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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 




The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Stockport at 11.00 on Wednesday 10 July 2013.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	11.00
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	11.02
	J Crombleholme

	3
	Approval of the draft Minutes of the meetings held on 12 June 2013

	
[image: image1.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 12 June 2013 v3.pdf


	To receive and approve
	11.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

arising from Governing Body Meeting of 12 June 2013 Part I.pdf


	To receive and note
	11.10
	J Crombleholme

	5
	Notification of items for Any Other Business
	Verbal
	To receive and approve


	11.15
	J Crombleholme

	6
	Patient Story


	Video
	To note
	11.17
	R Gill

	7
	Performance Report

	
[image: image3.emf]New item 7 Strategic 

Performance Report GB July.pdf


	To receive and note
	11.25
	G Mullins

	8 
	Quality Report

	
[image: image4.emf]Item 8 Quality 

Report July 2013 (3).pdf


	To receive and note
	11.35

	M Chidgey

	9
	Finance Report
	
[image: image5.emf]Item 9 Finance 

Report for July Governing Body.pdf


	To note
	11.45
	D Dolman

	10
	Reports of the Locality Council Committee Chairs


	Verbal
	To receive and note
	11.55
	S Johari

H Proctor

V Mehta

	11
	Report of the Chair
	Verbal
	To note
	12.05
	J Crombleholme

	12
	Report of the Chief Clinical Officer

	Verbal
	To note
	12.10
	R Gill

	13
	Report of the Chief Operating Officer

	Verbal
	To receive and note
	12.15
	G Mullins

	14
	Report of the Clinical Policy Committee

	
[image: image6.emf]Item 14 CPC Update 

for July Governing Body.pdf


	To receive and note
	12.20
	V Owen-Smith

	15
	Healthier Together Establishment Agreement
	
[image: image7.emf]Item 15 

Establishment Agreement.pdf


	To approve
	12.25
	R Gill

	16
	Overview and Scrutiny Committee Review of Mental Health Services
	
[image: image8.emf]Item 16 MH Review 

final report v3 4.pdf


	To note
	12.35
	Cllr T McGee

	17
	Any other business as raised in agenda item 5
	Verbal
	
	12.55
	J Crombleholme


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 11 September 2013 at 10:30 at a venue to be confirmed.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 30 August 2013.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Actions arising from Governing Body Part 1 Meetings 
 


NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


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


11/13 10 April 
12 June 
11 September 


T Dafter 
Update: A report will be brought to the September 
meeting 


030413 Quality Report 
To provide assurance regarding patient 
treatment at SNHSFT for sepsis 
 


93/13 12 June 
11 September 


M Chidgey 


040413 The Annual Business Plan 
To bring to the Governing Body an 
implementation plan 
  


100/13 12 June 
10 July 


G Mullins 
Update: This is to be a report of the lessons learnt 
following the review of the implementation of last 
year’s plan 
 


020513 Performance Report 
To explain how peer organisations are able 
to report 100% achievement of the TIA target 
 


123/13 12 June M Chidgey 


NHS Stockport Clinical Commissioning 
Group  
10 July 2013  
Item 4 


  







NUMBER ACTION MINUTE DUE DATE OWNER AND UPDATE 


040513 Report of the Chief Operating Officer 
To provide an update on risk sharing 
arrangements across Greater Manchester 
 


127/13 10 July 
11 September 


G Jones 
 


010613 Strategic Performance Report 
For the two Lay Members to discuss 
performance reporting outside of the meeting 
 


149/13 10 July J Crombleholme 


020613 Strategic Performance Report 
To look into why the issue of staff CRB 
checks had not been highlighted by the 
Quality and Provider Management 
Committee 
 


149/13 10 July M Chidgey 


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


153/13 13 November P Pallister 
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Finance Report  
Financial report for Month 2 of the financial year, to 31st May  


Stockport Clinical Commissioning Group will allow people to 
access health services that empower them to live healthier, 


longer and more independent lives. 


Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 
 
Website: www.stockportccg.org 


Stockport Clinical Commissioning Group 
7th Floor 
Regent House 
Heaton Lane 
Stockport 
SK4 1BS 
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Meeting Date: 10th July 2013 Agenda Item No: 9 
  


Finance Report 
 
Summary:  To present the financial position for the CCG as at 


Month 2 (31st May 2013) and forecast for 13/14. 
 


Link to Annual 
Business Plan: 


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


Action Required:  To Note the financial position at Month 2 and forecast 
13/14 at this date. 
 


Potential Conflict 
of Interests 


None 


Clinical Exec Lead: Ranjit Gill 


Presenter / Author: Gary Jones 


Committees / 
Groups Consulted: 


CCG Operational Executive 


 
Compliance Checklist:  


 
 


Documentation  Statutory and Local Policy 
Requirement 


 


All  sections above completed  Change in Financial Spend: Finance Section 
below completed  


To follow 


Page numbers   Service Changes: Public Consultation 
Completed and Reported in Document  n/a 


Paragraph numbers in place  Service Changes: Approved Equality Impact 
Assessment Included as Appendix  n/a 


2 Page Executive summary in place                            
(Docs 6 pages or more in length) n/a Patient Level Data Impacted: Privacy Impact 


Assessment included as Appendix n/a 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining  Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included n/a 


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


  Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document n/a 
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Financial Position as at Month 2 


 
1. Introduction 
 
1.1  This financial report will detail the financial performance of NHS 


Stockport CCG as at 31st May 2013 and will also provide a forecast 
outturn position for the year i.e. forecast position as at 31st March 
2014. The report will also highlight risks and challenges that may 
impact on the organisation’s ability to deliver its statutory financial 
duties in 2013/14.  


 
1.2  The Financial Performance Report (Appendix 1) has been revised to 


provide members with greater analysis of areas of expenditure incurred 
by the CCG which is also consistent with NHS England financial 
reporting. 


 
 
2. Financial position as at Month 2  & forecast at this date 
 
2.1  The financial position of the CCG shows a £773k surplus as at Month 2 


which is £190k above plan and a forecast surplus of £3.586m for the 
year (Appendix 1). Members should note that the month 2 position 
mainly reflects estimated expenditure given that actual acute activity 
and prescribing data was not available when the May financial position 
was finalised in the first week of June.  


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


Continuing Care, Primary Care and Other) – Due to activity data not 
being available the year-to-date and forecast outturn expenditure has 
been estimated to be broadly in line with plan.  


 
2.3 Members should note that the budgets are yet to have the 4% deflator 


and inflationary uplifts applied and therefore the mainstream budgets 
do not reflect agreed contract values. Budgets will be brought into line 
with agreed contract values at month 3. It should also be noted that 
due the fluctuating and seasonal nature of healthcare activity this area 
of expenditure has a high level of inherent risk associated with it. 


 
2.4  Prescribing – due to prescribing data not being available when the 


May financial position was finalised, the year-to-date and forecast 
outturn prescribing position has been estimated to be in line with plan. 
Prescribing data now received supports this position.  


 
2.5  Running Costs (Corporate) – NHS Stockport CCG is required to 


maintain Running Costs defined as any cost incurred that is not a direct 
payment for the provision of healthcare or healthcare related services 
within a £25 per head of population envelope which equates to £7.18m.  
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2.6  As at Month 2 there was a £187k under spend in Running Costs due to 
staff vacancies and underspends in non-pay expenditure across a 
majority of corporate services. 


 
2.7  The forecast outturn for Running Costs is £86k as it has been assumed 


that a majority of the year-to-date underspend will be fully utilised by 
the end of the financial year. 


 
2.8  Reserves – Appendix 2 sets out the reserves held.   Reserves have 


been categorised into 4 main areas, these being: 
 


2.8.1  Inflation & demand – to be embedded into mainstream budgets 
at month 3. 


 
2.8.2  Investments – release subject to business case approval 
 
2.8.3  Contingency – will be retained as a Reserve 
 
2.8.4  Savings & Efficiency – (i) all QiPP schemes will be embedded 


in budgets at month 3 and (ii) CIP will be released to budgets 
as schemes are implemented and savings are derived. 


 
2.9  QiPP/CIP – A summary analysis of 13/14 Cash Improvement 


Programme (CIP) is also shown in Appendix 2. These values remain as 
per the original 13/14 financial plan and schemes as set out in the 
strategic plan except for the Specialist Commissioning Risk Share 
arrangement of £3.4m. The Specialist Commissioning Risk Share 
arrangement is an on-going work stream at a North West and Local 
level and members should note that there is a high level of risk 
associated with it. 


 
2.10  Financial Risks – as outline at month 1 risk can be categorised into 4 


distinct categories:- 
 
2.10.1 Allocation Risk – various risk shares agreements have been put into 


place by CCGs and NHSE 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 
funding resources will flow ‘out’ from the CCG to other commissioner 
bodies.   


 
2.10.2 Specialist Commissioning – risk that the complexity of the resource 


flows between all North West Commissioners do not fully offset the 
£3.4m shortfall. 


 
2.10.3 In-Year Risk – the risk of not containing rising demand. 
 
2.10.4 CIP Delivery (also link to investments) – risk of not implementing our 


strategic investments which drive reform and deliver planned 
efficiencies.  


Page 4 of 5 
 







 
2.11  Allocation and Specialist Commissioning risk are risks that are being 


managed at a North West region level and are subject to on-going 
work. The outcome will only be finalised once a total North West 
exercise has been completed and the impact known for all 
commissioners. 


 
2.12  In-Year and CIP Delivery risk are risks that can be influenced and 


managed locally. It is important to ensure that these risks are 
proactively managed and the schemes designed to deliver efficiencies 
are implemented as early as possible, ensuring that all assurance and 
approval processes are satisfied.    


 
2.13  Given that we are at an early stage of 13/14 and that much work 


remains on-going at both a local and North West level, only a range of 
financial risk can be provided which is estimated to be between £3.5m 
to £5.5m as reported at month 1.    


 
3. Recommendation 
 
3.1  The Governing Body is asked to: 
 


3.1.1  note the financial position of the CCG as at Month 2 (31st May 
2013) 


 
3.1.2  note the major inherent risks that could impact on our ability to 


deliver against our target surplus in 13/14.  
 


   
 
David Dolman 
Deputy Chief Finance Officer  
 
on behalf of 
 
Gary Jones 
Chief Finance Officer  
 
2 July 2013 
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2013-14


Month 2 - as at 31st May 2013


Plan Actual Var Var Plan Actual Var Var Prior Month Change
£000s £000s £000s % £000s £000s £000s % £000s %


Allocations
Confirmed (62,600) (62,600) 0 0.0% (357,168) (357,168) 0 0.0% (357,168) 0.0%
 Anticipated 1,556 1,556 0 0.0% 9,338 9,338 0 0.0% 9,338 0.0%


Total Allocations (61,043) (61,043) 0 0.0% (347,830) (347,830) 0 0.0% (347,830) 0.0%
Net Expenditure
Acute 39,062 39,062 0 0.0% 188,345 188,345 0 0.0% 188,345 0.0%
Mental Health 4,846 4,846 0 0.0% 29,078 29,078 0 0.0% 29,078 0.0%
Community Health 3,544 3,544 0 0.0% 21,262 21,262 0 0.0% 21,262 0.0%
Continuing Care 2,362 2,362 0 0.0% 14,173 14,173 0 0.0% 14,173 0.0%
Prescribing 7,474 7,474 0 0.0% 44,842 44,842 0 0.0% 44,842 0.0%
Primary Care 957 954 (3) (0.3%) 5,755 5,755 0 0.0% 5,755 0.0%
Other 1,088 1,088 0 0.0% 18,918 18,918 0 0.0% 18,918 0.0%
Running Costs (Corporate) 1,127 940 (187) (16.6%) 7,180 7,094 (86) (1.2%) 7,180 (1.2%)


Sub Total 60,460 60,270 (190) (0.3%) 329,553 329,467 (86) (0.0%) 329,553 (0.0%)


Reserves
 Reserves - Inflation & Demand Pressures 0 0 0 0.0% 22,292 22,292 0 0.0% 22,292 0.0%
 Reserves - Investments 0 0 0 0.0% 11,692 11,692 0 0.0% 11,692 0.0%
 Reserves - Contingency 0 0 0 0.0% 4,807 4,807 0 0.0% 4,807 0.0%
 Reserves - Provider 4% deflator 0 0 0 0.0% (9,759) (9,759) 0 0.0% (9,759) 0.0%
 Reserves - Saving and Efficiency 0 0 0 0.0% (10,870) (10,870) 0 0.0% (10,870) 0.0%
 Reserves - Specialist Commissioning 0 0 0 0.0% (3,385) (3,385) 0 0.0% (3,385) 0.0%


Sub Total 0 0 0 0.0% 14,777 14,777 0 0.0% 14,777 0.0%


Total Net Expenditure & Reserves 60,460 60,270 (190) (0.3%) 344,330 344,244 (86) (0.0%) 344,330 (0.0%)


TOTAL (SURPLUS) / DEFICIT (583) (773) (190) 32.6% (3,500) (3,586) (86) 2.5% (3,500) 2.5%


Appendix 1


Forecast 13/14 Change in ForecastYTD (Mth 2)







SUMMARY OF RESERVES Appendix 2
Month 2 - as at 31 May 2013


Reserves Commits Forecast Bals
Held Mth 2 Mth 2 onwards Year End


Amounts Held in CCG Reserves £'000 £'000 £'000
 Inflation & Demand Pressures 22,292 22,292 0
 Investments 11,692 11,692 0
 Contingency 4,807 4,807 0
 Saving and Efficiency (see table 1 below) (24,014) (24,014) 0
Total Reserves 14,777 14,777 0


Table 1 - CCG Cost Improvements


CIP Schemes - CCG Element Opening YTD CIP not RAG
Rec NR Total CIP target Savings delivered (Mth 1) Rating


£'000 £'000 £'000 £'000s £'000s £'000s
QiPP - Provider efficiency - 4% Deflator (9,759) 0 (9,759) (9,759) 0 (9,759)
QiPP - Avoided Growth - Target Saving (3,603) 0 (3,603) (3,603) 0 (3,603)
QiPP - Avoided Growth - Prescribing (1,700) 0 (1,700) (1,700) 0 (1,700)
CIP - Activity Scoped - Target Saving (3,767) 0 (3,767) (3,767) 0 (3,767)
CIP - Prescribing (1,800) 0 (1,800) (1,800) 0 (1,800)
Risk Share Reserve - Specialist Commissioning (3,385) 0 (3,385) (3,385) 0 (3,385)


Total (24,014) 0 (24,014) (24,014) 0 (24,014)


Public Sector Payment Policy (PSPP) - Measure of Compliance


Number £000s
Non-NHS Payables
Total Non-NHS Trade Invoices Paid in the Year 502 1,464
Total Non-NHS Trade Invoices Paid Within Target 501 1,452
Percentage of Non-NHS Trade Invoices Paid Within Target 99.80 99.18
NHS Payables
Total NHS Trade Invoices Paid in the Year 43 38,142
Total NHS Trade Invoices Paid Within Target 43 38,142
Percentage of NHS Trade Invoices Paid Within Target 100.00 100.00
Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 545 39,606
Total NHS Trade Invoices Paid Within Target 544 39,594
Percentage of NHS Trade Invoices Paid Within Target 99.82 99.97


2013-14


The Public Sector Payment Policy target requires PCT's to aim to pay 95% of 
all valid invoices by the due date or within 30 days of receipt of a valid invoice, 
whichever is later.


May YTD


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.





		Finance report for July Governing Body (1)

		Financial Position as at Month 2

		David Dolman

		Deputy Chief Finance Officer

		on behalf of

		Gary Jones

		Chief Finance Officer

		2 July 2013



		Appendix 1 May 13 with PSPP

		Appendix 1

		Appendix 2
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Tel: 0161 426 9900 Fax: 0161 426 5999 
Text Relay: 18001 + 0161 426 9900 


 
Website: www.stockportccg.org 


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


This is the draft Establishment Agreement for the Greater 
Manchester CCGs  


Establishment Agreement  
 


Stockport Clinical Commissioning Group will allow people to 
access health services that empower them to live healthier, longer 


and more independent lives. 
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Meeting Date: 10 July 2013 Agenda Item No: 15 
  


Draft Establishment Agreement for the Greater Manchester 
CCGs 


 
Summary:  The purpose of this agenda item is to consider the 


draft establishment agreement for the Greater 
Manchester CCGs. 


Link to Annual 
Business Plan: 


This will support the work to deliver strategic aims 1, 2 
and 4. 


Action Required:  The members are asked to review and consider the 
terms of the draft Establishment Agreement and to 
resolve that NHS Stockport CCG will enter into the 
Establishment Agreement. 
 


Potential Conflict 
of Interests 


None 


Clinical Exec Lead: Dr R Gill 


Presenter / Author: Gaynor Mullins 


Committees / 
Groups Consulted: 


Association of Greater Manchester CCGs 


 
Compliance Checklist:  


Documentation  Statutory and Local Policy 
Requirement 


 


All  sections above completed Y Change in Financial Spend: Finance Section 
below completed  


To follow 


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


n/a 


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


n/a 


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


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


At later 
date 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining N Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 
n/a 
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  Any form of change: Risk Assessment 
Completed and included  


n/a 


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


n/a 
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HEMPSONS V007 


 


 


Dated                                                        2013 


 


(1) NHS Bolton CCG 


(2) NHS Bury CCG 


(3) NHS Central Manchester CCG 


(4) NHS Heywood, Middleton & Rochdale CCG 


(5) NHS North Manchester CCG 


(6) NHS Oldham CCG 


(7) NHS Salford CCG 


(8) NHS South Manchester CCG 


(9) NHS Stockport CCG 


(10) NHS Tameside and Glossop CCG 


(11) NHS Trafford CCG 


(12) NHS Wigan Borough CCG 


 


ESTABLISHMENT AGREEMENT FOR THE 
ASSOCIATION OF GREATER MANCHESTER 


CLINICAL COMMISSIONING GROUPS 
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HEMPSONS V007 


THIS AGREEMENT is made the   day of      2013 


Between 


(1) NHS Bolton CCG of  


(2) NHS Bury CCG of 


(3) NHS Central Manchester CCG of 


(4) NHS Heywood, Middleton & Rochdale CCG of 


(5) NHS North Manchester CCG of 


(6) NHS Oldham CCG of 


(7) NHS Salford CCG of 


(8) NHS South Manchester CCG of 


(9) NHS Stockport CCG of 


(10) NHS Tameside and Glossop CCG of 


(11) NHS Trafford CCG of 


(12) NHS Wigan Borough CCG of 


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


BACKGROUND 


(1) 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 
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(5) 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 each CCG to a committee of its 


Governing Body to be known as a committee in common) which shall be decided 


under the terms of this Agreement by each CCG’s committee in common on its 


behalf. 


