 5 June and 17 July 2013
	
[image: image15.emf]Stockport HWB 

Minutes 17 July 2013.pdf


[image: image16.emf]Stockport HWB 

Minutes 5 June 2013.pdf


	To receive and note
	11.35
	R Gill

	14
	Report of the Chief Operating Officer
	
[image: image17.emf]Item 14 Stockport 

HERG ToR V3.pdf


	To receive and note


	11.45
	G Mullins

	15
	Statement of Involvement
	
[image: image18.emf]Item 15 Statement 

of Involvement.pdf


	To receive and note
	11.50
	T Ryley

	16
	Annual Safeguarding Reports
	
[image: image19.emf]Item 16A Annual 

report Adults 2012 - 2013.pdf


[image: image20.emf]Item 16B Annual 

Report Children 2012 - 2013.pdf



 EMBED AcroExch.Document.7  [image: image21.emf]Item 16C Annual 

report Looked After Children 2012 - 2013 (2).pdf


	To receive and note
	12.00
	C Briggs

	17
	CCG Constitution:
Proposed changes to Constitution and Remuneration Committee Terms of Reference
	
[image: image22.emf]Item 17A Final 

Proposed Constitution Amendments for 2013 14.pdf



 EMBED AcroExch.Document.7  [image: image23.emf]Item 17B Draft ToR 

Remuneration Committee 1.7.pdf


	To recommend
	12.20
	T Ryley

	18
	Terms of Reference for NHS Stockport CCG’s Committee in Common
	
[image: image24.emf]Item 18A Healthier 

Together report to GB September 2013.pdf



 EMBED AcroExch.Document.7  [image: image25.emf]Item 18B 

Establishment Agreement changes v7 to v9.pdf



 EMBED AcroExch.Document.7  [image: image26.emf]Item 18C NHSGM 

CCGs Collaboration Agreement v009 clean.pdf


	To approve
	12.30
	R Gill

	19
	Any other business as raised in agenda item 5
	Verbal
	To receive
	12.40
	J Crombleholme


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 9 October 2013 at 12:00 at Edgeley Park, Stockport (subject to confirmation).

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 27 September 2013.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Meeting Date: 11 September 2013 Agenda Item No: 9

Finance Report as at Month 4 — 31st July 2013

Summary: To present the financial position for the CCG as at
Month 4 (31st July 2013) and forecast for 13/14.

Link to Annual As per Financial Plan set out in 13/14 Strategic Plan.
Business Plan:

Action Required: To Note the financial position at Month 4 and forecast
13/14 at this date.

Potential Conflict None
of Interests

S INIEINSCRNELER Ranjit Gill

SHCEEERICI@NNGEN Gary Jones

Committees / CCG Operational Executive
Groups Consulted:

Compliance Checklist:

. Statutory and Local Policy

Documentation .

Requirement

L ) . . To follow

All sections above completed v Change in Financial Spend: Finance Section

below completed

. . . /a

Service Changes: Public Consultation n

Page numbers N Completed and Reported in Document
. : /a
. Service Changes: Approved Equality Impact n

Paragraph numbers in place N Assessment Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact At later
(Docs 6 pages or more in length) Assessment included as Appendix date
All text single space Arial 12. Headings Arial | Change in Service Supplier: Procurement & n/a
Bold 12 or above, no underlining Tendering Rationale approved and Included

Any form of change: Risk Assessment nfa

Completed and included

Any impact on staff: Consultation and EIA n/a

undertaken and demonstrable in document
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11

1.2

2.

2.1

2.2

Financial Position as at Month 4

Introduction

This financial report will detail the financial performance of NHS
Stockport CCG as at 31st July 2013 and will also 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 .

The Financial Performance Report is attached at Appendix 1 and its
format and presentation is now consistent with the monthly reporting
required by NHS England.

Financial position as at Month 4 & forecast at this date

The financial position of the CCG as at month 4 is summarised in the
table below. Members will see that our actual performance to Mth 4 is
line with year to date plan and similarly our forecast position also
remains in line with plan (based on known commitments at Mth 4).

Plan Actual (Favourable) /
(Surplus) / Deficit (Surplus) / Deficit Adverse
£000s £000s £000s
Month 4 YTD (1,167) (1,209) (42)
Year End Forecast (3,500) (3,543) (43)

Healthcare Contracts (Acute, Mental Health, Community Health,
Continuing Care, Primary Care and Other) — our performance to
month 4 shows a net zero impact across all healthcare budgets. Whilst
we are showing a £158k underspend on acute contracts, members
should note that this reflects underspends on some acute contracts
which are offsetting overspends against our 3 main contracts at
Stockport FT, UHSM and CMFT. We are in discussion with our main
providers on this issue. Our current projections on secondary care
activity/performance indicate a likely forecast overspend of cE724k with
a potential upper range of c£1.2m identified at this time. Members
should note that any cost pressure above the £724k already assumed
may have an impact on our ability to deliver the £3.5m in-year surplus
target if no offsetting saving adjustments can be identified. We will
continue to report progress in this area.





2.3

2.4

2.5

2.6

Members should note that the 4% tariff deflator and inflationary uplifts
have been embedded within the budgets (reported at Appendix 1).

Prescribing — the NHSBSA has to date shared actual spend to June
13. The spend position reported to month 4 therefore includes an
estimate for the month of July which, combined with actuals upto June,
shows that spend to date is in line with plan. As the NHSBSA has not
yet issued a forecast spend position, the forecast reflected in Appendix
1 reflects a locally determined position based on last year’s trends.
Again, using our own local forecasts we are expecting spend to be
contained in line with budget.

Running Costs (Corporate) — as members are aware, we are
required to maintain our running costs i.e. CCGs own administration/
overhead costs together with costs payable GM CSU falling within the
definition, with the £25 per head envelope. To date we have a small
underspend (c£44k) against budget which mainly reflects staff
vacancies for new posts within the CCG. The forecast position is
expected to remain broadly at this level as spend commitments on non
pay eg training and additional support, is expected to be fully utilised
during the year.

Reserves — Appendix 2 sets out the reserves currently held at month
4. Reserves have been categorised into 4 main areas, these being:-

2.6.1 Inflation & demand — price inflation has now been applied to the

healthcare and other budgets. The balance retained mainly reflects
budgeted demand growth which directly relates to the target QiPP
savings — avoided demand growth.

2.6.2 Investments — these reserves reflect the 2 % Non recurrent

investments set aside i.e. 1.3% contribution to GM Pool and 0.7%
local investments, together with our recurrent investments as set
out against our 5 strategic areas. Members are aware that we have
to submit our business cases (funded from the 0.7% NR local
investments) to the GM LAT and whilst we have received broad
agreement in principle at this time we still await their full sign off.
We are progressing these areas with our GP members to ensure
there are no further delays in the process.

2.6.3 Contingency — calls against the contingency sum have been

identified as at mth 4 and this reserve is already fully committed.

2.6.4 Savings & Efficiency — these amounts reflect £7.4m original CIP &

QiPP schemes (including avoided growth) together with the
Specialist Commissioning Risk reserve £3.4m. The inherent risks
around delivery are covered in the next section.





2.7

2.8

QiPP/CIP — A summary analysis of the amounts retained in 13/14
CIP/QIiPP reserves is Appendix 2 — table 1. This table provides both
the opening budgets and budgets still retained in reserves at month 4.
This shows that c£13.3m CIP/QiPP has been released into healthcare
and other budgets (i.e. £24m opening less £10.75m remaining). The
main area of concern remains around the Specialist Commissioning
Risk Share arrangement which is not now expected to be fully offset by
the flow of funds between NHSE and other Commissioners. To date,
we have a confirmed adjustment / inflow of funds of c£730k and
anticipated £800k inflow from NHSE which is yet to be confirmed.
These adjustments are as a result of the Q1 audit exercise which is
near final. Our forecast position is working on the assumption of
c£1.5m inflow from the Specialist adjustment.

The financial risks present at month 4 are categorised below:-

2.8.1 Allocation Risk — members have been made aware of the various

risk shares agreements put into place by GM CCGs following the
fragmentation of the former PCT Commissioner arrangements and
funding into the new NHS commissioning architecture. It is not
anticipated at this stage that any further funding resources will flow
‘out’ from the CCG to other commissioner bodies. We are still
anticipated additional allocations of c£4.3m which have still yet to
be actioned by NHSE.

2.8.2 Specialist Commissioning — as mentioned above we have

confirmation of c£730k ‘inflow’ allocation adjustment and a further
CE800k expected. This matter implicates other Commissioners in
resolving the money flow issues and the detailed mapping and
analysis is ongoing at this current time. This is an absolute priority
for the CCG. However, as members will now appreciate, the CCG
will be left with a funding shortfall of c£1.9m on the basis that the
CCG is fully funded for the anticipated £800k. This is the
assumption reflected within the forecast position.

2.8.3 In-Year Risk — the main area of volatility focuses around secondary

activity/ over performance and we have already seen this impact
against our main Trusts as at Mth 4. 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 (link to investment priorities) — 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 focussed on the
delays in the implementation of these programmes as this will
subsequently impact on our ability to ‘get ahead of the game’ and
start to deliver our recurrent savings as planned. It is imperative that
we drive the system changes needed in 13/14 to deliver against our





recurrent savings position which will benefit our financial strength
and position going into 14/15 planning round.

3. Recommendation
3.1 The Governing Body is asked to:-

3.1.1 note the financial position of the CCG as at Month 4 (31st July
2013)

3.1.2 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

3 September 2013
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NHS Stockport Clinical Commissioning

NHS

Group Stockport
11 September 2013 . . i W i
o4 Clinical Commissioning Group
Actions arising from Governing Body Part 1 Meetings
NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
010113 | Safequarding _Children _and _ Vulnerable | 11/13 10 April T Dafter
Adults: Policy and Training Strategy 12 June Update: A report will be brought to the November
To provide an update on closer working by 11 September meeting (as T Dafter is unable to attend on 11
the local authority and CCG safeguarding 13 November September 2013)
teams
040513 | Report of the Chief Operating Officer 127/13 10 July G Jones
To provide an update on risk sharing 11 September
arrangements across Greater Manchester
010613 | Strategic Performance Report 149/13 10 July J Crombleholme
For the two Lay Members to discuss 11 September
performance reporting outside of the meeting
020613 | Strategic Performance Report 149/13 10 July M Chidgey

To look into why the issue of staff CRB
checks had not been highlighted by the
Quality  and Provider Management
Committee

11 September

Update: The CCG’s current position will be
included within the Compliance report to the
Governing Body






NUMBER [ ACTION MINUTE DUE DATE OWNER AND UPDATE
030613 | Report of the Chair 153/13 13 November P Pallister
To change the constitution to include the
whistleblowing wording
010713 | Report of the Chief Operating Officer 174/13 11 September G Mullins
To bring to the Governing Body the detail of Update: This is on today’s agenda under ‘Chief
the governance of the local Health Economy Operating Officer's Update’
Resilience Group
020713 | Overview and Scrutiny Committee Review of | 177/13 9 October M Chidgey

Mental Health Services
To provide a response from the CCG
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STOCKPORT HERG TOR Aug 2013 (V3)

Meeting Date: 11.09.2013 Agenda Item No: 14

HERG Terms of Reference

Summary: To present the Terms of Reference for the Health Economy
Resilience Group.

Link to Annual
Business Plan:

Action Required: To endorse.

Potential Conflict of None
Interests

Clinical Exec Lead: N/A
Presenter / Author: Gaynor Mullins

(Ol INIICEEFACIT IS HERG
Consulted:
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STOCKPORT HERG TOR Aug 2013 (V3)

TERMS OF REFERENCE

STOCKPORT HEALTH ECONOMY RESILIENCE GROUPs (HERG)

1. NAME:
1.1 The Stockport Health Economy Resilience Group (HERG).

Generically known as a Health Economy Resilience Group, the NHS led forum will primarily comprise
of appropriate representatives from NHS funded organisations within the Stockport health economy.
However, it is acknowledged that ‘Social Care’ is an integral part of overall health service provision,
including Local Authority Public Health and therefore membership of the group is also extended to
appropriate representatives from non-NHS organisations.

The working title will be ‘The Stockport Health Economy Resilience Group’.
2. FUNCTION:

2.1 To provide a link between the GM Local Health Resilience Partnership (LHRP) and local health
economies, including acute trusts to ensure a robust communication conduit to inform on issues
related to risk, emergency preparedness, resilience and response (EPRR).

2.2 To provide a forum for all NHS partners in the Stockport health economy relating to the
development and maintenance of emergency preparedness, resilience and response (EPRR).

2.3 To provide a forum to collaborate, consult, share and disseminate information on EPRR issues
within or affecting the Stockport health economy.

2.4 To provide assurance to all partners in relation to EPRR preparedness

2.4 To provide support to the response capability in the event of an ongoing emergency or critical
incident within or affecting the Stockport health economy.

2.5 To act as an operational and tactical working group for the LHRP in implementing strategic health
policy or direction

3. OBJECTIVES:

3.1 To support the development, review and maintain the NHS Incident Management Response
capability for the Stockport health economy.

3.2 To support the development, review and maintain scenario specific plans for NHS organisations
in or affecting the Stockport health economy as determined by NHS England guidance and as
directed by the Greater Manchester Resilience Forum and Local Health Resilience Partnerships
(LHRP).

3.3 To consider and report on local risk issues affecting service provision across the health economy.

3.4 To ensure appropriate attendance at exercises across the locality, securing the support of
external partners where appropriate through the Greater Manchester Resilience Forum Training and
Exercising Sub-Group.

3.5 To ensure appropriate attendance at de-briefs within the locality, monitor actions and ensure
lessons learnt are disseminated locally and other health economy partners as appropriate.
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STOCKPORT HERG TOR Aug 2013 (V3)

3.6 To support identification of EPRR training needs and support delivery of training provided by
Greater Manchester CSU Resilience Team and ensure appropriate attendance at training (including
on-call).

3.7 To review information about EPRR performance within the health economy and provide
reassurance to the Greater Manchester NHS England Area Team.

4. MEMBERSHIP

4.1 Membership will be determined locally and approved by the Accountable Emergency Officer
(AEO) or AEOs in the case of sectors. They will have regard to the HERG footprint and constituent
CCGs reflecting local flexibility to ensure an inclusive and effective forum designed to meet the
functionality and all objectives as set out above.

1. Gaynor Mullins — Accountable Emergency Officer Stockport CCG

2. Brian Dillon — Resilience Manager GM CSU (Secretariat)

3. Stephen Watkins — Director of Public Health Stockport MB Council

4. Janine Watson — Stockport MB Council

5. David Baxter — Public Health Consultant

6. Jennifer Kilheany — Stockport MB Council

7. Terry Dafter — Stockport MB Council

8. Mark Chidgey — Stockport CCG

9. Russell James — Stockport Foundation Trust

10. Nick Folkes — GM/ AGMA Civil Contingencies Resilience Unit

11. Keith Pennington — Pennine care Mental Health Trust

12. Michaela Buck — Out of Hours Services

13 Paul Bailey — NWAS

14 John Pasiecnik — Stockport MB Council

15 James Sumner — Chief Operating Officer Stockport FT

16 TBC — NHS England Primary Care

17 Jane Ankrett — Stockport FT Community

4.2 Other representation can be invited as required.

4.3 In order for the HERG to remain effective representatives must be empowered to make decisions
and/or commit their organisations to joint actions/planning.
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STOCKPORT HERG TOR Aug 2013 (V3)

5. GOVERNANCE

5.1 This forum has no statutory powers save for those duties and obligations that may be relevant
under the Civil Contingencies Act 2004 for those who are Category 1 and 2 Responders.

5.2 This forum is a standing working sub-group to the Greater Manchester Local Health Resilience
Partnership (LHRP). In that capacity this forum can be tasked by the LHRP to carry out work as
directed by the LHRP and require information. Under the NHS England EPRR arrangements health
commissioners and providers, including public health are required to ensure they fully engage and
support requests from the GM LHRP.

5.3 Failure of any member of this group to co-operate, collaborate or share information with any
other member organisation may be referred for action to the LHRP and ultimately referred to the
Greater Manchester Resilience Forum as may be relevant in 5.1 for failing to discharge a duty.

5.4 Repeated failure to attend meetings or discharge reasonable requests of the group may be
construed as contrary to 5.3.

5.4 Decisions within the group will be by consensus with a quorum of 6 standing members. However,
decisions which may impact upon locality operations will be referred to the appropriate interested
parties within the locality for further discussion.

6. VENUE

6.1 Meetings will take place as agreed by members.

7. FREQUENCY

7.1 Meetings will normally take place, as a minimum, quarterly, with scheduling set locally.

7.2 Extraordinary meetings may be called by any member with the agreement of the Chairperson.
7.3 Meetings will be scheduled to ensure synchronisation with the LHRP.

8. CHAIRPERSON

8.1 Although the nomination of the Chairperson is for local determination depending on the general
constitution of the health economy and constituent CCGs, a CCG Accountable Emergency Officer
(AEO) maintains a NHS Commissioning overview with the relevant authority to commit CCG
resources and authorise interagency joint working on behalf of the NHS.

8.2 In the absence of the regular Chairperson an alternative standing member of the group may be
nominated by the Stockport CCG.

9. SECRETARIAT
9.1 The secretariat will be carried out by local agreement.
10. AGENDA

10.1 Agendas will be circulated one week in advance with relevant support / update papers provided
to members.

10.2 Agenda items should be notified 2 weeks in advance of the meeting to the Secretariat.
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10.3 The Agenda will contain four standing items:
a) LHRP Update
(i) Work passed to HERG from LHRP
(i) Issue raised from HERG to LHRP
b) Training and Exercises
c) Incident and de-briefs

d) Risks and Threats

11. RELATIONSHIP WITH OTHER FORUMS

11.1 The Stockport Health Economy Resilience Group is a standing working sub-group to the Greater
Manchester Local Health Resilience Partnership.

11.2 The Stockport Health Economy Resilience Group will form part of a NHS Resilience network of
HERGs across Greater Manchester and as such will be capable of contributing to a co-ordinated
approach to EPRR across the county.

11.3 The Stockport Health Economy Resilience Group will have access to exercising and training
through the Greater Manchester Resilience Forum Training and Exercising Sub-Group, who will
facilitate access to and seek support from multi-agency responders across Greater Manchester.

11.4 The Stockport Health Economy Resilience Group will have access to the Greater Manchester
Resilience Forum and Sub-groups through the LHRP.

11.5 The Stockport Health Economy Resilience Group will form the basis of a Health Economy
Tactical Co-ordinating Group (Incident Coordination Centre) to support the response to any
significant or major incident affecting the locality as directed by the CCG duty officer or NHS Tactical
Commander.

11.6 The Stockport Health Economy Resilience group will form the part of the local assurance
structure for the Stockport MBC Director of Public Health (DPH) in relation to their duties under
health protection for Stockport Health & Wellbeing Board. The DPH will ensure that public health
risks were brought to the HERG and that relevant mitigation would take place with local
commissioners and providers via the HERG structure and processes.

12. REVIEW

12.1 The Terms of Reference and membership shall be reviewed on an annual basis or more
frequently to reflect lessons identified from exercises or events.

12.2 The Chair and HERG secretariat shall be responsible for ensuring the annual review process and
implementation of lessons identified from exercises or events.

6|Page
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Meeting Date: 11 September Agenda Item No: 18A

2013

Healthier Together

Summary:

The report sets out the draft Terms of Reference for the NHS Stockport
CCG’s Committee in Common.

Also included is version 9 of the Accountability Agreement for approval.

Link to Annual
Business Plan:

This report will support the following organisational strategic aims:

1 Transform the experience and care of adults with long-term and
complex conditions, 3 Increase the clinical cost-effectiveness of
elective treatment and prescribing and 4 Improve the quality, safety and
performance of local services in line with local and national
expectations.

Action

Required:

The Governing Body are asked to approve the Terms of Reference of
the NHS Stockport CCG Committee in Common, to approve the
delegation of the responsibilities contained therein, and to approve
version 9 of the Accountability Agreement.

Potential
Conflict of
Interests

None

Clinical Exec
Lead:

Dr Ranijit Gill

Presenter /
Author:

Dr Ranijit Gill

Committees /
Groups
Consulted:

Association Governance Group in August 2013

Compliance Checklist:

Documentation

Statutory and Local Policy Requirement

To follow
All sections above completed Y Change in Financial Spend: Finance Section below completed
. . . n/a
Service Changes: Public Consultation Completed and Reported
Page numbers N in Document
) ] . n/a
Paragraph numbers in place v Service Changes: A_pproved Equality Impact Assessment
Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact Assessment n/a
(Docs 6 pages or more in length) included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & Tendering Rationale na

Bold 12 or above, no underlining

approved and Included

n/a
Any form of change: Risk Assessment Completed and included

Any impact on staff: Consultation and EIA undertaken and nfa

demonstrable in document






Healthier Together

1.0 Purpose
1.1  The purpose of this paper coming to the Governing Body is for the members to
approve the draft Terms of Reference of the NHS Stockport CCG Committee in Common,

to approve the delegation of the responsibilities contained therein, and to approve version
9 of the Establishment Agreement.

2.0 Context

2.1 It has been decided that, in order to progress decision-making for the Healthier
Together programme, each member Clinical Commissioning Group is required to
establish a ‘committee in common’. The member CCGs’ committees in common will meet
simultaneous and it is at such meetings that the decisions concerning the Healthier
Together programme will be made.

3.0 Resources

3.1 It has already been decided by the NHS Stockport CCG that the CCG’s committee
in common member is Dr Ranijit Gill (with Gaynor Mullins and Dr Vicci Owen-Smith as
deputies).

4.0 Risks

4.1 The CCG’s own plans have a significant degree of dependency upon the
successful delivery of the Healthier Together programme.

4.2  There is arisk to the timescales of the Healthier Together programme if the
Governing Body does not today agree these draft Terms of Reference.

5.0 Next Steps

5.1 The members are asked to approve the draft Terms of Reference of the NHS
Stockport CCG Committee in Common and to approve the delegation of the
responsibilities contained therein.

6.0 Appendices

6.1 Letter from Hamish Stedman, chair of the Association of Greater Manchester
Clinical Commissioning Groups

6.2 The draft NHS Stockport Clinical Commission Group’s Committee in Common
Terms of Reference

6.3 Item 18B: List of changes to version 9 of the Establishment Agreement

6.4 Item 18C: Version 9 of the Establishment Agreement





NHS

Salford Clinical Commissioning Group

St James’s

House

Pendleton

Way

Salfo

rd M6

5FW

Direct Line: 0161 212 4813
Fax: 0161 212 6030
Minicom: 0161 212 4858
Email: Hamish.stedman@nhs.net

Our Ref: HS/eaw

12 August 2013

Dear Colleague

Healthier Together Governance

| was delighted that at the AGG last Tuesday we finally agreed the quoracy and decision making
arrangements for the Healthier Together Committee in Common (HTCIC). Much time, quite rightly, has
been allocated by the AGG to this very important topic and | am really pleased that we have now reached
consensus and can move forward.

As described by Jonathan Martin these arrangements were also included in the latest draft of the Healthier
Together Committee in Common (HTCiC) and we also agreed these Terms of Reference. Whilst it is very
important to press ahead and enable the HTCiC to meet formally as soon as possible it is, nevertheless,
important that we follow due process. As discussed, Warren Heppolette will be liaising to ensure that your
individual CCG Constitutions have been amended (where appropriate) to allow the establishment of a
Committee in Common. In the meantime, we agreed that these Terms of Reference require to be taken
through your respective Boards and note the functions that will be delegated by your Board to your
respective CiC.

There has been discussion at the AGG regarding the involvement of non-GM CCG's in the decision-making
arrangements. Leila Williams met with Hempsons again on 7 August and, following that advice, | can confirm
that whilst a number of neighbouring CCGs may be involved in the CiC to enable them to be formally engaged
in the process, they will only be invited in the capacity as non-voting members. Therefore, whilst work is
onging by a number of CCG colleagues to discuss with particular non-GM CCG how they may be engaged in
the process, the TOR have been amended to reflect this revised status. | trust this confirmation will allay the
concern raised by a couple of colleagues during discussion at the AGG.

| hope that in the spirit of expediency and the fact that the AGG has considered the TOR in depth on
several occasions over recent months, culminating in us agreeing them last Tuesday, that this should
negate any protracted discussion at Boards and | would please ask for your support in managing this. Any
tweaking or requests for changes to the TOR would at this late stage result in delay to our programme that
could jeopardise already very challenging timelines.
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Could | ask you to take the HTCIC TOR through your Boards at the earliest opportunity and then advise the
Service Transformation team (Jonathan.martin3@nhs.net) once this has been done?

Yours sincerely

Hamish Stedman
Chair of the Association of Greater Manchester Clinical Commissioning Groups

Enc.

Terms of Reference for the Healthier Together Committee in Common

Version 9 — Final. Agreed by AGG on 6 August 2013
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NHS Stockport Clinical Commissioning Group
Healthier Together Committee in Common (HTCiC)

Terms of Reference

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

1.

Introduction

The Greater Manchester Clinical Commissioning Groups have established an
association of them known as the Association of Greater Manchester Clinical
Commissioning Groups (Association). The Association was established by an
agreement dated [<<insert date>>] (Establishment Agreement).

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

Healthier Together is one part of an overall public sector service transformation
programme led by Greater Manchester Local Authorities and the NHS, alongside other
partners. The main emphasis in the Healthier Together programme is anticipated to be
exploring the potential for service change in Acute General Surgery, Urgent &
Emergency Care, Women's Services, and Children's Services, which are closely aligned
to integrated health and social care and primary care reforms.

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

Establishment

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

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

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

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

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

e Approve the text and issue of the Consultation Document.

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

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

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

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

In discharging its responsibilities the HTCiC will also:

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

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

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

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

! ccGs’ consultation and involvement duties are set out in Section 1472 of the NHS Act 2006, as amended by the Health and Social
Care Act 2012.
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e Oversee stakeholder engagement and consultation on those areas of service
change that will impact on service users.

4. Category 1 and Category 2 decisions

The following decisions of the HTCiC shall be Category 1 decisions:
i. The decision to approve the model of care and proceed to consultation;
ii. To endorse the Pre-Consultation Business Case and Consultation document;

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

All other decisions of the HTCIiC shall be Category 2 decisions, unless the HTCiC
specifically and unanimously agrees that another issue should be considered as a
Category 1 decision.

5. Membership
The HTCIC will be chaired by a Non-voting Independent Chair.

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

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

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

Independent Chair — Philip Watson CBE

Voting Members

Organisation Member Title Remarks
Nomination

1 [NHS Bolton CCG Dr. Wirin Bhatiani CCG Chair
2 |NHS Bury CCG Dr. Kiran Patel CCG Chair
3 [NHS Central Manchester CCG Dr. Mike Eeckelaers |CCG Chair

NHS Heywood, Middleton and . .
4 Rochdale CCG Dr. Chris Duffy CCG Chair

. . CCG Clinical

5 INHS North Manchester CCG Dr. Martin Whiting Accountable Officer
6 INHS Oldham CCG Dr. lan Wilkinson CCG Clinical

IAccountable Officer

% CCGs have a duty to consult their local authority (rather than specifically its overview and scrutiny committee) under Regulation
23(1) of The Local Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013.
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7 |NHS Salford CCG Dr. Paul Bishop Ngghbourhood
Clinical Lead
8 |INHS South Manchester CCG Dr. Bill Tamkin CCG Chair
L CCG Clinical
9 |NHS Stockport CCG Dr. Ranjit Gill Accountable Officer
10 |NHS Tameside and Glossop CCG  |Dr. Alan Dow CCG Chair
. CCG Clinical
11 |NHS Trafford CCG Dr. Nigel Guest Accountable Officer
12 INHS Wigan Borough CCG TBC TBC
Non - Voting Members
1 HT Lead CCG and Chair of the lan Williamson COO Central
HTSG Manchester CCG
2 |Director of Service Transformation |Leila Williams Programme Director
Lead Local Authority Geoff Little is
3 JAGMA Representative Steven Pleasant Chief Executive for nominated
Health deputy
4 Chair of the External Reference Professor Eileen
Group Fairhurst
5 [Healthier Together Mick Dolan Consultation Director
Neighbouring
6 [NHS Eastern Cheshire CCG - TBC CCGs yet to be
confirmed.
Neighbouring
7 |NHS East Lancashire CCG - TBC CCGs yet to be
confirmed.
Neighbouring
8 |NHS North Derbyshire CCG -TBC CCGs yet to be
confirmed.
Neighbouring
9 |INHS Warrington CCG - TBC CCGs yet to be
confirmed.
In Attendance - As Required
Organisation Name Title Remarks
1 Chair of the GM Provider Chief Andrew Foster Chi.ef Executive )
Executives Forum Wr|ght|.ngton, W|ga_n
and Leigh Foundation
Trust
b Chair of the Clinical Reference Chris Brookes Medical Director
Group Healthier Together
Director of Finance
hair of the Fi E .
3 Chair of the Finance and Estates Claire Yarwood NHS England (Greater
Group
Manchester)

The number of neighbouring CCGs that should be engaged as part of the HTCIiC has
yet to be agreed. However, neighbouring CCGs will only be invited as non-voting
members. These TOR will be amended once a decision has been reached.
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6. Deputies

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

The table of individuals authorised by the CCGs to deputise for their
representatives is shown below:
. Deputy Nomination i
Organisation Title

1 |NHS Bolton CCG

Susan Long

CCG Chief Operating Officer

2 |INHS Bury CCG

Stuart North

CCG Chief Operating Officer

3 [NHS Central Manchester CCG

lan Williamson

CCG Chief Operating Officer

NHS Heywood, Middleton and
Rochdale CCG

Lesley Mort

CCG Chief Operating Officer

5 [NHS North Manchester CCG

Simon W ootton

CCG Chief Operating Officer

6 |NHS Oldham CCG

Denis Gizzi

CCG Chief Operating Officer

7 |NHS Salford CCG

Steve Dixon

Chief Finance Officer

8 [NHS South Manchester CCG

Caroline Kurzeja

CCG Chief Operating Officer

9 |NHS Stockport CCG

Gaynor Mullins
Dr Vicci Owen-Smith

CCG Chief Operating Officer
Clinical Director for Public Health

10 INHS Tameside and Glossop CCG

Steve Allinson

CCG Chief Operating Officer

11 |[NHS Trafford CCG

Gina Lawrence

Director of Commissioning and
Operations

12 |INHS Wigan Borough CCG

TBC

TBC

13 |INHS Eastern Cheshire CCG - TBC

14 INHS East Lancashire CCG - TBC

15 |NHS North Derbyshire CCG -TBC

Organisation

Deputy Nomination

Title

16 [NHS Warrington CCG - TBC

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

7. Meetings

The HTCIC shall meet at such times and places as the Chair may direct on giving
reasonable written notice to the members of the HTCIC. Meetings will be
scheduled to ensure they do not conflict with respective CCG Boards.
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Meetings of the HTCIiC shall be open to the public unless the HTCIiC considers that it
would not be in the public interest to permit members of the public to attend a meeting
or part of a meeting.

8. Quorum

The quorum for a meeting of the HTCIiC shall be:

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

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

9. Attendees

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

10. Attendance at meetings

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

11. Voting

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

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

12. Administration

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

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

13. Voting

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

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

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

Papers for each meeting will be sent to HTCIiC members no later than one
week prior to each meeting. By exception, and only with the agreement of the
Chair, amendments to papers may be tabled before the meeting. Every effort will
be made to circulate papers to members earlier if possible.
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HEMPSONS V009

THIS AGREEMENT is made the day of 2013

Between

1)
(2)
3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)
(11)

(12)

NHS Bolton CCG of

NHS Bury CCG of

NHS Central Manchester CCG of
NHS Heywood, Middleton & Rochdale CCG of
NHS North Manchester CCG of

NHS Oldham CCG of

NHS Salford CCG of

NHS South Manchester CCG of
NHS Stockport CCG of

NHS Tameside and Glossop CCG of
NHS Trafford CCG of

NHS Wigan Borough CCG of

(each a CCG and together the CCGs or the parties)

BACKGROUND

(2) The members of each of the CCGs have agreed a Constitution to govern the
operation of their respective CCG.

2) Each of the CCGs’ constitutions provides that its Governing Body may establish a
committee whose members may include the officers and members of the Governing
Body of each of them.

3) In accordance with their powers under section 14Z3 of the National Health Service
Act 2006 (the NHSA) and the terms of their Constitutions, the CCGs have agreed to
work together collaboratively on certain matters as set out in this Agreement (referred
to in this Agreement as the Collaboration).

(4) The parties wish to record the basis on which they will collaborate with each other on

the Collaboration. This Agreement sets out:
(a) The principles of Collaboration;
(b) The governance structures the parties will put in place; and

(c) The respective roles and responsibilities the parties will have during the

Collaboration





(5)
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1.2

2.1

In accordance with previously established practice across the former Greater
Manchester PCTs it is proposed that the Collaboration shall have two levels of

business:

(a) Level A business (electing to work together and implementing through individual
CCG actions) which shall be decided by the Association Governing Group under

the terms of this Agreement

(b) Level B business (delegation of functions by two or more CCGs to committees of
their Governing Bodies to be known together as committees in common) which
shall be decided under the terms of this Agreement by two or more CCGSs’

committees in common on their behalf.
STATUS

This Agreement is an NHS contract within the meaning of section 9 of the NHSA and
no legal obligations or legal rights will arise between the parties from this Agreement.
The parties enter into the Agreement intending to act in good faith and to honour all

of their obligations.

Nothing in this Agreement is intended to, nor will be deemed to, establish any
partnership or joint venture between the parties, constitute any party as the agent of
another party, or authorise any of the parties to make or enter into any commitments

for or on behalf of any other party.

PURPOSE AND PRINCIPLES OF COLLABORATION

The purposes for which the Association is established include but are not limited to:

2.1.1 The need for the CCGs to continue a number of Greater Manchester wide
issues and approaches which they have inherited from the previous 10

Primary Care Trusts, for example lead commissioning arrangements.

2.1.2 The need for CCGs to collaborate to be, and seen to be, an effective single

“voice” for CCGs in their relationship with Providers.

2.1.3 The need for legally robust Greater Manchester wide governance
arrangements for some strategic change programmes which allow and

ensure mutual accountability between CCGs.

2.1.4  The benefit in adopting as far as possible the same policies and procedures,

for example NICE guidance.





3.1

3.2

4.1

4.2

5.1

5.2

2.1.5 The value in being able to represent the views of the 12 CCGs collectively to
other agencies and processes. eg The Greater Manchester Area Team
(GMAT) and the Association of Greater Manchester Authorities (AGMA).

2.1.6  Support for CCGs in sharing information and good practice and offering

each other support when necessary and possible.

2.1.7  Focus for the development and reporting of joint work across the CCGs and
reducing unnecessary duplication of effort.

2.1.8  Providing a properly constituted forum for issues where CCGs consider it
beneficial to their own objectives to have a collective decision in the spirit of
mutuality, or to address issues necessitating formal agreement by them.

219 To provide a basis for Collaborative Commissioning between the CCGs
consistent with the intentions of the Health and Social Care Act 2012.

ESTABLISHMENT OF THE ASSOCIATION

Each of the CCGs agrees that for the purposes of and incidental to the Collaboration
it will establish with the other CCGs an association of them known as the Association
of Greater Manchester Clinical Commissioning Groups (the Association) and each
CCG shall be a member of the Association for so long as it is a party to this

Agreement.

The Greater Manchester Area Team of the NHS Commissioning Board may, for
certain issues, contribute funds to the Association. It will not be a member of the

Association but may be invited to attend meetings.

ESTABLISHMENT OF THE ASSOCIATION GOVERNING GROUP

The Association agrees to appoint the Association Governing Group to govern it and
to undertake Level A business (being where the CCG members elect to work

together and implement through individual CCG actions).

Level A business shall be decided by the Association Governing Group under the

terms of this Agreement.

MEMBERSHIP OF THE ASSOCIATION GOVERNING GROUP

The Association Governing Group shall comprise 24 representatives (the AGG

representatives) whom the CCGs shall appoint in accordance with Clause 5.2.

Each of the CCGs shall appoint to the Association Governing Group two AGG

representatives namely the CCG’s Chief Clinical Officer and the Chief Managerial





6.1

6.2

6.3

6.4

7.1

7.2

7.3

8.1

Officer. Either of these may be the CCG’s Accountable Officer but this will vary from
CCG to CCG.

APPOINTMENT OF THE CHAIR OF THE ASSOCIATION GOVERNING GROUP

One of the AGG representatives who is a clinician shall be the Chair of the
Association Governing Group. AGG representatives can put themselves forward as
a candidate for this role against a simple job specification which is set out in
Appendix 1 to this Agreement.

If there is more than one candidate to be Chair of the Association Governing Group,
an election will be held amongst the candidates using a single transferrable vote
system under which:

6.2.1 each AGG representative shall have one vote,

6.2.2 the least supported candidate shall be eliminated and second/third
preference votes shall be assigned to the remaining candidates until one
candidate has at least 16 votes.

Appendix 1 to this Agreement sets out further information about the election process.

The CCG from which the Chair comes will be reimbursed to the value of one clinical

session per week.

APPOINTMENT OF THE VICE-CHAIRS OF THE ASSOCIATION GOVERNING
GROUP

Two of the AGG representatives shall be Vice-Chairs of the Association Governing
Group. One of the Vice-Chairs shall be a clinician and the other shall be a manager

who is not a clinician.

The Vice-Chairs shall be elected using a single transferrable vote process that is
equivalent to the process used for the election of the Chair. Their elections will be
progressed once the Chairman has been elected so a geographic spread can be

achieved if this is thought desirable.

The Vice-Chairs must not be AGG representatives from the same CCG as the Chair

or each other.

TERMS OF OFFICE OF THE CHAIR AND VICE-CHAIRS OF THE ASSOCIATION
GOVERNING GROUP

The initial Chair and Vice-Chairs of the Association Governing Group shall serve

terms of office until 31 March 2014 and thereafter annual terms of office for the





8.2

8.3

9.1

9.2

9.3

9.4
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10.1

10.2

10.3

duration of each financial year subject to re-elections (if any) held in accordance with
Clause 8.2.

In January each year views will be sought as to whether there should be a change of
Chair or one or both Vice-Chairs for the next financial year. If any post is requested in
writing, by 31 January, to be re-appointed to by at least 9 of the 12 CCGs then an
appointment/election will be held. The existing role holders may stand for re-election.

If the Chair or a Vice-Chair of the Association Governing Group ceases to be an
AGG representative then they will cease to be the Chair or Vice-Chair.

MEETINGS OF THE ASSOCIATION GOVERNING GROUP: FREQUENCY,
QUORUM AND CHAIR

The Association Governing Group shall meet monthly.

The quorum for a meeting of the Association Governing Group shall be not less than
9 AGG representatives from 9 CCGs.

The Chair of the Association Governing Group shall chair its meetings or in his or her
absence one of the Vice Chairs whom the meeting agrees by simple majority to chair
the meeting (or in the event of a tied vote the Vice Chairs shall draw lots as to which

of them shall chair the meeting).

AGG representatives may participate in meetings in person or virtually by using video

or telephone or weblink or other live and uninterrupted conferencing facilities.

VOTING AT MEETINGS OF THE ASSOCIATION GOVERNING GROUP

It is the intention of the Association to value the (possibly) differing views of
individuals and individual CCGs and to work by consensus. However there may be
occasions when it important to be absolutely clear about the view of the Association

Governing Group.

Therefore at any meeting of the Association Governing Group a resolution put to the
vote of the meeting shall be decided on a show of hands unless a poll is (before or

on the declaration of the result of the show of hands) demanded, either:

e by the Chair of the Association Governing Group; or
e by at least nine AGG representatives present in person at a meeting of the

Association Governing Group.

Unless a poll is demanded then a declaration by the Chair of the Association

Governing Group that a resolution has, on a show of hands, been carried
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unanimously or by a majority, or lost, shall be made and an entry to that effect in the
minutes of the proceedings of the Association Governing Group shall be conclusive
evidence of the fact without proof of the number or proportion of the votes recorded

in favour or against such resolution. The demand for a poll may be withdrawn.

If a poll is duly demanded then it shall be taken in such a manner as the Chair of the
Association Governing Group directs and the result of the poll shall be deemed to be
the resolution of the meeting and an entry to that effect in the minutes of the
proceedings of the Association Governing Group shall be conclusive evidence of the
fact without proof of the number or proportion of the votes recorded in favour or

against such resolution.

In the case of an equality of votes whether on a show of hands or on a poll the Chair
of the Association Governing Group (or in his or her absence one of the Vice Chairs
who is chairing the meeting) at which the show of hands takes place or at which the
poll is demanded shall be entitled to a second or casting vote.

Each pair of AGG representatives from the same CCG who are present at a meeting
of the Association Governing Group shall have one vote between them but in the
event that they do not agree how to cast their vote then they shall not be entitled to
vote at all. If one but not both of the pair of AGG representatives from the same
CCG is present at a meeting of the Association Governing Group, then the one

present shall be entitled to vote on behalf of both of them.

ATTENDANCE AT MEETINGS OF THE ASSOCIATION GOVERNING GROUP

When appropriate and at the discretion of the Chair of the Association Governing
Group (or in his or her absence one of the Vice Chairs who is chairing the meeting)
individuals from other organizations may attend meetings of the Association
Governing Group but will not be members of the Association and shall not have a

vote.

