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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 St Peter’s Parish Centre, Stockport at 10.00 on Wednesday 12 June 2013.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	10.02
	J Crombleholme

	3
	Approval of the draft Minutes of the meetings held on 8 May 2013

	
[image: image1.emf]DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 8 May 2013 (3).doc


	To receive and approve
	10.10
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

arising from Governing Body Meeting of 8 May 2013 Part I.doc


	To receive and note
	10.15
	J Crombleholme

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


	10.20
	J Crombleholme

	6
	Patient Story


	Video
	To note
	10.22
	R Gill

	7
	Performance Report

	
[image: image3.emf]Item 7A Performance 

Report.xlsx



 EMBED Word.Document.12 \s [image: image4.emf]Item 7B Compliance 

Update June 2013.docx


	To receive and note
	10.35
	G Mullins

	8 
	Quality Report


	
[image: image5.emf]Item 8 Quality 

Report 040613.pdf


	To receive and note
	10.50


	M Chidgey

	9
	Finance Report
	
[image: image6.emf]Item 9A Finance 

Governing Body June 2013.doc



 EMBED AcroExch.Document.7  [image: image7.emf]Item 9B Appendix 1 

Finance Board June 2013.pdf



 EMBED AcroExch.Document.7  [image: image8.emf]Item 9C Appendix 2 

Board Finance June 2013.pdf



 EMBED AcroExch.Document.7  [image: image9.emf]Item 9D Appendix  3 

Board Finance June 2013.pdf


	To receive and note
	11.05
	G Jones



	10
	Reports of the Locality Council Committee Chairs


	Verbal
	To receive and note
	11.15
	S Johari

A Johnson

V Mehta

	11
	Report of the Chair


	
[image: image10.emf]Item 11A DN to 

CCGs re severance payments and constitutions.pdf


	To note
	11.30
	J Crombleholme

	12
	Report of the Chief Clinical Officer

- Greater Manchester Academic Health Science Network senior leaders’ update, draft five year licence agreement, confirmation letter, and full business plan

- minutes of the shadow Health and Wellbeing Board of 20 March 2013 and of the Health and Wellbeing Integrated Commissioning Board of 20 March 2013

- Monitor enforcement letter of 30 May 2013


	
[image: image11.emf]Item 12A GM AHSN 

Senior Leaders Update 2.pdf



 EMBED AcroExch.Document.7  [image: image12.emf]Item 12B Draft AHSN 

NHS England 5 Year Licence document.pdf



 EMBED Word.Document.12 \s [image: image13.emf]Item 12C AHSN 

confirmation letter v2.docx



 EMBED AcroExch.Document.7  [image: image14.emf]Item 12D GM AHSN 

Full Business Plan v1 5 10 May 2013.pdf



 EMBED Word.Document.8 \s [image: image15.emf]Item 12E Shadow 

HWB Board Minutes - 20 March 2013.doc



 EMBED Word.Document.8 \s [image: image16.emf]Item 12F HWBICB - 

20 March 2013.doc


[image: image17.emf]Item 12G Letter to 

affected CCGs re enforcement action.pdf



 EMBED AcroExch.Document.7  [image: image18.emf]Item 12H Stockport 

enforcement undertakings s106.pdf


	To note
	11.35
	R Gill

	13
	Report of the Chief Operating Officer


	To follow
	To receive and note
	11.45
	G Mullins

	14
	Policy and Innovation Update


	
[image: image19.emf]Item 14A Policy and 

innovation update to Governing Body June 2013.doc



 EMBED Word.Document.8 \s [image: image20.emf]Item 14B Clinical 

Policy Committee Minutes April Final.doc



 EMBED Word.Document.12 \s [image: image21.emf]Item 14C Clinical 

Policy Committee Terms of Reference.docx


	To receive and note
	11.50
	V Owen-Smith

	15a

15b
	Report from the Conflict of Interest and Procurement Panel

· IV Therapy business case
· Primary Care business cases
	
[image: image22.emf]Item 15A Business 

Case Template IV Therapy V3.pdf



[image: image23.emf]Item 15B Three 

business cases covering paper.docx



 EMBED Word.Document.12 \s [image: image24.emf]Item 15C Referral 

Management Business Case V7 FINAL 33.docx



 EMBED Word.Document.12 \s [image: image25.emf]Item 15D Care 

Planning Business Case.docx



 EMBED Word.Document.12 \s [image: image26.emf]Item 15E Enhanced 

Primary Care Framework Business Case v4.docx



	To approve

To approve
	11.55
12.05
	M Chidgey

R Roberts

	16
	Governance of Healthier Together
	
[image: image27.emf]Item 16A Cover 

sheet for Governance of Healthier Together.doc



 EMBED AcroExch.Document.7  [image: image28.emf]Item 16B 2013 05 31 

Paper to AGG on Establishment Agreement and Healthier Together Committee in Common v0 5.pdf


	To approve
	12.25
	R Gill

	17
	Integration of Safeguarding Arrangements
	Verbal
	To note
	12.40
	T Dafter

	18
	Any other business as raised in agenda item 5
	Verbal
	
	12.50
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 10 July 2013 at 10:30 at Regent House, Stockport.

Potential agenda items should be notified to sto-pct.SCCP@nhs.net by Friday 28 June 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net








_1431951633.pdf
Original Opening Budget (27.3.13) Adjustments Revised Opening Budget (10.5.13)
post Original Plan
2013/2014 Original submission
Recurrent Non Recurrent Total 13/14 Recurrent  Non Recurrent Total 13/14
£'000 £'000 £'000 £'000 £'000 £'000 £'000
1) Baseline Budgets
NHS Commissioned Services 242,404 242,404 (9,847) 242,404 (9,847) 232,557
Other Commissioned Services 6,312 6,312 6,312 0 6,312
Non NHS Commissioned Services 31,315 31,315 31,315 0 31,315
Prescribing 46,590 46,590 46,590 0 46,590
Primary Care 2,936 2,936 2,936 0 2,936
CCG Running Costs (admin) 7,034 7,034 7,034 0 7,034
CCG Running Costs (programme) 2,809 2,809 2,809 0 2,809
Sub-total CCG 'Baseline' map 339,400 0 339,400 (9,847) 339,400 (9,847) 329,553
2) Inflationary & Demand Pressures
Price Inflation 8,137 0 8,137 8,137 0 8,137
Activity Growth (Demand) 7,414 0 7,414 7,414 0 7,414
Tariff Mix pressure 900 900 900 0 900
CQuINs 5,841 5,841 5,841 0 5,841
Sub-total Inflationary & Demand 22,292 0 22,292 0 22,292 0 22,292
3) Investments
Investments - National 2,992 0 2,992 (500) 2,992 (500) 2,492
Investments - Local 2,200 2,400 4,600 2,200 2,400 4,600
Investments - GM Pool 0 4,600 4,600 0 4,600 4,600
Sub-total Investments 5,192 7,000 12,192 (500) 5,192 6,500 11,692
4) Contingency 4,500 1,500 6,000 (1,193) 3,307 1,500 4,807
5) Savings and Efficiency
Provider Efficiency (4% deflator) (9,759) 0 (9,759) (9,759) 0 (9,759)
QiPP - Avoided Growth (Demand) (5,303) 0 (5,303) (5,303) 0 (5,303)
CIP - Activity scoped (3,201) (566) (3,767) (3,201) (566) (3,767)
CIP - Earmarked Presc (1,800) (1,800) (1,800) 0 (1,800)
Spec Comm Risk Reserve 0 0 0 (3,385) 0 (3,385) (3,385)
Sub-total savings & Efficiency (20,063) (566) (20,629) (3,385) (20,063) (3,951) (24,014)
Total Commissioning Budgets 351,321 7,934 359,255 (14,925) 350,128 (5,798) 344,330
13,732
1,193
0
14,925

Planned (Surplus) / Deficit - £
Planned (Surplus) / Deficit - %

(7,040)
2

(3,500)
(1)

)

(1)
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				Meeting Date: 				12-Jun-13								Agenda Item No: 

				Strategic Performance Report - June 2013

				Summary:								This is the first of the revised strategic performance reports.  The data covers the period up to end of March 2013, and also provides an overview of progress, issues and key risks for the first 2 months of 2013/14.
The full information that lies behinds most of this report is available on request. 


				Link to Annual Business Plan:								Reports on the activity, programme delivery and assurance framework of the plan

				Action Required: 								The Governing Body is asked to review this first revised strategic performance report and to note it's content.

				Potential Conflict of Interests:								Not Applicable

				Clinical Exec Lead:								Dr Ranjit Gill
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																Any form of change: Risk Assessment Completed and included 										n/a
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Strategic Performance Report – June 2013


NHS Stockport Clinical Commissioning Group will ensure people 
access health services that empower them to live healthier, longer and more independent lives.


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





Exec Report

		Executive Report on Strategic Performance 

		Introduction 

		This is the first of the revised corporate performance reports.  The data covers the period up to end of March 2013 , and also provides an overview of progress, issues and key risks for the first 2 months of 2013/14. This report therefore reflects the end of the period of transition as new teams came in to place, the CCG started-up and legacy issues were addressed with the challenges that has entailed. The full information that lies behinds most of this report is available on request. 


		Strategic Aim One - Transform the experience and care of adults with long-term and complex conditions

		This represents the CCGs biggest single reform programme with the aim of increasing proactive, preventive community based services and reducing the reliance on hospital and institutional care.  A significant part of this is the development of integrated health and social care service delivery and commissioning arrangements.  Good progress has now been made in developing an integrated health and social care model, and a much clearer model of service delivery is now emerging.  Moving towards a full integrated delivery model is complex. Ultimately this will provide integrated care for the whole population, and provide anticipatory care for the top 20-30% at risk groups.  A clear plan for this level of integration and reform has now been developed and will be shared with the Governing Body in the next couple of months.  

		It is clear that the Stockport one model of care should be pursued as this will reduce the level of unplanned admissions over time, however this will not deliver immediate in-year reductions in admissions because whilst the service will focus on those at risk of admission, that admission risk may be 1 or 2 years in the future.  Therefore we will need to balance our investment and reform activities at both the medium term service solutions, and those with more immediate impact such as community based IV therapy and short term/crisis support services.

		In terms of investment/reform the priorities this year are therefore:



		>Rolling out the Stockport One model of integrated, anticipatory care team to the Marple and Werneth Locality and using the learning to inform the wider integrated model, and to test telehealth and telecare
>Investing in rapid response, dementia and end of life care to ensure resilience over winter and reduce the level of admissions 
>Ensuring good primary care access that is well publicised with the aim of reducing unnecessary attendances at ED

		The key risks to this are the sheer complexity of the programme/managerial capacity to manage this, the ability of the professional workforce to adapt and expand to deliver new models of care within the timescales and managing the commissioning implications of serice change. 

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

		There have been delays in starting the process of reviewing the children's community nursing teams, however this is now underway.  The developments in primary care in terms of increased access for children will be taken forward once the business cases are approved, and this should have a positive impact on this priority area.  



		Strategic Aim 3: Increasing the clinical cost effectiveness of elective treatment and prescribing 

		Good progress continues to be made on prescribing, and we are confident that this will be continued during the year.  Further work needs to be progressed on the management of referrals, and the approval of the business case is an important step in taking forward this work.  This business case builds on the good work in prescribing and uses the established ways of working and adapts this for referral improvement. Engaging practices in this work is crucial, and this continues to be a risk and an area that we need to pay close attention to. The follow up reform work has been stalled due to capacity issues which have now been addressed. This area will be kept under close scrutiny by Operational Executive.



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

		The significant element of non delivery of national constitution standards is the 4 hour ED target. The Governing Body is fully aware of the issues and plans to address this.  We expect significant progress to have been made in June but we do not anticipate full delivery until the end of Q2. 

		Other national targets where good progress has been maintained are Cancer and Clostridium Difficile.  The further Clostridium Difficile reduction target for 2013-14 is challenging. The Governing Body has already identified the delivery of TIA as a significant area of concern.  There is an action plan in place to address this and this will be kept under close scrutiny by Operational Executive.  Given the significance of the issue, a Director lead has been identified as Dr Cath Briggs.



		In addition, we are embedding our quality management and improvement activities, via the quality and provider management committee.  Within this is the requirement to improve the quality of primary care and we have been working with colleagues across Greater Manchester to develop a framework for quality improvement which clearly sets out the responsibilities of both the CCG and the Area Team of NHS England.  A forum for overseeing quality improvement for primary care will be established and a proposal brought to the Governing Body for approval. 



		Strategic Aim 5: Ensure Better Prevention and early identification of disease leading to reduced inequalities 

		The significant lag in health outcomes data makes monitoring of the position until much further into the year difficult. However, Public Health colleagues are piloting a new approach to inviting people to Health Checks.  The CCG plans to support this and other prevention activity are still on track to be rollout as part of the enhanced primary care programme in the autumn. 

The CCG has started its thinking on improving the Health Literacy of the population and will be looking to establish in the next two months an economy wide group to develop this work further as part of the programme of work overseen by the Transformation Board.



		Further Work on Performance Report

		There remains work to be done in improving the underlying performance scorecards, providing more explanation to aid transparency and scrutiny, and to fill a number of gaps. This is being done in such a way as to be fully aligned with the prescribed scorecards to be used by NHS England whilst at the same time ensuring focus on our local strategic ambition. This is a major organisational development activity as it will enable us to encourage managers and member practices to take greater ownership  



		Summary

		It is early in the year and therefore many of the programmes are at a very early stage.  Good progress has been made in some areas, but there are a number of programmes where there are risks to delivery.  These risks are known and there is action to address the issues, but delivery and performance need to be kept under scrutiny.



		Many of the reform programmes require investment, and therefore the sign off of business cases is a key enabler/barrier which the Governing Body need to be aware of.  Underpinning our strategy is the development of primary and community services, and therefore the business cases for primary care investment will impact on a number of strategic aims.  
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Overview

		NHS Stockport CCG Strategic Performance Scorecard

		Important Note: Due to national delays data is only until March 2013. It is anticipated that the July report should include April & May data. 



		Strategic Aim 		Indicator				Position		Change		Source Scorecard / Assurance 

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

		Issues: Admissions for ACS and Acute Conditions remain high but not out of line with normal seasonal expectations. However, emergency and non-elective admissions have been above mean for the past 6 periods. No reduction is evident in other areas. Delays in Business Cases and roll-out of One Service causing material programme slip.  
Impact: If growth in admissions continues the CCG faces £3.36m financial pressures (1.02 halt growth and 2.34 reduction). We will also lose £0.37m of Quality premium next year. 						Executive Action: Careful watch of performance once normal data flows re-established in June. 
Moving business cases through now that teams coming-up to full capacity and processes in place. 
Rescheduling of One Service roll-out and stronger executive focus.   









		Strategic Aim 		Indicator				Position		Change		Source Scorecard / Assurance 

		2. Improve the care of children and adolescents with long-term conditions and mental health needs		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



		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. 						Executive Action: Ensure change programme accelerated now contract signed. 
Moving Enhanced Primary Care business case through now that teams are coming up to full strength and process in place









		Strategic Aim 		Indicator				Position		Change		Source Scorecard / Assurance 

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

		Issues:  No statistically significant evidence of deterioration or improvement in the position.  However there are significant delays in rolling out change programmes: Referral Management due to business case delay; and Follow-ups due to failure to secure 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: Moving Referral Management business case through in June now that teams are coming-up to strength and process in place
Executive team to review follow-ups programme in June with view to getting back on track by August. 







		Strategic Aim 		Indicator				Position		Change		Source Scorecard / Assurance 

		4. Improve the quality, safety and performance of local services in line with local and national expectations 		10		Compliance with NHS Constitution 						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

		Issues: With the exception of A&E constitutional commitments are broadly being met. Some specific pathway waiting time issues. Further work needs to be done on  reporting of primary care quality in discussion with Area Team and the roll-out of friends and family tests are in their infancy and too early to report. Roll-out of IAPT behind schedule.   
Impact: The failure to deliver A&E means continual close attention from NHS England and considerable management resource diverted.  Potential to lose all £1.5m quality premium. 						Executive Action: 
Continued close working with multiple partners to address A&E performance. Detailed monitoring of implementation of FT plan.
Ensure IAPT Business Case ready for July and will meet this years deadlines for expansion   









		Strategic Aim 		Indicator				Position		Change		Source Scorecard / Assurance 

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

		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.  
Impact: Without progress in reducing potential years of life lost to amenable mortality we will lose £0.19m of Quality Premium, but more importantly local health inequalities will not be addressed.						Executive Action: 
No further immediate action planned.  









				Indicator				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. Continuing issues around risk shares and specialist commissioning present potential of significant pressures. CSU still developing workforce report. 
Issues: 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 scorecards by end July. 
Ensure all teams up to capacity by end of July
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Overview - Prog Delivery

		NHS Stockport CCG Annual Business Plan Programme Delivery - June 2013



		Strategic Aim						Status		Programme				Prev Status		Status		Comment

		1. Transform the identification, anticipation and management of long-term and complex conditions among adults								Stockport One Service								The ramp up of service delivery in Marple and Werneth is continuing to ensure that all practices in the locality are participating by the end of June. The overall vision has been drafted and is being consulted on and a detailed analysis of the future services required had been developed and prioritised. The service will not roll-out to all localities this year as planned.

										Additional Primary Care								This project has been delayed due to the business case not going to Governing Body until June, which has meant that initial milestones are unlikely to be met until later in the year when the pace will be picked up.

										Enhanced Primary Care								The business case is not going to Governing Body until June which will delay the early milestones in this programme, however the national DES in place will allow initial care planning to start without the business plan being approved. 

										Specialist Community Services

										IV Therapy Service								This programme of work is on track to complete by it's due date

										Dementia								The relationship between dementia improvements and integrated care has only just been agreed. There is now a business case for the dementia service being prepared. 

										EOL								There is a gap in EOL management capacity and this will be addressed by Operational Executive

										Unscheduled Care								The milestones and dates in in this programme have been reviewed and re-written in light of the FT's revised plan for Monitor. Implementation of all changes are progressing to plan, the scale of the planned recruitment programme in the current market is a high risk approach and needs to be reflected as such.



		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 programme.

										Enhanced Primary Care (Paediatrics)								This project has been delayed due to the business case not yet being approved, which has meant that the early milestones are unlikely to be met until later in the year when the pace will be picked up.



		3. Increase the clinical cost effectiveness of elective treatment and prescribing								Referral Management								This project has been delayed due to the business case not going to Governing Body until June, which has meant that the following milestones are unlikely to be met until later in the year when the pace could be picked up.

										Follow-ups								Work has commenced with the CSU to re-specify the follow up work, however this has met with further delays. Work should have commenced on 3 May when the project brief was given to the CSU, with the CSU bringing their proposal back between 17 and 21 May, however due to sickness in the CSU this was delayed until 3rd June. A person from the CSU is now in place and taking the work forward.  





		4. Improve the quality, safety and performance of local health services in line with local and national expectations								Enhanced Primary Care 3 - Clostridium Difficile								There are only two milestones in this programme, the first has been completed within the due date, however the second has a due date which has been set earlier than the audits are due to be completed by practices so there will small slippage on the programme.

										Complete IAPT roll-out 								The business case has delayed the start of this programme, and will have a knock on effect to the two milestones in the plan. A business case will be ready for July.

										Duty to Promote Quality in Primary Care								The LAT endorsed the process at a workshop and so there is a cleared view of where we are going, but there are some areas to clarify.





		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)								Plans to enhance healthcheck offer are progressing innovatively. Trialling new letters with the Department of Health. The enhanced primary care element subject to business case approval is on track to be implemented in the Autumn. 







				Severe delay > 6 months, major risk of non delivery

				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
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Notes 

		Guidance Notes to Performance Scorecard

		Overtime the CCG will work to develop more detailed notes so that Governing Body and CCG members,  and the public can interpret the Strategic Performance Scorecard more effectively. By the autumn these guidance notes will be published separately on our website along with the Strategic Performance Report, the detailed Performance Scorecards and the detailed Board Assurance Framework. This is part of our on-going commitment to improve transparency and accountability.   









		Position 				Position worse than baseline												Direction 				Position has worsened since last report 

						Position same as baseline																Indication that position is worsening

						Position better than baseline but not yet on plan 																Position remains unchanged since last report 

						Position in line or better than plan 																Position has improved since last report 

						Planned indicator but insufficient data or undeveloped 																No previous position or no data. 



		Before deciding whether the position has materially changed the CCG uses Statistical Process Control charts and looks for evidence of statistical evidence of real change and not normal variation. For example 6 months above or below the mean is indicative of change.  



		Source Scorecard & Assurance

				Behind each strategic performance indicator there is often a set of measures. These measures are in the process of being brought together in a series of performance scorecards for the specific area. These scorecards are either locally developed or developed by NHS England as part of their CCG Assurance Framework. Once fully developed these will be published on-line. Below is a list of scorecards with details of each 







				Local Urgent Care - this pulls together 8 measures and relates closely to the NHS England   "Are Health Outcomes Improving For Local People?" scorecard  sections 2 and 3. External scrutiny comes from the Area Team quarterly.   



				Local Programme Scorecard - this refers to the Overview of Programme Delivery which summarises progress against all key milestones in the reform programme of the CCG. As yet there is no external assurance of this though it is usually picked-up by Internal Audit reviews of business planning and performance monitoring. 





				Local Cost Effectiveness Scorecard - this monitors performance of the elective system and prescribing. Currently it has 7 indicators (All 1st Outpatients, All 1st Outpatients GP referred, All follow-up attendances. All outpatient attendances, all elective admissions, all GP prescribing, and all EUR procedures). It relates closely to the QIPP section of NHS England's Assurance Framework "Financial Performance" which is reviewed quarterly by the Area Team. 







				NHS England Constitution Scorecard - this directly corresponds to the NHS England scorecard and picks up on all the NHS Constitution commitments. It is externally checked quarterly by the Area Team.  Most of these are waiting time commitments. 



				NHS England Good Quality Care - this is a new scorecard entirely and will take sometime to complete locally. It includes the two measures of infection control and this is what is being reported this month. However, there are a considerable number of others and it might be the end of July before the work on this is complete. 









				NHS 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.   
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BAF Summary

		NHS Stockport CCG Board Assurance Framework Summary



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

		1 There are inadequate systems in place for managing the quality and safety of the services which we commission.																																Dr Ash Patel						Mark Chidgey										         Francis 2 published



		2013/14																								2014/15																								2015/16



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

		2 We fail to deliver our major service reform programmes.
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 Cath Briggs						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						Executive Lead						Trend				Horizon events:

		6 Our providers fail to provide efficient and timely health services to the patients and public of Stockport.																																Dr Ash Patel						Mark Chidgey										         ED action plan: high level of 
        activity
         CSU re-procurement



		2013/14																								2014/15																								2015/16



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

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

		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				Horizon events:

		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:

		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



		2013/14																								2014/15																								2015/16







NHS Stockport CCG Strategic Performance Report - June 2013	


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Sheet2





image1.jpeg







image2.jpeg

NHS

Stockport
Clinical Commissioning Group






image3.png








[image: ][image: frontcoverbg][image: frontcoverbg]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

Stockport Clinical Commissioning Group will allow people to

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





 





Referral Management



Ensuring patients receive high quality clinically cost effective treatment

















































Document Control 





		Referral Management



		Executive Director Lead:

		Dr Cath Briggs



		Director Lead:

		Roger Roberts



		Other Contributors:

		Locality Chairs and Area Business Team



		Contact Number:

		0161 426 5009



		

		

		



		Process

		Date

		Version 



		First Time At Operational Executive Committee

		28/11/2012

		N/A



		Discussion at Locality Committees (if relevant)

		24/4/2013

		N/A



		Conflict of Interest & Procurement Committee 

		21/5/2013

		V4



		Final Time At Operational Executive Committee

		5/6/2013

		V6



		Date to Governing Body 

		

		



		Date Approved 

		

		











(To be completed by Committee)



See Appendix One



































Statement of Advice of the Conflict of Interest and Procurement Committee 

21st May 2013



		Procurement 



		Proposed Procurement Option 

Option 4





		Recommendation of Panel 

Option 4 is supported as being in line with the Monitor procurement guidance currently out to consultation so long as bullet point 4 under costs is rephrased to describe additional work required





		Rationale for Recommendation 

· GPs are responsible for referrals and this business case is to enable them to spend additional time and employ staff to more effectively manage this process. It is not a separate or new service. 

· There is a good evidence base that indicates alternate models that require the establishment of new triage services are not as effective over the long-term, do not deliver improvements in referral quality and are unpopular with patients. Such an option would not therefore fit with our commitment to quality





		Action Taken in Response (to be completed by manager before submission to Governing Body) 



None required 









		Conflict of Interest 



		Nature of Potential Conflict

The businesses of all GP Members of the Governing would be in a position to access their proportion of the funding resource to carry out this work.  

 



		Advice to Chair

The interest should be declared

All members should stay for discussion and be allowed to vote 

The details of how each person voted and their interest should be recorded in the minutes 





		Rationale for Recommendation 

By voting in a public meeting the conflict and decision is more transparent and therefore members will be more likely to ensure decision is good value. 

The business case has already been reviewed by the independent conflict of Interest and procurement panel with only 1 GP.

The business case will have to go for final approval to the NHS England Local Area Team 









Panel Membership: John Greenough, Terry Dafter, Gary Jones, Mark Chidgey, Paul Pallister, Dr   

                Cath Briggs. 


Referral Management



May 17th 2013



1. Strategic Fit



1.1 	What are the objectives for the project? 



The objectives of the project are to:



· To reduce outpatient activity over three years by 8% resulting in 6600 fewer referrals 

· No further increase in elective admission activity

· To increase the proportion of practices undertaking peer review of referrals with a target of 80% of practices engaged in peer review by April 2014 



1.2 	Why do we need to invest or disinvest?



£300,000 has already been identified in the strategic plan to manage the reduction in referrals.  This funding is non-recurrent but is planned recurrently so redundancy is a consideration if unsuccessful. We need to ensure that maximum benefit is derived by practices through learning and sharing of good practice. This Business Case is an investment in quality. 



The year on year increase in outpatient and elective admission activity is unsustainable. Secondary care provision is struggling to cope with capacity and we need to ensure that patients are referred ‘at the right time, to the right place.’  In addition a GP referral may not be the most appropriate option for a patient and they may need signposting to other services e.g. voluntary organisations.





1.3 Which Strategic Aim will it contribute to and how? 



This business case will specifically contribute to ‘Strategic Aim 3-increasing the clinical cost effectiveness of elective treatment and prescribing.’ This is designed to ensure that patients across Stockport receive high quality clinically cost effective management. By putting in place measures such as Peer Review and the introduction of Practice Based Referral Management Coordinators. Kings Fund evidence[footnoteRef:1] suggests that this should aid delivery of the CCGs 3 year ambition of an 8% reduction in new referrals and no increase in elective activity. [1:  ‘Referral Management-lessons for success’ by Candace Imison and Chris Naylor, Kings Fund, 2010] 





2. Options Appraisal 



Option 1



Do nothing-This is not a viable option as the present upward trend in secondary care referrals is clearly not sustainable. For some patients secondary care may not be the most appropriate option and there may be other ways to manage them which will better meet their needs.  



Option 2



Capping referrals within set targets



Benefits



GP practices would be made aware of the number of referrals that they would be able to make within their practice over 12 months for the top 3 high demand/spend specialities. These would be orthopaedics, urology and general medicine. It would then be the practices responsibility to ensure that they stayed within their allocated quota of referrals. This should mean that peer review takes place within the practice and patients have received maximum treatment and ‘work up’ in primary care prior to any referral.  



Risks



By the end of quarter 3 some practices may be getting close to using their allocated quota of referrals. At this stage it would be necessary for any referrals in the relevant specialities to be reviewed by specialists to obtain prior approval for the referral to proceed.



Initially referrals would need to be reviewed by an independent GP and this would need to happen on a daily basis. Some referrals will clearly be appropriate and the patient will be referred onto their provider of choice. For other referrals the decision may not be clear cut and further discussions would need to take place. There would need to be a panel meeting on a weekly basis to review these referrals and reach a clinical consensus as to whether referral is the most appropriate way forward. This panel would need to consist of a Consultant for each of the 3 high demand/spend specialities, 2 GPs and a member of the finance team.



Costings: See Appendix Two



This option would present many difficulties including a level of clinical risk which many clinicians would not find acceptable.  Patients would also find this approach difficult to understand and are also likely to find it unacceptable. From an Organisational point of view it may attract adverse publicity and could damage our reputation.




Option 3 

	

     	Referral Management Centre



     	Benefits



Research by the Kings Fund previously cited in this Business Case that Referral Management Centres do offer a solution to reducing referral rates. As in option 2 we would need to concentrate on the 3 high spend/demand specialities- orthopaedics, urology and general medicine. All non-urgent referrals for these would need to be referred via Choose and Book into a triage service. Referrals would then be triaged by a Clinician and where agreed patients would be contacted, given choice and booked into an appropriate service.



   	Risks



    	Referral Management Centres are expensive to set up as they need both Clinical and admin staff to manage and run them. There needs to be clinical review of the referral. This needs to be supported by processes to receive and direct the referral to the correct clinician for triage. Once the triage decision is made then the patient will need to be contacted to offer a choice of providers and the booking made.



  	Costings: See Appendix Two



   	In the previously previously referenced Kings Fund research it suggests that   Referral Management Centres offer only a short term solution to managing   referral rates. In the long term there is no benefit to patients as there is no   learning derived by the original referrer and referring behaviour is not modified. Once a scheme like this ends referral rates are likely to return to baseline or worse. 



   	This is therefore not a recommended option.



Option 4 



Practice based peer review



Benefits



There are several layers to this proposed option. Peer review will take place at several levels including prospective in the practice, retrospective as Localities and expert peer review. Overarching and supporting this would be the introduction of Practice based Referral Management Coordinators. The main objective of this role would be to help practices reduce their referral rates and the facilitation of practice based prospective peer review. Their role would be to act as the practice expert on referral management. 







Risks



Practice review has been in place for some years and has not been effective. There is a perceived lack of desire to challenge a colleague.



      	Costings: See Appendix Two

   

      	By introducing this option it promotes the good practice of reviewing referrals prior to them being sent. It also ensures that when a referral is sent it is because this is the most appropriate route to best meet the patient’s needs.    

      

This is the preferred option.

               

                               

3. Preferred Option 



3.1 Making the Case



The funding for this activity is offered recurrently on a non-recurrent basis in year 1. The preferred option needs to provide learning opportunities and make a long term difference to referral behaviour. 



Option 1 is clearly not an option as the year on year increase in referrals is not affordable and does not benefit patients. Options 2 and 3 offer only a short term solution to the issue and when switched off Kings Fund research indicates that referral rates are likely to revert to their previous level or possibly higher.  In view of this and in terms of sustainability these options should not be considered.



Option 2 is not ethical as access could be dependent upon when the referral is made. It is therefore not consistent with a quality obsessed organisation as stated in the CCG vision.



Kings Fund research previously cited in this Business Case suggests that ‘a substantial proportion of activity is discretionary and avoidable.’ Please also note the AQUA report graph contained in appendix 1.  Both support that peer review can improve referral quality. In addition expert feedback also contributed to improved pre-referral work up, reduced variation in referral rates, improved referral letter content, improved awareness and use of referral guidelines. In view of this option 4 is the preferred one. This would allow learning to take place within practices and be shared between practices in the localities. The practice based Referral Management Coordinators will provide practices with an ‘expert’ giving advice and guidance on the pathways available and how to refer to them. 



3.2 	Assumptions 



This business case has made the following assumptions:



· There will be sign up for the scheme from all practices

· Commitment from practices to undertake prospective peer review within the practice

· Commitment from GPs to participate in retrospective peer review with other practices in their Locality

· Experts will be available and willing to undertake expert peer review

· Practices will be able to make staff available to work as their Referral Coordinator

· Practice Support Officer will be available to provide support and training to the Referral Coordinators

· All of the above will contribute to achieving the objectives of the project



4. Procurement & Conflict of Interests 



4.1 	Procurement route of preferred option



The preferred procurement option would be to ask Stockport GPs to sign up to the preferred option which is option 4 for the following reasons:



· Existing practice staff will be utilised and will undertake additional hours over and above their contracted ones to be the practice based Referral Coordinators rather than having to go through a recruitment process

· By undertaking the various levels of peer review it gives referrers the opportunity to learn from each other, to share good practice which will benefit patients long term and identify any pathways which may need redesign

· In terms of governance because GP practices will continue to maintain responsibility for their referrals if there is a problem with a referral the provider will be able to contact them directly



4.2 	Conflicts of interest of preferred option 



           Any GPs



5. Implementation Plan 



5.1 How will objectives be delivered?



There are several layers to the peer review which form the Referral Management work and these are described in detail below. In addition the role of the practice based Referral Management Coordinator is described in more detail.



Prospective Peer Review



Practices will be expected to promote a culture where referrals are discussed and reviewed prior to being processed. This would include prior review and/or discussion of all non-urgent trainee, locum and non-GP referrals. It is also expected that a proportion of all other clinicians’ referrals are reviewed in a similar way (minimum 25%). Single-handed practices will be expected to undertake peer review with another local practice.



The triaging clinician is encouraged to intercept referrals where it is felt the patient could be managed in a different way, or if there is further ‘in house’ investigation that would be helpful to complete prior to referral. Where referrals are intercepted, discussing these as a practice may help to share expertise amongst clinicians. The ethos should be to encourage open discussion and sharing of ideas, and information will not be used as a performance analysis tool for individual clinicians.



Practices are expected to monitor all referrals leaving the practice to allow trends to be highlighted. It is suggested a spreadsheet is developed that practice secretarial staff could keep updated as referrals are processed.



In practice, a 15 minute slot could be dedicated to referral review at each practice meeting. The referral monitoring spreadsheet should be shared with all referrals and trends highlighted. Then clinicians could discuss individual referrals to get a consensus opinion on management options. Instead of clinicians checking and signing their own letters, letters could be given to another clinician for signing instead.



Retrospective Peer Review



Practices will be supported to meet quarterly as a locality to discuss referral themes. Locum/Mastercall cover will be provided to allow as many clinicians to attend as possible. At each quarterly meeting two pathways from one speciality will be discussed. Practices will discuss a sample of referrals relevant to this. It is anticipated that Localities will ‘map out’ the primary care part of a pathway to contribute to whole pathway redesign. Learning points will be put together and shared.



Expert Peer Review



Following on from the retrospective peer review the referrals reviewed at this will then be collated and reviewed by an appropriate Consultant to identify general learning needs that can be addressed in the education programme. They will also be asked to review the ‘mapping’ of the primary care part of the pathway to see if there are any further actions to be added. GPs from 2 practices in each Locality would also be invited to attend this to enable further discussions to take place with the Consultant.



Referral Management Coordinators



This role is based on the experience of having practice based Medicines Coordinators. Their role is to carry out designated work to promote and improve safe and cost effective prescribing systems and support the work of the Medicines Optimisation team. The Referral Management Coordinators role would be to facilitate prospective peer review as wellas be the practice expert on referral management and referral pathways. 



Referral Management Coordinator role would be undertaken by existing members of the GP practice admin staff as hours in addition to their contracted ones. The pay rate would be £10/hour and the number of hours allocated to individual practices will be weighted based on list size in the same way as it is for the Medicines Coordinators. The Referral Management Coordinator would become the person within the practice who would be up to date with any new or changes to existing pathways. They would be seen as the ‘champion’ of Referral Management and be responsible for advising colleagues how to refer to services and for facilitating prospective peer review. This would include maintaining the practice referral monitoring spreadsheet. They would also be expected to facilitate the availability of appropriate referral letters (and any subsequent clinic letters) with patient identifiable data removed for retrospective peer reviews at Locality level. In addition they will liaise with the Practice Support Officer if there are issues with individual patient pathways. 



Initially a formal 4 week training programme focussing on different topics each week will be held for Referral Management Coordinators.  Training will then be provided on a monthly basis covering individual topics. In addition ongoing day to day support will be provided by the Practice Support Officer. 



5.2 Milestones and timescales



		Milestones

		Due date



		Business Case to Governing Body

		June 2013



		Focussed practice peer reviews commence

		July 2013



		Referral coordinators in place and initial training undertaken

		Sep 2013



		Peer to peer review at inter-practice level commence

		Sep 2013



		Expert peer review cycle in place and resourced

		Jan  2014



		30% of practices fully engaged

		Sep 2013



		60% of practices fully engaged

		Nov 2013



		80% of practices fully engaged

		Jan 2014



		Review of the project and outcomes

		May 2014



		Report to Governing Body

		July 2014







5.3 Performance Indicators



· Increasing number of practices undertaking the various layers of peer review

· Increasing number of practices with a referral management coordinator in post acting as ‘champion’ for this work area

· Reduction in outpatient activity quarter by quarter



5.4 Investment and savings profiles-£300,000 



5.5 Governance arrangements



Staff are undertaking this work will be existing GP practice staff and are bound by legislation governing patient confidentiality. Consultants who will be carrying out the expert peer review are bound by rules of confidentiality as part of their own professional code of conduct. Referrals used for retrospective and expert peer review will be anonymised. 





5.6 Engagement & Consultation Plan 



[bookmark: _GoBack]Public engagement on the CCG’s strategic priorities revealed a strong desire for more services to be delivered from Primary Care. This project has developed as a result of high level public support.



The plans were then discussed in public at three Governing Body meetings, attended by a local Healthwatch representative and the chair of the Health & Wellbeing Board. 



Referral management has been discussed at the Locality Chairs meeting and ideas/suggestions put forward. In particular the Referral Management Coordinator role was discussed and its description agreed. This project has already been described and included in the CCG Annual Business Plan. This was shared and copies distributed to practices during the CCG launch. Discussions have also taken place at in some of the localities.



5.7 Equality Impact Assessment 



The appended Equality Impact Assessment acknowledges the greater impact this work is likely to have on older patients, people with a disability and their carers. We believe that these impacts are objectively justifiable, given the positive impact we feel they are likely to have on protected groups.



5.8 Constraints



     	The following constraints have been identified:



· GP practices are not able to identify a member of staff who could undertake the referral coordinator role so they are unable to fully participate in the project

· GP practices decide not to participate in the project



5.9 Risks



The following potential risks have been identified:



· Lack of engagement from practices: discussions need to take place within localities and if necessary with individual practices so that practices understand both the short and long term benefits of this project. In addition practices need to fully understand the commitment required if they sign up. It is suggested that to mitigate this risk we could use part of the monies to pay for the 1st month of the Referral Management Coordinator in advance and provide a small sum for the GP practice to support them in the initial set up phase.

· There is no reduction in outpatient activity: initially we may not see a reduction as practices implement the various layers of peer review and the Referral Management Coordinators come on board. Progress may initially be slow but should improve over time as the peer review process becomes embedded and Referral Management Coordinators develop their knowledge base.





5.10 Organisational Capacity









The role of the GP Support Officer will be key to ensuring the development of the skills/knowledge of the referral coordinators. They will provide training /support and be seen as the first point of contact for referral queries. The Area Business managers will facilitate retrospective peer review in conjunction with their Locality Chairs. 
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Appendix 2 Finance



		Financial Analysis re: Referral Management Business Case

		[image: http://nhsstockportccg/Forms%20and%20templates/NHS%20Stockport%20CCG%20logo%20colour.jpg]

		







		



		Investment proposal:

		Financial Resource limit (£):

		

		

		



		Referral Management

		                      300,000 

		(Non-recurrent)

		

		



		

		

		

		

		



		Option 1 - Do Nothing:

		£

		

		

		



		Total Cost

		0

		

		

		



		

		

		

		

		



		Option 2 - Capping referrals within a set target

		 

		 

		 

		 



		 

		 

		 

		 

		 



		Pay Costs:

		 



		 

		No. of sessions

		Rate per session (£)

		Number of weeks

		Total cost (£)



		Initial referral review by GP

		2.5

		320

		52

		             41,600 



		Additional GP time required

		2

		320

		52

		             33,280 



		Additional Consultant time required

		3

		320

		52

		             49,920 



		 

		 

		 

		 

		 



		 

		Hours required

		Charge per hour

		Number of weeks

		Total cost (£)



		2hrs support from a member of the finance team (based on B8a)

		2

		20

		52

		               2,080 



		 

		 

		 

		Total Pay costs

		          126,880 



		 

		 

		 

		 

		 



		Non Pay Costs:

		 



		 

		 

		 

		 

		£



		 

		                      -   



		 

		 

		 

		 

		 



		 

		 

		 

		Total Cost

		          126,880 



		









		











		

		













		



		Option 3 - Referral Management Centre





		Pay Costs:

		 



		 

		No. of sessions

		Rate per session (£)

		Number of weeks

		Total cost (£)



		15 x 5 Consultant sessions per week

		75

		320

		52

		       1,248,000 



		5 x Band 3 administrators (based on mid point of AfC payscale inc. On costs)

		 

		 

		 

		          109,433 



		1 x Band 5 Supervisor (based on mid point of AfC payscale inc. On costs)

		 

		 

		 

		             30,751 



		 

		 

		 

		Total Pay costs

		       1,388,184 



		

		

		

		

		



		Non Pay Costs:

		 



		 

		 

		 

		 

		£



		*Estimated cost of setting up call centre/telephony support etc.

		          500,000 



		 

		 

		 

		Total Non Pay Costs

		          500,000 



		 

		 

		 

		 

		 



		 

		 

		 

		Total Cost

		   1,888,184 



		

		

		

		

		



		Option 4 - Practice based peer review

		 

		 

		 

		 



		

		

		

		

		



		Pay Costs:

		 



		 

		No. of sessions

		Rate per session (£)

		Number of quartely meetings

		Total cost (£)



		4 x Consultant sessions for expert peer review (Qtrly review)

		4

		320

		4

		               5,120 



		Weighted hours/costs of Referral Management Coordinators (Details overleaf)                        Based on the Medicines Management Coordinators

		 

		 

		 

		          196,560 



		 

		 

		 

		Total Pay costs

		          201,680 



		 

		 

		 

		 

		 



		Non Pay Costs:

		 



		 

		 

		 

		 

		£



		Cost of 2 practices per locality attending expert peer review - Mastercall cover for each meeting (4 meetings held annually)

		               3,073 



		Cost of Mastercall cover for quarterly retrospective peer review meetings across 4 localities (16 meetings in total)

		             76,823 



		 

		 

		 

		Total Non Pay Costs

		             79,896 



		

		

		

		

		



		 

		 

		 

		Total Cost

		   281,576 







		Option 4 - Referral Management Coordinator costs

		

		[image: http://nhsstockportccg/Forms%20and%20templates/NHS%20Stockport%20CCG%20logo%20colour.jpg]

		







		



		Prescriber Name 

		Current allocation hours per week

		Charge for Referral Management Coordinators based on £10/hr

		Cost based on 52 weeks per year



		BRAMHALL HEALTH CENTRE

		15

		150

		7800



		CHEADLE HULME HEALTH CTR 2

		15

		150

		7800



		CARITAS GENERAL PRACTICE PARTNERSHIP

		15

		150

		7800



		BRAMHALL PARK MEDICAL CTR

		12

		120

		6240



		CHEADLE MEDICAL PRACTICE

		12

		120

		6240



		HEATON MOOR MEDICAL CTR. 1

		15

		150

		7800



		CHEADLE HULME HEALTH CTR 1

		12

		120

		6240



		BEECH HOUSE MEDICAL PRACT

		9

		90

		4680



		MARPLE MEDICAL PRACTICE

		9

		90

		4680



		MANOR MEDICAL PRACTICE

		9

		90

		4680



		GATLEY MEDICAL CENTRE

		9

		90

		4680



		CHADSFIELD MEDICAL PRACTICE

		9

		90

		4680



		HEATON MOOR MEDICAL CENTRE

		9

		90

		4680



		STOCKPORT MEDICAL GROUP

		9

		90

		4680



		HEATON MERSEY MED.PRACT.