1 STATUS 


1.1 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.  


1.2 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. 


2 PURPOSE AND PRINCIPLES OF COLLABORATION 


2.1 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.  
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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. 


2.1.9 To provide a basis for Collaborative Commissioning between the CCGs 


consistent with the intentions of the Health and Social Care Act 2012. 


3 ESTABLISHMENT OF THE ASSOCIATION 


3.1 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. 


3.2 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. 


4 ESTABLISHMENT OF THE ASSOCIATION GOVERNING GROUP 


4.1 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). 


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


terms of this Agreement. 


5 MEMBERSHIP OF THE ASSOCIATION GOVERNING GROUP 


5.1 The Association Governing Group shall comprise 24 representatives (the AGG 


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


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 


 3 







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


CCG to CCG. 


6 APPOINTMENT OF THE CHAIR OF THE ASSOCIATION GOVERNING GROUP 


6.1 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. 


6.2 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.  


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


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


session per week.  


7 APPOINTMENT OF THE VICE-CHAIRS OF THE ASSOCIATION GOVERNING 
GROUP 


7.1 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. 


7.2 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.   


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


or each other. 


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


8.1 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 
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duration of each financial year subject to re-elections (if any) held in accordance with 


Clause 8.2. 


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.  


8.3 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.  


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


9.1 The Association Governing Group shall meet monthly. 


9.2 The quorum for a meeting of the Association Governing Group shall be not less than 


9 AGG representatives from 9 CCGs.  


9.3 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). 


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


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


10 VOTING AT MEETINGS OF THE ASSOCIATION GOVERNING GROUP 


10.1 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. 


10.2 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: 


• by the Chair of the Association Governing Group; or 


• by at least nine AGG representatives present in person at a meeting of the 


Association Governing Group. 


10.3 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. 


10.4 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.   


10.5 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. 


10.6 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. 


11 ATTENDANCE AT MEETINGS OF THE ASSOCIATION GOVERNING GROUP 


11.1 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. 


11.2 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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12 ESTABLISHMENT OF THE CCGS’ COMMITTEES IN COMMON 


12.1 The Association Governing Group may recommend to the CCGs that they make 


arrangements for Level B business to be carried out in accordance with this Clause 


12. 


12.2 Level B business shall be decided under the terms of this Agreement by the CCGs’ 


committees in common. 


12.3 The Association Governing Group shall: 


12.3.1 Recommend terms of reference for each 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 the Association 


Governing Group decides 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; and/ or 


12.3.2.2 other members of the CCGs’ Governing Bodies from time to 


time; 


12.3.3 Recommend the functions of each CCG (the relevant functions) that each 


CIC should perform on the CCG’s behalf. 


12.4 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 CCG delegates the same 


functions to its CIC. 


12.5 Each CCG shall delegate to its CIC the performance of the relevant functions.  


12.6 For the duration of this Agreement, only a CIC shall be able to perform the functions 


of the CCG that the CCG’s Governing Body has delegated to it.   


12.7 Each CCG agrees that meetings of its, and the other CCGs’, CICs (CIC Meetings) 


shall be held simultaneously. 


12.8 Each 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 CCGs will complete the authorisation form (Appendix 4) in 


respect of the attendance of its CIC Member at CIC Meetings. 
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12.9 Each 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 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. 


12.10 An individual other than a CIC Member or his/ her Authorised Deputy may only 


attend a CIC Meeting if the 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 CCG’s Governing Body. 


12.11 Each 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 . 


12.12 Each 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. 


12.13 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. 


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


13.1 The Association Governing Group shall undertake Level A business which shall 


include all business that it has not identified as Level B business. 


13.2 The CICs shall undertake all business which the Association Governing Group has 


identified by unanimous decision as Level B business. 


13.3 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 (subject to the decision of the Association Governing Group in 
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accordance with Clause 13.2).  It is anticipated the vast majority of items will be at 


Level A. 


13.4 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 Association Governing Group, it shall not be 


required to implement any such decision.  


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


necessary. 


13.6 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 the Association Governing Group can 


classify 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. 


13.7 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. 


13.8 Each CIC shall take account of the commissioning intentions of all of the CCGs in 


discharging its functions. 


13.9 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. 


13A OTHER CLINICAL COMMISSIONING GROUPS AFFECTED BY LEVEL B 
BUSINESS 


13A.1 If the Association Governing Group identifies 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: 
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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. 


13A.2 Each of the 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 


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. 


14 ADMINISTRATIVE SUPPORT 


14.1 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.  


14.2 The Association Governing Group shall decide which CCG will host the 


administrative function. 


15 STANDARDS OF BUSINESS CONDUCT AND CONFLICTS OF INTEREST 


15.1 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.  


16 ESCALATION 


16.1 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.  


16.2 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 


 10 







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. 


17 INTELLECTUAL PROPERTY 


17.1 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. 


17.2 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. 


18 TERM AND TERMINATION 


18.1 This Agreement will commence on the date of this Agreement.  


18.2 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.  


19 VARIATION 


This Agreement, including the Appendices, may only be varied by written agreement 


of all of the CCGs. 


20 COSTS AND LIABILITIES 


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


incurred in complying with their obligations under this Agreement.  


20.2 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. 


21 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. 


 


 11 







Signed for and on behalf of NHS Bolton CCG  


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


Signed for and on behalf of NHS Bury CCG  


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


Signed for and on behalf of NHS Central 
Manchester CCG 


 


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


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


 


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 
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Signed for and on behalf of NHS North 
Manchester CCG 


 


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


Signed for and on behalf of NHS Oldham CCG  


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


Signed for and on behalf of NHS Salford CCG  


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


Signed for and on behalf of NHS South 
Manchester.........................................  


 


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 
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Signed for and on behalf of NHS Stockport 
CCG 


 


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


Signed for and on behalf of NHS Tameside 
and Glossop CCG 


 


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


Signed for and on behalf of NHS Trafford CCG  


Signature: ….........................................  Signature: ….........................................  


Name:      ….........................................  Name:      ….........................................  


Position:    …........................................ Position:    …........................................ 


Date:         ….......................................... Date:         ….......................................... 


  


Signed for and on behalf of NHS Wigan 
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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• Evidence of effective chairmanship and leadership of multi-professional and multi-


organisational meetings so as to achieve as far as possible progress through 


consensus 


• Evidence of recent involvement and commitment to GM wide groups and discussion 


processes  


• 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. 


• 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 it is proposed that the members of the Association establish a CIC, the 
AGG shall tailor these template terms of reference, as it decides is appropriate, for the 


relevant work programme.  In particular, the AGG 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. 
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4. Membership 


The voting members of the CIC shall comprise: 


i) the individuals authorised by the CCG Members pursuant to Clause 


12.7 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 


ii) 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 one of the Vice Chairs of the Association Governing Group 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) shall do so. 


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. 


18 18 







 


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. 


8. Quorum 


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


members of the CIC. 


9. Attendees 


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. 


10. Attendance at meetings 


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


telephone or weblink or other live and uninterrupted conferencing facilities. 


11. 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  


• Items for information are where colleagues want to share knowledge on particular issues but 
no specific action is required at the current time. 


• Level A items are where a decision is required and individual CCGs are expected to action the 
outcome through their individual CCG processes. 


• Level B items are where a decision binding on all CCGs is required using the governance 
arrangements of the Association.  
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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  


 
1.  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. 
 


2.  Each CIC comprises: 
 


a. one individual authorised by each of the CCG Members 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 Association Governing Group to participate in decision-
making with the CCG Members pursuant to Clause 13A of the Establishment 
Agreement, to participate in the CIC.  
 


3. The Establishment Agreement requires the Governing Body of each CCG Member to 
authorise: 


 
a. a member 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. 
 
4. That the issue under consideration necessitates a Level B decision will be determined in 


advance by a unanimous vote by the Association Governing Group.  
 


5. 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. 


6. Each 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/ her 
capacity as a member of the CICs and is not, for these purposes, acting as a member of 
that CCG’s Governing Body.  Each 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. 
 


7. 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 


b. any other individual authorised to attend meetings of the CICs in accordance with 
Clause 12 of the Establishment Agreement; 
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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 each of the CCGs which are members of the Association of Greater Manchester Clinical 
Commissioning Groups and additionally: 


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


2. 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; 


 
3. Agrees that its committee in common will be comprised of the members set out in the 


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


common in the form attached to this agreement; 
 
5. 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 CCGs listed in paragraph 1 above; 


 
(CICs);  
 


6. 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 1 above; 


 
7. Acknowledges that it may appoint other members of its Governing Body to deputise for its 


CIC Member at meetings of the CICs; 
 
8. 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;   
 


9. 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 1 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 1 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 1 above of any intention to terminate this 
agreement. 


 
 
 


Signed on behalf of NHS [            ] Clinical Commissioning Group 


 


……………………………….. 


(Signature) 


……………………………….. 


(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 the Association of Greater Manchester Clinical 
Commissioning Groups (the Association), acting through its Association Governing Group, 
to participate in decision-making with the CCGs who are members of the Association 
(CCG Members).  


 
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 CCG Members 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 CCG Members 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 Association Governing Group to participate in 
decision-making with the CCG Members, to participate 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. 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. 


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. 


 


26 26 







 


Name of CCG_________________________________________________________ 


 


Chair (on behalf of Governing 


Body)________________________________________________________________ 


 


CCG Governing Body member attending:___________________________________ 


 


Signed: Chair________________________________________    Date____________ 


 


Signed: CCG Governing Body member ________________________ Date_____________ 
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		Draft Establishment Agreement July 13

		20130612 NHSGM CCGs Collaboration Agreement v007

		BACKGROUND

		(1) 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 (refe...

		(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) 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 each CCG to a committee of its Governing Body to be known as a committee in common) which shall be decided under the terms of this Agreement by each CCG’s committee in common on its behalf.





		1 STATUS

		1.1 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 ...

		1.2 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 commitme...



		2 PURPOSE AND PRINCIPLES OF COLLABORATION

		2.1 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.

		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.

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





		3 ESTABLISHMENT OF THE ASSOCIATION

		3.1 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 ea...

		3.2 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.



		4 ESTABLISHMENT OF THE ASSOCIATION GOVERNING GROUP

		4.1 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).

		4.2 Level A business shall be decided by the Association Governing Group under the terms of this Agreement.



		5 MEMBERSHIP OF THE ASSOCIATION GOVERNING GROUP

		5.1 The Association Governing Group shall comprise 24 representatives (the AGG representatives) whom the CCGs shall appoint in accordance with Clause 5.2.

		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 Officer.  Either of these may be the CCG’s Accountable Officer but this will vary from CCG t...



		6 APPOINTMENT OF THE CHAIR OF THE ASSOCIATION GOVERNING GROUP

		6.1 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...

		6.2 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.



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

		6.4 The CCG from which the Chair comes will be reimbursed to the value of one clinical session per week.



		7 APPOINTMENT OF THE VICE-CHAIRS OF THE ASSOCIATION GOVERNING GROUP

		7.1 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.

		7.2 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 a...

		7.3 The Vice-Chairs must not be AGG representatives from the same CCG as the Chair or each other.



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

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

		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 CCG...

		8.3 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.



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

		9.1 The Association Governing Group shall meet monthly.

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

		9.3 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 a...

		9.4 AGG representatives may participate in meetings in person or virtually by using video or telephone or weblink or other live and uninterrupted conferencing facilities.



		10 VOTING AT MEETINGS OF THE ASSOCIATION GOVERNING GROUP

		10.1 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...

		10.2 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:

		10.3 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 unanimously or by a majority, or lost, shall be made and an entry to that effect in the minutes o...

		10.4 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 o...

		10.5 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 wh...

		10.6 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 ...



		11 ATTENDANCE AT MEETINGS OF THE ASSOCIATION GOVERNING GROUP

		11.1 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 Gover...

		11.2 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 pa...



		12 ESTABLISHMENT OF THE CCGS’ COMMITTEES IN COMMON

		12.1 The Association Governing Group may recommend to the CCGs that they make arrangements for Level B business to be carried out in accordance with this Clause 12.

		12.2 Level B business shall be decided under the terms of this Agreement by the CCGs’ committees in common.

		12.3 The Association Governing Group shall:

		12.3.1 Recommend terms of reference for each 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 the Association Governing Group decides is appropri...

		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; and/ or

		12.3.2.2 other members of the CCGs’ Governing Bodies from time to time;



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



		12.4 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 CCG delegates the same functions to its CIC.



		12.5 Each CCG shall delegate to its CIC the performance of the relevant functions.

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

		12.7 Each CCG agrees that meetings of its, and the other CCGs’, CICs (CIC Meetings) shall be held simultaneously.

		12.8 Each 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 CCGs will complete the authorisation form (Appendix 4) in...

		12.9 Each 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 CCG shall notify t...

		12.10 An individual other than a CIC Member or his/ her Authorised Deputy may only attend a CIC Meeting if the 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 ...

		12.11 Each 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 .



		12.12 Each 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.

		12.13 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 parti...



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

		13.1 The Association Governing Group shall undertake Level A business which shall include all business that it has not identified as Level B business.

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

		13.3 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 (subject to the decision of the Association Governing Group in acc...

		13.4 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 Association Governing Group, it shall not be req...

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

		13.6 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 s...

		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.



		13.7 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.

		13.8 Each CIC shall take account of the commissioning intentions of all of the CCGs in discharging its functions.

		13.9 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.

		13A OTHER CLINICAL COMMISSIONING GROUPS AFFECTED BY LEVEL B BUSINESS

		13A.1 If the Association Governing Group identifies 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.

		13A.2 Each of the 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 CCG or CIC in Clauses 12.7 to 12.13 (inclusive) of this Agreement shall be constru...



		14 ADMINISTRATIVE SUPPORT

		14.1 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 Associati...

		14.2 The Association Governing Group shall decide which CCG will host the administrative function.



		15 STANDARDS OF BUSINESS CONDUCT AND CONFLICTS OF INTEREST

		15.1 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.



		16 ESCALATION

		16.1 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 issu...

		16.2 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 re...



		17 INTELLECTUAL PROPERTY

		17.1 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.

		17.2 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 Collabora...



		18 TERM AND TERMINATION

		18.1 This Agreement will commence on the date of this Agreement.

		18.2 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 o...



		19 VARIATION

		20 COSTS AND LIABILITIES

		20.1 Except as otherwise agreed, the CCGs will each bear their own costs and expenses incurred in complying with their obligations under this Agreement.

		20.2 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.



		21 GOVERNING LAW AND JURISDICTION

		APPENDIX 1

		APPENDIX 2

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



		APPENDIX 3

		Appendix 4

		Appendix 5

		Appendix 6
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Report to NHS Stockport CCG Governing Body, including activity, programme delivery 







Executive Report


Progress against strategic priorities:


The Business Case for the extension of the Stockport One service is with the Area Team for approval.  


Introduction


This is the second of the revised corporate performance reports.  The data covers the period up to end April 2013, and provides an overview of progress, issues 


and key risks for the first 2 months of 2013/14.


There has been recent guidance setting out how the Quality Premium payments are likely to be calculated (see appendix 1) and the report includes an early 


indication of how current performance may impact on the Quality Premium.  The detailed report includes the potential financial impact of this.


Strategic Priority 1: Transform the Experience and Care of adults with Long Term Conditions


Members are aware that this represents the CCGs biggest single reform programme.  The CCG is developing its medium term service approach with the 


development of anticipatory care via the Stockport One service and the development of an integrated (health and social care) model of care. However, in 


addition the CCG is looking to improve the resilience and impact of services aimed at reducing unnecessary admissions and re-admissions to hospital.  In 


addition to a local quality and outcome target, the management of avoidable admissions and reducing re-admissions are part of the Quality Premium.


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


day.


Strategic priority 2: Improve the care of children and adolescents with long term conditions and mental health needs


The Governing Body approved the primary care business case last month which aims to improve and extend access to general practice for the management of 


children.  This is now with the Area Team for approval.  Again, failure to effectively manage demand in this area will impact on our Quality premium. However, 


there is potential to make some rapid progress against the high admissions rates for children, and this work has been prioritised. Work on the specification for 


the Children’s Community Nursing Team and pathway development is now underway.


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


There has been further improvement in the prescribing position. The early picture on elective referrals, outpatients and admissions is unclear, with considerable 


volatility. However  there is as yet no clear indication  that we are seeing sustainable improved performance in this area (which puts 0.61M of the QIPP savings 


at risk).  Again, the Business Case for the improvement work in this area has been approved and is now with the Area Team for approval.


There is a concern that further delays in communicating to practices will negatively impact on engagement with practices.







Executive Report


Grade Count


Red 1


Green 17


Amber 2
MRSA (1 case and target zero)


No 52 week waits (2 and target zero but trajectory good)


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


As reported previously the significant element where delivery falls short of national constitution standards is the 4 hour ED target. The end of Q1 position was 


92.8%. Progress has been made in Q1, however the expectation is that the target will not be met fully until end of Q2.  A new IT system was introduced towards 


the end of Q1 which has also impacted on the performance (although it is not clear to what extent).  This should be addressed early in Q2. The non- 


achievement of the target will impact on the Quality Premium payment.