From time to time it may be helpful for the Association Governing Group to arrange
wider meetings and, particularly, to invite GP members of the CCGs to attend to
explain the role of the Association and to seek views about the way forward on a

particular issue.
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ESTABLISHMENT OF COMMITTEES IN COMMON

The AGG representatives may recommend to their CCGs that they make
arrangements for Level B business to be carried out in accordance with this Clause
12.

If two or more CCGs accept the recommendation made by their AGG representatives
in accordance with Clause 12.1, each such CCG (“Level B CCG”) shall establish a
committee in common to decide the Level B business in accordance with the terms of

this Agreement.
The AGG representatives from the Level B CCGs shall:

12.3.1 Recommend terms of reference for each Level B CCG’s committee in
common (CIC) which shall follow the template set out in Appendix 2 to this
Agreement but shall be tailored for the relevant business as such AGG
representatives decide is appropriate;

12.3.2 Recommend the proposed membership of each CIC, which shall comprise:

12.3.2.1 those persons who are the AGG representatives from time to
time of the Level B CCGs; and/ or

12.3.2.2 other members of the Level B CCGs’ Governing Bodies from

time to time;

12.3.3 Recommend the functions of each Level B CCG (the relevant functions) that
each CIC should perform on the Level B CCG’s behalf.

For the avoidance of doubt, the Governing Group shall:

12.4.1 recommend the same terms of reference and membership for each CIC;

and

12.4.2 recommend that the Governing Body of each Level B CCG delegates the

same functions to its CIC.

Each Level B CCG shall delegate to its CIC the performance of the relevant

functions.

For the duration of this Agreement, only a CIC shall be able to perform the functions
of the Level B CCG that the Level B CCG’s Governing Body has delegated to it.

Each Level B CCG agrees that meetings of its, and the other Level B CCGs’, CICs
(CIC Meetings) shall be held simultaneously.
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Each Level B CCG shall authorise one of its AGG representatives or another
member of its Governing Body to be a member (“CIC Member”) of, and participate in
the business of, the CICs. Each of the Level B CCGs will complete the authorisation

form (Appendix 4) in respect of the attendance of its CIC Member at CIC Meetings.

Each Level B CCG shall authorise one of its AGG representatives or another
member of its Governing Body to deputise for its CIC Member at any CIC Meeting in
the event that the CIC Member is unable to attend (“Authorised Deputy”). Each Level
B CCG shall notify the Association Governing Group of the name of its Authorised
Deputy and shall complete the authorisation form (Appendix 4) in respect of his/ her
attendance at CIC Meetings.

An individual other than a CIC Member or his/ her Authorised Deputy may only
attend a CIC Meeting if the Level B CCG has sent a completed authorisation form
(Appendix 4) in respect of such individual's attendance at the meeting to the Chair of
the CICs to arrive no later than the day before the relevant meeting. Any individual

so authorised must be a member of the Level B CCG’s Governing Body.
Each Level B CCG shall use reasonable endeavours to ensure that:
12.11.1 its CIC Member; or

12.11.2 any other individual duly authorised to deputise for its CIC Member in

accordance with this Agreement;
attends each CIC Meeting .

Each Level B CCG agrees that it shall not direct its CIC Member, or any individual
deputising for its CIC Member, as to how he/she shall vote at any CIC Meeting

whether in general or on any specific issue.

The Association Governing Group shall maintain and table at its monthly meetings a
register of all Level B decisions. The register will indicate whether a Level B decision
was unanimous, or which members of the CICs voted for or against a particular

decision.

BUSINESS TO BE UNDERTAKEN BY THE ASSOCIATION GOVERNING GROUP
AND COMMITTEES IN COMMON

The Association Governing Group shall undertake Level A business which shall

include all business that has not been identified as Level B business.
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The CICs established in accordance with Clause 12 shall undertake all business, on
behalf of the Level B CCGs, which the Level B CCGs have identified as Level B

business to be undertaken by the CICs.

Items/papers submitted to the Association Governing Group or any sub-group it may
establish will make explicit whether they are Level A business or expected to be

Level B business. It is anticipated the vast majority of items will be at Level A.

Level A decisions will be implemented through the coordinated implementation
actions of individual CCGs. For the avoidance of doubt, if any CCG does not agree
with any Level A decision made by the Assaociation Governing Group, it shall not be

required to implement any such decision.

Exceptionally however there may be occasions when a Level B decision is

necessary.

Where possible monthly meetings of the Association Governing Group will identify in

their forward planning those decisions that will require Level B decision making. In

so doing the following criteria will be used to assess whether an issue is subject to a

Level B approach. A decision will be one that can be classified as a Level B decision

if:

13.6.1 the issue under discussion comes under the remit of the collaborative
commissioning programme and cannot be implemented by the harmonised

actions of individual CCGs; and/or

13.6.2 a proposal cannot be implemented unless it is implemented on a Greater

Manchester wide basis; and/or

13.6.3 it is necessary to avoid potential legal challenge that the model described

above for taking Level B decisions is adopted.

Level B decisions may be made only by a CIC acting as the properly constituted
committee of its Governing Body for the performance of the relevant functions in

accordance with its terms of reference.

Each CIC shall take account of the commissioning intentions of all of the Level B

CCGs in discharging its functions.

CIC Meetings shall be open to the public unless the chair of the CIC Meeting
considers that it would not be in the public interest to permit members of the public to

attend a meeting or part of a meeting.
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The Level B CCGs may, by unanimous decision, agree to invite representatives of
any of the CCGs who have decided not to undertake Level B business by
establishing a CIC, to attend CIC meetings. Such representatives shall not have the

right to vote at CIC meetings.

OTHER CLINICAL COMMISSIONING GROUPS AFFECTED BY LEVEL B
BUSINESS

If the Level B CCGs identify that any Level B business may affect a clinical
commissioning group which is not a member of the Association (Non-member CCG)
it may invite any such Non-member CCG to:

13A.1.1 attend meetings of the Association Governing Group at which related Level A
business will be discussed, for the purpose of participating in such

discussions; and

13A.1.2 establish a committee of its Governing Body, in accordance with the
provisions set out at Appendix 5 to this Establishment Agreement, to take
decisions on behalf of the Non-Member CCG in relation to such Level B

business; and
13A.1.3 appoint a member of its Governing Body to be a member of the CICs.

Each of the Level B CCGs agrees that in the event of any Non-member CCG
establishing a committee in accordance with Appendix 5 to this Agreement, that the
references to a Level B CCG or CIC in Clauses 12.7 to 12.13 (inclusive) of this
Agreement shall be construed, where appropriate, as including respectively the Non-

member CCG and its committee established accordingly.

ADMINISTRATIVE SUPPORT

In order to support the collective work of the Association a small administrative staff
will be needed. The most senior member of this staff will be called the Associate
Director of the GM CCGs and he/she will report to the Chair of the Association

Governing Group.

The Association Governing Group shall decide which CCG will host the

administrative function.
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15.1

16

16.1

16.2
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17.1

17.2

18

18.1

18.2

STANDARDS OF BUSINESS CONDUCT AND CONFLICTS OF INTEREST

The standards of business conduct and procedures for managing conflicts of interest
which are set out in the CCGs’ respective Constitutions and conflict of interest

policies will apply to the Association Governing Group.
ESCALATION

If any of the parties has any issues, concerns or complaints about the Collaboration,
or any matter in this Agreement, that party will notify the other parties and they will
then seek to resolve the issue by a process of consultation. If the issue cannot be
resolved within a reasonable period of time, the matter will be escalated to the
Association Governing Group which will decide on the appropriate course of action to
take.

If any of the parties receives any formal inquiry, complaint, claim or threat of action
from a third party (including, but not limited to, claims made by a supplier or requests
for information made under the Freedom of Information Act 2000) in relation to the
Collaboration, the matter will be promptly referred to the Association Governing
Group. No action will be taken in response to any such inquiry, complaint, claim or
action, to the extent that such response would adversely affect the Collaboration,

without the prior approval of the Association Governing Group.

INTELLECTUAL PROPERTY

The parties intend that any intellectual property rights created in the course of the

Collaboration will vest in the CCG whose officer or employee created them.

Where any intellectual property right vests in any CCG in accordance with the
intention set out in Clause 17.1 above, that CCG will grant an irrevocable licence to

the other CCGs to use that intellectual property for the purposes of the Collaboration.

TERM AND TERMINATION

This Agreement will commence on the date of this Agreement.

Any of the CCGs may terminate this Agreement by giving at least twelve months’
notice in writing to the other parties expiring on 31 March in a year following the year
in which the notice is given but the Agreement shall continue as between the other

CCGs who have not given notice.
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20.1

20.2

21

VARIATION

This Agreement, including the Appendices, may only be varied by written agreement
of all of the CCGs.

COSTS AND LIABILITIES

Except as otherwise agreed, the CCGs will each bear their own costs and expenses

incurred in complying with their obligations under this Agreement.

Each CCG will remain liable for any losses or liabilities incurred due to its own or its
employees’ actions and none of the CCGs intends that any other CCG will be liable
for any loss it suffers as a result of this Agreement.

GOVERNING LAW AND JURISDICTION

This Agreement will be governed by and construed in accordance with English law
and, without affecting the escalation procedure set out in Clause 16, each CCG
agrees to submit to the exclusive jurisdiction of the courts of England and Wales.

Signed for and on behalf of NHS Bolton CCG

Signature: ......cccccveeeeiiiie e Signature: ......cccccveeiiii
Name: e Name: .
Position: ... Position: ...
Date: Date: o

Signed for and on behalf of NHS Bury CCG

Signature: ... .cccooeeeiiiii Signature: ......cccccveeiiii
Name: . Name:
Position: ..o Position: ...
Date: o Date: o

Signed for and on behalf of NHS Central
Manchester CCG

Signature: ... Signature: ...

Name:

............................................ Name:
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PoSition: ..o, PoSition: .o,

Date: Date:

Signed for and on behalf of NHS Heywood,
Middleton & Rochdale CCG

Signature: .......ccocceeeeiiiii e Signature: .......ccccoeeiiiiii
Name: Name:
Position: ..o Position: ..o
Date: o Date: o

Signed for and on behalf of NHS North
Manchester CCG

Signature: ......ccccceeeiiiii Signature: ........cccooeviviiiiiiii
Name: Name: .
Position: ..o Position: ..o
Date: o Date:

Signed for and on behalf of NHS Oldham CCG

Signature: ....cccccceeeeeee i Signature: ......cccccveeiiii
Name: .. Name:
Position: ... POSItION: ..o
Date: Date: o

Signed for and on behalf of NHS Salford CCG

Signature: .......cccceeeiiiiii Signature: ......ccccceveiiiii
Name: . Name: .
Position: ..o Position: ...
Date: Date: o
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Signed for and on behalf of NHS South

Manchester.........cccieeeeiiiiiieeen

Signature: ..., Signature: ...,
Name: . Name: .
Position: ... Position: ...
Date: Date:

Signed for and on behalf of NHS Stockport

CCG

Signature: ......ccccceeeiiiiii Signature: .......ccccceeviiiiiiii e
Name: Name: o
Position: ..o PoSItion: ...
Date: o Date:

Signed for and on behalf of NHS Tameside
and Glossop CCG

Signature: ..o Signature: ......ccccceveeiie
Name: o Name: .
Position: ... PoOSItion: ..o
Date: Date: o

Signed for and on behalf of NHS Trafford CCG

Signature: ... Signature: ...
Name: o Name:
Position: ..o Position: ...
Date: o Date: o

Signed for and on behalf of NHS Wigan
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Borough CCG

Signature: ... Signature: ...,
Name: . Name: .
Position: ... Position: ...
Date: Date:
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APPENDIX 1
(Establishment Agreement Clauses 6.1 and 6.3)
IDENTIFYING THE CHAIR OF THE ASSOCIATION GOVERNING GROUP OF THE

ASSOCIATION OF GREATER MANCHESTER CLINICAL COMMISSIONING GROUPS

The Association Governing Group (the group appointed to govern the Association) is
comprised of 2 representatives from each CCG namely the Chief Clinical Officer and the
Chief Managerial Officer. Either of these may be the CCG’s Accountable Officer and this will
vary from CCG to CCG.

It has been decided that the Chair of the Association Governing Group will be a clinician.
Individuals can put themselves forward for this role. If necessary an election will then be held
amongst the candidates using a single transferrable vote system. i.e the least supported
candidate is eliminated and second/third preference votes are assigned until an individual
has at least 16 votes. (Note that up to 24 individuals can vote in this process not just 12 as
there are 2 representatives from each CCG). It is envisaged that the CCG from which the
Chairman comes will be reimbursed to the value of 1 clinical session per week in view of the

likely time commitment needed on GM matters

It is proposed that there are 2 Vice-Chairs —one managerial and one clinical — who will be
identified using an equivalent single transferrable vote process. This will be progressed once
the Chairman has been identified so a geographic spread can be achieved if this is thought

necessary.

The Association Governing Group Chair and two Vice-Chairs will serve until March 2014
initially and thereafter for each financial year. In January each year views will be sought as to
whether there should be a change in the post holders. If any post is requested to be re-
appointed to by at least 9 of the 12 CCGs an appointment/election will be held. The existing
role holders may stand for re-election. If the Association Governing Group Chair or either of
the Vice-Chairs cease to be one of the representatives of their CCG then they will cease to

be the Chair or Vice-Chair of the Association.
Proposed Job Specification for Chair of the Association Committee
Individuals are requested to submit a simple (max 2 page) application letter-essentially a

‘Dear Colleague’ letter- particularly highlighting their experience and expertise against 4

criteria.
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e Evidence of effective chairmanship and leadership of multi-professional and multi-
organisational meetings so as to achieve as far as possible progress through
consensus

e Evidence of recent involvement and commitment to GM wide groups and discussion
processes

o Ability to find the time’ to chair and lead the Association including attending meetings
with internal colleagues or external stakeholders sometimes at personally
inconvenient times.

o Evidence of ‘keeping colleagues informed’ about any activities and decisions taken

as chair of an existing group or organisation.

Applications to be either the chair should be sent to Richard Popplewell at
richard _popplewell@sky.com by December 14th who will arrange for any necessary

elections to be conducted before January 2013
Footnote
This process has been undertaken and Hamish Steadman (Salford CCG) has been elected

Chair of the Association and Stuart North (Bury CCG) and Chris Duffy (Heywood, Middleton
and Rochdale CCG) have been elected as Vice-Chairs until April 2014
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APPENDIX 2

(Establishment Agreement Clause 12)

[DN: Each time two or more CCGs agree to establish a CIC, the AGG representatives
from the relevant CCGs shall tailor these template terms of reference, as they decide is
appropriate, for the relevant work programme. In particular, the relevant AGG
representatives shall agree the quoracy for the CIC and the majority required for any

vote.]

TEMPLATE TERMS OF REFERENCE FOR A COMMITTEE IN COMMON ESTABLISHED
BY NHS [INSERT NAME] CCG

1. Introduction

(1) The Association of Greater Manchester Clinical Commissioning Groups (the
Association) was established by an Establishment Agreement made on [insert
date] (Establishment Agreement) between the Clinical Commissioning Groups
(CCGs) who are parties to it (each a CCG Member and together the CCG
Members)

(2) NHS [insert name] CCG (the CCG) is a CCG Member or has been invited to
establish a committee in accordance with Clause 13A of the Establishment

Agreement.
2. Establishment

The CCG has agreed to establish to establish and constitute a CIC with these terms of

reference.

3. Functions

The CIC shall discharge on behalf of the CCG the functions set out below:

[insert functions]

The CIC shall take account of the commissioning intentions of each of the CCG
Members that has established a CIC (“‘Level B CCGs”).
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4. Membership

The voting members of the CIC shall comprise:

i) the individuals authorised by the Level B CCGs pursuant to Clause
12.8 of the Establishment Agreement; and

ii) any individual authorised by any CCG which is not a CCG Member
but which is affected by, and therefore has been invited to

participate in, the Level B business to be carried out by the CIC.

(“CIC Members”)

The non-voting members of the CIC shall comprise:

5. Deputies
Any individual authorised by a CCG to deputise for its CIC Member in accordance with:
i) Clause 12.9 or Clause 12.10 of the Establishment Agreement; or
i) any agreement signed by a CCG which is not a CCG Member;
may deputise for that CIC Member at any meeting of the CIC.
6. Chair and Vice-Chairs

The Chair of the CIC shall be [insert name] who shall chair its meetings. In his or her
absence, the CIC Members present at the relevant meeting shall elect one of them to
chair the meeting (and in the event of a tied vote the relevant CIC Members shall draw

lots as to which of them shall chair the meeting).

7. Meetings

The CIC shall meet at such times and places as the Chair may direct on giving

reasonable written notice to the members of the CIC.
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10.

11.

Meetings of the CIC shall be open to the public unless the CIC considers that it would
not be in the public interest to permit members of the public to attend a meeting or part
of a meeting.

Quorum

The quorum for a meeting of the CIC shall be a [simple majority] of the voting

members of the CIC.
Attendees

Subject to Clause 13.10 of the Establishment Agreement, the Chair of the CIC may at
his or her discretion permit other persons to attend its meetings but, for the avoidance
of doubt, any persons in attendance at any meeting of the CIC shall not count towards

the quorum or have the right to vote at such meetings.

Attendance at meetings

Members of the CIC may patrticipate in meetings in person or virtually by using video or

telephone or weblink or other live and uninterrupted conferencing facilities.

Voting

The process for Level B decision-making is as follows.

(1) Any decision requires the approval of at least [60%)] of the voting members of the
CIC. Any decision of the CIC is made in the exercise of the functions delegated to
it by the CGG.

(2) Decisions taken at Level B are only validly made when taken by the CIC acting in
accordance with an scheme of delegation agreed by the CCG for that issue and

where there is a quorum.

(3) A Level B decision shall not be binding on the CCG if the Level B decision is in
contravention of directions handed down by the Secretary of State or the NHS
Commissioning Board to the CCG. In these circumstances the CCG will not be

bound by the Level B decision.

(4) The CIC shall forthwith report any decision of the CIC to the CCG which shall
report any such decision to the Association Governing Group before the

Association Governing Group’s next monthly meeting.
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12. Administrative Support

The Association’s administrative support shall be made available to the CIC.
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APPENDIX 3

TEMPLATE FRONT SHEET OF ANY PAPER TO ANY MEETING OF THE

ASSOCIATION GOVERNING GROUP

INCLUDING AN EXAMPLE ISSUE

Date of Meeting

1 January 2013

Issue under Consideration

Agreement on specific contract terms for inclusion in all GM
provider contracts for 2013/14. To include CQIN measures Xxxx

to yyyy

Decision/Opinion Required

Agreement to adopt across GM the CQIN measures as outlined

Item is for Information
Level A Decision

Level B Decision

Level A — All CCGs are expected to include these terms in
contracts they negotiate with GM providers for 2013/14 and
advise explicitly if this has or has not been achieved.

Author of Paper and
contact details

The item has been
discussed previously at
these meetings

GM CFOs meeting December 2012

GM H o Cs meeting December 2012

Note

e [tems for information are where colleagues want to share knowledge on particular issues but

no specific action is required at the current time.

e Level A items are where a decision is required and individual CCGs are expected to action the

outcome through their individual CCG processes.

e Level B items are where two or more CCGs may wish to take decisions together using the

governance arrangements set out in the Establishment Agreement.
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1.

Appendix 4

(Establishment Agreement Clause 12)

TEMPLATE FORM OF AUTHORISATION FOR USE BY A MEMBER OF THE
ASSOCIATION TO AUTHORISE A MEMBER OF ITS GOVERNING BODY TO

PARTICIPATE IN A COMMITTEE IN COMMON

The CCG is a member of the Association of Greater Manchester Clinical Commissioning
Groups (the Association). In accordance with the Establishment Agreement agreed by the
Association, two or more members of the Association (Level B CCGs) have each
established a committee of their Governing Body known as a committee in common (CIC)
to take Level B decisions.

Each CIC comprises:

a. one individual authorised by each of the Level B CCGs to participate in the CIC; and

b. one individual authorised by any CCG which is not a member of the Association but
which has been invited by the Level B CCGs to participate in decision-making with the
Level B CCGs pursuant to Clause 13A of the Establishment Agreement, to participate
in the CIC.

The Establishment Agreement requires the Governing Body of each Level B CCG to
authorise:

a. amember of its Governing Body (who may also be one of its representatives on the
Association Governing Group) to be a member of, and participate in the business of,
each CIC; and

b. another member of its Governing Body (who may also be one of its representatives on
the Association Governing Group) to deputise for that individual.

That the issue under consideration constitutes Level B business will be determined in
advance by the Level B CCGs.

It is the responsibility of the CCG’s Governing Body to use reasonable endeavours to
ensure that an individual authorised by the CCG’s Governing Body to attend meetings of
the CICs, attends each meeting of the CICs.

The CCG acknowledges that any individual who is authorised by its Governing Body to
attend a meeting of the CICs is, in attending such a meeting, acting in his/ her capacity as
a member of the CICs and is not, for these purposes, acting as a member of the CCG’s
Governing Body. The CCG agrees that it shall not direct any individual authorised by it to
attend any meeting of the CICs, as to how he/ she shall exercise his/ her vote at any such
meeting, whether in general or on any specific issue.

This form should be completed for:

a. each individual authorised to attend meetings of the CICs in accordance with
paragraph 3 above and Clause 12 of the Establishment Agreement; and
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b. any other individual authorised to attend meetings of the CICs in accordance with
Clause 12 of the Establishment Agreement;

and a copy should be sent to the Chair of the CICs and the Association secretary.

Name of CCG

Chair (on behalf of Governing

Body)

Level B Issue

CCG Governing Body member attending:

Signed: Chair Date

Signed: CCG Governing Body member Date
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Appendix 5

(Establishment Agreement Clause 13A)

TEMPLATE AGREEMENT BY WHICH A NON-ASSOCIATION MEMBER CCG AGREES TO

ESTABLISH A COMMITTEE IN COMMON

NHS [ ] Clinical Commissioning Group, by its Governing Body:

1.

Acknowledges that its Constitution provides that its Governing Body may establish a
committee whose members may include the officers and members of the Governing Body
of any other CCG.

Agrees that its Governing Body shall establish a committee (to be known as a committee
in common) for the purpose of exercising the functions set out in the terms of reference for
the committee in common attached to this agreement;

Agrees that its committee in common will be comprised of the members set out in the
terms of reference attached to this agreement;

Agrees that its Governing Body shall adopt terms of reference for the committee in
common in the form attached to this agreement;

Agrees that it shall appoint a member of its Governing Body (“CIC Member”) to sit on both:
a. its committee in common; and
b. the committees in common established by the following CCGs:

[insert names of the CCGs who will participate in the relevant Level B Business]

(CICs);

Agrees that the meetings of its CIC shall be held simultaneously with the CICs established
by the Governing Bodies of the CCGs listed in paragraph 5 above;

Acknowledges that it may appoint other members of its Governing Body to deputise for its
CIC Member at meetings of the CICs;

Agrees that it shall complete an authorisation form (using the template attached, tailored
as appropriate) in respect of the attendance of:

a. its CIC Member; and

b. any individual deputising for its CIC Member;

at meetings of the CICs;

Agrees that it shall use reasonable endeavours to ensure that its CIC Member or any other

individual duly authorised to deputise for its CIC Member in accordance with this
agreement attends each meeting of the CICs;
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10. Agrees that for the duration of this agreement, only its CIC shall exercise the functions
described in paragraph 2 above on behalf of the CCG;

11. Agrees that its CIC shall take account of the commissioning intentions of all of the CCGs
listed in paragraph 5 above in discharging its functions;

12. Agrees that in the event of any dispute arising between it and any of the other CCGs listed
in paragraph 5 above that it will seek to resolve any such dispute through a process of
consultation;

13. Agrees that it may termination this agreement by giving not less than [6 months’ notice] in

writing to the CCGs listed in paragraph 5 above of any intention to terminate this
agreement.

Signed on behalf of NHS | ] Clinical Commissioning Group

(Name and position)

[To attach: terms of reference for the committee in common and template authorisation form

(Appendix 6 to the Establishment Agreement) before signature.]
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Appendix 6

(Establishment Agreement Appendix 5)

TEMPLATE FORM OF AUTHORISATION FOR USE BY A NON-ASSOCIATION MEMBER
CCG TO AUTHORISE A MEMBER OF ITS GOVERNING BODY TO PARTICIPATE IN A
COMMITTEE IN COMMON

1. The CCG has been invited by two or more of the members of the Assaociation of Greater
Manchester Clinical Commissioning Groups (the Association) to participate in decision-
making with such CCGs (Level B CCGSs).

2. In accordance with the agreement signed by the CCG, its Governing Body has established
a committee known as a committee in common (CIC) to take decisions on behalf of the
CCG.

3. Each of the Level B CCGs has also established a committee of its Governing Body known
as a committee in common (CIC).

4. Each CIC comprises:
a. one individual authorised by each of the Level B CCGs to participate in the CIC;
b. one individual authorised by the CCG to participate in the CIC; and

c. one individual authorised by any other CCG which is not a member of the Association
but which has been invited by the Level B CCGs to participate in decision-making with
the Level B CCGs, to patrticipate in the CIC.

5. The agreement signed by the CCG requires the Governing Body of the CCG to authorise
a member of its Governing Body to be a member of, and participate in the business of,
each CIC.

6. The CCG’s Governing Body may authorise other Governing Body members to deputise for
that individual.

7. ltis the responsibility of the CCG’s Governing Body to use reasonable endeavours to
ensure that an individual authorised by the CCG’s Governing Body to attend meetings of
the CICs, attends each meeting of the CICs.

8. The CCG acknowledges that any individual who is authorised by the CCG’s Governing
Body to attend a meeting of the CICs is, in attending such a meeting, acting in his capacity
as a member of the CICs and is not, for these purposes, acting as a member of the CCG’s
Governing Body. The CCG agrees that it shall not direct any individual authorised by it to
attend any meeting of the CICs, as to how he/ she shall exercise his/ her vote at any such
meeting, whether in general or on any specific issue.

9. This form should be completed for each individual authorised by the CCG’s Governing

Body to attend meetings of the CICs in accordance with the agreement signed by the CCG
and a copy should be sent to the Chair of the CICs and the Association secretary.
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Name of CCG

Chair (on behalf of Governing

Body)

CCG Governing Body member attending:

Signed: Chair

Signed: CCG Governing Body member

Date

Date
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3.1

3.2

3.3

Constitution Changes

Purpose

This report sets out the material changes to NHS Stockport CCG’s
Constitution which are proposed for recommendation by the Governing
Body to the Council of Members.

Context

The current version of the CCG’s Constitution is version 2.8 and was
drafted during the CCG’s authorisation period. The organisation has
now been authorised and operating for six months. It is good practice
to review the Constitution and its supporting governance
documentation to ensure that they remain current and fit for purpose.

Any material changes to the Constitution require approval by both the
Council of Members as well as by the NHS England Greater
Manchester Area Team.

It is proposed that these amendments are recommendations to the
Council of Members on 9 October 2013 and then to the NHS England
Greater Manchester Area Team.

Proposed changes

Whistleblowing

The members will recall already having agreed at their meeting of June
2013 to include detailed wording in the Constitution to support and to
protect whistleblowers.

Remuneration Committee Terms of Reference

The Terms of Reference for the Remuneration Committee have
recently been reviewed. The Governing Body is asked to note that the
membership of the Remuneration Committee is currently out of line
with national guidance because it proposes including within its
membership a non-Governing Body member (the external Human
Resources Director).

Membership of the Governing Body

The current version of the Constitution states, regarding the
membership of the Governing Body, at 6.6.3: ‘In addition the Governing
Body shall co-opt the following non-voting members a) a Local
Authority Social Care Representative and b) a member of Healthwatch’
and also at 6.6.4: ‘The Governing Body shall have the power to co-opt
other non-voting members as it sees fit from time-to-time’.





3.4

3.5

4.0

4.1

5.0

5.1

6.0

6.1

There is repetition between these two sections as they currently stand.

It is proposed that 6.6.3 be amended to read: ‘In addition the
Governing Body shall extend a standing invitation to the following a) a
Local Authority Social Care Representative and b) a member of the
local Healthwatch’.

Risks

The members are asked to note that the proposed membership of the
Remuneration Committee is still not in line with national guidance and
that this presents the possibility of future challenge to the
recommendations made by the Remuneration Committee.

Actions requested of the Governing Body

The Governing Body is asked to recommend to the Council of
Members the following:

The draft Remuneration Committee Terms of Reference (noting that
these are still not in line with national guidance)

The amendment to the wording for non-voting membership of the
Governing Body.

Appendices

Iltem 17B: Draft Remuneration Committee Terms of Reference v1.7
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Ref | Version7 Version 9

Note - version 8 was an internal version not intended for release by the Area

Team

12.2 | Level B business shall be If two or more CCGs accept the
decided under the terms of this | recommendation made by their
Agreement by the CCGs’ AGG representatives in accordance
committees in common. with Clause 12.1, each such CCG

(“Level B CCG”) shall establish a
committee in common to decide the
Level B business in accordance
with the terms of this Agreement.

12.3 | The Association Governing The AGG representatives from the
Group shall: Level B CCGs shall:

12.3.1 Recommend terms of 12.3.1 Recommend terms of
reference for each CCG’s reference for each Level B CCG’s
committee in common (CIC) committee in common (CIC) which
which shall follow the template | shall follow the template set out in
set out in Appendix 2 to this Appendix 2 to this Agreement but
Agreement but shall be tailored | shall be tailored for the relevant

for the relevant business as the | business as such AGG
Association Governing Group representatives decide is

decides is appropriate; appropriate;

12.3.2 Recommend the 12.3.2 Recommend the proposed
proposed membership of each | membership of each CIC, which
CIC, which shall comprise: shall comprise:

12.3.2.1 those persons who are | 12.3.2.1 those persons who are the
the AGG representatives from | AGG representatives from time to
time to time; and/ or time of the Level B CCGs; and/ or
12.3.2.2 other members of the | 12.3.2.2 other members of the
CCGs’ Governing Bodies from | Level B CCGs’ Governing Bodies
time to time; from time to time;

12.3.3 Recommend the 12.3.3 Recommend the functions of
functions of each CCG (the each Level B CCG (the relevant
relevant functions) that each functions) that each CIC should
CIC should perform on the perform on the Level B CCG’s
CCG’s behalf. behalf.

12.8 | Each CCG shall authorise one | Each Level B CCG shall authorise
of its AGG representatives or one of its AGG representatives or
another member of its another member of its Governing
Governing Body to be a Body to be a member (“CIC
member (“CIC Member”) of, Member”) of, and participate in the
and participate in the business | business of, the CICs. Each of the
of, the CICs. Each of the Level B CCGs will complete the
CCGs will complete the authorisation form (Appendix 4) in
authorisation form (Appendix 4) | respect of the attendance of its CIC
in respect of the attendance of | Member at CIC Meetings.






Item 18B

its CIC Member at CIC
Meetings.

13.2

The CICs shall undertake all
business which the Association
Governing Group has identified
by unanimous decision as
Level B business.

The CICs established in
accordance with Clause 12 shall
undertake all business, on behalf
of the Level B CCGs, which the
Level B CCGs have identified as
Level B business to be undertaken
by the CICs.

The CCG is a member of the
Association of Greater
Manchester Clinical
Commissioning Groups (the
Association). In accordance
with the Establishment
Agreement agreed by the
Association, each member of
the Association (CCG Member)
has established a committee of
its Governing Body known as a
committee in common (CIC) to
take Level B decisions.

The CCG is a member of the
Association of Greater Manchester
Clinical Commissioning Groups (the
Association). In accordance with
the Establishment Agreement
agreed by the Association, two or
more members of the Association
(Level B CCGs) have each
established a committee of their
Governing Body known as a
committee in common (CIC) to take
Level B decisions.
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1. Introduction

The Remuneration Committee (the committee) is established in
accordance with NHS Stockport Clinical Commissioning Group’s
constitution, standing orders and scheme of delegation. These terms of
reference set out the membership, remit, responsibilities and reporting
arrangements of the committee and shall have effect as if incorporated
into the clinical commissioning group’s constitution and standing
orders.

2. Membership

The committee shall be appointed by NHS Stockport Clinical
Commissioning Group.

It is only the members of the Remuneration Committee who have the
right to attend the meetings of the committee. Other individuals such as
the Accountable Officer, any Human Resource lead, Staff Side or LMC
representatives and external advisers may be invited to attend for all or
part of any meeting as and when appropriate.

No individual should be in attendance for discussions or decisions
concerning their own remuneration and terms of service. If this means
that the meeting becomes non-quorate then the Chair will adjourn the
meeting until a date and time when the meeting will be quorate.

The Chair of the Remuneration Committee will be the Lay Member who
leads on audit, remuneration and conflict of interest issues.

The other members of the Remuneration Committee will be:

- a Locality Council Chair approved by the Governing Body

- an external Director of Human Resources recruited by the
Governing Body who will also act as Vice-chair

- the Public Health Consultant

- the Secondary Care Consultant.

3. Secretary

The Secretary to the Governing Body will provide secretarial support to
the committee.

The secretary will be responsible for supporting the chair in the
management of remuneration business, for the taking of formal
minutes, and for drawing the committee’s attention to best practice,
national guidance and other relevant documents, as appropriate.





4. Quorum

The quorum for the meeting shall be two of the five members as
outlined in section 2 and must include either the Chair or Vice-chair.

If the meeting does not have a quorum within thirty minutes of its
planned start the chair of the meeting must adjourn it.

5. Frequency and notice of meetings
The Remuneration Committee shall meet a minimum of once a year.

A meeting of the Remuneration Committee can be called with a
minimum of seven days’ notice. The agenda and papers will be made
available to the committee’s members one week before the time of the
meeting.

6. Remit and responsibilities of the committee

The committee shall make recommendations to the governing body on
determinations about pay and remuneration for employees of the NHS
Stockport Clinical Commissioning Group, for people who provide
services to the Stockport Clinical Commissioning Group, and for
allowances under any pension scheme it might establish as an
alternative to the NHS Pension Scheme.

The Remuneration Committee will:

- review the performance of the Accountable Officer and other senior
team members and determine annual salary awards (if appropriate)

- consider the severance payments of the senior staff (including the
Accountable Officer), seeking HM Treasury approval as appropriate
in accordance with the guidance Managing Public Money

- provide for the Governing Body an opinion on any salary and
benefits framework which may be introduced to replace Agenda for
Change.

7. Relationship with the Governing Body

The recommendations of the Remuneration Committee shall be
presented as soon as practicable to the Governing Body. Any
recommendation agreed by the Remuneration Committee will require
ratification by the Governing Body as it is the Governing Body which
remains ultimately responsible for taking decisions on the





remuneration, allowances, and terms of service of the senior team
members.

The minutes from the relevant meeting of the Governing Body will
record the remuneration decisions made.

The Remuneration Committee shall ensure that Governing Body
members’ emoluments are accurately reported in the required format
within the annual report of the NHS Stockport Clinical Commissioning
Group, and that the composition of the committee is correctly disclosed
in the annual report.

. Policy and best practice

The Remuneration Committee will endeavour to apply best practice in
its decision-making at all times. For example the committee will:

- comply with current disclosure requirements for remuneration

- on occasion seek independent advice about remuneration for
individuals

- ensure that decisions are based on clear and transparent criteria.

The committee will have full authority to commission any reports or
surveys it deems necessary to help it fulfil its obligations.

. Conduct of the committee

The Remuneration Committee will, at all times, conduct its business in
accordance with the NHS Stockport Clinical Commissioning Group’s
Code of Conduct. This Code of Conduct has at its foundation the Nolan
Principles which are:

- selflessness

- integrity

- objectivity

- accountability
- openness

- honesty

- leadership.

The Remuneration Committee will review its own performance,
membership and these Terms of Reference no less frequently than
annually. Any changes resulting from such a review will be reported to
the Governing Body for approval.

Approved:
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162/13 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 H Procter, A Patel, K Richardson, G Jones, A
Johnson, J Greenough and V Mehta.

J Crombleholme informed the members that the meeting is not currently quorate
and, as a consequence, she will be changing the order of the agenda in order for
those items requiring a decision by the Governing Body to be discussed later in the
meeting when quoracy should be reached.

J Crombleholme welcomed Dr Peter Carne to the meeting; this is the first meeting
of the Governing Body which he has attended in his new role as interim Locality
Council Committee Chair for Cheadle and Bramhall.

163/13 DECLARATIONS OF INTEREST
The chair invited the members of the Governing Body to declare their interests.

P Carne declared that he is a GP from the Gatley Medical Centre. He is a director
of ELR Locum Limited. He is a member of the British Medical Association, of the
Medical Defence Union, and an officer of the Stockport Local Medical Council.

There were no further interests declared in addition to those previously made and
held on file by the Board Secretary.

164/13 ACTIONS ARISING
The members reviewed the outstanding items.

010113: To provide an update on closer working by the local authority and CCG
safeguarding teams: G Mullins informed the members that she is holding a further
meeting later this week to progress this work. The work will be continued during
August and an update brought to the Governing Body in September. M Chidgey
added that constructive discussions had also taken place on Monday

030413: To provide assurance regarding patient treatment at SNHSFT for sepsis:
M Chidgey informed the members that this will be scrutinised by the Quality and
Provider Management Committee

040413: To bring to the Governing Body an implementation plan: G Mullins
suggested that the learning from last year has already been incorporated into this
year's annual planning round, adding that last year was one of massive
organisational transition and that it is difficult to separate those aspects relating to

2





transition from the aspects relating to business delivery. T Ryley supported this by
adding that the organisation experienced challenges such as those around
capacity and capability which were directly as a result of the transition process.

M Ryan suggested that it could be useful to consider the behavioural aspect of last
year’s delivery. J Crombleholme noted that the organisation needs to be reviewing
how it delivers its strategy and that this requires self-reflection and learning. R Gill
added that one important lesson is to start the annual planning cycle early and not
to wait until the national guidance and allocations are announced.

It was agreed that this item can be removed

020513: To explain how peer organisations are able to report 100% achievement
of the TIA target: M Chidgey informed the members that he has now spoken to
some of our peer organisations. He has learnt that some trusts are taking weekend
referrals and providing the TIA service through their medical assessment unit
facilities; they are considering it legitimate to include these within their target. J
Idoo asked M Chidgey if he is comfortable with the quality of TIA service being
provided by the medical assessment unit at Stockport NHS Foundation Trust; M
Chidgey explained that they do not provide such a weekend service.

This item can now be removed from the list

040513: To provide an update on risk sharing arrangements across Greater
Manchester: D Dolman informed the members that this is not yet resolved

010613: For the two Lay Members to discuss performance reporting: J
Crombleholme updated the members that a discussion has taken place between
herself, J Greenough and A Johnson but no agreement has yet been reached. She
will update the members further in September

020613: To look into why the issue of staff CRB checks had not been highlighted
by the Quality and Provider Management Committee: M Chidgey explained that
the committee had not identified this as being an issue because the committee’s
focus is on the CCG’s providers and not on the CCG’s own internal staff. G Mullins
added that the management team have been working through this issue for the
CCG’s own staff. The rules for disclosure and barring have changed, and the new
position will be reported to the Governing Body within the routine compliance
reporting.

J Crombleholme noted that we should not be holding our providers to account for
something whilst not maintaining the necessary standards ourselves. G Mullins
confirmed that the compliance report to September's meeting will include an
update on the CCG’s position.

The Governing Body noted the updates.





165/13 PATIENT STORY

The Governing Body watched a video of a Stockport resident talking of her
experience of healthcare provision for her son who has mental health issues and
she also included her experiences of being his carer.

D Jones noted that the parent was very knowledgeable about her son’s condition,
and the positive experience with one particular practice nurse.

G Mullins noted the issue with gaining access back into specialist services
following discharge; P Carne added that sometimes the only route available to
patients is to attend the emergency department.

T Stokes mentioned that Healthwatch have recently discussed discharge
processes and has considered if people should be put onto a holding list rather
than being fully discharged. G Mullins replied that the Stockport One service is
considering ease of access to health systems within its review of how to do things
differently. T Dafter mentioned a ‘yellow card system’ for people who have been
discharged or moved to recovery but who feel they may need to access a service
at a later date.

M Ryan supported G Mullins’ point by saying that the concept of discharge is quite
old-fashioned and it is potentially chaotic for the patient to have to re-access
services through the emergency department; she suggested a process of having
‘active’ and ‘inactive’ patient lists.

R Gill commented that Pennine Care NHS Foundation Trust are looking to
reorganise community mental health services.

J Crombleholme observed that a repetitive theme from the patient stories is the
role of the carer and the fact that often they do not feel listened to despite the
enormous amount of support which they provide to patients. R Gill added that
many people do not self-identify as being a carer when this is actually the case. J
Pantall informed the members that the Health and Wellbeing Board is aiming to
maintain a focus on the role of the carer.

J Crombleholme asked the proportion of people with a mental health issue and V
Owen-Smith replied that approximately one in four people will experience a mental
health issue during their lifetime.

The Governing Body noted the patient story.