		9

		90

		4680



		MARPLE BRIDGE SURGERY

		9

		90

		4680



		MARPLE COTTAGE SURGERY

		9

		90

		4680



		PARK VIEW GROUP PRACTICE

		9

		90

		4680



		HEALD GREEN HEALTH CENTRE 1

		9

		90

		4680



		HEATON NORRIS HEALTH CTR. 1

		9

		90

		4680



		HEALD GREEN HEALTH CENTRE 2

		9

		90

		4680



		FAMILY SURGERY

		9

		90

		4680



		HIGH LANE MEDICAL CENTRE

		6

		60

		3120



		ADSHALL ROAD MEDICAL PRAC

		6

		60

		3120



		BREDBURY MEDICAL CENTRE

		6

		60

		3120



		THE VILLAGE SURGERY

		6

		60

		3120



		LITTLE MOOR SURGERY

		6

		60

		3120



		EASTHOLME SURGERY

		6

		60

		3120



		WOODLEY HEALTH CENTRE 2

		6

		60

		3120



		BRACONDALE MEDICAL CENTRE

		6

		60

		3120



		SPRINGFIELD SURGERY

		6

		60

		3120



		THE ARCHWAYS SURGERY

		6

		60

		3120



		SOUTH REDDISH MEDICAL CTR 1

		6

		60

		3120



		ALVANLEY FAMILY PRACTICE

		6

		60

		3120



		BRINNINGTON HEALTH CENTRE 1

		6

		60

		3120



		CALE GREEN SURGERY

		6

		60

		3120



		BRINNINGTON HEALTH CENTRE 2

		6

		60

		3120



		ADSWOOD ROAD SURGERY

		6

		60

		3120



		LOWFIELD SURGERY

		6

		60

		3120



		THE GUYWOOD PRACTICE

		6

		60

		3120



		SOUTH REDDISH MEDICAL CTR 2

		6

		60

		3120



		WOODLEY HEALTH CENTRE 1

		3

		30

		1560



		HOULDSWORTH MEDICAL CTR

		3

		30

		1560



		HEATON NORRIS HEALTH CTR. 2

		3

		30

		1560



		SHAW VILLA MEDICAL CENTRE

		3

		30

		1560



		BENTS LANE MEDICAL CENTRE

		3

		30

		1560



		THE SURGERY 1

		3

		30

		1560



		THE SURGERY 3

		3

		30

		1560



		HAIDER MEDICAL CENTRE

		3

		30

		1560



		THE ALVANLEY MEDICAL CTR

		3

		30

		1560



		DR H LLOYD'S PRACTICE

		3

		30

		1560



		VERNON PARK SURGERY

		3

		30

		1560



		Total

		378

		3780

		    196,560 










Appendix 3



		Equality Impact Assessment 

		[image: ]



		
1.

		Name of the Strategy / Policy / Service / Project

		Referral Management project



		2.

		Champion / Responsible Lead

		Dr Cath Briggs / Roger Roberts



		3.

		What are the main aims?

		This project aims to improve referrals in General Practice by encouraging peer review both within and between practices in the Stockport area. As a result, the project should:

· reduce unnecessary outpatient activity by 8% over three years 

· and stem increases in elective admission activity.





		4.

		List the main activities of the project:

		· Prospective peer review of elective referrals within the practice

· Retrospective peer review of elective referrals between practices

· Expert peer review  

· Introduction of practice-based referral coordinators





		5.

		What are the intended outcomes?

		Patients will receive the most appropriate care, in the most appropriate place, with a reduction of unnecessary referrals over the next 3 years.





		IMPACT ON SERVICE USERS



		6.

		Who currently uses this service?

		Any patients requiring elective referral registered with a Stockport GP practice.





		7.

		Are there any clear gaps in access to this service? (e.g. low access by ethnic minority groups)

		We are currently seeing a number of avoidable referrals, which will be addressed through peer review.



		8.

		Are there currently any barriers to certain groups accessing this service? (e.g. no disabled parking / canteen doesn’t offer Kosher food / no hearing loop)

		We want to ensure that, where clinically appropriate, care is delivered within the primary care setting, closer to the patient’s home, avoiding unnecessary trips to hospital which can be difficult in particular for older people, those with restricted mobility and carers.





		9.

		How will this project change the service NHS Stockport offers? 

(is it likely to cut any services?)

		This project will change processes to improve the quality of clinical referrals and reduce unnecessary surgery or treatment.

 



		10.

		If you are going to cut any services, who currently uses those services? (Will any equality group be more likely to lose their existing services?)

		Where clinically appropriate, the project will reduce the number of outpatient appointments taking place in secondary care. Any patient requiring elective treatment for clinical reasons will continue to receive this service.



		11.

		If you are creating any new services, who most likely to benefit from them? (Will any equality group be more ore less likely to benefit from the changes?)

		Not applicable



		12.

		How will you communicate the changes to your service?  

(What communications methods will you use to ensure this message reaches all community groups?)

		Patients should see no change as this is more around how GP practices manage their referrals. Practices will continue to ensure they communicate clearly to patients in an appropriate format.



		13.

		What have the public and patients said about the proposed changes? (Is this project responding to local needs?)

		Over the past year the CCG has undertaken a wide range of patient and public engagement around its strategic plans. From the feedback that was provided it was evident that people wanted to receive care closer to home. Further, patients with multiple long-term conditions highlighted the difficulty of managing multiple appointments with different specialists and services and expressed a desire to receive a more integrated approach to healthcare. This project will help reduce any unnecessary elective referrals.





		14.

		Is this plan likely to have a different impact on any protected group?  (Can you justify this differential impact? If not, what actions will you add into the plan to mitigate any negative impacts on equality groups?)

		IMPACT

		MITIGATION



		

		Age

		The service is likely to have a greater impact on older patients, given the higher rate of health conditions among this group

		The impact of the new provision will be a positive improvement for this protected group under equality law and, as such is objectively justifiable.



		

		Carers

		Reducing the number of hospital attendances will have a positive impact on carers.

		This positive impact is objectively justifiable as it addresses an existing need and helps to reduce the negative associative impact of the current system on carers.



		

		Disability

		In general, people with disabilities or long-term conditions are more likely to use healthcare services and, as such, more likely to be impacted by this change.

		Delivering services closer to home, delivering a more proactive service which aims to reduce escalation of conditions, and reducing unnecessary hospital admissions for a protected group represents a positive impact for a protected group



		

		Gender Reassignment

		

		



		

		Marriage / Civil Partnership

		

		



		

		Pregnancy & Maternity

		

		



		

		Race

		Potential differential impact on patients with limited English. 

		We have an interpreter service available for people with additional communication needs and the GP practices have a database of a patient’s first language.



		

		Religion & Belief

		

		



		

		Sex

		

		



		

		Sexual Orientation

		

		



		IMPACT ON STAFF



		15.

		How many staff work for the current service? 

		There are currently 50 GP Practices in Stockport, employing around 180 GPs.





		16.

		What is the potential impact on these employees? (including potential redundancies, role changes, reduced hours, changes in terms and conditions, locality moves)

		Some practice staff will be offered the opportunity to work hours additional to their contracted ones to act as practice-based Referral Coordinators. This opportunity will be offered to all based on patient needs within the practice and skills - regardless of protected characteristics of employees.







		17.

		Is the potential impact on staff likely to be felt more by any protected group? If so, can you justify this difference? If not, what actions have you put in place to reduce the differential impact?

		IMPACT

		MITIGATION



		

		Age

		Opportunity to work additional hours will be offered regardless of protected characteristics of staff



		

		Carers

		



		

		Disability

		



		

		Gender Reassignment

		



		

		Marriage / Civil Partnership

		



		

		Pregnancy & Maternity

		



		

		Race

		



		

		Religion & Belief

		



		

		Sex

		



		

		Sexual Orientation

		



		18.

		What communication has been undertaken with staff?

		Practices and their staff have been involved in discussions through:

· CCG Launch

· Locality meetings

· Locality Chairs meetings

· Area Business team practice visits



		19.

		Do all affected workers have genuinely equal opportunities for retraining or redeployment?

		Not applicable



		IMPACT ON STAKEHOLDERS



		20.

		Who are the stakeholders for the service? 

		GP practices



		21.

		What is the potential impact on these stakeholders?

		GP practices will be required to undertake prospective peer review, participate in retrospective peer review in conjunction with other practices and expert peer review. Some practices already undertake prospective peer review whilst others don’t. This may mean a change in process for some practices. 



In addition participating practices will need to identify a member of staff who will work additional hours in the role of the practice based Referral Coordinator. However, this impact is mitigated by additional resources in Primary Care.



		22.

		What communication has been undertaken with stakeholders?

		This project has already been discussed in the CCG’s Annual Business Plan. This was shared and copies distributed to practices during the CCG launch. Discussions have also taken place at the Locality Chairs meetings and in some of the localities



		23.

		What support is being offered to frontline staff to communicate this message with service users / family / carers?

		· Area Business team support

· Locality Chairs support 

· Training programme for practice based Referral Coordinators



		24.

		How will you monitor the impact of this project on equality groups?

		· GP feedback on how it has changed their referral behaviour

· 1st Outpatient appointment data



		EIA SIGN OFF



		25.

		Your EIA should be sent to Head of Compliance for approval and publication:

angela.beagrie@nhsstockport.nhs.uk 0161 426 5610



		

		Date of EIA Approval:

		21st May 2013
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		Meeting Date: 12th June 2013

		Agenda Item No: 



		General Practice Capacity Development



		Summary: 

		This paper explains why the work associated with the attached business cases is not core general practice.  It also explains how they are linked to each other and to the other services currently being commissioned locally and nationally.  



		Link to Annual Business Plan:

		All three business cases are clearly identified as initiatives on the plan on a page.  Together they represent the first part of the general practice element of the activity required to deliver the strategic plan.  They cover the first 4 strategic aims.  Phase two will extend this to the fifth strategic aim.



		Action Required: 

		Members are asked to agree the recommended options for the three business cases put forward. 



		Potential Conflict of Interests

		There is a conflict of interest for any GP including those sat on the governing body.  To address this concern the three cases have individually been considered by the conflict of interest committee and the committee’s comments are shown in the cases.



		Clinical Exec Lead:

		Dr Catherine Briggs



		Presenter / Author:

		Roger Roberts



		Committees / Groups Consulted:

		Locality meetings and locality chairs meetings, conflict of interest committee, equality and diversity review and operational executive committee.







Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		

		Change in Financial Spend: Finance Section below completed 

		



		Page numbers 

		

		Service Changes: Public Consultation Plans Reported in Document 

		



		Paragraph numbers in place

		

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		



		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

		



		

		

		Any form of change: Risk Assessment Completed and included 

		



		

		

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

		







General Practice Capacity



1. Purpose



1.1. This paper introduces three complimentary business cases that support general practice to deliver the strategic plan outcomes.  The work is additional to the core GP contract.  The paper places the work in the three business cases into the context of recent changes to the General Medical Services (GMS) contract and other CCG developments.



1.2. Members are asked to consider and agree the business cases.  They have been considered for conflict of interest and equality and diversity impacts as indicated in the papers.  The financial resource for all cases is defined in the annual financial plan and finance colleagues have developed the detail within the cases.





2. 	Context



2.1. Stockport is in line with NHS England’s national view and Greater Manchester’s Healthier Together project.  These agree that to achieve significant improvement in care and reduction in cost, it is important to increase the care provided earlier in the course of disease thus removing activity from hospital.  In order to move more activity into the community and increase in capacity is required.  Development in general practice is required prior to disinvestment from the hospital which is partially protected this year by a capped contract.  The hospital disinvestment will come in the next contracting round based on the success of this intervention.  



2.2. The CCG does not hold the GMS contract defined nationally.  The role of general practice has developed over the last 10years to be reactive and looking after people who are, or perceive themselves to be, ill (See appendix 1).  The more proactive element of the GP contract is the Quality and Outcomes Framework (QOF) introduced in 2004.  These business cases seek to outline why each element is over and above usual general practice.     



2.3. It is anticipated that this is the first phase of a wider investment in community based services and although in the strategic plan this is currently partially funded non-recurrently funding for two of the three business cases will become recurrent once proven effective.  The Additional Primary Care Capacity case is not recurrent in this form.  The CCG would be liable for any redundancy costs should the services be withdrawn.













3. 	Background / Introduction



3.1. Care Planning

One of the key strands of activity that require the coordination of the different elements of the system is care planning.  There are a number of schemes all supporting the development of care plans which  must coordinate with each other and the GMS contract namely;  

· Risk profiling Directed Enhanced Service (DES)

· Enhanced Primary Care Framework (EPCF)

· Additional Primary Care Capacity

· One Service



3.1.1 The aim of care planning is to redress the balance of work in general practice.  The contractual mechanisms introduced in the Quality and Outcomes Framework (QOF) encouraged the systematic management of medical conditions and has significantly improved this element of care.  This changed the focus from the patient to the management of a disease.  The care plan aims to pull together all the elements for good disease management into a plan for that person.  



3.1.2 The risk profiling data currently available identifies the following population split.



		Very High Risk

		1071



		High Risk

		3132



		Moderate Risk

		11462



		Low Risk

		150112







3.1.3	This is not the full Stockport population and there are many people who have had no or little interaction with the NHS and therefore there is no data relating to them to calculate a risk.



3.1.4 The aim of the CCG would be to have full care plans in place for all very high, high and at least the top half of the moderate risk population.  This would total approximately 10,000 people.  The funding available will support approximately 3,000 so is only a first step toward this goal.





3.2	Risk Profiling Directed Enhanced Service (DES)

This DES was issued for the first time in 2013/14.  It askes CCGs on behalf of NHS England to provide, four times a year, a stratified list of their practice population with those at highest risk of hospital admission at the top of the list.  The practice is asked to review the list and, with a multidisciplinary team, identify patients they think they are most able to help.  For these people they should ‘coordinate with other professionals the care management of those patients who would benefit from more active case management’. Locally this has been defined as developing a care plan.







3.3	Enhanced Primary Care Framework

The enhanced primary care framework has a number of elements and one is a further opportunity it to extend the number of care plans that can be developed for both adults and children particularly with asthma.



3.4	Additional Primary Care Capacity

This scheme was established locally prior to the above DES and encourages practices to look further at the risk stratified list and establish their housebound list of patients and those in residential accommodation.  From this list to visit these people and develop management plans for their care including an agreed review process.



3.5	The Stockport One Service

This service will support the most complex patients that require medical, therapy and social support.  The basis of this care will be a care plan.  It is essential that this plan is the same.  The plan developed by the practice must therefore support a potential move into the one service.  The group of people identified for the One Service and those for care planning in these business cases are similar.  Care planning in practice will be the initial plan development providing the medical input and support to the patient and will identify those patients who require the additional support of the integrated team.  



3.5.1 Where there is CHC involvement the development of a care plan will also be helpful and support the assessment of the person and the placement supporting them.



4 Care Plan Coordination



4.1	The DES requires the review of the practice risk profile list.  There will be in this list some patients who can‘t be prevented from attending hospital and others for example a complex surgical case that required a significant follow up that is now complete and is therefore spurious for the future.  For this reason the list is considered to be about 70% accurate in its prediction.



4.2	To coordinate the above services this list will form the basis of patient selection.  The top group of patients will be selected and supported through funding from the DES. The next group down the list will be supported either through the Enhanced Primary Care Framework (EPCF), if mobile and able to attend the surgery or the Additional Primary Care Capacity service where they are housebound or resident in a care home. In addition any children with asthma will be supported under the EPCF.  



4.3	The aim is to have a single care plan format that is placed on the clinical system and coded.  In this way the plan will be available to the ‘out of hours’ service and the hospital as well as primary care.  



4.4	It is anticipated that the service can support approximately 3,000 care plans in the three elements of service described above.  This is approximately the number of patients in the high risk category.  If practices are allowed to select within the stratification list then it is possible that this will support patients in the very high, high and the top of the moderate risk groups.



4.5	By using the same plan the initial care plan developed by the practice to identify that the patient requires a wider support team. The practice will be able to refer them into the One Service and, with the agreement of the patient, transfer the core care plan to be developed by the wider membership of the One Service team.  



5 Referral Management Coordination 



5.1	Referral management is also covered in part by the GMS contract within the QOF Quality and Productivity indicators.



5.2	The referral management business case details three levels of referral review.  The main element of resource is the team of referral coordinators to ensure that referrals are appropriate, complete and following the correct pathways.  There are elements of this work in the Quality and Outcomes Framework (QOF) where this review is focused on specific discreet areas;

· Lower Urinary Tract symptoms in men

· Effective Use of Resource procedure review

· Dyspepsia management



5.3	The business case does not support with any additional funding the review of referrals in practice but does support the inter practice and expert review of referrals.  The elements QOF are also very restricted and will not deliver the level of change required.  For this reason the additional resource is provided to widen the scope of the referral review required and to add further elements to the way in which it is managed.  



6 	Resources/Investments



6.1	The finances are described in each of the attached cases.  The arrangements for care planning will be similar across the different schemes.



6.2	The DES pays 74p per patient on the total practice list.  It is up to the CCG to agree the rate for payment to the practice.  The local view is that a patient will require on average half a day per year to develop the care plan and then review and manage it.  This may be an hour to establish the plan with the patient and/or carers obtaining wider team views as required and then setting up the agreed support services – e.g. DN referral, SW referral or make contact with AGE UK, Flag etc.  There is then further time for follow up to review and manage the plan.  Some of this may be delegated to a nurse or other member of the team depending upon the care required.  The rate for a ½ day GP is approximately £250 plus on costs at 25% giving a total of £320 per patient.  It is therefore proposed to make this consistent across all three elements above. 



7 	Equality and Diversity



7.1	An equality impact assessment has been undertaken as part of the business cases and is detailed separately as part of each case.



8 	Risks



8.1	Risks are detailed in each case.  One common risk that is currently unresolved relates to the use of the Stockport Health Record.  This will support risk profiling of the practice population and extraction of data patient level data for payment.  There is a risk that the legal ability for a CCG to obtain patient identifiable data may be lost.



9 	Recommendations



9.1	Members are asked to support;

· the Enhanced Primary care Framework business case Option 1 to provide the resource to general practice to take on the additional activity required in the specification.

· the Additional Primary Care Capacity business case Option 4 that encourages practice to review and improve the model of care for housebound and care home patients  

· the Referral management business case Option 4 that will give practices the capacity to provide internal, inter-practice and with specialists the ability to give additional scrutiny to referrals made to the hospital.





Roger Roberts  							05 June 2013




Appendix 1 -GMS Contract 



PART 7



ESSENTIAL SERVICES

1. [bookmark: _Ref55641337]The Contractor must provide the services described in clauses 47 to 52 (essential services) at such times, within core hours, as are appropriate to meet the reasonable needs of its patients, and to have in place arrangements for its patients to access such services throughout the core hours in case of emergency[footnoteRef:1]. [1:  This clause is also required by regulation 20 of the Regulations.] 


[bookmark: _Ref57516521][bookmark: _Ref55024948]

2. [bookmark: _Ref57798007]The Contractor must provide-

2.1. [bookmark: _Ref57517379] services required for the management of the Contractor’s registered patients and temporary residents who are, or believe themselves to be-

2.1.1.1. ill with conditions from which recovery is generally expected;

2.1.1.2. terminally ill; or

2.1.1.3. suffering from chronic disease

delivered in the manner determined by the practice in discussion with the patient;



2.2. appropriate ongoing treatment and care to all registered patients and temporary residents taking account of their specific needs including-

2.2.1. the provision of advice in connection with the patient’s health, including relevant health promotion advice; and

2.2.2. the referral of the patient for other services under the Act; 



and



2.3. [bookmark: _Ref57798611]primary medical services required in core hours for the immediately necessary treatment of any person to whom the Contractor has been requested to provide treatment owing to an accident or emergency at any place in its practice area.



3. [bookmark: _Ref55024738]For the purposes of clause 47.1, “management” includes-

3.1. offering a consultation and, where appropriate, physical examination for the purpose of identifying the need, if any, for treatment or further investigation; and

3.2. the making available of such treatment or further investigation as is necessary and appropriate,  including the referral of the patient for other services under the Act and liaison with other health care professionals involved in the patient’s treatment and care.



4. [bookmark: _Ref55025772]For the purposes of clause 47.3, “emergency” includes any medical emergency whether or not related to services provided under the Contract.



5. [bookmark: _Ref58149072] The Contractor must provide primary medical services required in core hours for the immediately necessary treatment of any person falling within clause 51 who requests such treatment, for the period specified in clause 52.



6. [bookmark: _Ref57517652]A person falls within this clause if he is a person-

6.1. [bookmark: _Ref55025812]whose application for inclusion in the Contractor’s list of patients has been refused in accordance with clauses 181 to 184 and who is not registered with another provider of essential services (or their equivalent)  in the area of the PCT;

6.2. [bookmark: _Ref55025907]whose application for acceptance as a temporary resident has been rejected under clauses 181 to 184; or 

6.3. [bookmark: _Ref55025939]who is present in the Contractor’s practice area for less than 24 hours. 



7. [bookmark: _Ref55025788]The period referred to in clause  50  is-

7.1. [bookmark: _GoBack]in the case of clause 51.1, 14 days beginning with the date on which that person’s application was refused or until that person has been registered elsewhere for the provision of essential services (or their equivalent), whichever occurs first; 

7.2. in the case of clause 51.2, 14 days beginning with the date on which that person’s application was rejected or until that person has been subsequently accepted elsewhere as a temporary resident, whichever occurs first; and 

7.3. in the case of clause 51.3, 24 hours or such shorter period as the person is present in the Contractor’s practice area.



Version 1 August 2011
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		Business Case Title



		Executive Director Lead:

		Dr Cath Briggs



		Director Lead:

		Roger Roberts



		Other Contributors:

		LMC Paul Stevens, Locality Chairs



		Contact Number:

		4231



		

		

		



		Process

		Date

		Version 



		First Time At Operational Executive Committee

		22/5/13

		



		Discussion at Locality Committees (if relevant)

		24/4/13

		V2



		Conflict of Interest & Procurement Committee 

		21/5/13

		V3



		Final Time At Operational Executive Committee

		

		



		Date to Governing Body 

		

		



		Date Approved 

		

		














Advice of Conflict of Interest and Procurement Panel 



Enhanced Primary Care Business Case

21st May 2013



		Procurement 



		Proposed Procurement Option 

Option 1





		Recommendation of Panel 

Option 1 is supported as being in line with the Monitor procurement guidance which is currently out for consultation





		Rationale for Recommendation 

· The proposal effectively requires GP’s to undertake work they already undertake but with changes to process and improvements in management that will require additional capacity. 

· Separating out this process via procurement would fragment the work and run counter to the integration and continuity of care.





		Action Taken in Response (to be completed by manager before submission to Governing Body) 



None required 









		Conflict of Interest 



		Nature of Potential Conflict

The businesses of all GP Members of the Governing would be in a position to access their proportion of the funding resource to carry out this work.  

 



		Advice to Chair

The interest should be declared

All members should stay for discussion and be allowed to vote 

The details of how each person voted and their interest should be recorded in the minutes 





		Rationale for Recommendation 

By voting in a public meeting the conflict and decision is more transparent and therefore members will be more likely to ensure decision is good value. 

The business case has already been reviewed by the independent conflict of Interest and procurement panel with only 1 GP.

The business case will have to go for final approval to the NHS England Local Area Team 









Panel Membership: John Greenough, Terry Dafter, Gary Jones, Mark Chidgey, Terry Dafter, Paul Pallister, Dr Cath Briggs. 


Enhanced Primary Care - Business Case 



May 2013



1. Strategic Fit



1.1 What are the objectives for the project? 



Working with the other programmes to:

 

· reduce the unplanned hospital admissions for chronic ACS conditions 

· reduce the number of ED attendances 

· increase the number of people feeling supported to manage their condition 

· reduce the number of children admitted unplanned for asthma, diabetes and epilepsy

· continue to keep prescribing spend below inflation

· to reduce the incidence of healthcare associate infections (C Diff)



A full description of how this proposal fits with the strategic plan can be seen in the table in appendix 1.



1.2 Why do we need to invest or disinvest?



Stockport is in line with NHS England’s national view and Greater Manchester’s Healthier Together project.  These agree that to achieve significant improvement in care and reduction in cost, it is important to increase the care provided earlier in the course of disease thus removing activity from hospital.  In order to move more activity into the community and increase in capacity is required.  Development in general practice is required prior to disinvestment from the hospital which is partially protected this year by a capped contract.  The hospital disinvestment will come in the next contracting round based on the success of this intervention.  



The CCG does not hold the GMS contract which is defined nationally.  The role of general practice has developed over the last 10years to be reactive and look after people who are, or perceive themselves to be, ill.  The more proactive element of the GP contract is the Quality and Outcomes Framework (QOF) introduced in 2004.  These business cases seek to outline why each element is over and above usual general practice.   



1.3 Which Strategic Aim will it contribute to and how? 

This business case relates to the first 4 strategic aims of the CCG (see Appendix 1).  It is being developed to enhance the services that primary care can currently provide within practices to best support people to avoid being admitted to hospital. In addition it will help to maintain and improve further a high quality and cost effective medicines system for patients. It will maintain our current excellent performance in flu vaccination and encourage GP practices to participate in the identification of patients who are at high risk of C-Difficile and heart failure, in order to minimise risk and take part in an audit relating to the same.





2. Options Appraisal 



The Service 

There are a range of indicators shown in Appendix 1, which demonstrates how these relate to the strategic aims.  For each indicator there is a target to achieve and payment threshold established to encourage achievement to be stretched as far as any individual practice can take it.  



The key elements of the work are grouped below under the headings of 

· Care planning and care management 

· Access

· Optimising Existing Care 



Care Planning and management

In tandem with another business case and a national scheme this proposal makes care planning a key element of the changes to care in this financial year.  Nationally a new Directed Enhanced Service (DES) for risk profiling and care management has been issued for the first time this year.  The national view is therefore that this is not currently core general practice.  



Care planning will be seen in the long term conditions part of the scheme and again in the children’s section.  The aim of care planning is to redress the balance of work in general practice.  The contractual mechanisms introduced in the QOF encouraged the systematic management of conditions and has significantly improved this element of care.  The balance has however moved from a patient focus.  The care plan aims to pull together all the elements for good condition management into a plan for that individual.  



Access

One of the areas with the highest level of investment is access to a GP for acutely ill children on the day.  There is currently a perception in the public that it is difficult to get to see a GP and that a sick child will be seen sooner at ED.  There are various arrangements in place in the 50 practices in Stockport and this element of the scheme aims to make this more uniform and therefore easier to advertise to families.  By doing this families would know what the system is and have clear criteria for urgent access.  In addition there must be capacity for the practice to follow up any children that require it up to four hours later.  This follow up is different from routine general practice and provides a higher level of care.  In this way it is intended to avoid hospital admissions for those children whose conditions resolve quickly or do not progress further. 



Care is required to manage this element of service as there cannot be urgent appointments for less urgent conditions like verrucae.  The resource is therefore to increase capacity for this work and to develop a system that can be advertised to parents across Stockport.  Work will also be undertaken with the hospital to ensure that they reinforce that message to parents who turn up in ED.





Optimum Existing Care 

In a number of ways optimum management is supported through this scheme focusing on a number of areas which are:

· Maintaining good prescribing practice and thus supporting practices with the time to stand back from routine practice and review their prescribing in specific areas and make appropriate changes.  This was in QOF until this year and is being replicated in many CCGs across the UK to ensure that prescribing work does not slip back and become a financial pressure once more.



· End of Life Care good practice suggests that the management of these patients should include a review with the wider health care team at least at intervals of alternate months to ensure that everything is being done and delivered appropriately.  It is also required that where there are care plans in place, that, with the agreement of the individual, they are put on the electronic system and shared with all the professionals supporting that person.  Following a death cases should be reviewed and any lessons for the future learned.  This is time consuming and over and above current practice therefore it is supported with the resource provided by this proposal.



· Excellent management of dementia includes twice yearly review.  The QOF supports an annual review.  This scheme provides resource to make these 6 monthly.



There is also support for audit work in two areas to promote good practice.  



· Audit One supports a reduction in health care associated infection through review of antibiotic prescribing.  It builds upon work last year and focuses on the difficult area of recurrent urinary tract infection that can lead to long-term antibiotic use and an increased risk of C-Difficile infection.  New guidance has been developed jointly by local urology specialists and microbiology experts and support is available from the hospital microbiology team to support the review of these patients.  The opportunity will be taken by the microbiology team working with the practices to take a wide view of antibiotic use alongside this focused work.



· Audit Two identifies those patients with heart failure and encourages their review to ensure treatment has been optimised.  In many situations they are on the correct medication but this has not been followed up to ensure that this is at the maximum tolerated dose.  This audit therefore will assist in the optimisation of the treatment of this group of patients.  Heart failure is one of the key ambulatory care conditions causing hospital admissions.









Option 1



Description of solution 

The service will be offered to all practices who will be encouraged to implement all elements of the service.  The UK General practice system is envied by the world and general practice in Stockport performs well in the UK system.  This option builds upon the existing relationships between doctor and patient that are key to general practice and valued by patients and uses the building, staffing, IT and process infrastructure within general practice.  The way the service is offered uses the existing structure of the General Medical Services (GMS) contract Quality and Outcomes Framework (QOF) that is known and understood by practices.  



Benefits 

The benefits of this way of delivering the service are that it:

· Integrates with other developments and services

· Additional primary care capacity

· National DES for risk profiling

· A number of enhanced services

· The existing QOF indicators 

· Stockport One Service

· CHC assessment

· Builds upon the patient data and records held in general practice

· Builds upon the relationships already in place with many patients   

· Uses the already existing infrastructure of general practice, buildings, recording systems, staff etc.



Costs 

The total payment to practices through this proposal in a full year would be £960,000.  The budget is £835,000.  The budget is 15% (£125,000) less than the cost of the scheme and assumes that the scheme will not be fully achieved at 100% levels in all practices.  This mirrors the approach that is taken with the CQIN targets set for the hospital.



Management of the scheme will be within the remit of the general practice development team and assessment of achievement will be managed by the CSU through the Stockport Health Record with payment made through the CCG finance team.  There are therefore no procurement costs and no additional implementation costs.
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Financial Analysis



		

		Budget

		 

		 

		 

		 

		 



		

		 

		Recurrent

		 

		Non Recurrent

		Total

		Assumptions / Comments



		

		Strategic Aim 1

		 £                  332,000 

		 

		 £          232,000 

		 £       564,000 

		 



		

		Strategic Aim 3

		 £                              -   

		 

		 £          200,000 

		 £       200,000 

		 



		

		Dementia LES

		 £                    71,916 

		 

		 

		 £         71,916 

		* amount confirmed with N Alkemeda



		

		 

		 

		 

		 

		 £       835,916 

		Total available funding 2013-14



		

		 

		 

		 

		 

		 

		 



		

		 

		 

		 

		 

		 £       960,000 

		Total funding required assuming 100% achievement of targets by all GP practices



		

		 

		 

		

		 

		 

		 



		

		Phase 1 of scheme 

		total points 

		30

		64

		 £  375,000.00 

		June to March 14



		

		 

		 

		 

		 

		 

		 



		

		Phase 2 of scheme

		total points

		34

		 

		 £  255,000.00 

		October 13 to September 14



		

		 

		 

		 

		 

		 

		 



		

		Total cost 2013/14

		 

		 

		 

		 £       630,000 

		6 months of phase 2 and 10 months of phase 1 cost



		

		Minimum underspend 2013/14

		 

		 

		 

		-£       205,916 

		Assumes that all GP practices fully achieve all targets



		

		 

		 

		 

		 

		 

		 



		

		Total cost 14/15

		 

		 

		 

		 £       960,000 

		Potential full year cost of scheme 



		

		Short fall in 14/15

		 

		 

		 

		 £       125,000 

		Potential overspend 



		

		

		

		

		%over spend allowance

		15%

		



		

		

		

		

		

		

		





Financial breakdown for the individual indicators is shown in Appendix 3

	Assumptions

1	The above proposal is funded from earmarked funds in line with Strategic Aims 1 & 2 both on a recurrent and non recurrent basis (£332k & £232k)

2	The above proposal is further supported by £71,913 to be transferred from Dementia LES and earmarked funds of £200k in line with Strategic Aim 3

3	Payments to GP Practices are based on £300 per point (a maximum of 64 points per practice) for the 50 GP practices in the Stockport area.

4	Phase 1 of the scheme is assumed to commence June 2013 and phase 2 will commence October 2013. Costs incurred during financial year 2013-14 will therefore be part year effect. 

5	Full year effect of costs will be incurred 2014-15 onwards.

6	Based on previous experience there will be a small number of practices that are unwilling or unable to participate in the scheme and there has never been 100% achievement of prescribing or influenza targets.  It is therefore considered to be appropriate to assume a maximum 85% achievement.   									

Risks	

1	Total available funding is £835k, if all practices achieve 100% of predefined targets this would result in an over spend of £124,084

2	Need to ensure robust controls are in place to verify achievement of targets by all GP Practices. A clear audit trail and strict monitoring is therefore essential.

3	Difficult to measure financial benefits of the above investment proposal although it should result in reduced A&E / Hospital admissions which would result in financial savings.



Project Risks

There are a number of risks with this scheme and method of delivery and these are identified below with an associated mitigation plan.



		Risk

		Mitigation



		Lack of engagement from practices

		Scheme developed with GPs –a consultation draft has been circulated and LMC involved 

Promotion by the practice development team





		Cherry picking of indicators

		Scheme development with GP and LMC involvement

Monitoring via the health record by CSU and feedback of information to practice development team





		Quality of delivery

		On-going review of delivery during the year including peer review of care plans developed feedback from other members of the palliative care team, public health and prescribing team feedback.





		No real expansion in capacity

		Review of the wider performance of the practice to ensure that all activity is being delivered appropriately.





		Stockport Health Record (SHR)

		The principle management tool is the SHR.  CSU is being worked with to review their model of delivery as it appears that the SHR is across three teams, data management, data quality and IT. A clear arrangement for system management is required and is in development.  







		Payment Arrangements

		The financial arrangements must reflect the requirement to obtain additional capacity whilst still being based at the end of the year on achievement.  Monthly advance payments will be established with reconciliation at the year end.







Implementation challenges 

This scheme is complex and has already been modified in relation to the updated QOF and new DES for risk profiling and care management. Integration with other developments in the system is important for example care planning must link with the Stockport One Service and the new DES.  



Monitoring is the principle challenge.  The Data Quality team are identifying the READ codes required to record the scheme activity but the SHR is the principle tool for extraction of performance data and the management of this tool is still in discussion with the CSU.  Reports will be required for practices during the year and then the final report will be a key part of the payment schedule.  Monitoring data will also be obtained from the IMMForm, and ePACT systems and manual returns for the audits.



Summary

There are risks with there being 50 providers of this service across Stockport.  This solution does however build upon existing services, infrastructure and relationships.  The practices know and understand the format of this proposal and it has been developed with GPs in conjunction with the other activity proposed for primary care.  Patients will be comfortable for this activity to take place in general practice and would be surprised if some of it was delivered elsewhere.





Option 2



Description of solution 

The service establishes a set of measures that relate to all elements of the strategic plan.  As there are a number of elements in the overall plan this option proposes splitting them across different providers through a competition process.  Some of the providers may be general practice but there may be other providers for some elements or populations. The different sections would be put out to tender and the provision might look something like the profile in Appendix 2 



Benefits 

The benefit of a solution that has fewer providers is that there would be a reduction in complexity and improvement in uniformity of delivery for specific elements of the scheme.  It would be easier to ensure the quality of provision with a smaller number of providers.  Payment systems would be simpler with fewer places to pay. 



Costs

The costs would be as option 1.  In addition there would be the additional cost of the procurement exercise to put the elements of service out to tender, the assessment of the tenders and then award the contract.  The cost will be both financial and time thus delaying implementation.  It is not known if the budget for these services would be sufficient to attract providers to deliver the full range of activity at the quality required.  Patient acceptance may not be good if their care is fragmented and their information has to transfer around a range of other people.

Financial Analysis  

As option 1 with additional procurement costs 



Risks

		Risk

		Mitigation



		Fragmentation of activity to a number of different types of providers and complication of the patient journey 



		This is difficult to alter as the services would be provided by different teams and unless a single site and booking system could be arranged it is difficult to coordinate activity for the patient.



		Transfer of patient information and data



		IT systems would be required to facilitate transfer of information across multiple providers.  This is particularly important in care planning where baseline information in the patient GP record would be needed and the care plan recorded.  Additional specialist advice might be needed.  It would have to be clear how this was obtained and the plan would then need to be shared with the GP to ensure that other routine care was provided in the context of the plan.





		Consent to share information across multiple providers



		None of the above could be done without the consent of the patient and this would have to be obtained and clearly detail who would have access to what information.  The best source of this consent would be via the GP who may not be motivated to obtain it.





		Integration of services to ensure the overall service is effective



		A number of the elements of the service require integration with other services and this would have to be very carefully planned in the service specifications.



		Not all elements of the scheme attract a provider



		Each specification would have to be developed and circulated in an intention to tender type process to assess potential providers in advance of the full tender so that specifications can be adjusted 











Implementation challenges 

In addition to practical implementation procurement processes would have to take place. Implementation would be with multiple providers and potentially complex.  Monitoring this would be difficult as information systems to track progress would have to be developed.  Obtaining consent for this could be quite challenging given GPs might only be peripherally involved in delivery of these services.





Summary

This solution is possible but would require careful procurement and data sharing would not be easy.  The principle problem would be increase in the complexity of the patient journey.  





Option 3 

	

Description of solution 

The full range of solutions is offered out to general practice as option 1.  Under this option in addition there is the possibility that a practice may opt out of elements and these elements are then offered out for delivery by another practice.  In this way all elements are offered to all patients but some practices that may not be able or wish to offer all elements of the service are able to opt out.



Benefits 

The principle benefit is that all patients have access to all elements of the service as there are full services in place for all indicators.  This solution recognises the constraints that some practices might experience.



Costs

Costs should be similar to option 1.  In addition there may be some costs where the referring practice has to complete some preparation to allow the receiving practice to complete the work.



Financial Analysis  

As option 1 with some additional costs where activity transfers between practices.



Risks

The risks are as option 1 with the additional issue that there will need to be very good clear data transfer between the two practices working together where responsibility is transferred.  The practice not offering this element may well have to complete some work to allow the other practice to pick up that work.  Without additional resource this could be difficult to achieve.  If care plans were referred to another practice a new relationship would be required with the patient and the resultant plan would have to be known and understood in the referring practice. 



Implementation challenges 

A full return would be required from each practice to on their plan for implementation of each element of the service.  Then those elements not being offered would have to be put out to procurement to identify another practice to offer the service.



Summary

This is the ideal solution to support practices deliver the full service.  It does however not fully support the patient in their receipt of the service as they could be attending a range of different places for different elements of care.  Other services tying to support a patient in this position could find it difficult to coordinate with the full range of providers.  

3. Preferred Option 



3.1 Making the Case 

Option 1 is the preferred option 



This option is preferred as it builds upon; systems, relationships and services currently offered in general practice and has better data security as it involves less data transfer.  The main advantage however is the patient relates only to the practice they already know and has their baseline data. 



The investment is used in this solution to increase the capacity in the practice to deliver the full range of services and is in line with the strategic direction of the CCG.



3.2 Assumptions 

· Practices will support this way of delivering the service

· Achievement will be high 

· The Stockport Health Record will be the key tool to monitor the service.





4. Procurement & Conflict of Interests 



4.1 Procurement route of preferred option

The CCG has joined with the other GM CCGs to purchase a contractual framework designed by NHS solicitors.  This will then contain the above solution as a schedule.  It is anticipated that this will be varied as other services are purchased from general practice and provide the umbrella contract to which schedules can be added. 



4.2 Conflicts of interest of preferred option 

All GP members of the operational executive could be conflicted in the decision about this business case as they will also be providers under the chosen option.




5. Implementation Plan 



5.1 How will objectives be delivered?



		Objective 

		Delivery



		Detailed specification 

		The general practice development team with LMC and CSU data quality team are producing the technical guidance to define the indicators in detail.





		Monitoring arrangements 

		The general practice development team with LMC are working with the CSU and the prescribing teams to ensure that there are robust monitoring arrangements in place and data being fed back to practices on progress.







		Contract developed

		Procurement options are being discussed with the procurement team to ensure the correct model is used to contract for this work.





		Payment mechanisms 

		The general practice development team with LMC are working with the finance team to develop the payment process.





		Practices visited to discuss implementation

		The general practice development team will visit all practices to discuss implementation in the practice and where possible collect signatures of agreement.



		Sign up for service and data sharing  

		To be collected by post/email/fax and also on the visits to practice by the practice development team







5.2 Milestones and timescales



		Milestone 

		Timeline



		Business case agreed

		June 13



		Detailed specification issued

		1st July



		Monitoring arrangements issued

		1st July



		Contract issued

		1st July



		Payment mechanisms issued

		1st July



		Practices visited to discuss implementation

		July



		Sign up received to service and data sharing for monitoring

		31st July



		Feedback to practices established based on monitoring.

		31st September



		Monitoring starts monthly 

		September onwards









5.3 Performance Indicators



		Indicator



		Number of practices signed up



		Number of care plans established



		Number of practices coded as having at least one care plan



		Number of practices having coded one intervention in each READ Code monitored indicator (i.e. excluding audits etc.)







5.4 Investment and savings profiles

It will be assumed that practices are going to achieve 70% of the total allocation available to them this will be paid monthly in equal instalments  (this is in line with national QOF payment arrangements) There will be a review at 31st January 2014 (6 months) to estimate actual progress and correct payments at that time with an annual reconciliation at the end of June 2014.



Savings will be difficult to assess as the indicators here do not relate to any of the high level indicators alone and are part of a wider range of activity to achieve the required savings.  Allocating a proportion of the overall effect is difficult to establish.





5.5 Governance arrangements

The governance will be managed in a number of ways according to the type of work being undertaken.  



Care plans will be taken from the health record at random and reviewed by a peer GP to ensure that they are coherent complete and present a useful set of information for others who may need to use the plan.  In addition ED and Mastercall will be seeing the care plans and will provide feedback where plans are not helpful.



The Prescribing indicators will be measured through the prescribing data system ePACT and supported by the prescribing advisers.



The national immunisation data tool IMMForm will be used to monitor the Flu vaccination uptake and this will identify uptake in the three different groups.