Last month the Governing Body asked for further detail about progress against the national targets and this is included in the report.  Whilst it is very early days 


in terms of performance, this shows that:


Notes


Emergency Department Waiting Time


As reported last time, good progress has been made in some areas and most programmes now have a clear programme and project plan.  There are risks in 


terms of the very major reforms of care planned, in terms of the organisational capacity of both commissioners and providers to implement this scale of change 


and also the issue of how we resource the transitional phase.  


More immediate risks to delivery is the delay in the sign off of business cases which will impact on delivery and could impact on engagement of practices.


In addition, we are aware that there have been a higher number of Cdifficile cases in June, and we are now above trajectory.


Strategic Priority 5: Ensure better prevention and early identification of disease leading to reduced health inequalities


Good progress is being made on the Health Checks uptake target, however the recent changes to the rules with regards to CCGs ability to process patient 


identifiable information will mean that the CCG will need to change the way that the health check programme is managed.  This will take some months to do 


and there is a risk that performance in this area will deteriorate in the short term.


 The recent public Health England profiles that were published identified the health inequalities gap in Stockport and underlined the importance of focus on this 


area.  This area is kept under review, however the data lag makes assessing performance difficult.  


Summary







Strategic Aim Position Change Source Scorecard / Assurance 


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


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


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


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


Progress of related change programmes Local - Programme Scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


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


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


Progress of related change programmes Local - Programme Scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


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


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


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


Progress of related change programmes Local - Programme scorecard / Gap


3. Increase the clinical cost 


effectiveness of elective 


treatment and prescribing


NHS Stockport CCG Strategic Performance Scorecard


Indicator


1. Transform the experience 


and care of adults with long-


term conditions


Issues: There has been no statistically significant change in performance in the six months to end April 2013. There are 


further forecast delays in delivery of Change Programme. Issues are: a) the delay in business case approval, b) impact of 


changes in information governance of risk stratification c) complexity of integrated care reform. 


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  


Executive Action: 


Chase business cases through LAT


Agree and put in place work round on Risk Stratification


Develop comprehensive Integrated Care model and programme and 


bring to September Board with revised timescales.     


Indicator


2. Improve the care of children 


and adolescents with long-term 


conditions and mental health 


needs


Issues: No indication of impact of any changes to date, but also no evidence of performance worsening in period. Change 


programme has slipped due to late contract agreement and late approval of enhanced primary care business case.    


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


Executive Action: 


Ensure change programme accelerated now contract signed. 


Chase business case through LAT


Indicator


Issues:  No statistically significant evidence of deterioration or improvement in the position.  However significant volatlity in 


outpatient and elective activity.  Still delays in referral management due to business case delay; and Follow-ups due to 


securing late the necessary additional change capacity until early June. Further improvement in prescribing position.  


Impact: As it currently stands the CCG will halt growth in this area but will not deliver the additional £0.61m savings from 


reductions. 


Executive Action: 


Chase business cases through LAT


Complete revised Follow-Ups work programme and milestones and 


commence implementation by mid July. 
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Strategic Aim Position Change Source Scorecard / Assurance 


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


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


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


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


Progress of related change programmes Local - Programme scorecard / Gap


Strategic Aim Position Change Source Scorecard / Assurance 


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


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


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


Progress of related change programmes Local - Programme scorecard / Gap


Position Change Source Scorecard / Assurance 


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


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


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


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


E Statutory Compliance Local - Compliance Dashboard - Gap 


Issues: It is too early in the year to give a clear financial position and new NHS England Scorecard will need local 


development. Issues around risk shares and specialist commissioning present potential of significant pressures. CSU 


workforce report is being progressed but not ready yet. 


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.


Complete development of scorecard book for publication in 


September 


Ensure all teams up to capacity by end of July


Indicator


4. Improve the quality, safety 


and performance of local 


services in line with local and 


national expectations 


Issues: With the exception of A&E constitutional commitments are broadly being met, though there remain weaknesses with 


Ambulance response times locally. One MRSA case against a target of zero.  Roll-out of IAPT behind schedule.   


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. 


Executive Action: 


Continued close working with multiple partners to monitor FT 


implementation of  A&E plan. 


IAPT Business Case will be ready for July


Further work on Patient Experience scorecard for September. 


Indicator


5. Ensure better prevention and 


early identification of disease 


leading to reduced inequalities


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
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Status Status


NHS Stockport CCG Annual Business Plan Programme Delivery


Strategic Aim Programme Comment


1. Transform the identification, 


anticipation and management of 


long-term and complex conditions 


among adults


Stockport One Service The model of ramp up of service delivery to engage the remaining practices in Marple and Werneth 


has been agreed.


Additional Primary Care Business case suported by Governing Body in June now awaiting agreement from Area Team to 


release funding as include non-recurrent elements of money.  Implementation plans in place but 


these rely upon the risk stratification data being supplied to practices and recent clarification of data 


management arrangments means we now have to await the CSU solution  to data processing.
Enhanced Primary Care Business case suported by Governing Body in June now awaiting agreement from Area Team to 


release funding as include non-recurrent elements of money.  Implementation plans in place but 


these rely upon the risk stratification data being supplied to practices and recent clarification of data 


management arrangments means we now have to await the CSU solution  to data processing.  As 


there are other elements to this plan we may have to go for a 2 step implementation.


Specialist Community Services:
IV Therapy Service This programme is continuing on target.


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


Revised timelines and plans will form part of this overall programme of change. EOL


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


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


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


achievement of the performance target to date.


2. Improve the care of children and 


adolescents


Paediatric Pathway Review This programme has been delayed by the contract negotiations with the FT going beyond the end of 


March, which has led to late mobilisation of the project. (No further update from last month)


Enhanced Primary Care 


(Paediatrics)


Business case suported by Governing Body in June now awaiting agreement from Area Team to 


release funding as include non-recurrent elements of money.  Implementation plans in place but 


these rely upon the risk stratification data being supplied to practices and recent clarification of data 


management arrangments means we now have to await the CSU solution  to data processing.  Work 


with diabetes epilepsy and access may be able to start in advance of the asthma group as this does 


not rely upon risk stratification.







Position has worsened since last report 


Indication that position is worsening


Position remains unchanged since last report 


Position has improved since last report 


No previous position or no data. 


3. Increase the clinical cost 


effectiveness of elective treatment 


and prescribing


Referral Management Business case suported by Governing Body in June now awaiting agreement from Area Team to 


release funding as include non-recurrent elements of money.  Implementation plans in place 


Follow-ups A paper is being taken to Operational Executive on 3 July 2013, which will include a revised plan for 


this programme. Once agreed the programme milestones will be amended accordingly. 


Severe delay > 6 months, major risk of non delivery


4. Improve the quality, safety and 


performance of local health services 


in line with local and national 


expectations


Enhanced Primary Care 3 - 


Clostridium Difficile


Minor delays 


Complete IAPT roll-out The business case process 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


Minor dellays 


5. Ensure better prevention and 


early identification of disease 


leading to reduced inequalities


Enhanced Primary Care 4 -  


Prevention, Risk Factor 


Reduction and Early 


Identification (including 


alcohol)


Request that the first two milestones in this programme are removed due to responsibility for these 


now lies with the Local Authority.


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







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


services which we commission.


Dr Cath Briggs Mark Chidgey          Francis 2 published


NHS Stockport CCG Board Assurance Framework Summary


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


2 We fail to deliver our major service reform programmes.


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


implementing changes to commissioned services.


Dr Jaweeda Idoo Diane Jones None


2013/14 2014/15 2015/16


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


3 The members are not adequately engaged with the CCG’s strategy and priorities. Dr Viren Mehta Roger Roberts         Council of Members


2013/14 2014/15 2015/16


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 


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


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


Management Group, and Greater Manchester Effective Use of Resources


Dr Sasha Johari  Dr Vicci Owen-


Smith


         IVF decision by GB


          


         Decision re specialist weight 


management


2013/14 2014/15 2015/16


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


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


inadequate (including commissioned support services). 


Dr Ranjit Gill Tim Ryley           CSU re-procurement


           NHS England Review


           General Election


2013/14 2014/15 2015/16


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


2013/14 2014/15 2015/16


  


  


  


  


  


  


  


  


    


  


  







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


and public of Stockport.


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


        activity


         CSU re-procurement


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


7 We fail to ensure that the CCG remains within financial balance. Dr Ranjit Gill Gary Jones          Agreement of risk sharing 


         across GM


2013/14 2014/15 2015/16


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


8 The CCG fails to deliver its QIPP targets. Dr Ranjit Gill Gaynor Mullins         Publication of 20/14/15 


Operating Framework & local 


government settlements


2013/14 2014/15 2015/16


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


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


procurement). 


Dr Ranjit Gill Tim Ryley         DH pubish guidance on 


        Procurement


        2013/14 SIC from Internal 


        Audit


2013/14 2014/15 2015/16


Strategic Risk Description Status Clinical Lead Executive Lead Trend     


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


the patients and public of Stockport. 


Dr Vicci Owen-


Smith


Dr Vicci Owen-


Smith


        JSNA refresh


2013/14 2014/15 2015/16


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


2013/14 2014/15 2015/16


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


2013/14 2014/15 2015/16


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


patients and public of Stockport. 


Dr Ranjit Gill Tim Ryley None


    


  


  


  


  


  


  


  


  


  


  


  


  







Position Direction Position has worsened since last report 


Indication that position is worsening


Position remains unchanged since last report 


Position has improved since last report 


No previous position or no data. 


Local 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. 


Guidance Notes to Performance Scorecard


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


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


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


to improve transparency and accountability.   


Position worse than baseline


Position same as baseline


Position better than baseline but not yet on plan 


Position in line or better than plan 


Planned indicator but insufficient data or undeveloped 


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


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


Source Scorecard & Assurance


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


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


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


scorecards with details of each 


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


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


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


Performance" which is reviewed quarterly by the Area Team. 


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


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


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


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


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


Moderate risk


High risk


Extreme risk


Colour-coded merely for differentiation


No change in the level of risk


Risk has increased since last reported


Risk has decresed since last reported


Current rating (using RAG rating method)


Significant event


Trend (the colour is RAG rated as per the current rating)


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


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


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


NHS 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
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new NICE technology appraisals; best practice gaps 
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Meeting Date:  
12 June 2013 


 
 
Agenda Item No: 14 


 
Title: Policy and innovation update 


Summary:  This paper informs the committee of new policies that 
have been agreed at Clinical Policies Committee 
(CPC), costing implications for new NICE technology 
appraisals and gaps identified in best practice.  


Link to Annual 
Business Plan: 


Effective use of resources is an essential part of QIPP. 
This process ensures innovation by systematic and 
timely dissemination and adaptation to new NICE 
guidance and the control of new developments in-year. 


Action Required:  • To note the costing implications of NICE 
Technology Appraisals. 


• To note new policies (treatment and black/ grey list) 
• To note the concern of the CPC that there are gaps 


in best practice around NICE quality standard for 
diagnosis and management of venous 
thromboembolic diseases (QS29) 


• To receive the minutes of the Clinical Policy 
Committee (attached) 


Potential Conflict 
of Interests 


None 


Clinical Exec Lead: Dr Vicci Owen-Smith 


Presenter / Author: Dr Mary Ryan (Chair) 0151 293 2623 


Committees / 
Groups Consulted: 


Clinical Policy Committee June 2013 


 
Compliance Checklist:  


Documentation  Statutory and Local Policy 
Requirement 


 


All  sections above completed Y Change in Financial Spend: Finance Section 
below completed  


n/a 


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


Y 


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


n/a 


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


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


n/a 


   Page 2 of 5 







  


 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining Y Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 
n/a 


  Any form of change: Risk Assessment 
Completed and included  


n/a 


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


n/a 
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Policy and innovation update 


 
 


1.0 Purpose 
 
1.1 This update ensures that the CCG are able to introduce new policies, 


innovate and adapt to new NICE guidance in a systematic and timely 
manner and priortise investment within our financial envelope.  


 
2.0 Costing implications of new NICE technology appraisals 
 
2.1 TA 282: Pirfenidone for treating idiopathic pulmonary fibrosis £513,598 


-> now revised to £616,371 
 
2.2 TA 283: Ranibizumab for treating visual impairment caused by macular 


oedema secondary to retinal vein occlusion -> £312,666 
 
 The governing body is asked to note the almost £1m cost implication of 


adopting these TAs, based on the available NICE costing tool 
 
3.0  New or amended policies 
 
3.1 CPC recognises the recent amendments to the GMMMG Medicines 


Rebate Policy and acknowledges efforts to maintain costs across the 
whole health economy.  


 
4.0 Pathway Issues 
 
4.1 Specialist Weight Management Services / Bariatric Surgery 
 


From April 2013, commissioning of surgery in this pathway falls to 
NHSE. CCGs are responsible for commissioning Tier 3 weight 
management services (nursing, dietetics, psychology), according to 
NICE guidance CG 43. The current Stockport service does not meet 
NICE standards. 
 
In future, NHSE will likely lower thresholds for surgery, making it 
necessary for the SWMS to do likewise and to uplift to NICE standards. 
Potential cost to the CCG of this is a minimum of £300,000 
Service Spec and Business case underway. 
 


5.0 FT NICE Implementation ‘scorecard’ 
 
5.1 The CPC are not reassured by the progress regarding NICE 


implementation at the FT that is provided to the committee. This has 
been escalated via the Quality Assurance Committee and will be 
monitored. 
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6.0 Duty to Involve 
 
6.1 The Governing Body of the CCG has delegated the ultimate decision 


on changes to policies to the CPC. 
 
6.2 Due to the technical nature of policy discussions around new 


treatments and medications, the Clinical Policies Committee (CPC) has 
five members of the Governing Body, including the Consultant member 
(as Chair), two GPs, the Public Health doctor, and the lay chair of the 
Governing Body (as vice chair) as well as expert Directors and 
managers and lay representation from Stockport’s Healthwatch. 


 
6.3 Where individual patients or referring clinicians disagree with a 


decision, their case will be reviewed on an individual case basis by the 
Individual Funding (IF) panel. 


 
7.0 Equality Analysis 
 
7.1 As a public sector organisation, we have a legal duty to ensure that due 


regard is given to eliminating discrimination, reducing inequalities and 
fostering good relations. In taking our decisions, due regard is given to 
the potential impact of our decisions on protected groups, as defined in 
the Equality Act 2010. 


 
7.2 We recognise that all decisions with regard to health care have a 


differential impact on the protected characteristic of disability.  
However, in all cases, decisions are taken primarily on the grounds of 
clinical effectiveness and health benefits to patients.  As such, the 
decision is objectively justifiable. 


 
 
Dr Mary Ryan 
28th June 2013 
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Clinical Policy Committee (CPC) 
9am – 11am 


Floor 7 Board Room 
May Minutes 


Agenda Item Action Required and 
initials 


Clinical Lead 


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


Chair 
• Dr Vicci Owen-Smith – Clinical Director Public Health (VOS) 
• Roger Roberts – Director of General Practice Development  
• Dr Sasha Johari – Member of the Governing Body and GP locality chair (SJ) 
•  
• Dr Cath Briggs – GP Clinical Executive Lead/ Clinical Member (CB) 
•  
• Mike Lappin – Healthwatch  representative (ML) 
• Peter Marks – Allied health professional representative 
• Jane Cromblehome – Lay Member Chair of the Governing Body of the CCG (JC) 
 
• Andrew Dunleavy – Senior Public Health Advisor SMBC (AD) 
• Sarah Smith - Minutes 


 
 


  


1.Apologises 
Mark Chidgey 


  


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


  


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


  


4.Matters Arising 
a)Terms of Reference 
The group reviewed updated document provided. Under Quorum it was agreed state 
either a Lay Member for Public Involvement or the Healthwatch rep shall be present. 
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b)Update from Andrew Dunleavy 
NICE Guidance LA processes/governance. AD informed the group that he had 
discussed guidance with Gill Walters at SMBC who had advised that NICE guidance is 
linked with 6 themes at the Health & Wellbeing Board rather than individual guidance. Ad 
informed the group that a paper had gone to Health & Wellbeing Board and Healthwatch 
has offered to identify a member to support the overview of NICE guidance. There is also 
an opportunity to access member’s views on guidance via surveys. AD advised that Adult 
Social Care now have a NICE lead manager (Karen Kime) to take forward QS30. The 
group agreed that this guidance is not relevant to health but that assurance is needed from 
Adult Social Care that it is compliant  
CG155 Psychosis and schizophrenia in children and young people: recognition and 
management. AD provided the following update from Alison Caven: Locally young people 
aged 14-35 with psychosis are under the care of the Early Intervention Service (EIS). The 
EIS is managed within adult Mental Health services but they work in partnership with 
CAMHS for under 16s. Young people aged 16, 17 and 18 with serious mental illness 
should be under the care of an adult psychiatrist. EIS have an open referral system where 
any professional can make a referral if they suspect a person may be experiencing – a first 
episode of psychosis, drug induced psychosis or suspected psychosis. It is possible for 
children to be seen in an emergency 24/7 day time and out of ours service is available for 
children presenting as emergencies. Urgent referrals are seen within 2 weeks of referral. 
CG158 – Antisocial behaviour and conduct disorder in children and young people 
AD to adapt the baseline assessment tool and liaise with Alison Caven who will consult 
with colleagues at the CAHMS. The baseline assessment will then be given a RAG status 
and discussed within appropriate forums (e.g. H&WM, September and SMT). 