166/13 STRATEGIC PERFORMANCE REPORT

G Mullins presented the Strategic Performance Report. She reminded the
members that at the June meeting they approved a set of business cases. These
require approval by the Area Team due to their source of funding but we have not





yet received their sign-off. She explained that this issue will be followed up by the
management team.

She added that guidance has recently been published on how the quality premium
payments are likely to be calculated and today’s report provides an early indication
of our progress towards this.

G Mullins provided the following key messages:

- The progress of the Stockport One programme has been reviewed and
some lessons have been learnt regarding its slippage. The Governing Body
is having an away day in September and one of the items being discussed
will be integrated care with Stockport Metropolitan Borough Council

- The emergency department target was not met for quarter one by Stockport
NHS Foundation Trust. The Trust are still meeting the trajectory set out
within their remedial action plan. The Care Quality Commission made an
unannounced visit to the Trust which focused on the emergency
department. We have not yet received any official feedback following this
inspection

- The good progress which the CCG is making on health checks may be
impeded by the recent clarification of what patient confidential data the CCG
is able to hold.

S Johari shared his experience of reviewing paediatric pathways such as asthma
and explained that there is a challenge to the speed at which these can be
reviewed due to the availability of clinicians from the Foundation Trust. He stated
that it would be helpful for the Governing Body to send the message that this is a
priority area for the CCG. M Ryan offered to share some of the learning from
Alderhey Children’s NHS Foundation Trust.

J Crombleholme questioned if the CCG can wait until the September meeting of
the Governing Body before progressing with the business cases which were
previously approved. R Gill explained that the delay is due to the Area Team
reviewing its own processes rather than being due to any specifics of the business
cases. G Mullins explained that if we proceed with the business cases without the
Area Team’s approval we are putting the CCG potentially ‘at risk’.

J Crombleholme acknowledged the issue regarding the CCG’s access to and use
of patient identifiable data and asked if this is a national issue. G Mullins explained
that it is a national issue and that the CCG is looking to revise its processes. R Gill
added that the Greater Manchester Commissioning Support Unit is applying to
become a ‘safe haven’ which could be helpful in the interim but he would prefer a
longer-term solution. G Mullins informed the members that a significant amount of
management time is being taken up by this data issue.

The Governing Body supported the activities underway to maintain and improve
performance.





167/13 QUALITY REPORT

M Chidgey presented the monthly Quality Report, and informed the members of
the following key messages:

- The Quality and Provider Management Committee has noted an issue with
access to the children’s speech and language therapy service which is
having an adverse effect on the patients and their families. This has been
raised with Stockport NHS Foundation Trust at a contractual level; we have
asked for an immediate costed action plan to clear the waiting list for
assessment and to treat the children within the required timescales

- There has been a second ‘never event’ at Stockport NHS Foundation Trust
within a three-month period. This is going through the agreed process and
the Quality and Provider Management Committee will review the
subsequent report

- The emergency department performance by Stockport NHS Foundation
Trust is above their planned trajectory but below the national target of 95%
of patients being seen in four hours

- Clostridium Difficile infections are above trajectory at both the Stockport
locality- and Foundation Trust-levels. An action plan has been drawn up but
this position is going to be difficult to claw back.

J Pantall observed that the issue of waiting times for children’s speech and
language has been with us for a long time; M Chidgey agreed that there has been
a long-standing mismatch between demand and supply, and there have been
instances of capacity not being put back into the service to cover situations such
as maternity leave.

J Crombleholme noted from the report the proposal to establish a primary care
quality committee with representation from the LMC; she asked to where this
committee will report. G Mullins replied that further thought needs to be given as to
whether this committee reports to the Governing Body or to the Quality and
Provider Management Committee, and it also needs a clear relationship with the
Area Team including clarity around roles and responsibilities. G Mullins concluded
by explaining that this clarity is also required by the CCG because we do not have
any contractual responsibility for primary care services.

J Crombleholme informed the Governing Body that she has asked the chairs of
both the Quality and Provider Management Committee and of the Clinical Policy
Committee to consider their committee’s scope; we need to be mindful that we do
not overload the Quality and Provider Management Committee. T Ryley suggested
that the Governing Body and its committees should only be presented with
information which has been subject to scrutiny by management and so which in
effect is already an informed position otherwise we may be holding unrealistic
expectations of the committees.

The Governing Body supported the actions underway to improve the performance
of our providers’ quality.





168/13 FINANCE REPORT

D Dolman presented the month 2 Finance Report, and he informed the members
of the following key points:

- The CCG’s month 2 financial position shows a surplus of £773,000 (which is
£190,000 above plan) and a year-end forecast surplus of £3,586,000

- The month 2 position largely reflects estimations because both activity and
prescribing data is not yet received

- At month 2 there is an underspend of £187,000 against running costs which
is mainly due to staff vacancies and underspends in non-pay expenditure
across a majority of corporate services.

T Ryley asked if anticipated NICE guidance is accounted for within the ‘in-year risk’
category and D Dolman explained that this risk covers both the potential rise in
demand for existing services as well as the potential cost pressures from new
NICE guidance and technical appraisals.

T Stokes asked if the impact of Stockport One is reflected within this financial
position. D Dolman replied that some anticipated savings are reflected within the
financial plans but for the initial twelve to eighteen months the Stockport One
service is being viewed as an area for investment rather than as an area of
savings. R Gill explained that there is no assumption of any savings from the
Stockport One service in-year.

The Governing Body noted the financial position as at month 2.

169/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

The chair invited updates from the Locality Council Committee chairs.

S Johari informed the members that the Heatons and Tame Valley Locality Council
Committee met on 3 July and reviewed the minor eye conditions service. The
recent business cases were discussed and the GPs were positive about these as
they can see the benefits which these will deliver for patients.

Peter Carne informed the members that he has been elected as the acting chair for
Cheadle and Bramhall Locality Council Committee; the GPs in his locality are also
keen to get moving on the business cases.

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

170/13 REPORT OF THE CHAIR

J Crombleholme updated the members on the following:





- John Schultz and Mike Cheshire have both been elected as Non-Executive
Directors of the Board at Stockport NHS Foundation Trust. She has written
to Gillian Eassen to express her support for these appointments

- We have secured a Board Development Coach, Dr Jay Bevington from
Deloites, to work with us to undertake Governing Body development. The
initial phase is being funded by the NHS Leadership Academy. The first
steps will involve each of the members being sent a National Leadership
Academy questionnaire, a few being invited to structured interviews, and
observation of the Governing Body meeting in September. She asked the
members to support this development work. Dr Bevington will then feed
back to us his findings and agree with us a development plan. On the
subject of development she will ask the Board Secretary to send each of the
members a document "Reviewing the contribution and capability of
Governing Body members". This is a useful tool to support personal
reflection on the roles of Governing Body members.

J Crombleholme reminded the members that in the interests of openness and
transparency the Governing Body conducts most of its business in public however
there are occasions when for issues of confidentiality or sensitivity that cannot
always happen. She therefore wished to bring to the attention of those members of
the public and staff present of the items which had been discussed in private so far
during 2013/14:

- In April 2013 the members were briefed on the NHS Stockport PCT
information governance incident of November 2011 which was being
reported in the media following the Information Commissioner’s Office
issuing of a penalty notice

- In May 2013 the members reviewed NHS Stockport Foundation Trust’s
Board Effectiveness Review which had kindly been shared by the
Foundation Trust’s chair

- Annual Claims Report: the members received a report detailing the claims
received by the PCT during its final year

- Remuneration Report: the members considered the recommendations
made by the Remuneration Committee for the pay of the senior members of
the CCG

- Fraud: the members were briefed on a fraud committed against a member
practice as the court case had been reported in the media and the
perpetrator sentenced

- No items were discussed in private at June’s meeting or at today’s.

The Governing Body noted the updates by the chair.

12.15 C BRIGGS JOINED THE MEETING.





171/13 REPORT OF THE CHIEF CLINICAL OFFICER
R Gill provided the following updates to the Governing Body:

- There have been changes made to the management of Tameside Hospital
NHS Foundation Trust whilst its future becomes clearer. There is a new
interim Chief Executive and a new interim Medical Director. It is still the
intention that they will continue to explore close working with the University
Hospital of South Manchester NHS Foundation Trust, Stockport NHS
Foundation Trust, and East Cheshire NHS Trust

- At June’s meeting the Governing Body delegated authority to R Gill to
appoint a further deputy for the Healthier Together Committee in Common;
he informed the members that he appointed G Mullins. Therefore R Gill is
the NHS Stockport CCG member of the Healthier Together Committee in
Common with V Owen-Smith and G Mullins as deputies

- There is to be a £10M integration fund for primary care during 2014/15
which will potentially lead to increased investment in primary care

- The Association has been in discussions with the Area Team to revise the
allocation of the strategic levy to result in 1% going to the CCGs (as
opposed to the previously-proposed 0.7%). This would result in the pooled
budget reducing from 1% to 0.7%; the consequences of this need to be
considered

- The NHS 111 service is looking for a stability partner to provide the service
on an interim basis whilst a new service is commissioned

- He attended the national Chief Clinical Officers’ meeting last week, and he
informed the members that the Stockport direction of travel is in line with the
Department of Health’s expectations and that our relationship with the Area
Team is more constructive than that of our peers in many other areas.

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

172/13 MINUTES OF THE MEETING OF THE NHS STOCKPORT CLINICAL
COMMISSIONING GROUP GOVERNING BODY OF 12 JUNE 2013

It was agreed that the minutes of the meeting of the NHS Stockport Clinical
Commissioning Group’s Governing Body held on 12 June 2013 be accepted as a
correct record of the meeting with the following amendments:

151/13: should read ‘G Mullins supported this and explained that some of the
existing vacancies are because it has been difficult to recruit to some roles and
others are because of a deliberate policy to hold back some money to buy-in
flexibility during the year (such as the £150,000 within service reform).’

160/13: should read ‘Included within the former PCT’s finance and performance
reports was detail of the budget spend per provider. This level of detail is not
routinely available in the CCG’s Governing Body reports.’





173/13 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The chair invited the members to submit items for Any Other Business.
T Stokes and C Briggs each requested one item of additional business.

174/13 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins provided the following updates to the members:

She is the accountable officer for emergency preparedness. The aim is to
develop local Health Economy Resilience Groups (HERGs) as sub-
committees of the Local Health Resilience Partnership which sits at the
Greater Manchester level; Terms of Reference have been produced and the
group met for the first time earlier this week. There are some remaining
questions concerning governance which she will bring to September’'s
Governing Body meeting

The Area Team have not yet approved the business cases submitted by
NHS Stockport CCG. These business cases were approved by the
Governing Body at their June meeting. She explained to the members that
they could decide to proceed with implementing the business cases ahead
of receiving approval from the Area Team but that this would put us ‘at risk’.

The Governing Body noted the updates and agreed to the implementation of the
business cases ahead of having received approval from the Area Team.

175/13 POLICY AND INNOVATION UPDATE

M Ryan presented the Policy and Innovation Update. She drew the members’
attention to the following points:

The costing implication for Technical Appraisal 282: Pirfenidone for treating
idiopathic pulmonary fibrosis has been revised upwards from £513,598 to
£616,371

Technical Appraisal 283: Ranibizumab for treating visual impairment caused
by macular oedema secondary to retinal vein occlusion has been costed at
£312,666

It is considered likely that NHS England will lower the threshold for bariatric
surgery which will make it necessary for our Specialist Weight Management
Service to do the same; the potential cost to the CCG is approximately
£300,000

The Clinical Policy Committee recognised the efforts by the Greater
Manchester Medicines Management Group to maintain costs across the
whole health economy

The Committee noted that they are not assured by the information they
receive regarding NICE implementation at Stockport NHS Foundation Trust.
This issue has been escalated and will be monitored.
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M Ryan concluded by reminding the members that NHS England commissions
some aspects of patient pathways and for some treatments they are reducing
thresholds which may have the impact of increasing patient eligibility.

The Governing Body noted the updates.

176/13 HEALTHIER TOGETHER ESTABLISHMENT AGREEMENT

R Gill presented a report containing the draft Establishment Agreement for the
Greater Manchester Clinical Commissioning Groups. He reminded the members
that the twelve CCGs across Greater Manchester are working in a more
collaborative manner and have started to look at commissioning services across
Greater Manchester and that this Establishment Agreement is designed to help to
facilitate these processes. This has previously been discussed by the Governing
Body.

He drew the members’ attention to the criteria for identifying and making level B
decisions, and explained that to support the level B decision-making the
Committee in Common is being established. R Gill is the representative for NHS
Stockport CCG, with V Owen-Smith and G Mullins as deputies. He explained that
their role is to represent the views of NHS Stockport CCG to the Committee in
Common although they must be open to being swayed by the arguments of their
peers. This Committee in Common is the governing committee of the Healthier
Together programme.

J Pantall asked the role of NHS England within the Committee in Common. R Gill
explained that the Committee in Common is a committee of CCGs only as it will be
making decisions about commissioning within the CCGs’ areas of responsibility.
The Committee in Common would not operate in isolation from NHS England but it
is making decisions on behalf of the CCGs.

S Johari asked what type of decisions would be categorised as being level B
decisions; G Mullins explained that it is envisaged that there will be very few level
B decisions and, as an example, that the decisions concerning the Healthier
Together programme would follow the level B decision-making process.

The Governing Body resolved that NHS Stockport Clinical Commissioning Group
will enter into the Establishment Agreement.

177/13 OVERVIEW AND SCRUTINY COMMITTEE REVIEW OF MENTAL
HEALTH SERVICES

J Crombleholme introduced to the members Clir Tom McGee, chair of the Health
Scrutiny Committee.

Cllr McGee thanked J Crombleholme for the opportunity to present to the
Governing Body the report of the Health Scrutiny Committee ‘No Health Without
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Mental Health: The Stockport Way'. He explained that R Gill, G Mullins and J
Pantall had all been involved in this review; there had been a high level of
engagement.

He informed the members that this is the Committee’s second report on mental
health services, and explained that the Committee attempts to make
recommendations which do not require significant resource allocations. He added
that the Committee is hopeful that if we could support people to have better mental
wellbeing this in turn would reduce other health-related costs.

The committee heard evidence from Stockport Metropolitan Borough Council,
Stockport NHS Foundation Trust and Stockport Homes regarding their policies and
practices in respect of the wellbeing of employees and specifically around mental
wellbeing. Stockport Homes had been recognised as an exemplar employer by
being ranked 42 in The Sunday Times 100 Best ‘Not for profit’ Organisations To
Work For in 2012. Stockport Homes were able to point to high levels of staff
satisfaction, reducing levels of sickness absence, and lower staff turnover.

The Committee welcomed the work between the Greater Manchester Police,
Pennine Care NHS Foundation Trust and Stockport NHS Foundation Trust to
develop processes and to train staff to identify better those people in custody or
who are brought to the attention of the police who may be suffering from poor
mental health and distress.

Cllr McGee concluded by informing the Governing Body that there are a number of
recommendations contained within the report which will have an impact on the
CCG and explained that the Committee would welcome a considered response.
He added that he is also meeting with Pennine Care NHS Foundation Trust to
present this report, and will hopefully also be meeting with Stockport NHS
Foundation Trust.

V Owen-Smith opened the discussions by stating that she found it really helpful
that the report has identified mental wellbeing in the workplace as a gap. She
suggested a recommendation to general practice to consider also the physical
needs of people presenting with a mental illness to take account of some of the
messages from today’s patient story. Clir McGee replied that the scope of the
report was looking at services for people aged 18 years and above, and stated that
one in four of the population is likely to be affected by poor mental health at some
point in their life. He agreed with V Owen-Smith that initiatives such as ‘exercise on
prescription’ schemes might be helpful.

J Idoo raised the issue of the ease of accessing some mental health services and
cited that a seven month wait for cognitive behavioural therapy is unacceptable.
She agreed that the police are a key player in recognising social isolation and
vulnerable people. Clir McGee commented that since the Committee’s first report
on mental health services eighteen months ago the waiting time for cognitive
behavioural therapy has improved.

D Jones welcomed the report and noted the links with the Stockport One service.
12





J Pantall added that this report will help inform the discussions at next week’s
meeting of the Health and Wellbeing Board. He welcomed the fact that the report
recognises the importance of things which are relatively simple and cheap to put
into place.

R Gill advised the members that there is work underway to develop a mental
health strategy for Greater Manchester and that a strand of this work is looking at
maintaining people in employment.

C Briggs thanks Clir McGee for his report and wondered if there is the opportunity
to support the development of resilience skills to prevent episodes of poor mental
health. Clir McGee responded that the research discovered work underway at a
local sixth form college where there is a programme looking at developing support
techniques for issues such as anxiety, stress, exam pressure, low income, and
living alone. He explained that most colleges appear to have support services
although the provision of these in high schools may be a gap.

J Crombleholme asked if the Committee is intending to review children’s mental
health service provision at a future date, and Clir McGee replied that they will be
looking into the provision for younger people by exploring further what is available
in high schools and colleges.

S Johari commented upon the part that medication can play within the range of
available support. He added that many people presenting in general practice could
have anxiety or depression and that it is difficult to explain that this is what is
behind their presentation. Clir McGee responded that the Committee had
considered the usefulness of a de-stigmatisation programme.

The Governing Body thanked the Health Scrutiny Committee for the report, and
welcomed the opportunity to respond. The Chair explained that the report would
be taken through the appropriate route within the CCG and that the Committee will
receive the CCG’s response within a couple of months.

178/13 ANY OTHER BUSINESS
There were two items of additional business.

T Stokes informed the Governing Body that Healthwatch is developing a District
Nurse Patient User Group. The group held their first meeting in June and their next
meeting is in September, and he asked that feedback on the District Nursing
service can be sent to him to pass on to the group. He thanked the GPs for having
publicised the group within their practices.

C Briggs made a formal declaration that she has agreed to provide advice to the

Greater Manchester Commissioning Support Unit regarding the specification for a
non-scalpel vasectomy service.
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J Pantall added that there has been continuing concern at the national level of out
of area learning disability placements. He explained that the issue has been
considered by the Health and Wellbeing Board and that their response was sent
last week to Norman Lamb MP, Minister of State for Care Services at the
Department of Health. He informed the members that this response sets out that
the partners in Stockport took action when the issue was first raised, that there is a
robust section 75 agreement in place, and that there is a clear willingness to
collaborate.

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

1 My understanding of what was decided at last month's NHS Stockport CCG
meeting was that, as long as interested parties have declared their interests, they
should be fully involved in the discussion and also free to vote. This was despite
this arrangement probably going against guidance, from above, to CCGs.
Also | understood that the CCG Governing Body will propose to the Audit
Committee that the 'Conflict of Interest and Procurement Panel' should only advise
the CCG and has no power to make decisions; but its advice must be made public.
Could this issue be addressed instead by the following approach: that the experts
should indeed be present in the discussion and probably leading it, but that the
voting is only by those without an interest. This would go some way to removing
the conflict and might also help ensure that a robust and convincing case is
presented.

J Crombleholme responded that the role of the Conflict of Interest and
Procurement panel is to advise her on conflicts of interest. It is not to take a view
on the material case although of course they do need to understand it in order to
issue the advice. As chair | am not bound to take the advice. The advice given was
for the cases at the previous Governing Body meeting, it is not binding on every
case so the panel will meet again when required and | will ask them to take your
comments into account. By memory this would still cause quoracy problems but |
am sure they will advise me. The advice is published in the meeting’s papers and |
receive no other advice other than what you all see.

2 Did the approval of and funding for the Stockport NHS Dialysis Unit at Shaw
Heath, go through NHS Stockport CCG and, if not, do you know whose remit it is
in? | couldn't see this in the 2012/13 contract risk report, kindly sent by Mark
Chidgey, either under Dialysis nor Fresenius Medical Care. So is it in someone
else's remit, is it subsumed under another provider's name, will it be in the 2013/14
budget (the building does look very new), or is there some other arrangement?

M Chidgey replied that NHS Stockport CCG existed in shadow form during
2012/13 but the decision on this service pre-dates 2012/13 (it was made during
2011/12). The decisions on the procurement process, the service’s form and
outcome were made by the North West Specialist Commissioning Team. The
contract for this service sits between Central Manchester University Hospitals NHS
Foundation Trust and the provider (Fresenius). NWSCT will have communicated
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information on the process and progress to Stockport Primary Care Trust but the
PCT was not involved in decision making. He concluded by adding that renal
dialysis used to be commissioned by the North West Specialist Commissioning
Team. It is now commissioned by NHS England and as such is not included within
CCG reporting.

3 My understanding is that NHS England fund the bulk of General Practice, rather
than it coming through CCGs. So, were all the monies approved at the CCG'’s
Governing Body meeting in June for primary care, under the CCG role of improving
the quality of General Practices? Is it clear who has to pay for what?

M Chidgey explained that NHS England is responsible for funding the bulk of
General Practice. This funding is of the General Medical Services contract (GMS)
or similar and nationally agreed additional designated services. The CCG is
responsible for improving the quality of these GP services and in addition
improving the quality and efficiency of the whole local healthcare system. In doing
this the CCG may develop other local services and agree contracts with a range of
providers including GPs. The funding agreed in June was for services of this latter
kind.

4 Has NHS Stockport CCG responded to Monitor's guidance of 20 May 2013 on
the Procurement, Patient Choice and Competition Regulations that is out for
consultation? If so is it possible to see the response please?

M Chidgey replied that NHS Stockport CCG did not respond to this consultation
before the deadline of 11 July 2013.

P CARNE LEFT THE MEETING AT 13.10
179/13 DATE, TIME AND VENUE OF THE NEXT MEETING
The next meeting of the NHS Stockport Clinical Commissioning Group Governing

Body will take place at 10.00 on 11 September 2013 at Stockport Life Leisure,
Woodley, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 13.15.
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Purpose

To update Stockport Clinical Commissioning Group (SCCG) on Adult
Safeguarding activity for 2012-013.

To advise the Governing Body in respect to the level of assurance
provided from services commissioned by SCCG in respect to their
safeguarding arrangements for adults.

To provide a positional statement to the Governing Body in respect to
its own compliance with safeguarding arrangements.

To provide assurance that within Stockport services are working
collaboratively to meet the commitment of ensuring that adults live free
from abuse and neglect and that those people in vulnerable
circumstances are not only safe but also receive the highest possible
standard of care.

Context

This is report for 2012/13, it should be noted that further progress has
been made since March 2013 and this will be reflected in the 13/14
annual report.

The term adult safeguarding covers everything that assists an adult at
risk to live a life that is free from abuse and neglect, which enables
them to retain independence, well-being, dignity and choice. It is about
preventing abuse and neglect as well as promoting good practice for
responding to concerns on a multi agency basis.

The responsibility for coordinating adult safeguarding arrangement lies
with Stockport Metropolitan Borough Council (SMBC), but SCCG is
accountable for ensuring it has its own safeguarding structures and
processes which is key thread that runs throughout the SCCG quality
and safety agenda.

NHS England local area team is formalising local safeguarding
networks to include CCG executive leads and designated professionals
to further support safeguarding across the NHS and to ensure a
standardised approach to safeguarding is achieved.

DoH best practice guidance for commissioner’s 2011 states
safeguarding adults is a core responsibility.

The national context for adult safeguarding has still not been clarified
and it unlikely that this will happen until 2014.





2.7  Safeguarding arrangements are one of the factors taken into
consideration as part of CCG authorisation.

2.8  Services should be developed in response to the need to improve
outcomes for safeguarding adults and take into account the
requirements of:

e Safeguarding Vulnerable people in the Reformed NHS-
Accountability and Assurance Framework (2013)

o Office of the Public Guardian Safeguarding Policy May 2013

e DoH Statement of Government Policy on Adult Safeguarding
(May 2013)

e Adass Safeguarding Adults Advice and Guidance to Directors of
Adult Social Care (March 2013)

e The Human Rights Act (1998), Equality Act (2010), Mental
Capacity Act (2005) and Safeguarding Vulnerable Groups Act
(2006) provide the legal framework

2.9 The SCCG’s responsibilities are:

1. To ensure that the providers from which services are
commissioned, deliver a safe system that safeguards vulnerable
adults

2. To ensure robust systems are in place to learn lessons from
cases where adults die or are seriously harmed and abuse or
neglect is suspected

3. To be a member of the Local Safeguarding Adult Board

3.0 Background

3.1 The safeguarding adult agenda does not have the same statutory
status as the children’s agenda however registration with the Care
Quality Commission for providers applies the same safeguarding
criteria for both children and adults.

3.2 The 2011-12 contract with Stockport NHS Foundation Trust (SFT) for
the first time included the commissioning safeguarding policy and the
self assessment audit tool. This contractual requirement of using the
self assessment tool has now been extended to all healthcare,
independent and voluntary providers.

3.3  Though there have been two domestic violence homicide reviews in
Stockport, neither have involved adults who were known to be
vulnerable.

3.4  There has been a Serious Case Review commissioned by the Adult
Safeguarding Board which health contributed to and have now
completed their identified actions.
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6.1

It remains SCCG's responsibility to monitor the out of area placements
of individuals with learning disabilities following the Winterbourne
report. SCCG and SMBC are committed to developing and improving
services for Learning Disabilities and are working together with a
number of agencies to ensure that the health of individuals concerned
is monitored and the quality of care is maintained.

April 2013 saw a number of changes to commissioning arrangements,
the most notable for safeguarding adults being for GP’s, Optometrist,
Pharmacist and Dentists— to NHS England. NHS England is now
responsible for monitoring safeguarding compliance and providing
training for these professionals.

Resources
March 2013 saw an increase in the SCCG’s safeguarding resource.

A dedicated Designated Nurse Adult Safeguarding 1.0 wte was
appointed.

There is now a clinical director with responsibility for safeguarding.

Equalities

The safeguarding team strives to ensure that all service users,
whatever their disability, sexual orientation, age, race, culture, religion
or gender receive the same level of protection from abuse from all our
commissioned services.

Adult safeguarding does not have the same profile within services as
children’s safeguarding. The lack of a single statutory guidance
document is a significant factor when promoting equality.

Report Context

The SCCG was authorised with no conditions in relation to
safeguarding.

Assurance continues to be a key focus for adult safeguarding. The
embedding of the safeguarding policy, safeguarding standards and the
requirement to complete a self assessment in all contracts has been
progressed and will continue to be embedded in all contracts for 2013-
2014.

This year has seen an increase in the number of providers being asked
to provide assurance particularly Nursing Homes and third sector





6.1.1

6.1.2

6.1.3

6.1.4

6.1.5

6.1.6

6.2

providers. The assurance tool was sent to all providers for them to self
assess. This was then followed up by the designated professional
visiting providers to discuss their self assessments and to examine
some of the supporting evidence. This was the first year that
assurances have been sought from the organisations and although
they have been fully engaged in the process, it has at times been quite
challenging. This has resulted in organisations recognising the gaps in
their processes and taking steps to address them.

Stockport NHS Foundation Trust
There is an action plan in place to address a number of issues which
include:
e Compliance with all levels of safeguarding adults training which
is being managed through CQUINs
e The understanding and application of mental capacity and
deprivation of liberty.
e The Quality and Provider Management Committee has
escalated the training issue and safeguarding will be continued
to be monitored through quality and contracts.

Mastercall

The organisation is working towards full compliance in respect to
safeguarding adults and is a valued member of SCCG’s adult
governance group.

BMI Alexander
The provider is has made significant improvement this year to achieve
compliance and is a valued member of SCCG’s adult governance

group.

Cheadle Royal

The organisation has strived to ensure that the adult workforce is
aware of its responsibilities and is compliant with safeguarding
standards and is a valued member of SCCG’s adult governance group.

St Anne’s Hospice and Beechwood Cancer Care Centre have made
significant improvement to become compliant and are valued members
of SCCG’s adult governance group.

A number of third sector organisations, who are commissioned to
provide mental health services, have been asked to complete a self
assessment and follow up visits have been undertaken. The self
assessments identified gaps, some significant, but once highlighted the
organisations, with support from the team, are addressing the issues.

The Safeguarding Team provide monthly reports to the Quality and
Provider Management committee highlighting providers who are non
compliant and where insufficient evidence is being provided to
demonstrate that their action plans are being progressed within agreed
time scales. The committee then decide how to manage the issue.
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SCCG is developing an early warning system for adult safeguarding.

Risks

Access to specialised services for mental health and learning
disabilities within Stockport remains limited and therefore SCCG has to
continue to place out of area. Out of area placements can be more
challenging to monitor the quality of the provider.

There is a concern that safeguarding adults incidents and serious
incidents are being under reported within Stockport due to the lack of
uptake in training. This may impact on professionals understanding of
safeguarding, mental capacity and deprivation of liberties.

Due the fact that the Adult Safeguarding Board (ASB) has no statutory
responsibility it does not receive any funding to support the running of
the board and any board developments and relies heavily on
commitment from the board members which remains difficult in times of
austerity.

Despite an increase in service capacity adult safeguarding remains on
SCCG risk register. This is mainly because we now know what we
didn’t know. However, this risk can now be managed more effectively.

Progress to date

The Designated Nurse Adult Safeguarding role in now recognised for
promoting and influencing safeguarding across NHS services in
Stockport.

The Designated Nurse Adult Safeguarding now has the capacity to
engage in partnership working with SMBC, CQC and other providers
and all working together towards a shared vision for adult
safeguarding.

Regular attendance at strategy meetings, Adult Safeguarding Board
(statutory responsibility 3) and Quality and contract meetings has
provided a clear insight into what the expectations are from SCCG.

Provision of a direct point of contact within health to support queries
raised by health colleagues when they are confronted with a
safeguarding concern.

A safeguarding adult engagement survey using the SCCG website and
hand held devices, to ascertain professional and public understanding
of adult safeguarding has been undertaken.
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The Designated Nurse represents SCCG at a number of multi agency
forums which monitor and drive service improvement for adults at risk.

The Designated Nurse is working with SFT tissue viability nurses to
develop a Stockport economy wide pressure ulcer prevention strategy

Increased networking with independent and third sector providers to
ensure they have a senior point of contact and that they are following
the same reporting process as NHS colleagues.

Supporting quality team to drive quality and safeguarding throughout all
commissioned services.

Governance

The Designated Nurse provides a monthly update to the Quality and
Provider committee and briefs the clinical lead in respect to any adult
issues.

The Designated Nurse monitors the provider action plans in respect to
compliance with safeguarding standards.

The Designated Nurse reviews incident reports and investigation
reports when there has been an untoward incident and advises re
safeguarding issues.

Next Steps

To monitor the current and future action plans relating to compliance
with the safeguarding standards and alert the relevant commissioner if
the action plans are not progressed in a timely manner.

To continue to work with SMB and GMP in developing integration of
adult safeguarding processes to reduce duplication.

To work with relevant commissioners and contract leads to ensure that
KPI's and CQUINS relating to safeguarding are in place.

To continue to work with NHS England- Local Area team to support
and deliver awareness training in adult safeguarding for GP’s, Dentists,
Optometrist and Pharmacists.

To continue to develop an Early Warning Adult Safeguarding system.
To ensure within SCCG that there are clear safeguarding, process the

management of adult safeguarding and that it is embedded with the
organisation culture.





10.7 To identify any emerging safeguarding issues and potential
commissioning requirements.

11.0 Recommendations

11.1 SCCG has made good progress in embedding the Adult agenda in this
first year of having a Board lead and Designated Nurse. They will
continue to coordinate on behalf of SCCG the health agenda for
Safeguarding Adults and provide strategic and clinical leadership and
advice to SCCG commissioners.

11.2 The Governing Body confirms that as a result of the above report they
are partially assured with regard to services commissioned by SCCG
for safeguarding vulnerable adults.

11.3 The gap to significant assurance results from:-

e The full review of all providers processes is work in progress. All
risks are therefore not yet identified.

e Of the assessed providers, there are significant issues to be
addressed with the focus being training levels at SFT.

e In 12/13 the team was not at full capacity until March

11.3 In addition that as a result of planned actions that this will move to
SCCG being significantly assured by the end of 2013 — 14.

Andria Walton Dr Catherine Briggs

Designated Nurse Safeguarding Clinical Lead for Safeguarding.

Adults

05 September 2013
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1.0

11

1.2

1.3

2.0

2.1

2.2

2.3

3.0

3.1

3.2

Purpose

This is the first annual report for Stockport Clinical
Commissioning Group (SCCG) in respect to Looked After Children
(LAC). The purpose of this report is to:

Advise the Governing Body on the delivery of services for LAC during
2012-2013.

Assure the Governing Body of the extent to which the services
commissioned by the organisation are meeting their statutory functions
and delivering best practice.

Outline the Governing Body’s statutory responsibilities for LAC and
SCCG’s compliance.

Context

All health organisations have a statutory responsibility to promote the
health and well-being of Looked After Children DH 2009.

The statutory responsibilities are outlined in ‘Statutory Guidance on
Promoting the Health and Well-being of Looked After Children’. The
specific duties for health are explained in ‘Delivering the health reforms
for looked after children: How the new NHS will work from April 2013’

The SCCG’s statutory responsibilities are:

1. To cooperate with the local authority in fulfilling its duties towards
looked after children, including the commissioning of statutory
health assessments and reviews.

To have a Designated Doctor and Nurse for Looked After Children.
To commission most secondary health care, including for those
originally from the CCG area but now placed outside, even where
the child registers with a GP practice in the new CCG area in which
they have been placed.

wn

Background

At the time of reporting Stockport has 300 Looked After Children of
which 102 are placed outside Stockport, for which the SCCG is
responsible for commissioning secondary care.

In addition to Stockport’s own LAC, an additional 400 LAC from other
local authorities reside here, over 50% being from Manchester.





3.3  The availability of placements for children from other areas is mainly
due to the 40 residential units that have been granted planning
permission in Stockport. These homes are operated by a number of
independent providers and are regulated by Ofsted. The young people
residing in these units are some of the most vulnerable and
challenging.

3.4 In February 2012 Ofsted and the CQC undertook an announced 10 day
inspection of Safeguarding and Looked after Children services. This
resulted in Stockport receiving a judgement of “inadequate” in
response to its contribution to the health and wellbeing for Looked after
Children.

3.5 A comprehensive action plan was put in place which provided a
framework to address service improvement. The former SHA
monitored the plan and signed it off in November 2012.

4.0 Resources

4.1  The requirement for appointment of designated health professionals —
SCCG statutory responsibility 2 - has been met through the
appointment of:-

(a) A 0.5wte Designated Nurse LAC.

(b) A medical resource for Looked after Children - a Designated Doctor
who is a paediatrician with 2PAs / week to fulfil this role.

4.3  The provider organisation is commissioned to provide a dedicated
resource for Looked after Children which sit alongside universal
services. Together these fulfil the aim of reducing inequalities and
ensuring Looked after Children’s health needs are met, in accordance
with statutory guidance — SCCG statutory responsibility 1.

5.0 Equalities

5.1 Looked After Children and young people share many of the same
health risks and problems as their peers, but often to a greater degree.
They often enter care with a worse level of health than their peers, in
part due to the impact of poverty, abuse and neglect.

5.2  The vision across Stockport is that Looked after Children will access
universal health services in the same way as other children and young
people. Additional needs will be met through targeted interventions and
specialist services. Furthermore, children and young people who are
cared for by any Local Authority but living in Stockport, will receive the
same opportunities to access health services within the borough
irrespective of their originating CCG.





6.0

6.1

6.1.1

6.1.2

6.2

6.2.1

6.2.2

Report Context

Services should be developed in response to the need to improve
outcomes for LAC and take into account the requirements of national
guidance.

Assurance

Stockport NHS Foundation Trust

e Provide a dedicated resource for LAC which works alongside
universal services.

e [Equality audit relating to review health assessments that was
put in place post inspection now demonstrates consistency in
the quality of health plans completed by Stockport health
professionals.

e The CQUIN requirement 2012-13 for initial and review health
assessments was successfully delivered.

e A patient satisfaction survey relating to initial health
assessment clinics indicated that 64% of young people rated
the service excellent overall, with 100% reporting that they
had been included in the decision making around their health
needs.

Pennine NHS Foundation Trust
e There is an identified gap in the provision of CAMHS
services for LAC, notably those who are placed in Stockport
by other local authorities.

SCCG statutory responsibilities

CCGs and NHS England have a duty when fulfilling their
commissioning role to have regard to the need to:

a) reduce inequalities between patients with respect to their ability to
access health services, for the CCG this is access to secondary
care and NHS England, primary care, dental care, pharmacy and
specialist services such as tier 4 CAMHS.

b) reduce inequalities between patients with respect to the outcomes
achieved for them by the provision of health services.

Currently there are access issues to some services for LAC, most
notably CAMHS and this impacts on their outcomes.





7.0

7.1

7.2

7.3

7.4

7.4.1

7.4.2

8.0

8.1

8.2

Risks

Funding

There is a change in the North West commissioning arrangements.
Previous income generation using the Responsible Commissioner
Guidance, which was invested in services, is no longer recurring, and
there is uncertainty of future income following the implementation of the
national tariff.

As a net importer of LAC then the Stockport economy stands to lose
CE£300K per annum and / or be unable to address equitable access
should this not be resolved. This is a significant risk to the CCG.

Access to Services

There are two areas where there are difficulties
e Mental health services

¢ No dedicated health team for care leavers

Both of these pose a moderate risk to the CCG. There are services
available but access is inconsistent and/or there is insufficient capacity.

Access to data and information

This is predominantly a risk for Stockport NHS Foundation Trust,
however, there is an impact on the SCCG which creates a moderate
risk when planning services.

Service Delivery

The Local Authority has delayed implementing and embedding agreed
improvements following the 2012 Ofsted / CQC inspection. If the
service was re inspected in the near future this could still reflect poorly
on health.

The SCCG has the duty to commission statutory health assessments,
but does not commission health visitors or school nurses that carry out
the majority of review health assessments.

Progress to date

There is now a Designated Doctor and Designated Nurse in post. The.
dedicated Designated Nurse has been in post since March 2013, prior
to this the post was combined with safeguarding children and
vulnerable adults.

There is a specialist looked after children health team service
specification in place. Stockport are working towards adopting a
Greater Manchester service specification which ensures the
Designated roles and provider services work together to meet the
health needs of LAC in accordance with statutory guidelines.





8.3

8.4

9.0

9.1

9.2

9.3

9.4

9.4.1

9.4.2

Service user involvement to help shape service delivery is being
developed with the local authority. This has been achieved using the
Children in Care Council and there are plans to develop this further
with different age groups. Health questions have also been included in
the local authority ‘have your say’ questionnaire, in an attempt to obtain
views from a wider cohort.

The Designated Nurse represents the SCCG at a number of
multiagency forums which monitor and drive service improvements, the
focus being improving outcomes for all Looked after Children — SCCG
statutory responsibility 1.

Next Steps

Funding

To engage with the Commissioners who are leading on the
implementation of the national tariff at a GM and local level and advise
the SCCG on its impact.

Access to services

To work with mental health commissioners and Public Health to
progress the identified priorities for action for mental health services for
LAC and care leavers. To scope the identified gap in provision of
dedicated health services to care leavers and make recommendations
to the Governing Body.

Access to data

To use the limited data available, construct a health profile of LAC
living in Stockport. The profile can then be used to benchmark service
provision and inform future commissioning.

Service delivery

To ensure that the health needs of Stockport Looked After Children
placed outside of the area are having their health needs identified and
met — SCCG statutory responsibility 3. To benchmark Stockport’s
progress against the Quality standard for the Health and Well-being of
Looked After Children and Young People (NICE quality standard 31
April 2013) and identify any gaps that the SCCG may need to consider.

To identify if a formal agreement is required with health visitor and
school nurse commissioners in respect to the completion of review
health assessments.





10.0 Recommendations

10.1 The Governing Body confirms that as a result of the above report they
are significantly assured with regard to services commissioned by the
SCCG for LAC.

10.2 In addition that as a result of planned actions that this will move to
being fully assured by the end of 2013/14.

10.3 The Designated Doctor and Designated Nurse will continue to
coordinate on behalf of the SCCG the health agenda for LAC and
provide strategic and clinical leadership and advice to SCCG
commissioners, including providing data on request.

Jane Hancock Dr Patrick Miller
Designated Nurse for LAC Designated Doctor for LAC

Dr Catherine Briggs
Clinical Lead for Safeguarding

05 September 2013
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Executive Report
This report covers the period up to the end of July 2013 and provides an overview of progress, issues and key risks for the first 4 months of 2013/14
This report includes information on the NHS England (NHSE) Quarter 1 (April-June) assessment of the CCG’s performance.

Progress against strategic priorities:

Strategic Priority 1: Transform the experience and care of adults with long-term conditions.

This remains the CCG’s area of greatest reform and greatest challenge. The CCG is continuing to develop an integrated service model based on
the international evidence base and initial learning from the Stockport One service. This is a highly complex piece of design work and has required
constant adjustment of plans to address emerging factors especially national and regional drivers. The CCG was successful in winning a
demonstrator bid for an integrated hub in one locality based on the principles of the One Service and looking towards developing federation of GP
practices. However, whilst the overall position in terms of non-elective admissions is not deteriorating the complexity of delivery has meant no
progress is evident or likely in making necessary in year reductions. Therefore, in mitigation the CCG is continuing to improve the impact and
resilience of services already in place and supporting the roll-out of other measures such as the Community IV service, Intermediate Care and
Rapid Response. Additional NHSE funding will be available to support these schemes in Stockport specifically.