Audits will have reporting tools that will require submission and the returns will be reviewed again by a peer GP if there are questions about the quality of the return submitted.



The majority of the indicators will be assessed using a set of agreed READ codes.  The CSU data quality team are developing these and considering where templates might be helpful in ensuring that there is good data quality.





5.6 Engagement & Consultation Plan 

Public engagement on the CCG’s strategic priorities revealed a strong desire for more services to be delivered from Primary Care. This project has developed as a result of high level public support.



The plans were then discussed in public at three Governing Body meetings, attended by a local Healthwatch representative and the chair of the Health & Wellbeing Board. 



GPs have already had a draft of the scheme for comment and this was discussed with them at the locality meeting.  LMC have been involved in the development of the support advice and information.  There has not been any specific public consultation although the care planning work has been consulted upon with the public through the One Service consultation and the strategic plan has been consulted upon in overall terms and all the indicators support the delivery of this plan.



5.7 Equality Impact Assessment 

[bookmark: _GoBack]As this is a new service that adds to the current service there are no negative impacts. There are a number of areas of positive impacts including increased support for the elderly, disabled and carers.  The full assessment is attached in appendix 4

 

5.8 Constraints

The finalised form of the Care Plan is required from the Stockport One Service so that the same information is being collected by all parts of the system.  In this way patients can pass from one element of the system to another without the need for reassessment; just agreement to share the current care plan with the next team.



The Stockport Health Record is required as the monitoring tool and this is in transition from PCT to CSU management.  This needs to be addressed and managed to produce monitoring data quite quickly.  



Currently the practice development team is one member of short and this limits the pace of the work that can driven forward within individual practices for this project to be fully implemented. 





5.9 Risks



		Risk

		Mitigation



		Poor practice engagement  

		Working with LMC to ensure appropriate plans and processes are in place to reduce this risk.



		Capacity in the practice development team

		Recruitment under way



		No early monitoring data 

		Working CSU to ensure processes are in place









5.10 Organisational Capacity

All investment under option 1 is for delivery of the new service.  Implementation will be the role of the general practice development team who will develop all supporting information and distribute this to practices.  They will also visit to agree implementation plans with the practices and how monitoring will take place so that early adoption is facilitated.



Monitoring information is required to support early delivery and ensure that all systems are working correctly and this will involve developing a relationship with an element of the CSU who will be managing the Stockport Health Record data tool.  Payment will be through the Stockport finance team.






Appendix 1



		Strategic Aim

		Strategic Outcomes



		Elements of Enhanced Primary Care Framework



		

1. Transform the experience and care of adults with long-term and complex conditions 



		

1.Reduce unplanned hospitalisation for Chronic ACS conditions &  for acute conditions not usually requiring hospital admission



2. Reduce adult A&E attendances 



3. Reduce all non-elective admissions (FFCE)



4. Increase proportion of people feeling  supported to manage their condition



5.  Reduce emergency readmissions within 30 days of discharge from hospital 



		

1.% of patients from the combined PARR stratification tool cohort for the practice  who have a care plan that is reviewed regularly and following hospital admission



2. % of patients with dementia who have received both a dementia annual review and a dementia monitoring review in the last 12 months



3. The practice holds monthly MDT review meetings for patients with palliative care needs (to include After Death Analysis / reflective practice)

% of patients with palliative care needs discussed at GP MDT meetings offered the opportunity and then consented (if they agree) for their key palliative care information to be uploaded on to Stockport EPaCCS







		

2. Improve the care of children and adolescents  with long-term conditions and mental health needs



		

6. Reduce unplanned hospitalisation for asthma, diabetes, epilepsy in < 19’s.



*7. Reduce emergency admissions for children with Lower Respiratory Tract infections 



8. Reduce paediatric A&E attendances 



		

1.The practice offers daily open access appointments for acutely ill children that are well advertised to patients



2. % of the identified cohort number for the practice of children with asthma under 19yrs old who have an annual care plan



3. % of <19s with diabetes and epilepsy who have had a notes review and / or a telephone review to ensure that they are under specialist care and attending





		

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



		

*9  Reduced outpatient activity  (GP referred & Follow up)



10.  Continue to keep levels of prescribing spend below inflation



*11  Reduce elective admission  activity (FFCE)



		

1.Practice staff attend a meeting with their prescribing adviser to agree 3 nominated prescribing target areas 



2. The practice achieves above the minimum target for prescribing target area 1



3. The practice achieves above the minimum target for prescribing target area 2



4. The practice achieves above the minimum target for prescribing target area 3





		


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



		

12. Reduce incidence of healthcare associated infections 



*13. Full compliance with NHS constitution requirements  & Improvement in Friends & Family Test  and Primary Care & Hospital Surveys 



		

1.The practice provides information / participates in audit (as specified by the CCG) 2013/14 

- Heart failure medication 

- C Diff



2.% of at risk patients aged 6mths to 64 years who have received a flu vaccination



3. % of pregnant women who have received a flu vaccination



4.% of patients over 65 who have received a flu vaccination











*Light grey text indicated strategic outcomes that are not addressed by this proposal








Appendix 2



		Elements of Enhanced Primary Care Framework



		



Elements that might be provided by Out of Hours provider, NHS or Private consultant with community nurse support or Community Pharmacy



% of patients from the combined PARR stratification tool cohort for the practice  who have a care plan that is reviewed regularly and following a hospital admission



% of the identified cohort number for the practice of children with asthma under 19yrs old who have an annual care plan



% of <19s with diabetes and epilepsy who have had a notes review and / or a telephone review to ensure that they are under specialist care and attending



The practice offers daily open access appointments for acutely ill children that are well advertised to patients



% of at risk patients aged 6mths to 64 years who have received a flu vaccination



% of pregnant women who have received a flu vaccination



% of patients over 65 who have received a flu vaccination





		

Elements that could be delivered by specialist service



% of patients with dementia who have received both a dementia annual review and a dementia monitoring review in the last 12 months



The practice holds monthly MDT review meetings for patients with palliative care needs (to include After Death Analysis / reflective practice)

% of patients with palliative care needs discussed at GP MDT meetings offered the opportunity and then consented (if they agree) for their key palliative care information to be uploaded on to Stockport EPaCCS





		

Elements that would have to remain with general practice 



Practice staff attend a meeting with their prescribing adviser to agree 3 nominated prescribing target areas 



The practice achieves above the minimum target for prescribing target area 1



The practice achieves above the minimum target for prescribing target area 2



The practice achieves above the minimum target for prescribing target area 3



The practice provides information / participates in audit (as specified by the CCG) 2013/14	 

		- Heart failure medication 

		- C Diff





		

Elements that could be provided by 3rd sector.



% of eligible patients taking up a health check (in accordance with CCG guidelines)



The practice offers a smoking cessation service



The practice participates in a CCG prescribed audit related to the early identification of cancer  -  2013/14 Bowel Cancer Screening



% of 16-34yr olds and over 70s who have their alcohol status recorded









		Points

		Indicator

		Payment control

		Value



		10

		% of patients from the combined PARR stratification tool cohort for the practice  who have a care plan that is reviewed regularly and following hospital admission

		You will be notified of the number of patients for whom you can claim payment and this will depend upon the size of your practice.  The pay rate will be £320 per patient which includes all follow up time and on costs.  still important and will form the basis of the more complex plan developed with the wider team.  The requirement to provide a named contact for the care plan is passed on and the level of practice required follow up time will be reduced.  Evidence will be the READ code in the clinical system…………………………..

		 £           150,000 



		5

		% of patients with dementia who have received both a dementia annual review and a dementia monitoring review in the last 12 months

		Payment will require a minimum of 50% of people with dementia to have had the additional review.  Maximum payments will be achieved at 95%.   Evidence will be the READ code in the clinical system………………….

		 £             75,000 



		4

		The practice holds monthly MDT review meetings for patients with palliative care needs (to include After Death Analysis / reflective practice) % of patients with palliative care needs discussed at GP MDT meetings offered the opportunity and then consented (if they agree) for their key palliative care information to be uploaded on to Stockport EPaCCS

		This will be three points for the meetings and a further 1 point for uploading the agreed management plans.  To achieve payment 4 of the six meeting must have taken place and full payment will be achieved if all six are coded.   The additional point will be paid for one or more plans being uploaded.  Evidence READ code ………………for the meeting having taken place   Care plan up loaded on the EPaCCS system

		 £             60,000 



		15

		The practice offers daily open access appointments for acutely ill children that are well advertised to patients

		Evidence; 
• A clear pathway for the management of the calls including clinical triage or appointment agreed with patient ref group. 
• Review of the pathway and evidence of development based on feedback and use of the service at end December
• Evidence of advertising the arrangements to the practice population

		 £           225,000 



		Points

		Indicator

		Payment control

		 Value 



		4

		% of the identified cohort number for the practice of children with asthma under 19yrs old who have an annual care plan

		Payment will commence with 50% of the number of patients allocated to the practice having plans on the clinical record to achieve maximum payment 95%   Evidence READ code on the clinical system ………………….

		 £             60,000 



		2

		% of <19s with diabetes and epilepsy who have had a notes review and / or a telephone review to ensure that they are under specialist care and attending

		At least 50% of the patients in this group should have been contacted to commence payment and 95% for full payment.  Notes should display the name of the consultant leading this care.

Evidence READ code on the clinical system for review done ………………

		 £             30,000 



		1

		Practice staff attend a meeting with their prescribing adviser to agree 3 nominated prescribing target areas 



		Evidence; Signed agreed target list.



		 £             15,000 



		3

		The practice achieves above the minimum target for prescribing target area 1

		The first point will be paid at achievement of the minimum target and the remaining 2 paid prorata up to the stretch target level.

Evidence; data obtained from ePACT

		 £             45,000 



		3

		The practice achieves above the minimum target for prescribing target area 2

		The first point will be paid at achievement of the minimum target and the remaining 2 paid prorata up to the stretch target level.

Evidence; data obtained from ePACT

		 £             45,000 



		Points

		Indicator

		Payment control

		 Value 



		3

		The practice achieves above the minimum target for prescribing target area 3

		The first point will be paid at achievement of the minimum target and the remaining 2 paid prorata up to the stretch target level.

Evidence; data obtained from ePACT

		 £             45,000 



		5

		The practice provides information / participates in audit (as specified by the CCG) 2013/14  –  Heart failure medication  &  - C Diff

		C Diff audit will be 2 point for 8 of the 9 submitted monthly returns and 1 point for the PPI audit at year end.  HF audit will be 2 points for three of the four audits completed that show a decrease in the numbers of people at min doses over the year.

Evidence; returned audit sheets.  

		 £             75,000 



		2

		% of at risk patients aged 6mths to 64 years who have received a flu vaccination

		75% is the CMO target as this was achieved and exceeded in many practices in 2011/12 the minimum threshold for payment will be 60% and the maximum 80%  Evidence from ImmForm data

		 £             30,000 



		2

		% of pregnant women who have received a flu vaccination

		75%Is the CMO target as this was achieved and exceeded in many practices in 2011/12 the minimum threshold for payment will be 60% and the maximum 80%  Evidence from ImmForm data

		 £             30,000 



		2

		% of patients over 65 who have received a flu vaccination

		75%Is the CMO target as this was achieved and exceeded in many practices in 2011/12 the minimum threshold for payment will be 60% and the maximum 80%  Evidence from ImmForm data

		 £             30,000 



		61

		 

		 

		 £          915,000 



		

		Flu vaccine clinically indicated but not CMO groups based on 12/13 levels

		40,000



		 

		Total 

		 

		 £ 955,000 





Appendix 3



		Equality Impact Assessment 

		[image: ]



		
1.

		Name of the Strategy / Policy / Service / Project

		Enhanced Primary Care 





		2.

		Champion / Responsible Lead

		Dr Catherine Briggs and Roger Roberts





		3.

		What are the main aims?

		Increase the capacity of general practice to deliver a range of services closer to home for patients.



		4.

		List the main activities of the project:

		The Enhanced Primary Care project will support Stockport GP Practices to provide:

· care plans for patients with additional support needs that are reviewed regularly and following any hospital admissions

· annual reviews and monitoring for patients with dementia 

· monthly Multi-Disciplinary Team review meetings for patients with palliative care needs 

· an electronic record of key palliative care information through Stockport EPaCCS, where consent has been given by the patient

· daily open access appointments for acutely ill children that are well advertised to patients

· annual care plans for children (under 19 yrs) with asthma 

· review of notes and / or a telephone review for children (under 19) with diabetes and epilepsy to ensure that they are under specialist care and attending appointments

· 3 prescribing targets per Practice, agreed locally with prescribing advisers

· Audit of Heart failure medication and C Diff in each Practice

· Increased rate of flu vaccination for at-risk patients

· Increased rate of flu vaccination for pregnant women 

· Increased rate of flu vaccination for patients over 65





		5.

		What are the intended outcomes?

		To increase the care provided by general practice for Stockport registered people and reduce reliance on hospital services where not necessary for patients with complex care needs.





		IMPACT ON SERVICE USERS



		6.

		Who currently uses this service?

		Service not currently in place. Currently patients use existing GP services and resort to avoidable hospital admissions where there is a lack of Primary Care support.





		7.

		Are there any clear gaps in access to this service? (e.g. low access by ethnic minority groups)

		Currently there are a lot of people who have to attend hospital for care for which the need might be reduced by enhanced early proactive care or could be provided in the community avoiding hospital. This would particularly impact people with long-term conditions, older people and children.





		8.

		Are there currently any barriers to certain groups accessing this service? (e.g. no disabled parking / canteen doesn’t offer Kosher food / no hearing loop)

		Going to the hospital is difficult for people with disabilities and older people who may be less mobile of rely on carer support.  People with dementia may also become quite disorientated traveling to new places.



		9.

		How will this project change the service NHS Stockport offers? 

(is it likely to cut any services?)

		There will be additional services provided in general practice moving care nearer to the patient and providing it in a familiar setting with people they know and who know them.





		10.

		If you are going to cut any services, who currently uses those services? 

(Will any equality group be more likely to lose their existing services?)

		There are no cuts to service as a result of this work, though the number of unnecessary hospital admissions will hopefully be reduced as a result, offering a positive impact to older people, young children with long-term conditions, disabled people and their carers.



		11.

		If you are creating any new services, who most likely to benefit from them? (Will any equality group be more ore less likely to benefit from the changes?)

		As a number of these services relate to managing people who are more ill and at risk of going to hospital it is likely that the elderly, disabled people and people with dementia will be key recipients benefiting from this care.



		12.

		How will you communicate the changes to your service?  

(What communications methods will you use to ensure this message reaches all community groups?)

		Care will be provided through general practices and individual contacts with GPs or practice nurses.  Practices already record specific communications needs and, as such will ensure that information is provided in the optimum format, e.g. braille, audio format, another language etc.





		13.

		What have the public and patients said about the proposed changes? 

(Is this project responding to local needs?)

		The proposed service is part of the strategic plan that has been consulted upon widely with the public.  The effect of the service is to move care closer to where the person lives and coordinate that care for the individual reducing the need to travel etc. This responds directly to local requests for care to be provided closer to home.





		14.

		Is this plan likely to have a different impact on any protected group?  (Can you justify this differential impact? If not, what actions will you add into the plan to mitigate any negative impacts on equality groups?)

		IMPACT

		MITIGATION



		

		Age

		The service is likely to have a greater impact on older patients, given the higher rate of long-term conditions among this group, although specific actions will focus on supporting younger people with long-term conditions.

		The impact of the new provision will be a positive improvement for this protected group under equality law and, as such is objectively justifiable.



		

		Carers

		Improving care of patients with complex needs and reducing the number of hospital attendances will have a positive impact on carers.

		This positive impact is objectively justifiable as it addresses an existing need and helps to reduce the negative associative impact of the current system on carers.



		

		Disability

		In general, people with disabilities or long-term conditions are more likely to use healthcare services and, as such, more likely to be impacted by this change.

		Delivering services closer to home, delivering a more proactive service which aims to reduce escalation of conditions, and reducing unnecessary hospital admissions for a protected group represents a positive impact for a protected group



		

		Gender Reassignment

		N/A

		



		

		Marriage / Civil Partnership

		N/A

		



		

		Pregnancy & Maternity

		N/A

		



		

		Race

		Potential differential impact on patients with limited English. 

		We have an interpreter service available for people with additional communication needs and the GP practices have a database of a patient’s first language.



		

		Religion & Belief

		N/A

		



		

		Sex

		N/A

		



		

		Sexual Orientation

		N/A

		



		IMPACT ON STAFF



		15.

		How many staff work for the current service? 

		This service does not currently exist



		16.

		What is the potential impact on these employees? (including potential redundancies, role changes, reduced hours, changes in terms and conditions, locality moves)

		The intention of the scheme is to increase the workforce and capacity in primary care to deliver this work.



		17.

		Is the potential impact on staff likely to be felt more by any protected group? If so, can you justify this difference? If not, what actions have you put in place to reduce the differential impact?

		IMPACT

		MITIGATION



		

		Age

		The impact of the service on General Practice is dependent on the number of patients registered at a practice requiring additional support, not the protected characteristics of the staff involved.



Any resulting changes in staff would be managed under our employment policies, which safeguard against discrimination on the grounds of protected characteristics.





		

		Carers

		



		

		Disability

		



		

		Gender Reassignment

		



		

		Marriage / Civil Partnership

		



		

		Pregnancy & Maternity

		



		

		Race

		



		

		Religion & Belief

		



		

		Sex

		



		

		Sexual Orientation

		



		18.

		What communication has been undertaken with staff?

		Consultation drafts of the scheme have been shared with general practice and this was discussed with them at their locality meetings.





		19.

		Do all affected workers have genuinely equal opportunities for retraining or redeployment?

		Staff are not directly employed by the CCG, so we have no control over redeployment.  However, this project aims to offer opportunities, not take them away, within practices, which will be open to all.





		IMPACT ON STAKEHOLDERS



		20.

		Who are the stakeholders for the service? 

		Practices & Patients





		21.

		What is the potential impact on these stakeholders?

		It will increase the workload in General Practice, but this will be offset by the provision of additional funding to meet the demand.



Patients will see a positive impact, through increased capacity in Primary Care.





		22.

		What communication has been undertaken with stakeholders?

		Practices have seen consultation drafts and had the opportunity to discuss the scheme.  



General communications were undertaken with patients through engagement on the CCG’s plans. 





		23.

		What support is being offered to frontline staff to communicate this message with service users / family / carers?

		Training is to be offered for care planning and has been offered for support to patients with dementia.  The GP development team and locality chairs will be visiting member practices to ensure that the service is known about widely across Stockport.

   



		24.

		How will you monitor the impact of this project on equality groups?

		Feedback will be obtained from practices at locality meetings, Locality Chairs meetings and through the GP development team’s practice visits.



In addition, we will work with the public engagement team to gain feedback from those people who have been involved in the project within 12 months. 





		EIA SIGN OFF



		25.

		Your EIA should be sent to Head of Compliance for approval and publication:

angela.beagrie@nhs.net  0161 426 5610



		

		Date of EIA Approval:

		21st May 2013.
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Stockport Clinical Commissioning Group
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Stockport
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Stockport Clinical Commissioning Group will allow people to

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





	 	











This business case provides a rationale for the investment of creating additional primary care capacity across all localities in Stockport to support GPs in developing care plans for high risk patients. 

Additional Primary Care Capacity
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Advice of Conflict of Interest and Procurement Panel 

21st May 2013



		Procurement 



		Proposed Procurement Option 

Option 4



		Recommendation of Panel 

Option 4 is supported as being in line with the Monitor procurement guidance which is out for consultation



		Rationale for Recommendation 

· The proposal effectively requires GP’s to undertake at a much more intensive level work they already undertake in assessing need and establishing medical care plans. It is a payment for increased intensity. 

· Separating out this process via procurement would fragment the work and run counter to the integration and continuity of care.

· There is an absolute necessary link between the GP patient list and the work. Therefore, a model where GPs may subcontract would work because they still retain responsibility for the list, whereas the CCG procuring a supplier who then subcontracts an element of the process to each GP practice would not. 

· Option 4 supports better member engagement than option 3 and from a procurement position is within guidance. 



		Action Taken in Response (to be completed by manager before submission to Governing Body) 



None







		Conflict of Interest 



		Nature of Potential Conflict

The businesses of all GP Members of the Governing would be in a position to access their proportion of the funding resource to carry out this work.   



		Advice to Chair

The interest should be declared

All members should stay for discussion and be allowed to vote 

The details of how each person voted and their interest should be recorded in the minutes 



		Rationale for Recommendation 

By voting in a public meeting the conflict and decision is more transparent and therefore members will be more likely to ensure decision is good value. 

The business case has already been reviewed by the independent conflict of Interest and procurement panel with only 1 GP.

The business case will have to go for final approval to the NHS England Local Area Team 









Panel Membership: John Greenough, Terry Dafter, Gary Jones, Mark Chidgey, Paul Pallister, Dr Cath Briggs. 

Additional Primary Care Capacity



21 May 2013





1.     Strategic Fit

This business case provides a rationale for the investment and introduction of an enhanced primary care service across all GP localities in Stockport, if approved the money will be used in the following way:



· In excess of 1,600 patients in the Stockport locality, by 31 March 2014 to have received a thorough assessment by their GP which will lead to the development of a care plan. This care plan will include social care and self-management elements.

· To reduce the overall number of non-elective and A & E attendances by 2% by November 2014.

· To increase by 2% the proportion of patients across Stockport that feel supported to manage their medical conditions.

· To facilitate decision making and admission avoidance in those patients who have a tendency to attend the Emergency Department, especially when their condition could be managed equally as well, or better, in the community or within their own home.





1.2 	Why do we need to invest or disinvest?

Data has indicated that there are between 2,000 and 5,000 housebound patients (including those living in care homes) in Stockport (roughly 7-17 per 1,000 list size) in the over 65 age group.  Stockport GPs have identified this group of patients as being at high risk of unscheduled hospital admission. This is supported by research carried out by the Kings Fund in 2010. The paper entitled, Avoiding Hospital Admissions[footnoteRef:1] concluded that an effective way of reducing avoidable admissions would be for primary care providers to increase continuity of care that GPs provided, increase self-management among people with long-term conditions where there is evidence of benefit and consider closer integration of primary and social care. [1:  “Avoiding Hospital Admissions; What does the research evidence say?” – Sarah Purdy; The      
   Kings Fund; December 2010] 




The costs of unscheduled medical admissions at Stockport NHS Foundation Trust rose from £29,757,874 in 2011 to £33,060,612 in 2012. In financial terms this was an increase of 11%. This equated to an increase in admissions of 6.7%. This rate of increase in activity is unsustainable. 



The funding requested within this business case will provide up to 1,600 patients with comprehensive care plans that will reduce the risk of patients with complex medical conditions requiring a non-elective or emergency admission. 





Housebound Patients

Housebound patients often do not access medical or other services until late in the development of their condition. This can be the point at which they are admitted to hospital. Actively seeking out these vulnerable people could reduce admissions. This may require both health and social support for patients and possibly support for their carer(s). 



Care Home Patients

Care home patients are some of the most vulnerable patients whom may well be approaching the end of life and may be high users of care. The services to these patients are not well developed and are only commissioned at GMS level. This meets immediate needs but does not allow for the advanced planning that many of these patients require to better manage their care. There are a significant number of beds in some areas of Stockport and reduction in admissions from this group could be significant. 



Combination Care Home and Housebound Patients

As stated above there are significant numbers of care home bed in some areas of Stockport, meaning that in other areas there is less of a need to manage these patients. A combination model is therefore proposed to recognise the needs of different parts of Stockport. 





1.3  	Which Strategic Aim will it contribute to and how? 



The first strategic aim of Stockport CCG’s is to transform the experience and care of adults with long term and complex conditions. In doing this it is anticipated that we will reduce all non-elective and emergency admissions to hospital. One of the ways identified of achieving this aim is to create additional primary care capacity which will be able to underpin the One Service roll-out through GP input and targeted approaches to individuals who have complex medical conditions.    



There has been £600,000 identified in the strategic plan to create additional primary care capacity. It is recommended that this money be used to resource GP practices to put in place robust care planning processes to manage complex patients; it should help reduce their rate of unscheduled admission. This is because by proactively supporting patients with chronic / complex medical conditions, engaging patients in self-management and decision making, the quality of their health care will improve along with the cost efficiency of the amount of care that is required. This service should be seen in the context of the Risk Profiling DES & Enhanced Primary Care Framework (EPCF) described below. This is only the initial step in care plan production as evidence would suggest much more widespread use is required.











2.     Options Appraisal 



The aim of this business case is that up to 1,600 patients in Stockport who are at risk of a non-elective admission to hospital will have a care plan developed. In addition, there will be registers of housebound and care home patients; for those patients that do not require a care plan, visiting plans will be put in place. 



The care plan will provide information about a patient’s social and medical history, medications, management of their condition including how to manage any deterioration, and self-care. This information will be populated onto the Stockport Health Record and will be available to out of hours services and secondary care providers. 



Forming a foundation for this work is the new Directed Enhanced Service (DES) which is part of the GMS contract. This encourages GPs to risk profile and stratify their patients on a quarterly basis, using a multi-disciplinary approach for those patients who are seriously ill or at risk of an emergency hospital admission. In addition it is intended through the Enhanced Primary Care Framework to incentivise practices to proactively undertake a review of a further group of patients extending the numbers of patients who receive a care plan. 



This proposal extends the numbers of patients receiving care plans still further and will collectively provide up to 3,000 patients will a detailed care plan; it will focus on those people that are unable to attend the surgery due to their physical health and / or may be resident in a care home. It is envisaged that to complete a care plan will take up to an hour of a suitably medically qualified professional. 



Stockport is developing the One Service. Critical to its success are well developed care plans. These plans will shape the delivery of community based care to ensure patients are managed effectively in the community. The care plan we are proposing to develop will provide the core of the plan and on-going medical support required for a patient who may become part of the One Service. The One Service will simply expand these plans to recognise the type of support required, such as therapies and higher levels of social care. 



This proposal will specifically require a GP/medical practitioner to develop a register of housebound or care home resident patients. They will establish visiting plans for all and complete full care plans for the most vulnerable and at risk. A detailed assessment will be carried out with a patient and their carer(s); this will be written up and agreement will be reached about how the patient’s condition can be best managed outside of the hospital setting, and what steps a patient, or other health and social care professional can take to reduce the risk of an admission to hospital. Risk profiling and stratification will take place, at least on a quarterly basis and each patient on this register will be followed up so that their care plan is updated accordingly. This is proactive anticipatory management of a patient which it is intended to reduce non-elective admissions. 



Option 1 – Do Nothing

If we take the option of doing nothing, there is a benefit in that the CCG would not have the costs associated with this business case proposal. However, this is not a viable option because the strategic plan has made a commitment to reduce non elective admissions to hospital and create additional primary care capacity. If no action was taken then emergency department attendances and non-elective admissions could continue to rise and lead the health and social care systems into crisis. In addition the CCG membership has highlighted the gap in provision to this group of patients and no action would risk alienating members.



Option 2 – Go Out to Procurement

The CCG could consider procuring the service of a single provider to undertake this more intensive review on behalf of all identified patients in Stockport.



Benefits

· This would avoid the appearance of any conflicts of interests. 

· Outsourcing this project could provide better value for money and promote fair and open competition. 

· The successful contractor if already a provider of community services could argue that they would be able to offer a more seamless service to patients, thus offering quality and a more improved package of care. 



Costs



    See Appendix Two





Risks

· Any outsourced provider of this service is unlikely to have the full history, established relationship and access to records in the same way as a GP. 

· There is the potential risk of adding an extra layer in the patient pathway as ultimately the GP will remain the gatekeeper of a patient’s health record.

· As a membership organisation this option would go against the organisation’s core principals and stated value of distributive leadership. 

· The cost of the procurement process would likely add significantly to the cost of the overall project.

· Given that the project is being funded from non-recurrent monies this project may not be attractive to outside providers as the costs associated with developing a proposal and setting up the service may reduce any profit margin considerably.

· To go out to procurement will put back the implementation of this project.

· The CCG would be potentially liable for decommissioning costs if the project was unsuccessful.

· Integration with the risk profiling DES could be difficult.



Implementation challenges 

As identified above the final two risks highlighted could provide a challenge to the implementation of this project. Additionally the CCG’s resources would be stretched if this option was followed because it has purchased a limited amount of procurement expertise from the Commissioning Support Unit. 



Summary

Putting this project out to procurement does derive benefits in terms of transparency of the process; and as stated if the successful contractor was already a provider of community services it could provide a more seamless service for patients. However, as the project is being funded out of non-recurrent monies tendering is not likely to attract much interest and we will run the risk of disengagement from our members. 





Option 3 – Commission GPs to provide the Service (Model 1)

This model would require GPs to carry out the care planning assessments for their own practice patients directly. 

	

Benefits

· By allowing GPs to be the provider of this project, continuity of care would be increased

· There would be no procurement costs 

· We would be promoting and strengthening the integration of health and social care. 

· This option would be in line with the strategic direction that the CCG has said it wishes to take.

· There is an infrastructure already in place within GP practices to support this work.



Costs



See Appendix Two



Risks

· Issues with regard to ‘conflicts of interest’ may be cited by outside providers and members of the public.

· This option could increase pressure on GPs especially if finding additional locum backfill cover proved challenging. This could then impact on the delivery of routine practice business. 

· There is a risk that not all GPs will wish to provide the service in the same way and this may then create a challenge in its implementation, as this project is intended to run on an ‘opt in’ basis. This could mean that we do not achieve the number of high risk patient care plans that the project is aimed at. 











Implementation challenges 

Getting all practices to sign up and roll out the development of care planning could be a challenge as GPs would be under no obligation to deliver the service. Also, sourcing sufficient locum cover or similar back fill within GP practices when care planning assessments are taking place could be difficult for some practices. 



Summary

Whilst there is a possibility that the conflict of interest issue could be raised if GPs were resourced to provide this project, the benefits would outweigh this risk. This is because in terms of continuity of care and promoting the integration of health and social care, resourcing GPs to take on this work would be prudent. Further it would not be subject to the costs associated with procurement and would be able to be rolled out as soon as this business case was approved.



Option 4 – Commission GPs to provide the service (Model 2)

This model would allow GP practice localities to decide collectively how they wish to deliver care planning, therefore localities could decide to provide the care planning themselves, as in the model described above, or practices within a locality could get together to deliver a joint service by sub-contracting to another provider rather than undertaking assessments themselves. 



Benefits

· GP members may be more engaged and feel more able to be involved in decision making within the commissioning cycle.

· The CCG will be able to test a variety of approaches with the option of rolling out to other localities in the future.

· This option could offer better value for money by introducing competition. 

· The successful contractor if already a provider of community services could argue that they would be able to offer a more seamless service to patients, thus offering quality and a more improved package of care. 

· It would lessen the pressure on GP practices, especially in terms of providing care to patients in care homes. 



Risks

· Any outsourced provider of this service is unlikely to have the full history, established relationship and access to records to which a GP has. 

· There is the potential risk of adding an extra layer in the pathway as ultimately the GP will remain the gatekeeper of a patient’s health record.

· Given that the project is being funded from non-recurrent monies this project may not be attractive to outside providers as the costs associated with developing a proposal and setting up the service may reduce any profit margin considerably.

· To go out to procurement will put back the implementation of this project.

· The CCG would be potentially be liable for decommissioning costs if the project was unsuccessful.

· There is a potential for different localities to employ the services of different providers leading to fragmentation rather than integration. 



Implementation challenges 

If this option was resourced, implementation challenges could include a delay in delivering outcomes if any GP localities decided to sub-contract the work and if any practice decided to ‘opt out’ of the scheme. That said, this is unlikely as feedback from the LMC and GPs has been mainly positive. They have recognised the benefit of the delivery of care plans and the added quality of care that this could provide, as long as they are resourced appropriately for this to happen. 



Summary

This option would be preferred by GP localities as it would provide them with the autonomy to decide locally how best to deliver the programme objectives. There are advantages to the CCG of being able to test a variety of approaches should any locality wish to sub-contract. However it is recognised that a potential twin track approach brings additional complexity in implementation. 





3. Preferred Option 

The recommended option is Option 4. Primary care is the only entity charged with the longitudinal continuity of care of patients, and it is the GP/patient relationship and the comprehensiveness of this that provides positive health care outcomes. 



Reinvigorating the primary care infrastructure is vital if we are to truly encompass integration of health and social care services. Option 4 fully engages members and encourages them to consider how best to support their patients and ensure that there is an infrastructure to do this. The success or failure of the programme therefore is owned by them. 



By allowing GPs to deliver this element of care, integration can be achieved with the DES, Enhanced Primary Care and the One Service. Integration of services around an individual is dependent upon development of a care plan. There are three interventions which together start to achieve this. The first is the national DES which will enable identification and stratification of the appropriate cohort of patients who would benefit from a care plan. The Enhanced Primary Care framework will support GPs to look at those identified with risk of a further admission to hospital. This proposal will enable GPs give more comprehensive assessment and support to those identified most at risk and who are housebound and/or living in a care home. 



4. Procurement & Conflict of Interests 



4.1 Procurement route of preferred option

If option is 4 is approved we will be commissioning directly with GP practices but at the same time giving them the freedom to adopt a federated approach and potentially recruit someone to provide the service on behalf of the locality or bring in an external provider to do the same.  



4.2 Conflicts of interest of preferred option 



All the GPs on the Governing Body



5. Implementation Plan 



5.1 How will objectives be delivered?

Using the care planning tool established for the Stockport One Service, GP practices will be asked to ensure care plans for patients who are housebound or resident in a care home and are at risk of a non-elective admission are identified and assessed. 



GPs will be provided with training, plus support from Area Business Managers to complete this task and it is anticipated that the majority of GP practices will carry out the care planning assessments on their own individual patients.  Once an assessment has been undertaken this will be READ coded and the care plan uploaded onto the GPs clinical system which will then be extracted onto the Stockport Health Record. This will allow compliance checks to be carried out; those practices that are either not carrying out the assessments or are behind in numbers will be identified and supported by the Area Business Managers to achieve the targets set out in this document.  



5.2 Milestones and timescales



· By 31 July 2013 25% of all GP practices in Stockport will have risk profiled their patients using the PARR tool to identify those patients which would benefit from a care plan. Risk profiling of patients will be carried out on a quarterly basis thereafter. 

· By 31 July 2013 all practices will have been provided with guidance to develop systems that will provide a consistent approach to identifying this group of patients (using READ codes).

· 100% of GP practices in the Stockport locality will by the 30 November 2013 have been supported in the development of care plans which will include self-management elements.  

· Plans will be coded and uploaded onto the Stockport Health Record and will be available to clinicians working in secondary care to view and provide a baseline from which to work by 1 November 2013.





5.3 Performance Indicators



· Number of participating practices

· Number of patients with the plan

· Number of non-elective admissions of people with care plans

· Higher rate of patient satisfaction within participating practice



5.4 Investment and savings profiles



£600,000 non recurrent 



Also see Appendix Two



5.5 Engagement & Consultation Plan 



Public engagement on the CCG’s strategic priorities revealed a strong desire for more services to be delivered from Primary Care. This project has developed as a result of high level public support.



The plans were then discussed in public at three Governing Body meetings, attended by a local Healthwatch representative and the chair of the Health & Wellbeing Board. 



Practices have had discussions at a range of locality meetings and have strongly informed the development of this business case.



5.6 Equality Impact Assessment 



The appended Equality Impact Assessment acknowledges the greater impact this work is likely to have on older patients, people with a disability and their carers. We believe that these impacts are objectively justifiable, given the positive impact we feel they are likely to have on protected groups.



5.7 Risks



		

		Programme Delivery Risk

		Risk Mitigation



		1

		Locum Backfill Cover

		If GPs within a locality decide to work together as proposed in option 4, this could mitigate this risk. 



		2

		Getting Engagement from GPs

		As part of the business case it is proposed to build in a small financial incentive for practice engagement



		3

		Potential for fragmentation if GPs provide the service in different ways or procure from outside.

		The CCG will be able to test a variety of approaches with the option of rolling out to other localities in the future.





		4

		The CCG would be potentially be liable for decommissioning costs if the project was unsuccessful

		Providers, even if contracted via the procurement route to carry out this project would be informed that it was a fixed term. 



		5

		To go out to procurement will put back the implementation of this project.



		GP members may be more engaged and feel more able to be involved in decision making within the commissioning cycle.







5.8 Organisational Capacity



Implementation will be the role of the general practice development team who will provide supporting information to practices.  They will visit to agree implementation monitoring plans with the practices.



Monitoring information will be obtained through the CSU who will be managing the Stockport Health Record data tool.  Payment will be through the Stockport finance team.




		

		

		[image: http://nhsstockportccg/Forms%20and%20templates/NHS%20Stockport%20CCG%20logo%20colour.jpg]

		







		

		



		Financial Analysis re: Additional Primary Care Capacity Business Case

		

		



		Investment proposal:

		Financial Resource limit (£):

		

		

		



		Additional Primary Care Capacity

		                               600,000 

		(Non-recurrent)

		

		



		

		

		

		

		



		Option 1 - Do Nothing:

		£

		

		

		



		Total Cost

		0

		

		

		



		

		

		

		

		



		Option 2 - Go Out to Procurement

		 

		 

		 

		 



		Non Pay Costs:

		 



		 

		 

		 

		 

		£



		Would require going out to tender following service specification up to a maximum cost of £600k

		 

		          600,000 



		 

		 

		 

		 

		 



		 

		 

		Total Cost

		 

		          600,000 



		

		

		

		

		



		Option 3 - Commission GPs to provide the service (Model 1)

		 

		 

		 



		 

		 

		 

		 

		 



		Pay Costs:

		 



		 

		No. of patient reviews

		Rate per session (£)

		 

		Total cost (£)



		GP sessions

		1600

		320

		 

		          512,000 



		 

		 

		Total Pay costs

		 

		          512,000 



		 

		 

		 

		 

		 



		Non Pay Costs:

		 



		

		 

		 

		 

		£



		Cost of development of a register of housebound and care home patients plus additional low level care plans  

		             88,000 



		 

		 

		Total Non Pay Costs

		 

		             88,000 



		 

		 

		(Avg.  payment per practice)

		 

		               1,760 



		 

		 

		 

		 

		 



		 

		 

		Total Cost

		 

		          600,000 



		Option 4 - Commission GPs to provide the service (Model 2)

		 

		 

		 



		 

		 

		 

		 

		 



		Pay Costs:

		 



		 

		No. of patient reviews

		Rate per session (£)

		 

		Total cost (£)



		GP sessions

		1600

		320

		 

		          512,000 



		 

		 

		Total Pay costs

		 

		          512,000 



		 

		 

		 

		 

		 



		Non Pay Costs:

		 



		

		 

		 

		 

		£



		*Cost of development of a register of housebound and care home patients plus additional low level care plans  

		             88,000 



		 

		 

		Total Non Pay Costs

		 

		             88,000 



		 

		 

		(*Avg payment per practice)

		 

		               1,760 



		 

		 

		 

		 

		 



		NB: This Model requires GP practices to withstand the costs of procurement themselves - no additional cost to Stockport CCG

		 

		 



		 

		 

		 

		 

		 



		 

		 

		Total Cost

		 

		          600,000 










		Equality Impact Assessment 
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1.

		Name of the Strategy / Policy / Service / Project

		Additional Primary Care Capacity



		2.

		Champion / Responsible Lead

		Roger Roberts / Julie Ryley



		3.

		What are the main aims?

		To increase capacity in Primary Care so that patients with additional care needs are supported to manage their conditions, preventing unnecessary hospital admissions. The project aims to provide care plans for up to 1,600 patients in the Stockport locality.





		4.

		List the main activities of the project:

		This proposal will specifically require a GP/medical practitioner to visit a patient and carry out a detailed assessment and with their carer(s), write up and agree how the patient’s condition can be best managed outside of the hospital setting, and what steps a patient, or other health and social care professional can take to reduce the risk of an admission. Risk profiling and stratification will take place, at least on a quarterly basis and each patient on this register will be followed up so that their care plan is updated accordingly. This is proactive anticipatory management of a patient which it is intended to improve care in the community and reduce unnecessary non-elective hospital admissions. 





		5.

		What are the intended outcomes?

		· Up to 1,600 patients in the Stockport locality to receive a thorough assessment by their GP by 31 March 2014, which will lead to the development of individual care plans, including social care and self management elements.

· To reduce the overall number of unnecessary non-elective and A & E attendances by 2% by November 2014.

· To increase by 2% the proportion of patients across Stockport that feel supported to manage their medical conditions.





		IMPACT ON SERVICE USERS



		6.

		Who currently uses this service?

		This service does not currently exist. The lack of individual support means that patients who are unable to manage their long-term conditions end up in a preventable crisis and are admitted to hospital.





		7.

		Are there any clear gaps in access to this service? (e.g. low access by ethnic minority groups)

		The CCG’s strategic plan sets out an aim to reduce unnecessary non-elective and emergency admissions. As part of this it was recognised that we needed to create additional primary care capacity so that people could be treated closer to home to avoid having to go to hospital. The service takes a proactive approach and is aimed at any patient who is at risk of a non-elective / emergency admission to hospital because of the complexity of their medical condition. GPs will visit any patient who is not able to visit the practice in their home and therefore it will be accessible to all identified at risk patients.









		8.

		Are there currently any barriers to certain groups accessing this service? (e.g. no disabled parking / canteen doesn’t offer Kosher food / no hearing loop)

		The current gap in GP / community services results in patients having to travel to hospital for care. This is particularly difficult for people with long-term chronic health conditions, those with disabilities, or older people with restricted mobility. It puts a particular burden on carers, having to take time off work or away from other responsibilities to manage hospital visits. There are also issues for people without access to private means of transport, which has a greater impact on older people and residents from deprived areas. 



By improving and creating additional primary care capacity we are allowing patients to access services closer to their home. GPs will also undertake domiciliary visits for house-bound patients, to address existing barriers to treatment.





		9.

		How will this project change the service NHS Stockport offers? 

(is it likely to cut any services?)

		This project will create extra capacity in primary care - it will not cut any services.



		10.

		If you are going to cut any services, who currently uses those services? 

(Will any equality group be more likely to lose their existing services?)

		N/A



		11.

		If you are creating any new services, who most likely to benefit from them? (Will any equality group be more ore less likely to benefit from the changes?)

		The new service capacity is most likely to benefit people over the age of 65 and those with disabilities, due to the increased rate of long-term conditions among these demographic groups. As a result, it will also have a beneficial impact on carers.



However, the service is not specifically aimed at these groups of patients and will be open to any resident at risk of a non-elective admission. 





		12.

		How will you communicate the changes to your service?  

(What communications methods will you use to ensure this message reaches all community groups?)

		Patients who are eligible for the service will be contacted directly by their GP practice in the most appropriate format for that individual. Practices already record specific communications needs and, as such will ensure that information is provided in the optimum format, e.g. braille, audio format, another language etc.





		13.

		What have the public and patients said about the proposed changes? 

(Is this project responding to local needs?)