 


 
 
 
 
AD to take back to next 
meeting 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AD to bring back to 
August CPC 


5.NICE Clinical Guidance (CG) 
None this month 


  


6.NICE Technology Appraisals (TA) 
The following TA’s were reviewed: 
TA278 Omalizumab for treating severe persistent allergic asthma (review of TA guidance 
133 & 201) 
TA279 Percutaneous vertebroplasty and percutaneous balloon kyphoplasty for treating 
osteoporotic vertebral compression fractures 
TA280 Abatacept for treating rheumatoid arthritis after the failure of conventional disease 
– modifying anti-rheumatic drugs (rapid review of technology appraisal guidance 234) 
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TA281 Canakinumab for treating gouty arthritis attacks and reducing the frequency of 
subsequent attacks (terminated appraisal) 
TA282 Pirfenidone for treating idiopathic pulmonary fibrosis 


 
VOS advised that costing’s need to be reviewed and agreed to bring these back to June 
CPC 


 


 
 
 
 
VOS/SS to bring 
costing’s back to June 
CPC 


7.NICE Interventional Procedure Guidance (IPG) 
IPG452 Occipital nerve stimulation for intractable chronic migraine 
IPG453 Prostate artery embolization for benign prostatic hyperplasia 
IPG 454 Insertion of a subcutaneous implantable cardioverter defibrillator for prevention of 
sudden cardiac death. ML asked the group to clarify its position on this guidance.  VOS 
clarified that our policy is to say no at the local hospital and that Manchester commission 
the service and only those clinically effective and safe were a yes. 
IPG455 Corneal inlay implantation for correction of presbyopia. 


 
 The committee noted the above guidance  
 VOS agreed to draft a policy around IPG455 and no other comments were noted. 


 
 


 
 
 
 
 
 
 
 
 
 
VOS to draft policy 
around IPG45 
 
 


 


8.NICE Quality Standards (QS) 
The group reviewed the following quality standards 
QS30 Supporting people to live well with dementia. 
QS31 Health and Wellbeing of looked-after children and young people. 
The group agreed that responsibility for the above guidance predominately lay with the       
Health & Wellbeing board  however it was noted that there need to be a an integrated 
approach between health and social care. CB noted that the guidance could lead to an 
increase in referrals for assessment and therefore posed a risk to the CCG. VOS 
suggested this should be flagged as a DES risk and should be raised at Operational 
Executive Committee. ML asked what was a DES, the group clarified it is an Enhanced 
service. 
QS29 Diagnosis and management of venous thromboembolic diseases.  CB advised of     
concerns that there are gaps with best practise and the pathway should be reviewed to 
ensure it complies with NICE guidance, alternative models should also be viewed. VOS 


  
 
 
 
Raise potential DES 
risk at Operational CB 
 
 
 
 
 
CB to review pathway 
VOS to write to James 
Catania 
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agreed to write to James Catania asking for an assessment of pathway compliance within 
4 weeks. 


 


 


9.Amendments to prescribing lists e.g. black/grey lists, formulary, 
recommendations from GMMMG) 
None this month 


  


10.Amendments to EUR Policies 
a) Inverted Nipples 


VOS explained that the following amendment to policy had been made: 
Cosmetic breast surgery: Breast enlargement (Augmentation mammoplasty), 
breast reduction, surgery for unequal breast size or gynaecomastia, cosmetic 
correction of nipple inversion. ML was advised that this condition would not 
prevent breastfeeding but to clarify VOS agreed to re word to say cosmetic 
breast surgery including for example. The amendment was agreed by the 
group. 


b) EUR Treatment List April 2013 
VOS circulated a final version of the treatment list and advised that it had been 
sorted into alphabetical and number order. VOS further advised that the group 
needed to be mindful of the 2013/14 review dates. The group agreed to split 
the list of reviews for 2013/14 into groups and review at future CPC meetings 
and add as a standing agenda item for CPC. 
ML asked if P26 could be prescribed if the standard treatment was not 
available. VOS advised that the licensed form should be prescribed. 


c) S53 Group agreed to change the wording to say surgery for long and short 
sighted. 


d) Gluten Free Policy  
MR talked through the paper previously circulated. Highlighting the two 
proposals.  In response to proposal 1 the group discussed order numbers and 
longevity/storage of the bread.  PM requested figures on bread wastage. VOS 
suggested that prescriptions need to specify how the bread should be stored 
e.g. by freezing. ML asked what alternative were available if the patient did not 
have a freezer. JC advised that a bread mix was available to make bread or 
fresh bread was available. Proposal 1 was agreed by the group. It was further 
agreed to bring this back from STAMP in six months. 


 


 
 
 
 
 
VOS to update policy 
 
 
 
 
VOS to supply 13/14 
review list 
Add to agenda as 
standing item SS 
 
 
 
VOS to update policy 
 
 
VOS update policy 
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11.STAMP Minutes  


STAMP minutes were noted with the following comments made: 
Referring to point 5.4 VOS advised that a message had gone out to prescribing advisors to 
say it had been blacklisted but it should say prior approval. VOS advised that CPC should 
note point 5.3 as new GMMMG policy highlighting the following: 
New therapies 


• Lixisenatide (Diabetes) was a low priority for funding but this had to be seen in the 
context of other drugs in the group which were also low priority. 


• Tadafil for BBH is not to be recommended for general use and should be grey 
listed 


• Nalmefene for Alcohol dependence is not to be recommended. 
 


 


  


12.Equality Impact Assessment for Local Policies. The group reviewed the following 
policies against the EIA. 


• Gluten Free - The group felt this did not discriminate  
• EUR amendment – Inverted Nipples The group felt this did not discriminate 


 


 
 


 


13.Agree report from CPC to SCCG 
The group agreed to update SCCG on 3 new policies: Cosmetic breast surgery, surgery 
for short and long sight and Gluten free foods for gluten enteropathy and the Quality 
Standards around DVT (QS29). 
 


 
 
VOS provide update 


 


14.Any Other Business 
a) IVF VOS advised that an omission had been made from the policy as it did not 


state specially whether heterosexual couples could have access to donor eggs and 
sperm. The policy allows access for single women and same sex couples. The 
group debated equality issues around sperm donation. The group agreed that the 
policy should clarify that access is also available to heterosexual couples. VOS to 
add clarity to the policy under sperm aspiration.  The group then discussed access 
to egg donation. VOS advised that we do not have a policy on egg donation. The 
group discussed availability PM asked what would happen if funding had been 


 
 
VOS to review policy 
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agreed but no eggs were available. VOS agreed it was not clear, recommending 
that the group reviews the guidance on egg donation and if possible invite an 
expert to the next CPC. 


b) Individual Funding Requests and commissioning policies for high cost 
drugs. VOS talked through the document previously circulated highlighting the 
process.  Group agreed to sign up to the process. 
 


c) NICE Scorecard. AD referred the group to the document previously circulated and 
asked for comments. JC feedback that she felt the document was unfinished, 
incomplete and provided no assurance, JC also asked if it was monitored and 
requested assurance that NICE guidance was being implemented. VOS proposed 
that comments should be passed to Paul Buckley and that a member of the quality 
and commissioning team address these concerns it should therefore be tabled at 
the next quality & Provider Management  committee meeting. The group clarified 
the meaning of various fields for PM and ML. The group agreed to add the NICE 
scorecard as a standing agenda item for CPC. 


  
 


VOS Bring back to 
June CPC 
 
 
 
 
 


SS to email EB 
copy of 
spreadsheet to 
table at Quality 
Committee with 
concerns. 
 
SS to add as 
standing item. 
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Meeting Date:  July 2013 
                        


Agenda Item No: 8 


 
Quality Report 


Summary:  This is the monthly quality report to the CCG. 
Consisting:  
 


1. Quality Assurance - Risks 
2. Quality Monitoring by Provider  
3. Patient Safety & Clinical Effectiveness 
4. Patient Experience 
5. Quality Improvement 


Link to Annual 
Business Plan: 


Improving the quality of commissioned services is a 
key 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 the Quality & Provider Management 
Committee  


Potential Conflict 
of Interests 


None   


Clinical Exec Lead: Dr Cath Briggs (Interim) 


Presenter / Author: Mark Chidgey 


Committees / 
Groups Consulted: 


Quality & Provider Management Committee 


 
Compliance Checklist:  


 
 
 


Documentation  Statutory and Local Policy 
Requirement 


 


All  sections above completed Y Change in Financial Spend: Finance Section 
below completed  


To 
follow 


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


n/a 


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


n/a 


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


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


At 
later 
date 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining N Change in Service Supplier: Procurement & 


Tendering Rationale approved and Included 
n/a 


  Any form of change: Risk Assessment 
Completed and included  


n/a 


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


n/a 
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Quality Report 
 


1. Quality Assurance - Risks 
 


1.1 Quality System 
 
1.1.1The Q&P Committee has agreed to hold a risk register that represents  


the output of the CCG’s Early Warning System.  The CCG’s Quality 
Monitoring and Early Warning System is growing organically, drawing 
on existing intelligence sources and developing new systematic ways 
to collect and assess data on performance and quality.  The Quality 
System has identified the following services for further risk 
assessment or performance improvement: 


 
1.2 SFT ED  
 
1.2.1 Given the failure of SFT’s A&E Clinical Quality Indicators in all four 


quarters on 2012/13 and Monitor’s decision that the Trust is in 
significant breach of its authorisation, a review of available quality 
indicators and intelligence from 2012/13 has been undertaken and a 
Quality Review report written.  This will be reviewed by the Q&P 
Committee in July/August and recommendations made to the 
Governing Body. 


 
1.2.2 Performance on the A&E 4 hour target has been above trajectory in 


June but below the 95% target. This reflects both a reduction in 
volumes and assumed acuity as well as the implementation of the 
Trust’s urgent care reform measures.  


 
1.2.3 Stockport CCG are supporting the management of unscheduled 


demand through a series of measures including the introduction of a 
Community IV Therapy Service from 1 July 2013 to reduce 
admissions by up to 75/month. 


 
1.3 NHS 111  
 
1.3.1 The failure of the service launch in April 2013 has been addressed by 


re-commissioning Stockport’s Out of Hours service to provide full call 
handling and triage of all GP Out of Hours calls.  This service change 
is in place until 31 March 2014 and quality is monitored through the 
OOH contract monitoring process.  A definitive decision on re-
procurement of the NHS 111 service is yet to be made.  


 
1.4 Children’s Speech and Language Therapy  
 
1.4.1 This Stockport FT Community Service has severe pressures on the 


ability to manage demand within existing resources resulting in long 
waiting times to treatment and assumed poor outcomes for children 
entering school, which may affect their learning and development. 


 
1.4.2 The CCG has reviewed the service issues and requested from SFT. 
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• An immediate costed action plan  to clear the backlog of children 


to assess and treat within the required timescales 
• A risk assessment of children entering school with poor 


outcomes arising from limited treatment through the service and 
proposal to mitigate the risks for these children. 


 
• A commissioner-led service review based on best practice for 


delivering speech and language therapy. 
 


1.4.3 Planned investment in community services  will be prioritised to this 
issue. 


 
1.5 TIA 


 
1.5.1 Stockport has consistently failed to meet the target of patients who 


are at a high risk of stroke who experience a TIA are assessed and 
treated within 24 hours.  At the beginning of 2013/14 compliance was 
15.5%.  A performance improvement programme has been 
undertaken with the objective of improving compliance to 60% by 
October 2013. This programme is making progress with improved 
compliance both from faster GP referrals and from the Trust treating 
patients within the 24 hours.  Overall compliance on the pathway was 
44% in May. 


 
2. Quality Monitoring by Significant Stockport Providers  


 
2.1 Stockport FT (Acute) 
 


• A Quality & Performance contract meeting was held on 19th 
June 2013.  The tracking of mortality indicators and assurance 
around serious incident reporting were discussed.  


 
• A second Never Event has been notified on STEIS relating to 


cataract surgery at SFT.  The Trust is following investigative 
procedures and will report fully within the 10 day reporting 
period. These 2 Never Event reports will be reviewed by the 
Q&P Committee  


 
• CQUINs and KPI performance will be reported quarterly. 


 
• Judith Morris will present to the July Quality & Provider 


Committee. The Committee has requested Judith address some 
specified quality issues. 


 
2.2 Stockport FT (Community) 
 


• A Quality & Performance contract meeting was held on 14th 
June 2013.  The SALT and Diabetic Community services were 
discussed and actions agreed to address the capacity issues in 
these two services. 
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• CQUINs and KPI performance will be reported quarterly. 
 


2.3 BMI 
 


• A Quality & Performance contract meeting took place on 18th 
June 2013. No significant quality or performance issues were 
reported. 


 
• The BMI Annual Quality Account has been received and will be 


reviewed by the Q&P Committee. 
 


2.4 Pennine Care  
 
• Pennine Care Quality meetings continue to take place on a 


monthly basis.  At the June meeting agreement was reached on 
the quality schedule for 2013/14.  Key Performance indicators 
have been agreed for both Pennine Care and other Greater 
Manchester Mental Health contracts. 


 
• CQUIN indicators are reviewed reported quarterly 
 
• Two STEIS reports during June, one in receipt of service at the 


time of death.  Both final incident reports are expected in August 
2013. 


 
• There has been some improvement noted on the primary care 


counselling waiting time.  This will be kept under review on a 
monthly basis. 


 
2.5 Mastercall Healthcare 
 


• A quality & performance contract meeting took place on 18th 
June to review 2012/13.  Some KPIs relating to time to 
assessment were failed at times of extreme pressure on the 
service.  A full breach report has been requested. No other 
significant quality or performance issues were reported.    


 
• 2013/14 Quarter 1 Quality & Performance will be reviewed on 


12th July.   
 


• A report will be presented to the Q&P Committee in August 
2013. 


 
2.6 St Ann’s Hospice 
 


• The Quality Account for 2012/13 has been reviewed by the Q&P 
Committee. 


 
• A quality and performance contract meeting will be held on 25th 


July 2013. 
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2.7 Care Homes 
 


• There remains a formal suspension on one nursing home in 
Stockport – Bamford Grange.  The CCG is closely monitoring 
this situation. 


 
• A Walk Round of Berrycroft Manor Intermediate Care Beds took 


place on 24th June.  The impression of the quality of care was 
positive.  A full report will be made available to the Q&P 
Committee 


 
• Work is underway between the CCG and SMBC to map out the 


quality monitoring of care homes in Stockport by both 
organisations with a focus on Safeguarding processes and 
assurance.  The aim is to align monitoring processes and share 
intelligence to develop and effective and efficient quality 
monitoring system for care homes in Stockport. 


 
2.8 Primary Care 


 
2.8.1 The LMC have received a paper about primary care quality. They are  


supportive of the views held by the CCG and are willing to engage in 
developing a primary care quality committee to progress the 
development of the processes required.  An alternate month meeting 
cycle is in the process being developed with the first meeting due at 
the end of July or early August.  Further information has come out 
about the link between the CCG and the Area Team and the 
appropriate handover points for contractual performance. This will be 
a key element of the first meeting. 
 


2.8.2 The meeting will initially be made up of  
 


• LMC medical representation 
• Clinical director for general practice development 
• Director for general practice development 
• Area Team representative – for part of the meeting only 
• Others will be invited as required by the agenda including the 


Education and Professional Development lead, Area Business 
managers, Prescribing lead etc. 


 
3. Patient Safety & Clinical Effectiveness 


 
3.1 Safeguarding  
 
3.1.1 A report was reviewed by the June Q&P Committee. The 


Safeguarding team continues to monitor safeguarding activity and 
compliance with safeguarding standards across provider 
organisations. There are currently no new concerns. 
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3.2 NICE compliance  
 
3.2.1 A workplan is in place to more closely monitor Provider’s compliance 


with NICE guidance. This is focussed on SFT, BMI and Pennine 
Care.  This work is led by the Clinical Policy Committee with 
outcomes and quality issues reported into the Q&P  
Committee.  NICE will be running a small workshop for the CCG and 
Providers on best practice in NICE compliance. 


 
3.3 CDiff 
 
3.3.1 The nationally set target for the number of cases within Stockport as a 


whole health economy is 99 cases for 2013/14. Current cases 
reported for the first quarter are 29, this means that currently CDIFF 
numbers are over the cumulative trajectory by 5.  SFT are also above 
trajectory, they have an action plan to address this. 


 
3.4 Serious Incidents  


 
3.4.1 Backlog pre April 2013. There are 38 open incidents pre April 2013 in 


the process of review.  The CCG review of these incident reports is 
noting themes in particular in relation to pressure ulcer incidents at 
SFT.  A Trust summary report of incidents, claims and complaints was 
made available to the Q&P Committee in June.  For a number of 
incidents in 2012/13, a report has not yet been received from the 
Trust.  This has been escalated through the Quality & Performance 
contract review meeting in June.    


 
3.4.2 There have been three reported serious incidents relating to 


Stockport   commissioned services in June.  Incidents occurred at 
SFT, one relating to a pressure ulcer and one relating to CDiff.  The 
third is a Never Event relating to surgery.   Assurances had been 
requested from the Trust’s Medical Director following the reporting of 
the April Never Event (swab retention pace-maker surgery).  The June 
Never Event which relates to a different specialty will be reported 
within 10 days and at this point a clinical review of both Events will be 
undertaken and reported to Q&P Committee. 


 
3.4.3 Full investigations and reports will be made available to Stockport 


CCG. 
 


3.4.4 The CCG reviews all reports on serious incidents and when assured 
that actions and learning are complete, these are signed off and 
closed on STEIS.  It has been agreed that a quarterly peer review of a 
sample of serious incidents will be reviewed jointly between the CCG 
Clinical Director responsible for Quality and the Trust’s Medical 
Director. 
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4. Patient Experience  
 


Results for the Friends and Family Test will be available quarterly. 
 


5. Quality Improvement  
 


• Francis Report review of progress on plans with Trust will take 
place in July. 