Work rolling out the primary care business cases agreed in June has commenced. In line with NHSE guidance, these business cases were shared
with the GM Area Team (AT) in June for review and their final approval is awaited. The AT have already supported these on the basis of
‘agreement in principle’ and are seeking responses/clarifications from us on some issues. Conscious of the need not to delay matters any further,
we have already engaged and received contract sign-up from 49 of the 50 Practices to ensure that progress and momentum can be made on
these schemes which are driving our reform and QuiPP programme. A work around solution has been put into place to address problems with the
lack of risk stratification data.

The development of the CCGs approach to integrated care and integrated commissioning will be discussed in detail at the CCG Governing Body
away days in September and October.

Strategic Priority 2: Improve the care of children and adolescents

The primary care business cases approved in June includes improving and extending access in general practice for the management of children.
This is being rolled-out as described above. Work has now been prioritised on coding issues with Stockport Foundation Trust (SFT) but it is a little
early to see the impact in the data. The service specification is being reviewed and will be amended to be more primary care focused, and a
provisional meeting is planned with the service provider, GP lead and commissioning lead to move this forward.
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Executive Report

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

The considerable improvements in the prescribing position over the past few years are now starting to level out as expected, but the CCG remains
on plan in this area. Changes in the coding of some cases have driven a significant increase in 1st Outpatients at Stockport FT and the issue is
being addressed through contract meetings.

The approval of the referral management business case is now being rolled-out and 42/50 practices have already signed the contract despite
further delays in area team sign off processes. A robust medium-term plan for the reform of outpatient services has been agreed with SFT.
However, this means that the planned reductions in follow-ups this year are unlikely to materialise and the CCG are exploring alternative short-term
mitigation options. Some of the shortfall will offset against less investment in this year.

Strategic Priority 4: Improving the quality, safety and performance of services in line with local and national expectations

The progress made around ED in Q1 was not sustained in July and there is considerable risk that SFT will not meet its improvement trajectory in
Q2. NHSE has identified significant additional resource to support areas failing to meet the ED standard. Stockport has submitted plans to draw
down this funding and is waiting to hear what this will be.

Other areas of performance are good.

NHSE has now issued the definitive list of constitution targets and the position is set out in the table below.

Grade Count Notes
H 0

Amber Emergency Department Waiting Times
Green 19

[E

Other areas of concern outside the constitution remain infection control (MRSA and C Difficile) and the number of Friends and Family Tests
undertaken (not the actual scores which are good). All three are red rated by NHSE. There are no further incidences of MRSA (1 in April) and
trajectory on C Difficile is showing signs of potential improvement, but the trajectory for reduction remains challenging.

Strategic Priority 5: Ensure better prevention and early identification of disease leading to reduced health inequalities
The lack of up to date data hampers accurate reporting. Work is underway to try and improve this. Health Check data remains good.
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Executive Report

Quarterly Assurance Q1 report

Each quarter NHS E publishes a report on CCG performance and meets with each CCG to discuss issues and remedial plans. The CCG is
undertaking the first of these as papers are being issued and will publish the full report on-line by the end of September. Below is a high level
summary of the key issues.

. Forecast
Q1 Grade |Heading Notes Q2 Grade
Amber Are local people getting good quality care? A number of local prov_iders have a range of _ Amber
Green issues, but the CCG is sighted of these and action Green
plans are in place
Are patients rights under the NHS constitution Improved ED performance in Q1 meant green, if Amber
being promoted? position declines overall position will decline to Red
Amber/Red
Are health outcomes improving for local people |MRSA & C Difficile outside trajectory, Friends & Amber
family Test roll-out too low. No other Health Red
Outcome measures used to date
Are CCGs delivering within their financial plans? |Failure to meet reductionin activity levels has Amber
Green started to impact under the QIPP element Green

Compliance

The CCG as a statutory body has to meet a number of requirements. All areas on the CCG Compliance Dashboard are currently complete or on
track to be completed by the legal deadline. A review of the previous year’s uptake of mandatory training by staff currently working for the CCG is
difficult but in those areas and for those staff where we can see this information it was reasonable. A new approach is in place for this year and the
next report for Q2 will give a more detailed position. Undertaking mandatory training is now linked to incremental progression and each aspect is
being phased over the year. August 31st is the end of phase 1 looking at Fire and Information Governance Training.

The Criminal Records Bureau was changed in September last year and has been replaced by the Disclosure and Barring Service. One result of the
changes is that employers are restricted in who they can ask to undergo a records check. The CCG has asked the HR team in the commissioning
support unit to undertake DBS checks for 24 employees whose role requires them to work with vulnerable adults and or children and this is
planned to be completed once the CSU is accredited. All 24 staff have previously had a CRB check.

Performance Indicators
At the last Governing Body meeting the members asked for a complete list of all of the performance indicators that the CCG will be measured
against. A full list has been included in this report for information, but will not form part of the regular monthly report.
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Executive Report

Summary

There continue to be major risks around the scale of the reform programme and these along with ED performance remain the principle areas of
challenge. Plans are in place and good progress is being made in implementing primary care business cases with improved engagement.
Organisational capability across the NHS and its partners, procurement and resourcing the transitional phase remain the particular challenges.
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NHS Stockport CCG Strategic Performance Scorecard

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

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

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

1. Transform the experience
2 Adult A&E attendances

Local - Urgent Care / Area Team Constitution

and care of adults with long-

. 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

better than plan. Emergency readmissions rising. Overall non-elective admissions static and above plan.
Impact: If no change in indicators CCG faces £2.34m financial pressure. We will also lose £0.175m of Quality premium next
year if emergency readmissions do not improve, and £0.35m if no reduction in avoidable emergency admissions

Issues: There is some evidence of a reduction in ACS and Acute admissions but unclear if this is seasonal. A&E attendances Executive Action:

Develop comprehensive Integrated Care model and programme and
bring to September/October Away Day.

Investment in rapid response and other deflection schemes in interim
whilst reform programme takes hold

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

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

- Local - Urgent Care / Area Team Health Outcomes 2

L RETe o] SNV R G RERNY 6 Emergency admissions for children with lower respiratory track infection

Local - Urgent Care / Area Team Health Outcomes 3

conditions and mental health Progress of related change programmes

Local - Programme Scorecard / Gap

EES

Issues: Some indication of reduction but not yet statistically significant, however unclear yet if this is more than seasonal
variation. Paediatric recoding has now been implemented.
Impact: Consolidated in above section as part of £0.35m.

Executive Action:
Work in primary care commenced now business case approved,
continue to work through.

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

7 Outpatient Activity (Follow-ups, GP First's)

3. Increase the clinical cost - —
8 Elective Admissions

‘ Local - Cost Effectiveness A / Area Team Finance

Local - Cost Effectiveness B / Area Team Finance

effectiveness of elective —
9 Prescribing Spend

Local - Cost Effectiveness C / Area team Finance

treatment and prescribing

Progress of related change programmes

Local - Programme scorecard / Gap

Issues: No statistically significant evidence yet of decline or improvement in the GP referral or follow-up position. However
significant increase in all first outpatient attendances due to recoding issue. Business Cases now agreed and being
fimplemented. Follow-up programme slipped & will not deliver reduction in year. Prescribing gains levelling out.

Impact: As it currently stands the CCG will halt growth in this area but will not deliver the additional £0.61m savings. This
assumes coding issue addressed but if not faces additional pressure of £1m.

Executive Action:
Develop mitigation plan for Follow-Up slippage.
Resolve coding issues with Stockport Foundation Trust
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Strategic Aim Indicator

Position Change Source Scorecard / Assurance

4. Improve the quality, safety
and performance of local

services in line with local and

national expectations

10 Compliance with NHS Constitution mm) |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 ) | ocal - Programme scorecard / Gap

Difficile rates falling but above plan give red. Friends & family Test roll-out poor but findings within acceptable parameters.
Impact: The failure to deliver A&E means continual close attention from NHS England and considerable management time.
Potential to lose £0.35m of quality premium on A&E and a further £0.175m on Infection Control. A further £0.175m is at risk if
Friends and Family Test not rolled-out.

Issues: With the exception of A&E constitutional commitments are being met. One MRSA case against a target of zero and C 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

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

14 Potential years of life lost from causes amenable to healthcare

NHS England - Health Outcomes 1/ Area Team

15 Uptake of Health Checks

Local Indicator - Health Wellbeing (UD) / HWB Board

16 Health Inequalities Gap

Local Indicator - Health Wellbeing (UD) / HWB Board

Progress of related change programmes

A

Local - Programme scorecard / Gap

Issues: No immediate significant issues though persistence of health inequalities gap and poor outcomes
compared to peer group mean focus on this agenda is essential. Data lag in this area considerable and unhelpful.
Health Checks progress good. Some minor programme delays not affecting final delivery.

Impact: Without progress in reducing potential years of life lost to amenable mortality we will lose £0.175m 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 12month rolling positions

Indicator

Position Change Source Scorecard / Assurance

Finance Forecast Position

=)

Local - Finance Report Forecast - Audit Committee

Overall Financial Performance & Management

—)

NHS England - Financial Performance - Area Team

Organisational Capability

Workforce Capacity

=

Local CSU - workforce review (UD) - Gap

Capability & Development

—

Local - OD (UD) - Gap

Statutory Compliance

=

Local - Compliance Dashboard - Gap

Issues: Itis still early in the year to give a clear financial position. Issues around risk shares and specialist commissioning
lpresent potential of significant pressures. First workforce report has arrived, sickness level low but still some vacancies.
Impact: No immediate concerns though completion of teams has held up some pieces of work. Potentially significant
financial pressures resulting from specialist commissioning arrangements- see financial report.

Executive Action:

Work through local impact of emerging financial issues.
Ensure all teams up to capacity by middle of September
Recruit Portfolio Programme Director across economy
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| NHS Stockport CCG Annual Business Plan Programme Delivery

Strategic Aim Status

Programme

Status

Comment

1. Transform the identification,
anticipation and management of
long-term and complex conditions
among adults

Stockport One Service

® =

The CCG agreed in June to extend the service, however, due to problems securing staffing this was
delayed. Subsequently, the CCG has been successful in securing funding to bring forward the
planned development of the locality hubs commencing in Marple and Werneth. The CCG has
therefore decided that it would not be prudent to go ahead with the planned extension of the
Stockport One Service and that it should instead continue with current staffing levels. The future for
the service must then be agreed within the context of the emerging hub plans.

Additional Primary Care

Business case supported by Governing Body in June. 49 practices have now signed contracts to
deliver this service, although still awaiting agreement from Area Team who have reviewed the cases
and are minded to support but have asked for clarification of a few points. Implementation has
commenced but risk stratification data for practices is still not available. We plan to go without this
initially and await the CSU solution to data processing later.

Enhanced Primary Care

Business case supported by Governing Body in June. 49 practices have now signed contracts to
deliver this service, although still awaiting agreement from Area Team who have reviewed the cases
and are minded to support but have asked for clarification of a few points. Implementation has
commenced but risk stratification data for practices is still not available. We plan to go without this
initially and await the CSU solution to data processing later.

Specialist Community Services:

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

Dementia - These two programmes are now be picked up via the Health & Social Care Integration programme.

EOL Revised timelines and plans form part of this overall programme of change. The Governing Body will
. be looking at this area at it's Away Day in October.

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

@ =

Service specification is being reviewed and will be amended to be more primary care focused, i.e.
joint care pathways, training of primary care teams and also include KPIs

Accessing network for sharing pathways

Provisional meeting planned with service provider, GP lead and commissioning lead.
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3. Increase the clinical cost
effectiveness of elective treatment
and prescribing

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

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

(] Severe delay > 6 months, major risk of non delivery

Enhanced Primary Care
(Paediatrics)

Business case supported by Governing Body in June. Contract now issued to practices to deliver this
service although still awaiting agreement from Area Team who have reviewed the cases and are
minded to support but have asked for clarification of a few points. Implementation has commenced
but risk stratification data for practices is still not available. We plan to go without this initially and
await the CSU solution to data processing later.

Referral Management

Business case supported by Governing Body in June. 42 practices have signed contracts to deliver
this service although still awaiting agreement from Area Team who have reviewed the cases and are
minded to support but have asked for clarification of a few points. Implementation has commenced.

Follow-ups

The CCG has developed a plan to reform outpatient services over a three year period based on a
rolling programme of work. There is a significant risk to the delivery of the in year target as the three
year plan is based on process and behaviour change which is a long term strategy. A mitigation plan
outlining how the CCG can potentially supplement this plan to mitigate the risk of failure to deliver
the required reductions in 2013/14 will be completed in early September.

Enhanced Primary Care 3 - Minor delays
Clostridium Difficile
Complete IAPT roll-out The submission of the business case has delayed the start of this programme, and will have a knock

on effect to the two milestones in the plan.

Duty to Promote Quality in
Primary Care

11

Minor delays

Enhanced Primary Care 4 -
Prevention, Risk Factor
Reduction and Early
Identification (including
alcohol)

The Local Authority has completed a review of existing health checks LES and has completed
development of a new model for increasing health checks, bowel screening and alcohol status. This
is now contained within the Enhanced Primary care contracts going forwards.

Moderate delay 1 - 6 months, moderate risk of non delivery

Some milestones delayed but still expect to deliver programme to plan

All milestones on track, plan anticipated to deliver on time
(] Programme has been completed

No previous data available

Indication that position is worsening

Position remains unchanged since last report
Position has improved since last report

No previous position or no data.

) Position has worsened since last report
)
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NHS Stockport CCG Board Assurance Framework Summary

Strategic Risk Description Status Clinical Lead Exec Lead Trend Horizon events:
1 There are inadequate systems in place for managing the quality and safety of the Dr Cath Briggs |Mark Chidgey : ] A Francis 2 published
services which we commission. 1

Update: there is an Early Warning System in place which is being developed

further. The Keogh Reviews were published in July 2013. Process for managing A

serious incidents revised and agreed. Keogh Reviews
2013/14 2014/15 2015/16
Strategic Risk Description Status Clinical Lead Exec Lead Trend Horizon events:
2 We fail to deliver our major service reform programmes. Dr Jaweeda Idoo [Diane Jones None

Scope: This includes not taking with us our major stakeholders when designing and
fimplementing changes to commissioned services.

2013/14 2014/15 2015/16
Strategic Risk Descriptio Status Clinical Lead Exec Lead Trend Horizon events:

3 The members are not adequately engaged with the CCG'’s strategy and priorities.
August 2013 Updates: One horizon event that has finally now happened is the
commencement of contracts for enhanced primary care, additional primary care
and referral management. Practices seem generally well engaged with these and
signup has been better than our initial forecast. Given the above, and also that we
are getting a good response to prescribing lead recruitment, good attendance at
flocality meetings and several GPs have contacted asking to get more involved, we
feel we could reduce the overall risk from high to moderate.

Dr Viren Mehta

Roger Roberts

A Council of Members 9
ber 2013
Launch of business cases

2013/14 2014/15

2015/16

[ AN /AN N I A I
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Strategic Risk Description

Status

Clinical Lead

Exec Lead

Trend

Horizon events:

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

August 2013 Updates: Review conducted of contingency funding arrangements for
TAs and clinical guidance, and Specialist Weight Management Service
specification has been reviewed (Clinical Policy Committee recommended to
Governing Body that that the weight management thresholds remain as previously
until the new service has been procured). Likelihood increased to '4'.

Dr Sasha Johari

Dr Vicci Owen-
Smith

IVF decision by GB
Decision re specialist weight

management

2013/14 2014/15

2015/16

VAN IR VAN I I

Strategic Risk Descriptio

Status

Clinical Lead

Exec Lead

Trend

Horizon events:

5 The organisation’s capacity, capability and/or internal engagement are
finadequate (including commissioned support services).

%

Dr Ranijit Gill

Tim Ryley

=

A CSU re-procurement

A NHS England Review
A General Election

2013/14 2014/15

2015/16
A

[ [ [ K 1 1T 1T 1 1 7N 7S

VAN

Strategic Risk Description

Status

Clinical Lead

Executive Lead

Trend

Horizon events:

6 Our providers fail to provide efficient and timely health services to the patients
and public of Stockport.

Update: agreement on communication of detailed performance through Lay
Members. Further development of Early Warning System to be reviewed by

anan

o

Dr Cath Briggs

Mark Chidgey

AED action plan: high level of
ctivity

ACSU re-procurement

2013/14 2014/15

2015/16

N , \
[N KT T T T T 1 7\ ]
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Strategic Risk Description

Status

Clinical Lead

Executive Lead

Trend

Horizon events:

Update: This strategic risk remains on an amber rating as our QIPP mitigation
strategy provides for non-recurrent measures (such as the slippage to the
implementation of investments) but will not therefore deliver recurrent savings
benefitting our recurrent cost base. Delays in the business case approval by NHS
England Area Team will likely also lead to under-delivery against our activity
deflection target and QIPP target for 2013/14.

¢

7 We fail to ensure that the CCG remains within financial balance. Dr Ranijit Gill Gary Jones IAAgreement of risk sharing
Update: risk share agreement has only led to partial funding rather than full across GM

mitigation of the financial risk. Non-recurrent measures are being put into place for

2013/14 to fund the specialised commissioning gap. This strategic risk remains on

an amber rating as we are experiencing over-performance at month 3 on our main

2013/14 g 2014/15 2015/16

Strategic Risk Descriptiof Status Clinical Lead Executive Lead |Trend Horizon events:

8 The CCG fails to deliver its QIPP targets. Dr Ranjit Gill Gaynor Mullins

Publication of 20/14/15
1 ating Framework & local

government settlements

2013/14 2014/15

2015/16

I I T I

VAN |

Strategic Risk Descriptioh Status Clinical Lead Executive Lead |Trend

9 The CCG fails to meet its statutory duties for compliance (including those for Dr Ranijit Gill Tim Ryley AgH publish guidance on
fprocurement). ‘ rocurement

2013/14 SIC from Internal
udit

2013/14 2014/15 2015/16

Strategic Risk Descriptio Status Clinical Lead Executive Lead |Trend Horizon events:

10 The CCG fails to deliver its planned improvements to the health inequalities of Dr Vicci Owen- [Dr Vicci Owen- AJSNA refresh

the patients and public of Stockport. Smith Smith

2013/14 N 2014/15 2015/16

Strategic Risk Descriptioh Status Clinical Lead Executive Lead |Trend Horizon events:

11 The CCG fails to deliver its planned improvements to the health literacy of the
Ipatients and public of Stockport.

Dr Ranijit Gill

Tim Ryley

=

Programme Board
lished

2013/14 2014/15

2015/16

AN A
N A .74 [ N VA [ I I






Compliance Dashboard

Information Governance

Progress on the Information Governance Toolkit
Percentage of staff undertaking mandatory IG e-learning
® Percentage of Fol requests handled within legal
® Percentage service providers meeting IG standards

® Percentage of service changes impact assessed
Percentage of staff undertaking E&D training

® Annual submission to the Equality Delivery System

® Annual Public Sector Equality Duty Publication

® 4-yearly Equality Objectives

® Percentage of service providers meeting E&D standards

Health & Safety

® Percentage of policies updated in line with legislation
Percentage of staff undertaking mandatory training

® Annual safety audit of premises and equipment

® Annual report on injuries in the workplace

® Percentage of service providers meeting H&S standards

Duty to Consult

® Percentage of service changes consulted upon

® Number of people consulted quarterly

® Percentage of complaints resolved within legal timeframe
Percentage of services reporting patient satisfaction

Employment Law

® Percentage of HR policies updated in line with legislation
Percentage of staff completing annual PDR

Annual workforce report

Annual staff survey

Number of grievances & disciplinary proceedings
Percentage service providers meeting HR standards

Protecting Vulnerable People

® Percentage of policies updated in line with legislation
Percentage of staff undertaking mandatory e-learning
Percentage of staff working with vulnerable people who
have an up-to-date DBS check
Percentage of service providers meeting standards

Governance & Risk

Procurement & Competition Law

® Percentage of tenders documents over £10,000

® Percentage of spending over £25,000 published

® Percentage of new ICT contracts over £10,000 published

‘. Covered in Monthly Finance Reports \

®No data ®Risk ©On track @Full assurance

® Covered in regular risk reports

Clinical Quality & Outcomes
® Covered in Monthly Performance Reports
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Performance Indicators: Are people getting good quality care?

Indicator Outcome
Provider: Provider 1 |Provider 2 |[Provider 3 |Provider 4
Has local provider been subject to enforcement action by the CQC? Y/N Y/N Y/N Y/N
Has local provider been flagged as a 'quality compliance risk' by Monitor and/or are requirements in place around breaches of

. . - Y/N Y/N Y/N Y/N
provider licence conditions?
Has local provider been subject to enforcement action by the NHS TDA based on 'quality' risk? Y/N Y/N Y/N Y/N
Does feedback from the Friends and Family test (or any other patient feedback) indicate any causes for concern? Y/N Y/N Y/N Y/N
Has the provider been identified as a 'negative outlier' on SHMI or HSMR? Y/N Y/N Y/N Y/N
Do provider level indicators from the National Quality Dashboard show that: Y/N Y/N Y/N Y/N
MRSA cases are above zero Y/N Y/N Y/N Y/N
the provider has reported more C difficile cases than trajectory Y/N Y/N Y/N Y/N
MSA breaches are above zero Y/N Y/N Y/N Y/N
Does the provider currently have any unclosed Serious Untoward Incidents (SUls)? Y/N Y/N Y/N Y/N
Has the provider experienced any 'Never Events' during the last quarter? Y/N Y/N Y/N Y/N
CCG:
Clinical Governance
Does the CCG have any outstanding conditions of authorisation in place on clinical governance? Y/N
Has the CCG self-assessed and identified any risks associated with the following: Y/N
Concerns around quality issues being discussed regularly by the CCG governing body Y/N
Concerns around the arrangements in place to proactively identify early warnings of a failing service Y/N
Concerns around the arrangements in place to deal with and learn from serious untoward incidents and never events Y/N
Concerns around being an active participant in its Quality Surveillance Group Y/N
EPRR
If there was an emergency event in the last quarter, has the CCG self-assessed and identified any areas of concern on the Y/N
arrangements in place for dealing with such an event?
Winterbourne View
Has the CCG self-assessed and identified any risk to progress against its Winterbourne View action plan? Y/N

Green - all 'NO' responses

Amber/Green — One or more 'YES' responses but action plan in place that successfully mitigates patient risk
Amber/Red — One or more 'YES' responses and no action plan in place / plan does not successfully mitigate patient risk
Red - Enforcement action is being undertaken by the CQC, Monitor or TDA and the CCG is not engaged in proportionate action planning to

address patient risk.
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our running
data is for SFT.

Constitution Indicator performance 2013/14 €CG Assurance
. (for incomplete quarters, quarter performance to the latest month  Operational LoweribatalCollectioniiliReporting
Indicator iy Standard Threshold Frequency period Data Source Basis Comments
Quarter 1 Quarter 2 Quarter 3 | Quarter 4
Referral To Treatment waiting times for non-urgent consultant-led treatment
. : e . RTT collection,
Admitted patients to start treatment within a maximum of 18 weeks from referral 90% 85% Monthly Quarter actual Unify2 Commissioner
. . o : RTT collection,
Non-admitted patients to start treatment within a maximum of 18 weeks from referral 95% 90% Monthly [ Quarter actual Unify3 Commissioner
oni gency p: ys (yet to start tr ) should have waited 02% 87% Monthi Quarter actual RTT collection, Commissioner
|no more than 18 weeks from referral Y Unify4
. Last monthin | RTT collection, .
Number of patients waiting more than 52 weeks 0 10 Monthly Commissioner
the quarter Unifys
Di ic test waiting times
Patients waiting for a diagnostic test should have been waiting less than 6 weeks from D‘a,gnosms -
99% 94% Monthly | Quarter actual | collection (DM01), | Commissioner
referral Unify2
A&E waits
Patients should be admitted, transferred or discharged within 4 hours of their arrival at an Quarter actual ) Dm, not collected on a commissioner basis.
95% 90% Weekly | Quarter actual | SitReps collection, Provider | Provider data mapped to CCGs using weights
A&E department Unify2 derived from ARE HES.
Cancer waits — 2 week wait
Maximum two-week wait for first outpatient appointment for patients referred urgently with 03% 8% Quarterly | Quarter actual Cancer waits Commissioner
suspected cancer bv a GP database
Maximum two-week wait for first outpatient appointment for patients referred urgently with 03% 8% Monthly | Quarter actual Cancer waits Commissioner
breast symptoms (where cancer was not initially suspected) database
Cancer waits — 31 days
: " 4 . . N Cancer waits o
Maximum one month (31-day) wait from to first tr for all cancers 96% 91% Quarterly | Quarter actual database Commissioner
. . | . N Cancer waits o
Maximum 31-day wait for tr where that tr is surgery 94% 89% Quarterly | Quarter actual database‘ Commissioner
Maximum 31-day wait for suk where that is an anti: dru; i
' Y tr 8 98% 93% Quarterly | Quarteractual| "M | commissioner
regimen database
Maximum 31-day wait for suk tr where the tre is a course of Cancer waits o
94% 89% Quarterly | Quarter actual Commissioner
|radiotherapy database
Cancer waits — 62 days
Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for Cancer waits -
5% 80% Quarterly | Quarter actual Commissioner
cancer database
Maximum 62-day wait from referral from an NHS screening service to first definitive Cancer waits -
90% 85% Quarterly | Quarter actual Commissioner
treatment for all cancers database
62-day wait for first definitive treatment inga s decision to No operational | No operational Quarterh Quarter actual Cancer waits Commissioner
uarter uarter actu:
upgrade the priority of the patient (all cancers) standard set [ standard set v database
Category A | calls
s - . . AmbSys collection,
Category A calls resulting in an emergency response arriving within 8 minutes (Red 1) 75% 70% Quarter actual Unify2 Data not collected on a commissioner basis.
s . S . Ambsys collection, . CCGs will be allocated the overall performance
75% 70 Provid
Category A calls resulting in an emergency response arriving within 8 minutes (Red 2) % Quarter actual Unify2 rovider | e ambulance trust that they are covered
s i, . . AmbSys collection, by.
Category A calls resulting in an ambulance arriving at the scene within 19 minutes 95% 90% Quarter actual me on
Mixed Sex A Jation Breaches
breaches 4 <10 Quarteractual | MSACONECtON, | o icsioner
Unify2
Mental Health
Care Programme Approach (CPA): The proportion of people under adult mental illness MH Community
specialties on CPA who were followed up within 7 days of discharge from psychiatric in- 95% 90% Quarter actual [ Teams Activity Commissioner
patient care during the period. Return

Indicator RAG rating
Green - Performance at or above the standard
Amber - Performance between the standard and the lower

Domain RAG rating

Green — No indicators rated red

Amber/Green — No indicator rated red but future concerns
Amber-Red — One indicator rated red
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Performance Indi : Are health improving for people?
Indicator Indicator used in quarterly checkpoints | Indicator included in Quality Premium Threshold Indicator Detail Data collection CCGassurance | Data Source Basis Comments
frequency reporting period
1. Preventing people from dving
Potential years of life lost (PYLL) from causes considered amendable to healthcare No Yes To earn this portion of the quality premium, the potential | Potential years of life lost (PYLL) from causes considered amenable to |2011 mortality data | Annual Assurance only |ONS Commissioner | Data only available annually so not

years of life lost (adjusted for sex and age) from health care expressed as a rate per 100,000 population. were released in mortality and used in quarterly CCG Assurance
amenable mortality for a CCG population will need to November 2012. The population checkpoints.
reduce by at least 3.2% between 2013 and 2014. Thisis |The PYLL rate uses the average age-specific period life expectancy for |ONS Statistical Bulletin estimates
based on the 10-year average annual reduction in each five-year age band for the relevant calendar year as the age to [on avoidable mortality See indicator CB_A1 in Everyone
potential years of life lost from amenable mortality. which a person in that age band who died from one of the amenable  [for 2011 will be Counts: Planning for Patients
causes might have been expected to live in the presence of timely and |published in March 2013/14 - Technical Definitions for
effective health care. The age-specific period life expectancy is 2013. Mid-year further details, including details of
different for each calendar year, and will be published at alongside  [population estimates the ICD-10 codes included in this
the data. These age-specific life expectancies are used to weight the [ for 2011 were released measure
number of deaths in that age band to give the number of years of life [in September 2012.
lost for that age band.
Under 75 mortality rate from disease
Under 75 mortality rate from respiratorv disease
Under 75 mortality rate from liver disease:
Under 75 mortality rate from cancer
2. Enhancing qualitv of life for people with long term conditions
Health-related quality of life for people with long-term conditions Combined measure: Unplanned To earn this portion of the quality premium, there will | The measure is the proportion of persons admitted to hospital for | HES reports provisional |Quarterly and Annual  [HES,ONS |Commissioner |See indicator CB_AG in Everyone

Combined measure: Unplanned

Proportion of people feeling supported to manage their condition for chronic ambulatory care | hospitalisation for chronic ambulatory care need to be a reduction or a zero per cent change in conditions aggregated across the four indicators, expressed as a rate ~|data monthly, annual  |assurance population Counts: Planning for Patients
Unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults) | sensitive conditions (adults), Unplanned  [sensitive conditions (adults), Unplanned  |emergency admissions for these conditions fora CCG | per 100,000 population. data by financial year is estimates 2013/14 - Technical Definitions for
i for asthma, diabetes and [ hospitalisation for asthma, diabetes and | population between 2012/13 and 2013/14. The NHS CB available in the further details, including details of
Unplanned for asthma. diabetes and epileosv in under 195 epilepsy in under 195, Emergency epilepsy in under 195, Emergency may apply an adjustment for CCGs with the highest The NHS Outcome Framework contains four indicators measuring | autumn/winter after the ICD-10 codes included in this
diagnosis rate for people with dementia for acute conditions that admissions for acute conditions that baseline levels of emergency admissions. emergency admissions for those conditions (sometimes referred to as [the end of the period. measure.
3. Heloing peoble to recover from enisodes of ill health or following iniurv hould not usually require hospital should not usually require hospital “ambulatory care sensitive conditions’) that could usually have been  [ONS population
Emergency admissions for acute conditions that should not usually require hospital and Emergency for |admission and Emergency admissions for avoided through better management in primary or community care. | estimates available
hildren with LRTI, Emergency children with LRTI, Emergency These are indicators 2.3i and 2.3ii focusing on chronic (i.e. long term) |annually (calendar
within 30 davs of discharge from hospital SR ) - S -
otk ot i asssoees by pEbonts It Hip renlocoomest T} Kee repocemant ] within 30 days of discharge | readmissions within 30 days of discharge conditions and indicators 3a and 3.2 focusing on acute conditions. For |vear).
oo herin ) Vo vone from hospital. from hospital. the purpose of the quality premium these complementary measures
Emergency admissions for children with Lower Respiratory Tract Infections (LRTI) are being combined to create a single composite measure.
4. Ensuring that people have a positive of care
Patient exerience of primarv care i) GP Services ii) GP Out of Hours services
Patient experience of hospital care
Friends and family test Yes Yes To earn this portion of the quality premium, there will | The Friends and Family Test is a simple, comparable test which, when |Monthly (from April | Quarterly and Annual | FFT Commissioner | Details of central reporting will be
need to be: combined with follow-up questions, provides a mechanism to identify [2013 for inpatient assurance collection, specified in separate technical
1) assurance that all relevant local providers of services | poor performance and encourage staff to make improvements where |wards and A&E Unify 2 guidance, to be published in due
commissioned by a CCG have delivered the nationally  [services do not live up to the expectations of patients. This leads toa |departments, and from course. The current position is that
agreed roll-out plan to the national timetable more positive experience of care for patients. October 2013 for providers should not compromise
2) an improvement in average FFT scores for acute Patients will be asked a standard question at the point of discharge | maternity services) anonymity of patient responses by
inpatient care and A&E services between Q1 2013/14 |from hospital. They will be asked to record a response against a six asking for CCG identifying
and Q1 2014/15 for acute hospitals that serve a CCG's [ point scale: information such as postcode. The
population. Extremely likely/ Likely/ neither likely or unlikely/ unlikely/ extremely expectation is that aggregate
unlikely/ don’t know. responses will be attributed to CCGs
The comparability of the data (through the use of a standardised using other centrally available data.
question and will allow to See indicator CB_A13 in Everyone
overarching levels of patient experience for the services that they Counts: Planning for Patients
commission. 2013/14 - Technical Definitions for
further details.
5. Treating and caring for people in a safe and protecting them from avoidable harm
Incidence of healthcare associated infection (HCAI) i) MRSA Yes Yes A CCG will earn this portion of the quality premium if | The total number of MRSA cases assigned to CCGs Monthly Quarterly and Annual | Public Health |Commissioner | See indicator CB_A15 in Everyone
there are no cases of MRSA bacteraemia for the CCG's assurance England Counts: Planning for Patients
population 2013/14 - Technical Definitions for
further detaile
Incidence of healthcare associated infection (HCAI) ii) C. Difficile Yes Yes A CCG will earn this portion of the quality premium if C.  |The total number of C. difficile cases assigned to CCGs Monthly Quarterly and Annual Public Health |Commissioner See indicator CB_A16 in Everyone
difficile cases are at or below defined thresholds for assurance England Counts: Planning for Patients
CCGs. 2013/14 - Technical Definitions for
further dotaile
6. Others
IAPT Coverage - performance against plan Yes No The primary purpose of this indicator is to measure improved access | Quarterly Quarterly assurance Omnibus Commissioner See indicator CB_S5 in Everyone
to psychological services (IAPS) for people with depression and/or only returns, Counts: Planning for Patients
anxiety disorders. This is done using two indicators NHSIC 2013/14 - Technical Definitions for
1) The proportion of people that enter treatment against the level of further details.
need in the general population (the level of prevalence addressed or
‘captured by referral routes); and
2) The proportion of people who complete treatment who are moving
to recovery
Local Priorities
1 No Yes
2 No Yes
3 No Yes
4 No Yes

Green —all relevant indicators on track for achievement of Quality Premium
Amber/Green - Not all indicators on track for achievement of the Quality Premium
Rex ificanth

Note

The document Everyone Counts: Planning for Patients 2013/14 - Technical
Definitions can be found at the followine link:

htto://wwy i nhs.uk/everve
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Performance Indicators: Are CCGs commissioning services within their financial allocations?

Financial performance Individual indicator RAG rating threshold
Primary/
Supporting
No |[Indicator Indicator Green Amber Green Amber Red ed
1 |Underlying recurrent surplus Primary >= 2% 1% - 1.99% 0% - 0.99% 0%
2 |Surplus - year to date performance Primary >= 1% >=0.8% >=0.5% 0.1%
3 [Surplus - full year forecast Primary >= 1% >=0.8% >=0.5% 0.1%
Management of 2% NR funds within .
4 Supporting Yes 0
agreed processes
5 |QIPP ** - year to date delivery Primary >=95% of plan >= 80% of plan >=50% of plan 0% of p
6 |QIPP ** - full year forecast Primary >=95% of plan >= 80% of plan >=50% of plan 0% of p
7 |Activity trends - year to date Supporting <101% of plan <102% of plan <103% of plan 04% of p
8 |Activity trends - full year forecast Supporting <101% of plan <102% of plan <103% of plan 04% of p
9 |Running costs Primary <= RCA RCA
10 ({Iear |_dent|f.|cat|on of rlsk.s agalnst Primary indicator met in full Ir?dl.cator partially mfet - IndlcaFor partially me.t - ! or ot me
financial delivery and mitigations limited uncovered risk material uncovered risk
** QIPP to include transactional and transformational schemes
Financial performance Individual indicator RAG rating threshold
Primary/
Supporting
No |Indicator Indicator Green Amber Green Amber Red Red
This covers Internal and external audit
11 |opinions, and an assessment of the Supporting To be defined To be defined To be defined To be defined
timeliness and guality of returns.
Bal heet indi includi h
12 |°@ances eet indicators including cas Supporting To be defined To be defined To be defined To be defined
management and BPCC
Overall rating (subject to over-riding rule below)
Green To be defined. However, an overall green rating can

Amber Green
Amber Red

Over-riding rule
Qualified audit opinion would lead to an overall RED rating

only be achieved if all primary indicators are
individually rated green. 2 or more red primary
indicators would lead to a overall red rating.
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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 . Position worse than baseline Direction wm) Position has worsened since last report
Position same as baseline Indication that position is worsening
Position better than baseline but not yet on plan mm) Position remains unchanged since last report
Position in line or better than plan Position has improved since last report
Planned indicator but insufficient data or undeveloped No previous position or no data.

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 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.

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

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

Current rating (using RAYG rating method)

Low risk

Moderate risk

&
0 High risk
4

Extreme risk

Horizon event (future, or recently past, event which might reasonably impact upon this area of strategic risk
Colour-coded merely for differentiation

Trend (the fill colour mirrors the current rating)

No change in the level of risk since the last report

Risk rating has increased since last report

Risk rating has decreased since last report

= &
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Purpose

To update the Governing Body on safeguarding activity during 2012-
13.

To advise the Governing Body in respect to the level of assurance
provided from services commissioned by the SCCG in respect to their
safeguarding arrangements for children.

To provide a positional statement to the Governing Body in respect to
its own compliance with safeguarding standards

Context

All health organisations have a statutory responsibility to safeguard
children — Children Act 1989, 2004.

The statutory responsibilities are outlined in Working Together to
Safeguard Children 2013 and are expanded on in Safeguarding
Vulnerable people in the Reformed NHS — Accountability and
Assurance Framework. This document was published by the NHS
Commissioning Board alongside the Department of Health Guidance in
April 2013.

The SCCG’s statutory responsibilities are:

1. To ensure that the providers from which services are
commissioned, deliver a safe system that safeguards children

2. To ensure robust systems are in place to learn lessons from
cases where children die or are seriously harmed and abuse or
neglect is suspected

3. To be a member of the Local Safeguarding Children Board

Background

The number of children subject to a child protection plan has remained
consistent over the year following the increase by 75% in 2011-12. At
the end of 12/13 the number of children was 350. Emotional abuse and
neglect account for the majority of cases.

The number of children present in households where police were called
to incidents of domestic abuse continues to rise (from 1765 in 11/12 to
2441 in 12/13).

The change in emphasis to early help and prevention and pressures on
statutory safeguarding services has increased the number of children
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with high levels of need being managed by universal services.
Comparable data is not available due to restructuring of services.

The number of statutory case reviews in Stockport remains low with
one Domestic Violence Homicide Review being completed and
published in August 2013 and a second currently being conducted.
There have been no serious case reviews relating to children, however
there have been a number of learning reviews, whilst children have not
been seriously harmed, it is considered that processes could have
been more effective sooner. Health services have been involved in all
these reviews, being the one agency that touches all people’s lives.

April 2013 saw a number of changes to commissioning arrangements,
the most notable for safeguarding children being health visiting — to
NHS England and school nursing — to Public Health within SMBC.
What is unclear in the guidance is who is responsible for safeguarding
assurance around these services as they continue to be provided by
our main provider, Stockport NHS Foundation Trust. NHS England is
now responsible for monitoring SCCG'’s safeguarding compliance.

There continues to be developments in safeguarding children that
impact on our providers. All these developments come without funding
but require health as a statutory partner to participate. Most notably this
year has been the development of MASE — Multi Agency Sexual
Exploitation meetings. These have been developed following our own
local police operation, Operation Windermere in 2011, which identified
young women in Stockport who were being sexually exploited. A court
case in July 2013 has seen the successful conviction of some of the
perpetrators identified as part of this operation.

Resources

March 2013 saw an increase in the dedicated safeguarding resource.
This was partly due to the findings of the Ofsted/CQC Safeguarding
Children Inspection 2012 and partly to fulfil authorisation requirements.
The team now consists of:

Designated Nurse Safeguarding Children / Team Leader 1wte
Designated Doctor Safeguarding Children 2pa’s/week
Designated Nurse Vulnerable Adults 1wte

Designated Nurse Looked after Children 0.5wte

Designated Doctor Looked after Children 2pa’s/week

There is now a clinical director with responsibility for safeguarding.

Equalities

The safeguarding team strives to ensure that all service users,
whatever their disability, sexual orientation, age, race, culture, religion
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or gender receive the same level of protection from abuse from all our
commissioned services.

Report Context

SCCG statutory responsibilities.
The SCCG was authorised with no conditions in relation to
safeguarding.

Responsibility 1 - To ensure that the providers, from which services are
commissioned, deliver a safe system that safeguards children.

This continues to be the key focus for the safeguarding team. The
embedding of the safeguarding policy, safeguarding standards and the
requirement to complete a self assessment in all contracts has been
progressed. This year has seen a further planned increase in the
number of providers being asked to provide assurance. These
providers then receive a follow up visit by a member of the team to
review their self assessments and to examine some of the supporting
evidence. This has resulted in organisations recognising gaps in their
processes and taking steps to address them.

Safeguarding Children is particularly challenging for providers who are
adult focused and some have needed to be reminded that they are still
required to be compliant with the standards relating to children as well
as those relating to adults.

The Safeguarding Team provide monthly reports to the Quality and
Provider Management committee highlighting providers who are non
compliant and where insufficient evidence is being provided to
demonstrate that their action plans are being progressed within agreed
time scales. The committee then decide when and how to escalate
these issues.