		Over the past year the CCG has undertaken a wide range of patient and public engagement around its strategic plans. From the feedback that was provided it was evident that people wanted to receive care closer to home. Further, patients with multiple long-term conditions highlighted the difficulty of managing multiple appointments with different specialists and services and expressed a desire to receive a more integrated approach to healthcare. 










		14.

		Is this plan likely to have a different impact on any protected group?  (Can you justify this differential impact? If not, what actions will you add into the plan to mitigate any negative impacts on equality groups?)

		IMPACT

		MITIGATION



		

		Age

		The service is likely to have a greater impact on older patients, given the higher rate of long-term conditions among this group

		The impact of the new provision will be a positive improvement for this protected group under equality law and, as such is objectively justifiable.



		

		Carers

		Improving care of patients with complex needs and reducing the number of hospital attendances will have a positive impact on carers.

		This positive impact is objectively justifiable as it addresses an existing need and helps to reduce the negative associative impact of the current system on carers.



		

		Disability

		In general, people with disabilities or long-term conditions are more likely to use healthcare services and, as such, more likely to be impacted by this change.

		Delivering services closer to home, delivering a more proactive service which aims to reduce escalation of conditions, and reducing unnecessary hospital admissions for a protected group represents a positive impact for a protected group



		

		Gender Reassignment

		N/A

		



		

		Marriage / Civil Partnership

		N/A

		



		

		Pregnancy & Maternity

		N/A

		



		

		Race

		Potential impact on patients with limited English. 

		We have an interpreter service available for people with additional communication needs and the GP practices have a database of a patient’s first language.



		

		Religion & Belief

		N/A

		



		

		Sex

		N/A

		



		

		Sexual Orientation

		N/A

		



		IMPACT ON STAFF



		15.

		How many staff work for the current service? 

		There are currently 50 GP Practices in Stockport, employing around 180 GPs.



There is also likely to be an impact on staff in the local acute trust, reducing unnecessary attendances.





		16.

		What is the potential impact on these employees? (including potential redundancies, role changes, reduced hours, changes in terms and conditions, locality moves)

		The new service will potentially increase the workload for GPs by increasing provision for patients with complex needs. However, this is mitigated by the introduction of additional capacity and funding to support the new service.



The service aims to reduce the number of unnecessary hospital attendances by 2% by November 2014. 



		17.

		Is the potential impact on staff likely to be felt more by any protected group? If so, can you justify this difference? If not, what actions have you put in place to reduce the differential impact?

		IMPACT

		MITIGATION



		

		Age

		The impact of the service on GP Practices is dependent on the number of patients registered at a practice requiring additional support, not the protected characteristics of the staff involved.



Reducing the number of unnecessary hospital attendances will have a positive impact on the over-stretched Emergency Department in particular. Again, the impact is directly related to patient demographics, not the protected characteristics of the staff employed at the hospital. Any resulting changes in hospital staff would be managed under the hospital’s employment policies, which safeguard against discrimination on the grounds of protected characteristics.





		

		Carers

		



		

		Disability

		



		

		Gender Reassignment

		



		

		Marriage / Civil Partnership

		



		

		Pregnancy & Maternity

		



		

		Race

		



		

		Religion & Belief

		



		

		Sex

		



		

		Sexual Orientation

		



		18.

		What communication has been undertaken with staff?

		Practices and their staff have been involved in discussions through Locality meetings.



Communications with the acute trust have taken place through the Stockport Transformation Board.





		19.

		Do all affected workers have genuinely equal opportunities for retraining or redeployment?

		Both the CCG and the Hospital have impact assessed their HR procedures to ensure that any changes, directly or indirectly as a result of this project, are managed fairly and that all staff have equal opportunities.





		IMPACT ON STAKEHOLDERS



		20.

		Who are the stakeholders for the service? 

		GP Practices, Social Care services, carers



		21.

		What is the potential impact on these stakeholders?

		It will increase a GPs’ workload but this will be offset by the provision of additional funding to meet the demand.



Social Care services may be asked to support individual patients where a GP assessment has identified a need.



Carers will be involved in care plan development and supported to better manage the patient’s condition. They will see a more joined-up service and a reduction in hospital visits.





		22.

		What communication has been undertaken with stakeholders?

		GPs have been engaged in the CCG plans, care plans have been discussed at the CCG Launch event, in locality meetings and via the LMC.



Discussions with Adult Social Care have been conducted through the Transformation Board and at the CCG Governing Body, which is attended by the Direct of Adult Social Care.



Discussions with carers have taken place through the Stockport Carers Forum and local engagement on CCG plans.





		23.

		What support is being offered to frontline staff to communicate this message with service users / family / carers?

		Training will be given to GPs in the development of care plans. In addition they will be provided with support from Area Business Managers and Locality Chairs.



		24.

		How will you monitor the impact of this project on equality groups?

		This will be monitored via locality meetings. 



In addition we will work with the public engagement team gain feedback from those people who have been involved in the project within 12 months. 





		EIA SIGN OFF



		25.

		Your EIA should be sent to Head of Compliance for approval and publication:

angela.beagrie@nhs.net  0161 426 5610



		

		Date of EIA Approval:

		18 May 2013
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		Compliance Update June 2013



		



		Summary:

		This paper updates the Governing Body on the CCG’s progress on areas of legal and statutory responsibilities.



This quarter’s report focuses on the CCG’s mandatory training plans.



		Link to Annual Business Plan

		Statutory duties in Outcomes Framework and included in Operational plan.



		Action Required:

		Note the update and the Mandatory Training plan.
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Compliance Update June 2013





1.0	Purpose



1.1	NHS Stockport Clinical Commissioning Group is committed to meeting all of its legal and statutory duties as a public sector organisation and to ensuring that the services it provides are in line with these principles.



1.2	This report sets out the current position as at June 2013.



2.0	Compliance Dashboard



2.1 There is currently one grey on the dashboard, as reports are still outstanding from the HR team regarding CRB checks. All other areas are complete or on track.



2.2 The dashboard can be found in Appendix 1.



3.0	Mandatory Training



3.1	The CCG has a duty as an employer to ensure that staff are trained and kept up to date with all the required legislation, recommendations and guidance appropriate to their role.



3.2	Over April and May, the CCG ran four corporate induction sessions with Directors giving staff a detailed overview of the new teams and their priorities. 100% of CCG of staff attended these sessions. 



3.3	At the end of induction, staff were given a list of mandatory courses to be completed. All staff must undertake fire safety, health & safety, information governance, equality & diversity, and safeguarding courses to meet the organisation’s legal duties. In addition, team have been assigned courses specific to their roles. A full breakdown can be found in Appendix 2. 



3.4	On the 15 May a Start of Year Conference was held in Heaton Moor to introduce all staff to the CCG’s strategic aims, vision and values. Facilitated workshops were also used to help staff understand their roles within the commissioning cycle. 88% of CCG of employees attended the away day.



3.4	In addition to the corporate induction and start of year conference, all staff have been asked to attend a Governing Body meeting, to see how decisions are taken, and to watch the podcasts of Governing Body members to get a better understating of the different roles on the Board.



3.5	Mandatory training for Governing Body members can be found in Appendix 3. This is split into two sections – one for Governing Body members on the CCG payroll, who must therefore undertake statutory training for employees, and one for lay members and Locality Chairs who do not have to undertake this statutory element.



4.0	Resources/Investments



4.1	As part of our service level agreement with the Greater Manchester Commissioning Support Unit, the CCG has access to a range of tutor-led and e-learning packages.



4.2	CCGs are allocated a number of credits, based on their contributions to the CSU, which can be used to buy training courses.



4.3	NHS Stockport has been given 1,300 credits. If all staff undertake all mandatory training in the first financial year, this will translate to 590 credits, leave a further 710 credits for optional courses that staff agree with their line managers would support them to successfully undertake their role and develop.



4.4	Some courses, such as safeguarding, are only necessary every 3 years. If attendance of these courses is staggered over 3 years and we assume that just over half of staff opt to undertake face-to-face sessions instead of equality e-learning, mandatory training will have an annual recurring cost of 371 credits.



4.5	It should be noted that this training allowance with the CSU is in addition to the training budget held by the CCG.



5.0	Next Steps



5.1	CSU’s training team will report training uptake on a monthly basis and this will be reported to Governing Body for assurance through the Compliance report.



6.0	Recommendations



6.1	Governing Body is asked to note the mandatory training plans in appendix.





Angela Beagrie

Head of Compliance

05 June 2013

	



Version 1 August 2011

		 Page 9 of 9

Appendix 1 – Compliance Dashboard



		Information Governance

		

		Duty to Consult



		

		Progress on the Information Governance Toolkit

		

		

		Percentage of service changes consulted upon



		

		Percentage of staff undertaking mandatory IG e-learning

		

		

		Number of people consulted quarterly



		

		Percentage of FoI requests handled within legal timeframe

		

		

		Percentage of complaints resolved within legal timeframe



		

		Percentage service providers meeting IG standards

		

		

		Percentage of services reporting patient satisfaction levels



		

		

		

		

		



		Equality & Diversity

		

		Employment Law



		

		Percentage of service changes impact assessed

		

		

		Percentage of HR policies updated in line with legislation



		

		Percentage of staff undertaking E&D training

		

		

		Percentage of staff completing annual PDR



		

		Annual submission to the Equality Delivery System

		

		

		Annual workforce report



		

		Annual Public Sector Equality Duty Publication 

		

		

		Annual staff survey



		

		4-yearly Equality Objectives

		

		

		Number of grievances & disciplinary proceedings



		

		Percentage of service providers meeting E&D standards

		

		

		Percentage service providers meeting HR standards 



		

		

		

		

		



		Health & Safety

		

		Protecting Vulnerable People



		

		Percentage of policies updated in line with legislation

		

		

		Percentage of policies updated in line with legislation



		

		Percentage of staff undertaking mandatory training

		

		

		Percentage of staff undertaking mandatory e-learning



		

		Annual safety audit of premises and equipment

		

		

		Percentage of staff working with vulnerable people who



		

		Annual report on injuries in the workplace

		

		

		have an up-to-date CRB check



		

		Percentage of service providers meeting H&S standards

		

		

		Percentage of service providers meeting standards



		

		

		

		

		



		Procurement & Competition Law

		

		Governance & Risk



		

		Percentage of tenders documents over £10,000 published

		

		

		Covered in regular risk reports



		

		Percentage of spending over £25,000 published

		

		

		



		

		Percentage of new ICT contracts over £10,000 published

		

		

		



		

		

		

		

		



		Finance

		

		Clinical Quality & Outcomes



		

		Covered in Monthly Finance Reports

		

		

		Covered in Monthly Performance Reports







 No data   Risk   On track   Full assurance
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Appendix 2



		Mandatory Training for CCG staff

		[image: ]







		ALL EMPLOYEES



		Course

		Type of training

		Frequency



		Corporate Induction 2013

· Vision, Mission & Values

· Overview of teams

· Overview of the Governing Body

		Various:

· Presentation at the 2013 Start of Year Conference

· Half-day session

· Attend a Governing Body meeting by end of 2013

		One-off



		New Starters Induction 

		Podcasts to be viewed on first day of work

		One-off



		Corporate Update 

		Presentation at annual Staff Conference

		Annually



		Safeguarding Children

		E-learning Course on Oracle Learning Management (OLM) website

		Every 3 years



		Safeguarding Adults

		E-learning Course on OLM [M088]

		Every 3 years



		Fire Safety Awareness

		E-learning Course on OLM [M087]

		Annually



		Health & Safety

		E-learning Course on OLM [M060A]

		Annually



		Equality & Diversity

		E-learning Course on OLM [M064]

		Annually



		Information Governance

		E-learning Course on Connecting for Health (CfH) website

		Annually







		ROLE-SPECIFIC COURSES



		Staff Group

		Course

		Type of training

		Frequency



		Safeguarding Team

		Safeguarding children (levels 1-3)

		CSU course [M089]

		Annually



		

		Patient Confidentiality

		E-learning on CfH

		Annually



		CHC team

		Safeguarding children (level 1-3)

		CSU course [M089]

		Every 3 years



		

		Patient Confidentiality

		E-learning on CfH

		Annually



		Prescribing 

		Patient Confidentiality

		E-learning on CfH

		Annually



		Area Managers

		Customer Service

		CSU course [LD055]

		Every 3 years



		Finance

		NHS Counter-fraud training

		tbc

		Annually



		Communications team (FOI)

		Freedom of Information course

		E-learning on CfH

		Annually



		

		Secure Handling of Confidential Information 

		E-learning on CfH

		Every 3 years





		Engagement team

		Customer Service

		CSU course [LD055]

		Every 3 years



		Customer Services team

		Customer Service

		CSU course [LD055]

		Every 3 years



		

		Conflict resolution

		CSU course [M053/4]

		Every 3 years



		

		Secure Handling of Confidential Information

		E-learning on CfH

		Every 3 years



		

		Records Management and the NHS Code of Practice

		E-learning on CfH

		Every 3 years



		

		Secure Transfers of Personal Data

		E-learning on CfH

		Every 3 years



		Admin team

		Customer Service

		CSU course [LD055]

		Every 3 years



		

		Use of CCG Branding

		Presentation by Head of Communications

		One-off



		Fire Wardens

		Fire warden training

		CSU course [M061]

		Every 3 years



		First Aiders

		First Aid at Work

		CSU course [M062]

		Every 3 years



		IG Lead

		Access to Health Records 

		E-learning on CfH

		Every 3 years



		

		Information Security Guidelines

		E-learning on CfH

		Every 3 years



		

		Patient Confidentiality

		E-learning on CfH

		Every 3 years



		

		NHS Information Risk Management

		E-learning on CfH

		Every 3 years



		

		The Caldicott Guardian in the NHS and Social Care

		E-learning on CfH

		Every 3 years



		

		Records Management and the NHS Code of Practice

		E-learning on CfH

		Every 3 years



		

		Secure Transfers of Personal Data

		E-learning on CfH

		Every 3 years



		Directors

		Business Continuity Management

		E-learning on CfH

		Every 3 years



		

		NHS Information Risk Management for SIROs and IAOs

		E-learning on CfH

		Every 3 years



		

		Emergency Planning

		tbc

		Every 3 years



		Information Asset Administrators 

		Information Security Guidelines

		E-learning on CfH

		Every 3 years



		

		NHS Information Risk Management: Introductory

		E-learning on CfH

		Every 3 years



		Caldicott Guardian

		Access to Health Records 

		E-learning on CfH

		Every 3 years



		

		Information Security Management

		E-learning on CfH

		Every 3 years



		

		Patient Confidentiality

		E-learning on CfH

		Every 3 years



		

		The Caldicott Guardian in the NHS and Social Care

		E-learning on CfH

		Every 3 years



		Senior Information Risk Owner

		Information Security Guidelines 



		E-learning on CfH

		Every 3 years



		

		NHS Information Risk Management: Foundation

		E-learning on CfH

		Every 3 years



		

		Secure Transfers of Personal Data

		E-learning on CfH

		Every 3 years



		

		Records Management and the NHS Code of Practice

		E-learning on CfH

		Every 3 years



		Line Managers

		Introduction to the Revised PDP

		Face-to-face

		One-off



		

		Coaching and Feedback

		Face-to-face

		One-off





 



Appendix 3



		Governing Body Mandatory Training

		[image: ]



		Course

		Type of training

		Frequency



		NHS Competency Framework for Equality and Diversity Leadership

		Governing Body pre-meeting 9-11am, 10th July 2013 

2hr training session with Equality Works 

		Once



		Healthcare Financial Management Association (HFMA) training

		Organised by Director of Finance[footnoteRef:1] [1:  	http://www.hfma.org.uk/e-learning/] 


		Once



		Information Governance 

		E-learning Course on Connecting for Health (CfH) site[footnoteRef:2] [2:  	http://www.igte-learning.connectingforhealth.nhs.uk/cms/users.cfm  ] 


		Annually



		Procurement

		In-house training

		Every 3 years



		Conflict of Interest

		In-house training

		Every 3 years



		Counter-fraud

		NHS Counter Fraud team[footnoteRef:3] [3:  	http://www.nhsbsa.nhs.uk/CounterFraud.aspx] 


		Every 3 years



		Safeguarding Children

		E-learning Course on Oracle Learning Management[footnoteRef:4] [M088] [4:  	http://www.esrsupport.co.uk/nlms/login.html] 


		Every 3 years



		Safeguarding Adults

		E-learning Course on OLM [M087]

		Every 3 years



		CCG Employees Only



		Fire Safety Awareness

		E-learning Course on OLM [M060A]

		Annually



		Health & Safety Awareness

		E-learning Course on OLM [M064]

		Every 3 years
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_1431951650.pdf
SUMMARY OF RESERVES
Month 1 - as at 30 April 2013

1
2

4

Reserves Commits Forecast Bals
Held Mth 1 Mth 1 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
3) 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 2013-14 Opening YTD CIP not
Rec NR Total CIP target Savings delivered (Mth 1)
£'000 £'000 £'000 £'000s £'000s £'000s
Provider efficiency - QiPP 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)
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1.

IV Therapy Business Case
4 June 2013

Strategic Fit

1.1 The project is designed to reduce the number of attendances/admissions at

1.2

1.3

1.4

1.5

1.6

1.7

Stockport FT and to improve the patient experience by avoiding the need to attend
A&E and prevent healthcare admissions for a certain cohort of patients. The
intention is reduce admissions by a minimum of 50 contacts per month.

The CCG should invest in this scheme to reduce number of admissions of patients to
Stockport CCG whose treatment could be managed in a more suitable setting,
normally at home. Stockport FT admission rate in the last quarter has increased to
between 32% - 40% which is a national outlier and is unsustainable. Findings from a
Utilisation Management review in December 2012 identified 104 patients (25% of the
sample) who were waiting for IV Therapy. This scheme will contribute to the CCG’s
objective of reducing the number of patients who are admitted for conditions that do
not require hospitalisation.

The scheme is expected to contribute an additional 1% improvement to achievement
of the national standard, set by the Department of Health, which expects 95% of
patients attending an A&E department to be seen, treated, admitted or discharged in
under four hours. Stockport FT has failed this target in six of the last eight quarters.

By introducing this service it is planned that the level of emergency readmissions will
reduce.

From a primary care perspective, the OPAT service supports the new Quality
Premium for improvements in the quality of services commissioned and
improvements in health outcomes as it meets 3 of the National measures for

e Reducing avoidable emergency admissions
e Improving patent experience
e Preventing healthcare associated infections

Commissioning an IV community service is viewed by NHS England as a key gap in
service within Stockport and is seen as the main CCG contribution to improved ED
performance. Further delays in implementing this will impact on CCG reputation
within the Performance Improvement process.

The case below seeks to answer three questions:-
] Which service model ?
o Which Procurement Route ?
o Which Provider ?





2. Options Appraisal

RANGE OF CONDITIONS:
To deliver an effective service, the provider would cover a range of
conditions/treatments including:

Chest infections

Cellulitis and soft tissue infection
Post operative wound infection
Leg ulcer

Abscess

Osteomyelitis

Diabetic foot

UTI/ESBL UTI

The service can also provide planned care for a range of chronic conditions, such as

Iron infusions and bisphosphonates. Service details have supplied by two potential
providers — Provider A and Provider B. Both Providers are able to provide IV
services for all the conditions listed above.

SERVICE OPTIONS

Before the detailed operational analysis is considered, it is important to set out the
governance model via which the service can be operated. There are two potential
governance frameworks:

1) GP Medically Led

2) Nurse Practitioner led model

Option 1: GP Medically Led Model

Provider 1 would accept full clinical responsibility for patients accepted on to the
service and manage patient care until the end of the treatment cycle. At the point of
discharge from the service the patient’'s GP will be provided with a summary of the
care record for the 1V therapy (within 24 hours). A satisfaction survey would be sent
to all patients treated by the service.

Option 2: Nurse Practitioner Led Model

The clinical responsibility for the patient will remain with the GP who refers into the
service and the GP will be responsible for prescribing appropriate drugs for each
referred patient. It is possible for Patient Group Directions (PDG’s) to be used.
These are a form of prescribing with specific use with written instructions for the
supply and administration of a licensed named medicine to a specific group of
patients who may not be individually identified before presenting for treatment.
PDG’s can only be used by a registered nurse who is assessed as competent and
will need to be signed up to the CCG’s PDG.

This model will require significant GP investment in terms of both time and training to
support the operation of the service.

The costs of each option

Option 1 costing £820K
Option 2 costing £890k (excluding drugs cost).

Activity levels





Demand for the service cannot be determined with certainty — the range for demand
is:-

Low based on analysis of coding for a 12 month period there are 121 patients
suitable for the service — total PbR cost is £243K

High based on the UM team observation of patients then the annual number of
patients would be a minimum of £1,200K - £2,400K

The range in potential activity varies by a factor of 10 which is a material issue in
planning the service. What is known is that; coding is likely to be an under-estimate
whilst SFT consultants felt that the UM observations were much higher than they
would expect. Setting capacity at a mid-point is the only short term option and a
factor in deferring full procurement.

This case is based upon a 24/7 service with capacity for 976 patients per annum of
which 600 are admission deflections from SFT. The difference accounts for any
change in treatment thresholds in Nursing Homes or Primary Care once the service
is established.

The analysis of the treatments in period between February 2012 and March 2013
shows 105 patients whose treatment could have been potentially managed in a
home rather than hospital setting. It appears that by implementing this service a
significant number of Cellulitis patient will be able to be treated at home (about one
third) and this will lead to a reduction in bed days.

Implementation challenges

Communication and engagement of all parts of the economy will be critical to the
success of the project. Clear protocols and clinical pathways will need to be
communicated with NWAS, primary care and secondary care referrers.

Preferred Option
3.1 Making the Case

Option 1: GP Medically Led Model

This option is preferred as full clinical responsibility for patients is accepted at the
point of referral until the end of the treatment cycle including the supply of drugs.
This will ensure that the patient has a continuity of care until discharged back to the
GP and allows a GP to continue with existing patient workload until discharge point.

On the GP medically led model, at the point of discharge from the service the
patient’s GP will be provided with a summary of the care record for the IV therapy
(within 24 hours). A satisfaction survey would be sent to all patients treated by the
service.

The nurse led model will mean that the patient will remain with GP referring patient
into the service and the GP will be responsible for prescribing the drugs for each
referred patient.

3.2 Assumptions





Supports model of 24/7 working

Allows ED/MAU to refer to service during Out of Hours

Primary care will be able to access during core hours

Clinical decision maker resides with service until end of treatment
Discharge letters issued to GPs

Allows patients to be treated in their own homes

4. Procurement & Conflict of Interests

41

4.2

4.3

4.4

Two Providers (A & B) were invited to supply costs for their schemes. Both
are experienced and specialist providers in this market. Provider B will only
provide a Nurse led model and therefore there is only one costed option for
the preferred model (option 1).

The standard process for procurement would be to undertake a competitive
procurement. In this case it it is proposed to waive this process because:-

Commitments already made by the commissioner to NHSE with regard
to ED performance. On the balance of risk this is a greater risk than that
of a challenge on competition.

The significant range in potential activity volumes mean that only a live
trial and testing of a service for a reasonable time period (12 months) will
give any level of certainty on demand.

The CCG is committed to under-taking a full procurement exercise after
this 12 month trial.

Of all of the existing potential providers of such a service, who could
initiate a challenge the most likely has already agreed that they do not
have the capacity to mobilise such a service and that at this time it would
be a risk to other corporate priorities.

The prices submitted by Provider A have been confirmed as the same
price that Provider A successfully bid in a competitive procurement within
GM in the last 12 months.

Based on the above then it is recommended that

full procurement is deferred until after the 12 month period.
Provider A is approached to deliver a service.

It is acknowledged that a procurement challenge risk does still exist.

5. Implementation Plan

The service would operate 24/7, and be responsible for accepting referrals,
assessing and managing all patients requiring Intravenous Therapy onto the
caseload whilst retaining clinical responsibility for these patients until the point of
discharge. Administration of IV therapy would take place between the hours of 0800-
2200 hours 7 days a week. This model has the capacity to offer up to 12 visits per
day and can accept patients on once or twice daily antibiotic regimes. Capacity
would increase to 113 referrrals per month.

An outline implementation plan is attached at Appendix 2.

5.1

Milestones and timescales
The key milestones to the project are:





e Decision to implement scheme

e Sign off contract with Provider (within 2 weeks of decision to proceed
by 1 June 2013)

e Recruitment of full complement of nursing staff ( completion by 11
weeks of decision to implement by 13 September 2013)

e Communication to primary care (advertising and clinical leads to
explain system from 17 June 2013)

e Communication to secondary care departments (as above 24 June
2013)

5.2 Performance Indicators
e Number of referrals into scheme
e Avoided admissions: referral from GP or ED
e Impact on Number of Bed days

5.3 Investment and savings profiles

£000
Spend Required £820
Potential to Save £240-£2,400
Investment Required | £820

5.4 Community / Acute Price Comparison

Activity / Year Acute Community
£000 £000

120 £240 £101

976 £1,952 £820

1,200 £2,400 £1,008

5.5 Governance arrangements
The Provider would accept full clinical responsibility for patients accepted on to
the service and manage patient care until the end of the treatment cycle. At the
point of discharge from the service the patient's GP will be provided with a
summary of the care record for the IV therapy (within 24 hours). A satisfaction
survey would be sent to all patients treated by the service.

5.6 Engagement & Consultation Plan
Stakeholder and patient groups will be engaged as part of the implementation
plan which includes a comprehensive communication strategy.

5.7 Equality Impact Assessment
The EIA has been completed and no impacts were identified. EIA is included
with the Business Case.

5.8 Constraints
None identified.

5.9 Risks





5.10

The main risk to programme delivery is ensuring the appropriate referrals from
all parts of the health economy to ensure that the patient can be treated
quickly and safely within their own home. This risk is being minimised by an
extensive communications strategy which will use both visual materials and
one to one communications between Nursing staff on the service and.

Organisational Capacity
The new service will require:
e Communications support to be supplied from NHS Stockport and new
Provider
e Contract support including sign-off; monitoring and evaluation to be
supplied by Commissioning Support Unit
e Initial day to day monitoring of service provided by Urgent Care lead





ADDITIONAL INFORMATION

CLINICAL REFERRAL
The model of service proposed is that the service will accept any clinical referrals
from a range of services e.g. GPs, Out of Hours services, Walk In Centre, A&E
departments, Short Stay Units and community referrals to ultimately prevent an A&E
attendance, hospital admission or day case attendance. This list is not exhaustive.

APPENDIX 1

There are four possible options to delivering IV Therapy to the local population and
the options are shown in the Table below; with advantages and disadvantages listed

alongside.

Model

1. Self-
administration

Advantages

Reduced Health Care costs.
Patient autonomy.
Reduced risk of hospital acquired

infections.

Disadvantages

Lack of support if problems
arise.
Compliance issues.

Requirement for lengthy
patient  education and
training.

Suited to a limited number
of patients.

2. Visiting nurse

Suited to the majority of patients.
Opportunity for home inspection.
Supervised drug administration.
Skilled clinical assessments.
Availability of a registered nurse.
Cost effective.

Dedicated nursing team.

Continuity of Care.

Reduced risk of hospital acquired
infections.

Lack of immediate support
if problems arise.

Cost of nurse's time and
travel.

Potential safety concerns
for healthcare worker.

3. Infusion centre

Expert resources available if
problems arise.

Ability to directly supervise therapy.
Can be combined with visits to the
physician.

Cost effective.

Reduced risk of hospital acquired
infections.

Continuity of care.

Availability of suitable clinic
facility.

Patient has to travel to
clinic.

Not suitable for all patients.
Limited access Mon-Fri
only.






Cost of staff and facility.
Requirement  for  staff
training.

Patient has to travel.

Risk of hospital acquitted
infections.

Reduced continuity of care.

Medical facility with staff.

4. Hospital based | Ability to directly supervise therapy.
facility Can deal with medical problems
including dementia and drug abuse.

RISK

OPAT should not be regarded as being risk free. It is important to develop a service
that is patient-focused and safe, in order to minimise the risks associated with
treating patients with severe infections out of hospital. There is a significant risk of
developing complications (e.g. anaphylaxis, other drug toxicity, line infection) or
failure to resolve the original underlying infection. These may require urgent or semi-
urgent re-admission to a health care facility and further investigations and change of
plan.

Risk-assessed systems need to be in place whereby all patients are closely
monitored and have rapid access to review by healthcare. Every healthcare provider
has an individual case mix determined by local factors and so will have different
requirements of an OPAT service. Adopting the appropriate service model will
minimise the impact of the risks as it will be tailored to the Stockport population.

SELECTION OF APPROPRIATE ANTIMICROBIAL THERAPIES

OPAT is most efficiently delivered using once or twice daily antimicrobial agents.
This optimises the use of nursing and pharmacy resources, reduces disruption of
patient activities and minimises the frequency of accessing the IV catheter.

Concerns have been raised that once/twice daily antimicrobial agents are often
broad-spectrum and may encourage the development of Clostridium difficile
infection or antimicrobial resistance. In practice, centres with long-standing
experience of OPAT have not encountered an increase in these problems. In fact,
patients receiving OPAT may be less likely to develop healthcare-associated
infections. Broad-spectrum agents used for OPAT are more likely to be associated
with other unwanted effects when used for prolonged courses, including rashes,
fever, gastrointestinal effects, neutropenia, hepatic dysfunction and renal
impairment. Weekly monitoring of blood counts, liver and renal function is
recommended to detect and manage unwanted effects at an early stage.

Prescribing, supply and administration of all antibiotics and diluents would be
provided by Provider A.

CLINICAL REFERRAL

The model of service proposed is that the service will accept any clinical referrals
from a range of services e.g. GPs, Out of Hours services, Walk In Centre, A&E
departments, Short Stay Units and community referrals to ultimately prevent an
A&E attendance, hospital admission or day case attendance. This list is not
exhaustive.

Provider A can provide care pathways for any or all of the listed conditions.
10






The service delivery mechanisms would be widely communicated to ensure patients
and carers locally know what to expect.

Patients would be assessed for their suitability to receive IV therapy in the
community including:

* Oral versus |V administration

* Home setting / Clinic setting

« Patient compliance

* Medical fitness

* Amenability to community treatment

Provider A would accept full clinical responsibility for patients accepted on to the
service.

Provider A would provide integrated care within the CCGs wider planned and
unplanned care system and establish a robust, skilled and proficient service within
the community and create links with a full range of partners e.g. Clinical
Commissioners, Rapid Response Team, Secondary Care, A&E, Community
services and Independent Contractors within NHS Stockport.

At the point of discharge from the service the patient's GP will be provided with a
summary of the care record for the IV therapy (within 24 hours). A satisfaction
survey would be sent to all patients treated by the service.

Option 2 - VISITING NURSE

Model 1

The service would operate 24/7, and be responsible for accepting referrals,
assessing and managing all patients requiring Intravenous Therapy onto the
caseload whilst retaining clinical responsibility for these patients until the point of
discharge. Administration of IV therapy would take place between the hours of 0800-
2200 hours 7 days a week. This model has the capacity to offer up to 12 visits per
day and can accept patients on once or twice daily antibiotic regimes. Capacity
would increase to 113 referrrals per month.

Benefits

The nursing team will begin at minimum levels to full capacity so the nursing staff will
be utilised in the promotion and education of users of the service; with GP’s and the
ED department. The model will ensure that ED can refer directly into the service so
that patients are not requiring a hospital stay.

Model 2

The service would operate between 0800-1900 hrs 7 days per week and be
responsible for accepting referrals, assessing and managing all patients requiring
Intravenous Therapy onto the caseload whilst retaining clinical responsibility for
these patients until the point of discharge. This service would not accept referrals
between 1900-0800 hours Mon-Fri or weeekends/bank holidays. This model has
the capacity to offer up to 8 visit per day and can only accept patients on once daily
regimes.

Costs

Model 1: The cost of model 1 is 24/7 service provision is £820k. The cost £840 per
referral.

11





Model 2: The cost of model 2 with 08:00- 19:00 service provision is £625k. The cost
per referral is £640.
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Implementation Plan — Work in Progress

IV Therapy Service Implementation

Procedure lead: Urgent Care Lead

APPENDIX 2

Lead Director: Director of Provider Management

Sponsor Group: Governing Body

Objective Action Lead Timescale | Progress/Outcome Evaluation/Evidence
1. Information on the | Publicity information | New June/July

new service is | to be supplied to | Provider 2013

disseminated GPs; Nursing

effectively throughout | Homes and

Community
Services across the
Stockport economy.

the economy.

Providers nurses to
work with GPs to
explain how service
works

14





2. Appropriate training | Training and | New June/July
is provided to | awareness sessions | Provider 2013
Stockport Foundation | to take place with
Trust lead consultants in
ED/Medical
Assessment Unit
and Short Stay Unit
3. Agree launch date | Provider to begin | New 1 June 2013 | Measure recruitment
for service recruitment Provider impact.
campaign to attract
nurses with
appropriate
experience.
4. Monitor number of | Provider to supply | New From start
referrals in to the | information on | Provider date

service

number of referrals
to service
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Consisting:

1. Quality Summary

2. Performance - Quality Outcomes by Provider
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Mastercall Healthcare
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3. Patient Safety & Clinical Effectiveness

4. Patient Experience

Link to Annual Improving the quality of commissioned services is a
Business Plan: key strategic aim within the CCG’s Annual Operational
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Quality Report
1. Quality Summary

1.1  Quality & Provider Committee

The Q&PM Committee in May reviewed the Annual Quality Reports for SFT
and Pennine Care. Judith Morris, SFT Director of Nursing, will address the
Committee in July.

The committee discussed the process for ensuring that all serious incidents
are reviewed in appropriate detail by the CCG. The agreed process will
include:-

e Timelines and process for reporting, review and sign off which are
consistent with national guidelines.

e That initially each Serious Incident report will be reviewed by the Q&PM
committee.

e Comments will then be forwarded to the AO who will provide a final
clinical review of the incident and sign off.

e Twice annually a high level peer review of incidents with providers.

e Further development of the process to provide assurance that learning
is embedded.

The Committee and Dr Gill have reviewed a report on a SFT Never Event
where a swab was left in situ during a pacemaker procedure.

As part of the Q&P Committee taking a more active role in reviewing serious
incidents, a review of pressure sore incident reports is being undertaken by
the nurse member of the Governing Body.

1.2  Quality Monitoring & Early Warning System

Work is on-going with GMCSU to develop a Stockport Quality Dashboard.
This will be in addition to the National Quality dashboard by provider, which
we await the launch of.

1.3 NHS 111
The position on NHS 111 is that:-

By re-instating call handling by Mastercall then any patients who call via GP or
out of hours are receiving advice and access to care without accessing NHS
111. The CCG has elected to extend this contract with Mastercall until March
2014. This enables the provider to give assurance on their continued ability to
employ the staff to deliver the service.

A small number of patients are choosing to contact NHS111 directly and are

receiving advice and if necessary onward direction from the service. Sufficient
capacity is in place to manage these calls.
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The process for agreeing the longer term plans for the service remain unclear
and a review and further guidance from NHS England is awaited.

1.4 Primary Care Quality

Primary Care Quality is an area that requires close cooperation between the
CCG, LMC and the Local Area Team of NHS England. The CCG and LMC
attended a workshop recently to agree some principles with the AT and local
arrangements have been proposed by the CCG consistent with the
agreements and are being considered by the LMC.

It is envisaged that there will be a primary care quality committee that is
constituted with members of the CCG and LMC to review local information on
performance and other soft information that might add to existing concerns.
The AT would be invited to share with the CCG any concerns that have come
into their organisation and receive any additional information relevant to
existing cases. In the rare situation that the CCG has to escalate concerns
about a local practice, provided they are not urgent, this would be the
opportunity for this communication.

2. Performance - Quality Outcomes by Provider

2.1 CQUIN 2012/13 achievement
SFT SFT Community | BMI The
Acute Alexandra
Achievement | 33/52 38/42 26/29
Finance 73% 100% 52.5%
Achievements | Safety Thermometer | Safety thermometer Harm free care
and the majority of and harm free care Public health
harm free care targets indicators
targets Public health
indicators relating to
alcohol & smoking
Areas For | Dementia Breastfeeding Patient experience
Improvement Heart Failure No. of cancelled survey completion
Breastfeeding appointments Electronic
ED discharge
Alcohol summaries
Mandatory training

2.2Stockport FT (Acute)

In both April and May SFT achieved the improvement trajectory for ED
performance which they have agreed with Monitor. The 4 hour A&E target of
95% was achieved in May although due to April’s performance level this will
result in a failure in the quarter. Separate to performance the CCG is closely
monitoring with SFT the implementation of each of the 8 improvement
milestones. We are not yet at a stage where assurance can be provided that
performance improvement is sustainable.

Stockport FT's Annual Quality Report. Representatives from the CCG met

with the Head of Nursing to feed in comments from the Q&PM Committee.
The FT took these comments on board and assured the CCG that relevant
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amendments would be made. The CCG’s formal response will be published
with the full Quality Account in June. See Appendix.

2013/14 Schedule

The FT has demonstrated their further commitment to CQUIN by making it the
main focus of their Quality Strategy / Board report. Initial progress against the
schedule is positive. A formal submission of evidence against Q1 thresholds is
expected in July.

2.3 Stockport FT Community

The community contract monitoring meeting scheduled in May was cancelled.
The membership and terms of reference are being reviewed and the group
will be re-launched in June, to ensure appropriate representation. District
Nursing and Health Visiting will be represented in at least two meetings within
the year. The meetings are bi-monthly.

Access

The CCG is reviewing concerns over access to the Children’s Speech &
Language Therapy service and the Community Diabetes Specialist Nursing
Team. If following the reviews significant issues are identified then a Root
Cause Analysis and improvement plan will be agreed with SFT. This will be
progressed through both the Q&PM committee and the next community
contract meeting.

2.3 BMI - The Alexandra Hospital (BMI)
No further update.

2.3 Pennine Care

The Q&PM Committee reviewed the full report and approved the
Commissioner response to the Pennine Care Quality Account. The view was
that the report was comprehensive, informative and could be improved
through the inclusion of locality-specific information. This reflects the focus on
integrated care taken by Pennine Care.

Quality reporting to the Q&PM Committee for mental health will be agreed
with the CCG Joint Commissioning lead.

2.4 Mastercall Healthcare

The CCG has received Mastercall’'s annual performance and quality report for
the year 2012/13. An additional five quality audit reports are expected by 14"
June. The full report will be reviewed by the Q&P Committee in June.

2.6 St Ann’s Hospice
The Quality Account for 2012/13 has been received in draft and will be
reviewed by the Q&PM Committee in June.
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3 Patient Safety & Clinical Effectiveness

Safeguarding adults

There remains a formal suspension on one nursing home in Stockport. An
action plan has been sent to the CQC but this has not been made available to
the CCG as yet.

Weekend mortality

A meeting took place between the CCG and Dr James Catania in May to
discuss the Trust’s plan for reducing weekend mortality specifically and
clinical effectiveness at the Trust generally. Dr Catania explained the Trust’s
policy on coding patients as palliative and the impact of this on the mortality
rates. This has been documented in a letter from Dr Catania to Dr Gill. The
CCG is working with the Trust to establish an effective monitoring system. Dr
Catania invited Dr Owen-Smith to attend the Trust’s Clinical Audit Committee.

NICE compliance
The Trust’s NICE Compliance Scorecard is being reviewed by the Clinical
Policy Committee.

Serious Incidents

There has been limited progress with closing outstanding incidents from
2012/13. SFT has recently submitted reports for 15 serious incidents which
will be reviewed by the CCG in the next two weeks. There remain 33 open
incidents where the report and completed action plan are due but which are
outstanding. The CCG Quality Team continues to meet with the FT to
strengthen processes.

There have been two serious incidents relating to Stockport commissioned
services and/or Stockport patients in May 2013

SNHSFT (Acute) SNHSTFT (Community) | Pennine Care MH
One serious incident | No incidents were | One Serious Incident
was reported in May reported in April 2013 Was Reported In April

SFT have acknowledged the absence of pressure sores (as serious incidents)
reported in April. The Trust are looking into their internal reporting processes.

Patient Experience

The Friends and Family Test went ‘live’ in April. Indicators relating to roll out of
the scheme, response rate and positive scores are included in the CQUIN
schedules for Stockport Acute and BMI Alexandra. Quarter 1 performance will
follow shortly.

Mark Chidgey
31 May 2013
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Appendix Stockport CCG Comment on SFT Quality Account

Stockport Clinical Commissioning Group (SCCG) commends Stockport NHS
Foundation Trust (SFT) on a year in which quality improvement in key areas
has been demonstrated.

SFT has achieved challenging targets set to protect patients from harm due to
falls, pressure ulcers and hospital acquired infections. In particular SFT
continues to participate successfully in the Advancing Quality programme,
improving the reliability of care in key specialty areas.

Over 90% of admitted patients are now consistently being treated within 18
weeks from the time of referral. Improvements are still required for those
specialties where achievement is below this. Delivering the Cancer Waiting
Times in every quarter of 2012/13 represents real improvement.

In 2012/13 the emergency 4 hour standard has not been met, meaning that
some patients have experienced waits in the Emergency Department which
are too long. Stockport CCG is working closely with Stockport FT to better
manage patients who need emergency care, this requires clearer pathways
and processes. Some of the solution will lie in providing more services in the
community and progressing integration. Also more patients needing
emergency care will be treated at hospital without an overnight stay.

Finally, Stockport CCG commends the Trust on the use of the Nursing Care
Indictors to monitor care by ward. Patient feedback is overall positive.
However there is a need to ensure all staff communicate effectively with each
other and with patients. Patients and their carers must be engaged in the
care they are receiving. Stockport CCG and Stockport FT are committed to
working together to ensure the lessons from the Francis Report are
embedded in the health care provided for Stockport patients.
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Date of Meeting

4 June 2013

Issue under Consideration

Healthier Together Governance

Decision/Opinion Required

This paper seeks
e Approval of the Healthier Together programme as a Level
B issue by the 12 GM CCGs

e A view on the issue of quoracy for the Healthier Together
Committees in Common which are to be established to
make decisions on the Healthier Together programme

e A view on ‘majority voting’ at the Healthier Together
Committees in Common which are to be established to
make decisions on the Healthier Together programme.

Item is for Information
Level A Decision

Level B Decision

Level B Decision

Author of Paper and
contact details

Richard Popplewell — Richard Popplewell@sky.com

Jonathan Martin — Jonathan.martin3@nhs.net

The item has been
discussed previously at
these meetings

Clinical Strategy Board
Association Governing Group Meeting

Healthier Together CCG Workshop on 22 May 13

Note

e Items for information are where colleagues want to share knowledge on particular

issues but no specific action is required at the current time.