 
• 2 Walk rounds have taken place since April 2013; a third will 


take place at SFT in July and a fourth at BMI in August. 
Members of the Q&P Committee will attend Healthwatch training 
on walkarounds when courses become available. 
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP 
 


      DRAFT 
MINUTES OF THE GOVERNING BODY MEETING 


HELD AT ST PETER’S PARISH CENTRE, STOCKPORT 
ON WEDNESDAY 12 JUNE 2013  


 
PART I 


 
PRESENT 


  
  
Ms J Crombleholme Lay Member (Chair) 
Dr S Johari Locality Chair: Heatons and Tame Valley 
Dr R Gill Chief Clinical Officer  
Mr J Greenough Lay Member 
Mr G Jones Chief Finance Officer  
Dr V Mehta Locality Chair: Cheadle and Bramhall 
Mrs G Mullins Chief Operating Officer  
Dr A Johnson Locality Chair: Marple and Werneth 
Miss K Richardson Nurse Member 
Dr V Owen-Smith Public Health Consultant 
Dr M Ryan Secondary Care Consultant 
Dr J Idoo Clinical Director of Service Reform 
Dr C Briggs Clinical Director for General Practice Development 
  


IN ATTENDANCE 
 
Mr M Chidgey Director of Quality and Provider Management 
Mr R Roberts Director of General Practice Development 
Cllr J Pantall Chair of the Health and Wellbeing Board  
Mr P Pallister Board Secretary 
Mr T Dafter SMBC Representative 
Dr D Jones Director of Service Reform 
  


APOLOGIES 
 
Dr A Patel Clinical Director for Quality and Provider Management 
Dr H Procter Locality Chair: Stepping Hill and Victoria 
Mr T Stokes Healthwatch Representative 
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143/13 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 and T Stokes. 
 
 
144/13 DECLARATIONS OF INTEREST 
 
The chair invited the members of the Governing Body to declare their interests.  
 
C Briggs declared that she is a member of the NICE Topic Expert Group on lower 
urinary tract symptoms. 
 
V Owen-Smith declared that she is a trustee of the Together Trust. She is a 
member of the British Medical Association, of the Medical Defence Union, and of 
the Faculty of Public Health. 
 
M Ryan declared that she is employed by Alder Hey Children’s NHS Foundation 
Trust. She is a member of the Royal College of Paediatrics and Child Health, of the 
Medical Protection Society, of the College of Emergency Medicine and of the 
Faculty of Medical Leadership and management. She is also Director and Trustee 
of Advanced Life Support Group, a resuscitation charity, and Director of 25A 
Falkner Square Management Company, a buildings management company. She 
informed the Governing Body that she is a Clinical Adviser to KPMG on an ad-hoc 
basis, and has given a lecture for SBK Healthcare for which she was offered a free 
place at a conference, which was not accepted.  
 
R Roberts declared that he is a member of the Guild of Hospital Pharmacists and a 
member of the General Pharmaceutical Council. He informed the Governing Body 
that he receives many offers of gifts and hospitality from drug companies (including 
consultancy, meals, and supported training) and he declines them all.  
 
With reference to agenda item 14 G Mullins reminded the members that she has 
previously declared that her brother works for a manufacturer of gluten-free 
products. 
 
On behalf of all of the General Practitioners present R Gill declared an interest in 
the Primary Care business cases under agenda item 15b. 
 
There were no further interests declared in addition to those previously made and 
held on file by the Board Secretary. 
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145/13 MINUTES OF THE MEETING OF THE NHS STOCKPORT CLINICAL 
COMMISSIONING GROUP GOVERNING BODY OF 8 MAY 2013  
 
It was agreed that the minutes of the meeting of the NHS Stockport Clinical 
Commissioning Group Governing Body held on 8 May 2013 be accepted as a 
correct record of the meeting with the following amendments: 
 
117/13: should read ‘D Jones declared that her husband works for Cancer 
Research UK: Paterson Institute and her brother is Director of Human Resources 
at the University Hospitals Birmingham NHS Foundation Trust. She also declared 
that she is currently considering IVF treatment’. 
 
 
146/13 ACTIONS ARISING 
 
The members reviewed the outstanding items. 
 
010113: To provide an update on closer working by the local authority and CCG 
safeguarding teams: this is on today’s agenda 
 
040313: To provide an update on CSU products: G Mullins informed the members 
that this will be covered in today’s update from the Chief Operating Officer and so 
can be removed from this list 
 
010413: To establish detailed quarterly reporting of serious incidents: M Chidgey 
informed the members that this has started with effect from today’s quality report. 
This item can now be removed from this list 
 
030413: To provide assurance regarding patient treatment at SNHSFT for sepsis: 
this issue is being progressed through the Quality and Provider Management 
Committee and an update will be brought to the Governing Body meeting in 
September 2013 
 
040413: To bring to the Governing Body an implementation plan: G Mullins 
suggested instead that she brings to the July meeting a brief update on the lessons 
learnt following the review of the implementation of last year’s annual plan. This 
suggestion was supported by the members 
 
050413: To review the status of the Conflict of Interest Committee: the members 
noted the written submission from T Ryley suggesting that the Conflict of Interest 
and Procurement Panel acts in an advisory capacity to the Chair. This item can be 
removed from the list 
 
060413: To bring back a revised business case: C Briggs advised the members 
that this is on today’s agenda and therefore this item can be removed from the list 
 
010513: To provide detail behind why there were no reported pressure sores for 
April 2013: M Chidgey informed the members that this is in today’s quality report 
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and so can be removed from the list. This reason was a delay by SNHSFT in 
reporting the pressure sores and not that there had been none 
 
020513: To explain how peer organisations are able to report 100% achievement 
of the TIA target: M Chidgey informed the members that he is still looking into this  
 
030513: To confirm if admitted patients are included in the TIA performance 
figures: M Chidgey informed the members that admitted patients are excluded from 
the performance figures which he believes is the correct way of reporting this. This 
item can be removed from the list 
 
040513: To provide an update on risk sharing arrangements across Greater 
Manchester: G Jones asked for the deadline for this item to be extended until the 
September meeting 
 
The Governing Body noted the updates. 
 
 
147/13 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS 
 
The chair invited the members to submit items for Any Other Business.  
J Pantall requested one item of additional business and J Crombleholme informed 
the members that she had one item. 
 
 
148/13 PATIENT STORY 
 
The Governing Body watched a video of a patient talking about his experience of 
the bowel cancer screening programme. 
 
C Briggs noted that the story puts the screening process in a positive light, and J 
Idoo asked for the video to be shared with the GP practices as it contains such a 
positive message. S Johari supported this suggestion adding that it could be 
played in waiting rooms. 
 
V Owen-Smith suggested that a weblink to the video could be added to the 
regional bowel cancer screening letter and to the Healthier Stockport website.  
 
A Johnson supported the message by adding that the bowel cancer screening 
programme has been shown to save lives. 
 
J Crombleholme observed that the message from this video supports R Gill’s Chief 
Clinical Officer podcast where he emphasises the importance of ‘prevention, 
prevention, prevention’. 
 
The Governing Body noted the patient story.  
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149/13 STRATEGIC PERFORMANCE REPORT 
 
G Mullins presented the revised Strategic Performance Report. She advised the 
members that although the report contains the most current data available to us for 
some of the indicators the data is still quite old. She also reminded the members of 
the discussion at the May pre-meeting where the suggestion had been made that 
one of the lay members could review the detail behind the report ahead of the 
Governing Body meeting. 
 
G Mullins provided the following key messages: 
 


- The Stockport One programme will help us to anticipate patient needs but it 
will not deliver an immediate in-year reduction in unplanned admissions. 
Therefore we need to balance some of our investment and reform 
programmes. We also need to consider the impact upon services such as 
the crisis support service 


- Stockport NHS Foundation Trust will not achieve the quarter 1 target for 
their Emergency Department. They have produced an action plan with an 
accompanying performance trajectory and they are achieving against this 


- Following last month’s ‘deep dive’ review of the TIA target C Briggs is now 
the clinical lead for this indicator 


- There have been some capacity issues relating to the Greater Manchester 
Commissioning Support Unit which have now been addressed; this will be 
kept under review by the executives.  


 
G Mullins informed the members that the future intention is to link both the Quality 
Report and the Finance Report into this Strategic Performance Report. She 
explained that the process is that the performance report is reviewed by the 
Operational Executive Committee (where they also review additional indicators 
such as waiting times for access to counselling services).  
 
V Mehta asked the possible long-term impacts of delayed CSU delivery. G Mullins 
responded that we have agreed with the CSU a service level agreement which 
includes sanctions. She explained that the delay has mainly been on the buying-in 
of some consultancy. 
 
J Crombleholme asked the members for comments on the revised report format. J 
Pantall replied that he found it helpful as it focuses the reader onto the key issues. 
J Crombleholme added that she herself found the format helpful. 
 
J Greenwood stated that he found the report excellent and well worth waiting for. 
He considered that it reads well, and has a consistent feel. He added that he also 
likes the direction of travel of the revised Board Assurance Framework; he 
considers that this is now on ‘the right lines’ but notes that it is still very high level 
and therefore wondered how the members would have identified an issue such as 
that with TIA performance. G Mullins replied that the Operational Executive 
Committee would have identified the deteriorating TIA performance and brought it 
to the members’ attention via the Strategic Performance Report. She reminded the 
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members that there is still the opportunity for a lay member to scrutinise the detail 
behind this performance report. 
 
R Gill reflected that the Governing Body has been made aware that their local 
Foundation Trust has been criticised for its management of risk and, whilst noting 
that the report reflects an evolving relationship of trust between the executive and 
non-executive members and that the information can be cross-reference to the 
information in other reports, we should still set a review period for this new format. 
 
J Crombleholme stated that such trust is important but the Governing Body still 
requires assurance, and she suggested that she and J Greenough discuss this 
issue outside of the meeting. 
 
J Crombleholme added that one impact of the current staffing model is that people 
are working to capacity and this needs to be balanced with the members’ 
requirement to rely upon the report. 
 
A Johnson asked where clinical quality is being reported to the Governing Body. G 
Mullins replied that clinical quality is reported through the Quality and Provider 
Management Committee, and explained that a series of ‘deep dives’ are planned 
across a range of services. K Richardson added that the Quality and Provider 
Management Committee is working up a clinical quality dashboard and explained 
that this will in time be reported to the Governing Body. 
 
A Johnson replied that he is not currently assured of the CCG’s clinical quality; M 
Chidgey explained that if there was an indicator where the CCG was not achieving 
this would be reported as ‘red’ within this Strategic Performance Report from the 
CCG perspective and, from the provider’s perspective, it would be reported via the 
Quality and Provider Management Committee. He conceded that these two 
reporting mechanisms are not yet fully synchronised. 
 
R Gill asked A Johnson if he has any specific concerns, and A Johnson replied that 
he is worried about ‘what he doesn’t know’. G Mullins suggested sharing with the 
members once all of the lower-level indicators so that the members know what is 
being covered. S Johari suggested that the monthly Strategic Performance Report 
could also include a summary of the total number of indicators. 
 
J Crombleholme invited A Johnson to join in the performance discussion outside of 
the meeting which she is having with J Greenough. 
 
J Crombleholme concluded the discussion by describing the revised performance 
report as an excellent piece of work, and hoped that further work can be done on 
this before the next meeting. 
 
G Mullins drew the members’ attention to the compliance report included with this 
month’s performance report. She advised them of the issue that we are lacking 
data on the completeness of CRB checks. J Crombleholme asked why this has not 
previously been highlighted through the Quality and Provider Management 
Committee, and M Chidgey offered to look into this. 
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J Crombleholme voiced her concern that the staff are working extremely hard with 
some people having very wide workloads; she asked if the CCG has enough staff. 
G Mullins responded that this is an issue which the Operational Executive 
Committee has also considered, adding that the executive are comparing the 
things which we are being asked to do against those things for which, when setting 
up the CCG and its structure, we thought we would be responsible. C Briggs 
supported this by explaining that the CCG needs to be clear on its role and on the 
role of the Local Area Team.  
 
G Mullins added that the CCG has not quite spent up to its limit for running costs of 
£25 per head of population and so there is scope to revisit the structures, but she 
reminded the members that the system is still bedding down and that the CCG is 
still being expected to deal with some legacy issues such as the PCT’s final 
accounts. 
     
The Governing Body supported the activities underway to maintain and improve 
performance, and supported the revised reporting format. 
 


 
150/13 QUALITY REPORT 
 
M Chidgey presented the monthly Quality Report, and informed the members of 
the following key messages: 
 


- The committee discussed the process for ensuring that all serious incidents 
are reviewed in appropriate detail. He explained to the members that going 
forward he will report only the numbers of newly-reported serious incidents 
because, at this early stage, the Quality and Provider Management 
Committee will not have received the detail of the incident  


- The committee and R Gill have reviewed an investigation report of a ‘never 
event’ by Stockport NHS Foundation Trust which involved a swab being left 
in situ during a pacemaker operation 


- The next meeting of the Quality and Provider Management Committee will 
consider the first draft of the new quality dashboard 


- NHS 111: we have reinstated our call handling contract with Mastercall until 
March 2014 


- Achievement of the 2012/13 CQuIN schedules is as follows: Stockport NHS 
Foundation Trust acute – 73%, Stockport NHS Foundation Trust community 
100%, BMI: The Alexandra – 52.5% 


- One nursing home in Stockport remains on formal suspension. 
 
J Pantall informed the members that a Carers’ Day had taken place yesterday 
which had presented the opportunity to explain the work underway in areas such 
as pressure sores and infections. 
 
M Ryan asked the financial impact of the situation with NHS 111, and R Gill 
acknowledged that we’re paying for a system which not all Stockport residents can 
access and explained that we are receiving monies to fund the Mastercall 
coverage. He added that next week there is a meeting of the North West CCGs 
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which will consider asking NHS England if we can change the regional model of 
delivery. He added that Mastercall are considered as providing us with an excellent 
and safe service. M Ryan continued by asking if anyone is being held to account 
for the poor launch of NHS 111 but R Gill replied that he does not know this to be 
the case. 
 
R Gill informed the members that the CCG may potentially be liable for winding 
down costs from Mastercall in order to move to a new model. 
 
D Jones asked what would happen if a CQuIN indicator was not achieved by a 
provider for two consecutive years, and M Chidgey explained that this would be 
considered during contract discussions. 
 
J Crombleholme asked the current situation with regards to weekend mortality. M 
Chidgey explained that this is included within the list of CQuIN indicators and has 
been given a suitable weighting to reflect its importance, and that he is working on 
this with Dr Catania, the FT’s Medical Director. V Owen-Smith added that the 
headline figures are showing an improvement, and that she is trying to drill down 
on the data to understand the detail at the level of planned and unplanned 
admissions. 
 
R Gill reminded the Governing Body members that part of the rationale of the 
Healthier Together programme is predicated on improving the outcomes for 
weekend mortality 
 
The Governing Body supported the actions underway to improve the performance 
of our providers’ quality. 
 
 
151/13 FINANCE REPORT 
 
G Jones presented the monthly Finance Report, and he informed the members of 
two adjustments to the opening accounts: 
 


- An additional £13.7M of funding (and of potential activity) has been 
transferred out to Specialist Commissioning 


- We had anticipated additional funding of £1.193M to correct known errors in 
the CCG’s opening allocation however we have been informed by NHS 
England that this will not be corrected. To compensate for this we have 
reduced our contingency sum accordingly. 


 
G Jones explained that, as he is reporting month 1, we have not yet received much 
information from our providers. He added that it is likely to be month 4 before he is 
able to inform the members of the outcome of the risk sharing arrangements. 
 
A Johnson reminded the Governing Body that, during the discussions concerning 
the performance report, the suggestion had been made to increase staffing and he 
asked how this would impact upon the running costs. G Jones replied that the 
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running costs are currently £7.18M for administration and suggested that before 
considering additional headcount the executive move to fill existing vacancies. 
 
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 £300,000 within service reform).  
 
The Governing Body approved the revised opening position and plan. 
 
 
152/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS  
 
S Johari informed the members that his locality’s GPs and practice managers had 
met on 8 May 2013 and had reviewed the CCG’s plans. The comments were 
generally favourable however there are still concerns about the workloads 
involved. He concluded by explaining that on 5 June the Locality Council 
Committee chairs decided to start liaising with the Stockport NHS Foundation Trust 
associate medical directors. 
 
A Johnson informed the Governing Body that his locality is meeting next in two 
weeks’ time; he explained that the meeting is timed so that they can consider the 
outcomes of today’s Governing Body discussions on the Primary Care business 
cases. He added that approximately half of his practices are actively engaged with 
the CCG’s plans. 
 
V Mehta explained that his locality is also meeting in two weeks’ time to review the 
outcomes of today’s discussions. He added that many of the practices are 
engaged and keen, with the larger practices less concerned about the possible 
increases to workload. 
 
V Mehta informed the members that it has recently come to light that some of his 
member practices are having difficulties, and he is unclear how we can help them 
and where the responsibilities lie between us and NHS England. G Mullins 
acknowledged this issue and explained that she is involved in some work at the 
Greater Manchester level looking at the quality of independent contractors and 
where responsibility lies.  
 
With regards to the comments on GP engagement C Briggs noted that previously 
there has not been much uptake in the opportunities for GPs to get involved 
whereas she has received seven expressions of interest following a request last 
week. She added that she has been encouraged by recent data on practice 
referrals.  
 
J Pantall asked if the role of carers is being considered at the locality level and V 
Mehta explained that his locality’s committee includes a representative from Adult 
Social Care and that it is considering including a patient representative. 
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J Idoo replied that she has recently visited half a dozen practices to speak about 
the Stockport One programme and not all practices are aware of the support 
available to carers; she suggested simplifying the information available to 
practices. T Dafter explained that, as progress is made on the integrated care 
model, some systematising of the available services will be conducted. R Gill noted 
that electronic patient records would help with this. 
 