Stockport NHS Foundation Trust
There is an action plan in place to address a number of issues which
include:

e Compliance with all levels of safeguarding children training — the
adult workforce is the main challenge

e The sharing of DNAs (did not attends) with Health Visitors and
School Nurses — a technical solution is being sought as the
volume of paper to process makes this unmanageable.

e Communication pathways with midwives and GP’s — there are
examples of excellence but these are not consistently replicated
throughout the SCCG area.

e Supervision of children’s workforce — there is a robust strategy
in place but data to evidence compliance is incomplete.

¢ The Quality and Provider Management Committee escalated the
training issue and are closely monitoring the revised action plan.
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Mastercall

The organisation is now virtually compliant in respect to safeguarding
children. There remains one issue which relates to GPs who work at
the service demonstrating that they are trained to level 3.

Independent Providers
BMI Alexander and Cheadle Royal are both sited within the SCCG
footprint.

BMI, though it has a children’s unit, is not commissioned to provide
children’s services but some adults’ services are commissioned,
therefore the adult workforce is required to have the appropriate
knowledge and the organisation is required to have the correct policies
and processes in place. The organisation has made significant
progress this year to achieve compliance.

Cheadle Royal also has a young person’s facility which the PCT has
commissioned places in the past, but there are currently no young
people placed there. The SCCG does commission placements on the
adult side and the organisation has strived to ensure that the adult
workforce is aware of its responsibilities to children and is compliant
with safeguarding standards.

A number of adult only providers, St Anne’s Hospice, Beechwood
Cancer Care Centre and a range of 3" sector providers have all been
visited and details of their assurances are included in the Adult
Safeguarding Report.

Responsibility 2 — To ensure robust systems are in place to learn
lessons from cases where children die or are seriously harmed and
abuse or neglect is suspected.

The Designated Nurse is a member of the Safeguarding Board Audit
and Monitoring Committee, which reviews and challenges all agencies
action plans in relation to learning lessons from cases where children
die or are seriously harmed and abuse or neglect is suspected. This
includes all health providers.

Responsibility 3 — To be a member of the Local Safeguarding Children
Board.

NHS England is responsible for gaining assurance that the SCCG has
in place the appropriate safeguarding arrangements. Assurance was
requested by NHS England in July 2013 when the SCCG was able to
demonstrate that it is fully compliant with the required safeguarding
arrangements, including having appropriate representation on
Stockport Safeguarding Children Board.
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Risks

NHS England and the SCCG have interpreted the accountability
framework for safeguarding differently, this is a national issue. Until
there is a national agreement, issues are being agreed on a case by
case basis, particularly around primary care. Whenever a system is
unclear about its responsibilities the level of risk increases.

The changing commissioning arrangements for key services that
safeguard children, notably HV’s and school nurses. These services
are also being re-designed and integrated into locality teams in 2014.
This will pose additional challenges when deciding who is responsible
for safeguarding systems and to maintaining a whole health economy
view of safeguarding.

Where providers are not fully compliant with training there is a potential
risk that safeguarding issues may not be identified at the earliest
opportunity.

Cuts within public services are impacting on our commissioned
services for example the number of cases where the community
nursing team are acting as lead professionals in the Team. Around the
Child process are increasing. The increased number of meetings
requiring their attendance takes them away from delivering direct
patient care.

Increased expectations on GP’s to be more actively involved in
safeguarding processes for example, the MARAC process (multi
agency risk assessment conferences involving high risk domestic
abuse cases).

Progress to date

There are on-going meetings with the area team to clarify
accountability.

A meeting has been arranged with the NHS England Safeguarding
lead, who is currently re writing the assurance and accountability
document.

The Ofsted /CQC action plan which was put in place in February 2012
was signed off by the SHA in November 2012.

Next Steps

To continue monitoring safeguarding compliance.





9.2 To identify emerging safeguarding issues and any associated
commissioning requirements.

10.0 Recommendations

10.1 The Governing Body confirms that as a result of the above report they
are significantly assured with regards to services commissioned by the
SCCG for children.

10.2 In addition, that as a result of planned actions that this will aim to move
to full assurance by the end of 2013 — 14.

10.3 The Designated Doctor and Designated Nurse will continue to co-
ordinate on behalf of the SCCG the health agenda for safeguarding
children and provide strategic and clinical leadership and advice to
SCCG commissioners.

S Gaskell Dr Catherine Briggs

Designated Nurse Safeguarding Clinical Lead for Safeguarding

Children

05 September 2013
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2013-14

Month 4 - as at 31st July 2013

Allocations
Confirmed
Anticipated

Total Allocations
Net Expenditure
Acute
Mental Health
Community Health
Continuing Care
Prescribing
Primary Care
Other
Running Costs (Corporate)

Sub Total

Reserves

Reserves - Inflation & Demand Pressures

Reserves - Investments

Reserves - Contingency

Reserves - Provider 4% deflator

Reserves - Saving and Efficiency

Reserves - Specialist Commissioning

Other measures in support of financial position
Sub Total

Total Net Expenditure & Reserves

TOTAL (SURPLUS) / DEFICIT

Appendix 1

(115,369) (115,369) 0 0.0% (357,168) (357,168) 0 0.0%
3,113 3,113 0 0.0% 9,338 9,338 0 0.0%
(112,257) (112,257) 0 0.0% (347,830) (347,830) 0 0.0%
68,460 68,302 (158) (0.2%) 202,646 203,369 724 0.4%
9,536 9,667 131 1.4% 28,608 28,608 0 0.0%
7,130 7,129 1) (0.0%) 21,391 21,391 0 0.0%
4,863 4,872 9 0.2% 14,590 14,594 3 0.0%
15,084 15,099 15 0.1% 45,251 45,251 0 0.0%
1,663 1,664 1 0.1% 4,993 4,986 @) (0.1%)
2,302 2,305 4 0.2% 7,759 7,767 8 0.1%
2,053 2,009 (44) (2.1%) 7,180 7,146 (34) (0.5%)
111,090 111,048 (42) (0.0%) 332,418 333,111 694 0.2%
0 0 0 0.0% 2,619 2,619 0 0.0%
0 0 0 0.0% 11,638 10,215 (1,423) (12.2%)
0 0 0 0.0% 4,807 4,481 (326) (6.8%)
0 0 0 0.0% 0 0 0 0.0%
0 0 0 0.0% (3,767) (2,300) 1,467 (38.9%)
0 0 0 0.0% (3,385) (3,385) 0 0.0%

0 0 0 0.0% 0 (455) (455)
0 0 0 0.0% 11,912 11,175 (737) (6.2%)
111,090 111,048 (42) (0.0%) 344,330 344,286 (43) (0.0%)
(1,167) (1,209) (42) 3.6% (3,500) (3,544) (43) 1.2%






SUMMARY OF RESERVES
Month 4 - as at 31 July 2013

Amounts Held in CCG Reserves

Inflation & Demand

Investments

Contingency

Saving and Efficiency (see table 1 below)

Total Reserves

Table 1 - CCG Cost Improvements

QIPP - Provider efficiency - 4% Deflator

QIPP - Avoided Growth - Target Saving

QIPP - Avoided Growth - Prescribing

CIP - Activity Scoped - Target Saving

CIP - Prescribing

Risk Share Reserve - Specialist Commissioning

Total

£000 £000 £000
6,222 6,222 0
12,079 12,079 0
4,807 4,807 0
(10,755) (10,755) 0
12,353 12,353 0

£'000 £000 £000
(9,759) 0 0
(3,603) (3,603) 0
(1,700) 0 0
(3,767) (3,201) (566)
(1,800) 0 0
(3,385) (3,385) 0
(24,014) (10,189) (566)

£000
0
(3,603)
0
(3,767)
0
(3,385)

(10,755)

£'000s
0
(3,603)
0
(3,767)
0
(3,385)

(10,755)

£'000s

o O O O o o

£000s
0
(3,603)
0
(3,767)
0
(3,385)

(10,755)

Public Sector Payment Policy (PSPP) - Measure of Compliance

Non-NHS Payables

Total Non-NHS Trade Invoices Paid in the Year 1,859 8,972
Total Non-NHS Trade Invoices Paid Within Target 1,856 8,960
Percentage of Non-NHS Trade Invoices Paid Within Target 99.84 99.86
NHS Payables

Total NHS Trade Invoices Paid in the Year 373 80,017
Total NHS Trade Invoices Paid Within Target 372 80,016
Percentage of NHS Trade Invoices Paid Within Target 99.73 100.00
Total NHS and Non NHS Payables

Total NHS Trade Invoices Paid in the Year 2,232 88,989
Total NHS Trade Invoices Paid Within Target 2,228 88,976
Percentage of NHS Trade Invoices Paid Within Target 99.82 99.99
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.

Appendix 2

Rating
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Stockport
Clinical Commissioning Group

Stepping Hill & Victoria Locality Council Meeting Notes
Bredbury Hall
Wednesday 24™ April 2013

Present

Dr Cath Briggs (Chair), Bracondale Medical Centre

Dr Firth, Bracondale Medical Centre

Dr Sharma, Bracondale Medical Practice

Dr Hopkins, Bracondale Medical Practice

Dr Khalid, Bracondale Medical Practice

Rosemary Hyde Practice Manager Bracondale Medical Centre
Dr S Rafique, Haider Medical Centre

Zahida Rafique, Practice Manager Haider Medical Centre

Dr B Murray, Manor Medical Practice

Tricia Brookes, Practice Manager, Manor Medical Centre

Dr D Gilbert, Adshall Road Medical Practice

Jo Edwards, Adshall Road Medical Practice

Dr L Hardern, Adswood Road Medical Practice

Mark Guggiari, Practice Manager Adswood Road Medical Practice
Dr P Allan, Beech House Medical Practice

Paula Trow, Practice Manager Beech House Medical Practice
Dr R Tomalin, Cale Green Surgery

Dr M Gandy, Cale Green Surgery

Michelle Wood, Practice Manager, Cale Green Surgery

Dr J Whittaker, Caritas General Practice

Tanya Humphreys, Business Manager Caritas General Practice
Christine Small, Practice Manager Cedar House

Dr B Duncan, Little Moor Surgery

Anne Goddard, Senior Receptionist Little Moor Surgery

Dr J Owen, Manor Medical Practice

Dr M Leahy, Manor Medical Practice

Dr B Murray, Manor Medical Practice

Dr Bendalow, Manor Medical Practice

Tricia Brookes, Practice Manager Manor Medical Practice
Helen Bagley, Senior Practice Nurse Manor Medical Practice
Bernie Lees, Deputy Practice Manager Manor Medical Practice
Dr M Travenen, Shaw Villa Medical Centre

Julie Rowe, Practice Manager Shaw Villa Medical Centre
Victoria Fuller, Practice Nurse Shaw Villa Medical Centre

Dr R Deering, Springfield Surgery

Kath Whittall, Practice Manager Springfield Surgery

Dr R Gill, Stockport Medical Group

Dr R Winter, Stockport Medical Group

Jane Whitworth, Practice Manager Stockport Medical Group
Dr Y Sharma, The Surgery

Mrs. Jane Crombleholme — Chair
Dr. Ranjit Gill — Chief Clinical Officer
Mrs. Gaynor Mullins — Chief Operating Officer





David Doughty, Local Pharmacy Committee
Andrea Kay, Local Optometry Committee
Mark Fitton, Social Care Representative (in attendance in C& B meeting)

Apologies — non received

Optometry Update

(i) Minor Eye Conditions Service Update — Andrea Kay Local
Optometry Council Representative

e Service launched 01/04/13
The websites below provide detail about the types of minor eye
conditions that the service covers.

¢ Frontline GP practice staff are requested to signpost patients to one
of the participating Optometrists.

e All patients referred to the MECS are triaged and offered an

appointment within 24/48 hours

Reports are sent to GPs where a referral is required

Service is not age restricted

Pharmacists are able to refer patients to the service

Referrals to secondary care can be done direct by MECS where

appropriate

www.stockportloc.co.uk/mecs

www.stockportmecs.co.uk

(if) Cataract referrals
A number of direct optometry cataract referrals are rejected at the pre-op
stage due to the patient not being fit.

e Optometrists cataract referrals copied to GPs. GPs to review and
call in any patients that are potentially unfit for surgery for health
check Action - Referrals copied to GPs

e Optometrist checklist to include asking the patient if their blood
pressure had been checked in last 6 months and refer to their GP
where necessary Action — Checklists to be updated

Pharmacy Update -

Electronic Prescription Service (EPS) - David Doughty, Local

Pharmacy Committee
DD advised that the electronic prescription service is working well and all
Stockport Pharmacies are providing the service. The uptake from GP practices
is quite low and can be dependent on clinical system suppliers making the
service available for practices. The EPS process starts with the GP
prescription being uploaded to the central spine; the patient’s nominated
pharmacy downloads the prescription from the spine and prints off a hard
copy. The prescription is then prepared and available for collection.

Action

AK




http://www.stockportloc.co.uk/mecs

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



EPS does not include controlled drugs

Electronic GP signature via smart card

Repeat and acute prescriptions

Prescriptions can include practice patient messages

Locality LPC and LOC representatives left meeting

Date of next Locality Council Meeting
Wednesday 26" June

Health Education Room

Offerton Health Centre

1pm —2pm
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Locality Council notes
Marple and Werneth Locality
24" April 2013

1. Introductions

The meeting welcomes Mr John Greenhough - CCG none executive director, as an observer

2. Minutes of the last Council meeting

It was noted that there were not minute take of the last meeting

3. The chair invited the representatives of the none medical professional groups to comment
upon the presentations given in the introduction by Dr Gill and Dr Briggs.

It was noted that the dental data looked good. The Pharmaceutical representative
requested sight of the pack so that they could see what the priority areas were and these
could then be considered by them outside the meeting.

Action: RR to send copy of pack without practice data to LPC

RP raised the issue of generic prescribing and the problems of constant brand switching with
some pateints. It was noted that there was no national solution to this and it can usually be
addressed with a conversation with the local pharmacy.

Action: AJ and RP to raise with Dr Procter prescribing lead GP

4. Stockport One Service. Mark Fitton indicated that work was being undertaken by the
Stockport one team and there was also work on wider integration issues. He reported that
Joan Beresford from the local authority was now released from other activity to concentrate
on integration of services and better joint working between health and social care. IM&T
was an important issue to support this work. GP asked if the project was stalled as he had
not heard anything about it for some time. GC stated that he had started to look at his list of
patients but validation was slow. Homes were raised and GC asked for what was GMS and
what was not. He was informed that NHS England had been asked the same question by
Gaynor Mullins.

The chair closed the meeting indicating that members could contact him at any time and they
should not feel that they must await the next meeting
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Stockport
Clinical Commissioning Group

Cheadle and Bramhall Locality Meeting
April 24™ 2013
Present:
Viren Mehta-Locality Chair
Matthew Jinkinson-LOC rep (MJ)
Mark Warren-Stockport Council rep (MW)
Jan Grime-Locality Prescribing Co-coordinator-SCCG (JG)
Martin Stratton-LPC rep (MS)
Paul Stevens-Practice manager, Cheadle Hulme Health Centre (PS)
Patrick Connelly-GP, Cheadle Hulme Health Centre (PC)
Sarah Griffiths-GP- Heald Green (SG)
Andy Wright-GP-Heald Green (AW)
Javaid Ali-GP-Bramhall HC (JA)
Gregory Ellam GP-Bramhall HC (GE)
Jill Lowe GP-Bramhall HC (JL)
Dr Thiagaragan GP-Bramhall HC
Alison Shipston GP-Cheadle Hulme HC (AS)
Dr Greendale GP-Cheadle Hulme HC
Dr Ratnarayah GP registrar-Bramhall HC
Janine Elliott-Practice Manager-Heald Green (JE)
Peter Carne-GP-Gatley MC (PC)
Sylvia O’'Brien- Practice Manager -Gatley MC (SoB)
Derran Castellani- Practice Manager -Village surgery
Daniel Goldspink-GP-Village surgery
Jason Tahghighi-GP Bramhall HC (JT)
Lynda Pozzoni-GP Bramhall HC (LP)
Rachel Hudson-GP Bramhall HC (RH)
Dawn Hazelhurst-GP Bramhall HC (DH)
Stephen Hastings-GP The Health Centre (RH)
Joanne Revell-Deputy Practice manager-Cheadle Hulme HC (JR)
Cath Comley-Area Business Manager-Stockport CCG (CC)

1. Apologies Action
Rhona Franks-Practice Manager-Cheadle Hulme Health Centre

No Dental rep for second meeting-VM to contact to find out if there are any issues | VM
as to why they have not attended.

2. Members agreed these were a true record of the Locality Council on January
31* 2013

3. Reports of Non GP members

Adult Social Care-Mark Warren
e Increase in the number of safeguarding alerts

e Members raised an issue around not always being sure which service their

Mrs. Jane Crombleholme — Chair
Dr. Ranjit Gill — Chief Clinical Officer
Mrs. Gaynor Mullins — Chief Operating Officer






patient needs. All referrals need to be routed via the Contact Centre and they
will facilitate where referrals go.

Pharmacy-Martin Stratton
¢ Highlighted the importance of Medicines Use Reviews

e Keen for members to approach individual pharmacists with queries

e If there are issues with individual pharmacists please contact Martin direct as
he is Deputy Chair of the LPC. Contact details are: m.stratton@nhs.net

Optometry-Matthew Jinkinson
e There is no provision within the Minor Eye Service at present for prescribing.
LOC/LPC are looking into this and trying to add this to the Minor Ailments
Scheme. However this is not Stockport wide but they are trying to roll it out.

e Minor Eye Service is already showing around a 75% deflection rate away from
secondary care.

Public Health
No representative present so VM gave an update.
e Healthy Stockport website is now the first port of call for lifestyle services.

Website provides information on smoking cessation, healthy eating etc.

e There will be one number for people to contact to access services but this may
result in people being directed to the website rather than seeing someone face
to face. Concern was expressed that not everyone has access to the internet.

e PARIS scheme is continuing as it is and the referral process will continue in
the same way

Medicines Optimization-Jan Grime
e Practices will be asked to work on their three worse areas of prescribing and
information has gone out in the blue bags this week

e There will be rewards for each target area that improvements are made on
e Funding continues for the Medicines Management Coordinators

4 C.diff LES

Information for this is within the Practices folders handed out at the beginning of the
afternoon.

5 AOB

VM to arrange dates for Council meetings through the year and circulate to members

VM




mailto:m.stratton@nhs.net
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HEALTH & WELLBEING BOARD

Meeting: 17 July 2013
At: 2.30 pm

PRESENT

Councillor John Pantall (Stockport Council) (Chair) in the chair; Councillor Bryan Leck
(Stockport Council), Councillor Tom McGee (Stockport Council), Councillor Adrian
Nottingham (Stockport Council), Gaynor Mullins (Stockport Clinical Commissioning
Group), Dr Vicci Owen-Smith (Stockport Clinical Commissioning Group), Terry Dafter
(Director of Adult Services), Dr Stephen Watkins (Director of Public Health), Andrew
Webb (Director of Children's Services) and John Leach (Stockport HealthWatch)

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 5 June 2013
were approved as a correct record and signed by the Chair.

2. DECLARATIONS OF INTEREST

Members and officers were invited to declare any interests they had in any of the items on
the agenda for the meeting.

No declarations of interest were made.

3. CHAIR'S ANNOUNCEMENTS

The Chair reported on the National Institute for Clinical Excellence (NICE) Annual Meeting
and public engagement event that had taken place earlier in the day. A ‘Q & A’ session
had been held and the Chair had asked about recent reports about the efficacy of the
Liverpool Care Pathway. There had also been discussions about the production of
guidelines on basic care.

4. MENTAL WELLBEING

0] Presentation

Dr Eleanor Hill (Public Health Specialist), Stockport Council, attended the meeting and
made a presentation on the activity, successes and challenges relating to Chapter 3
‘Mental Wellbeing’ of the Joint Health & Wellbeing Strategy.

The presentation provided a snap-shot of levels of mental wellbeing in Stockport as well as
highlighting activity taking place that was linked to the key elements of Chapter 3.

The following comments were made/ issues raised:-

¢ A key element of mental wellbeing was ensuring people were able to access
information so they could make informed choices.





Health & Wellbeing Board - 17 July 2013

¢ Changing the mind-set of health professionals to think in terms of mental wellbeing,
rather than just about treating mental illness was important. Training was provided to
those working in health care, and increased emphasis was being placed on the taking
opportunities to discuss mental wellbeing during every contact a patient/ resident may
have.

e Social isolation and loneliness were central to a person’s mental wellbeing. Recent
data suggested that 25% of young people not in education, employment of training
rarely left their home.

RESOLVED - (1) That Eleanor Hill be thanked for her attendance and presentation.

(2) That, in response to the update on the work to achieve the aims of Chapter 3 of the
Joint Health & Wellbeing Strategy, the Board:

e continued to place a high priority on mental wellbeing as a cross-cutting theme that
underpins achievement of other outcomes;

e supported the development of an offer around population mental wellbeing at sufficient
scale to meet the need,;

e endorsed the approach of working with partners through Service Level Agreement; and
supported continued allocation of resource to the population mental wellbeing
programme.

(i) Mental Health Pathways Project - '‘People Powered Health'

Nick Dixon (Mental Health Commissioning Lead), Stockport Council, with Shirley Dean
and Doreen Roberts (All Together Positive) attended the meeting and made a presentation
on ‘People Powered Health’, an approach pioneered in Stockport to provide user-led
support to those recovering from and living with mental health problems.

The presentation focussed on the following:

¢ Mental Health Pathways Project (NESTA project)
e The benefits of People Powered Health in providing a blueprint for service redesign
e Barriers and opportunities to expansion of the pathway

A short video summarising the work was shown (http://play.buto.tv/Jjbrv).

Shirley Dean (Chair, All Together Positive) also discussed the work of her organisation in
providing co-produced peer support.

The following comments were made:-

e The positive experiences of those involved in People Powered Health (PPH) was to be
welcomed.

e The PPH model could be applied to a range of services. Feedback had been positive,
and it was challenging a number of the preconceptions of those involved in delivering
social care. Along with Personalised Budgets, PPH was also proving positive for staff
who felt their work was returning to a more ‘traditional’ model of social care through
talking to people and helping them to get better.



http://play.buto.tv/Jjbrv
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e There were challenges to the PPH for commissioners and for contractors, and these
needed to be thought through carefully. Scaling up smaller projects for the whole of the
borough would also be a challenge.

RESOLVED - (1) That Nick Dixon, Shirley Dean and Doreen Roberts be thanked for their
attendance and presentation.

(2) That the development of People Powered Health be endorsed.

(i) Developing Support for Emotional Health and Mental Wellbeing across Stockport

A briefing report was submitted (copies of which had been circulated) that provided
background information to the development of a focus on mental wellbeing in Stockport.
The report detailed some of the services available to the public and to support
professionals.

RESOLVED - That the report be noted.

(iv) Final Report of the Health Scrutiny Committee Review 'No Health Without Mental
Health: the Stockport Way'

A copy of the final report of the Health Scrutiny Committee Review ‘No Health Without
Mental Health: the Stockport Way’ was submitted (copies of which had been circulated)
that detailed the findings and recommendations made by the Committee following its
review of mental health services in Stockport. The report also addressed some of the
concerns of other public bodies about the impact of mental ill-health on public services.

RESOLVED - That the report be noted.

5. HEALTH AND SOCIAL CARE INTEGRATION

Gaynor Mullins (Chief Operating Officer), Stockport Clinical Commissioning and Terry
Dafter (Service Director (Adult Social Care)) provided a brief update on the development of
integrated health and social care provision in Stockport.

Work was continuing to develop a model, based on the Stockport One model, and would
be structured around 4 locality integrated teams, working with a pooled budget and a
shared data set. There remained some logistical and practical issues, particularly around
workforce deployment, accommodation etc., but these were the subject of continued work.

Michael Cullen (Strategic Accountant), Stockport Council provided a further update on the
recent announcements made in the Chancellor’s Budget Statement and Comprehensive
Spending Reviews relating to possible additional funding for health and social care
integration. It was estimated that for Stockport this could be in the region of £20m,
although much of this was resources partners already had and may already have
committed. It was unclear what conditions would be attached to this money, but it was
likely to include some outcome based assessment.

RESOLVED - That the updates be noted.
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6. IMPLEMENTING THE WINTERBOURNE VIEW CONCORDAT

A report of the Winterbourne View Task and Finish Group was submitted (copies of which
had been circulated) updating the Board on work taking place locally to address
recommendations made by the Department of Health following an investigation into
failings at the Winterbourne View Private Hospital for people with learning disabilities (LD).
The report also contained an action plan that had been developed in conjunction with
partners and stakeholders. In Stockport, work had been undertaken between the Council
and Clinical Commissioning Group to assess all out-of-borough placements for those with
LD.

The following comments were made/ issues raised:-

e Stockport was well ahead of the national guidance in terms of joint commissioning as
the LD service was part of the pooled budget arrangements.

¢ Further consideration needed to be given to the relationship of any new management
group with existing bodies and partnership arrangements.

e The work as part of the Disabilities Review would seek to reduce as far as possible the
need for placements outside of the borough.

RESOLVED - That

e the report and Action Plan in relation to the Winterbourne View recommendations and
other guidance be noted;

o the establishment of the Learning Disability Joint Strategic Management Group be
supported;

o the stock take response as set out in the report be endorsed;

e the Learning Disability SAF submission be submitted to a future Board for endorsement
prior to submission, and

¢ the Board would wish to receive regular updates on progress in returning service users
to borough-based placements.

7. UPDATE ON PUBLIC HEALTH ENGLAND

Dr. Vicci Owen-Smith presented a brief update in relation to the recent publication by
Public Health England of their priorities for 2013/14.

The Board were assured that these priorities were already included in the Public Health
Business Plan for the year ahead.

RESOLVED - (1) That the report be noted.

(2) That the Democratic Services Manager be requested to circulate copies of the Public
Health England Priorities for 2013/14 to members of the Board.

8. DISABILITY REVIEW 'MAKING CHOICES, HAVING CONTROL'

Andrew Webb (Corporate Director for People) Stockport Council, updated the Board on
the review of services for those with disabilities, known as ‘Making Choices, Having
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Control'. The review would seek to develop a single service from birth to adulthood, and a
single service for settled adults.

Uncertainty remained in relation to future requirements that may be contained in the
Children and Families Bill.

RESOLVED - That the update be noted.

9. FORWARD PLAN FOR HEALTH AND WELLBEING BOARD MEETINGS

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 - That the report be noted.

10. LETTER FROM DCLG/ DH ON SPENDING REVIEW ANNOUNCEMENTS AND
IMPLICATIONS FOR ADULT SOCIAL CARE.

The Chair submitted a copy of a recent joint letter from the Departments of Communities
and Local Government and of Health (copies of which had been circulated) on the
£3.8billion announced to support health and social care integration.

RESOLVED — That the letter be noted.

The meeting closed at 4.35 pm
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HEALTH & WELLBEING BOARD

Meeting: 5 June 2013
At: 2.00 pm

PRESENT

Trish Bennett (NHS England), Jane Crombleholme (Stockport Clinical Commissioning
Group), Terry Dafter (Service Director (Adult Social Care) and statutory Director of Adult
Services), John Leach (HealthWatch Stockport), Councillor Bryan Leck (Stockport
Council), Councillor Tom McGee (Stockport Council), Councillor Adrian Nottingham
(Stockport Council), Dr Vicci Owen-Smith (Stockport Clinical Commissioning Group),
Councillor John Pantall (Stockport Council), Dr Stephen Watkins (Director of Public
Health) and Andrew Webb (Corporate Director for People and statutory Director of
Children's Services)

1. ELECTION OF CHAIR

RESOLVED - That Councillor John Pantall be elected Chair of the Health & Wellbeing
Board for the period until the next Annual Council Meeting.

Councillor John Pantall in the Chair

2. APPOINTMENT OF VICE-CHAIR

RESOLVED - That Jane Crombleholme be appointed Vice-Chair of the Health &
Wellbeing Board for the period until the next Annual Council Meeting.

3. DECLARATIONS OF INTEREST

Members and officers were invited to declare any interests they had in any of the items on
the agenda for the meeting.

No declarations of interest were made.

4. CHAIR'S ANNOUNCEMENTS

The Chair reported on the following activity that related to the work of the Health &
Wellbeing Board:-

e The Chair had recently taken part in a NICE Panel on local authority guidance. It was
clear that there would be a particular challenge for NICE to prepare ‘softer’ guidance
that did not have as the same clinical evidence base as guidance it had previously
issued.

e The Chair had attended an event organised by Tobacco Free Futures at which
Newcastle City Council did a presentation on their tobacco control declaration, which
he had subsequently shared with the Scrutiny Committee.

e There had been a recent meeting of the Interim Greater Manchester Health &
Wellbeing Board and a summary had been circulated to members of this Board.
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5. MINUTES OF THE SHADOW HEALTH & WELLBEING BOARD HELD ON 20

MARCH 2013

RESOLVED - That the Minutes of the last meeting of the Shadow Health & Wellbeing
Board held on 20 March 2013 be noted.

Health & Wellbeing Strateqy Key Themes

6. HEALTHY AGEING AND QUALITY OF LIFE

Joan Beresford (Head of Integrated Commissioning, Adult Social Care), Stockport Council
and Nicole Alkemade (Older People’s Joint Commissioning Manager), Stockport Clinical
Commissioning Group, attended the meeting and made a presentation on the activity,
successes and challenges in relation to Chapter 6 ‘Healthy Ageing’ of the Joint Health &
Wellbeing Strategy.

The presentation focussed on the following:-

Key facts about older people

Aspects of Healthy Ageing — definitions and priorities for residents
Implementation of the chapter — examples of partnership working

‘We wills” & brief progress report — highlighting activity under each of the ‘we wills’
Discussion points & way forward — challenges and future activity

The following comments were made/ issues raised:-

There were important challenges around information sharing between agencies, but
also providing and signposting information for older people.

Shifting the focus of delivery from secondary care to primary care will be challenging,
but courage was needed to make this change. The work around Stockport One, whole
budget settlements and Healthier Together should contribute to this.

People were generally no longer considered old at 65, but deprivation made a
significant difference to the quality of life. It was important to maintain healthy life
expectancy. The Adults & Communities Scrutiny Committee had recently completed a
piece of work on social isolation and loneliness.

Efforts to reduce the number of older people reaching end of life in hospital was
welcomed, as was the increased focus on prevention and care plans.

RESOLVED - (1) That Joan Beresford and Nicole Alkemade be thanked for their
attendance and presentation.

(2) That the Service Director (Adult Social Care), Stockport Council and the Chief
Operating Officer, Stockport Clinical Commissioning Group be requested to submit to a
future Board Meeting an update on the effectiveness of the Rapid Response pilot project
at reducing hospital admissions during the winter.
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7. VALUING AND SUPPORTING CARERS IN STOCKPORT

Julie Farley (Policy and Projects Manager, Adult Social Care) Stockport Council, and Dave
Philips (Chair, Carers Voice) attended the meeting and made a presentation on the
partnership working with carers, and the development of the Carers Strategy.

The presentation focused on the following areas:-

Carers Partnership — bringing together a range of voluntary and statutory partners
Caring for Our Future: Care and Support White Paper — key elements

Economic Impact of Carers in Stockport

Feedback from Carers — key messages and priorities

Key elements from the national Strategy

Reconfiguring local services — improvements to services offered and new ways of
working

The following comments were made/ issues raised:-

¢ The importance of information sharing and information provided to service users was
again highlighted.
Important role for the GP in identifying and monitoring carers.

e Continued engagement with young carers, including developing innovative approaches
and “time banking”. Outreach work had been undertaken in local schools.

e It was important to recognise the cost of breakdown of carers arrangements in terms of
the both the financial cost and the impact on those being cared for.

RESOLVED - That Julie Farley and Dave Philips be thanked for their attendance and
presentation.

8. ESTABLISHING A CALDICOTT SYSTEM FOR STOCKPORT IN THE NEW WORLD
OF INTEGRATED CARE

The Director of Public Health submitted a report (copies of which had been circulated)
providing an update to the Board on work being undertaken by the Caldicott Guardians for
the Council, Clinical Commissioning Group, Stockport and Pennine Care NHS Foundation
Trusts to develop a common set out guidelines for the use and sharing of data, particularly
in light of the move toward greater integration of health and social care services. The work
had been informed by the national review of the Caldicott system, which had included the
Council’s Service Director (Adult Social Care).

Members discussed potential obstacles to information sharing, including the danger of
staff within health and social care organisations becoming too risk averse and this
impeding useful information sharing for the benefit of patients/ service users.

It was commented that the NHS England Local Area Team were also involved in a review
of its own Caldicott arrangements.
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RESOLVED - That

¢ the health service and social care organisations operating in Stockport be
recommended to endorsed the Caldicott Guidelines developed for use in Stockport;

o the further work set out in paragraph 14 of the report be endorsed as the way forward
with a view to producing final Guidelines within six months;

e the Chair and Vice Chair of the Board be authorised to consider and endorse the
recommendations of the Caldicott Guardians as to the final guidelines, or to have these
submitted to the Board for endorsement;

e the proposal to develop arrangements whereby the Caldicott Guardians work together
and can act for each other in emergency and inter-agency situations to be supported;

¢ the principal of a safe haven for the secure use of identifiable information in preparation
of non-identifiable and aggregate information relating to and for the use by the whole
health and social care economy be supported, and that this should be based with the
Public Health Service

e the proposal to hold discussions with neighbouring authorities to identify opportunities
for collaboration in the maintenance of such a safe haven be supported; and

e the proposal to hold discussions with NHS Greater Manchester about mechanisms for
involving local general practices in this process and about future responsibilities for
coordinating and training Practice Caldicott Guardians be supported.

9. HEALTH INEQUALITIES

The Director of Public Health submitted a report (copies of which had been circulated)
detailing a proposal to develop a pilot project for the delivery of intensive public health
interventions in a defined geographical area. The pilot would be based on analysis which
indicated that the public health interventions undertaken in the 1990s in Stockport had led
to improvements in health inequalities during that period. If successful, the piloted
interventions could then be adapted for use across the wider community to address the
persistent polarisation present in the borough.

The following comments were made/ issues raised:-

e Recently released figures from the 2011 Census indicated a slightly improved situation
with respect to health inequalities compared to previous assumptions and this needed
to be considered in developing these proposals.

e The proposals needed to be considered in the context of the Neighbourhood
Management arrangements.

RESOLVED - That the report be noted and the Director of Public Health be requested to
continue to develop the proposals in relation to a Public Health pilot and to submit this to
the Board for further consideration.

10. INTEGRATION OF HEALTH AND SOCIAL CARE

The Service Director (Adult Social Care), Stockport Council, updated the Board on
developments with the integration of health and social care in Stockport.

In particular, the following issues were raised:-
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¢ Work was on-going to refine the Stockport One Service and related developments with
a view to establishing the model across Stockport from April 2013.

e Opportunities were being explored to better manage demand for hospital care through
‘Step Up’ approaches.

e Positive working relationships between all partners was essential to delivering
integration, and this was in place in Stockport.

e Challenges remained in relation to the financial modelling of the services, but this was
being refined. Delivering the changes, rather than planning them, may also be a
challenge.

The Chair reported that the AGMA Executive would shortly be considering submissions
from each of the Greater Manchester Local Authorities on their approaches to health and
social care reform, as was considered at the Shadow Health & Wellbeing Board in March.
Feedback from the discussions at AGMA would be circulated to the Board when available.

RESOLVED - (1) That the report be noted.

(2) That the Democratic Services Manager be requested to circulate details of the report
on health and social care reform being considered by the AGMA Executive when it was
available.

11. DEVELOPING AN OUTCOMES MONITORING FRAMEWORK FOR THE JOINT
HEALTH AND WELLBEING STRATEGY

The Director of Public Health submitted a report (copies of which had been circulated)
providing progress on the development of an Outcomes Framework for the Joint Health
and Wellbeing Board.

Members discussed possible additional measures that could be included, such as
additional Public Health measures drawn from the Public Health Observatory data; those
relating to children’s safeguarding; measures relating to end of life and healthy ageing.

RESOLVED - That the report be noted and the approach to the Outcomes Framework
identified in the report be endorsed as a starting point for further development, including
further consideration of measures.

12. CHILDREN'S SAFEGUARDING GUIDANCE AND THE JSNA

The Corporate Director for People, Stockport Council, updated the Board on new guidance
issued by the Department of Health that required vulnerable children to be considered as a
distinct cohort within the Joint Strategy Needs Assessment. Further work was needed to
identify the most appropriate mechanisms for accountability in respect of this duty as this
could legitimately be seen to be the responsibility of a number of bodies, including this
Board.

RESOLVED - That the report be noted and further report be submitted to the Board in
relation to the Board’s responsibilities for vulnerable children and safeguarding.
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13. MONITORING PROVIDER DELIVERY ON SERVICES FOR LEARNING
DISABILITIES

The Chair submitted a copy of a letter from Norman Lamb MP, Minister of State for Care
and Support (copies of which had been circulated) sent to Health & Wellbeing Boards
stressing the important role the Board had in providing leadership in delivering the
commitments made in the Winterbourne View Concordat.

The Chair reported that the Council and Clinical Commissioning Group were developing a
joint action plan to address the issues raised in the Concordat.

RESOLVED - That the letter from Norman Lamb MP be noted and the Democratic
Services Manager be requested to circulate a copy of the Action Plan being developed in
response to the Winterbourne View Concordat.

14. FORWARD PLAN FOR HEALTH & WELLBEING BOARD MEETINGS

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 Democratic Services Manager be requested to include the Health Scrutiny
Committee’s final report on Mental Health Services on the agenda for the next meeting.

The meeting closed at 4.30 pm






_1439875437.pdf
NHS

Stockport
Clinical Commissioning Group

Preventing Avoidable
Admissions

Business Case Enhanced Rapid Response Service

NHS Stockport Clinical Commissioning Group will allow
people to access health services that empower them to
live healthier, longer and more independent lives.

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

Heaton Lane Website: www.stockportccg.org
Stockport

SK4 1BS





Meeting Date: 11 September 2013 Agenda Item No: 10

Business Case Rapid Response

Summary: The rapid response team provides time-limited
treatment, care and support to patients who have an
acute health condition that requires short-term
treatment and care in the community (at home or in a
care home) to aid their recovery, prevent an admission
into hospital or to arrange rapid follow up care after
A&E/MAU attendance. The existing service already
struggles to meet the current demand and would
benefit form extra capacity in the service and a locality
focus to be even more effective in avoiding A&E
attendance and hospital admissions. The proposal is to
increase the capacity over winter as part of winter
planning and at the same time test out a new locality
model of operating.

Link to Annual Supports strategic aim 1: transform the experience and
Business Plan: care of adults with long-term and complex conditions

¢ Reduce unplanned hospital admissions

¢ Reduce A&E attendance

Action Required: To approve non-recurrent investment of max. £
480,625 (1 October 2013 - 31 March 2014) with the
aim to:

- support Stockport’s winter planning 13/14
(avoiding unplanned hospital admissions / A&E
attendance) by extending existing service

- improve service delivery and to be able to
promote the service more widely

- test-out locality model for rapid response
service

- test-out whether access to rapid response
service for care home residents adds value.

AOCHIEIRECLIITHRIEN It was felt that there is no potential conflict of interest
Interests for the Clinical Commissioning Group and / or its
members (panel decision 20.08.2013)

Clinical Exec Lead: Dr J. Idoo

OOININIMEEEPREIIIEN Operational Executive Committee 07.08.2013
Consulted: Urgent Care Board 14.08.2013
Conflict of Interest and Procurement Panel 20.08.2013






Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

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

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






NHS

Stockport
Clinical Commissioning Group

Preventing Avoidable
Admissions

Business Case Enhanced Rapid Response Service

Stockport Clinical Commissioning Group will allow people to
access health services that empower them to live healthier,
longer and more independent lives.

NHS Stockport Clinical Commissioning Group
7th Floor

Regent House

Heaton Lane

Stockport

SK4 1BS

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

Website: www.stockportccg.org 4





Document Control

Business Case Title

Executive Director Lead: Dr J. Idoo
Other Contributors: Joan Beresford, Paul Hayes, Mark Fitton, Nicole
Alkemade
0161 426 572 - Nicole Akemade
First T|_me At Opgratlonal 07.08.2013 V4
Executive Committee

Discussion at Locality
Committees (if relevant)

Conflict of Interest &
Procurement Committee

Urgent Care Board

14.08.2013 V5

20.08.2013 V6

Final Time At Operational
Executive Committee

Date to Governing Body 11.09.2013 V7

Date Approved

Statement of Advice of the Conflict of Interest and Procurement Committee

Procurement:

The panel understood that this option constitutes the extension of the current
status, and recognised the value in this extension being run as a pilot to cover the
winter period.

The panel understood that, following the pilot, any resulting procurement beyond
31 March 2014 would be subject to full procurement in line with CCG policy.

Conflict of interest:
It was felt that there is no potential conflict of interest for the Clinical
Commissioning Group and / or its members.

(20.08.2013)






1.

Preventing avoidable admissions to hospital
— extended rapid response model -
[August 2013]

Strategic Fit

1.1 Objectives

To provide effective alternatives to hospital admission for patients experiencing
an acute health crisis or a combined health and social care crisis.

To introduce a revised model of delivery of Rapid Response across four
localities in Stockport including access to care home beds in the locality.