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

action the outcome through their individual CCG processes.

e Level B items are where a decision binding on all CCGs is required using the

governance arrangements of the Association.
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Greater Manchester Association of CCGs
Governing Group
4 June 2013

1. Background

1.1 Although the Establishment Agreement which will describe the approach to the 12 GM
CCGs collaborating together has yet to be finalised and signed, the main principles in it are
well known and agreed. The main delay has been the need to rework the ‘Lead CCG model’
to a ‘Committee in Common’ (CIC) model for what is termed Level B business. Therefore,
notwithstanding the details and documentation of the approach being finalised there is a
pressing need to move forward to use the approach for the Healthier Together programme.
The relationship between the generic Association approach and the specific Healthier
Together programme is illustrated in the diagram below:

Overall Intended Approach
Appendix 5 & 6 Involvement of Non GM
CCGs in CiC

Appendix 4 CCG Nomination of
Individuals to CiC

Appendix 3 Template for Papers

Appendix 2 Template for Committee in
Common

LEVELB

Appendix 1 Chairmanship

Association Establishment Agreement
*Purpose and principles
*Assocn. Governing Group
*Chair and Vice-chairs
*AGG meetings
*Establishment
*Level A & B business
*Assocn. ‘Committee in Common’
*Support arrangements
*Conflicts of interest
*Terms and termination Healthier Together

A Specific Function
Committee in Common

2. Healthier Together Programme as Level B Business
2.1 The relevant clauses in the Establishment Agreement that pertain to Level B Business are
as follows (where CICs means committees in common):

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 accordance with
Clause 13.2). Itis 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.

Thus, under this agreement and way of working it is necessary for the 12 GM CCGs to unanimously
agree that the Healthier Together Programme is ‘Level B Business’ and can be undertaken by the
CIC approach.

2.2 The GM CCG Association Governing Group is asked to confirm this approach and
minute it accordingly.

3.1 The issue of quoracy of the Healthier Together Committees in Common (HTCIiCs) has been
much discussed recently. As the Governing Body of each CCG will establish a HTCiC there
is good logic in setting the quoracy as 12. i..e. there is a nominated Governing Body member
from all of the 12 GM CCGs (and potentially other non GM CCGs who may be materially
affected by Healthier Together proposals) at the meeting. Conversely, there may be
occasions when it is simply not possible for individuals from all 12 to be present and this
would ‘stop all business’. Whatever the quoracy number agreed, it is envisaged that in
advance of any HTCiCs’ meeting the HT team would proactively approach all CCGs to
enquire if their nominated individual or deputy will be present and arrange as necessary any
dial in or video conferencing access that may be required.

3.2 It is proposed that for all key decisions (labeled Category 1 decisions) of the HTCiCs
representatives of all 12 GM CCGs must be present. i.e. the quoracy is 12. Papers to the
HTCiCs should make absolutely clear whether this is a key decision paper, requiring this
quoracy, or can be seen, for example, as information giving or endorsing further work.
(category 2 decisions). In the terms of reference for the HTCICs there will be a definition of
category 1 decisions requiring all CCGs to be present to satisfy this quoracy parameter.





3.3  As highlighted above, the HTCiCs are likely to involve CCGs from outside GM and an
equivalent approach is proposed i.e. if 15 CCGs establish HTCiCs then representatives from
15 CCGs need to be present for key decisions.

3.4 Once a decision has been made the GM CCG Establishment Agreement and Healthier
Together documentation will be amended accordingly.

3.5 The GM Association Governing group is asked to discuss the issue and agree this
approach or decide on an alternative and minute it accordingly.

4, Majority Voting

4.1 Similarly, the issue of majority voting has been discussed at length since there is no right or
wrong position on this issue. Whilst it is clearly desirable for there to be a unanimous or large
majority decisions on any changes proposed under Healthier Together, this is unlikely as
individual CCG representatives may have to abstain or vote against proposals to reflect their
individual views and assist the management of local relationships. It is also necessary to
align any ‘generic’ approach documented in the Association Establishment Agreement with
the specific use and terms of reference for the HTCiCs.

4.2 There are a number of potential options that have been raised:

o The GM CCGs decide a ratio that they would set for all Level B committees including
HTCiCs e.g. 7:5 or 8:4 or 9:3 or 10:2, etc. This is then expressed as a percentage and will
apply to any CIC that includes CCGs from outside GM.

¢ The GM CCGs do not decide an overall fixed ratio but allow this to be set for individual Level
B business to allow flexibility. It is beneficial, however, that this ratio should be agreed at the
setting up of each CIC so that CCG Governing Bodies know the governance arrangements
for the issue that they are delegating.

¢ The GM CCGs do not decide now which of the above 2 or other options should be adopted
but instead the HTCiCs are set up with a requirement to go back to their CCG Governing
Bodies with a proposal for a majority voting model after it has been discussed at the
inaugural meeting of the HTCiCs. Terms of Reference for the HTCiCs will be amended to
reflect this decision once agreed.

4.3 Until the majority voting model is agreed, any decision of the HTCiCs will require a
unanimous vote.

4.4 The GM Association Governing group is asked to discuss the issue and agree one of
these approaches or another and minute the decision accordingly.

5. Process to Establish each Healthier Together Committee in Common — HTCiC

5.1 As illustrated in the diagram at Paragraph 1.1, and assuming all GM CCGs agree that the
Healthier Together programme decisions should be defined as level B Business, then the
steps to establish each CCG HTCIC will be as follows:

o The Governing Body of each CCG will need to resolve to establish a committee (to
be known as its HTCIC), to adopt the terms of reference for its HTCIC that have been
agreed by the CCGs. The draft terms of reference for the HTCIC, attached to this





paper, will be amended to reflect the discussion and any decisions taken at the
Association Governing Group meeting on 4 June 2013. The amended version of the
terms of reference will be sent to the CCGs following that meeting.

e Appendix 4 to the Establishment Agreement, which is the form of authorisation for a
member of a CCG Governing Body to participate in the HTCICs, needs to be
completed. This form will be prepared for each CCG following the Association
Governing Group Meeting on 4 June by the Service Transformation team. A second
copy of this form will also be required to formally nominate a deputy. Completed
copies of the form, signed by the Chair of each CCG’s Governing body on behalf of
the Governing Body, should be returned to the Service Transformation Team. In
discussion at the CCG Healthier Together workshop on 22 May, the issue of building
HTCiCs with a balance and mix of skill and experience was discussed, and
consideration should be given by CCGs as to how this can best be achieved.

¢ As mentioned above, the TOR will be amended to reflect majority voting
arrangements once these have been agreed. There are three ‘fundamental
decisions’ (labelled Category 1 decisions in para 3.2) that the HTCiC must take,
namely:

o To approve the model of care and proceed to consultation
o To endorse the Pre-Consultation Business Case and Consultation document
o To reach a decision after Consultation on the preferred option.

6. HTCiCs Membership and Commitment

6.1 As discussed at the Healthier Together CCG Workshop on 22 May, the commitment of
HTCiCs’ members will be substantial given the potential size and scope of proposals. Itis
envisaged that the HTCiCs will meet approximately once a month on a date that does not
clash with CCG Governing Body meetings but which meets the Healthier Together
programme formal decision points. As soon as these dates have been identified and agreed
by the HT Steering Group, they will be published.

Summary of Recommendations and Decisions Required

7.1 The GM Association Governing Group is asked to:

7.2 Agree and confirm that the Healthier Together programme is Level B Business and minute
this approach accordingly.

7.3 Discuss the issue of HTCiCs Quoracy arrangements and minute the decision accordingly.
7.4 Discuss the matter of Majority Voting for the HTCiCs and either:
agree one of these approaches outlined in Para 4 above or another approach
or
decide to defer the decision on majority voting until the July AGG meeting, whilst agreeing to
the process to establish the HTCiCs continuing, to enable them to hold their first meeting in

July 2013.

7.5 Consider the requirement and how best to establish a HTCiCs membership with a balance
and mix of complementary skill and experience.





Richard Popplewell
Jonathan Martin
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Annex A

NHS [ ] Clinical Commissioning Group
Healthier Together Committee in Common (HTCiC)

Terms of Reference

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

1. Introduction

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

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

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

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

2. Establishment

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

3. Functions of the Committee:

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

o Develop potential models of care for future healthcare provision for
consultation.
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In discharging

Determine the method and scope of the consultation process.

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

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

Approve the text and issue of the Consultation Document.
Liaise with the relevant Local Authority about the process.

Take or arrange for all necessary steps to be taken to enable the CCG to
comply with its public sector equality duties in relation to the consultation.

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

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

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

its responsibilities the HTCiC will also:

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

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

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

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

Oversee stakeholder engagement and consultation on those areas of service
change that will impact on service users.

! ccGs’ consultation and involvement duties are set out in Section 1422 of the NHS Act 2006, as amended by the Health and
Social Care Act 2012.

2 cCGs have a duty to consult their local authority (rather than specifically its overview and scrutiny committee) under
Regulation 23(1) of The Local Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013.

3
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4. Category 1 and Category 2 decisions
The following decisions of the HTCIiC shall be Category 1 decisions:

(1) The decision to approve the model of care and proceed to consultation;
(2) To endorse the Pre-Consultation Business Case and Consultation document;
(3) To reach a decision after Consultation on the preferred option;

and all other decisions of the HTCIC shall be Category 2 decisions.

5. Membership

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

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

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

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

Independent Chair — Nomination To be Confirmed
Voting Members

Organisation Nomination Role/Discipline | Remarks

1 | NHS Bolton CCG

2 | NHS Bury CCG

3 | NHS Central Manchester CCG

4 | NHS Heywood, Middleton and
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
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11 | NHS Trafford CCG
12 | NHS Wigan Borough CCG
13 | NHS Eastern Cheshire CCG
14 | NHS East Lancashire CCG
15 | Other NHS CCG + any other
CCG that
may be
materially
affected?)
Non - Voting Members
16 | Director of Service Leila Williams
Transformation
17 | AGMA Representative Lead Local Authority | Steven Geoff Little
Chief Executive for | Pleasant is
Health nominated
deputy
18 | Chair of the External | Chair Prof. Eileen
Reference Group Fairhurst
19 | Chief Executive Wrightington, | Chair of the Greater | Andrew Foster
Wigan and Leigh Foundation | Manchester  Provider
Trust Chief Executives
Forum
20 | Healthier Together Mick Dolan
Consultation Director
In Attendance- As Required
Chair of the Clinical Advisory Phil Harris
Group
Chair of the Finance and Claire Yarwood
Estates Group
Healthier Together Jonathan Martin
Programme Manager -
Committee Business
Manager
6. Deputies

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

Organisation Role/Discipline Nomination

1 | NHS Bolton CCG

2 | NHS Bury CCG

3 | NHS Central Manchester CCG

4 | NHS Heywood, Middleton and
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

13 | NHS Eastern Cheshire CCG

14 | NHS East Lancashire CCG

15 | Other NHS CCG

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

7. Meetings

The HTCIC shall meet at such times and places as the Chair may direct on giving
reasonable written notice to the members of the HTCiC.

Meetings of the HTCiC shall be open to the public unless the HTCIiC considers that it would
not be in the public interest to permit members of the public to attend a meeting or part of a
meeting.
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8. Quorum
The quorum for a meeting of the HTCIiC shall be:

(1) for a meeting at which a Category 1 decision will be made, all of the voting
members of the HTCIC;

(2) for a meeting at which no Category 1 decisions will be made, a [simple
majority] of the voting members of the HTCIiC.

9. Attendees

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

10.Attendance at meetings

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

11. Voting

[The process for Healthier Together (CCG Level B) decision-making is to be determined.]
12.Administrative

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

Papers for each meeting will be sent to HTCIC members at least one week prior to each

meeting. By exception, and only with the agreement of the Chair, amendments to papers
may be tabled before the meeting.
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NHS STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2013-14

Month 1 - as at 30th April 2013

Appendix 2

YTD (Mth 1) Forecast 13/14 Change in Forecast
Plan Actual Var Var Plan Actual Var Var Prior Month Change
£000s £000s £000s % £000s £000s £000s % £000s %
Allocations
Notified (28,534) (28,534) 0 0.0% (357,168) (357,168) 0 0%
Anticipated 778 778 0 0.0% 9,338 9,338 0 0%
Total Allocations (27,756) (27,756) 0 0.0% (347,830) (347,830) 0 0% 0 0.0%
Mainstream budgets
NHS Commissioned Services 19,380 19,380 0 0.0% 232,557 232,557 0 0%
Other Commissioned Services 526 526 0 0.0% 6,312 6,312 0 0%
Non NHS Commissioned Services 2,610 2,610 0 0.0% 31,315 31,315 0 0%
Prescribing 3,883 3,883 0 0.0% 46,590 46,590 0 0%
Primary Care 245 245 0 0.0% 2,936 2,936 0 0%
CCG Running Costs (admin) 586 586 0 0.0% 7,180 7,180 0 0%
CCG Running Costs (programme) 234 234 0 0.0% 2,663 2,663 0 0%
Sub Total 27,464 27,464 0 0.0% 329,553 329,553 0 0% 0 0.0%
Reserves
Reserves - Inflation & Demand Pressures 0 0 0 0.0% 22,292 22,292 0 0%
Reserves - Investments 0 0 0 0.0% 11,692 11,692 0 0%
Reserves - Contingency 0 0 0 0.0% 4,807 4,807 0 0%
Reserves - Provider 4% deflator 0 0 0 0.0% (9,759) (9,759) 0 0%
Reserves - Saving and Efficiency 0 0 0 0.0% (10,870) (10,870) 0 0%
Reserves - Specialist Commissioning 0 0 0 0.0% (3,385) (3,385) 0%
Sub Total 0 0 0 0.0% 14,777 14,777 0 0% 0 0.0%
Total Net Expenditure & Reserves 27,464 27,464 0 0.0% 344,330 344,330 0 0% 0 0.0%
TOTAL (SURPLUS) / DEFICIT (292) (292) 0 0.0% (3,500) (3,500) 0 0% 0 0.0%
Better Payment Practice Code - target to pay > 95% within 30 days
Invoices Rec'd Mth 1 Paid within 30 days % Paid within 30 days
No £'000 No £'000 No £'000
Apr-13 91 19,419 90 19,407 98.90% 99.94%
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On 20 May, 2013 a small subgroup of the Steering Board attended a meeting with Rachel Cashman at NHS
England. Rachel outlined the next steps for AHSN authorisation, apologised for the delays and gave feedback
from the Interview with Sir John Bell, Sir Alan Langland’s and Sir lan Carruthers on GM AHSN’s plan. Full
details are available in the appendix to this document but in summary the application and interview were
considered strong. The focus on informatics was seen as unique and of potential benefit to clinical outcomes
improvement, research and interactions with industry. These strengths placed GM AHSN in the first cohort of
funded networks and enables us to negotiate our position as the lead AHSN for informatics and information.

NHS England has allocated the GM AHSN £4.63m in FY 2013-14 which will be available for release in July
2013 based on satisfactory licence negotiations. The planning cycle for FY 2014-15 will begin in September
2013 and deliverables in year 1 will be negotiated alongside the licence. See the Business planning section
about our plans to reflect the smaller resource envelope.

On 23 May, 2013, the draft Five Year Licence Agreement between the Academic Health Science Networks and
NHS England was issued. The licence is available in the appendix to this document. NHS England have asked
all AHSN'’s to comment on the licence and to look at how it might need to be modified to account for local
innovation. The response from Greater Manchester will be available in June 2013.

At the May steering board of the AHSN the programme leads for Innovation and Research (Keith Chantler),
Health and Implementation (Maxine Power), Wealth and Investment (Martin Gibson) and Education and
Capability (Maxine Power — acting) were asked to review their business plans and make suggestions about how
the work plan could be delivered with a smaller resource envelope. Since then, work has been underway on
reformatting. This work now needs to accelerate and partners have been invited to participate in the revision of
plans under the work stream leads. Leads have been asked to address the elements of their work streams that
map directly onto the licence requirements. From this reconciliation process gaps will be identified and
addressed in the next stage of the planning.

The Steering Board have approved a number of appointments:

e Peter Ellington as interim Chair for a 6 month period. Peter is the Chief Executive of the Association of
British Healthcare Industries and he will start with us on 28 June 2013. A short bio is available in
Appendix 2.

e Raj Jain has accepted the role of Managing Director. He is on 3 months’ notice and during this period
will be working 2 days a week on GM AHSN establishment and connecting with the membership. Raj is
currently Chief Executive at Liverpool Heart and Chest Hospital NHS Foundation Trust.

The Board are meeting monthly and have been reconstituted to include broader representation from the Higher
Education Establishments and the LETB. An industry advisory committee will provide a single point of entry to

Edition 2 — 3 June 2013





the sector for the Academic health Science Centre and network. We have been working with Finnamore as our
management consultants to finalise the business plan and will be advertising for an operations lead within the
next 2-3 weeks.

In the coming weeks, we will be focusing on:

e The establishment of new governance arrangements
e Getting boards that have not already done so signed up to the new AHSN

A M

froadond

lan Wilkinson David Dalton
Clinical Lead Chief Executive
Oldham CCG Salford Royal NHS Foundation Trust

GM AHSN Steering Group Chair

1. NHS England GM AHSN Feedback
2. Peter Ellingworth biography
3. Appendix 3, Raj Jain biography
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NHS England recognises the huge amount of interest and commitment that has gone into making the
fifteen AHSN applications across the country. The application teams have marshalled an impressive
range of leaders from the NHS and universities and some application teams had senior and
experienced colleagues from industry integrated into the application. There had been only 6 or 7
months between the publication of the national guidance and the panel interview during which all the
teams had produced a prospectus, a draft business plan and a 100 day delivery plan.

Building on the guidance published in summer 2012, the designation interview and designation
feedback each AHSN should describe their ambition setting out the 2 or 3 service areas where they
will have a significant national impact in its first five years. All AHSNs will have an agenda to drive
adoption and spread of innovation across all areas of healthcare provision and population health but
they also need to have a small number of areas where each AHSN will bring together the resources
and assets in their geography to create a synergy between researchers in universities, industry and
entrepreneurs, and the local NHS to identify, exploit and commercialise innovations that will have
national and international significance. AHSNs need to be focused as trying to achieve this in too
many areas will not deliver the necessary impact.

All applications need to undertake further work to translate their work plan into agreed, measurable
deliverables and milestones that the AHSN commits to and crucially work on how these commitments
will be delivered through the network’s systems and processes.

The AHSN is based on a membership model with a wide range of partners holding each other to
account. All application teams need to continue to build their leadership teams with people who have
the personal qualities to be effective in leading networks, the vision for the future, and the knowledge
of the NHS-industry-academic interface. Most of the applications need to develop a governance
structure that industry can understand and engage with.

The dual purpose of AHSNSs to improve health and create wealth was recognised in all applications
but the maturity of the thinking and the specificity of the proposed actions on the wealth creation
agenda varied greatly across the fifteen applications. All teams need to accelerate their work in this
area and put in place the infrastructure to effectively bring together industry, the NHS and universities
to focus on delivering specific projects and partnerships. All AHSNs need a quantified plan for wealth
creation and to create a single technology transfer mechanism across the whole network, ideally
integrated with the research infrastructure.

AHSNs should be thinking of and demonstrating industry collaboration that focuses on adoption and
spread of innovative treatment, technology and models of care delivery and AHSNs should be
demonstrating how they are developing their commercial acumen in order to demonstrate ROI and
match funding requirements.

Most applications recognised the key role that their AHSN will play in promoting and supporting
research in the NHS across their geography, working alongside NIHR research
infrastructure. However, they varied significantly in the extent to which they had clear, robust plans to
make this a reality. NHS England hope that AHSNs will work in alignment with Strategic Clinical
Research Networks and not seek to replicate or duplicate. It is for the local AHSN and the Strategic
Clinical Research Networks to identify how best to work together. Similarly AHSNS should work with
and build upon existing research structures and not seek to duplicate or replicate. AHSNs may
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choose to fund CLARHCS if they feel by doing so it will enable the AHSN to deliver the outcomes set
out in its business plan and agreed in the Licence. It is not an expectation or requirement from NHS
England that AHSNs should use their funding allocation in this way.

Improved integrated information shared between primary & hospital care and linking research,
evaluation and clinical practice will be at the heart of the successful AHSN. Those licenced with
immediate effect provided evidence that this was a central part of their application and proposed work
plan and all teams need to develop the detailed mechanisms so that members can effectively
collaborate in network-wide sharing and analysis of data.

Although most AHSNs had some discussions with their Local Education and Training Boards and
had input from a range of universities, the depth of these relationships varied greatly. Only in a few
applications was there evidence of a sophisticated shared vision and proposals for common
approaches about how education would support the collaboration between industry, academia and
the NHS on innovation and adoption.

Applications teams all included strong representation from NHS providers and universities. The
contribution of clinical commissioning groups, industry, local government and public health was
variable with some application teams including experts in each of these areas but others not even
evidencing an active input from these stakeholders beyond the statements in the written application.

All AHSNs would benefit from support in continuing their development, especially in how they
developed their governance and in working with industry partners. As part of the Organisational
Development of AHSNs in the new system we will ask all to attend a Kick-starter event in July 2013
and to participate in an Organisational Development process that will be co-designed between NHS
England, NHS Improving Quality and each individual AHSN.

Greater Manchester

Potential specialist area(s): e-health and patient safety.

AHSN Total funding 2013/14 | First Second allocation
allocation

Greater £4.63m £3.2m £1.43m

Manchester

The application reflected the large volume of work that has been undertaken by the partners in
developing a distinctive model for innovation and knowledge transfer in the Greater Manchester area.
The application builds on the strengths of the Manchester AHSC, but the separate approach to the
Network demonstrates a good grasp of the specific expectations for a successful AHSN, focusing on
the wider engagement with industry and on the adoption and spread of innovations. The work on the
digital economy and the creation of shared data sets that can be used to measure clinical benefit and
outcomes and inform commercial opportunities came through clearly in the presentation and
documents. Although the document highlights the need for collective working across the AHSN,
there needs to be more detailed work about this will actually happen in practice

Recognise the request for designation with specific “Leadership” for E-Health on behalf of the whole
system NHS England is giving active consideration to this and will feedback in due course. NHs
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England will also welcome a proposal from Greater Manchester AHSN on a single model of VC and
Angel investor funding for AHSNs led by a single AHSN.

Appendix 2, Peter Ellingworth

Peter is Chief Executive of the Association of British Healthcare Industries
(ABHI), the industry association for the UK medical device sector. ABHI
work with government and NHS England to improve patient outcomes and
deliver more cost efficient healthcare through the uptake of innovative
medical technologies. Under Peter’s leadership the association has become
a key government partner, supporting NHS England in its work to improve
patient access to innovation.

Peter has built strong links with NHS leaders and currently represents
industry on the Implementation Board of the ‘Innovation Health and Wealth
Report’, the NHS Chief Executive’s report focussed on improving the uptake
of innovative technology.

Peter leads the industry secretariat for the Ministerial Medical Technology Strategy Group, is the
Chair of MATCH and a Trustee and Vice Chair of the Thackray Museum, which houses the world’s
largest collection of medical trade literature. Peter sits on the board of the Health Tech and Medicines
Knowledge Transfer Network. He is also a member of the EPSRC Strategic Advisory Network and
the Eucomed National Association Network.

Peter has 30 years of experience in sales, marketing and general management in the UK & Ireland
and across Europe.

Appendix 3, Raj Jain

Since 2008, Raj has been Chief Executive at Liverpool Heart and Chest
Hospital NHS Foundation Trust (LHCH), one of the largest cardiothoracic
specialist hospitals in Europe. LHCH was named HSJ Provider of the Year in
2012, which recognised its continuing work to establish the Trust as a world
class organisation. Raj is Board Director at the Institute of Cardiovascular
Medicine and Science and Liverpool Health Partners. He is a board member
of NIHR Cheshire and Merseyside CLRN and the North West Coast AHSN.
Raj started in the NHS 18 years ago after spending 10 years in the oil and
gas industry. He was an Executive Director at Salford Royal NHS
Foundation Trust for 5 years prior to his appointment at LHCH.

During his time as CEO and Executive Director Raj has led a number of
regional programmes including QIPP Lead for Workforce for the Northwest Region and Workforce
lead for Merseyside.
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Health and Wellbeing Board (Shadow) – 20 March 2013



HEALTH & WELLBEING BOARD (SHADOW)

		Meeting:

		20 March 2013



		At:

		2.30 pm





PRESENT

		Cllr John Pantall

		-

		Executive Councillor (Health & Wellbeing), Stockport Council (Chair) in the chair



		Mike Greenwood

		-

		Chair of NHS Stockport (Vice-Chair)



		Jane Crombleholme

		-

		Chair of Stockport Clinical Commissioning Group



		Terry Dafter

		-

		Service Director (Adult Social Care), Stockport Council



		Cllr Sue Derbyshire

		-

		Leader of the Council (Policy, Reform & Finance) Stockport Council



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		John Leach

		-

		Chair of Stockport LINk/Healthwatch Stockport



		Donna Sager

		-

		Service Director (Strategy and Commissioning), Stockport Council



		Dr Stephen Watkins

		-

		Director of Public Health, NHS Stockport





Also In attendance

		Eamonn Boylan

		-

		Chief Executive, Stockport Council



		Michael Cullen




		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Steve Houston




		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Sue Kardahji

		-

		Public Health Specialist, NHS Stockport



		Maria Kildunne

		-

		LINk Senior Development Manager, Stockport LINk



		Cllr Tom McGee

		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Gaynor Mullins

		-

		Chief Operating Officer, Stockport Clinical Commissioning Group



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Steve Skelton

		-

		Head of Policy and Partnerships, Stockport Council 



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters

		-

		Health and Wellbeing Policy Manager, Stockport Council





Apologies


Apologies for absence were received from Councillor Kevin Dowling, Bryan Leck, Dr. Vicci Owen-Smith and Andrew Webb

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 16 January 2013 were approved as a correct record.

2. DECLARATIONS OF INTEREST


No declarations of interest were made.

3. CHAIR’S ANNOUNCEMENTS


The Chair reported on the following:-


(i) a recent event on Community Budgeting, with specific reference to adult social care;


(ii) a planned event in May organised by Tobacco Free Futures on the impact of smoking on families and child poverty;

(iii) the Chair would be on a panel at the forthcoming NICE Conference discussing the potential opportunities from the transfer of public health functions to local authorities. The Chair invited members and colleagues to highlight areas that could be discussed.

4. NICE GUIDANCE – IMPLEMENTATION VIA HEALTH AND WELLBEING BOARDS

The Director of Public Health submitted a report (copies of which had been circulated) setting out the process for the development and publication of NICE Guidance and a proposed process for consideration of that guidance by the Board.

Members emphasised the need to consider each guidance document on its own merits and in the context of the Stockport health economy so that a considered judgement could be reached on the efficacy of its implementation in Stockport.



RESOLVED – (1) That the report be noted.


(2) That the evidence-based approach  to policy development, as employed by NICE, be endorsed.

(3) That the proposed process for the consideration and possible adoption of NICE guidance as detailed in the reported be adopted, subject to any decision on the implementation of that guidance being based on the compatibility of the guidance with the Board’s priorities, financial capabilities and having been subject to the decision-making processes of each partner organisation.


(4) That the Deputy Director of Public Health be requested to submit a report to a future meeting summarising existing local authority/ public health related NICE Guidance.

5. HEALTH AND SOCIAL CARE REFORM IN GREATER MANCHESTER

The Heads of Health & Wellbeing and Policy & Partnerships (Stockport Council) submitted a report (copies of which had been circulated) summarising work being undertaken by the Association of Greater Manchester (AGMA) on the development of models of integrated community-based Health and Social Care as part of a whole system approach to reducing hospital admissions, connected to the Greater Manchester Public Service Reform programme, the Community Budget pilot and the Healthier Together programme.

The AGMA Executive Board had requested that each local authority’s Health & Wellbeing Board report back on their local work on integration of health and social care services. 


It was clarified that efforts in Stockport were not dependent on the work at AGMA, nor was there any formal reporting required, but that future developments in total budget settlements would be done at this level so it was important to ensure some level of coordination and sharing of information.

Members discussed the case for change to a system that required significant resources for sub-optimal outcomes and the challenge of making this case to the public in a co-ordinated way at the same time as individual organisations were rationalising services and closing facilities.

RESOLVED – (1) That the report be noted.

(2) That the Heads of Health & Wellbeing and Policy & Partnerships be requested to prepare a response to AGMA on work in Stockport on the integration of health and social care, namely that activity badged as Stockport One, and that the Chairs of this Board and the Clinical Commissioning Group be authorised to sign-off the document before it is released to AGMA.


6. AGENDA PLANNING/ FORWARD PLAN OF AGENDA ITEMS

The Board considered a forward plan of agenda items for the next municipal year (copies of which had been circulated) and invited the Board to agree the plan and suggest additions or alterations.

RESOLVED – That the report be noted and the forward plan of agenda items be approved, subject to the inclusion of the Clinical Commissioning Group Plan for November 2013 and January 2014.

7. ADULT LIFESTYLE SURVEY – KEY FINDINGS

The Director of Public Health submitted a report (copies of which were circulated) summarising the key findings of the most recent Adult Lifestyle Survey conducted in Stockport in 2012. 


It was highlighted that there had been improvements in levels of smoking and slight improvements relating to alcohol in comparison to previous years, but there remained room for improvement in levels of physical activity.


Members commented that the results of the survey supported the emphasis on prevention and the need to make real long term improvements in lifestyles.


RESOLVED – That the Adult Lifestyle Survey 2012 Summary be noted.

8. UK HEALTH PERFORMANCE

The Director of Public Health made a presentation summarising the findings of the recently published Lancet Report “UK Health Performance: findings of the Global Burden of Disease Study 2010” that examined the patterns of health loss in the UK, the leading preventable risks that explain some of these patterns, and how UK outcomes compared with a set of comparable countries in the European Union and elsewhere in 1990 and 2010. A copy of the report had also circulated.

It was highlighted that while media coverage of the report had suggested increased spending on health since 1990 had lead to falling outcomes, a closer reading of the data suggested that this extra investment had not yielded significant improvements except in those areas where greatest additional resourcing had been targeted (such as waiting times). UK performance was average in comparison to other countries.

Members commented that the findings showed that there was no clear link between spend and outcomes, and that the integration of services with a focus on improving lifestyles and education produced better outcomes for similar or less resources.

The Board discussed the possibilities of focussing preventative activity and lifestyle campaigns on a significant underlying condition that resulted in more costly interventions for resultant conditions. It was suggested that tackling hypertension through the whole health economy in Stockport would have a significant effect on the health of Stockport residents.


RESOLVED – (1) That the report and presentation on the Lancet Report “UK Health Performance: findings of the Global Burden of Disease Study 2010” be noted.

(2) That the Chief Operating Officer (Stockport CCG) and the Director of Public Health be requested to submit a report a future meeting of the Board on health screening, in particular the opportunities for developing a hypertension screening programme in Stockport.

8. PUBLIC HEALTH MESSAGES ON LIFESTYLES: INTEGRATION OF COMMUNICATIONS AND PUBLICITY REGARDING PROGRAMMES TO SUPPORT THE HEALTH AND WELLBEING AGENDA


A joint report of the Deputy Director of Public Health and the Assistant Chief Executive (Communications) (Stockport Council) was submitted (copies of which had been circulated) on opportunities for further alignment of public health campaigns and communications from the NHS with the Council’s own campaigns.

The Board also received a demonstration of the Healthy Stockport website (www.healthystockport.co.uk) and an update its future development. It was stated that this site would bring together information from a range of sources across both the Council and NHS on key public health and lifestyle campaigns and would provide a coherent message.

Members welcomed the developments, and stressed the need to raise awareness of site, in particular amongst staff from partner organisations.

RESOLVED – That the report be noted and the Board endorse the work on the integration of healthy lifestyle programmes and the alignment of resources.


9. HEALTHWATCH TRANSITION UPDATE

The Chair of LINk /  Healthwatch Stockport gave a brief update on transition from Stockport LINk to Healthwatch prior to its commencement date of 1 April 2013. It was reported that preparations for going live were well underway with new Directors elected at the AGM for appointment to the Healthwatch Board and the winding up of the LINk almost complete. Stockport was ahead of many other areas in the country and had developed a model which was accountable to its members. It was envisaged that the change to Healthwatch would also allow for changes in the way members were involved in the work of the organisation and would allow for more effective work with statutory partners.

The Chair of Healthwatch also expressed his thanks to Council officers involved in supporting the establishment of the organisation for their hard work and support.


RESOLVED – That the update be noted.

The meeting closed at 4.15 pm
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4 Matthew Parker Street

London
Accountable Officers of Clinical Commissioning Groups SW1H 9NP

T: 020 7340 2400
30" May 2013 F: 020 7340 2401

W: www.monitor-nhsft.gov.uk

Dear colleague

Notification of enforcement action taken by Monitor: Section 110 of the Health and
Social Care Act 2012 (‘the Act’)

1. Asyou will be aware, under the Act, NHS foundation trusts are required to comply with
Monitor’s Provider Licence, which replaced the trusts’ terms of Authorisation with effect
from 1 April 2013. Where known or suspected breaches of the Provider Licence occur,
Monitor has statutory powers to address those breaches under sections 105, 106 and 111
of the Act. A summary of these enforcement powers is set out in Appendix A to this letter.

2. After imposing a discretionary requirement or accepting an enforcement undertaking
(under sections 105 and 106 of the Act respectively), Monitor must such notify such
commissioning groups as are likely to be affected by the imposition of the requirement or
the acceptance of the undertakings (and others, including NHS England). This letter
constitutes such natification to you, per section 110(1)(b) of the Act.

3. Monitor has taken enforcement action at eighteen NHS foundation trusts to address the
issues which previously led to them being placed in significant breach of their terms of
Authorisation, and which have now resulted in known or suspected breaches of the
Provider Licence.

4. Monitor has imposed discretionary requirements at five NHS foundation trusts: Bolton,
University Hospitals of Morecambe Bay, Tameside Hospital, Sherwood Forest Hospitals
and Kettering General Hospital. Of these, Bolton, University Hospitals of Morecambe Bay
and Tameside Hospital have also provided enforcement undertakings. While such
notification is not strictly required, for completeness we draw your attention to the fact that
Kettering General Hospital has also had an additional condition added to its Provider
Licence under section 111 of the Act.

5. Monitor has accepted enforcement undertakings from thirteen further NHS foundation
trusts: Cambridge University Hospitals, Rotherham, Basildon and Thurrock University
Hospitals, Burton Hospitals, Derby Hospitals, Heatherwood and Wexham Park Hospitals,
Queen Elizabeth Hospital King’s Lynn, Medway, Milton Keynes Hospital, Peterborough
and Stamford Hospitals, Royal National Hospital for Rheumatic Diseases, Southend
University Hospital and Stockport. Of these, again for completeness, we draw your
attention to the fact that Rotherham has also had an additional condition added to its
Provider Licence (under section 111 of the Act).



http://www.monitor-nhsft.gov.uk/



In addition, Monitor has taken enforcement action against Dorset HealthCare University
NHS Foundation Trust, which was not previously in significant breach of its terms of
Authorisation. Monitor has accepted enforcement undertakings from this Trust to address
potential breaches of its Provider Licence.

Finally, again for completeness and not as part of the natification provision, on 16 April
2013 Monitor appointed Trust Special Administrators at Mid Staffordshire NHS Foundation
Trust to make recommendations on safeguarding the future of health services currently
provided by the Trust, under the new regime introduced by the Act.

Further information on the enforcement action taken at each of these NHS foundation
trusts is available at Monitor’'s website www.monitor-nhsft.gov.uk.

If you have any queries in relation to this letter, please contact me on 020 7340 2425 or by
email at paul.streat@monitor.gov.uk.

Yours sincerely

i

Paul Streat
Regional Director



http://www.monitor-nhsft.gov.uk/

mailto:paul.streat@monitor.gov.uk



Appendix A — Monitor’s key enforcement actions

Discretionary requirements under the Act

Where Monitor finds that a provider is breaching, or has breached, one or more of its licence
conditions, or has not met a requirement to hold a licence, or has failed to provide Monitor with
information we require, Monitor may impose one or more of the ‘discretionary requirements’
specified in section 105 of the Act. Monitor may also impose such requirements on others in
breach of a requirement to provide us with information.

The discretionary requirements that Monitor may impose are:

compliance requirements which require a provider to take such steps as we may
specify to ensure that the breach in question does not continue or recur;
restoration requirements which require a provider to take such actions as we may
specify to restore the situation to what it would have been, were the breach not
occurring or had not occurred; and

variable monetary penalties which require a provider to pay a penalty.

Enforcement undertakings under the Act

If Monitor has reasonable grounds to suspect that a provider is breaching, or has breached,
one or more of its licence conditions, or has not met a requirement to hold a licence, or has
failed to provide Monitor with information we required, we may accept ‘enforcement
undertakings’, as described in section 106 of the Act. Monitor may also accept such
undertakings from others in breach of a requirement to provide us with information.

An enforcement undertaking may include one or more of the following commitments:

action to ensure that the breach does not continue or recur;

action to ensure that the position is, so far as possible, restored to what it would have
been were the breach not occurring or had not occurred,;

action, including the payment of a sum of money, to benefit any other licensee affected
by the breach, or any commissioner of NHS health care services affected by the
breach; or

action of such a description as may be prescribed.

Powers to impose additional licence conditions on NHS foundation trusts

Monitor has additional specific powers to take action where the governance of an NHS
foundation trust is such that it is failing, or will fail, to comply with one or more of the conditions
in its licence.

There are two parts to these powers:

where Monitor is satisfied that an NHS foundation trust’s directors and/or governors
are failing to (a) secure compliance with conditions in the foundation trust’s licence or
(b) take steps to reduce the risk of a breach of a condition in the foundation trust’s
licence under section 111 of the Act, Monitor may include in the licence such
conditions relating to governance as Monitor considers appropriate; and

where Monitor is satisfied that the NHS foundation trust has breached, or is breaching,
an additional licence condition that was included under section 111 of the Act, we may
use our powers to require the foundation trust to remove, suspend or disqualify one or
more of the foundation trust’s directors and/or governors or, if the foundation trust does
not do so, Monitor may make such changes.
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		Agenda Item No: 9



		Finance Report as at Month 1 – 30th April 2013



		Summary: 

		To present the financial position for the CCG as at Month 1 (30th April 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 1 and forecast 13/14 at this date.
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Financial Position as at Month 1


1. Introduction


1.1 
The financial report will provide regular updates on our financial performance during 2013/14 and will also provide an estimated forecast of spend for the year i.e. spend position to 31st March 2014. The main purpose is to highlight whether our financial performance is on track, highlight any risks and challenges that require Governing Body action to ensure we deliver against our statutory financial duties in 2013/14.


1.2

This first report will be essentially split into 2 parts:-


1.2.1
Report revised opening 13/14 financial Plan


1.2.2   Report Mth 1 position against the revised plan and forecast at this date. 


1.3
 Members are asked to read over the Finance paper taken to March 27th Governing Body as this provides the opening financial plan 13/14, as approved, and also setting out our financial duties and inherent risks in delivering these. Reference to the 27th March paper will also be made in this report.


2. Background


2.1
As members are aware the CCG is required to plan for a 2% recurrent surplus and a 1% in year surplus. The requirement for Stockport CCG therefore is that in 13/14 we plan to deliver the following surplus:-


		 

		Recurrent

		In-Year



		 

		£'000

		£'000



		(Surplus)

		(7,040)

		(3,500)



		 

		2%

		1%





2.2
The above requirement was reflected within our opening 13/14 Financial Plan approved at Shadow CCG Board on 27th March. The plans approved therefore complied with NHSE financial planning requirements as set out in ‘Everyone Counts’ published December 2012 by the then NHS Commissioning Board (now NHSE).


2.3
Immediately following our last Governing Body on 8th May, we received a formal request from NHSE (Local Area Team) to resubmit our 13/14 plans taking into account 2 specific adjustments. These are explained more fully in section 3 below.


2.4
The DoH have recently confirmed that the assets & liabilities of the former  PCTs (i.e. as recorded on 31.3.13 audited balance sheets) will transfer to those new organisations with responsibility for those functions. post 1st April 2013. This exercise requires detailed analysis at a transaction level and will be undertaken to deliver against nationally led timescales. This will produce the CCG’s opening balance sheet position as at 1.4.13 and this will be included within the financial report following completion of the exercise.


3. Revisions to Original Financial Plan


3.1 
This section of the report will highlight the impact of the adjustments requested by NHSE post submission of our Original approved financial Plan at March 27th Governing Body. 


3.2

We have been asked to resubmit our plans reflecting the following 2 adjustments:-


3.2.1
Specialist Commissioning transfers – agreeing the value of the transfers from CCGs to NHSE has been an ongoing ‘iterative’ process to the end of March with all NW CCGs agreeing to ‘cut off’ at version 7 of the model. This brought about a final adjustment of £13.7m for Stockport CCG as the third element of the transfer (section 5.3 March 27th report refers).


3.2.2
Additional Funding corrections – we had anticipated additional funding of c£1,193k to correct known errors in the CCG opening allocation. NHSE have now confirmed that these errors will not be corrected. (section 4.5 March report refers). This results in a loss of income as our funding is now less than anticipated. To compensate, we have reduced our contingency sum accordingly which creates a financial risk in using this funding for in-year cost pressures in 13/14.  


3.2.3

This is extremely disappointing given that we made representations to correct this known error as far back as December 12. 


3.2.3
Appendix 1 attached shows the impact of these adjustments on the original opening financial plan approved 27th March. All these adjustments have been treated as ‘non recurrent’ subject to confirmation by NHSE.


3.2.4 Members will note that none of the changes have had an impact on our investments but will note the inclusion of an additional savings reserve c£3.4m with an expectation that this will be offset by anticipated funding transfers into the CCG from other NW/GM commissioners in accordance with the risk share on specialist commissioning. Whilst agreements have been signed based on key principles for sharing risk on a zero impact basis, it is appropriate that we highlight this as an area of financial risk given the value of shortfall. 


4. Financial position as at Mth 1 & forecast at this date


4.1 The financial position of the CCG shows a £292k surplus as at Mth 1 and a forecast surplus of £3.5m for the year in line with plan (Appendix 2 refers). Members should note that the month 1 position mainly reflects estimated spend given that actual activity data for hospital acute activity and prescribing is not available at this time.   


4.2
NHS & Non NHS Healthcare – the CCG budget for NHS & Non NHS Healthcare Providers is £270,184k. 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. All contracts have now been signed with NHS providers although the values remain under review given the ongoing review of core versus specialist commissioning transfer to NHSE. At this early stage in the year we have estimated our spend in line with plan and therefore reporting a nil variance. This area of spend gives us the most exposure to risk given the fluctuating and seasonal nature of activity demand. 


4.3  
Prescribing – the April 13 prescribing data has not yet been published by the NHS Business Authority.  As such, the April estimate reflects April 12 prescribing uplifted by 2% which is keeping with expected trends.  Members are asked to note that the prescribing CIP of £1.8m has not yet been embedded within the prescribing budget. 


4.4
Running Costs – we are required to maintain our headquarters running costs within a £25 per head of population envelope. For Stockport, this equate to a threshold level of £7.18m spend on running costs. We are assuming spend in line with plan at month 1. 


4.5
Reserves – Appendix 3 sets out the main categories of reserves held.   We have categorised reserves into 4 main areas for ease of review, these being:-


4.5.1
Inflation & demand – will be embedded into mainstream budgets 


4.5.2
Investments – release subject to business case approval


4.5.3
Contingency – will be retained as a Reserve


4.5.4
Savings & Efficiency – (i) all QiPP schemes will be embedded in budgets and (ii) CIP will be released to budgets as schemes are implemented and savings are derived.