J Crombleholme thanked the Locality Council Committee chairs for their work, 
acknowledging that it is not an easy role. 
 
The Governing Body noted the updates from the Locality Council Committee 
chairs. 
 
 
153/13 REPORT OF THE CHAIR  
 
J Crombleholme informed the members of the following items: 
 


- Every CCG is being encouraged by NHS England to adopt into their 
constitution a clause on whistleblowing to support the delivery of openness 
and transparency. She asked the members if they supported this explaining 
that, if so, the aim is to amend the constitution in November 2013 


- She asked the members if the August meeting of the Governing Body 
should be cancelled unless there were any urgent matters 


- She informed the members that the Board-to-Board meeting had taken 
place last week with a number of members of the Governing Body meeting 
with a number of the Stockport NHS Foundation Trust Board. She added 
that this had been a particularly open and helpful session. 
 


The Governing Body noted the updates from the Chair, approved the inclusion of 
a whistleblowing clause in the Constitution, and supported the cancellation of the 
August meeting unless there were any urgent items of business. 
 
 
154/13 REPORT OF THE CHIEF CLINICAL OFFICER 
 
R Gill provided the following updates to the Governing Body: 
 


- From 1 July 2013 V Mehta will become interim Clinical Director for General 
Practice Development and C Briggs will focus on the role of Clinical Director 
for Quality and Provider Management. Recruitment will be carried out to 
backfill V Mehta’s Locality Council Committee chair role 


- The final shadow Health and Wellbeing Board took place in March which 
included discussion of health and social care reforms  


- Monitor issued an enforcement notice to Stockport NHS Foundation Trust 
which cited failures in their governance arrangements. He added that an 
improvement plan has been drawn up and we are monitoring this 


- The Health and Wellbeing Integrated Commissioning Board approved the 
proposed budget for pooled arrangements 
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- The Greater Manchester Academic Health Science Network has met its 
criteria for authorisation. 


 
J Crombleholme noted the risk of duplication in the work of the Greater 
Manchester Academic Health Science Network, and suggested that it is key that 
we influence its work programme effectively. 
 
R Gill invited J Idoo and D Jones to provide a brief update to the Governing Body 
on their recent fact-finding trip to Sweden. D Jones explained that the funding 
model is very different from ours with 47% of funding going to primary care and 
only 53% of funding to the acute providers. She stated that our current model is a 
long way from theirs and yet it supports our direction of travel. J Idoo added that 
she was impressed by the culture, and had observed that there was a good 
collaborative approach. There is a clear focus on continual improvement, and 
patients are seen as assets. 
 
A Johnson asked what is the average spend per patient and R Gill explained that it 
is about the same as ours although D Jones added that there are small payments 
required at the points of access. 
 
J Idoo mentioned that there is one single integrated patient record available to 
primary care, to secondary care and to social care. 
 
J Crombleholme asked about the health outcomes; D Jones replied that patient 
satisfaction is higher than in England, and R Gill added that outcomes are better is 
Sweden for both mortality and morbidity. 
 
The Governing Body noted the updates from the Chief Clinical Officer. 
 
 
155/13 REPORT OF THE CHIEF OPERATING OFFICER 
 
G Mullins provided the following updates to the members: 
 


- There is work underway at the Greater Manchester level looking at the 
development of integrated care plans. Most CCGs are struggling with the 
same issues. She suggested revisiting this at a future pre-meeting so that 
there was time for a ‘deep dive’ on the topic 


- The arrangements with the Greater Manchester Commissioning Support 
Unit are being reviewed fortnightly when she and M Chidgey meet with 
representatives of the CSU. There are some areas which are working very 
well and some of the workstreams are still just bedding down. Overall she 
feels that things are working as to be expected for the first quarter. The 
contract with CSU is for 18 months and so reprocurement work may start 
late summer. She offered to bring back a more detailed report at that time if 
desired by the members. 


 
M Ryan informed the members that the CCG’s online media presence is receiving 
positive comment. 
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The Governing Body noted the updates. 
 
 
156/13 POLICY AND INNOVATION UPDATE 
 
V Owen-Smith presented the Policy and Innovation update. She drew the 
members’ attention to the following points: 
 


- Cosmetic breast surgery has been considered as low priority and therefore 
is not commissioned 


- Surgery for long or short sight has been considered as low priority and 
therefore has not been commissioned 


- As an alternative to standard bread patients are entitled to one prescription 
for 6-8 loaves of fresh bread (to be frozen) every two months 


- There are gaps in best practice around the NICE quality standard for 
diagnosis and management of venous thromboembolic diseases. The 
Clinical Policy Committee has written to the Stockport NHS Foundation 
Trust’s Medical Director to ask for an expedited assessment of pathway 
compliance with this standard 


- There is a potential cost pressure of £513,598 arising from Technical 
Appraisal 282: Pirfenidone for treating idiopathic pulmonary fibrosis. 


 
The Governing Body noted the updates. 
 
 
157/13 REPORT FROM THE CONFLICT OF INTEREST AND PROCUREMENT 
PANEL 
 
J Crombleholme opened this agenda item by reminding the members that R Gill 
had declared an interest in the Primary Care business cases on behalf of all of the 
GPs present. 
 
C Briggs reminded the members that three of the business cases came to a recent 
Governing Body meeting for discussion. They have been reviewed in light of those 
discussions and are now being brought back for approval. 
 
C Briggs noted that she has struggled to define what is ‘core general practice 
activity’ and what is going beyond this. She added that there has been recent 
media interest in the performance of our local emergency department and that 
these four business cases are considering options (other than the contractual 
route) to improve the situation. 
 
J Greenough informed the members that these four business cases had each been 
considered by the Conflicts of Interest and Procurement Panel. He explained that 
the panel considers only the potential conflicts of interest and procurement issues 
within the business cases and does not consider any of the outlined options. 
 
J Greenough continued that the panel had considered various options for voting on 
the business cases and had settled on the option of all of the GPs being able to 
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stay in the room and participate in the discussions including voting if they wish to 
do so. He advised the members that this is outside of national guidance and so, if 
this is the approach taken forward, we could be challenged. He explained that the 
panel’s reasons for making this proposal are that the meeting would not be quorate 
if all of the GPs were excluded, that it could create a ‘them and us’ mentality 
between the Governing Body members, and that it would deprive the GPs of the 
opportunity to voice dissent. 
 
T Dafter added that he is also a member of the panel and explained that the panel 
had taken their role very serious and that there had been some very robust 
discussions.  
 
J Crombleholme accepted the panel’s recommendation and invited the GPs to stay 
for the discussions concerning the business cases and to be included in the voting. 
She added that such conflicts of interest are inherent within the new 
commissioning system. 
 
R Roberts presented the business case for referral management. D Jones asked if 
the preferred model has been shown to work elsewhere, and C Briggs replied that 
referral centres are in place elsewhere but they do not provide much learning for 
GPs. There is evidence from the Kings Fund that this preferred model is the best 
model. 
 
S Johari voiced his support of the peer review within this preferred model. R 
Roberts explained that it is a similar approach to the one taken when introducing 
prescribing advisers. J Idoo noted that we have previously used the Orthopaedic 
Triage Service for referral management but our new and follow-up ratios are not 
good. She echoed that we have experience of this working for medicines 
management. 
 
A Johnson supported the preferred model’s educational value to GPs, the 
advantage to locality working of GPs aspiring to their peers, and the external 
review by specialists. 
 
The Governing Body approved option four unanimously. 
 
R Roberts presented a business case for additional primary care capacity. He 
explained that there is a national scheme to produce profiles of ‘at risk’ patients 
which forms a risk profiling DES; this business case is to take this theme further. 
 
D Jones noted that the scheme has a suggested duration of three years and asked 
what would happen afterwards. R Roberts explained that the scheme is initially 
proposed on a non-recurrent basis to get it started but that this could then be 
reconsidered.   
 
J Greenough asked if there are any validation mechanisms behind the scheme and 
R Roberts replied that there are controls at each of the three levels. 
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K Richardson asked the likely impact on the nursing workforce and R Roberts 
explained that the scheme proposes investment going to the practices but it is not 
prescriptive in how this money is then spent. V Mehta added that this has been 
discussed within his locality and it was suggested that the work could be carried 
out by practice nurses or district nurses. 
 
A Johnson asked if there are concerns that not all practices will engage with some 
of the business cases; G Mullins explained that this is a voluntary scheme and the 
practices are not obliged to adopt the schemes but reminded the members that as 
the CCG aims to increase the range of services in primary care we need all of our 
patients to be able to access such schemes. V Mehta added that neighbouring 
practices may be able to support each other, and through locality working we have 
the opportunity to share the learning. 
 
G Mullins explained that the risk of non-engagement by practices has been 
recognised and explained that the CCG needs to try to engage and manage the 
communications around these schemes. C Briggs noted that we need to work with 
those practices which are struggling to engage. 
 
J Crombleholme asked how health inequalities are reflected within this proposal 
and R Roberts replied that, at this stage, it is just looking at the population overall. 
 
The Governing Body approved option four unanimously. 
 
R Roberts presented the business case for the enhanced primary care framework. 
He explained this scheme’s aims which include to reduce the number of unplanned 
hospital admissions for chronic ambulatory care sensitive conditions and to reduce 
the number of children admitted unplanned for asthma, diabetes and epilepsy.   
 
The Governing Body approved option one unanimously. 
 
M Chidgey presented a business case for IV therapy (an outpatient parental 
antimicrobial therapy service).  
 
A Johnson asked if we can be certain that the preferred provider will be able to 
deliver the service, and M Chidgey explained that we have received such 
assurances. R Gill added that we have also conducted due diligence on the 
provider and we have knowledge of their service provision in other parts of Greater 
Manchester. 
 
M Ryan queried some of the figures used in the business case and asked if we are 
potentially over-providing a service. M Chidgey replied that we know that the 
service has been very successful for one of our peer organisations and explained 
that if the first source does not use all of the capacity then we could offer it out to 
additional cohorts of patients. 
 
M Ryan asked about patient outcomes and R Gill explained that the PCT’s early 
intervention service received excellent feedback from patients when IV therapy 
was part of that service. 
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A Johnson asked if we have any assurance that, as we commission additional 
services, the Foundation Trust will reduce their admissions. M Chidgey admitted 
that there needs to be a corresponding reduction in the number of beds at the 
hospital. 
 
The Governing Body approved the GP-led model with one member voting against 
and no abstentions. 
 
G Mullins advised the members that these business cases now need to be 
approved by the Local Area Team and J Crombleholme requested that this be 
done in a timely manner. 
 
 
158/13 GOVERNANCE OF HEALTHIER TOGETHER 
 
R Gill presented a paper detailing the governance arrangements for the Healthier 
Together programme which sets out the proposal for a ‘committee in common’. 
 
He explained that the Governing Body has been asked to decide the following: 
 


- The CCG has been asked to receive and consider the Establishment 
Agreement. This agreement is not yet available and therefore these 
decisions will be deferred to the July meeting of the Governing Body 


- Each CCG is requested to confirm its decision as to whether it considers 
Healthier Together to be a level B decision at the next AGG meeting on 7 
July 


- Each CCG is to amend its constitution in accordance with the proposed 
wording. R Gill informed the members that we have received confirmation 
that the wording currently within our constitution is sufficient and therefore 
we are required to take no action on this point 


- Each CCG is to nominate a member and a deputy to attend the shadow 
committee in common on 27 June. 


 
R Gill proposed that the member and deputy roles be covered by him, V Owen-
Smith and one other person, and that he be delegated the authority to decide the 
third person. 
 
C Briggs asked if we know if other CCGs are putting forward a GP member and a 
GP deputy. R Gill replied that the CCGs are currently deciding, and G Mullins 
added that this has been mentioned at the meetings of the Chief Operating 
Officers but no agreements have yet been made. 
 
J Greenough asked for some clarity regarding the level B decision and R Gill 
explained that the request is not considering the detail of any proposal but rather 
the generality of the Healthier Together programme. G Mullins suggested that, in 
practice, there are likely to be few Level B decisions. 
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The Governing Body confirmed its decision that Healthier Together be a Level B 
decision. The Governing Body also approved R Gill as its member and V Owen-
Smith as its deputy for the shadow committee in common noting that its first 
meeting is on 3 July 18.00 until 20.00, and delegated responsibility to R Gill for 
deciding on the CCG’s third representative. 
 
 
159/13 INTEGRATION OF SAFEGUARDING ARRANGEMENTS 
 
T Dafter provided a brief verbal update on the progress of the integration of 
safeguarding arrangements between the CCG and the local authority, and offered 
to bring a report to the September meeting. 
 
J Pantall noted that the Safeguarding Children’s Board is a statutory requirement 
and informed the members that there is the desire to put adult safeguarding on the 
same footing. J Crombleholme expressed her support for this approach. 
 
The Governing Body noted the update. 
 
 
160/13 ANY OTHER BUSINESS 
 
There were two items of additional business. 
 
J Pantall advised that his item had been covered in the previous agenda item. 
 
J Crombleholme asked the members to revisit the IVF discussion from last month’s 
meeting and to clarify a decision: 
 
The Governing Body approved the provision of IVF treatment to single women. 
 
J Crombleholme invited questions from the members of the public. 
 


Q. You have mentioned the Monitor procurement guidance; is this available 
to the public? 
A: We understand that this is available to the public on the Monitor website. 
 
Q: When will we have the chance to be involved in Healthier Together? 
A: 16 December 2013 is the date by when the consultation has to be 
started. 
 
Q: Do you require private providers to follow the same rules for 
whistleblowing? 
A: Through our procurement processes we aim for comparable terms 
across both public and private providers. 
 
Q: Of the CCG’s £350M allocation how much has been spent and with 
which providers? 
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A: We no longer report such detail, but the historic detail can be found on 
the PCT’s website within the Board reports. 
 


M Chidgey will provide answers to questions submitted prior to the meeting. The 
name of the Manager referred to has been removed from the original questions.  
 


Q: After spending years supporting people with neuromuscular conditions, 
and involving myself heavily with the Muscular Dystrophy Campaign and 
their parliamentary group to ensure people with neuromuscular conditions 
were in receipt of specialist physiotherapy, I was surprised to be contacted 
by a Stockport CCG Manager and informed that Stockport PCT do not fund 
physiotherapy on a continual basis - can I ask if this is a policy that this 
CCG adhere to? 
A: Ordinarily we would commission neuro-physiotherapy on a time limited 
period associated with achievement of individual specified goals. 
For patients with complex needs we would review the individual patient’s 
needs and enable access to:- 


a. A level of care which was consistent with assessed need 
b. we would also look for consistency with the level of care that we 


commission for patients with similar need. 
 
Q: Does this CCG advocate the ignoring of assessments requested by its 
own service in determining service user needs as demonstrated by a 
Stockport CCG Manager? 
A: No, the CCG would expect all relevant information to be considered to 
arrive at an informed view as to the level of need of an individual. 
 
Q: How will this CCG ensure they are able to provide all services to meet 
people’s needs where there is a shortfall with current service provision? 
Example being a lack of available slots to accommodate the amount of 
people requiring hydrotherapy, and the amount of hydrotherapy they would 
all need, would this CCG consider funding people to access services 'out of 
their borough'? 
A: In terms of access to services e.g. hydrotherapy then if:- 


Patients meet the criteria for a service 
and/or Access times are deemed too long 
and/or quality of care is not assessed as safe 


 
then we would look to resolving the issues either directly with the provider or 
by bringing in additional providers inside or outside of Stockport. In terms of 
providers who we do not currently have contracts with then issues such as; 
procurement processes, assurance on the safe delivery of services, 
 safeguarding, price negotiation would all need to be addressed prior to 
service delivery.   
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161/13 DATE, TIME AND VENUE OF THE NEXT MEETING 
 
The next meeting of the NHS Stockport Clinical Commissioning Group Governing 
Body will take place at 11.00 on 10 July 2013 at Regent House, Stockport. 
 
 
THE GOVERNING BODY MEETING CLOSED AT 12:55.    
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Foreword 
 


If one is physically ill then generally you can expect a great deal of sympathy as a minimum from 
family, friends and colleagues (plus if necessary the appropriate medical interventions). 
 
That, however, isn't always the case if one is suffering from some form of mental illness - there is 
still, in some cases, a stigma attached to the term ' mental illness' ( or alternative definitions such 
as depression)  so not everyone who is suffering from a mental illness will tell people  that they are 
ill or indeed, in some cases, seek appropriate medical help.  There is also, again in some cases, an 
uncertainty by those who are the recipients of such information as to what to do or what to say to 
people in response. 
 
Services for,  and treatment of,  mental illness in Stockport has improved considerably over the 
past five years since the Health Scrutiny Committee first looked at how the Health economy 
provided services and treatment  and the ease of access to such treatment – but given the high 
priority both nationally and locally to improve mental wellbeing (and by definition to reduce 
mental ill-being)  we thought it would be appropriate to look at how things have changed and 
what might be done to try and further improve the current situation in Stockport. 
 
Why should we want to do this? To put it into a basic context 1 in 4 adults in Stockport  will at 
some point suffer some form of mental illness -  many in a mild form - but for a few people  it will 
be a significantly  debilitating illness  -  but all mental illness  impacts  not just on the individual but 
also on family, friends and colleagues so it is , we feel, vital that we consider what can be done to  
further improve wellbeing.  
 
The report that follows tries to consider what the current situation relating to mental wellbeing / 
illness is in a local context and its impact and provides some recommendations which we feel 
would help improve things locally. 
 
No Health without mental health is the Government’s mental health outcomes strategy for people 
of all ages.  The strategy recognises that mental health is not solely about treating mental illness, 
but set out key cross cutting objectives to deliver improved outcomes across the communities we 
serve.  This report has brought together themes and views provided by a range of groups and 
individuals working in different sectors across Stockport.  The report provides recommendations 
of how we can achieve good mental health – The Stockport Way. 
 