To assist Stockport One clients with self-management of their condition during
out of hours as part of their contingence / emergency planning.

To expand the out of hours/weekend rapid response provision across the
borough of Stockport.

To improve uptake of GPs using the rapid response service as an alternative to
support patients with an acute health crisis.

And as part of an additional pilot:

To develop a rapid response model for care homes and test out whether such
an extended service of the rapid response service could add value and would
contribute to avoiding hospital admissions for residents with health crises. It is
suggested to test this model with three care homes without nursing (the current
three main referrers into A&E).

1.2 Need to invest

Current weaknesses of rapid response service are the following:

The rapid response service is currently being run in and out of hours by the
intermediate care team with staff being on a rota. This has a negative impact
on the running of the intermediate care service and on the flexibility of the rapid
response service.

The current rapid response service has not enough capacity to meet demand /
potential demand.

There is currently a variation in GPs regarding service take up. Promoting the
service more widely to increase effective use of the service by all GP practices
in Stockport is expected to at least double the demand of referrals for
assessments of the rapid response service.

Immediate post-crisis intervention is challenging as the teams to refer patients
on to are not integrated at the moment.

1.3 Strategic Aim the project will contribute to

As the service focuses on Stockport residents (18+) with a Stockport GP who are
experiencing an acute health crisis and have additional care needs, it is
envisaged that the extended Rapid Response Service will contribute to:





Strategic aim 1: transform the experience and care of adults with long-term
and complex conditions

= Reduced hospital admissions from community and care homes

» Reduced adult attendances A&E

= Reduced number of non-elective admissions

Furthermore the project will contribute to:

= Stockport One developments.

= Development of locality hubs model as part of the integrated Health and Social
Care programme.

= Further development of one access point to deal with health crises in the
community.

2. Options Appraisal

The rapid response team provides time-limited treatment, care and support to
patients who have an acute health condition that requires short-term treatment
and care in the community (at home or in a care home) to aid their recovery,
prevent an admission into hospital or to arrange rapid follow up care after
A&E/MAU attendance. The service offers a holistic plan of care, which includes
achievable goals that are continually assessed and revised as appropriate.

Snapshot of referral reasons to the rapid response service (quarter 1 2013-2014)
Reduced mobility due to Arthritis / Cellulitis / Oedema Arthritis / Dementia / Back

pain

Failed discharges
Fractures

Chest infections
End of life

UTI

Stroke

Increased confusion
Falls

Carer Breakdown

C/A, CCF, late stage renal failure

Parkinson’s increase in condition

Mental illness

Dementia / increased confusional state / Delirium
Catheter problems overflow retention

Heart conditions / COPD / emphysema

D&V / constipation.

Because of the current restricted access, the lack of capacity in the service and
the potential benefit for patients and the wider economy when the uptake by GPs
improves, it is felt that ‘doing nothing’ is not an option.

Principles underlying the options appraisal:

- One telephone number to access the rapid response service, same
methodology of assessing and care planning as Stockport One.






Sufficient capacity in place to provide a rapid response intervention within 2
hours after referral.

An integrated health & social care service.

Rapid response service is responsible for arranging care for up to 3 days till
handing over to mainstream services to guarantee continuity of care.

Rapid Response team can provide out of hours helpline / practical support for
Stockport One patients.

Rapid response team is a multi-disciplinary team under a single management
structure responding to crises that have in most cases both a health and a
social care element.

Operational hours®: the rapid response service runs 7 days a week. The
operational hours from Monday to Friday are currently between 09:00 - 17:00
in hours and 16:00 — 20:30 out of hours. The aspiration for the extended
service is to run from 10:30-20:30hrs with operational hours from 10:30-18:30
in the localities and from 17:00 — 20:30 for the borough wide rapid response
service. Activity data over 2012-2013 shows that these hours seem to be the
core hours that a rapid response service is needed in Stockport (see appendix
1).

The service provided after 17:00 will be a borough wide service that is linked
up with clear pathways to the Emergency Department and the frail elderly unit.

In practice, during week days, the in hours and out of core GP hours arm of the
service will have some overlap in their operational hours to allow time for
handing-over cases or for the out of hours service to already follow up a
referral that has come through just within normal office hours.

During weekends and bank holidays the service will run from 9:00 till 22:00 and
will accept referrals from Mastercall, A&E and the frail elderly unit.

- Service is available to Stockport residents (18+) with a Stockport GP.

- Every locality will have access to 5 beds in residential care homes in their
locality for short-term placements when it is not possible or safe for people to
stay at home but for whom no hospital bed is needed.

- Service will use Care First as main system to log activity. Care First will be
linked to Stockport Health Record to be able to keep GPs informed, the extra
cost to arrange this access are included in the budget.

! This paper refers to Rapid Response Out of Hours Service and it is acknowledged that there are
wider out of hours services to provide 24/7 cover for acute health needs. The 10:30-20:30
operational hours for the rapid response service match the demand in the GP practices /
Mastercall for such a service — see appendix 1 for further explanation.





The service model looks as follows:

Referral via Contact Centre

\!

Screening

\/

Assessment within 2 hours

—

<72hrs review <72hrs review
Bed Based Service Care Package

\/

- Handover to mainstream service when needed
- Report to GP

Option 1:  four localities in hours and one borough wide out of GP core
hours service

in hours locallity hub in hours locallity hub
rapid response service rapid response service

out of GP core hours

borough wide rapid
response service

in hours locallity hub in hours locallity hub
rapid response service rapid response service

Core hours: service is run by social workers and district nurses from
the mainstream locality teams

Out of Hours: borough wide service
Rapid Response team has access to 5 care home beds in each locality

Description of solution

Each locality team has designated social workers and district nurses on a rota
basis available to follow up any rapid response referral and arrange an
appropriate support and treatment package in the community.

Out of hours an integrated borough wide team will start operating on working days
from 17:00 till 20:30 and during weekends and bank holidays from 9:00 till 22:00
to accept referrals from Mastercall, A&E and the frail elderly unit.





Option 2: pilot rapid response locality model in for example Stepping Hill
/ Victoria; other localities borough wide service

in hours rapid response

service stepping Hill &
Victoria

out of GP core hours
borough-wide rapid
response service

Core hours: a) rapid service is run by social workers and district
nurses in one locality team e.g. Stepping Hill & Victoria
to test out operating a rapid response from a locality
model

b) other three localities a borough wide rapid response
service

Out of Hours: borough wide service

Rapid Response team has access to 5 care home beds in each locality
Description of solution

The Stepping Hill & Victoria locality has designated social workers and district
nurses available to follow up any rapid response referrals and to arrange an
appropriate support and treatment package in this locality during working hours
between 10:30-18:30hrs to accommodate current peaks in demand and to match
gp surgery hours.

For the other three services a stand-alone integrated borough wide service with
staff from both the district nursing and social work teams will offer rapid response
between 10:30 and 18:30hrs.

Out of hours an integrated borough wide team will start operating on working days

from 17:00 till 20:30 and during weekends and bank holidays from 9:00 till 22:00
to accept referrals from Mastercall, A&E and the frail elderly unit.
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Option 3:  borough wide service in and out of hours

in and out of GP core hours
borough-wide rapid response
service

10:30-20:30 hrs Mon-Fri
9:00- 22:00 Weekends / BH

In & Out of Hours: one borough wide service

Rapid Response team has access to 5 beds in each locality

Description of solution

A stand-alone rapid response service with social workers and district nurses
follow up any rapid response referrals and arrange an appropriate support and
treatment package in the community between 10:30-20:30 hrs from Monday till
Friday and during weekends and bank holidays from 9:00-22:00hrs.

In this model it will only be possible to stay involved in the follow-up of the rapid
response care during weekends and over bank holidays.

Option 4:  Tendering rapid response service

Another option is to put the service out to tender and invite providers to put in a
bid. However, 1) the rapid response service is an existing service and already
embedded in a local integrated care model with crucial operational links to
CareFirst, the Contact Centre and Intermediate Care and 2) the extended service
over winter is a pilot to test out a locality model for rapid response and it is
therefore felt that a tender process at this stage is not needed.

In addition, a tender process may cause unnecessary delays in service provision
and could potentially cause confusion in service delivery with respect to the
existing rapid response service.

11





Options appraisal

Option 1: | Option 2: Option 3: | Option 4: Doing
nothing
4 A) Pilot Borough Different
localities locality wide provider
and model in | service in | through
borough hours in and out tender
wide OOH 1 locality | of hours process
service B) Other 3
localities
and
OOH:
borough
wide
service
Benefits
Supporting locality ++ + + +/- -
working
Taking out acute work ++ ++ ++ +/- -
from mainstream
services during normal
working hours
One telephone number ++ ++ ++ - +
for referrals
Increased capacity to ++ ++ +++ ++ --
meet demand
Service users receive +++ ++ ++ ++ +/-
services locally
Continuity between +++ + - - +/-
urgent and mainstream
services in locality
Staff working in one +/- + ++ - +
building
Reduction of admission ++ ++ ++ ++ +
into long term care
Avoiding hospital ++ ++ ++ ++ +
admissions
Benefits of scale + + ++ - +/-
Totals 19+ 16+ 18+ 8+ 4+

3. Preferred Option

3.1 Making the Case

Option 1 is the preferred model:
This model is most supportive towards Stockport’s strategic and long-term
aims of integration and organising care in locality hubs
This option is also felt as the best structure to promote continuity of care.
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Within this option it is proposed to use the next 6 months to further develop the
service and to prepare a more thorough business case.
The coming months will therefore be used to:

- test-out whether there is benefit of opening up the rapid response model for
residents living in care homes and care homes with nursing. The service will
therefore work with the care homes in e.g. the locality Marple & Werneth to
test out if there is added value for care home residents to have access to the
rapid response team. This will give us an idea what kind of health needs a
care home might want to use the rapid response service for. It might give us
an opportunity as well to find out whether a rapid response service is able to
prevent avoidable admissions to hospital for care home residents.

- to find out if the proposed locality model for the rapid response service adds
value to the service delivery in hours

- test-out how the rapid response service might benefit from other specialist
input e.g. pharmacist, consultant geriatrician and a CPN. The idea is to share
these resources with the intermediate care team through a pooled budget.
The rapid response teams will therefore be able to access these specialists
through intermediate care.

Feedback from staff, users and GPs regarding the service delivery over the next
6 months will inform the development of a future rapid response model. This
model will be included in a business case to prepare decision making about
service delivery from April 2014 onwards.

Investment required — 15 September 2013 — 31 March 2014

The current rapid response service is delivered through a limited number of staff
members from the intermediate care service on a rota basis. This is challenging
for the staff on the rota as they have to juggle their time between managing the
intermediate care pathway and providing a rapid response service. When
marketing the service and increasing the uptake of GPs using the service,
additional staff will be needed to meet the demand. The next 6 months will be
used to test out to what extend an increase in staff is needed and to further
specify a locality model for the rapid response service.

To ensure that the service is able to meet the demand that is envisaged when all
GPs are using the service similar to the currently highest referring GPs, an
increase in referrals is expected from 643 to at least 1800 referrals per year (900
for 6 months). To meet this demand the following staff levels will be needed (6
months):
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Investments required
01.10.2013 - 31.03.2014
Additional staff for out of hours | 1 band 6 nurse
1 . . £ 51,660
Rapid Response 2 social workers
2 Staff 4 localities in hours Rapid | 8 ban_d 6 nurses £277,532
Response 8 social workers
3 Access specialists CPN, GP, Pharmacist, £ 50,000
consultant
Contingency Agency fees £ 64,000
5 IT support & equipment Graphnet -application £ 37,433
TOTAL £ 480,625

1) OOH service delivery (weekdays after 17:00 and weekends / BH 9:00-
22:00hrs):

Three extra staff members for the intermediate care team to meet increased

demand and to be able to have a presence in ED / MAU.

2) In hours service delivery through locality hubs (current district nursing and
social work teams):
Every hub will need 2 band 6 nurses and 2 social workers.

3) Contribution to access specialist services (6 months)

CPN, Pharmacy, Therapists

Consultant / GP-sessions for individual patients admitted to the locality beds as
and when needed.

4) Contingency
2 months contingency to cover for agency fees if slippage on recruitment occurs.

5) IT support
To create access to care first — health records through Graphnet for all rapid
access staff.

Maximum financial commitment for NHS Stockport CCG is an investment
(including contingency) of £ 480,625 for 6 months based on full service
delivery.

Adult Social Care will in addition, from their own budget, procure 4 blocks of 5
beds to serve all four localities as part of the new rapid response locality model.
This equals an investment of £ 214,080 (20 * 24 weeks * £ 446 per week).

4. Procurement & Conflict of Interests

4.1 Procurement route of preferred option

Extended rapid response service will be procured through variation in existing
S75 arrangements based on the costs of the new service. CCG commitment will
be aligned to maximum of £ 480,625.

4.2 Conflicts of interest of preferred option
Unknown.
5. Implementation Plan
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5.1 How will objectives be delivered?

Objectives will mainly be delivered through extending the current service.

5.2 Key milestones and timescales

Actions

Time Scale

1 Approval of funding

Op exec 07.08.2013

Urgent Care board 14.08.2013
Conflict of Interest/Procurement panel
20.08.2013

Gov. Body 11.09.2013

2 Recruiting staff

Staff in place for service out of hours
service / weekends / bank holidays /
locality in hours by 01.10.2013 (either
recruited or via agency)

3A | Communication plan & information materials
3B | Marketing of service (GP, ED, MAU, Mastercall)

Plan and documents ready 15.09.2013
From 15.09.2013 onwards

4 One telephone number, one assessment form
and one care plan in place

All documents ready and systems in
place by 15.09.2013

5 Approving script for contact centre staff when
receiving a referral from a GP

Script ready by 15.09.2013

Procurement of beds

Beds available by 15.09.2013

N (O

Agreeing short-term clinical responsibility and
financial compensation if additional GP input is
needed for patients placed in the 5-block
contracted beds in the 4 localities

Protocol ready by 15.09.2013

8 Explore links with NWAS pathfinder

January 2014

5.3 Performance Indicators

Process indicators

Indicators Target
All staff in place, low staff sickness level Sickness level same as current
level

Response times within 2 hours

100% response in 2 hours

of their contingency / emergency planning

Service being used by Stockport One patients as part

70% of Stockport one patients
with changing health needs
during the weekend / BH
contacted rapid response service
first instead of going directly to

A&E
GPs receiving update about intervention done by rapid | 100%
response service
Outcome indicators
Indicators Target

Increased number of referrals

275% increased GP uptake of
using the rapid response service

Leading to:
e Increased number of avoided hospital Over 6 months at least 30% of
admissions 900 referrals will be an

admission avoidance
=270 * £ 1964 = £ 530,280

e Increased number of avoided A&E attendance

Over 6 months period at least
50% of referrals are likely to be
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an avoided A&E attendance
=488 * £ 98 = £ 44,100

e Appropriate referrals Max 5% of people referred to
rapid response service have to
be referred on to MAU (still
preventing an A&E attendance)

e GPs and patients providing positive feedback 90% satisfaction rate
about the service and service delivery

Learning outcomes

Insight in benefit of rapid response service for care homes

Testing out integrated health and social care locality hub model

A more detailed evaluation framework will be developed to ensure we are able to
monitor and evaluate performance on above topics from the start of the service
implementation.

5.4 Investment and savings profiles

It is envisaged that the new service can follow up 900 (6 months) rapid response
calls. It is difficult how many of the patients referred to the rapid response service
in the past would have attended A&E / would have been admitted to hospital if
such a service wasn’t available.

In 2012-2013 about 30% of the rapid response patients needed a bed-based
service as intervention. This means that without this facility in the community the
likelihood that they would have been admitted to hospital is high (which equals
270 admissions). It is also envisaged that without the service at least 50% would
have attended A&E (which equals to 450 attendances). See appendix 1 and 2 for
more information about the service provision and outcomes of the existing Rapid
Response Service.

5.5 Governance arrangements

The service is already included in the Section 75 arrangement (Intermediate Care
pooled budget), which is managed by Adult Social Care. This S75 arrangement
will need a contract variation regarding budget and volume for the out of hours
part of the rapid response service and the additional social work staff in the
localities (1 nurse, 10 social workers).

The increase in staff regarding district nursing teams (8 district nurses) will need a
contract variation for the contract between CCG and FT.

5.6 Engagement & Consultation Plan

The extended service will ask service users and staff to complete a satisfaction
guestionnaire. The outcomes of these questionnaires will inform future service
developments. An enhanced business case about future service delivery will be
prepared in the next 7 months.

The idea is to liaise with the GP locality teams and work together on finalising the
model of service delivery and to engage with the GP locality teams to evaluate
service delivery.

5.7  Equality Impact Assessment
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Service already exists. An EIA assessment will be undertaken when preparing the
business case for future service delivery based on lessons learnt during the
coming winter months.

5.8

Risks & constraints

Risk

Mitigation

Not being able to recruit staff

Liaise with DN service to agree recruitment
plan and looking for alternatives in case not
enough DNs are available (e.g. liaising with an
agency to contribute to part of the rota).

Contingency budget to recruit through agency.

Patient cohort is 18+ which means
that the service needs to work with 2
different social work teams

Ensuring that clear pathways and procedures
are in place before the start

Service not used by GPs

Improve marketing of the service, feedback to
GPs who don’t use the service as much as their
colleagues

GPs not confident in using the service

Ensuring clinical cover (GP cover / consultant
cover) in the model and/or pharmacist
involvement

Service creates additional demand

Clear in and exclusion criteria, clear pathways
into mainstream services (e.g. HIT team is still
responsible for clients known to the CMHT
team)

Rolling out extended service during
winter period

Ensuring clear pathways to maximise use of
rapid response to avoid A&E attendance /
hospital admission and to minimise confusion
within the system who to refer when and
where

Not enough capacity in community
therapy teams to support people with
urgent health needs in the
community

Increase capacity in therapy team and/or
including therapists in rapid response team

Nicole Alkemade, 02.09.2013
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Appendix 1 Information about current Rapid Response Service (author: Paul Hayes)

1 INTRODUCTION

The Intermediate Care team provides a centralised rapid response service with the objective of preventing
an avoidable hospital admission. On referral from a GP, a multidisciplinary assessment is completed by a
nurse (or therapist if indicated) and social worker. Services will be put in place to address the immediate
crisis and a management plan established.

2 PATTERN OF REFERRALS

Of the 643 rapid response assessments completed in 2012-13, the majority 356 (55%) were completed
during core GP hours, Monday to Friday. 201 (31%) were completed after 18.30 by the out of hours rapid
response team. In practice this team begins work at 16.30 and established practice is to allocate all
referrals received after 16.00 to this team.

86 (13%) referrals for rapid response assessment were made at weekends, almost exclusively by the out of
hours GP service and ED.

3 OUTCOMES

B Home Based Intermediate Care (7%)
B Bed Beased Intermediate Care (13%)
¥ Reablement at Home (35%)

B Other community based service (11%)
B Short term residential care (16%)

M ED attendance (2%)

No service (12%)

Other (4%)

4 WEAKNESSES IN THE CURRENT RAPID RESPONSE MODEL

Responsibility for continuing patient management remains with the intermediate care team for those
receiving intermediate care services. For patients receiving other community based services (including
Reablement) continuing patient care responsibility is transferred to the locality district nursing and social
work teams, although IC retains a role until the transfer of responsibility has been formally confirmed.
There are two areas of weakness that limit the potential to scale up the quantity and quality of rapid
response assessments.

Firstly, referrals are received in an essentially random fashion (see appendix 1) and as it is inefficient to
have a dedicated group of staff waiting unproductively for a referral to be received, staff undertaking rapid
response assessments are drawn from a wider pool of intermediate care staff on a rota basis. The total
complement of staff from which the rota is currently drawn is limited ( 8 social workers, 3 band 7 nurses, 7
band 6 nurses and 16 therapists [not full time equivalents] ) and each have primary responsibilities in
managing the intermediate care patient pathway. In practice, as referrals tend to come in bounded time
periods linked to patterns of GP/Patient contact, it is necessary to have a back-up rota, which is frequently
activated. There were 634 rapid response assessments carried out in 2012-13 and the view of the
operational managers is that this creates tensions between providing the rapid response service and
managing the intermediate care patient pathway.

Secondly, for patients transferred to locality health and social care teams. These teams are currently not
integrated and co-ordination in an immediate post crisis situation is challenging. Any transfer of patient
care creates an associated risk; in this case the failure to consolidate the rapid response care management
plan and consequent increased risk of admission to hospital.
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5 VARIATION IN GP SERVICE TAKE-UP

If all practices referred at the rate of the upper quartile then we would expect at least a 72% increase in
referrals to a little over 1000 per year. This scale of demand is not deliverable without serious impact on
the ability of intermediate care to manage patients effectively.

This effect is most noticeable in the Stepping Hill and Victoria Locality which would see a doubling of
referrals if all practices referred at the rate of the upper quartile.

We are in effect providing a service in the hope that it is not fully utilised by GPs.

6 ACTUAL PERSON JOURNEY

Mr A (aged 79 yrs) was referred on a Monday by his GP at 15.20pm for a Rapid Response assessment.
The previous day Mr. A. had begun to experience severe pain as a result of an exacerbation of arthritis.
Mastercall GP advised to attend Walk-In Centre. Morphine was prescribed for pain and Mr. A. returned
home with his wife and daughter supporting. Family requested own GP visit on Monday as Mr. A. was
reporting continuing pain and had not been able to move out of his armchair for 24 hours. Mr. A’s own GP
was very concerned at ability to maintain Mr. A. at home with care available from family. Referral made
for Rapid Response assessment and a prescription issued for anti-inflammatory medication.

Call received at the single point of contact call handling facility operated by SMBC’s Contact Centre using
the dedicated GP override line. Information taken and patient entered onto Adult Social Care’s Carefirst
client management system. Referral routed electronically to Intermediate Care team; received 15.28.
Social worker and Nurse visited at 16.35.

During assessment Mr A was unable to stand with assistance of two due to extreme pain. Had been
independently mobile until previous Friday and so assessment concluded that there were clear
rehabilitation objectives.

There were no IC beds available, Mr. A. and his family were therefore offered either an alternative non-
intermediate care residential placement or additional support and a nurse to provide overnight care as an
intermediate care residential place would become available the next day. Their preferred option was to
wait until the next day and interim care arrangements were put in place, pressure relieving equipment
provided and transport booked for admission to the intermediate care facility the next day.

7 POTENTIAL TO SUPPORT OTHER INTEGRATION PROJECTS

As the service has not been marketed for over a year there is certainly the potential for greater demand. In
addition changing expectation for ED diversion, both nationally as detailed in NHS England: Improving A+E
performance (Gateway ref 00062) and local initiatives, Stockport One and the Out of Hospital Care
Programme requires that we look carefully at what potential exists for real alternatives to ED attendance.
It is anticipated that the independent consultancy review of hospital admissions will provide an indication
of the scale of preventable admissions

In effect the drivers for integrated locality working and demanding more localised solutions and ED based
diversion and rapid turnaround of patients are demanding enhanced borough wide solutions.

8 PRINCIPLES UNDERLYING OPTIONS APPRAISAL

8.1 RAPID RESPONSE ASSESSMENTS PROVIDED ON A LOCALITY BASIS.

Currently a very small number of patients, less than 2% have an outcome of ED attendance. It is assumed
that this is less related to the quality of the assessment and subsequent support than the level of clinical
risk that GPs trust the intermediate care and locality health and social care services to be capable of
managing. Future service developments must be organised on a Locality or Cluster basis rather than as a
centralised service to provide the platform for building GP confidence.

8.2 CONTINUITY OF CARE
Care should be managed by the same team throughout the period of risk of hospital admission to reduce
the risk associated with transfer of patient care responsibility.

8.3 PERSONAL CARE CENTRAL TO EFFECTIVE RISK MANAGEMEMT

High Quality personal care, immediately available with a restorative patient engagement culture is an
integral element to effective risk management and can support effective clinical decision making.
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84 DEVELOPMENTS SUPPORT AND CAN BE SHAPED BY MOVES TO INTEGRATED WORKING
Establishing an integrated rapid response service across existing District Nursing and Social Work Teams
will form an effective REACTIVE service. Having built confidence in the team’s ability to support GPs in
managing clinical risk, the opportunity exists to support wider integration initiatives in broadening the role
to PROACTIVE interventions. Ultimately the rapid response team will be absorbed as an element of a truly
SYSTEMATIC integrated health and social care locality service.

8.5 AVAILABILITY OF SPECIALIST INPUT

The immediate post crisis support will be enhanced by the provision of specialist input from Occupational
Therapy, Physiotherapy, Pharmacy, CPN etc. This could in the future be delivered from the developing
Stockport One platform.

8.6 DEDICATED STEP-UP RESIDENTIAL CAPACITY ON A LOCALITY BASIS

Currently only around 10% of intermediate care residential capacity is accessed for step-up, despite the
service design being 50%. Multiple functionality for both step-up and step-down has proved
unmanageable and it is recommended that dedicated step-up residential provision is commissioned for
each Locality. This will enable continuity of management by the Rapid Response team and the patient’s
own GP.

For the whole of Stockport there were 103 non-IC residential placements made following a rapid response
assessment. As 20.7% of rapid response assessments were carried out in the Stepping Hill and Victoria
Locality, this equates to about 21 placements. However, as this locality produces a low number of referrals
and a scaling up the top quartile of GP referrers would produce about 42 placements in that locality. The
average Length of Stay for IC step-up placements for 2012-13 was 37.76 days. At 90% bed occupancy this
suggests that around 5 (4.77) residential places would be required.

8.7 OUT OF HOURS PROVISION IS EXPANDED IN PARALLEL AND INTEGRATED WITH ED AND FRAIL
ELDERLY UNIT DEVELOPMENTS

Service responsiveness should be maintained out of core hours and at weekends. As GP Practices will be

closed, this service can be most effectively organised on a borough wide basis, linking to Mastercall and

located within the existing Intermediate Care Service. There is a natural link to out of hours social work on

ED and the potential to link in a combined service as the Frail Elderly Unit develops. This potential has

already been extensively scoped as part of an exploration of a CARA type ED model.

The out of hours services cannot be as readily organised to retain case management responsibility which

should be transferred to the locality rapid response team for continuing risk management.
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APPENDIX 2: activity analysis current Rapid Response service (author: Paul Hayes)

Rapid Response Analysis

Of the 587 rapid response assessments started between 01/04/2012 to 31/03/2013 that were recorded on
care first, 22 had GP’s from out of borough and came from a variety of GP’s on the outskirts of Stockport.
We were unable to match the GP for 77, this was due to a combination of no GP listed on care first and
several GP surgeries not being listed in the Quality & Productivity Practice Groups data.

Of the rest we have been able to split the referrals by Locality, we receive referrals from all localities and
more work needs to be done to understand if areas are underrepresented (see factoring section).

Cheadle & Bramhall 149
Heatons & TV 104
Marple & Werneth 134
Stepping Hill & Victoria 101
Missing 77
Out of Borough 22
Total 587

Days of the week

We were keen to understand the distribution over the days of the week with regards to referrals. For the
sample period it is clear from the table below referrals are highest on weekdays, gradually increasing in
number through the week. Friday is significantly higher than any other day and Saturday and Sunday see
relatively low referrals.

Rapid response referrals. 01/04/2012 —31/03/2013, by day of referral.

Referral Day Percentage
Monday 15.69%
Tuesday 16.78%
Wednesday 17.08%
Thursday 17.97%
Friday 19.17%
Saturday 8.14%
Sunday 5.16%

Further work looking at weekly referrals however reveals that although over the period there is a clear
difference; on a weekly basis referrals are sporadic and not really predictable.

For example although overall referrals are higher on a Friday the range for Friday referrals is between 4
and 14. This means at the minimum only 4 rapids would need to be covered but on the maximum 14
would need to be covered. Arranging flexible staffing for this is needed.

Locality Referrals

In a similar fashion as the day of referral, the locality referrals on a monthly basis are not consistent. The
range of referrals per month for Bramhall and Cheadle for example is 4 to 17. This will again need to be
considered when looking where staff might be based.

Factoring 2013-14

Rational

To truly understand how the service might expand, we needed to understand who was currently using the
service. We could then create a constant of referrals per 1000 population, the population being the
number of patients registered at the GP surgery. This meant we could take the mean average from the top
quartile of referrers per 1000 population. If we could encourage the other surgeries to use the service at
the same rate we are able to predict what the referral rates might be.
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By adopting this method we were also able to predict what the increase would be in each area, meaning
we can also understand if any particular areas are under referring against their population.

Factored Results
The results below have been generated using the rational above. As you can see it would represent a
significant increase (72% increase on 2012-13).

Area 2012-13 Factored 2013-14
Cheadle & Bramhall 149 274.23
Heatons & TV 104 241.60
Marple & Werneth 134 136.42
Stepping Hill & Victoria 101 209.98
Missing 77 113.10
Out of Borough 22 32.32
Total 587 1007.65

Targeting localities

When we look at the split by locality for those we were able to map the split of current referrals against
the predicted split by the population.

Cheadle & Bramhall — This is currently the highest referring locality, essentially factoring up referrals at the
same ration they currently hold will produce the predicted increase.

Heatons & TV — This area is currently under represented and some targeted work in this area might be
needed. Referrals in this area would need to increase by 150% to match the top quartile in referral rates
per 1000 population.

Marple & Werneth — This area is currently over represented by population compared to the other
localities. In terms of actual referrals, against the top quartile of referrers, this locality is essentially
meeting the numbers we would expect. This does not mean however that there is not the potential to
increase referrals, more that the rate of referrals is currently higher than the other areas.

Stepping Hill & Victoria - This area is currently under represented and some targeted work in this area
might be needed. Referrals in this area would need to increase by 100% to match the top quartile in
referral rates per 1000 population

% Split 2012-13 % Split Factored
Cheadle & Bramhall 30.5% 31.8%
Heatons & TV 21.3% 28.0%
Marple & Werneth 27.5% 15.8%
Stepping Hill & Victoria 20.7% 24.4%
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NHS

Stockport
Clinical Commissioning Group

Heatons & Tame Valley Locality Committee
Bredbury Hall
Wednesday 24™ April 2013

Present:

Dr Sasha Johari, GP and Locality Chair, Park View Group Practice

Julie Ryley, Senior Area Business Manager

Dr Tom Howling & Dr Alan Gilman, GPs — Brinnington Health Centre

Mr Paul Ansbro, Practice Manager, Brinnington Health Centre

Dr Joanne Herd & Dr Kate Kerines, GPs, Eastholme Surgery

Mrs Joanne Stevens, Practice Manager, Family Surgery & South Reddish Medical Centre
Dr Helen Wilkins, GP, Heaton Mersey Medical Practice

Ms Michelle Davenport, Practice Manager, Heaton Mersey Medical Practice
Mr lan Stanyer, Practice Manager, Heaton Moor Medical Centre

Ms Jacky Broderick, Admin Supervisor, Heaton Moor Medical Centre

Ms Lynda Baillie, Senior Receptionist, Heaton Moor Medical Centre

Dr Becky Locke GP, Heaton Moor Medical Centre

Ms Lynn Bennett, Practice Manager, Heaton Norris Health Centre

Dr Julia Morrison & Dr Luke Twigden, & Dr Sayima Igbal, GPs, Heaton Norris Health Centre
Ms Margaret Wallis, Practice Manager, Heaton Norris Health Centre

Ms Cerris McGillivray, Practice Nurse, Heaton Norris Health Centre

Ms Christine Jespersen, Administrative Assistant, Health Moor Medical Centre
Ms Nicky Bates, Reception Manager, Heaton Norris Health Centre

Ms Debra Polese, Practice Nurse, Park View Group Practice

Ms Elizabeth Beirne, Secretary, Park View Group Practice

Ms Angela Martlew, Reception Manager, Park View Group Practice

Dr Michael Jones, GP, South Reddish Medical Centre

Ms Ann McClelland, Practice Manager, South Reddish Medical Centre

Dr H Azmy, GP, The Surgery

Dr S Chattergee, GP, Vernon Park Surgery

Ms Sue Wycherley, Practice Nurse, Vernon Park Surgery

Ms Sandra Taylor, Receptionist, Vernon Park Surgery

Mr Matthew Russell, Dentist, M.Russell & Associates Dental Practice

Agenda Item Action
1. Weekly prescriptions
It was advised that nursing homes should not be issued with weekly prescriptions but that
with regard to prescribing weekly for individuals, this was a clinical decision that had to be
made by individual GPs.

A guestion was raised with regard to ‘catch up prescriptions’ and whether or not they
should be issued. There were some variances between practices about how such JR
requests were dealt with. NB: Prescribing Advisers have stated that ‘catch up
prescriptions can be issued if they are required and so would encourage practices to
explore why the request is being made prior to any prescription of this type being given.

2. Optometry Update:

Dharmesh Patel provided information on the Minor Eye Condition Service in Stockport.
This was set up after it was recognized that the service at the FT was overwhelmed. It was
launched on the 1/4/13 and so far 21 practices are using it. Patients with symptoms such
as infections/ flashes/ floaters/loss of vision are being reviewed and approximately 25% of
those patients are people who would have otherwise been reviewed in secondary care. It | JR
was confirmed that any Stockport GP can refer to the service and that when clinically
necessary referrals are made into secondary care. NB: Leaflets on this service are being
sent out in the blue bags this week, there will be a press release and also information
contained in the CCG Updates Newsletter.

Mrs. Jane Crombleholme — Chair Dr. Ranjit Gill — Chief Clinical Officer Mrs. Gaynor Mullins — Chief Operating Officer





e The Practice Manager from Heaton Norris Health Centre raised a concern that
retinal screening patients are not being sent for and GPs are also not receiving a
reminder. This was felt to be a long term problem. SJ said that he would write to
Alistair Rutherford at Eccles to advise him of the problems being experienced by
Heaton Norris HC.

3. Dentistry Update:

Matthew Russell advised that there was nothing new to report. SJ mentioned data
suggesting that the in-patient dental surgery rates at SHH were higher than other areas
and asked if there was dental service in the community which could provide anesthetic as
he understood that other areas in Greater Manchester did have a community service. In
response, Matthew Russell advised that the service offered at Stepping Hill Hospital was
felt to have a good and responsive outpatient service and so setting up a similar service in
the community was not been felt to be necessary.

4. Local Authority:
Although there were two representatives at the Launch Event from SMBC they were in
other locality meetings. Apologies given.

5. Practice Managers:
Two queries were raised by practice managers:

a) Will protected training time be supported by the CCG?
b) Will the 24 hr blood pressure monitoring service be offered to other practices?

It was discussed that at present there is an intention to develop this service across
practices and that the training issue would be factored into this.

6. GP’s
There were two main queries raised by GPs:

a) Some GPs were under the impression that they were required to have Level 3
Safeguarding training, and so clarification regarding this was requested. SJ said he
would write to Sue Gaskell for clarity on the level of safeguarding required for GPs.
A suggestion was made that Safeguarding training was provided at a Masterclass
when many of the GPs are in the same room at the same time.

b) Concerns were raised about the number of new nursing home patients that are
being registered at some of the GP Practices. It was said that many of these
patients have very complex needs and that because of this and the numbers
practices are feeling overwhelmed. There was also a concern raised that nursing
home patients are not shared out equally across the locality. SJ suggested that it
may be useful to set up a separate meeting to discuss these issues.

SJ

SJIIR

SJ

SJ
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Present

Dr Heather Procter, Lowfield Surgery (Chair)

Dr M Travenen, Shaw Villa Medical Centre

Julie Rowe, Practice Manager Shaw Villa Medical Centre
Victoria Fuller, Practice Nurse, Shaw Villa Medical Centre

Dr J Owen, Manor Medical Practice

Trish Brookes, Practice Manager Manor Medical Practice

Dr A Aldabbagh, Springfield Surgery

Kath Whittall, Practice Manager Springfield Surgery

Dr B Duncan, Little Moor Surgery

lan Stanyer, Practice Manager Little Moor Surgery

Dr R Tomalin, Cale Green Surgery

Rosemary Hyde, Practice Manager Bracondale Medical Practice
Christine Small, Practice Manager Cedar House

Zahida Rafique, Practice Manager Haider Medical Centre
Tanya Humphreys, Practice Manager Caritas GP Partnership
Dr D Gilbert, Adshall Road Surgery

Jo Edwards, Practice Manager Adshall Road Surgery

Jane Whitworth, Practice Manager Stockport Medical Group
Dr E Eeckelaers, Adswood Road Surgery

Mark Guggiari, Practice Manager Adswood Road Surgery

Dr L Housley, Stockport Medical Group

Jane Whitworth, Practice Manager Stockport Medical Group
Malc Newsome, Local Dental Committee

David Doughty, Local Pharmacy Committee

Andrea Kay, Local Optometry Committee

Mark Fitton, Social Care Representative

Penny Martin, Associate Director Stockport Foundation Trust

Speakers

Claire Jameson, Commissioning Support Unit
John O’Malley, Mastercall

Adam Williams, Mastercall

Mrs. Jane Crombleholme — Chair
Dr. Ranjit Gill — Chief Clinical Officer
Mrs. Gaynor Mullins — Chief Operating Officer





1. Apologies — Vicci Owen-Smith, Clinical Director public Health

Paula Trow, Beech House Medical Practice

2. Notes from previous Locality Council Meeting 24" April 2013
Agreed as a true and accurate record

3. Locality Council Matters Arising

(i) Cataract referrals — Andrea Kay Local Optometry Council

Representative

Cataract referrals have now been updated to include verifying with the
patient that their blood pressure has been checked in the last 6 months
and refer to their GP where necessary.

Referrals are now being auto-faxed to GP practices, if these are not
being received please contact Andrea direct bbkaydowns@gmail.com

(i) Minor Eye Conditions Service Update

4. (i)

Service launched 01/04/13

High level of use

Written orders — patient needs to request NHS prescription from GP

GP practices are requested to advise patients that they may need to

travel to see an Optometrist depending on the outcome of initial

triage and availability of appointments

e Any queries or issues please contact Andrea Kay direct
bbkaydowns@gmail.com

e www.stockportloc.co.uk/mecs

e www.stockportmecs.co.uk

Social Care Local Authority Update — Mark Fitton SMBC

Focus on the integration of health and social care, i.e. Stockport One
Service. This service is for patients with complex health and social care
needs and develops integrated care plans that support these. The initial
pilot was in Marple and Werneth locality and is to be expanded further in
Marple and Werneth. The service is pro-active in identifying patients
and provides care from a joint health and social care team.

Rapid Response team (intermediate care) is being established to
provide a locality based winter response and will include safeguarding,
contracting residential and nursing care integrating with the LA and
CCG.

(ii) Dental update — Malcolm Newsome LDC

MN provided feedback from the LDC and confirmed that the CCG has
re-commissioned the children’s GA service.

Dental referrals now include information regarding the patient’s school
and GP for children and the patients GP for adults.

Action




mailto:bbkaydowns@gmail.com

mailto:bbkaydowns@gmail.com

http://www.stockportloc.co.uk/mecs

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



(i) Pharmacy Update - David Doherty LPC

Inhaler technique support is available for patients with asthma or COPD
from Pharmacists who have capacity available.

GPs to refer patients

Pharmacists will advise GPs when a check has been undertaken and
will refer back to their GP if necessary.

Flow rate monitoring is also available.

5. Electronic Prescription Service (EPS) - David Doughty LPC and

=

EPS Update 26th

Claire Jameson Commissioning Support Unit (CSU) "¢ 2013 v1.0-pdf

EPS phase 1 is being used in all practices

EPS phase 2 being used by a couple of practices across Stockport,
including Lowfield road Surgery.

EPS2 uses an electronic signature via Smart Card.

Patient nominates a Pharmacy to receive the electronically transmitted
prescription. On arrival at the Pharmacy the medications are usually
ready.

95% of Pharmacies are live with phase 2.

Emis Web, In Vision and Microtest are compliant with EPS2.

Emis PCS and LV are not compliant.

Migration to Emis Web contact Claire Jameson cjameson@nhs.net
Transition to EPS2 — practice to assemble a business case including
hardware/training costs to be presented to the CCG.