4.6
QiPP/CIP – A summary analysis of 13/14 CIP is also shown in Appendix 3. These values remain as per our original 13/14 financial plan in line with schemes set out in our strategic plan. The only reserve additional to original plan is that specifically covering the Risk Share arrangement on Specialist services at £3.4m. The spec comm reserve remains an ongoing area of work across both Providers and Commissioners and follow up audits are to take place to address impact of funding shortfalls across commissioners. This will remain a key focus for the Governing Body, and the NHSE Local Area Team who will review our performance on this, as this is fundamental to the delivery of our financial duties. 


4.7
Financial Risks – we can summarise the areas of risk into 4 distinct categories:-


4.7.1
Allocation risk – various risk shares 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.  


4.7.1.1Specialist Commissioning – risk that the complexity of the resource flows between all NW Commissioners do not fully offset the £3.4m shortfall


4.7.1.2In-Year risk – the risk of not containing rising demand


4.7.1.3Delivery of CIP (also link to investments) – risk of not implementing our strategic investments which drive reform and deliver planned efficiencies. 


4.8
The first two risks are issues wider than just Stockport and remain subject to ongoing work being carried out across the NW wide patch. The outcome of these will only be finalised once the whole NW exercise has been completed and impact known for all commissioners.


4.9
The last two risks categories at (iii) & (iv) can be more locally managed and it is key that we are proactive in managing the pace of local implementation to ensure the efficiencies can be driven out as early as possible, mindful of the assurance and approval processes we have to satisfy.   


4.10
Given that we are at an early stage of 13/14 and that much work remains ongoing at both a local and NW wide level, then we cannot provide a level of risk exposure at this time. However, a prudent estimate of the range of risk faced by the CCG in 13/14, at this time, to be in the order of £3.5m to £5.5m.   


5. Recommendation


5.1.
The Governing Body is asked to:-


5.1.1
note and approve the revised opening plan for 13/14


5.1.2 
note the financial position of the CCG as at Month 1 (30th April 2013)


5.1.3
note the major inherent risks that could impact on our ability to deliver against our target surplus in 13/14. 


Gary Jones


Chief Finance Officer 


5 June 2013 
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ENFORCEMENT UNDERTAKINGS

LICENSEE:

Stockport NHS Foundation Trust
Oak House

Stepping Hill Hospital

Poplar Grove

Stockport

Cheshire

SK2 7JE

DECISION

On the basis of the grounds set out below, and having regard to its Enforcement Guidance, Monitor
has decided to accept from the Licensee the enforcement undertakings specified below pursuant to
its powers under section 106 of the Health and Social Care Act 2012 (“the Act”).

GROUNDS

1. Licence

The Licensee is the holder of a licence granted under section 87 of the Act.
2. Breaches

2.1. Target Breaches

2.1.1. Monitor has reasonable grounds to suspect that the Licensee has provided and is
providing health care services for the purposes of the NHS in breach of the
following conditions of its licence: FT4(5)(a); FT4(5)(b); FT4(5)(c); FT4(5)(e);
FT4(5)(f); FT4(5)(g); FT4(6)(b); FT4(6)(c) and FT4(6)(d).

2.1.2. Inparticular:

2.1.2.1. The Licensee breached its Accident and Emergency 4 hour waiting times
target in Q1 and Q3 of 2011/12, Q1, Q2, Q3 and Q4 of 2012/13; and

2.1.2.2. these breaches by the Licensee demonstrate a failure of governance
arrangements in particular, but not limited to, a failure by the Licensee
to establish and effectively implement systems and/or processes (i) to
ensure compliance with the Licensee’s duty to operate efficiently,
economically and effectively and (ii) to ensure compliance with health
care standards binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care Quality
Commission, the NHS Commissioning Board and statutory regulators of
health care professions.

2.1.3. Need for action





Monitor believes that the action which the Licensee has undertaken to take
pursuant to the undertaking recorded here will secure that the breach in question
does not continue or recur.

2.2. Governance breaches

2.2.1. Monitor has reasonable grounds to suspect that the Licensee has provided and
is providing health care services for the purposes of the NHS in breach of the
following conditions of its licence:FT4(2); FT4(3)(a); FT4(3)(b); FT4(5)(a); FT4(5)(b)
FT4(5)(c); FT4(5)(e); FT4(5)(f); FT4(5)(g); FT4(6)(c); FT4(6)(d); FT4(6)(f) and FT4(7).

2.2.2. Inparticular:

2.2.2.1. There are weaknesses in the Licensee’s Board governance highlighted by
the external review of Board effectiveness and risk management dated
31 January 2013; and

2.2.2.2. these breaches by the Licensee demonstrate a failure of governance
arrangements.

2.2.3. Need for action
Monitor believes that the action which the Licensee has undertaken to take pursuant to
the undertaking recorded here will secure that the breach in question does not continue

or recur.

3. Appropriateness of Undertakings

In considering the appropriateness of accepting in this case the undertakings set out below, Monitor
has taken into account the matters set out in its Enforcement Guidance.

UNDERTAKINGS

The Licensee has agreed to give and Monitor has agreed to accept the following undertakings,
pursuant to section 106 of the Act:

1. Target breaches

1.1. The Licensee will prepare an overarching and comprehensive urgent care action plan (“the
Urgent Care Plan”) to achieve sustainable compliance with the 4 hour maximum waiting
time Accident and Emergency target (“the A&E target”) by the date agreed at the April
progress review meeting between the Licensee and Monitor on 11 April 2013. The Urgent
Care Plan will at a minimum:

1.1.1.include appropriate milestones for the delivery of the eight key objectives, that
underpin delivery of the A&E trajectory, as discussed during the conference call
between the Licensee and Monitor on 13 March 2013;

1.1.2.include those elements of the Licensee’s Unscheduled Care Transformation Programme
required to achieve sustainable compliance with the A&E target;





1.2.

1.3.

1.4.

1.5.

1.6.

1.1.3.include metrics and KPIs to monitor delivery of the Urgent Care Plan;

1.1.4.incorporate all issues, findings, recommendations and associated actions arising from
the reviews carried out by Jeremy Pease and the Emergency Care Intensive Support
Team (“ECIST”) between July 2011 to February 2013 and subsequently;

1.1.5.include a trajectory to compliance with the A&E target by the date agreed at the 11
April 2013 progress review meeting;

1.1.6.schedule all necessary actions for completion in a manner that will lead to conclusion
of all actions by the date agreed at the 11 April 2013 progress review meeting; and

1.1.7.be reviewed and approved by the Licensee Board by 31 May 2013, following discussion
with Monitor at the progress review meeting between the Licensee and Monitor on 11
April 2013.

The Licensee will provide to Monitor a copy of any external reports or reviews relating to
the Urgent Care Plan completed during 2013 within a week of receiving them.

The Licensee is to fully deliver all actions in the Urgent Care Plan under the timescales set
outinit.

The Licensee will report on the Urgent Care Plan as required by Monitor and in any event
report weekly to Monitor its performance against the 4 hour A&E target until such time as
compliance with the target is maintained for three consecutive quarters or Monitor
stipulates otherwise.

The Licensee will obtain external assurance that the Urgent Care Plan has been delivered in
full by a date to be agreed at the 11 April 2013 progress review meeting between the
Licensee and Monitor from a source and a scope to be agreed with Monitor.

Without prejudice to the other undertakings the Licensee will take such additional steps as
are necessary to ensure that it is able to meet the A&E target on a sustainable basis from a
date to be agreed at the 11 April 2013 progress review meeting.

Board effectiveness and governance

2.1.

The Licensee will implement by 30 June 2013 the action plan, approved by the Board on 28
February 2013, to address all high, medium and low risk recommendations from the KPMG
review of Board effectiveness and risk management dated 31 January 2013 (“the
Governance Plan”). The Governance Plan will at a minimum include all appropriate
milestones to monitor delivery.





2.2. The Licensee will report on the Governance Plan as required by Monitor and at a minimum
on the delivery of key milestones monthly 5 working days in advance of the progress review
meetings between the Licensee and Monitor unless Monitor stipulates otherwise.

2.3. The Licensee will:
2.3.1.commission an external review by 31 July 2013 from a source and with a scope to be
agreed with Monitor to assess whether the recommendations required to be addressed

in full by the Governance Plan have been addressed (“the Review”); and

2.3.2.0btain and provide to Monitor the Review by 30 September 2013.

3. Programme management and governance arrangements

3.1. The Licensee will implement sufficient programme management and governance
arrangements to enable the delivery of all plans referred to in these undertakings.

4. Meetings

4.1. The Licensee shall attend meetings (or if Monitor stipulates conference calls) with Monitor
during the currency of the undertakings detailed in this notice to discuss its progress in
meeting those undertakings. These meetings shall take place once a month unless Monitor
otherwise stipulates, at a time and place to be specified by Monitor and with attendees
specified by Monitor.

THE UNDERTAKINGS SET OUT HEREARE WITHOUT PREJUDICE TO THE REQUIREMENT ON THE
LICENSEE TO ENSURE THAT IT IS COMPLIANT WITH ALL THE CONDITIONS OF ITS LICENCE
INCLUDING THOSE RELATING TO:

. COMPLIANCE WITH THE HEALTH CARE STANDARDS BINDING ON THE LICENSEE; AND
. COMPLIANCE WITH ALL REQUIREMENTS CONCERNING QUALITY OF CARE.

ANY FAILURE TO COMPLY WITH THE ABOVE UNDERTAKINGS WILL RENDER THE LICENSEE LIABLE TO
FURTHER FORMAL ACTION BY MONITOR. THIS COULD INCLUDE THE IMPOSITION OF
DISCRETIONARY REQUIREMENTS UNDER SECTION 105 OF THE ACT IN RESPECT OF THE BREACH IN
RESPECT OF WHICH THE UNDERTAKING WAS GIVEN AND/OR REVOCATION OF THE LICENCE UNDER
SECTION 89 OF THE ACT.

WHERE MONITOR IS SATISFIED THAT THE LICENSEE HAS GIVEN INACCURATE, MISLEADING OR
INCOMPLETE INFORMATION IN RELATION TO THE UNDERTAKING: (i) MONITOR MAY TREAT THE
LICENSEE AS HAVING FAILED TO COMPLY WITH THE UNDERTAKING; AND (ii) IF MONITOR DECIDES
SO TO TREAT THE LICENSEE, MONITOR MUST BY NOTICE REVOKE ANY COMPLIANCE CERTIFICATE
GIVEN TO THE LICENSEE IN RESPECT OF COMPLIANCE WITH THE RELEVANT UNDERTAKING.





LICENSEE

Dated 17 April 2013

e
(L &C’l ssod - Gillian Easson, Chairman
Stockport NHS Foundation Trust
Signed (Chair of Licensee) [Name of Signatory]
MONITOR

Dated 24 April 2013

Dhlbea

Signed (Chair of relevant decision-making committee) = [Name of Signatory]
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Health and Wellbeing Integrated Commissioning Board – 20 March 2013



HEALTH & WELLBEING INTEGRATED COMMISSIONING BOARD

		Meeting:

		20 March 2013



		At:

		4.25 pm





PRESENT

		Mike Greenwood

		-

		Chair of NHS Stockport (Chair) in the chair



		Cllr Sue Derbyshire

		-

		Leader of the Council (Policy, Reform & Finance), Stockport Council (Vice-Chair)



		Cllr John Pantall

		-

		Executive Councillor (Health & Wellbeing), Stockport Council



		Jane Crombleholme

		-

		Chair of Stockport Clinical Commissioning Group





Also In attendance

		Michael Cullen




		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Terry Dafter

		-

		Service Director (Adult Social Care), Stockport Council



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		Steve Houston




		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Cllr Tom McGee

		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Gaynor Mullins

		-

		Chief Operating Officer, Stockport Clinical Commissioning Group



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Donna Sager

		-

		Service Director (Strategy & Commissioning), Stockport Council



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters

		-

		Health and Wellbeing Policy Manager, Stockport Council



		Dr Stephen Watkins

		-

		Director of Public Health





Apologies


Apologies for absence were received from Cllr Kevin Dowling and Andrew Webb.

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 16 January 2013 were approved as a correct record.

2. MATTERS ARISING


There were no matters arising.

3. DECLARATIONS OF INTEREST


No declarations of interest were made.


4. FINANCE REPORTS


(i) Third Quarter 2012/13 Budget Monitoring

A joint report of the Acting Locality Director of Finance (NHS Stockport) and the Strategic Accountant (Stockport Council) was submitted (copies of which had been circulated) providing an update on the 2012/13 outturn position at the end of the third quarter for the pooled and aligned budgets within the Section 75 agreement.


Members raised concerns about performance in relation to outcomes for those with learning disabilities who were within the Learning Disability (LD) Service, in particular the relatively poor performance given the level of spend and investment made. 

In response it was stated that outcomes were determined by a range of factors, not exclusively those connected with specialist LD services. Pressures within the service remained in some areas, such as nursing care, although progress had been made in other areas. Issues with outcomes and data sharing were being addressed and were within the scope of the Disability Review.


RESOLVED – (1) That the third quarter position on the pooled and aligned budgets be noted and the revised budgets detailed in the report be approved.


(2) That the proposed temporary increase in the NHS Stockport contribution to the Adults pooled budget in 2012/13 with a corresponding reduction in 2013/14 be approved.

(3) That the Service Director (Adult Care Services) (Stockport Council) and the Chief Operating Officer (Stockport CCG) be requested to provide a report back to a future meeting on the Learning Disability Services and efforts to improve outcomes for those within the service.

(ii) Proposed Budget for 2013/14

A joint report of the Acting Locality Director of Finance (NHS Stockport) and the Strategic Accountant (Stockport Council) was submitted (copies of which had been circulated) detailing the proposed pooled and aligned budgets within the Section 75 Agreement for 2013/14. The budgets would reflect changes to the commissioning of services for children and young people, public health and drug & alcohol detox services post 1 April 2013 which were brought about by the changes in the Health & Social Care Act 2012.


It was emphasised that the changes to budgets reflected commissioning changes, not those of commitment from the two organisations to move forward with pooling and integration of commissioning. Further pooling of services would be considered during the course of the year.

Members welcomed the continued commitment to pooling and integrated commissioning.


RESOLVED – That the proposed 2013/14 pooled and aligned budgets within the Section 75 Agreement as detailed in the report be agreed, subject to the re-profiling of contributions from partner organisations arising from the re-profiling taking place for 2012/13.

5. POOLED BUDGET BETWEEN THE COUNCIL AND NHS (S75 AGREEMENT) SUMMARY OF NEW GOVERNANCE ARRANGEMENTS
 


The Service Director (Adult Social Care) (Stockport Council) and the Chief Operating Officer (Stockport CCG) submitted a report (copies of which had been circulated) summarising progress with revising the current Section 75 Agreement to take account of the transition from the Primary Care Trust to the Clinical Commissioning Group from 1 April 2013. The proposal was to renew the agreement on 1 April 2013 for a period of one year to allow for further discussion on enhancing pooling and integration of services and commissioning.


RESOLVED – (1) That the arrangements outlined in the report for entering into a new Section 75 (pooled budget) agreement between the Council and the Clinical Commissioning Group from April 2013 to March 2014 be noted and endorsed.


(2) That the revised governance arrangements for the Section 75 Agreement as detailed at Appendix 1 of the report be noted.

6. MICHAEL GREENWOOD


On behalf of the Board, the Leader of the Council expressed members’ gratitude to Michael Greenwood for his dedication as a member of this Board and for his tireless commitment to furthering integration to improve outcomes for the residents of Stockport.


The meeting closed at 4.55 pm
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DND/JM





15 May 2013





Dear All



I am pleased to advise you that I have today received notice from NHS England that the Greater Manchester Academic Health Science Network (GM AHSN) has met the criteria for authorisation. This means that the licence to operate and operating budget can now be negotiated. 



Over the coming weeks we will be working closely with the team at NHS England, led by Miles Ayling and Rachel Cashman, on the details of our work programme. Miles and Rachel are visiting Manchester to meet the steering board on 30th May 2013. We will be communicating with you at least once per month (and potentially more frequently) during the coming weeks and appreciate your cooperation.



As you are aware our current business plan has received a positive response and will form the basis of our negotiations. I attach a copy for your information. You will see that the business plan is still under development, in particular with respect to the Education and Capability section. 



In addition, we have been asked to foreground more strongly our proposals for a GM wide informatics platform and its application for research, patient care and healthcare systems improvement. I have asked the respective leads to work on revisions to these sections and modifications are underway as I write this note.



In short, our AHSN is moving ahead and your engagement at this important gestational stage is greatly appreciated. If you have any questions for the steering board please feel free to either post them in the relevant section on www.gmahsn.org or email me directly.



Regards

[image: ]



David Dalton

Chief Executive

Salford Royal NHS Foundation Trust

GM AHSN Acting Accountable Officer
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I am pleased to advise you that I have today received notice from NHS England that the 


Greater Manchester Academic Health Science Network (GM AHSN) has met the criteria for 


authorisation. This means that the licence to operate and operating budget can now be 
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Over the coming weeks we will be working closely with the team at NHS England, led by 


Miles Ayling and Rachel Cashman, on the details of our work programme. Miles and Rachel 


are visiting Manchester to meet the steering board on 30th May 2013. We will be 
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In addition, we have been asked to foreground more strongly our proposals for a GM wide 


informatics platform and its application for research, patient care and healthcare systems 


improvement. I have asked the respective leads to work on revisions to these sections and 


modifications are underway as I write this note. 
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1 Introduction

This document sets out Greater Manchester Academic Health Science Network’s
(GM AHSN) business plan, for 2013/14 to 2017/18. This business plan will be
updated on an annual basis.

1.1 Our Purpose

The shared purpose of GM AHSN is:

To improve population health, create opportunity for wealth and employment
through building on our assets and adopting effective methods for reliable
implementation of agreed best practice in healthcare.

1.2 Our Objectives

Our objectives for the next five years are:

e Improved health outcomes through systematic reduction of the number of deaths
amenable to health care (the vast majority of which are related to cardiovascular
risk factors). We aim to reduce the differential between Greater Manchester and
the rest of England and improve outcomes to the level of the upper quartile by
2018 — potentially saving 1,000 lives over five years.

e To create a climate for retention, development and growth of industry. To
support and drive economic growth and wealth creation.

e To deliver the safest healthcare to our patients through systematic reduction of
harm from medication error.

e To deliver systematic implementation of NICE guidance.
e To deliver systematic implementation of high impact innovations.
e To deliver increased activity and output from invention and research.

e To deliver education and training to create capability in measurement for
improvement, health informatics and digital technologies.

The diagram below summarises the key drivers for how these objectives will be
delivered. We have grouped our objectives and drivers under the four headings of:

¢ Innovation and Research
e Health and Implementation
e Wealth and Industry

e Education and Capability

The following four sections set out our business plan for each of these four areas,
including objectives, activities, benefits and timescales. Following these four
sections there are sections covering:

e |ncentives and Levers
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e Metrics and Dashboard
e Commercials and Financials

¢ Risks and Mitigations

Figure 1 : Drivers to deliver Our Objectives
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Capability o
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\ diagnostic tool )

1.3 Our Delivery Approach

GM AHSN will support its members to deliver improvement to the health of the
population and will create real opportunity for wealth creation across the Network
through partnership working and reliable implementation. Operating as a not for
profit limited company, GM AHSN will have a supply chain management relationship
with its principal assets where they are commissioned to support the delivery of GM
AHSN'’s objectives. Our delivery partners for each area are set out in the following
sections.

Our AHSN will assure that its objectives and plans are delivered across the
membership through an Account Management process. We will designate four
zonal localities for the Network. Account Managers will ‘pull’ the outputs of each of
the Network’s implementation themes into the zonal localities and create a feedback
loop of ‘on the ground’ intelligence back to the GM AHSN Board.

The supply chain management process will result in the need for a small corporate
function focussed on commissioning/ contract management, intelligence
management, and account management.
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1.4 Key Dependencies

The key dependencies across the five programmes are highlighted in the table
below.
Table 1 : Dependencies across the GM AHSN Work Programmes

Informatics Research Health and Wealth and Education and

Participation Implementation Industry Capability
AQuA (] )

BIS ®

CCGs [ ] [ ] o

Clinical Research Facilities ® ®

Clinical Trials Unit [J

ERDF ®

GM CLAHRC ®

GM CLRN [ [}

GM Power of 10 ®

GPs °

HAELO [ ]

HEIs [ ] ([ ] [ ]

HeRC °

LEP (] °

LETB ®

MAHSC [J ® °

mHealth Eco Sytem [J

MIDAS

MIMIT

NHS Global

NICE

NIHR Biomedical Research Unit [J

NIHR CRN

NW CsU ®

NW eHealth ® °
NW Procurement Development Service (J
R&D Directors Forum o
RGF
RM&G Team ®
TRUSTECH [
UKTI [
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2 Innovation and Research

2.1 Introduction

Greater Manchester already initiates and hosts world leading health sciences
research. As a city region we have a humber of strengths:

e Our large, stable and diverse resident communities provide an ideal ‘living
laboratory’.

e We have mature collaborations between our scientific, academic and health
service organisations.

e Our health informatics infrastructure is creating word class intelligence systems
to underpin research and improvement.

These strengths have already attracted many leading companies to Greater
Manchester to develop and test new products and ideas. The quality of members'
research efforts has been recognised through the designation of the North of
England’s only Academic Health Science Centre (MAHSC), a CLAHRC and a NIHR
Biomedical Research Unit.

Our NIHR CLAHRC has already established the virtuous cycle approach which will
underpin our work as an AHSN, capitalising on the dynamic relationship between
our Universities and NHS partners to identify, research and implement relevant
solutions for the NHS, focusing on priority areas identified by patients, providers and
commissioners. For example, the Greater Manchester Stroke Assessment Tool
(GM-SAT) is used to identify and address individual’s long term, unmet post-stroke
needs. It supports NHS organisations in fulfilling some of the requirements of the
National Stroke Strategy. GM-SAT was developed by the NIHR CLAHRC in a
facilitated partnership with patient associations, clinicians and academics.

The creation of GM AHSN gives us the opportunity to build on our research
strengths and do even better, by making sure every organisation in our Network is
providing the conditions needed to deliver best in class or world leading research.
Our NIHR credentials are first rate. We have:

e an established NIHR biomedical research unit
e an NIHR accredited Clinical Trials Unit

e three NIHR funded Clinical Research Facilities (specialising in mental health,
children's and musculoskeletal research, oncology and respiratory medicine
respectively)

e host to five regional NIHR topic specific research networks: Cancer, Dementias
and Neurodegenerative Diseases, Medicines for Children, Diabetes, and Stroke

e the best performing CLRN nationally for overall recruitment and number of
commercial contract studies and

e we are also home to the only Academic Health Science Centre in the North of
England.
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Informatics is a keystone innovation that we propose to roll out across GM AHSN.
Our informatics are a major innovation that have been proven with the membership
of MAHSC and industry. Their application across our AHSN will give benefits in
terms of population health, quality and productivity of services and wealth creation
with industry. Our informatics business also enables the delivery of many of our
other objectives and benefits.

GM AHSN will maintain the strong links that exist with the mHealth Eco System.
mHealth, the Manchester Ecosystem brings together in permanent partnership:
health and community care providers; a world-class research university; local
government; a major clinical research network; international industry partners; as
well as a number of SMEs from the region and beyond. The ecosystem serves a
diverse population of 2.6 million within a 10 mile radius of the centre of the UK’s
second city. Members of the GM AHSN Steering Group currently sit on the Eco
System Board and the mHealth Steering Group. Moving forward, the AHSN will
continue representation on mHealth to ensure continued alignment between the
AHSN and mHealth.

The creation of GM AHSN also gives us the opportunity to build on our research
strengths and do even better by making sure every organisation in our Network is
providing the conditions needed to deliver best in class or world leading research.

2.2 Informatics

2.2.1 Purpose

To deploy systems and tools that permit us to link, understand, evaluate and
capitalise upon electronic health information across our entire AHSN footprint. By
doing this we will have created the ability to target interventions, measure their
effectiveness and determine outcomes in near real-time across our whole
population.

2.2.2 Objectives
Phase I: the creation of a federated primary care dataset

e Deployment of associated tools for analysis, care pathway design,
commissioning and the roll out of the FARSITE system across the whole primary
care footprint. This will have some on-going costs throughout the programme.

Phase Il - Increase federation of secondary care organisations, amalgamation
of their data with the primary care dataset and the development and
deployment of tools for analysis and missed opportunities mapping

¢ A minimum dataset will be established including admissions, discharges and
laboratory data feeds. There will be integration of prescribing data across some
organisations to improve medication safety.

e Mobile health solutions will be deployed across parts of footprint with upload of
patient reported outcomes and information into care records. Training will be
undertaken for data analysts across organisations in progress with HeRC.
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Phase lll - Real world pharma studies running and supported across multiple
parts of footprint

e Systems will be deployed to reduce duplication of activity and investigation.

e Tertiary services will be linked across footprint with full sharing of data on
outcomes of clinical procedures, pathways and medicines/devices leading to
improved and rapid evaluation of innovation and adoption of best practice.

e Streamlining research processes and business development - appointments to
facilitate and coordinate a single research management system across the
footprint and a business development function to work closely with pharma and
biotechnology companies to build capacity and service customer relations.

e Consent for approach systems - building on our development of informatics
enabled contact centres and web-based systems with deployment across the
footprint for improved recruitment and delivery of time and target goals.
Improved delivery of studies for pharma and med tech companies will lead to
increased numbers of studies and income generation.

e Assistance with recruitment to real-world studies where required.

2.2.3 Delivery Approach
AHSN will commission the following groups:

e HeRC to deliver research and analysis software for deployment across AHSN
(within scope of current HeRC objectives and funding).

e NWeH to develop products resulting from HeRC activity for deployment across
federated NHS partners (contributes to activities 1-3).

e NWeH with the Commissioning Support Unit, CCGs and GPs to work
collaboratively to deliver primary care data linkage for care, commissioning and
research purposes (see activity 1).

e NWeH with provider Trusts with MAHSC partners to work in federation to
amalgamate and share primary and secondary care data for care and research
purposes (see activity 2).

¢ NWeH and GMCLRN (and successor) to deliver trial feasibility and recruitment
systems across AHSN geography plus increase capacity for widespread roll out
of real world trial capability (see activity 3).

2.2.4 Activities and Milestones

1) Linkage of primary care data (30% population coverage by 12 months, 60% by 24
months, 90% by 36 months).

2) Creation of an acute provider federation governance structure and data sharing
framework (first 100 days).

Iterative amalgamation of data sources with primary care records and between
secondary care providers. See phased approach in prospectus. Three providers
likely in first 12 months, six by 24 months, remainder by 48 months.
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Deployment of care pathway analysis and commissioning tools (beginning at month
12 to permit product development from HeRC software with roll out to 50% of CCGs
by 36 months and remainder by 60 months).

3) Deployment of FARSITE (coverage relates to activity 1 with same milestones).

Consent for approach systems integrated with eHealth systems (diabetes pathfinder
project evaluation by month six will permit roll out to other vascular disciplines -
timescale and priorities yet to be determined).

Additional geographical sectors capable of undertaking real-world trials.

At least

one sector (of four) capable by 24 months with three sectors available by forty eight

months.

2.2.5 Outcomes and Benefits
The key outcomes for our Informatics Programme include:

Initiative

Table 2 :

Goal

Outcomes for the Informatics Programme

Outcome

Link primary and
secondary care data

Better access to
anonymised care
records

Improved health intelligence and public
health - linked to all outcomes and
initiatives below

Deploy FARSITE

Increase trial efficiency
and access to research

More research participants.
Drive up clinical standards.

More rapid adoption of research
outcomes

Improved links with pharma and biotech
drive inward investment to region

Deploy pathway
analysis and missed
opportunities mapping
tools

Improve clinical care

Enhance community care with timely
access to secondary and tertiary
services resulting in improved care
quality and reduced hospital
admissions. Improved vascular health
and medication safety are initial
priorities

Consent for approach
cohorts

Increase trial
recruitment and
efficiency

More rapid uptake of clinical studies

Better links with pharma and biotech as
above

Deploy real-world data
and medicines
monitoring platforms
more widely

Inward investment from
pharma and biotech

Improved evaluation of
public health initiatives

Real-time medication
safety monitoring

Increased investment and employment

to region

Improved vascular health with reduction
in stroke, MI, heart failure and diabetes

Reduced medication errors resulting in
fewer medication-related hospital
admissions

April 2013© 2013 GM AHSN
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Initiative Goal Outcome

The principal benefits of our Informatics programme include:

Table 3 : Benefits arising from the Informatics Programme

Initiative Key Benefits

FARSITE rollout ¢ Increased number of studies placed across GMAHSN by
Pharma and Bioitech industries (increased commercial
income to NHS sites)

e Improved profile for GMAHSN geography with industry
will drive investment

e Increased GP engagement with data collection and
improved clinical coding

e Repurposing FARSITE as clinical intervention/evaluation
tool will deliver improved vascular health and medication
safety plus offer opportunity for improved community
services support and care pathway linkage with acute

providers
Create AHSN Data e Permits FARSITE deployment over whole population
Federation e Permits development of tools for secondary care data

analysis in similar way to FARSITE (termed SecondSITE)
to unlock Pharma and Biotech access and to provide
tools for monitoring in patient performance/quality

e Improve patient safety (medication first target)

Common data platform permits monitoring of large scale
interventions (for example those proposed for vascular health
improvement) across GM AHSN footprint and provides route
for patient contribution to data and mHealth.

Deploy pathway analysis e Essential components for implementing and monitoring
and commissioning support large scale change programmes (in vascular health and
tools medication safety initially

Enhance real world trial e Creating real-world trial capability across GMAHSN
capabilities across footprint will increase Pharma investment and extend
geography to include market lead in this area for GM and UK

patient reported outcomes
measures and mHealth
capabilities

2.2.6 Metrics and Trajectories

1) Primary care data linkage: 30% GMAHSN population by 12 months, 60% by 24
months, 90% by 36 months

2) Data federation with integrated primary and secondary care data sources:
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Three acute providers in first 12 months, six by 24 months, remainder by 48 months
3) Deployment of care pathway analysis and commissioning tools:

Commence month 12, 30% CCGs covered by 24 months, 50% by 36 months and
remainder by 60 months

4) Deployment of FARSITE

30% of population by 12 months, 60% by 24 months, 80% by 36 months, remainder
by 60 months

5) Additional geographical sectors capable of undertaking real-world trials. At least
one sector by 24 months with three sectors by 48 months.

2.2.7 Levers and Incentives
Table 4 : Levers and Incentives for the Informatics Programme

Level of Decision Incentives and Levers

Level 1 - consultative arrangement usedto | e Creation of federation governance and
share information and best practice strategy groups. Initially MAHSC partners
but with growth to all AHSN partners by
end of first 12 months (inventory of data
sources across GMAHSN will be created
and maintained by this group)

¢ Rollout of FARSITE will generate
commercial income for participating

sectors
Level 2 - collaborative agreement to e As part of federation programme to agree
undertake joint working and to test warrants and guarantees over which data
improvements. Not all partners need to be source will be amalgamated and how
included they will be utilised by partners

e Initially MAHSC partners but additional
partners engaged over first 12 months

e Real-world trial capabilities will generate
significant commercial investment for
participating partners organisations

Level 3 - will serve as a single binding e CQUIN and local commissioning board
commissioning decision adopted by all agreement with GPs to facilitate

CCGs within GM AHSN. There will be a contribution to shared data source and
formal arbitration panel should a decision federation resources

be contested

Page 13 of 94
April 2013© 2013 GM AHSN





Full Business Plan

Section 2
Innovation and Research

2.2.8 Resources

Component Activity

Table 5 : Resource Requirement for Informatics

Annual spend Assumptions

Yril

Yr 2 Yr3 Yr4 Yr5

Phase |

(Amalgamated
primary care data and
tools to permit its use
for trials and
commissioning)

£1m

£800k  £700k  £500k  £350k

Phase Il

(Increased provider
Trust data brought into
federation)

£200k

£350k £400k  £500k  £500k

Phase llI

(Sector-wide EPR and
primary care data
integration to enable
real-world trials to run
across multiple
sectors)

£50k

£100k £150k £250k  £400k

April 2013© 2013 GM AHSN
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2.2.9 Risks and Mitigation

Risk

1 Access to data
restricted/denied
by national or EU
regulation

2 Reluctance of
GPs to provide
data

3  Reluctance of
acute providers
to provide data

4  Data systems in
primary care not
compatible  with
FARSITE or

other tools
developed by
NWeH

5 Competitor
products/systems
either superior to
local tools or use
mandated by DH

Table 6 : Risks and Mitigations for the Informatics Programme

Likelihood

M

M/H

Impact

H

Mitigation or
Countermeasure

Lobby for local use of
data by local providers
of data with NHS CB
and national
information centre

Creation of user

groups, use of
GMCLRN  resources,
demonstration of
capabilities for
improved care and
commissioning and

achievement of QoF
targets

Creation of user groups
and demonstration of
capabilities for
community  outreach,
safety and quality

Work with commercial
software providers if
possible

Lobby government
directly re growth and
life sciences agenda
plus enlist pharma
partners to do same

April 2013© 2013 GM AHSN
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2.210

Dashboard

Set out below is the dashboard which will be used to measure progress against

achievement of the outcomes for the Informatics Programme.

Table 7 : Dashboard for the Informatics Programme

Activity Milestone Metric Trajectory Issues/Risks Status
(RAG)

Primary care Completion % of Yrl-30%
data linkage. by end Year | population Yr 2 — 60%

3. covered. T3 —90%
Data Completion No. of acute | Yr1-3
federation with | by end of providers Yr2-6
integrated Year 4. within data .

. . Yr 4 - remainder

primary and federation.
secondary
care data
sources.
Deployment of | Completion % of CCGs | Yr1-30%
care pathway | by end of covered. Yr 5 —50%
analygs gnq Year 5. I 5 — 100%
commissioning
tools.
Deployment of | Completion % of Yr1-30%
FARSITE by end of population Yr 2 — 60%

Year 5. covered. Yr 3 — 80%

Yr 4 — 100%

Additional Achievement | No. of Yr2-1
sectors of target by | sectors Yra4-3
capable of Year 4. capable of
undertaking undertaking
real-world real-world
trials. trials.
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2.3 Research Participation and Trials

2.3.1 Purpose

To create the environment, culture, pathways and processes to efficiently set-up,
provide permissions and monitor studies; to rapidly identify and recruit participants;
to have systems that empower recruits to proactively volunteer; and to deliver
studies to time and target.

2.3.2 Objectives

There are a number of clear objectives for GM AHSN to achieve with regards
research over the next five years. These are:

e An AHSN-wide system to manage study set-up, research participation and
performance. This should be consistent with national systems and approaches
to provide a step-change improvement in the initiation and delivery of research
to time and target by GM AHSN partners.

e Increased opportunities for patients to participate in clinical research.

e Increased recruitment of patients to non-commercial and commercially funded
clinical research.

e Timely payment of treatment costs for patients who are taking part in research
funded by Government, NIHR and Research Charity partner organisations
through the NHS commissioning system.

e Proactive support for life sciences industry research and development, including
clear plans between University and NHS partners to support recruitment to all
phases of clinical research as part of the national effort.

2.3.3 Delivery Approach

The approach to research participation is based on widespread involvement of
researchers and support staff in shaping the processes and pathways leading to
increased research participation through discussions at multiple levels — current
CLRN local Specialty Group meetings; Topic Specific Network meetings; R&D
Directors Forum; CLRN Board and Executive; MAHSC Board; and AHSN Board.
This process will form the basis of a successful delivery of the Research
Participation objectives.

A central team will co-ordinate the Research Participation functions. This will draw
upon existing resources amongst the research managers.

The GM AHSN will facilitate the following initiatives:

e A rationalised central research management and governance (RM&G) system
for all our member organisations.
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Establishment of AHSN-wide ‘consent for approach’ initiatives initially for key
conditions such as Diabetes and Cardiovascular disease. This should be
integrated into the large scale vascular programme within the Health and
Implementation programme.

A single point of access for life science and biotech contacts and studies with
dedicated staff linked to the RM&G team.

There will need to be close links with the Wealth and Industry Group in relation to
co-ordinating the “proof of concept” and providing appropriate industry access to
research trials.

2.3.4 Activities and Milestones
To achieve this we have a number of activities that we will deliver. These are:

Shared goals across all NHS organisations and Universities that carry out
research with regular, published performance (milestone: over the first 12
months).

For patients and the public, we will build on existing work on engagement
around the ‘consent for approach’ model and the Citizen Scientist (milestone:
over 24 months). We will also develop tools to vastly enhance feasibility and
recruitment to clinical trials that are used for the whole of Greater Manchester
(see Informatics section).

For the management and governance of research we will achieve national
benchmarks across all our members. This includes agreed costs, mutual
recognition, and easy access for life sciences and biotech industries (milestone:
Rationalised central management over the first 100 days, other aspects over 24
months).

- By focusing the efforts of all our members around this common approach,
our aim is to achieve the 70 day NIHR High Level Objective for time to first
patient for 80% of all studies in the Greater Manchester footprint by the end
of 2013/14, moving towards 50 days by the end of 2015/16 and achieving
this for 80% of studies by 2018. This will greatly increase the attractiveness
of GM AHSN as a place for industry to test and develop new products and
treatments.

Research will build on the existing University and MAHSC structure. Research
will be based around Department of Health clinical domains with close
collaboration with the NIHR CLRN (and its successor). This will be performance
managed across research themes and at NHS organisational level (milestone:
over the first 12 months).

Greater Manchester has a strong record of working with industry with over 100
companies carrying out research in the area and the Salford Lung Study is the
largest commercial study in the UK. However, we will continue to build on this
and look to exploit the potential for more ‘real-world’ studies (milestone: over 60
months).
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* We will work closely with the evolving NIHR infrastructure (milestone: over the

‘transition’ period).

2.3.5 Outcomes and Benefits
The key outcomes for our Research Participation and Trials programme include:

Table 8 : Outcomes for the Research Participation and Trials Programme

Initiative

Goal

Outcome

Better research
management

Every partner to sign up to
GM Health Science
Agreement

One single set of Research
Management and Governance
processes.

Streamlined arrangements for
payment of treatment costs.

More patients taking part
in research

Use of a unified consent to
approach across a range of
diseases to build substantial
cohorts of patients

Rapid, efficient recruitment into
studies as they are adopted
onto our portfolio.

Better use of informatics
(see previous section)

Deployment of FARSITE
across our partner
organisations

Major benefits to the
researcher, to set-up and
recruitment into clinical trials.

Better interaction with life
sciences and biotech
industries

Single portal of entry into the
GM AHSN for all industry
contacts

Increased numbers and range
of industry studies, generating
income to enhance AHSN
activity.

The principal benefits of our research participation and trials programme include:

Table 9 : Benefits for the Research Participation and Trials Programme

Initiative

Key Benefits

Better research
management

e Improved monitoring

e Rapid, bureaucracy-light study set-up
e Recruitment to time and target

More patients taking part in
research

participate in

public

e Engagement of the public in research that they want to

e Running studies that are relevant and meaningful to the

e Answering important research questions more quickly
and more robustly for translation into clinical practice

April 2013© 2013 GM AHSN
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Initiative

Key Benefits

Better use of informatics
(see previous section)

Vastly improved knowledge of the health of our
population

Ability to prioritise research efforts to the diseases most
relevant to our population

Ability to deliver evidence-based feasibility — of the
utmost importance to Industry

Enhancing recruitment processes

Better interaction with life
sciences and biotech
industries

The opportunity for our population to be involved in new
drug and device studies

Responding to the national agenda to be a preferred
international site to deliver life science and biotech
studies

Local wealth and employment creation

2.3.6 Metrics and Trajectories

The key milestones for our research participation and trials programme are set out
below. We have adopted the High Level Objectives (HLOs) as set by NIHR for
network performance as our key milestones. These are to be achieved over the
period from 2010-2015. These are summarised below with the current national
position and our AHSN targets. An overall project plan for GM AHSN is included in

Appendix 2.

Table 10 : Milestones and Trajectories for the Research Participation and Trials Programme

Metric

Trajectory

HLO 1

quarter by 31/03/2014

nationally

e Double the number of participants recruited
into NIHR CRN Portfolio studies 595,540

Target: Recruit 125,000 participants in any one

GM recruits ~9% of the total annual recruitment

Achieved nationally in 2011/12
with a total annual recruitment of

GM AHSN will plan to increase
our trial recruitment by 5% per
year on average through each of
the five years of initial operation

HLO 2

and time
Target 80% of studies:

national status 45%

A) For commercial studies by 31/03/2012. Current

B) For non-commercial studies managed by

GM AHSN targets:

e Increase the proportion of studies in the NIHR e 60% by end of Year 1
CRN Portfolio delivering to recruitment target o 80% by end of Year 3

e More than 80% by end of Year 5

April 2013© 2013 GM AHSN
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Metric

Trajectory

registered CTU by 31/03/2013.Current national
status 54%

C) For non-commercial studies not managed by
CTU by 31/05/2015. Current national status 40%

HLO 3

e Increase the percentage of commercial
contract studies delivered through the NIHR
CRN

60% of all commercial contract research delivered
through networks

Current national status 91%, so
over achieved

GM AHSN target is >90% of our

commercial studies on the NIHR
portfolio

HLO 4
e Reduce the time taken to obtain NHS
permissions

Target 80% within 40 days by 31/03/2013
Current national status 26% (median 80 days)

GM AHSN targets:

80% by end of Year 1
More than 80% by end of Year 3

HLO 5

e Reduce the time taken to recruit first participant
into NIHR CRN Portfolio studies.

Target 80% within 30 days:

A) For commercial studies by 31/03/2012. Current

national status 60%

B) For non-commercial studies managed by
registered CTU by 31/03/2013. Current national
status 22%

C) For non-commercial studies not managed by
CTU by 31/05/2015. Current national status 33%

GM AHSN targets:

80% by end of Year 1
More than 80% by end of Year 3

For HLO 4 and HLO 5 combined,
80% within 70 days by end of
2013/14

For HLO 4 and HLO 5 combined,
80% within 50 days by 2018

HLO 6

e Increase the percentage of NHS Trusts
participating in NIHR CRN Portfolio studies

Target 98% by 31/03/2013

Achieved nationally.