I’m personally grateful to all the support, information and advice given to us by our health, Council 
and other professionals locally, the volunteers who came to speak to us and to the support from 
my colleagues on the Health Scrutiny Committee   all of whom, professional and non-professional  
alike are committed to trying to improve mental wellbeing for the citizens of Stockport and 
ensuring that, wherever possible, the cause of mental wellbeing is  actively promoted.    


Councillor Tom McGee, Chair of the Health Scrutiny Committee 







Background 
 


A brief statistical snapshot of mental health in Stockport:- 


According to the Mental Health Foundation, 1 in 4 adults in the UK will suffer from a 
mental health condition in any given year1 . The Community Mental Health Profile for 
Stockport shows that 13.68% of the adult population of Stockport suffer from depression 
in 2011/12, compared to the English average of 11.68%2, which equates to 
approximately 5700 additional residents of Stockport in a year. In November 2011 the 
number of adults aged 18-65 claiming Incapacity Benefit/Severe Disablement Allowance 
for mental health reasons was 3,570. This equates to roughly 10% of the combined total 
of people identified on the QoF Register as suffering from depression and schizophrenia, 
bipolar disorder & other psychoses3. According to data from the 2012 Adult Lifestyle 
Survey, 27,654 adults in Stockport report below average mental wellbeing4.   
 


In 2008/09 the Health Scrutiny Committee undertook a review of Psychological Therapies prior to 
the implementation and roll out of Improving Access to Psychological Therapies (IAPT), a 
Government initiative to expand access to psychological therapies for those with anxiety and 
depression. The programme also involved implementing the ‘Stepped Care Model’, developed by 
the National Institute for Clinical Excellence (NICE), the key elements of which are that patients 
should be provided with the least burdensome (to the patient) level of support, evaluating its 
effectiveness before considering ‘stepping up’ intervention should the patient not be making 
sufficient progress. The programme was accompanied by significant investment from the 
Department of Health to allow local Primary Care Trusts to expand current, or commission new, 
services, and significantly for the programme to facilitate the training of a new workforce to 
ensure increased numbers of people with depression and anxiety disorders receive evidence 
based treatment e.g. cognitive behavioural therapy and other talking therapies and recover from 
their condition. 
 
Many of the recommendations made in the initial Review have been implemented subsequently 
by various organisations in the wider Stockport health economy. 
 
In 2011, the Department of Health announced an expansion of the IAPT programme to include a 
range of other groups, including children and young people. In 2012 the Department of Health 
enshrined the importance of mental health when it published the NHS Mandate, the 
Government’s ambition for the NHS and the blueprint for the improvements to be made by the 


1 Mental Health Foundation. Available from http://www.mentalhealth.org.uk/help-information/mental-health-
statistics  
2 North East Public Health Observatories, 2012. Community Mental Health Profile for Stockport (online). {Accessed 25 
February 2013]. Available from, http://www.nepho.org.uk/cmhp/index.php?pdf=E08000007  
3 Qof Register 2011-12, quoted in information supplied by the Public Health Intelligence Unit, NHS Stockport  
4 Age standardised data taken from Adult Lifestyle Survey 2012, quoted in information supplied by the Public Health 
Intelligence Unit, NHS Stockport 
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new NHS Commissioning Board. Within it, mental health is not subject to an individual chapter or 
theme, but significantly it is stated that: 


 


“The NHS Commissioning Board’s objective is to put mental health on a par with 
physical health, and close the health gap between people with mental health problems 
and the population as a whole.”5  


 


The challenge for the NHS, undergoing significant change with clinicians taking centre stage in 
future commissioning of services, is clear. But the challenge is not just for this one service, it 
extends across the public sector and society as a whole.  The Mandate itself instructs the 
Commissioning Board to  champion “the Time to Change campaign to raise awareness of mental 
health issues and reduce stigma”6. At a time when the Health Service was undergoing such 
change, in particular the transfer of public health functions back to Local Authorities, this message 
would need to be taken up across the public services. 
 
By 2012, the Health Scrutiny Committee considered it was appropriate to revisit some of the 
issues highlighted in the original Review. Given the changes underway across the public sector, not 
least the NHS, as well as increasing uncertainty in the economy and job markets, it was felt 
prescient to look again at mental health. Much work has been done in Stockport to identify the 
causes of mental ill-health and the means to enhance mental wellbeing, and these are captured in 
the Joint Strategic Needs Assessment (JSNA), the Annual Report of the Director of Public Health 
and the Joint Health & Wellbeing Strategy (JHWBS). The JHWBS states in its opening paragraph of 
its chapter on mental health:- 


 


“There are strong links between high levels of mental wellbeing, health and lifestyle. 
Regional survey information shows that better mental wellbeing is positively linked to work, 
education, relationships and life satisfaction. A low level of mental wellbeing is as great a risk 
factor for poor physical and mental health as smoking or obesity. Low mental wellbeing 
contributes to lower life expectancy as it affects physical health.”7 


 


This quote demonstrates how the challenge of mental ill-health extends beyond the health service 
and touches on a range of public and private sector activity 


 


5 Department of Health, 2012.  The Mandate: A mandate from the Government to the NHS Commissioning Board: April 
2013 to March 2015 page 14, paragraph 3.5 
6 Ibid., page 25 
7 Stockport Council and NHS Stockport, 2012., Stockport Joint Health & Wellbeing Strategy 2012-15, page 20 


                                                           







Understanding the national and local context 
 
The Scrutiny Committee recognises that the importance of mental health is well understood in 
Stockport and that much of the hard work in understanding underlying causes had been done. This 
Review partly sought to understand how this vision within Stockport translated into provision. This 
would then inform the future direction of the Review and help the Committee explore current 
potential gaps or significant unmet need or to explore any issues that had emerged since the 
review in 2009 that needed to be given further consideration.  
 
In 2009 the Primary Care Trust had received circa £580,000 in additional funding for IAPT, which 
had allowed for 9 High Intensity Workers to be recruited to provide Cognitive Behaviour Therapy, 
and a further 8 Psychological Well Being Practitioners to work with people with mild to moderate 
depression and anxiety disorders using a cognitive behavioural approach.  The PCT, and now CCG, 
has committed to maintain and increase this resource. Waiting lists for these services had reduced 
from 3 years to approximately 7 months, with priority going to those from identified vulnerable 
groups. In 2011/12 over 2500 users had entered the service. Stockport was within the top four 
performers the North West in respect of recovery rates standing at 48%, just narrowly missing the 
50% expectation.  The situation in Stockport indicated an improving picture with more people 
accessing services more quickly and the Scrutiny Committee welcomed this very improved 
situation. 
 
Nonetheless, challenges remained. Whilst significant progress had been made in reducing waiting 
times for CBT and counselling, seven months still represented an unacceptable delay. It was 
suggested to the Committee that based on hospital mortality statistics as many as 41,000 
Stockport residents may suffer from depression and anxiety disorders at any one time which 
would indicated a massive shortfall in provision as against need.  Many of these residents 
remained outside of services, either because an underlying mental health condition was going 
untreated or unrecognised, or because the condition was being managed by their GP without a 
referral to specialist services.  
 
The Stepped Care Model could be visualised as a pyramid – with severity of condition increasing 
the higher up the pyramid. The greatest numbers of sufferers were at the bottom, decreasing the 
higher up the pyramid. It was suggested to the Committee that an inverted pyramid could 
represent the resources used on Mental Health services, with the greatest spend taking place at 
the top on the fewest patients with the severest conditions, while the least spend was on the mild 
to moderate conditions where there was the greatest demand (though perhaps not greatest 
need). 


 







 


Figure 1 : NICE stepped care model for people with common mental health disorders – with 
expected level of patients accessing services 


 
Concerns were raised by professionals that the Stepped Care Model was failing to meet the needs 
of a section of Stockport residents: most mild to moderate cases were not being referred into 
services and were instead being supported through GPs.   This may be appropriate in many cases, 
but much of this activity was unmonitored and its effectiveness unproven.  
 
It was suggested to the Committee by professionals that data was unreliable as the Quality and 
Outcomes Framework (QOF) indicator only included patients who were being prescribed an anti-
depressant, so all those being supported through General Practice may not be captured. Instead, 
services designed to support mild and moderate conditions are being used to treat more complex 
conditions, which would in turn require more intensive support. There was no clear information 
about how mild to moderate conditions were being managed by GPs, therefore there was no 
mechanism to determine the efficacy of this approach.  
 
Community-powered care and co-produced treatment options were identified as cost effective 
means to increase capacity at the lower end of scale. While IAPT had succeeding in expanding 
capacity there was clearly unmet need that was not able to easily access services.  The  Stockport 
Mental Health Pathways Project (SMHPP), being piloted in Brinnington and often referred to as 
the NESTA pilot, was beginning to demonstrate the value of co-produced community led support. 
 
From these initial discussions, the Committee identified a number of areas for further exploration 
and a number of themes emerged, namely:- 


• the importance of prevention and early intervention as a means to reduce the intensity of 
subsequent treatment; 


• the impact of mental wellbeing on the life-chances and overall wellbeing of residents, 
particularly through work and employment;  







• the impact of mental distress and ill-health  on wider public sector spend, such as the 
Police, with particular reference to the concerns expressed by senior officers in the J 
Division; 


• the prevalence of mental ill-health in those suffering physical ill-health and the need to 
treat these underlying problems to ensure recovery and discharge, particularly from 
intensive hospital based treatments. 


 
  







The impact of mental ill-health on the Police 
 


The Committee had identified the impact of mental ill-health on the work of the Police as an area 
they wished to consider as part of the Review. In particular, the Committee wished to explore the 
comments made by the incoming Chief Superintendent of the J-Division upon taking up post when 
he claimed to have been surprised by how much police time was being taken up responding to 
incidents attributable to mental illness. Certainly, there was a perception that there was a more 
than expected level of suicides in Stockport (despite evidence to the contrary) and that these were 
often more public and disruptive. 
 
Chief Superintendent Sykes explained to the Committee how he had been surprised by the 
frequency and length of the visits by his officers  in the J Division to Stepping Hill Hospital 
accompanying people who were subject to psychological or psychiatric assessment or who had 
injuries but could not be treated at the Police Custody Suite because of their mental state. The 
activity was putting significant pressure on resources, particularly during the night and early 
morning when Police Response Officers (whose availability was limited) were being used for this 
purpose, in some instances for up to 8 hours. Furthermore, it was also suggested that using Police 
resources in this way did not accord with what public expectation or priorities.  
 
Recent high profile cases of vulnerable people coming to subsequent harm after having been in 
contact with the police had created a climate of risk aversion amongst some officers, who had 
become unwilling to leave members of the public showing signs of mental distress who might 
otherwise legitimately be left. Of those individuals taken by the Police to Stepping Hill for 
assessment, approximately 20% are subsequently admitted.  The Police are currently working with 
both the Pennine Care NHS and Stockport NHS Foundation Trusts to develop better responses to 
those in mental distress to reduce the time spent by officers and to better identify risk. 


 


RECOMMENDATION 


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


The Committee recommends greater training of staff to empower them to take informed decisions 
about the need to take individuals to hospital for assessment. 


 
Often the contact between Police and vulnerable individuals who may be suffering from mental 
distress was as the result of an emergency call the consequence being that this contact was most 
often with a Response Unit. By their very nature these officers were not able to follow-up any 
concerns later or were not well equipped to make appropriate referrals or contact other agencies. 







Anecdotally, there were incidences where the Police were called out in the night where it was 
subsequently found that an individual wanted company rather than because of an emergency . 
The Divisional Commander himself acknowledges that follow-up by Response Units could be 
effective, but also points out that such units are for emergency response, and this follow-up is 
more appropriately done through Neighbourhood Policing Teams (NPTs) and work was ongoing to 
tighten Police processes to ensure that such issues are picked up by NPTs. 


 


RECOMMENDATION 


The Scrutiny Committee welcomes Greater Manchester Police J Division’s efforts to better co-
ordinate information between its Response Units and the Neighbourhood Police Teams so that 
vulnerable adults who may be suffering from mental distress or illness are appropriately identified, 
flagged and, where appropriate, referred to other agencies for the right support.  


 


  







Mental Health and Work 
 


In 2008 Dame Carol Black, National Director for Work and Health published a report commissioned 
by the Departments of Health and Work & Pensions entitled Working for a healthier tomorrow in 
which she highlighted the close link between health and work; the cost of ill-health on those of 
working age in denying them opportunities for work or impacting on their existing employment. 
But the link stressed in the report was not simply one way – work and wellbeing were mutually 
reinforcing: 


 


“…work is a key determinant of self worth, family esteem, identity and standing in the community, 
besides, of course, material progress and a means of social participation and fulfilment”8 


 


Black calculates that the cost to the economy of ill-health (in the form of sickness absence and 
worklessness caused by ill-health) amounted to approximately £100billion, of which £60billion 
cost can be attributed to musculoskeletal disorders and, significantly, common mental health 
conditions9. 
 
The Government has initiated a number of schemes to assist the long term unemployed into work, 
including those claiming incapacity benefits as a result of a mental health condition. Schemes such 
as the Work Programme are seeking to address these issues, so the Scrutiny Committee chose 
instead to focus on what large public sector employers in Stockport were doing to support and 
enhance mental wellbeing amongst its workforce with a view that any lessons could be shared  
with local business through the local Chamber of Commerce. It is noteworthy that according to the 
statistics quoted at the outset of the report, only 1.25% of the working age population of 
Stockport are in receipt of benefits directly attributable to mental health. This may suggest a 
resilient population, given the prevalence of depression in the population, but may also suggest 
that those not deemed severe enough to receive incapacity benefit may instead be struggling 
while in work. 
 
The Committee heard evidence from the Council, Stockport NHS Foundation Trust and Stockport 
Homes on their policies and practices in respect of the wellbeing of employees, specifically around 
mental wellbeing. All three organisations had in place policies to address sickness absence, and it 
was stressed that these procedures were designed to be supportive of employees, although they 
could often be misperceived as punitive (itself a source of stress?). Should mental health be the 
cause of absence, or indeed be a cause for concern more generally for an employee, appropriate 
referrals could be made to an Occupational Health specialist or for counselling. Council staff could 
also self-refer to the counselling service, and whether self or employer referred, this was provided 


8 BLACK, Dame Carol, 2008. Working for a Healthier Tomorrow: Dame Carol Black's Review of the health of Britain's 
working age population. London: The Stationary Office page 4 
9 Ibid., page10 


                                                           







confidentially and the employer would not ask for, nor be provided with, any follow-up 
information.  
 
Stockport Council had recognised that the pressures on local government finances and the 
resultant changes taking place at the Council were creating added pressures on employees. Data 
provided to the Committee showed a steady increase in the number of Full Time Equivalent days 
lost per employee due to ‘Stress, Depression, Anxiety, Mental Health and Fatigue’ since a low 
point in 2009 from just under 2 days to just under 3 days by September 2012. It should be noted 
that it was not possible to directly attribute this to stress caused by changes taking place at the 
Council, and that there may be underreporting as staff would simply not identify themselves as 
having mental illness for fear of the stigma attached to this. However, not wishing to take anything 
for granted, the Council had developed the “Supporting People through Change” programme. This 
included sessions to assist individuals to develop resilience, providing coaching and practical 
advice. Recent additions to the scheme included the opportunity for Neuro-Linguistic 
Programming sessions with professionally trained consultants who were members of the British 
Psychological Society. 
 
Arising from the information provided the Scrutiny Committee were concerned about the breadth 
of the ‘Stress, Depression, Anxiety, Mental Health and Fatigue’ sickness code used and that it may 
mask significant variation. As the instances of sickness recorded against this Code were small, it 
was suggested that to subdivide it further would lead to confusion and produce information of 
limited value. Nonetheless, the Committee felt that, in particular, the data as currently collected 
could not identify where the stress, anxiety or depression was work related, rather than 
something connected to a domestic issue, such as marital problems or family bereavements. 


 


RECOMMENDATION 


The Council is invited to give further consideration to how it might better capture data on 
instances and prevalence  of work related stress and anxiety amongst its employees, such as 
refining of Sickness Absence Codes used by managers. 


 


The information provided to the Committee by Stockport Homes was of particular note. At 
approximately 450 employees it is by no means the largest employer in the Borough but the 
Committee were aware that it had been recognised as an exemplar employer. The organisation 
had, in March 2012, been ranked 42 in The Sunday Times 100 Best ‘Not-For-Profit’ Organisations 
To Work For 2012 list. The Committee heard that Stockport Homes had made a policy decision to 
invest in the wellbeing of its staff as they believed a clear business case could be made for this 
investment. They were able to point to high levels of staff satisfaction, reducing levels of sickness 
absence and lower staff turnover (although it was recognised that this could be in part due to the 
moribund job market). Nonetheless, Stockport Homes could point to high levels of public 
satisfaction in the services they offered and attributed this in part to a highly motivated workforce.  