No geographical constraints to EPS i.e. prescription from London can
be nominated to Pharmacy in Stockport in case where patient works
away

Pharmacists feedback positive

GP practices advise that reduced number of Pharmacy couriers
Practice patient prescription messages can be printed off by the
Pharmacy

Patient information/forms can be provided to the Pharmacy to be
distributed to patients from Pharmacy

EPS2 shown to reduce practice administrative time

3-5% prescriptions uncollected, this is highlighted to GP practice
Repeat dispensing — signed off once by GP and Pharmacy download up
to 7 days before due

6. Minor Ailments

There is a move across Greater Manchester to move to a consistent
GM wide service. Minor Ailments service increases GP capacity by
referring patients to Pharmacy rather than providing a GP consultation.
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7. Stockport Community IV Service — John O’Malley and Adam

L@

IV Therapy
Williams Mastercal|Presentaton une 20
e Admission avoidance
e Core conditions - Cellulitis/soft tissue infection/Surgical site, UTI/ESBL
UTI, Chest infection, Bronchiectasis, Diabetic foot infection,
Osteomyelitis, Leg ulcer
e Exclusion criteria — under 18 years, Pregnant/breastfeeding,
Haemodynamically unstable, Unable to obtain consent, Homeless,
VDU
Mastercall have 24 hour clinical responsibility
24 hour patient helpline available
Daily observations
Step down considered after 3 days
Prescribing and provision of all drugs and consumables
Core hours 8am — 7pm
Commencing 1% July 2013
0161 476 9644

=

Healthier together
presentation June 20

8. Healthier Together — Heather Procter
HP provided an overview of Healthier Together.

9. Stepping Hill and Victoria Locality Council Terms of Reference

=
Stepping Hill &
Victoria Locality Coun
e Terms of Reference previously circulated, no comments/amendments
received
e Change made from previous TOR is clarification regarding voting status
of committee members
e Please send any comments to elaineabraham-lee@nhs.net by end of
July 2013 after which time TOR will be passed to the CCG Head of
Governance as agreed
Date of next Locality Meeting
Wednesday 20" November
Walthew House
112 Shaw Heath
Stockport
SK2 6QS
1.30pm — 4.30pm http://walthewhouse.org.uk/
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Heatons & Tame Valley Locality Committee
Reddish Life Centre
Wednesday 3 July 2013

Present:

Dr Sasha Johari, GP and Locality Chair, Park View Group Practice

Julie Ryley, Senior Area Business Manager

Dr Tom Howling GP — Brinnington Health Centre

Mr Paul Ansbro, Practice Manager, Brinnington Health Centre

Dr Joanne Herd, GP, Eastholme Surgery

Mrs Joanne Stevens, Practice Manager, Family Surgery & South Reddish Medical Centre
Ms Michelle Davenport, Practice Manager, Heaton Mersey Medical Practice
Mr lan Stanyer, Practice Manager, Heaton Moor Medical Centre

Dr Becky Locke GP, Heaton Moor Medical Centre

Ms Lynn Bennett, Practice Manager, Heaton Norris Health Centre

Dr Luke Twigden, GP (Dr Marshall & Partners) Heaton Norris Health Centre
Dr Sayima Igbal, GP (Dr Sen’s Practice), Heaton Norris Health Centre

Ms Margaret Wallis, Practice Manager, Heaton Norris Health Centre

Dr S Chattergee, GP, Vernon Park Surgery

Mr Dharmesh Patel, Stockport Local Optometry Committee (LOC)

Mr Peter Marks, Stockport Local Pharmaceutical Committee (LPC)

Ms Ann McClelland, Practice Manager, Dr Gupta’s Practice, South Reddish MC
Ms Debbie Atkinson, Mastercall

Mr Adam Williams, Mastercall

Mr Mark Warren, SMBC

Ms Jo Macey, Age UK, Stockport

Dr John Swarbrick, Heaton Moor Medical Centre

Dr Jeremy Wynn, Heaton Mersey Medical Practice

AGENDA ACTION

1. Welcome & Introductions
The meeting was opened by Dr Johari and feedback provided from the previous meeting.

2. Optometry Update:

Dharmesh Patel provided an update on the Minor Eye Injury Service. He said that the service
was running very well and that the service had received 376 referrals in the first 3 months, of
these 78% of these had been dealt with ‘in house’.

It was confirmed that those people that require cataract surgery can be referred electronically
to secondary care, though a concern had been raised about the fitness of some of the
patients to undergo surgery. Due to this a modification will be made to the letter that is sent,
which will state that if there is any concerns regarding fitness for surgery please intercept.

2. Pharmacy Update:

Peter Marks provided an update, advising that the PPS was currently going through IT
development changes. He also said that there had been a review of emergency admissions
and calls to Mastercall. This had found that a small percentage of these visits/calls could
have been avoided if the patient had visited a pharmacist, such as advice around emergency
contraception. In response those present stated that patients sometimes did not use a
pharmacy for advice because some charge; and Luke Twigden said that he had experience
of patients visiting the practice or calling Mastercall for a prescription for Nit Lotion because
they would have been charged for it at the Pharmacy.

Mrs. Jane Crombleholme — Chair Dr. Ranjit Gill — Chief Clinical Officer Mrs. Gaynor Mullins — Chief Operating Officer






Peter Marks advised that he would send out a list of those pharmacists that offered a free
service for emergency contraception.

Peter Marks will also speak to Liz Bailey and provide clarity over repeat prescribing as it
became clear during discussions that there was some confusion amongst GPs and
pharmacists around this as people seemed to be working to different protocols.

4, Local Authority:

Mark Warren was present to provide an update from SMBC. He advised that one of the main
priorities within the local authority was to have an integrated approach with the health sector
and as part of this commitment Terry Dafter, Director of Adult and Social Care, SMBC was
working closely with Gaynor Mullins.

Winterbourne Review — as a result of this SMBC are producing an action plan to safeguard
patients and reduce the risk of abuse. The plan has to be submitted by the 5/7/13 and Mark
advised that he would be happy to share this plan with those present.

Learning Disability Self-Assessment Framework — Mark advised that Stockport was at the
bottom of the table in terms of compliance with this and that in order to improve SMBC will be
looking at how they interact with GPs to improve services for people with learning disabilities.

Children & Adult Services — Mark advised that historically children have moved to Adult
Services at the age of 18 but that it is intended that in the future this move will happen when
the young person reaches the age of 25.

Carer Support Bill - Mark advised that reforming adult social care will form the main part of
the legislation. Stockport has been asked to respond to the consultation and that in the future
SMBC will be looking to give people their own personal budget.

The Re-ablement Service is now being managed ‘in house’ by SMBC again.

Mark was asked about the Integrated Care Plan and asked if he could provide an update
about what is happening currently in Stockport and specifically what SMBC’s contribution to
this. Mark to provide an update at next locality meeting

5. Mastercall

Adam William, Head of Nursing at Mastercall gave a presentation on the IV Therapy Service.
He advised that the aim of the service was to reduce hospital admissions and that referrals
could be accepted from a range of health professionals including GPs, Specialist Nurses,
Podiatrists etc. A handout was provided, but Adam said that the 3 main conditions that had
been referred to them were cellulitis, UTIs and Osteomyelitis. Referrals could not be
accepted for breastfeeding or pregnant women, 1V drug users or homeless people.

The service is available from 8am — 7pm and patients receive a visit once a day. However the
hours may be extended in the future to 10pm and up to 2 visits a day provided. To refer
patients, practices should contact a central number (426 9644). They have a member of staff
on call 24 hours a day and when under the care of Mastercall they will accept sole
responsibility for that patient’s IV therapy.

Adam advised that all the IV therapy services policies had been ratified by Sarah Maxwell.
Presentation attached:

Stockport PPT.ppt V5SSI.doc V5RespTractInf.doc V50steo.doc V5LegUIcer.doc
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V5Diabetic Foot.doc  V5Cellulitis.doc ~ V5Bronchiectasis.doc V5UTI_.doc

6. Age UK

Jo Macey from Age UK informed all present about the Social Prescribing Scheme. Lucie
advised that they could assist people with a range of assistance including help with cleaning,
laundry, shopping, falls prevention, friendship groups, counseling etc.

Lucie said that referrals would be accepted for anyone over the age of 50. Referral forms
were provided for practices to take if they were interested. Lucie’s contact details are as
follows: Telephone: 0161-480-1211.

7. AOB

Dr Johari distributed the Terms of Reference for the Locality Council and asked all those
present to check the contents and to advise either himself or Julie Ryley of any suggested
amendments to the document.

Closing Remarks
Dr Johari thanked everyone for their input and for attending the locality council meeting. Next
meeting date to be arranged.

All
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Present:

Dr Andrew Johnson, GP and Locality Chair, Marple Cottage Surgery
Dr Simon Woodworth, GP and Locality Vice Chair, Chadsfield Medical Practice

Julie Ryley, Senior Area Business Manager

Vivienne Farrell, Pharmacist, Stockport LPC Secretary

Mark Fitton, Interim Head of Older People’s Services, SMBC
Paula Davies, Practice Manager, High Lane Medical Centre
Linda Beaumont, Practice Manager, Alvanley Family Practice
John Glover, Optometrist, LOC

Dr Raina Patel, GP, Guywood Practice

Ann Fernie, Practice Manager, Guywood Practice

Fraser Cherry, Practice Manager, Marple Medical Practice
Johan Taylor, Practice Manager, Marple Cottage Surgery

Dr Jane Needham, GP, Marple Bridge Surgery

Adam Moss, Bridge Dental Care

Dr Greg Carter, GP, Marple Medical Practice

Dr Graham Parker, GP, Archwood Medical Practice

Dr Robert Mathewson, GP, High Lane Medical Cenntre

Dr Imran Khan, GP, Lennox & Khan Practice

Dr Mike Armstrong, GP, Bredbury Medical Practice

Dr Abdul Ghafoor, GP, Bents Lane Medical Practice
Amanda Mullen, Practice Manager, Bredbury Medical Practice
Carol Sach, Bredbury Medical Practice

Guest Speakers
Lucie Newsam, Age UK Stockport

Dr John O’Malley, Medical Director, Mastercall
Adam Williams, Mastercall

Agenda Item

1. Welcome/Introductions/Apologies

Dr Johnson opened the meeting by welcoming all present and asking each person to introduce

themselves.

Apologies: Nic Jones, Practice Manager, Archwood Medical Practice

2. Feedback from last meeting

Dr Johnson gave his apologies that no formal minutes were available to present from the last

meeting.

Dr Woodworth advised that following on from the last meeting he felt it important to have a
discussion around care planning, but that he was aware that this was an agenda item for the
second part of the meeting and so would defer this subject until that time.

Acti
on

Mrs. Jane Crombleholme — Chair Dr. Ranjit Gill — Chief Clinical Officer

Mrs. Gaynor Mullins — Chief Operating Officer






3.

Locality Representatives

Pharmacy —

Viv Farrell advised that one of the GP Practices had approached her with a couple of
prescribing issues that they had identified and that as a result she had been able to
resolve these. Viv therefore encourage all present to direct any concerns around
prescribing to her and that as secretary of the LPC she would take forward.

Viv also advised that the LPC was working together with Roger Roberts at the CCG to
look at savings that can be made with prescribing within both GP practices and
pharmacies. In addition the Repeat Prescribing Scheme was highlighted as a method of
saving practices both time and money, which Dr Johnson said that his practice had found
very useful and cost effective.

Electronic Prescribing — it was advised that this system is a little patchy presently as it is in
its role out phase. However it was noted that EPS1 is being highlighted as a good system
to use.

Optometry —

John Glover promoted the new Minor Eye Injury Service, and confirmed that they service
was open to patients of any age. He also confirmed that there were several practices
offering this service and that there was a triage system was in place. As such if one
practice is telephoned and they cannot offer a patient an appointment within 24 or 48
hours that practice will refer the patient to another practice offering the service within the
locality. John advised that the service was set up to reduce emergency admissions and
that it was succeeding in achieving this aim.

A question was raised over whether the service could offer monitoring for patients with
glaucoma, but it was advised that an agreement had been trying to be reached with the
Foundation Trust for many years but that they had been unable to agree patient pathways.
Details of participating Optometry practices offering the Minor Eye Injury Service are
available on the following website: http://www.stockportloc.co.uk/mecs/Stockport

Dentistry

Adam Moss said that he had no new issues to raise, except to say that he did now sit on
the LDC for Stockport and he was able to feedback any issues that were highlighted within
the locality council meeting by those present.

Dr Johnson asked if there had been any problems for dentists in prescribing antibiotics for
patients with dental abscesses, saying that he had recently heard that some dentists are
asking patients to approach their GP practices for this. In response Adam Moss advised
that these could be isolated incidents because certainly from his perspective he would not
send a patient to their GP for antibiotics to treat a dental abscess.

SMBC

Mark Fitton was present to provide an update from SMBC. He advised that he had been
working closely with the CCG on the One Service and currently within the Marple &
Werneth Locality they were asking practices to identify their top 20 patients who could
benefit from this service. He also said that presently health and social care were working
towards having a more cohesive and seamless method of integrated working by 2015.
Mark advised that there was a possibility that in the future the Rapid Response team may
sit within locality teams and that they would be used to aid winter pressures. In addition
Mark advised that he was working with Mark Chidgey and his team at the CCG around
safeguarding, especially with regard to people living in nursing and residential homes.

Dr Johnson asked Mark about how Public Health integrated with the Social Care teams. In
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response Mark advised that full integration of health and social care would take some time
but that for instance Andrew Dunleavy who worked within the Public Health team also was
working closely with the Joint Commissioning Group. Mark was asked if he would be able
to provide an update on the integration of the public health agenda in the future, which he
agreed to.

Viv Farrell mentioned that with relation to reducing falls in older people, it had been found
that medication issues were often a factor, especially in relation to the time a patient was
taking their medication. Viv advised that if it was felt that medications were a possible
contributive factor to a fall a pharmacist could carry out a medication review. Mark
acknowledged this and said that they had a pharmaceutical adviser working within the
One Service.

Practice Managers

Johan Taylor said that he had heard that day that GP Blue Bags will no longer be
distributed from Regent House and that instead they will be co-ordinated via an  office in
Preston and was concerned about the short notice of this new arrangement and what
impact it will have on communication to and from practices.

LaSCA (Preston Office) will be responsible for GP Blue Bags. If you have any
gueries/concerns please contact: Darryl Peter (LaSCA) on 01772 221300

Johan also raised a concern relating to medical records; he advised that historically if a
patient moved practice then their Lloyd George notes, together with a copy of their
electronic records were sent by disc to the PCT. However, Tameside PCT is now co-
ordinating this function and that practices had been informed that any electronic records
would have to be printed off and that they would no longer accept discs.

It was established that the contact at Tameside is Karen Smith and that she has said that
the change in practice had occurred because information on disc was not secure and also
that some practices were unable to access the information on the disc when they had
received it. LMC was to take this issue forward.

GPs

One GP stated that they had 12 patients with high calcium levels and that they had
previously asked for a shared care protocol to be put together with the Foundation Trust.
Dr Kong has advised her that a protocol had been put together but that this was awaiting
CCG approval.

Mastercall — IV Therapy Service

Dr John O’Malley, Medical Director gave a presentation on the IV Therapy Service. He
advised that the aim of the service was to reduce hospital admissions and that referrals
could be accepted from a range of health professionals including Gps, Specialist Nurses,
Podiatrists etc. A handout was provided, but Dr O’Malley said that the 3 main conditions
that had been referred to them were cellulitis, UTIs and Osteomyelitis. Referrals could not
be accepted for breastfeeding or pregnant women, IV drug users or homeless people.

The service is available from 8am — 7pm and patients receive a visit once a day. However
the hours may be extended in the future to 10pm and up to 2 visits a day provided. To
refer patients, practices should contact a central number (426 9644). They have a member
of staff on call 24 hours a day and when under the care of Mastercall they will accept sole
responsibility for that patient’s IV therapy.

Presentation attached:

MF
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Age UK

Lucie from Age UK informed all present about the Social Prescribing Scheme. Lucie
advised that they could assist people with a range of assistance including help with
cleaning, laundry, shopping, falls prevention, friendship groups, counseling etc.

Lucie said that referrals would be accepted for anyone over the age of 50. Referral forms
were provided for practices to take if they were interested. Lucie’s contact details are as
follows: Lucie Newsam Telephone: 0161-480-1211 -
mailto:Lucie.Newsam@ageukstockport.org.uk

Closing Remarks

Dr Johnson thanked everyone for their input and for attending the locality council meeting.
He also advised that the Terms of Reference document would be sent out to everyone in
due course to check, and any comments should be emailed back to Julie Ryley.
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Meeting Date: 11 Sept 2013 Agenda Item No: 8

Quality Report

Summary: This is the monthly quality report to the CCG. It is a high
level report highlighting key issues and risks.

1. Quality & Provider Risk Register

2. Provider Quality Monitoring/Performance

3. Patient Safety

4. Clinical Effectiveness

5. Patient Experience
Link to Annual Improving the quality of commissioned services is a key
Business Plan: strategic aim within the CCG’s Annual Operational Plan
Action Required: 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

Potential Conflict None
of Interests

SINIEINSCRNEGME Dr Cath Briggs (interim)

HEEENEENGGIEN Mark Chidgey/Gillian Miller

Committees / Quiality & Provider Management Committee
Groups Consulted:

Compliance Checklist:

. Statutory and Local Policy
Documentation .
Requirement
L . . ’ To follow
. Change in Financial Spend: Finance Section
All sections above completed Y below completed
Page numbers N Service Changes: Public Consultation nfa
g Completed and Reported in Document
. . /a
) Service Changes: Approved Equality Impact n
Paragraph numbers in place N Assessment Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact At later
(Docs 6 pages or more in length) Assessment included as Appendix date
All text single space Arial 12. Headings Arial N Change in Service Supplier: Procurement & n/a
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
Any impact on staff: Consultation and EIA n/a
undertaken and demonstrable in document
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1.2

1.3

Quality & Provider Risk Register & Risk Management

Stockport Foundation Trust (SFT) Emergency Department

The August Quality & Provider Committee discussed a CCG Report on
the Quality of Emergency Care at the ED department at Stockport
Foundation Trust in 2012/13. Dr Ryan was invited to the Committee to
lead the discussion from her expert viewpoint as an ED Paediatric
Consultant.

The Committee also reviewed the positive CQC report from an
unannounced inspection visit to the A&E department at Stepping Hill by
the CQC on 1% and 2" July 2013. The conclusion of the report was
that the Emergency Department was ‘managed to a high standard and
patient’s experienced safe, appropriate and effective care’.

Dr Ryan noted the CCG Report’s conclusion that there were significant
gaps in data intelligence from SFT ED available to the CCG and as
such it was not possible to be assured of the quality of care provided.
The Committee noted the assurance from the CQC Report within the
context of a time limited visit.

Dr Ryan discussed with the Committee her observations from the
Report and from her knowledge of the challenges faced by ED
Departments and some of the solutions employed across the North
West. The Committee discussed concerns held by members. Dr Ryan
suggested the CCG draws up a list of Priority Quality Issues to be
addressed with the Trust. Dr Ryan also endorsed the Report’s
recommendation to conduct a monthly audit of quality outcomes for
patients who have a long wait in ED.

SFT Children’s Speech & Lanquage Therapy Service (SALT)

The risk is that children are waiting too long for treatment and this may
impair their development. SFT have presented a paper to the CCG to

treat the waiting list of 144 children (waits up to 21 weeks). The CCG
has agreed the required funding for the Waiting List from the
Community Contract Contingency fund. A further funding request has
been made to the CCG to fund the predicted level of activity in 2013/14
and avoid a new waiting list. This request is under review.

SFT Children’s Safequarding e-learning Training <10% (target 85%)

The CCG received a letter from Judith Morris 31/7/13. This highlighted
measures to improve performance although there is no assurance that
the target can be met within a 2 year timeframe. Safeguarding is
reported separately to the Board.
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1.6

1.7

Stockport TIA pathway.

The risk is that patients are not receiving specialist assessment <
24hours (target 60% - Stockport 28%)). An improvement plan is
managing progress to achieve this target by October 2013.

SFT Compliance with NICE quidance

There remain gaps in assurance particularly with regard to compliance
with NICE clinical guidelines at SFT. There is also further work to be
done regarding quality standards. SFT are fully engaging with the
progression of this issue and a meeting with the Medical Director is
planned for September.

SFT Compliance to Surgical Checklist Procedures

There have been 2 Never Events and 1 ‘Near Miss’ since April 2013 in
surgical areas. The Quality & Provider Committee has reviewed the
reports. SFT will report to their Board in September/October on the
learning from these incidents. The CCG will undertake a Walk Round
of surgical areas in September to check the implementation of SFT’s
Action Plans.

SFT Dermatology Service

The Quality & Provider Committee will discuss in September the
proposals by SFT for ensuring the Dermatology service has the
necessary consultant leadership.

Provider Quality Monitoring/Performance

The CCG Quality Team monitors Provider quality indicators and
Provider quality reports on a regular basis. Quality and performance
meetings are held with key Providers bi-monthly or quarterly. For
Stockport FT a monthly Quality Dashboard is presented to the Quality
& Provider Committee. Risks are assessed and managed through the
Q&P Committee and are listed in Section 1 of this Report. Other
notable performance outcomes from August /Q1 are listed below:

e SFT good overall achievement of KPI and CQUIN Q1 targets, with
some exceptions which are being addressed with SFT.

e SFT increase in prevalence of pressure ulcers in Q1, as measured
by the Safety Thermometer. CCG undertaking a review of SFT’s
reports on pressure ulcers resulting in harm.

e SFT Community services not meeting the target on breastfeeding at
6-8 weeks. SFT recruiting a Specialist Community Infant Feeding
Co-ordinator and implementing a Baby Friendly initiative in the
community.
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3.1

3.2

e BMI good overall achievement of KPI and CQUIN Q1 targets.

e Mastercall successfully launched the pilot Community IV Service in
July with good quality outcomes, with 30 patients avoiding a
hospital admission. A Stakeholder event will be held in October to
discuss quality and performance.

Primary Care

NHS England has published the Primary Care Web Tool reviewing
primary care performance across a range of areas. Practices have
been informed of their position in relation to the data published and
there are four practices that have 5 or more markers that are classed
as red. These practices are now formally noted by the Area Team and
the CCG is contacting them. Development plans will be agreed with
them to change these areas. A further group of two practices are one
short of the group above and we will also be working with them to
ensure they do not miss in another area causing them to be noticed by
the Area Team in the future.

Patient Safety
Safequarding
Reported separately to the Board

Serious incidents

There have been five serious incidents reported on STEIS (relating to
acute services) in Q2 to date. The majority of these were grade 3/4
pressure ulcers. There has been one grade 4 community acquired
pressure ulcer in Q2 reported. A review of themes and trends from
reported grade 3 and 4 pressure ulcer incidents is being undertaken
and will be discussed by the Quality & Provider Committee in October.

All serious incident reports are reviewed by the Quality Team and by
the CCG Quality Clinical Lead. A peer review of a sample of SFT
incidents will take place with the SFT’s Clinical Director on a quarterly
basis from October 2013.

The number of SFT outstanding serious incident reports from 2012/13
is reducing (currently 26 outstanding reports on STEIS). All
outstanding reports from SFT should be received and reviewed by the
end of this calendar year.





4.1

4.2

4.3

5.1

Clinical Effectiveness
C Diff

The Stockport health economy cumulative total for C Diff from April to
August 2013 is 47 cases, this means that the health economy is over
trajectory by 6 cases. This figure includes a summer peak in May and
June 2013 that was evident last year and appears to be a re-occurring
variance. All partners continue to have weekly teleconferences to
explore themes from root cause analysis and to ensure appropriate
preventative actions are in place. A new Infection Control
Collaborative has been set up by NHS England AT. Stockport will be
represented by the CCG and SMBC.

NICE compliance

Reported through the Clinical Policy Committee

Mortality rates for individual hospital consultants

Mortality rates for individual hospital consultants in ten specialties are
now published nationally. Further analysis will be undertaken to
benchmark Stockport Consultants.

For hip and knee operations, SFT is reported with a100% submission
rate and good results for the 900 hip and knee replacements
undertaken each year. Five years after a hip operation, 0.7% of hip
replacements need replacing again, compared to the national average
of 2.14%. For knee replacements, 0.86% of knee replacements need
replacing again after five years, compared to 2.37% for the England
and Wales.

Patient Experience

Friends & Family test

The first Q1 results of the Friends and Family test show SFT with an
above average score (71 compared to 64 for England) for both A&E
(63 compared to 54) and In-Patient wards (75 compared to 71)
although the response rate is low (5.7% compared to 13.3% for
England) and very low for A&E (3.7% compared to 10.3%).

The CCG has met with the Trust with NHS England to address the low
response rate and agreed a plan to increase uptake of the F&F survey
in A&E. The F&F test will be introduced into Maternity Wards in
October 2013.

BMI results (in-patient only) are excellent (100) for Q1 but again the
response rate is below the 15% target.





5.2

5.3

Patient Experience Surveillance Group

The Quality & Provider Committee agreed the Terms of Reference for
a new bi-monthly Patient Experience Surveillance Group which will
meet for the first time in October.

This brings together key commissioners and stakeholders to review the
guality of health care services in Stockport from the perspective of the
patient/carer. The Group will share, consider and triangulate local
information and intelligence from a number of sources to inform the
CCG on patient/carer experiences. Outcomes will be reported to the
Quality & Provider Committee.

Walk Round Programme

A GP-led walk round took place in July 2013, where a GP visited their
own patient on a ward with a commissioner. The Trust were informed
that the visit would take place but not where and when. This provided
valuable insight into the care of this one patient from a primary and
secondary care perspective. Observation of care on the ward was fed
back to the Trust. This structure for a walk round will be offered to all
GP Practices in Stockport.

A guided Walk Round of BMI wards will take place in October.

The CCG Quality Lead attended the Healthwatch ‘Enter & View’
Training. Learning from this training course and learning from the
CCG’s Walk Round programme will be considered by a working group
in October/November 2013. As an outcome, a training plan and
programme for walk rounds will be developed for 2014.
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Executive Summary

2012-13 has been a year of transition, with the Clinical Commissioning Group (CCG)
working alongside the Primary Care Trust (PCT) to develop a new system for the local
NHS.

The clinical leadership of the CCG has been very clear that it wants patient views to be at
the heart of everything we do, and so our patient and public involvement has expanded
over the year, despite the competing pressures of CCG authorisation and PCT shut down.

From the 1 April 2012 to the 31 March 2013 NHS Stockport Clinical Commissioning Group
spoke to 6,077 people® - over 2% of the local population - about a range of topics,
including:

Healthier Together

e anew service for minor eye conditions

¢ Rise to the Challenge

¢ and better management of long-term conditions.

We used a wide variety of methods including a new Patient Panel to reach not only more
people, but different groups within Stockport's community and give the CCG a better
understanding of local views on the health service and priorities for change.

Type of engagement \ Number of People Engaged

20 x Surveys 1,752

17 x Public events 2,025
16 x Focus Groups 438
15 x PRG Surveys 827
6 x Information stalls 855
4 x Patient Panel events 70
2 x Workshops 110

All Engagement 6,077 contacts

An inspection of NHS Stockport by NHS Audit North West gave ‘full assurance’ that we are
meeting our legal and statutory duties to involve local people in decision making.

As well as recording local views on these discussions, this report sets out what impact
public involvement had on the decisions of the CCG.

Finally, the report outlines the focus of our engagement plans for the next financial year:
e Improving the impact of the Patient Panel
e Increasing clinical engagement
e Understanding the needs of ‘harder to reach’ groups in the community
e And consulting on planned service changes in the CCG’s annual business plan.

! This figure represents the total number of attendees at events and responses to surveys - some individuals
may have responded to more than one survey and attended more than one event.
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Statement of Involvement 2012-2013

1.0 Purpose

1.1  NHS Stockport Clinical Commissioning Group is responsible for making sure that
the circa 290,000 people living in the borough have access to the healthcare
services they need.

1.2  We recognise that our decisions, policies, and services have a major impact on the
lives and wellbeing of the local people, so we actively seek to engage with all
sectors of the community to ensure that everyone has an equal chance to have
their say before we make major decisions.

1.3  The purpose of this report is to outline what work the CCG has undertaken over
2012-13 to engage local people, involve them in decision making and consult on
major changes to local health services.

2.0 Why do we consult with patients, carers and the public?

2.1 We are committed to making evidence-based decisions that take into account the
views and experiences of all those affected by them.

2.2 In 2006 patient involvement was strengthened by the NHS Act. Sections 242 and
244 of the Act place a duty on NHS organisations to involve and consult local
people and stakeholders in the planning and development of services. It also
included a duty to report on this activity in an annual ‘statement of involvement
(section 24A of the NHS Act 2006). The report should cover:

* who we consulted

« what information we gave them

« what questions we asked

+ what people told us

+ what we did with the information they gave us

« and where more information about the consultation can be found.

2.3 Over the period from 1 April 2012 to 31 March 2013 we spoke to 6,077 local
people about the wide range of services we commission and decisions taken on
behalf of local people. This report summarises that engagement and how local
views have shaped our work.

2.4  In particular, we would like to thank Stockport’s Local Involvement Network,
now Healthwatch Stockport®, for their commitment and enthusiasm, not only
to ask the difficult questions and challenge our decisions, but also their
relentless work in involving more and more people in discussions about local
health services.

% This figure represents the total number of attendees at events and workshops and responses to surveys -
some individuals may have responded to more than one survey and attended more than one event.
% http://www.healthwatchstockport.co.uk
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3.0

3.1

3.2

3.3

3.4

3.5

3.6

Engagement Audit

Engaging patients and the public in the commissioning and provision of services is
a statutory requirement under the Health and Social Care Act (2012), giving
Governing Body a legal duty to involve patients and the local community, including
people living in different geographical areas, communities of interest and seldom
heard groups; on all changes and decisions that affect the services the
organisation offers.

As part of the overall assurance process of CCGs, a high-level review of Patient
and Public Engagement was undertaken by NHS Audit Northwest*,

The auditors looked at all patient and public involvement undertaken by the CCG
and how this is considered by the Governing Body in decision making.

The auditors agreed that a “full level of assurance can be given on the
adequacy and operating effectiveness of controls in place”.

They noted that rather than just monitoring engagement work through papers to
Board, a number of Board members take on an active role in public engagement,
which they feed back and discuss at Board alongside a variety of methods to
blend public involvement into the work of the CCG. And they concluded that NHS
Stockport sees patient and public involvement as a major priority and the business
of every board member.

A full write up of the audit can be found on the CCG’s website at:

http://stockportccg.org/how-you-can-get-involved/

4 http://www.auditnorthwest.nhs.uk/
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4.0 Patient & Public Involvement 2012 — 2013
4.1 Types of Engagement Undertaken

4.1.1 In line with the CCG’s communication principles, a number of different
communication and engagement methods - tailored in accordance with the target
audience - are used to capture patient insight and ensure that as many people as
possible can feed in their views. Where necessary a combination of methods is being
used in order to achieve maximum coverage.

4.1.2 Patient and Public Involvement is the responsibility of the whole organization, with
work undertaken across teams and fed into the Governing Body as intelligence to
drive tangible improvements to local services.

4.1.3 The Clinical Commissioning Group has taken on some of the tried and tested
methods used by the Primary Care Trust and added in some new techniques to
reach a wider and more diverse audience. Below is an outline of the work
undertaken:

4.1.4 Lay Membership of committees:
To ensure that patient views are heard at every level of the organisation, the CCG
has appointed lay members to sit on our committees and present a patient
perspective to discussions and decisions:
¢ the Governing Body has 2 lay members recruited from the community: one of
whom chairs the meetings and takes responsibility for patient engagement,
while the other leads on audit, remuneration and conflict of interest matters.
¢ the Governing Body has also co-opted a representative of Healthwatch
Stockport and the Chair of the Health & Wellbeing Board to attend all
meetings and feed in local views.
e the Clinical Policy Committee is attended by the lay chair of the CCG and a
Healthwatch representative
¢ the Quality & Provider Management Committee includes the Lay Member with
a remit for Public Involvement
e the Audit Group is chaired by the lay member responsible for audit and
finance
e Stockport’s Mental Health LIT includes 3 service users and 2 carer
representatives
e Stockport Technologies and Managed Prescribing Committee has a
Healthwatch member
the Maternity & Children Board includes 2 Healthwatch representatives
the End of Life Board is chaired by a Healthwatch representative
the Unscheduled Care Board includes a Healthwatch representative
the Elective Care Board includes 2 Healthwatch representatives
and Stockport Transformation Board includes a representative from Age UK.

4.1.5 GP Member Engagement:
Stockport is made up of four main localities. To ensure that GP members of the CCG
have a strong voice in the group, each locality meets on a regular basis to feed in the
views of clinicians and intelligence from patient interactions. These meetings are
chaired by the 4 Locality Chairs who sit on the CCG’s Governing Body, feeding
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4.1.6

4.1.7

4.1.8

views into decision making and reporting back changes to their areas. This is a
useful source of information on the issues GPs see every day in appointments,
allowing the CCG to capture feedback from people who might not necessarily come
along to NHS engagement events.

Patient Stories:
Over 2013-13 the CCG instigated the use of ‘patient stories’ at the start of Governing
Body meetings as a new way of hearing about and learning from patients’
experiences of local services — both good and bad. Throughout the year the
Governing Body heard and discussed 11 stories:
e Epilepsy (14 March 2012)
Learning Disabilities (11 April 2012)
Clostridium Difficile (09 May 2012)
Expert Patient Programme (13 June 2012)
Keep It Off For Good programme (11 July 2012)
Mother & Carer of Patient with Complex Needs (12 September 2012)
Myalgic Encephalopathy (10 October 2012)
Dementia (14 November 2012)
Smoking Cessation Champion (12 December 2012)
Spinal Injury (13 February 2013)
IVF treatment (13 March 2013)

Where experiences were negative, they have been shared with the service provider
and used as a learning tool for continuous improvement. Some have also been
published on the CCG’s YouTube Channel® with the permission of the patient.

Local Involvement Network / Healthwatch:

The CCG and its PCT predecessor have always worked closely with the Local
Involvement Network — now Healthwatch — to get our messages out to as wide an
audience as possible and to feed in their views into CCG decision.

The CCG’s Chief Operating Officer holds monthly meetings with the LINks Chair and
LINKks send a representative to attend all Governing Body meetings. Where changes
are being planned, commissioners attend LINK briefing sessions to get feedback on
plans.

PALS & Complaints Monitoring:

The CCG’s Customer Services team handle queries, compliments, comments and
complaints for the public on a daily basis. In addition, the CCG’s communications
team manage requests for information submitted under the Freedom of information
Act. All of these contacts from the public are monitored and analysed so that trends
in requests or issues are fed into the Governing Body and the relevant
commissioning team to ensure that improvements are made as a result of local
contacts. Over 2012-2013, NHS Stockport received:

4,041 Queries

155 Complaints

46 MP letters

244  Freedom of Information requests.

° http://www.youtube.com/user/StockportPCT
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4.1.9

4.2

42.1

4.2.2

4.2.3

4.2.4

4.2.5

Staff Engagement:

The Communications team manage staff input into changes, which includes:
¢ Annual NHS staff survey
e 12 x Monthly CCG staff surveys.

Work of the Public Engagement Team

Functional and operational responsibility for engagement sit with the CCG’s
corporate function which leads and supports work across all directorates; providing
cohesion and consistency in messages, communications and engagement activities.

In addition to this work across the organisation, the Public Engagement team utilises
a range of methods to ensure that the public voice is heard in decision making:

Patient Panel:
This year, the CCG decided to set up a Patient Panel, of 35 individuals from across
Stockport’s four localities. The Patient Panel meets with the Board four times a year
to give in-depth views on topical issues and major reform projects. Over the first
year, their work has included:

e 3 meetings

e 9O surveys

e 15 events.

Public Engagement:
Where possible public engagement work is varied to meet the requirements of the
stakeholders we want to target. This year, work included:

e 20 x Surveys
17 x Public Events

e 16 x Focus Groups

e 6 x Information Stalls

e 2 x Workshops.
Invitations to events and links to surveys are circulated to a database of around 300
local groups and promoted through the CCG’s Facebook® page and Twitter’ feed.

Support to GP Practices’ Patient Reference Groups:
As a membership organisation, the CCG has also supported its Member Practices to
engage with their patients and establish virtual patient reference groups:

o All of the local GP practices have access to our online engagement site

e 15 surveys were undertaken by Practices over the year

e Together, they collated views from 827 residents.

® www.facebook.com/nhsstockportccg

" @NHSStockportCCG
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4.3

Major Consultations

4.3.1 Healthier Together

( ) Healthier Together

A review of in Greater Manchester

During this period of change in the NHS, one of our main priorities for patient and
public engagement was to ensure that local people’s views were central to the
development of the Greater Manchester health economy.

Sessions were run with the CCG’s Patient Panel, the Adult Social Care
Modernisation group, the Carers Forum, the Maternity Services Liaison Committee,
and a number of local community groups.

Overall people understood the growing need for health services to evolve and meet
the demands of a changing population and reduce variation in care:

“The hospital needs to have consultants available at weekends
to provide the same standard of care.”

It was felt that much of the services currently provided in hospital could be
undertaken closer to home or even in the patient’'s home. There was a lot of support
for preventative measures and the better management of long-term conditions
through GP Practices and community services:

“l want to see more procedures being carried out in GP surgeries like X-rays -
especially now that things can be sent electronically to consultants to review”.

It was also recognised, however, that this would require changes in primary and
community services:

“GP Surgeries need to be open longer / more flexible hours;
evenings and weekends are essential”.

A majority of those who attended events and gave their views agreed that specialist
services would be well placed in centres of excellence, indeed many pointed out that
people travel from all over the patch to have cancer treatment at the Christie or
stroke treatment at Salford.

“Yes | am more than happy to travel — | have already done
this for specialist surgery in Buxton — excellent service.”

In particular, people felt this would allow departments to run shifts and offer
appointments that suit all needs:
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4.3.2

“appointments must reflect people working i.e. evening / weekend
availability as most of us don't want it to affect work”

However, fears were also expressed about potential loss of local services.
“A&E should be retained in every area, this works well despite the long waits.”

“For specific (more complicated non-urgent) medical issues, | would be
prepared to travel to see a Consultant. In an emergency however, | would
want to be able to get high quality and specialist support from my
nearest A & E Department”

“For people with anxiety / mental health problems, the travel can be very
daunting”.

In particular, the main problems people saw with pooling of services focussed around
travel implications:

“A hospital appointment at 9am means | can’t use my free bus pass.”

A number of issues were raised for elderly people and those with mobility issues in
going to visit relatives in hospital outside the locality.

“I wouldn’t want to travel to another part of Greater Manchester for
an appointment because of difficulty parking in Manchester.
I’'m no longer as agile as | was.”

Local views were fed into the Healthier Together team and a number of local people
were put forward for the programme’s patient panels to ensure that Stockport views
help inform the wider review.

Work is also underway with the Healthier Together team to ensure that as many
people as possible are involved in next year’s formal consultation once plans have
been formulated.

A new service for minor eye conditions

In early 2012/13 NHS Stockport responded to
issues raised by patients and service providers
about unacceptable waiting times for sudden
minor eye injuries. Conditions in this category
were, at the time, managed within Stockport
NHS Foundation Trust. It became clear from
patient comments and waiting times that there
was insufficient capacity in secondary care
ophthalmology services to do this alongside
more serious eye conditions.

NHS Stockport engaged local people on the option of commissioning a primary care
minor eye conditions service aims to reduce some of this burden on hospital
ophthalmology services by moving the assessment and treatment of these
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4.3.3

conditions in to primary care. 83% approved of the plans and said they would use
the new service. 89% of healthcare professionals were in favour of development of
the service.

Local views were used to develop a new contract, which went out to tender in August
2012 and Primary Eyecare (Stockport) Ltd were approved to provide the new service.

360 Stakeholder Survey

As part of the CCG’s authorisation process we worked with Ipsos
MORI® social research unit to assess the views of our key
stakeholders on the CCG’s readiness to take on the local health
budget.

Stakeholders included: GP practices in Stockport; health service providers we
commission; the Greater Manchester commissioning support unit; Stockport’s Health
& Wellbeing Board; Local Authority colleagues; colleagues in the local - voluntary
sector; Healthwatch and other patient group representatives.

The CCG involved stakeholders in a series of engagement events to help develop
their strategic plans and ran a briefing event in June 2012°. The final survey was
conducted primarily online over summer 2012.

Overall, stakeholders reported positive perceptions of Stockport CCG’s engagement
and relationships.

“The engagement has much improved and it's been important that it's involved
clinical and managerial views. | look forward to building upon the good
relationship developed over the last few months.”

Almost all (89%) felt that they have been engaged a great deal and the majority of
these are satisfied with the way in which this has been done.

“It is easy to be cynical about new projects that endeavour to do things
differently but | am looking forward to being more involved in the future.”

Local health service providers were confident that the CCG understands the
challenges facing them and further that the CCG was actively helping them to
achieve their quality improvement and efficiency targets.

84% of stakeholders agreed that “Leadership of the CCG has the necessary
blend of skills and experience.”

At a CCG level, the views of stakeholders were incorporated into our annual
planning and used to shape the strategic direction of the organisation.

8 http://www.ipsos-mori.com/

° For a full report of the event, go to http://www.citizenspace.com/stockport-haveyoursay/consultation-and-
engagement/stakeholders27062012
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4.3.4 Rise to the Challenge

In 2011-12 NHS Stockport worked with
Stockport Council to run an event for over 50s,
encouraging them to ‘Rise to the Challenge’ of
making one change which would have a
positive impact on their health. The event was N\
based on recommendations from the national . Rise to the

stroke strategy. " Challenge!

Due to the success of the event, in 2012-13 the
CCG worked with the Council to run a series of
Rise to the Challenge roadshows, targeting
different groups in different areas of Stockport.

Six events were run in Romiley, Stepping Hill, Bramhall, Cheadle, Edgeley and
Marple targeting older people, ethnic minority groups, the Muslim community, and
people with disabilities.

Events included information from a wide range of services aimed to help residents
live healthier and more independently for longer.

Feedback from the events included the need to have more capacity in General
Practice so that people can be proactive and get checked out early on.

“People just need to take responsibility”

Others felt that self-care needed to be made more affordable, in particular
preventative wellbeing measures such as leisure facilities and relaxation treatments.