GM AHSN target is 100% of
members to recruit to NIHR studies

April 2013© 2013 GM AHSN
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2.3.7 Levers and Incentives

Table 11 : Levers and Incentives for the Research Participation and Trials Programme

Level of Decision

Incentives and Levers

Level 1 - consultative arrangement used to
share information and best practice

e Widespread involvement of researchers

and support staff in shaping the
processes and pathways leading to
increased research participation
through discussions at multiple levels —
current CLRN local Specialty Group
meetings, Topic specific network
meetings, R&D Directors Forum, CLRN
Board and Executive, MAHSC Board &
AHSN Board

Level 2 - collaborative agreement to
undertake joint working and to test
improvements. Not all partners need to be
included

e Sign up to the GM AHSN Health

Science Agreement covering RM&G
arrangements, consent to approach,
single portal for life science industry

Level 3 - will serve as a single binding
commissioning decision adopted by all
CCGs within GM AHSN. There will be a
formal arbitration panel should a decision be
contested

e CQUIN and local commissioning board

agreement to deliver the goals related
to increased research participation

2.3.8 Resources

Table 12 : Resources required for the Research Participation and Trials Programme

Component Activity Annual spend Assumptions
Yr 1l Yr 2 Yr3 Yr 4 Yr5

Streamlining research £250k £250k £250k  £250k  £250k

processes and

business development

Consent for approach £200k £250k £300k  £350k  £350k

systems

Citizen Scientist £300k £250k £200k  £150k  £150k

programme

April 2013© 2013 GM AHSN
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2.3.9 Risks and Mitigation

Table 13 : Risks and Mitigations required for the Research Participation and Trials Programme

Risk Likelihood Impact Mitigation or
Countermeasure
1 Researchers L H Ensure widespread
and Partners not consultation process
prepared to sign through every partner
up to GM Health
Science
Agreement
2 Research ethics L H We have previous
barriers to experience of launching
consent to such initiatives e.g.
approach and Beat Diabetes, and
other initiatives therefore have direct
to empower experience of the
patients join pitfalls and difficulties
research studies
3 Inadequate buy- L/M H We already have
in from life significant engagement
sciences to our with industry, but we
stream-lined will need to use our
systems dedicated Industry
team to ensure the
advantages of working
in GM AHSN are
relevant and visible
4  Informatics M M See Informatics section

systems fail to
deliver
anticipated
benefits to
identification of
recruits
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2.3.10

Dashboard

Set out below is the dashboard which will be used to measure progress against
achievement of the outcomes for the Research Participation and Trials Programme.

Table 14 : Dashboard for the Research Participation and Trials Programme
Activity Milestone Metric Trajectory Issues/Risks Status

Double the Increase % increase Yr — 5%
number of trial in research Yr 2- 5%
partlc_lpan_ts recruitment trlal_ _ Y3 —5%
recruited into by 5% per participants.
NIHR CRN annum up Yr4-5%
Portfolio to Year 5. Yr - 5%
studies.
Increase the 80% of % of studies | Yr 1—60%
proportion of | studies by | inthe NIHR | v 3-80%
studies inthe | end of Year | CRN ' I 5 — 100%
NIHR CRN 5. Portfolio
Portfolio delivering to
delivering to recruitment
recruitment target and
target and time.
time.
Increase the Over 90% % of Y11 -60%
percentage of | of all commercial | vy 3 _ 750
commercial commercial | studies on YT 5 — 90%+
contract contract the NIHR
studies studies portfolio.
delivered delivered
through the through the
NIHR CRN. NIHR CRN

by Year 5
Reduce the 80% % of Yr1-80%
time takento | obtained obtained Yr 2 — 80%-+
obtain NHS NHS NHS
permissions. permissions | permissions.

within 40

days.
Reduce the 80% of first | % recruited Yr1-80%
time taken to participants | within 30 Yr 2 — 80%-+
recr.w.t first recruned days. Yr1- For
participants into NIHR s
into NIHR CRN activities 4

. . and 5, 80%
CRN Portfolio | portfolio o
) . within 70

studies. studies days.

within 30

days. Yr5 - For
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Activity Milestone Metric Trajectory Issues/Risks Status

activities 4
and 5, 80%
within 50
days.

Increase the 100% of % of Yr1l-100%

percentage of | membersto | members

NHS Trusts recruit to recruited to

participating in | NIHR NIHR.

NIHR CRN studies by

Portfolio end of Year

studies 1.
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3 Health and Implementation

3.1 Purpose

The AHSN Health and Implementation programme will support improvements in
health and health services in Greater Manchester. It will do this by supporting
members to deliver change, focusing on a small number of highly relevant cross
cutting issues which will yield measurable benefits in life expectancy, patient safety
and evidence based care. These issues are strategic priorities for members,
command leadership attention and are already incorporated into strategic planning
locally. Specifically, within the 5 year licence, the GM-AHSN wiill:

¢ Reduce the differential between Greater Manchester and the rest of England
with respect to mortality attributable to cardiovascular disease - improving
outcomes to the level of the upper quartile by 2018, potentially saving 1,000
lives.

e Systematically measure and reduce medication error — demonstrating reductions
in harm attributable to medication error by 2018.

e Deliver reliable care (to 95% of the NHS population) for 18 prioritised NICE
guidelines (3 per MAHSC clinical domain) and 18 prioritised technologies
(selected from the high impact innovations, I-TAPP technologies list or NICE
technology appraisal register) by 2018.

3.2 Objectives

e Establish the governance for the GM-AHSN large scale change programmes
through HAELO (previously referred to as the Centre for Health and Healthcare
Improvement) to lead the Health and Implementation programme on behalf of
the GH AHSN board.

¢ Deliver three large scale change programmes across the footprint:
(i) Seek and Treat (vascular risk).
(i) Harm Free Care (from medication error).

(i) Reliable care (deployment of Hlls, NICE guidance and technologies and
expansion of AQ programme across the six MAHSC clinical domains).

e Optimise the assets of the GM footprint to deliver change effectively and
efficiently and at a scale.

3.3 Delivery Approach

Implementation draws on our AHSN'’s values of: doing the right thing (identifying
guidance and technologies which will make a difference to health and care though
our clinical focus groups); for the right reasons (to reduce mortality and avoidable
harm) and doing it well (focusing on a small number of highly relevant cross cutting
issues which will yield measureable effect on the outcomes of life expectancy and
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safety). We attach the highest importance to our collective impact on prevention and
healthcare outcomes.

The GM AHSN has appointed HAELO (previously referred to as the Centre for
Health and Healthcare Improvement) to deliver the initial scoping phase of the large
scale change programmes, referred to throughout as Phase Zero (FY 2013/14).
There will be a transparent tender process open to any suitable provider based on
agreed criteria for the primary delivery partner for subsequent work (2014 onwards).

The tender process for phases 1 & 2 will be initiated in September 2013 by the GM-
AHSN Board. The primary delivery partner for the Health and Implementation
programme will be appointed in January 2014. Any required handover from HAELO
to the new provider will happen between January and March 2014. The appointed
primary delivery partner will be responsible from FY 2014/15 onwards, for the initial
programme which will begin in a small number of organisation referred to as Phase
1 and for delivery of Phase 2 (2015 onwards), which will involve the rollout of the
agreed interventions to all organisations across Greater Manchester.

HAELO focuses on improving safety, measurement and the delivery of large scale
change programmes, through marrying the science of delivery with practical
implementation. It will scale up during the first year of operation of the GM AHSN to
deliver its AHSN responsibilities. Alongside these responsibilities, HAELO will be
delivering national programmes such as NHS QUEST and programmes for NHS
England. This additional work beyond the GM AHSN means that the GM AHSN will
have access to a wider range of skills and expertise than it would otherwise have.

Through the contractual arrangement with the GM AHSN, HAELO will be held
accountable for the delivery of agreed deliverables and outcomes for ‘Health and
Implementation’ in year one. It will take responsibility and control for the delivery of
the supply chain for ‘Health and Implementation’, effectively being the lead
contractor with delivery partners as sub-contractors. HAELO will be responsible for
commissioning these delivery partners to deliver the three large scale change
programmes in Phase 0, managing the dependencies between programmes and the
delivery partners. All delivery partners will be re-commissioned through open and
transparent tendering processes for Phase 1 and 2.

To support HAELO in its accountabilities, HAELO through its ‘Director of Innovation
and Improvement Science’ will convene a Transformation Board to advise it on the
design and delivery of ‘Health and Implementation’. Please see later in this section
for more details on the Transformation Board.
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Figure 3 : HAELO Structure

AHSN

AHSN Board

Health and
Implementation

Transformation Board

Delivery Delivery Delivery
partner 1 partner 2 partner 3

In its GM AHSN role HAELO will;

e Be accountable to the GM AHSN for the delivery of ‘Health and Implementation’
aims against an agreed set of deliverables and outcomes to time and to budget.

e Co-ordinate the governance structures for delivery of the large scale change
programmes with the Transformation Board.

¢ Manage the entire portfolio of commissioned activity to ensure alignment
between external stakeholders.

e Agree the final scope of work in all commissioned activity.
e Commission delivery partners to deliver aspects of the scoping work.

e Be the point of contact on behalf of the GM AHSN for all commissioned delivery
partners in respect of deliverables, KPIs, and finance.

e Work closely with all AHSN workstreams to ensure alignment across the AHSN.

It is envisaged that responsibilities of key delivery partners for Phase 0 will be as
follows. Responsibilities for delivery partners in Phase 1 and 2 will be clarified as
part of the tendering process for these phases.

MAHSC:

e For all three programmes, Clinical leadership of Phase 0 through MAHSC
clinical domains, aligning with Strategic Clinical Networks.

e Working with HAELO to align the delivery of current initiatives with the three
change programmes.
CLAHRC

e For all Programme 1 (Seek and Treat), supporting MAHSC clinical domains in
scoping vascular initiatives.

e Working with HAELO to scale up the delivery of three current CLAHRC
initiatives, GM-HFIT, IMPAKT and self-management of hypertension with the
three change programmes.
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AQUA

e Working with HAELO to align the delivery of current capabilities such as AQUA
Academy and AQUA Observatory as well as the Advancing Quality programme
with the three change programmes.

3.3.1 Impact on GM footprint

To achieve the anticipated benefits from successful implementation of
transformational change, ‘Health and Implementation’ requires delivery in four key
areas, as follows:

e Leadership. Creating managerial and clinical leadership to deliver the
transformational change for the 3 programmes across the GM footprint. A
model of leadership for the network that maximises success will need to be
created through the ‘Education and Capability’ workstream, which recognises
the roles of Chief Executives, Directors of Nursing and site leads in the network
and builds capability for improvement and creates a deeper understanding of
measurement.

e Measurement. Will underpin the whole of ‘Health and Implementation’
programme, helping to scope the change programmes and interventions within
them. Then rigorously monitoring their delivery against agreed outcomes and
delivery measures, focused on the health economy, individual organisations,
directorates, wards and patients as appropriate.

e Programmes. Scoping, initial implementation and then scaling up of tested
interventions and approaches across the whole footprint.

e Capability building. Understanding the baseline improvement capacity and
capability in each GM AHSN Organisation, and then building the improvement
capability at all levels across the network. This capability will be both general
skills and capabilities around the delivery of change including the application of
measurement and evaluation to the delivery of change programmes, as well as
specific skills required to deliver specific change programmes e.g. telehealth
equipment skills.

In relation to these areas, AHSN members will be impacted by the delivery of
‘Health and Implementation’ for each change programme as follows:
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Table 15 : Impact on AHSN Members of each Health and Implementation Change Programme

Organisation

Number of
organisations

Participation requirement

CCGs

Phase 0 Programmes. Inform scoping of change programmes from
A small CCG perspective (Phase 0).

number of test Measurement. Inform the measurement of the impact of
sites will be change programmes through CCG commissioning

asked to intentions.

volunteer

Phase 1 Programmes. Support, inform and understand impact of
20-30 Initial Programme Delivery (Phase 1)

practices

Throughout

Leadership. Build capability to drive and commission

All CCG's will  transformational change (all phases).

be asked to Measurement. Alignment of measures in commissioning

participate plans with impact of change programmes, and
incorporation of appropriate measures during and post
implementation (all phases)
Programmes. Alignment of measures in commissioning
plans with impact of change programmes (all phases)
Capability. Build skills and experience to drive and
commission transformational change (all phases)

Primary care A small Programmes. Inform scoping of change programmes from
providers number primary care perspective. (Phase 0).

selected tobe  pjeasurement. Inform the scoping of programmes through

involved in the feasibility of measurement of the impact of change

Phase 0 programmes on primary care (Phase 0).

A large Programmes. Initial Programme Delivery —

number implementation, understanding of evaluation and

selected to be  improvement around combination of three interventions.

involved in (Phase 1).

Phase 1 Measurement. Measure and monitor delivery of Initial
Programme to determine implementation progress and
impact of three interventions (Phase 1).
Capability. Building of capability to meet the specific
requirements of the change programme. (Phase 1).

All Leadership. Build capability to drive the delivery of

transformational change (all phases).

Measurement. Measure and monitor delivery of Initial
Programme to determine implementation progress and
impact of three interventions (Phase 2).

Programmes. Spread and implementation.
Implementation agreed model of care and approach and
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Number of

Organisation s
organisations

Participation requirement

deliver anticipated benefits. (Phase 2)

Capability. Building of capability to meet the specific
requirements of the change programme. (Phase 2).

Secondary A small
and tertiary number

care selected to be
Providers involved in
Phase 0

Programmes. Inform scoping of change programmes from
secondary/tertiary care perspective. (Phase 0).

Measurement. Inform the scoping of programmes through
the feasibility of measurement of the impact of change
programmes on secondary/tertiary care (Phase 0).

A large number
selected to be
involved in
Phase 1

Programmes. Initial Programme Delivery —
implementation, understanding of evaluation and
improvement around combination of three interventions.
(Phase 1).

Measurement. Measure and monitor delivery of Initial
Programme to determine implementation progress and
impact of three interventions (Phase 1).

Capability. Building of capability to meet the specific
requirements of the change programme. (Phase 1).

All

Leadership. Build capability to drive the delivery of
transformational change (all phases).

Measurement. Measure and monitor delivery of Initial
Programme to determine implementation progress and
impact of three interventions (Phase 2).

Programmes. Spread and implementation.
Implementation agreed model of care and approach and
deliver anticipated benefits. (Phase 2)

Capability. Building of capability to meet the specific
requirements of the change programme. (Phase
2).Programmes — Spread and implementation.

Universities A small
number
selected to be
involved in
Phase 0

Programmes. Inform scoping of change programmes from
research and academic perspective. (Phase 0).

Programmes. Initial Programme Delivery —
implementation, understanding of evaluation and
improvement around combination of three interventions.
(Phase 1).

Measurement. Inform the scoping of programmes through
the academic measurement expertise. (Phase 0).

Measurement. Measure and monitor delivery of Initial
Programme to determine implementation progress and
impact of three interventions (Phase 1).

Capability. Building of capability to meet the specific
requirements of the change programme. (Phase 1).
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Number of

Organisation ..
organisations

Participation requirement

All Leadership. Build capability to drive the delivery of
transformational change (all phases).

Measurement. Measure and monitor delivery of Initial
Programme to determine implementation progress and
impact of three interventions (Phase 2).

Programmes. Spread and implementation.
Implementation agreed model of care and approach and
deliver anticipated benefits. (Phase 2)

Capability. Building of capability to meet the specific
requirements of the change programme. (Phase
2).Programmes — Spread and implementation.

3.3.2 Framework for Implementation

The AHSN is committed to a delivery plan which focuses not on ‘what to do’ (which
is known and expressed in the purpose and objectives) but in learning ‘how to do it’
(which is not known and is often poorly expressed in large scale change
programmes). The range of potential candidates for intervention range from simply
‘publish and advertise’ through to more sophisticated models of facilitation such as
improvement collaboratives, digital solutions or consultancy models. In order to
understand the best possible intervention, or combination of interventions, we are
committed to experimentation in years 2-3 (Phase 1) which will determine the
optimal intervention for spread. This approach will require sophistication in the
evaluation with design (in Phase Zero), collection of data (throughout), peaks of
intensive assimilation and review at the end of years 1, 3 and 5. There will be a
requirement for us to work with our university members on the design and delivery
of the evaluation programme in particular with respect to design, health economics,
survey methods, data mining, analytics and digital. There will also be a focus on
using findings from Year 1 to produce a high quality research bid to NIHR Health
Services and Delivery Research programme (HS&DR).

In line with these principles the GM AHSN will adopt the following approach to its
delivery of all its three large scale change programmes included within the Health
and Improvement workstream. This framework is a generic one suitable for the
delivery of large scale change programmes, and all three programmes will use it to
drive their delivery.
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Figure 4 : GM AHSN Framework for Delivery of Large Scale Change Programmes

Governance via Transformation Board

For each largescale change programme

Relevant current initiative delivery

Building on Spread and
existing asset base Implementation

Initial Evaluation: Evaluation:
Programme Initial Final
delivery delivery delivery

Content

Measurement
Incentives and levers
Evaluation

Evaluation

Measurement and monitoring

Phase 0
September 2013
L__toVay 2014

Phase 1 Phase 2
June 2014 to December 2015 January 2016 to March 2018

This framework will be delivered as follows:

Phase 0
Building on our existing asset base

GM AHSN is rich in improvement infrastructure. The GM AHSN change
programmes will take at least a year to consult and establish. In Phase 0, the AHSN
will build on the work done to date by delivery partners, particularly CLAHRC, AQUA
and MAHSC, to scale up this activity across the footprint. This will involve a full
review of relevant current initiatives that are in the process of being delivered
through delivery partners, determining how they fit with the overall scope of the large
scale change programme, and then aligning their delivery. Initiatives may be at any
point in their lifecycle of delivery. This alignment may take the form of:

e Continuing with the initiative as planned.
e Adjusting the scope of the initiative.
e Adjusting the implementation plan of the initiative.

e Incorporating the delivery of the initiative within the large scale change
programme.

Key initiatives and capabilities that will be made full use of and progressed as part of
Health and Implementation will include:
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Delivery
partner

Table 16 : Key Initiatives and Capabilities

Initiative

CLAHRC

Year 1:

GM-HFIT (heart failure). Improving the quality of care for people with
heart failure delivered by NHS primary care services.

IMPAKT (CKD). Helping practices to identify cases of CKD and
intervene effectively to improve patient outcomes.

Self management of hypertension. Blood Pressure self-monitoring in
a systematic way.

Beyond Year 1 other initiatives such as the Stroke 6 month review tool
and the IGT Care call support will be considered for incorporation within
the Health and implementation programmes of work.

MAHSC

Clinical domain work, particularly the Population health and
Improvement domain.

AQUA

Advancing Quality (AQ) programme. Measuring improvement
across whole care pathways in existing and new clinical focus areas

AQUA Academy. Development of improvement capability amongst
Board members, improvement experts, clinical and managerial
leaders and front line staff.

AQUA Observatory. Sources of intelligence to stimulate innovation
and support delivery. We draw evidence, data and intelligence from
a wide range of sources

There are two CLAHRC initiatives that will be taken forward as part of the Reliable
Care programme, and one CLAHRC initiative as part of the Seek and Treat
programme. Much of the first year will be focused on defining how these initiatives
will be taken forward from concepts and prototypes into delivery across the GM

AHSN.

Content

Aside from building on the existing asset base, the content of the change
programmes will be identified through assimilation of information from four sources:

e A scan of the published literature.

e Consultation across the AHSN members to source local intelligence.

e A review of the data from the measurement baseline.

e Encouragement of good ideas for service improvement through an innovation
fund. This innovation fund will be available to anyone, public and professionals
with a passion for improving people’s lives to see their idea potentially taken up
and implemented.
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Based on this information a long list of the interventions will be developed for
consideration for inclusion in the change programme. The interventions will be
assessed against agreed criteria as follows:

Evidence base. The evidence base to support their implementation.
Impact. The likely impact on health outcomes.
Perceived value. To AHSN member organisation.

Fit. With overall programme objectives and timelines, and with other current or
planned interventions.

Probability to succeed. Risks that might inhibit achievement of intended
outcomes, and how successfully they can be mitigated. Also the experience of
piloting the intervention, particularly in the region.

Economic benefits and costs. Understanding the investment required in terms of
the impact on costs, and health outcomes.

Discrete solutions. The intervention needs to have identifiable components that
can be built and delivered to effect the change.

Ease of measurement — the impact of the intervention and the programme to
deliver it needs to be easy to measure.

Capacity to deliver. Skills and experience required to deliver the intervention
exist in sufficient quantities and availability, particularly in relation to concurrent
interventions and programmes.

Suitability for large scale change deployment. If an intervention is likely to only
be appropriate for a small subset of AHSN members in the footprint, rather than
be a footprint wide deployment, then the GM AHSN is not the appropriate
mechanism to deploy it.

The long list of interventions defined in Phase O will be subject to consultation,
testing and greater investigation in terms of their feasibility, impact and cost. A
shortlist will be developed containing a maximum of three interventions which are
acceptable to the system, feasible and within the cost envelope available to AHSN
members.

The commissioned activity for delivery partners will include:

A literature review
A consultation and engagement programme

A summary report with recommendations based on assessment against the
criteria

A shortlist of 3 interventions

A population(s) of focus
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Measurement

Measurement will underpin everything we do and progress will be monitored
throughout. Baseline data will be collected in Phase 0 before the start of the
intervention programme. The primary method for data review will be through display
of monthly data over time unless otherwise stated. Measures will be collated
throughout the programme after an initial scoping period. Baseline measures will be
used to identify loci for intervention in Phase 2. The measures from the large scale
change programmes will be reported on the GM AHSN dashboard. Measurement

will:

Establish survey methods to obtain data on patient behaviour and access to
services which will be conducted quarterly from September 2013. The survey
will be deployed from 2014/15, the results analysed and trends identified.

Identify high level measures of process and outcome (months 3-6) for the
primary purpose and each stated objective, including measures of safety,
efficiency, equality and patient experience. We will work with partners to identify
sources of available data (QOF, patient records, disease registers etc.) which
can be used and any gaps in data that might exist (by month 9).

Obtain baseline data on agreed measures and format a subset of this data into
the GM AHSN dashboard. This dashboard will be shared with the network and
individual scorecards for each change programme produced at organisation,
CCG and practice level by month 12 against an agreed specification. In Phase 1
in 2014/15 new measures will be developed and tested to fill gaps in existing
systems.

We will define the population that will be targeted in the change programme.
This will require the identification, qualification and use of data sources from
different settings — not just traditional healthcare data sources, but for example
from community and interest based groups and also workplace information.
Consideration will also need to be given to how useful and accurate data can be
gathered from these groups. This will be used to inform Phase 0, and in
particular the design of the range of the interventions whaose delivery will be
incorporated with the design of the change programme.

The commissioned activity for delivery partners will include:

Identification of measures

Agreement of operational definitions for measures of process and outcome
Identification of available data from existing sources

Identification of gaps in data

Collection of data, cleansing and presentation

Creation of visual display — dashboards etc.

Identification of frequency of measurement and levels of system at which the
measurement will be taken.
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Evaluation

This involves setting up the evaluation that will determine the interventions to be
selected for inclusion in the large scale change experimental programme in Phase
1. There will be several aspects to determine and set up, including but not
exclusively:

e Qualitative evaluation. This will focus on how results are produced, and what
contexts / situations affect the success of the interventions. This evaluation will
happen on a continual basis throughout the programme, providing a continuous
improvement cycle as well as accelerated delivery for the interventions as the
programme progresses.

e Health economics. The impact of the interventions in each change programme
will be evaluated using health economics to determine its value for money,
based on an understanding of the impact of the interventions on efficiency,
effectiveness, value and behaviour in the production and consumption of health.
This evaluation will be delivered at two key points in the lifecycle of the
programme — the first after Initial programme delivery and the second after
‘Spread and implementation’ and the benefits have been realised.

e Survey methods. The survey approaches and methodologies to be used to
evaluate the change programmes will be agreed. Some of these survey
methods may involve an additional role in the delivery of interventions as part of
the programme.

e Quantitative data analysis. All outcomes and process measures will be
reviewed to determine the estimates of effect before, during and after the
programme. This requires expertise in data analysis, data mining and large data
sets.

The commissioned activity for delivery partners will include:
e An evaluation design and outline for the pilot phase

e An evaluation protocol

e Baseline evaluation for years 1&2

e Report of findings

e Participation in assimilation review at Years 1 and 3

The structure of Phase 0 is well defined at this stage. The structure of Phases 2
and 3 (see below) is only indicative at this stage and will be subject to further
refinement as Phase 0 progresses, with the intention of submitting proposals to
NIHR Health Services and Delivery Research programme (HS&DR), or other
research design bodies for funding of Phase 1 and 3 in partnership with University
colleagues.
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Phase 1
Initial Programme Delivery

The three interventions identified in ‘Content’ in Phase 0 will be ‘factors’ in a large
scale change experiment which will begin from September 2014. In January 2014 all
localities will be approach and asked to identify how they want to be involved — in
Initial programme delivery, or which wave of implementation in ‘Spread and
Implementation’. Up to 8 volunteer localities from across GM-AHSN will be selected
to participate and be allocated an intervention cluster which is a unique combination
of interventions and approaches to implementation from the 3 factors which they will
test for one year. Within this year there will be an ongoing cycle of implement,
evaluate and continuous improvement so that the combination of factors and how
they are implemented are thoroughly tested by the end of this phase, and a clear
deployment strategy is evident.

The commissioned activity for delivery partners will include:

e Coordination of the improvement activity in the experimental units
e Provision of improvement support

e Project and programme management

¢ Communications and engagement

Evaluation: Initial Delivery

The progress of the three interventions in their different combinations will be
measured using interrupted times series analysis. This will be complemented by the
ongoing ‘real time’ ‘evaluation’ activity, supporting the programme throughout its
lifecyle, which determines how the interventions are working and how they need to
be modified for optimal impact.

The approach which yields the greatest improvement in the primary portfolio of
process indicators will be presented to the Transformation Board and AHSN Board
by HAELO for ‘Spread and Implementation’.

The commissioned activity for delivery partners will include:

e Experimental design using either step wedge or factorial design

e Evaluation design

e Provision of evaluation team

e Delivery of the evaluation

e Assimilation of knowledge from the change programme

e Delivery of an improvement map for participants in ‘Spread and implementation’

e Programme review and recommendations for ‘Spread and implementation’.
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Phase 2:
Spread and Implementation

This will involve the implementation of the agreed portfolio of interventions across
the GM footprint as agreed by the AHSN through HAELO. The final rollout plan will
be defined and agreed with AHSN members. This rollout plan will have to be
modified from learning during years 1 to 3. The following outline is therefore
indicative of the type of approaches that will be used.

Collaborative learning methodologies will be used to deliver ‘Spread and
implementation’ assisted by ongoing ‘Evaluation’ (see below). These will include the
following:

e Peer site visits. This will take an approach focused on direct exchange
between organisations. We anticipate these peer site visits will also help inform
the realistic evaluation activity, since it can also be used as a primary way of
harvesting knowledge.

e Collaborative learning, clinical communities of practice, campaigns and
conferences. This will build on existing expertise in delivering healthcare related
conferences and collaborative learning methods in AQUuA, CLAHRC and SRFT
to facilitate AHSN members to share and collaborate in addressing
implementation challenges.

e Capability training. Supported by the Education and Capability workstream,
this will deliver a programme of training and capability development for
organisations, teams and individuals. A Training Academy will be developed by
HAELO through its delivery partners to provide an intensive period of skills
development for staff in transformation techniques, and then ongoing refresher
sessions and other support.

The commissioned activity for delivery partners will include:
e Delivery of up to four improvement collaboratives

e Delivery of a programme of site visits

e Delivery of a publicity campaign & on-line media

e Capability Building

Incentives and Levers

In this activity the incentives and levers will be designed to deliver a successful
implementation in all impacted members of the AHSN. The set of incentives and
levers will be specific to each programme, making use of the types described later in
this section. The delivery of each of the programmes will be monitored in relation to
the commitments made and the agreed set of incentives and levers will be actioned
accordingly.
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Evaluation: Final Delivery

The success of ‘Spread and Implementation’ will be measured using interrupted
times series analysis. This will be complemented by the ongoing ‘real time’
evaluation which determines how the implementation plan and approach is going,
and how it can be improved for optimal impact.

The commissioned activity for delivery partners will include:
e Evaluation design

e Provision of evaluation team

e Delivery of the evaluation

e Assimilation of knowledge from the change programme

e Delivery of an improvement map for continuous improvement for organisations
where the change has been implemented.

Cross Phases
Relevant Current Initiative Delivery

There are current initiatives in various stages of delivery across the footprint, being
delivered by delivery partners. Their relationship and compatibility to the large scale
change programmes needs to be reviewed in Phase 0 for the three change
programmes. ‘Building on our existing asset base’ describes the key initiatives and
capabilities from MAHSC, CLAHRC and AQUA that will reviewed and taken forward
through ‘Health and Implementation’. Aligned to the scope of the change
programmes, relevant initiatives that warrant large scale change implementation will
continue to be deployed by these delivery partners with the additional support of the
GM AHSN. This GM AHSN support will particularly be in the area of large scale
change implementation, and the exercising of appropriate AHSN levers and
incentives to ensure that the initiatives are deployed across all members as
envisaged. As the GM AHSN progresses through its license, new initiatives that
relate to the 3 programmes and are likely to require large scale change deployment,
will only be identified through the GM AHSN. This means that the volume of current
initiatives will decrease as they are fully implemented.

The commissioned activity for delivery partners will include:
e Delivery of support to implement aligned relevant initiatives

e Delivery of appropriate evaluation and measurement activities to support the
deployments of these initiatives

e Capture of knowledge around lessons learnt and continuous improvement to
inform future AHSN delivery.
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Evaluation

This continual improvement activity will deliver throughout the lifecycle of the
programme, creating an ongoing cycle of implementation, evaluation and continuous
improvement. It will support and enhance the specific time bound evaluation stages
in the framework, and make use of collaborative learning techniques to spread
improvements on a continuous basis.

The commissioned activity for delivery partners will include:
e Evaluation design

e Provision of evaluation team

e Delivery of the evaluation

e Assimilation of knowledge from the change programmes

e Dissemination of improvements identified through agreed GM AHSN
mechanisms e.g. collaborative learning techniques.

Measurement and Monitoring

This will implement and operate the agreed measurement activities agreed in Phase
0. It will involve the capture of data and information using surveys or other
appropriate  mechanisms, and provide the reporting of progress using these
measures, so that the success of the change programmes can be determined, and
corrective action taken where appropriate. The delivery will make use of existing
capabilities and expertise in the footprint, such as the e-Health.

The commissioned activity for delivery partners will include:
e Capture data and information to inform measures regularly

e Use agreed mechanisms to regularly communicate and highlight performance,
and identify issues

Governance via Transformation Board

There will be a single Transformation Board for all programmes of change, which
will be chaired by the GM AHSN MD. The purpose of this Transformation Board will
be to advise HAELO on the design and delivery of the large scale change
programmes. This Board will ensure that these programmes of change integrate
appropriately with other non AHSN transformation across the footprint. It will take
action to address any issues in delivery, with the support of the AHSN Board. The
links between HAELO and its Transformation Board and the AHSN Board will be
through the AHSN MD and also the Director of Innovation and Improvement Science
for HAELO who sits on both boards.

The Transformation Board will:

e Advise HAELO on designing and delivering change programmes in line with
AHSN strategy and its priorities.

e Establish a clear framework for accountability in delivering the programmes of
change.
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Advise on the funding requirements to deliver programmes of change within the
budgets allocated to ‘Health and Implementation’ and HAELO as part of the
AHSN.

Advise on the requisite skills and capabilities that need to be in place to deliver
the large scale programmes of change, connecting into the Education and
Capability workstream.

Commission delivery partners as required to deliver elements of the change
programmes.

Monitor the delivery of the change programmes, and the realisation of the
benefits from them.

Advise on the resolution of issues and mitigation of strategic and operational
risks impacting the change programmes.

Advise on the identification and management of dependencies and links with
other large scale programmes of change e.g. Healthier Together.

Hold delivery partners to account for their performance in delivering elements of
the large scale change programmes.

Supporting communication and engagement activities through the effective
communication of key Health and Implementation decisions their respective
stakeholder groups.

The board will meet monthly, be chaired by the GM AHSN MD and be composed of

Representatives of the acute trusts.
Representatives of the CCGs.
Representatives of the universities.

A specialist advisor associated with each of the individual programmes of
change.

A lay representative.

An expert in delivery of large scale change.

An academic with deep expertise in measurement.
An Area Team representative for Healthier Together.
Representatives from each of the Clinical Networks.

The Director of Innovation and Improvement Science from HAELO.

There will also be regular delivery partner forums as part of the Transformation
Board’s activities. In these forums feedback will be solicited from delivery partners
to incorporate within plans, as well as the communication of relevant information to
delivery partners.
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3.3.3 Specific objectives of the three large scale change
programmes

Seek and Treat (Vascular Risk)
Purpose

To save lives in the population of Greater Manchester by reducing the incidence of
adverse outcomes associated with cardiovascular disease (namely diabetes, heart
disease and stroke) and their attendant mortality by:

e Improving the identification of patients with abnormal cardiovascular risk factors
(blood pressure and cholesterol)

e Increasing the number of at risk people with blood pressure and cholesterol
within agreed limits.

Objectives

e Objective 1: To increase the number of people over the age of 40 having their
estimate of CVD risk reviewed on an ongoing basis (CG67).

e Objective 2: To ensure that those people with abnormal control are able to
access appropriate advice on diet, smoking and lifestyle.

e Objective 3: To ensure that primary care providers are alerted to patients in
their practices with cardiovascular risk factors and rewarded for increasing the
proportion of patients within agreed limits.

e Objective 4: To ensure that information on cardiovascular risk is communicated
across care settings for every patient discharged from secondary to primary
care.

Harm Free Care (from Medication Error)
Purpose

To reduce harm from medications in the population of Greater Manchester by
reducing the incidence of medication errors in three settings: primary care; nursing
homes and hospital settings.

Objectives

e Objective 1. To develop and implement a medications safety measurement
system to measure error from medications omission and errors associated with
the administration of high risk medicines (namely anticoagulants, opiates,
injectable sedatives, injectable insulin, non-steroidal anti-inflammatory drugs
(NSAIDs) and diuretics for patients in NHS funded care (hospitals, community,
nursing home).

e Objective 2: To develop and implement a medications safety dashboard for use
in General Practice using the North West e Health platform within Salford CCG,
spread this to 5 more CCG’s within 3 years and provide full coverage of GM by
year 5.
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e Objective 3: To ensure that information on medications is communicated across
care settings for every patient transferred from home to secondary care within 4
hours.

e Objective 4: To design and deliver an implementation plan which draws on the
strengths of GM to deliver a 50% reduction in error in test sites within 1 year of
implementation.

e Objective 5: To scale the intervention across GM by 2018
Reliable Care
Purpose:

Deployment of Hlls, NICE guidance and technologies across the six MAHSC clinical
domains.

Objectives

Objective 1: Deliver reliable care (to 95% of the NHS population) for 18 prioritised
NICE guidelines (3 per domain).

Objective 2: Establish three measures of compliance across the AHSN for each set
of guidelines and collate data regionally on a monthly basis.

Objective 3: Deliver measureable improvements in compliance using the AQ
model.

Objective 4: Deliver reliable care (to 95% of the NHS population) for 18 prioritised
technologies (selection from the high impact innovations, I-TAPP technologies list or
NICE technology appraisal register) across the entire GM-AHSN footprint within 5
years.

Objective 5: Establish three measures of compliance across the AHSN for each
technology and collate data regionally on a monthly basis

Objective 6: Deliver measureable improvements in compliance using Advancing
Innovation model.

Objective 7: Deliver the Hlls to national requirements and timescales.
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3.4 Activities and Milestones

Table 17 : Activities and Milestones for the Health and Implementation Programme

Activity Milestone

Cross programmes .

1. Seek and Treat .
(Vascular Risk)

2. Harm Free Care °
(from Medication
Error) °

All general practices engaged in at least one of the three large
scale change programmes (June 2014).

All NHS organisations continuing to develop improvement
activity in line with AHSN priorities (ongoing, 2014/15 to
2017/18)

Collaborative learning, learning, clinical communities of
practice, campaigns and conferences (every year 2013/14 to
2017/18)

Phase 0 — Scoping, covering measurement, content,
evaluation and alignment, complete (May 2014).

Phase 1 — Initial programme delivery and evaluation; initial
delivery, complete (December 2015).

Phase 2 — Spread and implementation, Incentives and levers
and Evaluation: final delivery, complete (March 2018).

Development and application of Greater Manchester CQUIN
on vascular health management for inclusion in all contracts
with secondary and tertiary providers, based on AQ model
(March 2016)

Intelligence systems (NWeH and AQUA Quality Observatory)
implemented to set a baseline against which change will be
measured (May 2014)

Alert health economies to underperformance or lack of
compliance as well as highlighting population health change
over time (ongoing from 2014/15 to 2017/18)

Phase 0 — Scoping, covering measurement, content,
evaluation and alignment, complete (May 2014)

Phase 1 — Initial programme delivery and evaluation; initial
delivery, complete (December 2015).

Phase 2 — Spread and implementation, Incentives and levers
and Evaluation: final delivery, complete (March 2018).
Establish governance and clinical community of practice for
medications programme (December 2012)

Develop measurement approach and programme of activities
(May 2014)

Test measurement and pilot improvement programme content
(June 2014)

Scale data collection to entire Greater Manchester footprint by
establishing Greater Manchester medicines safety CQUIN
scheme for data collection (June 2014)

Develop medicines safety curriculum for postgraduate training
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Activity Milestone

3. Reliable Care .

(September 2014)

Scale improvement activity to entire Greater Manchester
footprint by establishing Greater Manchester medicines safety
CQUIN scheme for improvement (ongoing January 2016 to
March 2018)

Phase 0 — Scoping, covering measurement, content,
evaluation and alignment, complete (May 2014)

Phase 1 — Initial programme delivery and evaluation; initial
delivery, complete (December 2015).

Phase 2 — Spread and implementation, Incentives and levers
and Evaluation: final delivery, complete (March 2018).

GM dashboard developed using AQ data (March 2015)
GM dashboard automated (March 2016)

NICE guidelines

18 NICE Guidelines and quality standards identified by clinical
focus leads (3 per clinical focus) (December 2013)

Achieve adherence to relevant NICE guidelines and quality
standards across primary and secondary (March 2015).

Quality standards measured using eHealth (June 2014)

iTAPP technologies

Hlls

Expand the Power of 10 collaborative (December 2013)

18 iTAPP Technologies identified by clinical focus leads (3 per
clinical focus) (December 2013)

100% compliance with GM AHSN procurement arrangements
for selected products and technologies (March 2018)

Establish a measurement system for tracking implementation
of Hlls (March 2014).
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3.5 Outcomes and Benefits

Table 18 : Outcomes for the Health and Implementation Programme

Activity Outcome

Cross programmes .

1. Seek and Treat °
(Vascular Risk)

2. Harm Free Care °
(from Medication
Error)

3. Reliable care °

Three large scale programmes of change delivered (March
2018)

Adherence to relevant NICE guidelines and quality standards
across primary and secondary care. As a minimum, CG127
(hypertension) and the forthcoming quality standard on
hypertension (March 2016)

Development of a medications safety measurement system to
measure error from medications omission and errors
associated with the administration of high risk medicines, and
help deliver Domain 5 of the NHS Outcomes Framework
(December 2015)

Implementation of a medications safety measurement system
to measure error from medications omission and errors
associated with the administration of high risk medicines
(March 2018).

Development and implementation of a medications safety
dashboard for use in General Practice using the North West e
Health platform within a selected CCG (September 2015).

Implementation of a medications safety dashboard in 6 CCG’s
(March 2016)

Implementation of a medications safety dashboard across all
CCGs in the GM footprint (March 2018).

Ensure information on medications is communicated across
care settings for every patient transferred from home to
secondary care within 4 hours (March 2018).

100% implementation of the 6 High Impact Innovations (March
2017)

95% adoption of selected iTAPP Technologies, 3 per clinical
focus (March 2018)

95% adherence to selected NICE quality standards (March
2018)

Procurement and spread of appropriate technologies for the
monitoring and management of hypertension which may be
linked to the 3million lives telehealth HIl programme (ongoing
between 2014/15 and 2017/18)
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Table 19 : Benefits for the Health and Implementation Programme

Activity Benefits

Cross programmes .

1. Seek and Treat °
(Vascular Risk)

2. Harm Free Care
(from Medication
Error)

3. Reliable Care °

Health outcomes achieve upper quartile (March 2018).

Reduction in cardiovascular risk, leading to reduced levels of
preventable mortality, morbidity and disability (between
2014/15 and 2017/18).

90% of patients on registers whose hypertension is controlled
to QOF standards (March 2018)

Increase across the GM footprint the number of people over
an agreed age measuring blood pressure and cholesterol an
agreed numbers of times a year (March 2018).

Across the GM footprint ensure that those people with
abnormal control are able to access appropriate advice on
diet, smoking and lifestyle (March 2018).

Across the footprint ensure that primary care providers are
alerted to patients in their practices with cardiovascular risk
factors and rewarded for increasing the proportion of patients
within agreed limits (March 2018)

Across the footprint ensure that information on cardiovascular
risk is communicated across care settings for every patient
discharged from secondary to primary care (March 2018).

Delivery of a 50% reduction in error in CCG areas across the
footprint within 1 year of implementation (From September
2016).

To be scoped when specifics around delivery are confirmed
e.g. which NICE guidance will be implemented.
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3.6 Metrics and Trajectories

Table 20 : Metrics and Trajectories for the Health and Implementation Programme

Metric Trajectory

e Health outcomes - achieve top 50% (December | ¢ Health outcomes achieve top
2015) 50% (December 2015)

e Health outcomes achieve upper
quartile (March 2018)

e % adoption of iTAPP technologies e 18IiTAPP Technologies identified
by clinical focus leads, 3 per
clinical focus (July 2013)

e 80% adoption of selected iTAPP
Technologies, 3 per clinical focus
(March 2016)

e 95% adoption of selected iTAPP
Technologies, 3 per clinical focus
(March 2018)

e 9% adherence to selected NICE quality e 18 NICE guidelines and quality
standards standards identified by clinical
focus leads, 3 per clinical focus
(July 2013)

e 80% adherence to selected NICE
quality standards (March 2016)

e 95% adoption of selected NICE
Technologies, 3 per clinical
focus.
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3.7 Levers and Incentives

We envisage deploying the following incentives and levers in relation to the levels of
key decisions made in the delivery of programmes in Health and Implementation.

Table 21 : Levers and Incentives for the Health and Implementation Programme

Type of organisation

Level of decision

Incentives and levers

e Delivery partners —
AQUA, CLAHRC,
MAHSC, e-health etc.

Level 3

Contractual or SLA — if
don’t deliver to
contractual or SLA
contractual levers will be
used.

e AHSN members

Level 2: AHSN volunteer
members take on test of
interventions during
‘Initial programme
delivery’

AHSN volunteer
members invest their
time and resources, and
in return get a return
from when the benefits
accrued during ‘Spread
and implementation’

Level 3 — All members
commit to
implementation of
change programme
within their organisation
during ‘Spread and
implementation’

CQUIN payments
Last resort - Excluding

organisation from GM
AHSN
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3.8 Resources

Table 22 : Resources required for the Health and Implementation Programme

Component Activity Annual spend Assumptions

Y1l Y2 Y3 Y4 Y5

1. Seek and treat

Phase 0 £547k £28k £0 £0 £0
Phase 1 £0 £375 £375k £0 £0
Phase 2 £0 £0 £0 £325k  £1,225k
Cross Phase £25k £515k  £505k £505k £500k
2. Harm free care
Phase 0 £547k £28k £0 £0 £0
Phase 1 £0 £375 £375k £0 £0
Phase 2 £0 £0 £0 £325k  £1,225k
Cross Phase £25k £515k  £505k £505k £500k
3. Reliable care
Phase 0 £3,422k  £172k £0k £0k £0k
Phase 1 £0k £2,348k £2,348k £0k £0k
Phase 2 £0 £0k £0k £2,034k £7,669k
Cross Phase £157k £3,224k £3,161k £3,161k £3,130k
Governance and £165k £165k £165k £165k £165k

delivery management
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3.9 Risks and Mitigation

Table 23 : Risks and Mitigation for the Health and Implementation Programme

Risk

Description of risk

Mitigation

e Redundancy .

liability causes
unforeseen costs.