 
Examples of the activities provided by Stockport Homes, as part of their Health and Wellbeing 
Strategy included:- 


• Mini Health Checks 
• Flu Vaccinations 
• Alexander Technique 
• Promoting better sleep  
• Promoting exercise 


 


Other activity offered through learning and development programmes, which could be used when 
dealing with customers as well as for employees, included:- 


• Mental Health Awareness & Crisis Management 
• Mental Health First Aiders LITE  
• Preventing Stress & Promoting Positive Behaviours 


 


The annual budget for this activity was approximately £40,000. The Committee recognised that 
such an investment during the current economic conditions, and in particular in public sector 
organisations working hard to minimise the impact of budget reductions, would be difficult to find.  
A review into the health and wellbeing of the workforce in the NHS completed in 2009 by Dr 
Steven Boorman found that were the NHS able to reduce its rates of sickness absence by one 
third, the potential impact could be:- 


• 3.4 million additional available working days a year for NHS staff, equivalent to 14,900 
extra whole-time staff 


• an estimated annual direct cost saving of £555million10 (a sizable proportion of the 
£100billion cost of ill-health in the workforce identified by Carol Black) 


 
Recognising that the NHS is one of the world’s largest employers, this nonetheless demonstrates 
the cost to an organisation of preventable or otherwise manageable sickness. Given the pressure 
to the public sector, and the Council in particular, to maintain front line services with reducing 
resources, the cost of these absences become that much more acute. The case for investment 
therefore becomes stronger. The Department for Work and Pension published a report in 2010 
making the case that many employers had “recognised employee health and wellbeing as a 
strategic priority, particularly during challenging economic times”11. The Work Foundation, on 


10 BOORMAN, Dr Steven, etal.,2009. NHS Health and Wellbeing, Leeds: Department of Health; page 3 
11 BLACK, Professor Dame Carol, 2009, Healthy People = Healthy Profits, [accessed on 25 February 2013]. Available 
online http://www.dwp.gov.uk/docs/hwwb-healthy-people-healthy-profits.pdf  
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behalf of Investors in People, published a report examining the evidence from research to make 
the business case for this investment12 with the clear message that it could be justified. 


 


RECOMMENDATION 


(a) That the Council, NHS organisations and other public sector organisations operating in 
Stockport give further consideration to what steps can be taken to improve the health and 
wellbeing of employees through more imaginative use of resources currently used for 
Organisational Development with a view to investing further resources to enhance such 
services, while recognising the difficult financial situation of these organisations.  


(b) That the Council, working in partnership with the Chamber of Commerce and the Stockport 
Economic Alliance, encourage employers to consider resourced strategies to promote the 
health and wellbeing of their employees, and to encourage the sharing of good practice. 


 


 


  


12 BEVAN, Stephen, 2010. The Business Case for Employee Health and Wellbeing: A report prepared for Investors in 
People, [accessed on 25 February 2013]. Available online at  
http://www.investorsinpeople.co.uk/documents/research/the%20business%20case%20for%20employee%20health%
20and%20wellbeing%20feb%202010.pdf  
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Community Powered Health and Co-Production 
 


Early in the Review the Committee concluded that the level of investment that had accompanied 
the initial round of IAPT was not going to be available to expand these services further (other than 
for children and young people) and so imaginative and cost-effective ways of delivering services 
was needed. 
 
The ‘NESTA Pilot’ in Brinnington was highlighted as a potential model for expanding services for 
those with mild to moderate conditions or those being ‘Stepped Down’ from more intensive 
services and conditions. The pilot project has sought to develop pathways that avoided 
unnecessary referrals and medicalised care, with support being provided by peers (Access 
Pathway) and developing peer support for this moving on from community mental health teams 
(Moving on Pathway). This has the mutually beneficial and reinforcing effect of providing support 
to those newly entering the pathway, but also an empowering and sustainable support for those 
already involved.  
 
The four broad principles underpinning coproduction are: 


• Recognising people as assets and building on people’s capabilities transforms the perception 
of people from passive recipients and consumers of services into one where they are equal 
partners in designing and delivering services. Altering the delivery model of public services 
from a deficit approach to one that recognises and grows people’s capabilities and actively 
supports them to put them to use at an individual and community level 


• Promoting reciprocity offers opportunities for people to work in reciprocal relationships with 
professionals and with each other where there are mutual responsibilities and expectations 


• Valuing work differently (breaking down barriers between professionals and people using 
services) means removing tightly defined boundaries between professionals and recipients 
by reconfiguring the ways in which services are developed and delivered.   


• Building Social Networks (including peer support), engaging peer and personal networks 
alongside professionals as the best way of transferring knowledge 


 


In evidence presented by officers from the Council, Pennine Care and peer supporters, the 
strengths of the model on a range of levels was emphasised: provision was more cost-effective, 
there was demonstrable improvements in outcomes and, powerfully, the hope fostered in that 
sufferers could ‘get their life back’. There was recognition of those involved as peer supporters 
and as sufferers that recovery may never be possible, but that the goal was reaching a position 
where they were content and able to get on and live their life.  Acting as a peer-supporter could 
give sufferers a sense of self worth and put service users at the heart of decision-making about 
their ‘treatment’: gaining this control for a sufferer could be a virtue in itself, bolstering recovery. 


 







The collaboration between commissioners, providers and the third sector was credited with much 
of the success of the mental health pathway. The Committee recognised that there was real 
possibility that these initiatives could quite easily be derailed by professional barriers, or 
resistance from service users fearful of leaving the ‘safety’ or their mental health service 
‘warehouse’. The fact that partners had recognised the need to develop new pathways into and 
out of services and had not resisted these developments was welcomed by the Committee, 
recognising that this relationship needed to continue if co-production was to be expanded. 
 
Co-production was particularly well suited for those ‘stepping down’ through services as it enabled 
service users to take more control of their recovery and gave them greater independence than 
they would have a specialised care setting. Such provision would never replace more conventional 
mental health services, as those with severe needs would need intensive medicalised treatment, 
but it was recognised that if support for mild to moderate conditions were to be expanded co-
production was a an effective avenue to pursue. 
 
Discussions also touched on the opportunities presented by self directed support or personal 
budgets. Although little evidence was yet available of its efficacy in relation to mental health, 
anecdotally there were indications that the potential for improving the outcomes for patients was 
significant, as budget holders often made innovative choices that built confidence and embedded 
individuals in wider social networks that were crucial to sustaining recovery. An example given was 
the purchasing of dance lessons, which was something that would not often be sanctioned by 
professionals. Nonetheless, the impact of this simple activity could be significant. 
 
The role of the third sector in co-production was key – the Committee discussed whether there 
was sufficient volunteering capacity to support expansion of co-production, and if so the support 
needed to make the most of this, such as time banking. Caution was advised as there was a danger 
that a system for volunteering would defuse the energy inherent in volunteering. A more 
significant challenge for the third sector may be public sector tendering processes which 
discouraged many third sector groups due to its complexity. Encouraging collaboration between 
organisations may allow for better sharing of expertise and the resources needed to engage in 
procurement processes. 
 
The Committee were impressed by the positivity of the transformative projects underway, and 
supportive of the innovation and potential being released. 


 


RECOMMENDATION 


That the Council and Stockport Clinical Commissioning Group continue to explore the 
opportunities with co-production of mental-health support and personal budgets, considering how 
the procurement processes of each organisation could be supportive of smaller third sector 
organisations tendering for services. 







That the Council and Anchor Point consider how it can better support third sector groups 
interested in tendering for services, to share expertise and how collaboration between groups in 
tendering can be encouraged. 


 


  







Further Conclusions 
 


During the course of the Review, discussion ranged across a wide variety of aspects of mental 
health in Stockport, some of which does not neatly fit into a heading. There were also areas where 
the Committee did not have enough information or time to investigate and form a firm view, or 
where the issues fell outside the remit of the Committee. Similarly, there were themes that cut 
across the issues discussed above. These are highlighted below. 


 


Overcoming Stigma 
 


A clear message through-out the course of the review was overcoming the stigma attached to 
mental ill-health. The effects of this were varied, but always negative. Understanding the extent of 
the problem is hampered by not having accurate data and this is in turn a result of underreporting 
and reluctance on the part of sufferers to identify themselves. There is a clear link between 
physical ill-health and mental ill-health and the recovery from these conditions, yet in many cases 
the physical conditions receive the greater attention, perhaps in part because they are more easily 
treatable. But failing to tackle underlying mental health problems, be they anxiety or depression 
or substance addiction, will impact outcomes by delaying recovery or leading to repeat referrals 
and admissions.  
 
The Committee discussed volunteering and ‘time-banking’ as a mechanism to expand co-
production. One of the risks identified was the difficulty of attracting volunteers because of the 
stigma associated with mental ill-health.  Part of the value of co-production lay in it being outside 
of a paternalistic ‘service land’ of acute care and in the ‘real world’, although the stigma of mental 
illness may hamper embedding this support in the wider community. 
 
‘Time to Change’, a national campaign led by Mind, Rethink Mental Illness and funded by the 
Department of Health recognise that improving the mental wellbeing of the public cannot be 
achieved while sufferers are afraid to seek help. 
 
The language around mental health was identified as a particular barrier to overcoming stigma, 
and changing the phraseology to focus on ‘wellbeing’ may assist in this. 


 


RECOMMENDATION 


That the Council, Stockport CCG and Pennine Care NHS Foundation Trust co-ordinate publicity and 
promotional campaigns to highlight the importance of mental wellbeing and to promote 
discussion of mental ill-health, recognising the commitment of partners as captured in the Joint 
Health & Wellbeing Strategy 2012-15 







Prevention 
 


Preventing mental ill-health is an uphill task. The myriad causes are beyond the ability of any one 
agency or even group of agencies to tackle. Nonetheless, taking steps to support residents early 
with emerging mental health problems will go some way to preventing escalation to more severe 
conditions.  
 
Although not strictly prevention, the Committee welcomed the work on RAID, Rapid Access 
Interface Discharge -  Pennine Care NHS Foundation Trusts working in an acute hospital setting (on 
wards and in the emergency department), with additional mental health practitioners to both 
identify and respond quickly to people with mental ill-health conditions and so put in place 
appropriate follow-up support and to assist with discharge.  


 


Children and Young People and CAMHS 
 


It was recognised that the Review had not considered directly the issues surrounding mental 
health and young people (which for this purpose were defined as those 16 or under – i.e., those 
still within the statutory school age). It was noted that many of the concerns around early 
intervention, signposting and training could be applied to young people and those who worked 
with them. The Committee recognised that the topic of young people and mental health was a 
significant piece of work in its own right and not wholly within the remit of this Committee, but 
noted that there were pressures on the Tier 2 CAMH Service. 


RECOMMENDATION 


That the Council and Clinical Commissioning Group be recommended to review of CAMHS to 
ensure it was sufficiently resourced to meet the growing needs of children and young people in 
Stockport. 


 


Talking 
 


In evidence from both the Police and Stockport Homes, reference was made to people simply 
wanting to talk to someone. Where this involved calling the Police this could prove both costly and 
dangerous as it was diverting scarce emergency resources in non-emergency activity. However the 
Committee noted the value in simply providing someone to talk who had ‘no agenda’ other than 
to talk, particularly the elderly who may be socially and physically isolated. This was also linked to 
the desire amongst many to return to a more traditional model of nursing that emphasised caring, 
which would involve more contact time with patients that could be spent listening. The Adults & 
Communities Scrutiny Committee was undertaking a review of its own into social isolation and 
many of these issues may be taken up through that Review. 







 


RECOMMENDATION 


That the Council, working in conjunction with partners and the third sector, investigate 
opportunities to utilise volunteers to provide talking support to vulnerable adults as a means of 
overcoming isolation. 


 


General Practice 
 


As in previous Reviews, the importance of General Practice in ensuring referral to timely and 
appropriate care was emphasised. Many mild to moderate conditions are being managed by GPs, 
without referral to formal services. The recently adopted Joint Health & Wellbeing Strategy makes 
reference to the CCG promoting alternatives to prescribing. While this may be appropriate in 
many cases, the Committee, based on the advice of professionals, were concerned that much of 
this activity was unmonitored and its effectiveness unproven. The changes in primary care with 
GP-led commissioning should provide greater opportunity to co-operate, share good practice and 
data, and ensure a consistency in delivery.  


 


RECOMMENDATION 


The CCG consider mechanisms to support GP Practices to better monitor mental health 
prevalence, ensure appropriate referral to either specialist services of community based services 
and to share good practice and to continue to promote treatment and management options 
without the need for prescribing medication. 


 
Resourcing 
 


As indicated throughout the report, resourcing improvements is a challenge to all involved. The 
Committee were extremely mindful of the severe restraints, and have framed their 
recommendations accordingly. Improving the mental wellbeing of the borough, and in turn 
wellbeing more generally, requires investment – currently levels of resourcing are only adequate 
to meet the most acute need – if the unmet need of those with mild to moderate anxiety and 
depression is to be addressed. And addressed it must if more intensive interventions, which are 
more expensive and success less certain, are to be avoided. The key to this is to release resources 
from the wider health care system, not necessarily within the acute mental health sector. Other 
projects in train are seeking to unlock resources in the acute sector and these are key to 
successfully reconfiguring services to put more resources into prevention and wrap-around/ 
integrated services. The development around total place budgets and pooling budgets across 
public sector organisations may also provide opportunities to invest in preventative work. The 







Committee did not feel the need to make any recommendations in this respect, other than state 
their support to those embarking on this journey. 


 


Well Being 
 


Apart from the employment issue this report has not been able to substantially address the 
mental wellbeing agenda as opposed to the mental illness agenda. This was because of shortage of 
time rather than shortage of interest. We are aware of the material presented in past Annual 
Public Health Reports showing that issues such as social support and community cohesion are 
major risk factors for both physical and mental illness. We understand the potential for the ideas 
on co-production set out herein to be mutually supportive with broader measures on individual 
resilience addressing the wider community. Indeed it was suggested to us that level 0 of the 
stepped care model might be replaced by a number of levels of wellbeing and social integration 


             


In
cr


ea
sin


g 
M


en
ta


l I
lln


es
s 


 
Step +4      More Complex Need       
             
           
Step +3     High intensity interventions      
           
         
Step +2    Low intensity interventions     
         
       
Step +1   Identification, active monitoring or referral    
       
  A high risk of mental illness due to psychological   
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Step 0  distress or concealed abnormal thought patterns   
     
   At increased long term risk of mental and physical illness due to low     
Step –1    levels of wellbeing, resilience, or social support    
       
    High levels of wellbeing but lack a firm sense of their     
Step –2    life meaning     
         
           
Step –3     Self-actualised      
           
      Complete send of awareness with something greater       
Step –4      according to belief system (a God, the species, the       
      eco-system)       


 


We recognise that the resilience agenda also resonates with broader issues of public service 
reform. 







Wellbeing is a theme that is implicit in our mental health service proposals, and explicit in our 
proposals about workplaces. To explore it fully would have taken us into fascinating areas such as 
social prescribing, empowering models of organisation of council and NHS services, the role of GPs 
as a place for social problems to present, the role of the Council and NHS services in promoting 
social support, befriending and counselling, the mental benefits of exercise, support during grief, 
community development, mutuality, and the role of health trainers. 


We had to focus our report and so this broader agenda, although touched upon, remains 
essentially for future discussion. We are however aware that it is being addressed in the health 
and wellbeing strategy. 


RECOMMENDATION 


1. The Health and Well Being Board should continue to address this broader well being agenda. 


2. Synergies should be explored between co-production and community well being strategies.     
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Appendix 2 


Summary of Recommendations 
 


The impact of mental ill-health on the Police 


RECOMMENDATION 
The Committee welcomes the work between Greater Manchester Police, Pennine Care NS 
Foundation Trust and Stockport NHS Foundation Trusts to develop processes and train staff to 
better identify those in custody or those who are brought to the attention of the police who may 
be suffering from mental ill-health and distress.  
The Committee recommends greater training of staff to empower them to take informed decisions 
about the need to take individuals to hospital for assessment. 
 
RECOMMENDATION 
The Scrutiny Committee welcomes Greater Manchester Police J Division’s efforts to better co-
ordinate information between its Response Units and the Neighbourhood Police Teams so that 
vulnerable adults who may be suffering from mental distress or illness are appropriately identified, 
flagged and, where appropriate, referred to other agencies for the right support.  
 
Mental Health and Work 


RECOMMENDATION 
The Council is invited to give further consideration to how it might better capture data on 
instances and prevalence  of work related stress and anxiety amongst its employees, such as 
refining of Sickness Absence Codes used by managers. 
 
RECOMMENDATION 
(c) That the Council, NHS organisations and other public sector organisations operating in 


Stockport give further consideration to what steps can be taken to improve the health and 
wellbeing of employees through more imaginative use of resources currently used for 
Organisational Development with a view to investing further resources to enhance such 
services, while recognising the difficult financial situation of these organisations.  


(d) That the Council, working in partnership with the Chamber of Commerce and the Stockport 
Economic Alliance, encourage employers to consider resourced strategies to promote the 
health and wellbeing of their employees, and to encourage the sharing of good practice. 
 


Community Powered Health and Co-Production 


RECOMMENDATION 
That the Council and Stockport Clinical Commissioning Group continue to explore the 
opportunities with co-production of mental-health support and personal budgets, considering how 
the procurement processes of each organisation could be supportive of smaller third sector 
organisations tendering for services. 
That the Council and Anchor Point consider how it can better support third sector groups 
interested in tendering for services, to share expertise and how collaboration between groups in 
tendering can be encouraged. 
 
 







Overcoming Stigma 


RECOMMENDATION 
That the Council, Stockport CCG and Pennine Care NHS Foundation Trust co-ordinate publicity and 
promotional campaigns to highlight the importance of mental wellbeing and to promote 
discussion of mental ill-health, recognising the commitment of partners as captured in the Joint 
Health & Wellbeing Strategy 2012-15 
 


Children and Young People and CAMHS 


RECOMMENDATION 
That the Council and Clinical Commissioning Group be recommended to review of CAMHS to 
ensure it was sufficiently resourced to meet the growing needs of children and young people in 
Stockport. 
 


Talking 


RECOMMENDATION 
That the Council, working in conjunction with partners and the third sector, investigate 
opportunities to utilise volunteers to provide talking support to vulnerable adults as a means of 
overcoming isolation. 
 
General Practice 


RECOMMENDATION 
The CCG consider mechanisms to support GP Practices to better monitor mental health 
prevalence, ensure appropriate referral to either specialist services of community based services 
and to share good practice and to continue to promote treatment and management options 
without the need for prescribing medication. 
 


Well Being 


RECOMMENDATIONS 
1. The Health and Well Being Board should continue to address this broader well being agenda. 
2. Synergies should be explored between co-production and community well being strategies.     
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