Issues were also raised about respite care, particularly for carers of patients with
dementia.

“As a carer respite care has been a life saver!”
From a CCG perspective, we are responding to a number of these issues, increasing
investment in primary care capacity, developing health checks and preventative

facilities, working on dementia services and increasing the support we provide to
carers.

Page 12 of 36





4.3.5 Better management of long-term conditions

During our engagement on the CCG’s priorities
we received a lot of feedback about the
difficulties faced by patients with complex long-
term conditions and their carers managing

multiple healthcare appointments at different
clinics and hospitals.

The overwhelming message from local people

was that people want to be treated as close to
home as possible , avoiding long waits in hospital and the difficulties of managing
multiple trips to different clinics.

"l ended up at Stepping Hill Hospital for diabetes and at the MRI for kidney
services. The two hospitals had no means of communicating with each other."

“I'd like to see more education for those with Long-Term Conditions so they
can monitor the condition themselves at home.”

Views were expressed that services often treat a single condition, rather than looking
at the needs of the individual. As a result, patients feel pushed from pillar to post,
with each appointment only dealing with one aspect of their care needs and
professionals not speaking to each other about what care they have received.

“As a carer | found | had to go over and over the same treadmill.
What about those patients who have no one?”

It was felt that services should work together to treat the individual as close to home
as possible and keep each other abreast of progress. Assessments should also
include the health needs of carers and their capacity to support patients.

“I don’t think much about my own health needs —
I feel that my life is on hold because of caring.”

These views have been fed into the development of Stockport integrated care work
and are being used to develop a new community service, joining up health and social

care professionals to manage patients with complex needs and wrap services
around the individual.
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4.4  Impact of Involvement

4.4.1 Feedback from engagement exercises is reported to the CCG’s Governing Body as a
key piece of evidence for consideration in decisions. In this way the views of
individual patients can be heard at a senior level and translated into commissioning
decisions.

4.4.2 One of the key tools for feeding back to local people is the CCG’s new engagement
website: www.citizenspace.com/stockport-haveyoursay. For those without access to
the internet, reports of events are also sent out to local groups after they have met
with the NHS. Sign-up sheets are also taken at all public events so people who wish
to receive a write-up of the event can have this sent to them in their preferred format.
Articles summarising formal consultations are included in the local Council
publication that is delivered to all households in Stockport. In addition, feedback
reports are sent to the Local Involvement Network / Healthwatch for inclusion in their
regular newsletter and targeted feedback articles are also included in a wide range of
local newsletters.

4.4.3 A full breakdown of engagement events, surveys and activities can be found in
Appendix one, which outlines:

what we did

when

how many local people were consulted

what people said

what we did as a result of local feedback

and where to go to get a full write-up of the consultation and results.
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5.0 Equalities

In undertaking patient and public engagement, it is important to ensure that everyone has
an equal opportunity to have their say.

Traditional NHS engagement tends to elicit responses from an older section of the
population, which is predominantly white and female. NHS Stockport CCG has deliberately
undertaken a wide range of engagement methods and run targeted events and focus
groups to ensure that different views can also be fed into the decision making process.

For each consultation, we map the stakeholders who are likely to be most impacted by any
changes and tailor our events and methods to best fit the requirements of those groups.
Where possible, we offer a range of times and dates for all consultation events, to allow full
participation of people with work, family or caring commitments. We also run all of our
consultations online, to allow people who do not have the time or do not wish to attend
public meetings to give their views.

This year, we ran a range of targeted events to reach different community groups:

- workshop at Stockport College to assess the views of younger people

- iPad Survey at a Jobs Fair for Stockport school pupils

- Age Friendly Stockport conference

- targeted ‘Rise to the Challenge’ health information event with older people

- meetings with the University of the 3™ Age, to get an older perspective on changes

Disability:
- information stall at the Disability Stockport open day, to gauge the views of people
with disabilities
- information stall at the Parents In Partnership open day, to gauge the views of
children with learning disabilities and their families / carers
- information stall and targeted survey at the Stockport Carers forum
- targeted ‘Rise to the Challenge’ health information event for people with a disability

Gender:
- focus group with the Cheadle Women'’s Institute

Pregnancy & Maternity:
- review of the Health Visiting team, targeting young mothers and local mums and
toddlers groups

Race:
- targeted ‘Rise to the Challenge’ health information events for Black and Minority
Ethnic communities

Religion & Belief:
- targeted ‘Rise to the Challenge’ health information event at Cheadle Mosque

Sexual Orientation:
- targeted focus groups with People Like Us Stockport to better understand views of
the local lesbian, gay and bisexual population
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- IVF consultation advertised through the Lesbian & Gay Foundation to encourage
input from same-sex couples on eligibility criteria

In addition, we use our online engagement website to monitor who is taking part in our
surveys. In 2012-13 15 of our surveys collected equality monitoring statistics, giving us data
on 1,806 of the people who took part in our consultations — around a third of the people we

spoke to this year.

Below is an outline of the demographics of those who gave their details:

e Age: although the majority of attendees at public events are still within the older age
brackets, online surveys showed much higher participation results among adults of
working age.

400
350
300
250
200
150
100

50

Respondents by Age

358 340

Under
20

20-29 30-39 40-49 50-59 60-69 70-79 80+

e Carers: the majority of respondents online did not have caring responsibilities

Are you A Carer?

mYes
mNo

= Not Answered
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Disability: 43% of respondents reported having a disability or a life-limiting long-
term condition

Respondents & Disability

m Have a disability

m No disability

= Do not wish to declare

Of the 422 who specified the type of disability, by far the most common were long-
term conditions, followed by physical disabilities and mental health problems:

Reported Disabilities

200

180

160

140

120

100

Number

80
60
40
20

N

Blind /
visual
impairme
nt

Deaf/
hearing
impairme
nt

Physical
Disability

Learning
Disability

Mental
Health

Registere

disability

d Other

Long-
term
Condition

m Seriesl

25

42

58

8

53

6 41

189
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e The most common long-term condition reported was heart disease, though it should
be noted that only 10% of respondents specified the type of long-term condition:

Reported Long-Term Conditions

Cancer

Respiratory disease (e.g. COPD,
asthma)

Heart disease
Hypertension

Diabetes

Dementia and other memory
problems

e Gender: As with face-to-face events, the majority of people who took part in our
engagement online were female:

Respondents by Gender

8%

26% Female

Male
Not Answered

66%

e Gender Identity: this remains an issue which many feel uncomfortable disclosing.
26% of respondents did not wish to declare their gender identity, with only 1%
reporting a transgender status:
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Is your Gender Identity the same as at birth?

mYes

m No

= Prefer not to say

e Marital Status: this is a relatively new protected characteristic under the Equality Act
(2010) and the question of marital status has only recently been introduced to our
surveys. Many people were reluctant to give this information, but of those who
responded, the majority were married:

Marital Status
600
500
400
300
200
100
0 l || | — .
. Inacivil | ,,, Legally Not
Marital Single Co- Married | partners Widowe separate | Divorced| Answere
status habiting . d
hip d d
| m Seriesl 169 91 565 23 19 11 65 388

e Race: similar to the local population, the vast majority of respondents were of a
White ethnic origin:
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Respondents by Ethnicity
1600

1400

1200

1000

800

600

400

200

0 —_— ]

White Black Asian Mixed Race Other Ethnic Not
Groups Answered

| m Seriesl 1426 22 28 19 14 142

e The largest ethnic minority groups were White Other; White Irish; Black African;
Pakistani and Indian. 8.6% of respondents refused to declare their ethnicity.

Not Answered 8.60%
Other ethnic background
Any other background
Gypsy / Traveller

Chinese

Mixed Race - Other

Mixed Race - White & Asian
Mixed Race - White & Black
Asian - Pakistani

Asian - Indian

Asian - Bangladeshi

Black - Other

Black - Caribbean

Black - African

White - Other

White - Irish

0.00% 1.00% 2.00% 3.00% 4.00% 5.00% 6.00% 7.00% 8.00% 9.00%10.00%

e Religion or Belief: similar to the local population, most respondents were Christian,
followed by those with no religious beliefs. The largest minority religions were Islam
and Judaism, again similar to local population trends.
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Religion of respondents
900
800
700
600
500
400
300
200
© I
0 J — | | I
Do
No Athei |Baha'|Budd |Chris| Hind | Hum [Jewis|Musli Wicc not | Not
religi . . . . Sikh Other| wish [Answ
st i hist | tian u |anist| h m a
on to | ered
say
|lNumber 409 | 61 1 6 | 841 | 6 3 14 | 27 2 5 33 | 33 | 160

o Sexual Orientation: the majority of respondents reported their sexual orientation as
heterosexual. 5% reported being lesbian, gay or bisexual (LGB), which is similar to
the national Government estimates of population size.

Respondents' Sexual Orientation

m Heterosexual

m LGB

m Do not know

= Do not wish to say

The introduction of online engagement, in addition to more traditional engagement
methods, has allowed the CCG to better understand the views of our lesbian, gay, bisexual
and transgender communities. It has also increased feedback from local people of working-
age and started to attract more young voices.
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6.0 Plans for Next Year

Our engagement plans for the next financial year will focus on:
¢ Improving the impact of the Patient Panel
¢ Increasing clinical engagement
¢ Building staff understanding of the duty to consult and capacity
e Understanding the needs of ‘harder to reach’ groups in the community, with a
particular emphasis on:
people with learning disabilities and their carers;
looked after children and their guardians;
vulnerable adults and their carers going through our safeguarding system;
men, who are less likely to go to their GP or attend healthcare consultations;
and local deaf and hard of hearing residents.
e And consulting on planned service changes in the CCG’s annual business plan,
including:
o The Stockport One Service
End of Life Care
Dementia Services
Paediatric Pathway Reforms
Follow-Up reforms
Our Quality Strategy
Improvements to Primary Care
Our Strategic Business Plan.

(@]

©)
@)
©)
@)

O O O O o0 o0 O

7.0 Where to get more information

If you would like more information about the work we do, or if you would like to get involved
in future engagement and consultation work, please contact our Engagement Team on:

0161 426 5895 - stoccg.haveyoursay@nhs.net

Or visit our consultation website at www.citizenspace.com/stockport-haveyoursay

Angela Beagrie
22 August 2013
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When?

Who did we

consult?

Type of
engagement

No. of
people

Patient & Public Involvement 2012 — 2013

What
information

was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

2 April 2012 | CCG & PCT Focus Group 5 CCG Input into CCG Patients challenged us We amended our http://www.citizenspace.com/st
Staff presentation & plans to raise the bar and not Strategic plans and %“/go—gjrsa Icorporate-
plan on a page just meet htargets, but vision in line with this. Sewizes,bro\(,vnb:qlunch
surpass them.
3 April 2012 | Adult Social Open 10 CCG Input into CCG Patients asked for more | A section on patient http://www.citizenspace.com/st
Care engagement presentation & plans to be done on patient choice was added to %“/go—gjrsa /consultation-and-
Modernisation | event plan on a page choice. the strategy and a enqa\éemen\{,soccareccq
Group baseline survey was
undertaken.
3 April 2012 | Public - Open 15 CCG Input into CCG | We should do more to There is now http://www.citizenspace.com/st
Marple & engagement presentation & plans support carers. dedicated investment %“/go—gjma /consultation-and-
Werneth event plan on a page in carer support - both engavgemen\{,m_w
in terms of end of life
care and dementia
services.
26 April 2012 | LINks Focus Group 15 Presentation on | Views on Supportive of the Views were used to http://www.citizenspace.com/st
authorisation Comms & strategies and thanks draft the CCG’s %“/20—& rsaviconsultation-and-
Engagement the CCG for coming Comms & enqa\éemen\t’/amhorisaﬂon
Strategy back to update them on Engagement Strategy
how their input was
used.
April 2012 Patient Group | GP Practice 42 Survey How patients Easy to get an Continue to monitor www.citizenspace.com/stockpo
at Bracondale | Survey have found their | appointment, most book | progress and set up a :Tt]'g‘;‘éz\l’_o“rsa‘” bracondale-
Medical visit to the by phone. 98% very patient group to look at | cenire/bracondalepatientexperi
Centre Practice. happy with service any issues arising. ence
received.

4 May 2012 U3A members | Open 80 CCG Input into CCG Health & Social care Our One Service aims | http:/www.citizenspace.com/st
engagement presentation & plan services should be to integrate all %“/‘;"—g&rsa Jconsultation-and-
event plan on a page integrated to support services for people engaygemen\t/ma

vulnerable patients with long-term
conditions.

Real Accountability —demonstrating responsiveness & accountability in commissioning and decision making
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Who did we

consult?

Type of
engagement

What
information
was provided?

What did we

What did you say?

What did we do as a

Where can you get
more information on
this work?

23 May 2012 | GPs Focus Group CCG Input into CCG GPs wanted service Improving quality is Stoccg.haveyoursay@nhs.net
presentation & plan quality to be at the heart | one of the 5 main aims
plan on a page of all changes. of the strategy

24 May 2012 | LINKs Open 90 CCG Input into CCG Very supportive of plans. | We have recognised Stoccg.haveyoursay@nhs.net

members engagement presentation & plan Remember to consider that our focus on
event plan on a page the needs of the quality has to be about
individual and treat patient-centred care
people with dignity and and modified this plan
respect. to reflect that truth
more explicitly.

May 2012 GPs Online survey 4 Survey on iPads | Views on 75% found meetings Continue to take http://www.citizenspace.com/st
Locality meeting | quite useful, 25% found | suggestions on topics %“/é"o—gjrsa /consultation-and-
format them very useful. and feedback on engavgemen\t/“oc

meetings.
30 May 2012 | LINKs Focus Group 10 Opthamology Views on local Recognise the need to Introduced a new Stoccg.haveyoursay@nhs.net
service service needs take the burden off service for minor
information secondary care service. | conditions.
13 June U3A members | Focus Group 80 CCG Input into CCG People challenged usto | We amended our http://www.citizenspace.com/st
2012 presentation & plan raise the bar and not just | Strategic plans and ﬁ—c"m
.. " . . . aveyoursay/corporate-
plan on a page meet targ;:ts, but vision in line with this. | senices/gatleyu3a
surpass them.
19 June Carers Information 450 CCG Views on local Carers reiterated the Views were fed into http://www.citizenspace.com/st
2012 stall information and | NHS importance of clinicians the Governing Body %“/‘;"—g&rsa Icornorate-
service leaflets using them as the for use in decision Sewizes,caérsdgn
experts and sharing making.
information with them.
Priorities: dementia; In particular they
prevention; mental helped influence
health; & carers’ Dementia service
support. review and led to a GP
Masterclass on
Dementia.

June 2012 Carers Online survey 10 Survey Views on carers’ | Priorities: dementia; Helped influence http://www.citizenspace.com/st

support needs prevention; mental Dementia service %ﬁrsawcommissiomn e
health; & carers’ review and led to a GP | grershealthsurvey e
support. Masterclass on

Dementia.

Real Accountability —demonstrating responsiveness & accountability in commissioning and decision making
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Who did we

When?

consult?

Type of

engagement

No. of
people

What
information
was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

May-June Online survey Flu vaccine Views on Additional codes Views fed back to http://www.citizenspace.com/st
2012 uptake improving flu required on clinical systems managers. ;’—Ckm .
. . aveyoursay/communications-
vaccine and systems for patients who team/improvingfludata
QOF take-up don't fit into one box
27 June Key Focus Group 15 Briefing on the Input into CCG Positive views on the Increasing work on http://www.citizenspace.com/st
2012 stakeholders CCG plan plans and the CCG’s integrated care ockport: .
L haveyoursay/consultation-and-
of the CCG engagement to date. between organisations | engagement/stakeholders2706
Need to ensure costs to share burden and 2012
not shifted from one improve patent care.
organisation to another
May-June OTS users Online survey 26 Orthopaedic Views on Most find the system Views used in review http://www.citizenspace.com/st
2012 and Triage Service | Orthopaedic easy to use. General of service. —p—ﬁc" ort. o
. . . aveyoursay/commissioning/vi
commissioner survey Triage Service feedback ok-good. eWS-0Nn-0ts
s
May-June service users | Online survey 255 Information Views on how to | The vast majority of Views used in review http://www.citizenspace.com/st
2012 about local improve the patients felt it was a of service. ﬁ?kport'ha"ev"“rsa‘”s‘epp'”q'
. . ill-hospital/cash-gum/
sexual health service good idea to have all
services sexual health services
(inc. HIV) in one place in
Stockport. The majority
of respondents wanted
the flexibility of both
advance booking and
the option of a walk-in
service.
Quarter 1: 17 consultations 1,221 people consulted

Real Accountability —demonstrating responsiveness & accountability in commissioning and decision making
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Who did we

consult?

Type of
engagement

What
information
was provided?

What did we

What did you say?

What did we do as a

Where can you get
more information on
this work?

3 July 2012 Cheadle WI Open CCG Input into CCG Issues raised getting GP | Will use iPads more in | http://www.citizenspace.com/st
i ; i iti ockport-
engagement presentation & plan appointments. Liked use | waiting rooms to get . .
: . aveyoursay/consultation-and-
event plan on a page of iPads in engagement. | more feedback. engagement/cheadlewi
19 July 2012 | Evergreens Focus Group 40 Dying Matters Views on end of | Many people expressed | Views used to http://www.citizenspace.com/st
service user Talk life care the wish to die at home | influence planning and —p—ﬁc" ort: .
. . aveyoursay/consultation-and-
group and not in hospital. ﬁiveclzop anew End of | ¢pgagementievergreensiul201
ife Care service. 2
July 2012 Public Online survey 96 Minor Eye Views on the Respondents noted how | Views were used to http://www.citizenspace.com/st
Conditions service important it is to reduce | develop a new service —p—ﬁc" ort: -
- . s . avevoursav/comm|SS|on|ng/m
(AQP) waiting times for specification and inoreye/
information emergency minor eye Primary Eyecare
conditions and wanted (Stockport) Ltd won
more convenient the contract to provide
settings. the new service.
July 2012 Health Online survey 96 Minor Eye Views on the Health professionals felt | New service offers http://www.citizenspace.com/st
professionals Conditions service patients should be able | emergency —p—ﬁ‘:k ort: .
. h L aveyoursay/commissioning/h
(AQP) to self-refer into the appointments within ealthprofminoreye
information service. The service 24 hours and patients
should offer emergency | can self-refer.
appointments within 24
hours.
May-July Public Online survey 22 Dying Matters Views on end of | Many people expressed | Views used to http://www.citizenspace.com/st
2012 Survey life care the wish to die at home | influence annual ﬂikpo—” .
. . . aveyoursay/consultation-and-
and not in hospital. pIannmEg rzljndf cljﬁve(l:op engagement/dyingmatters
a new End of Life Care
service.
28 July 2012 | Public at Open 300 CCG Views on health | Positive feedback Fed back to practices | http:/www.citizenspace.com/st
Brinnington engagement information stall | needs around GP services ﬁ—c"m i
aveyoursay/consultation-and-
Fun Day event engagement/brinningtonfunday
7 August Disabled Information 45 CCG Views on health | More focus on learning Views were included in | http://www.citizenspace.com/st
2012 people stall at information stall | needs disabilities. our Equality ockport: o
. e L haveyoursay/communications-
Disability Objectives. An LD team/celebratingdiversity
Stockport's awareness day will be
annual held in June 2013.
Diversity Day

Real Accountability —demonstrating responsiveness & accountability in commissioning and decision making
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consult?

Type of
engagement

No. of
people

What
information
was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

23 August Patient Panel | Induction event Stockport's Views on our Good that the CCG is Set up a range of https://www.citizenspace.com/
2012 population and engagement wanting to involve local meetings for the Panel %\%ﬁs ay/consultation-and-
health needs; plans people right from the with the CCG'’s engagement/ppl
commissioning start Governing Body
and the NHS
budget
16 July - 10 CCG's key Online survey 54 360 degree Views on the The majority of Will continue to involve | Stoccg.haveyoursay@nhs.net
August 2012 | stakeholders stakeholder new CCG and stakeholders are partners in our
survey its plans satisfied with our planning, with more
engagement, working emphasis on engaging
relationships and have GPs.
confidence in CCG
leadership.
June — Young mums | Online survey 169 Health Visiting Views on health | The majority of patients | Views used in new http://www.citizenspace.com/st
September Survey visiting service rated the service as service plans. ﬁﬁtgg;t"ilg‘lﬁ’/?“/rsa‘”s‘epp'”q'
2012 good-excellent. Mental Arnosprativip:
wellbeing of new mums
was flagged as a key.
August — Patients at GP Practice 46 Survey Views on Appointments at the Views used to develop | www.citizenspace.com/stockpo
September Manor Survey patients failing Practice are in high a Practice policy for ga?g‘éivé’“s’jf\yé BIMmAr.
2012 Surgery to attend for pre- | demand and they could dealing with patients careidna _suney
booked have been used by other | who repeatedly fail to
appointments. patients. attend.
12 Marple & Patient Panel 6 Healthier How can we People felt that more Views have been fed https://www.citizenspace.com/
September Werneth Together best redesign services should be into the Greater %\‘/’0"—;‘5 ay/consultation-and-
2012 patients overview GM health delivered in the Manchester review engagement/ppsept12
services to community and in team.
create and safe | primary care. However,
and sustainable | there were fears about
service? hospital ward closures.
27 50+ ladies Focus Group 40 Healthier How can we People felt that more Views have been fed http://www.citizenspace.com/st
September Group Together best redesign services should be into the Greater %%‘J rsay/consultation-and-
2012 information GM health delivered in the Manchester review engagement/ht-everareens
services to community and in team.
create and safe | primary care. However,
and sustainable | there were fears about
service? hospital ward closures.

Quarter 2:

13 consultations

976 people consulted
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Who did we
consult?

Type of

engagement

No. of
people

What
information
was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

2 October Age Friendly Open CCG How do we The ‘Energie’ gym in We spoke to the https://www.citizenspace.com/
2012 Stockport engagement information stall | make Stockport | Stockport had great Council and set up a %\‘/’:—lﬁs ay/consultation-and-
event event more age- machines for people with | meeting for members | gngagement/age
friendly? mobility problems. It was | of the former
a good source of Energie gym to outline
exercise and way to other local options for
prevent ill-health. people with mobility
problems.
2 October Modernisation | Focus Group 15 Healthier How can we People felt that more Views have been fed http://www.citizenspace.com/st
2012 Reference Together best redesign services should be into the Greater % rsay/consultation-and-
Group information GM health delivered in the Manchester review engagement/ht-modgroup
services to community and in team.
create and safe | primary care.
and sustainable
service?
5 October Public Open 125 Healthier How can we People felt that more Views have been fed http://www.citizenspace.com/st
2012 engagement Together best redesign services should be into the Greater % rsay/consultation-and-
information GM health delivered in the Manchester review engagement/ht-publicevent
services to community and in team.
create and safe | primary care. However,
and sustainable | there were fears about
service? hospital ward closures.
10 October People Like Focus Group 18 Healthier How can we People felt that more Views have been fed http://www.citizenspace.com/st
2012 Us Stockport Together best redesign services should be into the Greater %“/% rsay/consultation-and-
LGBT group information GM health delivered in the Manchester review engagement/ht-plu
services to community and in team.
create and safe | primary care. However,
and sustainable | there were fears about
service? hospital ward closures.
11 October Patients at Survey 42 Information on Views on the Generally positive about | Looking into a new http://www.citizenspace.com/st
2012 Cheadle practice's new practice and the practice and staff. phone waiting system. ?ncé‘;ggl'_h?;ggé‘;sg‘” cheadle-
Medical text reminder managing DNAs | Issues getting through 2 2
Practice’s flu service on the phone.
clinic
17 October Children with | Open 288 CCG Views on health | More focus on learning Views were included in | https:/www.citizenspace.com/
2012 disabilities engagement information stall | services? disabilities. our Equality rs]to—c"m .
. . aveyoursay/consultation-and-
and their Objectives. An LD engagement/pipsoct12
carers awareness day will be

held in June 2013.
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Who did we

consult?

Type of
engagement

No. of
people

What
information
was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

17 October Carers Forum | Focus Group Healthier How can we People felt that more Views have been fed http://www.citizenspace.com/st
2012 Together best redesign services should be into the Greater %“/go—& rsaviconsultation-and-
engagement GM health delivered in the Manchester review engaygemen\t/jhtcf
services to community and in team.
create and safe | primary care. However,
and sustainable | there were fears about
service? hospital ward closures.
September - | Public Online survey 53 Patient Choice - | Information Reported a lack of Views fed back to http://www.citizenspace.com/st
December baseline survey | about current choice. However some commissioners to %;"O—gjrsa /corporate-
2012 choice options people want the experts | improve options semzes,pat\i/entcrﬁ,oice
to choose for them. available.
August — NHS Online survey 454 Inclusive Information on Views on the process Worries about http://www.citizenspace.com/st
October employees Workforce NHS changes changes ockport:
haveyoursay/corporate-
2012 across GM services/inclusive-workforce
October — Patients at Online survey 123 Cheadle Preferences for | Most prefer to book and | Views used to make http://www.citizenspace.com/st
November CMP Medical Practice cancel appointments by | improvements %ﬁgg;_g?;g&’gg}f;‘fhead'e'
2012 Practice Patient | improvements phone. Difficulties
Views getting through reported
October — Public Online survey 22 Information Views on the People felt that more Views have been fed http://www.citizenspace.com/st
November about changes | changes services should be into the Greater %“/g’o—gjrsa /consultation-and-
2012 to GM health delivered in the Manchester review engavgemen\{,ht
service model community and in team.
primary care. However,
there were fears about
hospital ward closures.
October — Patients at GP Practice 5 Survey Priorities for Contacting the practice Used views to www.citizenspace.com/stockpo
November Gatley Survey PRG to focus on | and the availability of undertake a more full ga?:m“:t‘:‘;’é D Spaco-com-
2012 Medical appointments are key review. stockport-haveyoursay
Centre priorities for patients.
October — Patients at GP Practice 26 Survey Priorities for Focus on appointment Used views to www.citizenspace.com/stockpo
November Heaton Survey PRG to focus on | availability, how we undertake a more full Ltarr];ﬁ:/;mm?eﬂpace
2012 Me(rjs_eyI ma:jnagetyotl_Jr h(:r?lth care | review. com-stockport-haveyoursay-4
edica and contacting the
Practice surgery,
October — Patients at GP Practice 123 Survey Views on the Need to improve phone | Looking at www.citizenspace.com/stockpo
November Cheadle Survey practice system implementing a new rt-haveyoursay/cheadle-
2012 Medical system. medical-practice/cmp
Practice
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When?

November

Who did we
consult?

Patients at

Type of

engagement
GP Practice

No. of
people

What
information
was provided?

Survey

What did we
ask?

What should be

What did you say?

Appointment Availability

What did we do as a
result?

Used views to

Where can you get
more information on
this work?

www.citizenspace.com/stockpo
rt-haveyoursay/bramhall-

2012 Brambhall Survey our priority for and Accessibility came undertake a more full health-centre/patient-preferred-
Health Centre this next first, with Contacting the | review. priorities-2012-13
survey? Surgery a close second.
13 November | 16-19yr old Open 65 CCG Information Importance of mental Views used to https://www.citizenspace.com/
2012 students engagement information Stall | about self-care health and sexual health | influence annual %\2)0—;‘3 ay/consultation-and-
Ia;t Wellbeing ra:ndlrr\:inter services. p{antnin_g a:wd the engagement/colleqe131112
air eal strategic plan.
15 November | Young mums | Focus Group 5 Information Views on the People felt that more Views have been fed https://www.citizenspace.com/
2012 about changes | changes services should be into the Greater %\‘/’;ﬁ_ ay/consultation-and-
to GM health delivered in the Manchester review engagement/mslcnovi?
service model community and in team.
primary care. However,
there were fears about
hospital ward closures.
19 November | General Online survey 61 Alcohol survey | Views on Don'’t believe price 29 people took up the | hitps://www.citizenspace.com/
-31 Public and information | alcohol affects how much Alcohol Concern Et;’;'t‘r’]’/g:ggﬁ;’fv"“rsaV/p”b“C'
December alcohol you buy, but challenge to give up -
2012 promotions do. alcohol for a month
19 November | NHS Online survey 77 Alcohol survey | Views on Multi-buy promotions Views used to inform https://www.citizenspace.com/
-31 Employees and information | alcohol increase harmful public health research f}f{;'t‘r‘]’/gr{'zh&’fggursaV/p“b“C'
December drinking. Need a & campaigns -
2012 minimum price .
30 November | Members of Public event 250 Winter health Views on self Good to get information | Will continue to https://www.citizenspace.com/
2012 the public information care on Christmas closing publicise this ﬁ“’—CkM _—
. aveyoursay/communications-
times team/whl
06 December | General Information 150 Winter health Views on self Good to get Christmas Will continue to https://www.citizenspace.com/
2012 Public stall information care closing times publicise this stockport: o
haveyoursay/communications-
team/wha
12 December | Patient Panel | Patient panel 6 Governing Body | Views on Would like more Ran a CQUIN https://www.citizenspace.com/
2012 Heatons meeting Papers commissioning information on CQUIN. workshop in February stockport- .
L. haveyoursay/consultation-and-
decisions 2013 engagement/ppdec1?
13 December | General Information 60 Winter health Views on self Good to get Christmas Will continue to https://www.citizenspace.com/
2012 Public stall information care closing times publicise this stockport- o
haveyoursay/communications-
team/whi
Quarter 3: 23 consultations 12,309 people consulted
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Who did we
consult?

Type of

engagement

No. of
people

What
information

was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

10 January Patient Focus Group GM plans for How can we People felt that more Views have been fed https://www.citizenspace.com/
2013 Reference reforming best redesign services should be into the Greater stockport: .
. . . haveyoursay/consultation-and-
Group healthcare GM health delivered in the Manchester review engagement/updatereccy
services to community and in team.
create and safe | primary care. However,
and sustainable | there were fears about
service? hospital ward closures.
January - Patients at GP Practice 9 Survey Priorities for Patient care came out as | Used views to www.citizenspace.com/stockpo
February Adswood Survey service the top priority for most | prioritise gu?ggfv‘;ggfﬁgé %‘:z‘;"gsolfrggid_'
2013 Road Surgery improvement. rezpo_ndents, followed by | improvements. patientsurveyjanuary2013
ordering prescriptions,
looking at the premises,
and communications.
Patients praised the
Practice staff.
January - Patients at GP Practice 30 Survey Priorities for Patient Care, Customer | Used views to www.citizenspace.com/stockpo
February Heaton Norris | Survey PRG to focus on | Service and undertake a more full | fhaveyoursay/primary-
L . care/patientsurveyjan2013
2013 (Dr Marshall & Communication. review.
Partners )
January - Patients at GP Practice 154 Survey Views on Most patients are happy | Views fed into www.citizenspace.com/stockpo
February Marple Survey opening times; | with opening times and | planning at the Lté?;‘:ﬁ;?;Lsacvéftgg‘eargéﬁem s
2013 Cottage getting an can get emergency Practice. urvey 2013
Surgery appointment; appointments. Customer
and customer service was rated very
service highly.
1 February Carers & Staff | Workshop 85 Dignity In Care | How to work on | Treat people as Views used in dignity http://www.stockport.gov.uk/20
2013 Presentation dignity individuals, manage plans. 13’2?(9?411f5/d'q”'tva°“°”da
challenges. pain, respect privacy. yworkshops13
6 February Carers & Workshop 25 CQUIN Views on Better discharge from Views fed into https://www.citizenspace.com/
2013 Patient Panel Workshop - improving carers | hospital, including carer | planning. % ay/consultation-and-
Members support sign-off engagement/cauin
13 February | Carers Forum | Focus Group 25 Stockport One Views on new Very supportive of the Views fed into the www.citizenspace.com/stockpo
2013 Service service new plans. Asked initial evidence review. | fhavevoursaviconsultation:
presentation whether carers All carers should be engagement/carersforumsklse
assessments would be offered an assessment | rvice
undertaken. and the service has
been asking all those
carers of patients we
have visited.
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Type of No. of : What_ What did we do as a
information

? : ?
consult? engagement people was provided? result

Where can you get
more information on
this work?

Who did we

What did we What did you Say?

25 February

Stroke

Public event

100

Information on

Views on patient

Need to make it more

Looking into Personal

www.citizenspace.com/stockpo

2013 patients, older healthy living responsibility for | affordable to look after Health Budgets Zr'::f}‘e’ﬁ‘é‘;:f;‘gﬁt‘/’gtsc‘f'tat'o”'
people health your own health 55012013
27 February | Ethnic Public event 104 Information on Views on patient | Would like self-care to Looking into Personal | https://www.citizenspace.com/
2013 minority healthy living responsibility for | be affordable e.g. Health Budgets % aviconsultation-and-
groups health wellbeing, massages etc enqa\éemen\l‘/jrttc_bme
February Patients at GP Practice 139 Survey Views on how to | Most patients were very | Views used to improve | www.citizenspace.com/stockpo
2013 Heaton Survey improve happy with opening local Practice policies. Lté?;‘;]‘i:’r?s‘{mf’cr;ﬁ"gxpace_
Mersey appointment times. 77% found it easy com-stockport-haveyoursay
Medical availability, to get an emergency
Practice managing health | appointment. And 64%
care and rated their doctor as
contacting the excellence.
surgery.
February Patients at GP Practice 84 Survey Views on The majority were happy | Views used to improve | www.citizenspace.com/stockpo
2013 Bramhall Survey improving with opening times of the | local Practice policies Eeg?t‘;]e\c’gﬁt’rse"}‘r’]’t?ggm
Health Centre Appointment Practice. Patients like to | and processes. citizenspace-com-stockport-
Availability and see the same GP each haveyoursay
Accessibility. time. Most could get an
emergency appointment
within 3-5 days. 37%
had difficulties getting
through on the phone.
February Patients at GP Practice 18 Survey Views on Main issues were These will be looked www.citizenspace.com/stockpo
2013 Heaton Norris | Survey improving opening times and into with the Patient géﬁgxle’evaggfnag’r’r?sr'pnr‘ii:‘i’ﬁes
(Dr Marshall & Patient Care, patient care. reference Group
Partners ) Customer
Service and

Communication.
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When?

Who did we

consult?

Type of

engagement

No. of
people

What
information
was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

February - Patients at GP Practice Survey We asked for You told us it was now Employed a www.citizenspace.com/stockpo
March 2013 | Springfield Survey your views easier to book an Phelbotomist to take sa?:);:‘éagfa‘gggaw
Surgery regarding: appointment with the blood test to alleviate cafereban-=2as
Patient appointments Nurse. the Nurse
Survey 2013 with the Nurse The majority of patients appointments
the healthcare were satisfied with the The practice staff hold
you receive, healthcare they regular clinical update
contacting the received. meetings to help us
Practice by All responses indicated improve the healthcare
telephone, that it was either easy or | you receive,
use of our web very easy to contact the | Practice staff now
site, Practice, undertake structured
the general We received a number training including
waiting room of suggestions regarding | communication skills?
area, improvements to the We will endeavour to
the overall waiting room. advertise our website
service the Overall 86% of patients to patients. The
practice were satisfied with the overall service we
provides overall service. provide to our patents
recommending 94% would recommend is regularly reviewed
the practice to the Practice to someone | by the PRG,
others moving into the area. Suggestions given for
possible future Patients told us that they | future events will be
health promotion | would be most discussed with the
events. interested in attending practice Patient
events around Diabetes | Reference Group.
and Heart conditions.
February - Patients at GP Practice 41 Survey How to improve | Continue to concentrate | Will follow up with a www.citizenspace.com/stockpo
March 2013 | Gatley Survey availability of on improving availability | survey on DNAs gr‘:/‘;]‘i:’;‘m’g[;gi%ace_
Medical appointments . of appointments and com-stockport-haveyoursay-3
Centre patients failing to attend
for appointments.
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Who did we

When?

February -
March 2013

consult?

Patients at
Gatley
Medical
Centre

Type of
engagement

GP Practice
Survey

No. of
people

What
information
was provided?

Survey

What did we
ask?

How to address
DNAs

What did you say?

What did we do as a
result?

To meet the needs of
our patients the
Practice makes acute
and routine
appointments
available every day,
acute appointments
are typically for the
presentation of a new
condition,
appointments are
offered with the next
available doctor,
Routine appointments
are available for
booking with your
usual Doctor up to 8
weeks in advance.
Unfortunately around
the holidays of GPs
these appointments
can get booked up
very quickly. To help
our doctors prioritise
care, the doctors ask
our receptionists to
request a few details
about your condition.

Where can you get
more information on
this work?
www.citizenspace.com/stockpo

rt-haveyoursay/primary-
care/https-www-citizenspace-
com-stockport-haveyoursay-1

5 March
2013

Age UK
Forum

Focus Group

19

Information on
the Stockport
One Service.

Views on new
service

General support for the
service and a request to
return in 6 months and
give an update on
progress.

Views fed into the
initial evidence review

https://www.citizenspace.com/
stockport-
haveyoursay/consultation-and-
engagement/opfmarl3
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Who did we

When?

6 March

consult?

General

Type of

engagement

Public event

No. of
people

What
information
was provided?

Information on

What did we
ask?

Views on patient

What did you say?

Quicker access to GPs

What did we do as a
result?

We are investing in

Where can you get
more information on
this work?
https://www.citizenspace.com/

2013 Public in how simple responsibility for | would be helpful. Primary Care capacity. %awconsu“aﬂon_and_
Brambhall lifestyle health engagement/riic-bramhall
changes can Respite care — We are also investing
help to help particularly for those with | in dementia support
people to live dementia. As a carer it and carers support.
healthier for has been a life saver
longer.
7 March Muslim Public event 150 Information on Views on patient | Lots of people reporting | We have raised this https://www.citizenspace.com/
2013 community how simple responsibility for | healthy living examples. | with the Council who %\%ﬁ; ay/consultation-and-
lifestyle health fund gyms. engagement/rttc-cheadle
changes can Think that free gyms
help to help would help.
people to live
healthier for
longer.
13 March Patient Panel | Focus Group 14 Information on Views on Like the idea of the We will ask FLAG https://www.citizenspace.com/
2013 Members the Stockport development of | service. Think there about running this —p—ﬁtoc" art- .
- . . - . aveyoursay/consultation-and-
One Services the new service | should be signposting to | option. engagement/ppmarl3
financial support.
20 March Disabled Public event 60 Information on Views on patient | A local diabetic group We are continuing to https://www.citizenspace.com/
2013 people how simple responsibility for | used to run but money run expert patient % aviconsultation-and-
lifestyle health ran out — Social Workers | courses for people enqa\éemen\t’,rtm_disabi“ty
changes can and GP’s and Hospital with diabetes.
help to help should have pushed it
people to live more.
healthier for
longer.
22 March Older people | Public event 15 Information on Views on patient | Feel that people should | One of our strategic https://www.citizenspace.com/
2013 how simple responsibility for | take more responsibility | aims is around % aviconsultation-and-
lifestyle health for their own health. prevention and enqa\éemen\{/rttc_mamb
changes can increasing personal
help to help health awareness.

people to live
healthier for
longer.
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Who did we

consult?

Type of
engagement

No. of
people

What
information
was provided?

What did we
ask?

What did you say?

What did we do as a
result?

Where can you get
more information on
this work?

March 2013 Patients with Online survey Managing long- | Views on Too many appointments | Developing a new www.citizenspace.com/stockpo
long-term term conditions | managing long- | at different clinics. ‘Stockport One g:(‘ﬁ“’evoursa"/"o”s“'ta“on'
conditions survey term conditions | Difficult to get to Service’ to better meet | ¢ngagementitcpublicsurvey/

appointments. Want these needs
services to work
together.

March 2013 | Patients with Patient 15 SK1 patient Views on the Patients currently rely on | The One Service is https://www.citizenspace.com/
long-term satisfaction survey new service support from family and being set up to treat % ay/consultation-and-
conditions survey friends to attend people at home engagement/153bccaf

appointments where through multi-
they have to repeat the disciplinary teams.
same information to
different professionals.
March 2013 | Local people | Online survey 72 NICE guidance | Views on how Should extend criteriato | We have extended www.citizenspace.com/stockpo
on IVF eligibility | NHS Stockport | include: the criteria to include: | [iatevousay eemsuiaton:
criteria should fund IVF e women up to 42 e women up to 42
e same sex partners e same sex
e former private partners
patients e former private
and offer 3 cycles. patients
and will offer 2 cycles
this year. Next year we
will see if we can fund
3 cycles.

23 March Local patients | Open day 150 Information Views on local Information on different | The Practice’s patient | https:/www.citizenspace.com/

2013 at Springfield about local services. services and health group plans to run % av/brimary-
Surgery PRG services and issues was excellent — more of these events Care,ip,inglﬁtgacﬁo,ﬁ
Open Day healthy living everything | need in one | twice a year.

place.

March 2013 | Younger iPads at stall 36 Younger Views on Generally positive, but We will advertise https://www.citizenspace.com/
people @ People's health | healthcare for need more information in | information about %\‘/’;’—Lﬁ; ay/consultation-and-
local jobs fair survey younger people | areas where young services on the social | engagement/youth

people already go — e.g. | media used by local
online oung people

Quarter 4. 26 consultations 1,571 people consulted

2012 - 2013 79 consultations

6,077 people consulted
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