HAELO and delivery
partners will need to build
on current workforce to
deliver requirements of 3
programmes, and will
therefore be at risk of
taking on a significant
redundancy liability
without contingency.

NHS secondments wherever
possible.

Manage risk within contract
pricing.

Short term contracts for
programme or project staff.

e Internal °

conflict/competition
Nlack of trust,
impedes delivery.

Lack of trust between
organisations inhibits the
design and delivery of
ambitious plans, and
prevents the best use of
the capabilities of delivery
partners.

Encourage a collaborative
leadership style through the
Transformation Board, and in
delivery partner forums.

Recognise that it takes time
to build the requisite trust
between organisations.

Create a culture of openness
and transparency, and a
partnership approach
between HAELO and the
delivery partners where
conflicts can be shared and
jointly resolved at an early
stage.

e External
conflict/competition
impedes delivery.

Funding demands and
competing non AHSN
projects mean individual
organisational plans and
priorities are not aligned
with AHSN.

National mandates for
AHSNSs to deliver national
priorities and programmes
conflicts with GM AHSN
programme delivery

Create a culture of openness
and transparency, and a
partnership approach
between HAELO and the
delivery partners where such
conflicts can be shared and
jointly resolved at an early
stage.

Use the AHSN network of
networks to be foresighted
on additional national
demands, and manage
dependencies appropriately.

e Insufficient capacity
to deliver within
timescales

HAELO and delivery
partners unable to build or
recruit required capacity

Through delivery partner
forums, all delivery partners
to be kept fully up to date on
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Risk Description of risk Mitigation
required. and skills in line with AHSN plans and therefore

Health and likely demands for capacity

Implementation plans. and skills.

GM AHSN plans require Create a culture of openness

skills and capabilities that and transparency, and a

are not delivered or partnership approach

intended to be delivered between HAELO and the

by any of the current delivery partners where

delivery partners. capacity and skills issues can
be shared and jointly
resolved at an early stage.
HAELO to work closely with
delivery partners through
delivery partner forums to
identify at an early stage
skills and capabilities that will
not be available through
delivery partners, and
determine alternative
sourcing strategy.

e Financial GM AHSN will need to be GM AHSN to make sure
management and able to account in detalil financial requirements are
controls. for income and understood, and are

expenditure and may manageable within the GM
need to carry over money AHSN finance system and
from one financial year to structures.

the next as part of the

contract management, as

well as the operation of

financial incentives and

levers
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3.10 Dashboard

Set out below is the dashboard which will be used to measure progress against
achievement of the outcomes for the Health and Implementation Programme.

Table 24 : Dashboard for the Health and Implementation Programme

Activity Milestone Metric Trajectory Issues/Risks Status
Improve Achieve Percentile Year 3 - 50"
health upper outcome percentile
outcomes. quartile by measured Year 5 — 25

Year 5. nationally. percentile

Increase

adoption of

iTAPP

Technologies.

Increase Achieve 95% | % Yrl-18

adherence to | adoption by | adherence to | guidelines, 3

NICE Year NICE per clinical

standards. standards. focus.
Yr 3 - 80%
adherence.
Yr5—95%
adoption.

Increase 75% % of Yr 1 — baseline

improvement | Improvement | Improvement | established.

support for Support by Support. Yr 3 — 30%
Yr5—-75%
Improvement
Support.
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4 Wealth and Industry
4.1 Purpose

The purpose of GM AHSN’s wealth and industry programme is to develop assets
and enterprises, and to grow economic value for our AHSN, its members, investors
and the wider economy.

Our focus is to systematically address unmet healthcare need by developing and
deploying technology to deliver improved, more appropriate and more effective
healthcare.

4.2 Objectives

Our objectives for the wealth and industry programme for the next five years are:

1. To put in place a robust approach to the management of intellectual property
across the AHSN.

2. To develop and operate an innovation gateway to provide an effective interface
between the NHS and industry to accelerate the interchange of needs and
supply of innovative products and services.

3. To identify solutions to unmet healthcare need in collaboration with industry to
deliver the innovations the NHS needs.

4. To develop relationships with investors building on existing North West Angel
networks.

5. To create new sources of potential investment through wider investor
relationships.

6. To complete two deals with large corporate firms.

7. To strengthen the NHS’s input to medical technology incubators within GM
AHSN.

8. To develop and operate a pre-NICE assessment and testing capability for
industry.

9. To build more effective procurement processes to accelerate the spread of
innovation in collaboration with industry and other innovation suppliers.

10. To work with NHS Global and UKTI Healthcare UK to develop an international
business prospectus for Greater Manchester.

Our other work programmes will also contribute to wealth creation and will also work
with industry, but we have not duplicated their objectives within this section. The
economic benefits of all our activities are included in the economic appraisal in this
section.
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4.3 Commercial Principles
Management of Intellectual Property Rights (IPR)

It is important that as we strive to create as much economic value from our
healthcare activities that benefit for patients is the overriding consideration in our
decisions about the “free to use” spread of knowledge and expertise or the
commercialisation of IPRs owned by the NHS.

Improvements that relate mainly to the systems and process for the delivery of care
services and that will be used solely by the NHS may be considered a free good
(where this does not require external investment).

Some ideas generated through research or created by NHS staff, sometimes jointly
with HEI staff or with third parties, will need to be developed and trialled. This will
need funding or investment which will require commercial solutions and
management.

We will develop with HEIs a framework for the management of jointly developed
intellectual property. For the avoidance of doubt, HEI developed IP is not within the
scope of the AHSN.

We will develop the GM AHSN approach to supporting NHS spin-outs, licences, etc.
including both commercial and operational support (please see activities under
incubators below). We will look to secure for example equity shares as well as a
share of future royalties or discounts for the GM AHSN member(s) who is involved
in a specific spin-out.

Horizon Scanning

GM AHSN will adopt an approach to horizon scanning which is consistent with the
methods deployed by NIHR Horizon Scanning Centre.

Our approach will comprise two elements:

e A horizontal scan to identify significant, ground-breaking advances which
potentially have a wide ranging impact; and

e A vertical scan to help identify technology and disease-based innovations which
focus on areas with known multiple or complex developments, or in patient
groups with significant or unmet needs.

Co-ordination of the AHSN's horizon scanning will be managed by the Wealth and
Industry Programme, drawing on the expertise of TRUSTECH and MIMET who will
work closely with industry to identify innovative concepts. The Wealth and Industry
Programme will liaise closely with the Informatics and Health and Implementation
Programmes to ensure that technology and disease based innovations are identfied
through a structured approach to horizon scanning.

The mechanisms to be used will include:

e Continuous engagement with industry representatives to identify future
opportunities;
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e Regular scanning of media and other information sources in the UK and
internationally; and

e Collaboration with known clinical and technology experts and expert groups.

We will maintain a summary of emerging technologies and the impact these have
had on best practice development across the AHSN. These will be reported to the
GM AHSN Board on a quarterly basis. The output will be a minimum of five
identified potential high impact innovations annually. We will liaise with other AHSNs
to ensure that shared learning identifies areas of duplication.

Specialised Commissioning Innovation Fund (SSCIF)

GM AHSN will work closely with the Greater Manchester and Cheshire, Warrington
and Wirral Local Area Teams to help promote delivery of the Fund and to support
the national programme.

We plan to work closely with NICE as part of our approach to facilitate effective
collaboration with industry on innovation to facilitate early NHS adoption (see
section 4.5.8 below) and this will also provide a focus for emerging technologies
which are relevant to specialised services.

Our approach to horizon scanning will also feed into the innovation pipeline for
relevant technologies on a specialty specific basis. We will identify and promote
relevant products and technologies for application to SSCIF which have the potential
to meet the entry criteria.

4.4 Delivery Approach

The diagram below shows a simple innovation and commercialisation pathway, the
numbers on the diagram relate to the numbering of the objectives above and
indicate where we will intervene to make this pathway more effective.
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We will work in partnership with a small number of top performing organisations

across Greater Manchester to deliver our objectives.

strengthen, rather than duplicate existing capabilities and capacity.

We will complement and

To deliver GM AHSN’s wealth and industry programme we will commission activities
from key delivery partners: -

e MIMIT - we will contract with MIMIT to support the delivery of objective 3.

e TRUSTEC - we will contract with TRUSTEC to support the delivery of objectives

1,2 and 7.

e The North West Procurement Development Service - we will contract with NW

Procurement Development Service to support the delivery of objective 9.

We will also work in partnership with NICE to deliver objectives 5 and 8.

4.5 Activities and Milestones

4.5.1 Intellectual Property Management

Objectives

e To put in place a robust approach to the management of intellectual property
across the AHSN to capture its value for the NHS and patients

April 2013© 2013 GM AHSN

Page 58 of 94





Full Business Plan

Section 4
Wealth and Industry

To ensure that all GM AHSN members (notably NHS Trusts and CCGs) have
consistent access to an Intellectual Property Management Service, where IP is
defined as:

- patents, trademarks, service marks, registered designs, copyrights, database
rights, design rights, know-how and trade secrets, confidential information,
applications for any of the above, and any similar right recognised from time
to time in any jurisdiction, together with all rights of action in relation to the
infringement of any of the above;

Activities

TRUSTECH will be our delivery partner and will provide an Intellectual Property
(IP) Management Service to NHS members of GM AHSN, on behalf of the
AHSN.

We will put in place a MOU between GM AHSN and TRUSTECH setting out the
heads of terms for services to be provided to GM AHSN members.

We will develop good practice IP policies and identify other good practices
relating to IP. These will be made available to AHSN members, on a basis to be
agreed.

We will establish a common framework for the ownership, management
(including jointly developed IP), exploitation and sharing of the benefits of IP,
interfacing with the HEIs in the AHSN. For the avoidance of doubt, HEI
developed IP is not within the scope of the AHSN.

We will ensure specific commercialisation opportunities will be the subject of an
individual agreement between each NHS organisation and TRUSTECH as the
provider of IP management services, acting on behalf of GM AHSN.

We will work with AHSN members to raise awareness of the benefits of
contributing to healthcare improvements through innovation; promoting the
individual and organisational incentives and developing a well embedded
innovation culture.

We will actively market our AHSN IP and technology transfer capabilities to
attract third party collaborations and to market our IP opportunities to potential
industry partners and investors.

Outcomes

A common understanding of IP across the AHSN, as a part of an embedded
innovation culture

Provide GM AHSN members, with an ability to access to expertise to develop
and manage IP.

A common framework for ownership, management and sharing of IP across the
AHSN; interfacing with HEI partners as appropriate
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Support the business proposition of the GM AHSN that it is the best place to do
business.

4.5.2 Innovation Gateway

Objective

To develop and operate an innovation gateway to provide an effective interface
between the NHS and industry, in order to improve the relevance and quality of
innovations from industry and to create a solution demands pull from the NHS.
This will develop the NHS into a more intelligent customer and industry as a
more informed supplier.

Activities

TRUSTECH will be our delivery partner and will develop and operate the
innovation gateway, on behalf of the AHSN.

We will put in place a MOU between GM AHSN and TRUSTECH setting out the
heads of terms for services to be provided to GM AHSN members.

TRUSTECH will undertake the following activities on behalf of the AHSN:

To provide effective liaison between the NHS and appropriate industry
partners.

To develop and operate a website that is a gateway to GM AHSN and its
members for industry and investors, including inbound enquiries (our
industry portal).

To facilitate collaboration between the NHS and industry on the development
of specific technologies, with TRUSTECH acting on our behalf.

To support the evidence gathering phases for companies, including trials and
evaluation, in conjunction with NIHR CLRN where appropriate.

To help to ensure innovations are “adoption ready” for uptake by the NHS,
including providing/sourcing appropriate health economics input, to support
decision making.

Develop metrics and gather the data to support the full range of Wealth and
Industry activities (and Research and Innovation where appropriate). These
will be used to establish the baselines of business performance of the GM
AHSN and to agree the detailed growth targets. Note this work will also
interface with the New Economy for Manchester to take forward agreed
actions from the Greater Manchester LEP.

Gather and report business intelligence on the GM AHSN “business sectors”
to inform:

= The future Action Plan for Wealth and Industry theme

= Business cases for investment from LEP and other funds/investment e.g.
RGF, BIS, ERDF/ESF Funding
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= The future marketing plan for the GM AHSN
= The forward plans for FDI (gap analysis) working with MIDAS and UKTI

Outcomes

Industry has an effective, single gateway to GM AHSN and its members.

The NHS has a direct link to industry and solution providers to increase the
pipeline of innovations and to increase the alignment of the innovations to the
specific needs of AHSN members.

Activities undertaken between the NHS and industry partners are managed
effectively.

GM is marketed and perceived as the place of choice for trials and evaluations
for medtech companies; underpinned by the CLRN’s consistent top 3
performance for recruitment and RM&G.

More SMEs choose to locate in GM to develop their businesses, increasing
research opportunities, jobs and investments.

4.5.3 Solutions to Unmet Healthcare Needs

Objectives

To identify solutions to unmet healthcare need in collaboration with industry
deploying the SBRI Programme.

To operate the MIMIT Unmet Need Scoping programme across the NHS GM
AHSN footprint, including HEI and industry as solution providers members.

To pump prime at least six validated unmet needs.

Activities

MIMIT will be our delivery partner and will offer access to its Unmet Needs
Scoping services to all GM AHSN members, on behalf of the AHSN.

We will agree and document the range of services that will be provided by MIMIT
to AHSN members.

We will put in place a MOU between GM AHSN and University of Manchester
(on behalf of MIMIT) setting out heads of terms.

All of the four GM AHSN HEI members will be included in the Unmet Needs
Scoping Programme as potential solution providers.

Where existing solutions are available, MIMIT will ensure they are promoted
across the AHSN.

MIMIT will manage the interface between the NHS and the HEI TTOs to provide
ongoing development and commercialisation of potential innovations on a
member specific basis. (See IP section for jointly developed IP.)

Build the GM AHSN Investment Proposition, using part of the MIMIT pipeline.
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We will operate at least one SBRI programme in year one.

Outcomes

GM AHSN members will be able to utilise MIMIT expertise to ensure they can
access the right scientists and engineers within industry and provide industry
with access to NHS clinicians and facilities to catalyse development of
innovative healthcare technologies.

Where existing solutions to unmet healthcare needs are identified during the
validation process, these will be promoted across GM AHSN.

4.5.4 Early Stage Investors

Objectives

To develop relationships with investors building on existing local Angel networks.

To widen access to investment within Greater Manchester, beyond existing
funds.

Activities

We will develop relationships with the Angel networks locally to provide access
to early stage investment.

We will undertake a programme of events with Angel investors to promote the
activities of GM AHSN and to establish long term relationships.

We will use the Enterprise Investment Scheme and the Seed Enterprise
Investment scheme (SEIS). The Enterprise Investment Scheme (EIS) is
designed to help smaller higher-risk trading companies to raise finance by
offering a range of tax reliefs for investments in share ownership of these
companies. SEIS focuses on smaller, early stage companies carrying on, or
preparing to carry on, a new business in a qualifying trade. The scheme makes
available tax relief to investors who subscribe for shares and have a stake of
less than 30 per cent in the company. We will explore developing an Angel
investors group from amongst our doctors using one of these schemes.

We will facilitate one GM AHSN bid per annum for Invention for Innovation (i4i)
NIHR funding. The i4i programme aims to support and advance the research
and development of innovative healthcare technologies.

We will actively search for and develop other sources of early stage funding for
GM AHSN assets, including European Regional Development Fund and Greater
Manchester Innovation Fund and RGF 4.

As set above, we will develop good practice IP policies and identify other good
practices relating to IP. The good practice IP policies will be appropriately
generous to inventors to encourage invention, innovation and to promote an
entrepreneurial approach.
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We will develop a GM AHSN suite of model documentation, incorporating
existing NIHR collateral, to support commercialisation and investments.

We will consider opportunities for NHS managers to be seconded to spin out
companies and MNEs for a specified period.

Outcomes

Ongoing relationships are established with Angel networks locally, with the
potential to secure investment.

One bid per annum for i4i funding is submitted.

Agreed good practice IP policies that encourage and reward invention and
innovation to stimulate entrepreneurial behaviour.

Agreed suite of model documentation to support commercialisation and
investments.

4.5.5 Wider Investor Relations

Objectives

To create new sources of potential investment through wider investor
relationships. This will focus on longer term investment with institutional
investors or with existing funds. GM AHSN’s focus will be on activities that
attract investors and create wealth.

To explore the development of a GM AHSN investment fund.

Activities

We will agree a plan for developing investor relations and widening the sources
of investment for GM AHSN members.

We will establish an investor relations function within GM AHSN, subject to a
business case. We will develop relationships with institutional investors and
selected existing funds, focussing on specialist intellectual property players (for
example, IP Group and Imperial Innovations) and healthcare specialists.

We will explore the scope for GM AHSN to create an investment fund of its own
to give more flexibility and speed in securing investment; to preserve GM
AHSN’s equity stake in a start up; and to avoid being diluted out in subsequent
rounds of financing.

Outcomes

GM AHSN will have a coherent plan to diversify and grow significantly the level
of investment in innovation aligned with its overall strategy and business plan.

An investor relations function within GM AHSN and established relationships
with relevant institutional investors and existing funds, with the potential to
secure investment.
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A business case to set up a GM AHSN investment fund.

4.5.6 Deals with Large Firms

Objectives

To complete two deals with large corporate firms within the first five years. The
focus of these deals will be to access expertise within large firms and investment
from corporate balance sheets. The deals will be aligned with the AHSN’s
purpose and objectives and are likely to relate to new and emerging healthcare
technologies.

Activities

We will explore a range of potential commercial partners, including those within
the mHealth space.

We will establish the commercial basis for such deals, setting out the costs,
benefits and risks associated with the deals and the support required to deliver
them.

We will identify suitable opportunities for investment in conjunction with
TRUSTECH and MIMIT.

We will agree timescales and develop business cases for these commercial
deals. The deals are likely to be with GM AHSN on behalf of its members.

Outcomes

Two commercial agreements reached with major industry players which
enhance GM AHSN'’s standing, opens up new opportunities and secures
financial and non-financial investment into GM AHSN.

4.5.7 Strengthen NHS Input to Incubators

Objective

To strengthen the NHS’s input to medical technology incubators within GM
AHSN.

To attract new SME companies into the GM AHSN footprint and to accelerate
the growth of firms in incubators within GM AHSN, by developing a new pathway
for companies to access the NHS and HEI facilities and expertise, including
trials.

Activities

TRUSTECH will be our delivery partner and will coordinate the NHS’s input into
the incubators within GM AHSN, on behalf of the AHSN.

We will put in place a MOU between GM AHSN and TRUSTECH setting out the
heads of terms for the services to be provided.
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We will provide an incubation support management function operated via
TRUSTECH.

We will ensure that SMEs can interface effectively with the NHS and HEIs to
support technology development and trials.

We will engage TRUSTECH to facilitate access to incubator facilities, including
the MedTECH Centre and other buildings and facilities.

We will interface with other property developments within the GM footprint — e.g.
South Manchester MediPark — to support wider economic development.

Using the TSB KTP Programme, we will formalise and simplify the process for
SMEs to access NHS facilities and expertise. We are in discussion with the TSB
NW KTP Manager (Fiona Nightingale) about further opportunities for KTPs
across all business areas of the AHSN. GM AHSN will consider how access can
be provided to relevant NHS equipment (eg CT and MRI scanners at
weekends).

Where appropriate, we will second and/ or exchange staff to support start ups
using a service level agreement with SMEs.

We will contribute to the process of selecting the firms to enter the incubators
that we support.

Outcomes

An increase in the numbers of SMEs in the incubators and science parks across
the GM AHSN footprint.

Growth in jobs and investment related to successful incubation and investment
de-risking.

An increase in the number of SMEs that have an active relationship with NHS
organisations and with GM AHSN HEI members.

Contribute to the GM Value Proposition — that GM is the best place to run your
(healthcare) business.

4.5.8 Pre-NICE Assessment

Objective

To develop and operate a pre-NICE assessment and testing capability for
industry.

To accelerate and support the development of health technologies by industry.

To attract businesses to Greater Manchester to assess, test and develop their
technologies.

Activities

NICE will be our delivery partner and we will work in partnership with NICE to
develop and operate a pre-NICE assessment and testing capability for industry.
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*  We will put in place a MOU between GM AHSN and NICE setting out the heads
of terms for the service to be developed.

e We will develop a process with NICE which provides a “fast track” pre-NICE
assessment which is designed to accelerate gaining approval for use and
dissemination of new technologies. This process will be offered to industry for a
fee.

Outcomes

o A “fast track” pre-NICE assessment process that can be offered to industry.
4.5.9 Procurement

Objective

e To develop effective procurement processes to accelerate the spread of
innovation in collaboration with industry, including running a Small Business
Research Initiative programme.

Activities

¢ GM AHSN will provide the face to face support for companies that wish to
access the NHS, building on the new Procurement Framework to optimise their
readiness to be able to compete at tendering and to collaborate in the co-
production of new solutions. This is a novel area and will need support for both
companies and trusts to achieve the impact envisaged. We will work very closely
with the North West Procurement Development Service as a key partner who
will help deliver the programme to uprate the development of procurement
services including innovation.

e The Greater Manchester procurement network “Power of 10” (which is ten pilot
organisations working together) will provide an additional focus for streamlining
procurement to allow better and more rapid access to new products and
materials.

Outcomes

e Robust and transparent supply chain and associated commercial agreements.

e Highly efficient processes which encourage and support the development and
application of innovations, reducing development time and costs and increasing
the adoption and spread and associated wealth creation.
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4.5.10 Link to NHS Global and UKTI Healthcare UK

Objectives
e To contribute to NHS Global and UKTI Healthcare UK

e To foster international links to help drive innovation and wealth creation, as one
of the 6 Hills.

Activities

e With GM AHSN members develop a prospectus for UKTI and NHS Global that
describes the ambitions of AHSN members to access international opportunities
and the range of services they can offer.

e We will develop a strong relationship with NHS Global whose remit is to promote
UK healthcare to international government and organisations.

e We will consider aligning with Yorkshire and Humberside AHSN who are playing
a lead role on behalf of the Northern AHSNSs in driving the international agenda.

Outcomes

e GM AHSN will be effectively positioned as a brand with international presence,
opening up new channels and opportunities for growth in innovation and wealth
creation for the benefit of the Greater Manchester economy.

e At least one opportunity to respond to international business opportunities
offered across the GM AHSN membership per year .

4.5.11 Activities and Milestones

The table below sets out the milestones for each of the activities within the Wealth
and Industry programme.
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Table 25 : Activities and Milestones for the Wealth and Industry Programme

Activity Year1 Year 2 Year3 Year4 Year 5
ai]az]a3]as|a1]a2[a3[as|a1[a2[a3[as]a1[a2[a3[a4|a1][az]a3]as
1. Intellectual Property N g
Agree MOU with TRUSTECH °
Develop good practice IP policies ol
Establish common framework for IP eo|o (o
2. Innovation Gateway
Innovation Gateway - agree MOU with TRUSTECH [d
TRUSTECH to manage GM AHSN Innovation Gateway o(o(o/o(fo/0o(f0oj0o(f0oj0o/ 000/ 0|0|0|0|0 |0 |0
3. Solutions to Unmet Healthcare
Agree MOU with University of Manchester on behalf of
MIMIT; and document services to be provided by MIMIT. eo|o |0
Scoping programmes and pump prime funding [J (] °
MIMIT to promote exisiting solutions [ [ °
MIMIT to manage interface with HEI TTOs o|o|o(o (oo (oo (fo/fofo(fo(fo(fo(fo(0o|j0o e e
Operate 1 SBRI programme o|o(o0o|0o (0|0 0|0
4. Early Stage Investors
Establish relationships with Angel networks o(ofeo
Initiate programme of social events with Angel networks [J ® [ [ [ ° ° °
Assess scope to use EIS and SEIS tax relief schemes o|o(o|0
Active search for other early stage funding for GM AHSN
assets eo|o(o|e
Develop approach to supporting spin outs e|o|eo
Draft suite of model documentation o(o|o
Set up secondment opportunties for NHS managers eo|jo|o| @
5. Wider Investor Relations
Agree plan for developing investor relations and funding
sources eo|e
Prepare business case for investor relations function o0
GM AHSN to evaluate creating an investment fund e|jeo|o0 |0
6. Deals with Large Firms
Identify appropriate commercial partners eo|lofo|eo
Prepare business cases for investment o|o(o|0o (0|0 |0]|0
7. Enhancing NHS input to incubators
Agree MOU with TRUSTECH [ ]
TRUSTECH to provide incubation support management o|0o|0o|0 (0|0 0|00 (0|0 00|00 (0|0 0|0 0
Arrange secondment/exchange of staff o|lof(o|eo
8. Pre-NICE Assessment
Agree MOU with NICE °
Develop pre-NICE assessment eo|o |0
Operate fast-track assessment in conjunction with NICE o|(o(o(0o(0o(j0oj0o|j0o|j0o|j0|j0|0|0|0|0|0
9. Procurement
Agree MOU with NW PDS for access to shared learning [J
NW PDS to provide access to best practice standards/ data o000 (0|0| 0|00 (0|0 0|00 (0|0 0|0 |0
Agree basis for accessing Power of 10 [ J
10. Links to NHS Global
Develop links with NHS Global/ UKTI oo
Evaluate potential alignment with Yorks. & Humber AHSN (® | ® [ ®
Develop international prospectus o|o (0|0
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4.6 Outcome and Benefits for Wealth and Industry

4.6.1 Summary of Outcomes
The key outcomes for the Wealth and Industry programme include:

Table 26 : Outcomes for the wealth and Industry Programme

Activity Outcome

1. Intellectual Property e
Management o

A common understanding of IP across the AHSN.

A common framework for ownership, management and
sharing of IP across the AHSN.

Equal access to expertise to develop and manage IP.

2. Innovation Gateway e

Industry has an effective, single gateway to GM AHSN and its
members.

The NHS is a more intelligent customer and industry and more
informed supplier.

Activities undertaken between the NHS and industry partners
are managed effectively.

3. Solutions to Unmet o
Healthcare Needs

GM AHSN members will be able to utilise MIMIT expertise to
ensure they can access the right scientists and engineers
within industry and provide industry with access to NHS
clinicians and facilities to catalyse development of innovative
healthcare technologies.

Existing solutions to unmet healthcare needs will be promoted
across GM AHSN.

The SBRI programme will be deployed.

4. Early Stage °
Investors

Ongoing relationships are established with Angel networks
locally, with the potential to secure investment.

A bid for i4i funding is submitted. The Invention for Innovation
(i4i) Programme intends to accelerate the translation of
healthcare ideas into new and innovative products for the
NHS.

An effective approach to supporting spin-out companies.

Agreed good practice IP policies that encourage and reward
invention and innovation to stimulate entrepreneurial
behaviour.

Agreed suite of model documentation to support
commercialisation and investments.

5. Wider Investor °
Relationships

GM AHSN will have a coherent plan to diversify and grow
significantly the level of investment in innovation aligned with
its overall strategy and business plan.

An investor relations function within GM AHSN and
established relationships with relevant institutional investors
and existing funds, with the potential to secure investment.
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Activity Outcome

A business case to set up a GM AHSN investment fund.

6. Deals with Large e Two commercial agreements reached with major industry

Firms players which enhance GM AHSN'’s standing, opens up new
opportunities and secures financial and non-financial
investment into GM AHSN.

7. Strengthen NHS e Anincrease in the number of SMEs that have an active

Input to Incubators

relationship with NHS organisations.

8. Pre-NICE e A “fast track” pre-NICE assessment process that can be

Assessment offered to industry.

9. Procurement e Robust and transparent supply chain and associated
commercial agreements.

e Highly efficient processes which encourage and support the
development and application of innovations, reducing
development time and costs and increasing the adoption and
spread and associated wealth creation.

10. Link to NHS e GM AHSN will be effectively positioned as a brand with
Global international presence, opening up new channels and

opportunities for growth in innovation and wealth creation for
the benefit of the Greater Manchester economy.
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4.6.2 Summary of Benefits
The principal benefits of the Wealth and Industry programme include:

Table 27 : Benefits for the wealth and Industry Programme

Entity Benefits targeted

SME °

The proposed GM AHSN innovation gateway provides a co-
ordinated approach to how SMEs access assets. This should
de-risk the product development pipeline for the healthcare
industry, both for pharma and health technology.

SMEs will be able to utilise incubator/ science park facilities
within the heart of Greater Manchester providing access to
local networks, expertise, data and technology.

GM AHSN members will provide enhanced access to NHS
clinical trials, facilities and equipment on an agreed
commercial basis.

GM AHSN will facilitate support for accessing investment and
wider business support via TRUSTECH and MIMIT; this
should result in SMEs within different domains accessing
appropriate expertise.

Large corporate °

The AHSN represents a gateway to NHS innovations and IP.

The AHSN provides a basis for long term relationships with
NHS partners.

GM AHSN offers scope for large corporate firms to provide a
range of solutions into the NHS.

GM AHSN members will provide access to NHS clinical trials,
facilities and equipment on an agreed commercial basis.

NHS entrepreneur °

The AHSN provides support to encourage innovative thinking
and offers a clear process for taking ideas forward through to
commercialisation.

The AHSN provides a robust structure and a transparent
process to help commercialise innovations.

NHS entrepreneurs will be able to engage effectively with
industry and investment partners, including exchange
programmes.

NHS entrepreneurs are incentivised through the potential to

share in benefits such as royalties, subject to commercial
agreement.

GM AHSN members °

The AHSN will have a consistent and more effective approach
to the management of IP across the GM AHSN footprint.

GM AHSN should lead to faster adoption and spread of
innovations which should in turn should lead to improved
patient outcomes in areas identified as priorities by GM AHSN
and its members.

Incentives and levers will connect delivery of results to
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Entity Benefits targeted

benefits.

NHS assets should be utilised more effectively, improving cost
effectiveness.

Entrepreneurs within each NHS business should be more
incentivised as their innovations are encouraged and
supported, thus ensuring improved motivation and contributing
to enhanced retention for key staff.

The outputs from data mining can be made available to SMEs
and large corporate firms on an agreed commercial basis,
potentially generating a significant revenue stream. Access to
data from GPs and hospitals across an entire population will
be highly valued by pharmas and SMEs undertaking clinical
trials.

The AHSN's approach to proactive review of progress against
targets and deliverables will ensure that the effectiveness of
members' investments is monitored effectively from the outset.

The growth in investment across the GM AHSN footprint will
help to enhance the international profile of Greater
Manchester as a centre for innovation in research and clinical
delivery in the field of healthcare technology.

Investors U

The development of a new value proposition for investors that
is systematically de-risked by the actions of the AHSN and its
members.

Through the AHSN, investors will be able to develop long term
relationships with NHS partners.

The AHSN provides the environment to bring together
investors and academics on a regular basis, ensuring the right
relationships are formed early on increasing the likelihood of a
successful partnership.

There should be a long term pipeline of opportunities which
meet investment criteria. GM AHSN has expertise in a
number of areas which are attractive to VC funds.

The comprehensive and co-ordinated support available
through GM AHSN will help to mitigate the risk of heathcare
start-ups which tend to take longer to generate positive
cashflows than other types of investment.

On behalf of the AHSN, MIMIT and TRUSTECH will ensure
that appropriate links are made between investors and SMEs
to achieve an alignment between investment criteria and
nature of business proposition.

Patients .

There will be a substantial increase in the level of clinical trials
as a result of the AHSN achieving a step change in innovation
and investment. This will support patients gaining faster
access to new healthcare technologies, treatments and
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Entity Benefits targeted
products.

e The success of the GM AHSN should result in the
achievement of significant improvements in patient outcomes
across a wide range of clinical areas.

Local economy e The AHSN will focus on wealth creation through expansion in

the number of successful SMEs and growth in jobs and a

stronger supply chain.

e GM AHSN should generate inward investment generating
increases in wealth, employment and wider business
opportunities across the Greater Manchester LEP footprint.

e Economic benefit will also flow from the increase in NHS and
research income. The NHS will benefit from payments for
access to clinical trials and facilities and technology; from
investment returns; and also from other services such as data

mining.

4.7 Metrics and Trajectories

Table 28 : Activities and Milestones for the Wealth and Industry Programme

Activity

Milestone

Common Framework agreed including boiler
plate documents for industry projects.

Completed in Q1, Year 1.

Gateway MOU set up (website/office);
industry enquiries managed (20 pa).

Gateway MOU established in Q1, Year 1.

Unmet needs identified and agreed by
AHSN.

Potential projects for solutions proposed
via MIMIT.

Projects developed for
commercialisation via MIMIT

SBRI programme managed projects.

Unmet needs agreed in Year 1.

6 projects proposed by MIMIT over the
first 3 years.

3 projects for full commercialisation and
market ready over 5 years.

2-3 SBRI managed projects over the
first 2 years.

Angel networks engaged - 1 i4i bid pa.

1 Angel Network Forum event each
year over 5 years.

1 i4i bid each year over 5 years.

Investment proposal developed de novo
or in conjunction with existing
programmes.

1 project over 5 years. Anticipated this
will generate c.£5M investment into
AHSN IP over 5 year period.

Develop deals with large companies.

2 deals over 5 years.

Establish NHS links with companies in
AHSN incubators.

5 documented interactions each year
over 5 years.
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Activity Milestone

e Added value Industry testing service (pre | ¢ Pre-assessment service available in

NICE or similar) developed and offered. Year 2.
e Projects supported (out/in) via NHS e 2 projects per year over 5 years.
Global/ UKTI.

4.8 Levers and Incentives

Table 29 : Risks and Incentives for the Wealth and Industry Programme

Level of Decision Incentives and Levers
Level 1 - consultative arrangement e Consistent protocols to ensure protection of IP
used to share information and best from all originating Trusts.
practice » Access to investment and royalties on project/

AHSN member basis.

e Provides incentive structure for
entrepreneurial staff eg use of SEIS/ EIS.

Level 2 - collaborative agreement to e AHSN Members have access to services on a
undertake joint working and to test discretionary basis — no lock-in to rigid
improvements. Not all partners need contract.

to be included » Free access to knowledge and expertise

across the GM footprint.

Level 3 - will serve as a single binding | ¢ Co-ordinated approach to innovation and
commissioning decision adopted by all commercialisation should encourage

CCGs within GM AHSN. There will be collaboration between GM AHSN members.
a formal arbitration panel should a
decision be contested
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4.9 Resources

Table 30 : Resources required for the Wealth and Industry Programme

Component Activity Annual Spend Assumptions
Year1l Year 2 Year3 Year4 Year5
1. 1P LITE 102 140 144 148 152
2. INNOVATION
204 337 345 415 425
GATEWAY
3. MIMIT staff 80 112 114 118 120
MIMIT Pump Prime 45 60 60

4. ANGEL NETWORKS
5. WIDER INVESTOR

NETWORK

6. TWO MNE DEALS

7. INCUBATION 72 178 183 156 161
8. PRE-NICE

ASSESSMENT

9. PROCUREMENT 61 140 144 148 152
10. NHS Global 75 100 100 100 100
Operating Costs 3% 19 31 32 32 32
Set-up Costs 131

TOTAL 788 1098 1,122 1117 1142
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4.10 Risks and Mitigation

Table 31 : Risks and Mitigation for the Wealth and Industry Programme

Risk Likelihood

12,3
R: sub optimal

engagement with
AHSN members

45,6
R: investment

proposition / AHSN
offer insufficient

7

R: lack of SME
interest/engagement

8.

R: NICE or other
relevant body unable
or unwilling to
participate

9.

R: Members unwilling
to participate or the
NW Procurement
service does not
engage.

10.

R: AHSN offer (assets
& capabilities) not
recognised/ taken up
by UKTI/NHS Global

L

Impact Mitigation or Countermeasure

M/H 1,2,3 M: utilise bottom up and top
down approach; utilise networks
(and individuals) already
predisposed to industry
partnership working eg GMCLRN,
MIMIT site miners, TRUSTECH
project leads to act as champions;
focus on those willing (80:20 rule)
at outset

M 4,5,6 M: ensure understand
investment and industry needs;
build on best practice including
success of (MAHSC) partners ;

leverage public funding efficiently

L/M 7, M: work closely with Bionow
and other trade groups; utilise
Gateway to proactively project
manage; develop cadre of NHS
and SME champions/case studies

M/H 8, M: ensure proposal properly
positioned eg from within NHS
and for national roll out/support.

L 9, M: Develop early examples of
value proposition to influence
members and procurement
service.

L 10, M: continue and develop close
working relationship with
UKTI/NHS Global (see also
Gateway) and MIDAS ( for LEP)
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4.11 Dashboard

Set out below is the dashboard which will be used to measure progress against
achievement of the outcomes for the Wealth and Industry Programme.

Table 32 : Dashboard for the Wealth and Industry Programme

Activity Milestone Metric Trajectory Is;ues/ Status
Risks
Agree common | Finalised Documentation Month 2 —
framework and by end of agreed. principles agreed
documentation Q1. and initial draft.
for industry Month 3 —
projects. documentation
agreed.

Set up Gateway | Gateway Gateway MOU Yrl, Ql -
MOU MOU set up. Gateway MOU
(website/office) | established | No. of industry | established.
and manage .20 enquiries Yr 1 onwards — 20
industry industry industry enquiries
enquiries. enquiries managed

managed annually.

annually.
Unmet needs Needs Health needs of | Yr 1 —needs
identified and identified the population. identified and
agreed by the and agreed agreed.
AHSN. in Year 1.
Potential By Year 3, | No. of projects Yrs1t03-2
projects for 6 projects annually. project annually.
solutions proposed.
proposed by
MIMIT.
Projects By Year 5, | No. of projects Yrito2-1
developed for 3 projects developed project.
commercialis- developed. | annually. Yr3tod-1
ation project.

Yr 5 -1 project.

SBRI By end of No. of projects Yr 1 -1 project.
programme Year 2, 3 managed by Yr 2 - 2 projects.
managed projects SBRI
projects. managed programme

by SBRI annually.

programme
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Activity Milestone Metric Trajectory Is;ues/ Status
Risks
Engagement By Year 5, | No. of network Yr1to5 1 Angel
with Angel 5 Angel events held network event
networks. network annually. p.a..
events
held.
Bids made to By Year 5, | Numberofbids | Yrlto5-1 bid
i4i. 5 bids annually. per annum.
made.
Investment By Year 5, No. of projects. By Year5-1
proposal 1 project. project.
developed de
novo or in
conjunction with
existing
programmes.
Deals with large | By Year 5, No. of deals By Year 3-1
companies. 2 deals completed. deal.
agreed. By Year 5 — 2
deals.
Establish links By Year 5, | No of Year1to5-5
with companies | 25 documented p.a.
in AHSN documente | links established
incubators. d annually.
interactions
in
aggregate.
Develop and Establish Pre-assessment | By end of Year 2
offer added pre- service — pre-assessment
value industry assessmen | available. service on offer to
testing service t service by industry.
(pre NICE or Year 2.
similar).
Projects By Year 5, | No of projects Year1to5-2
supported 10 projects | supported p.a.
(out/in) via NHS | supported. | annually.
Global/ UKTI.
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DN 1:

Education and Capability

This section is currently subject to an internal review by GM AHSN which is 50%
complete. On completion of this review, the completed section will be included in the

business plan.

5.1 Purpose

5.2 Objectives

5.3 Delivery Approach

5.4 Activities and Milestones

5.5 Outcomes and Benefits

5.6 Metrics and Trajectories

5.7 Levers and Incentives

5.8 Resources

5.9 Risks and Mitigations

5.10 Dashboard

Set out below is the dashboard which will be used to measure progress against
achievement of the outcomes for the Education and Capability Programme.

Table 33 : Dashboard for the Education and Capability Programme

Activity

Milestone

Metric

Trajectory

Issues/Risks

Status
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Activity

Milestone

Metric

Trajectory

Issues/Risks

Status
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6.1

Incentives and Levers

This section sets out the incentives and levers we will use to give 'grip' to the
delivery of our objectives, milestones and outcomes.

GM AHSN’s academic partners have demonstrated their ability to produce world
class clinical research. Our AHSN seeks to build on this success by developing the
parallel expertise required to become a world leader in the rapid and large scale
spread of evidence based innovation, so that it constantly moves the NHS Quality
Curve to the right, whilst at the same time narrowing the gap between its best and
worst performers. Our AHSN has identified three conditions which must be satisfied
if spread is to occur more quickly and more comprehensively previously:

e Alignment — agreement on a manageable set of priorities for improvement.

e Focus — the identification of the key specific changes in behaviour which need
to occur at all levels.

e Incentivisation — the equitable application of positive or negative incentives.

GM AHSN partners are fully conversant with the use of a range of incentives or
levers for improvement, and will develop and mature these in the context of our
AHSN. The levers include the CQUIN mechanism, an approach that has been
applied across the NHS. Our AHSN will improve CQUIN through a process of
'Intelligent Commissioning', in which best clinical evidence identified by GM AHSN’s
academic partners will be used to directly inform commissioning and contracting
intentions.

Other key principles underlying our AHSN’s approach to securing improvement
recognise the importance of the enhancement of individual or organisational
reputation, and acknowledge the potential power of 'publicly reported outcomes' (the
systematic release of performance data into the public domain). GM AHSN includes
authorities respected in the application of improvement science, who understand
that providing high quality data and evidence to stimulate, support and evidence
change, facilitating the quality mechanisms which promote change at scale, and
developing individuals and organisations with the improvement science skills and
knowledge required to achieve change are the bedrocks of effective and sustainable
improvement.

Levels of Incentives and Levers

We have drawn upon the model constitution agreed by local CCGs and propose a
hierarchy of collective decision making, which is set out below. This will be applied
at corporate and programme levels.

Each level of decision has different incentives and levers that will be used to
implement the decision. This proposed arrangement will provide reliable
mechanisms to support the execution of this business plan, as well as flexibility in
how collective decisions are applied across our AHSN.
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6.2

6.3

Table 34 : Proposed Levels of Decisions and Levers

Level of Decision

Incentives and Levers

Level 1 - consultative arrangement used to
share information and best practice

Public information

Level 2 - collaborative agreement to
undertake joint working and to test
improvements. Not all partners need to be
included

AHSN specific levers, such as
incentives for the participation with
informatics

Primary care support levers

Level 3 - will serve as a single binding
commissioning decision adopted by all
CCGs within GM AHSN. There will be a
formal arbitration panel should a decision be

GM AHSN will seek to develop its
mandate of key priorities through an
operational plan which will inform the
utilisation of a ‘Level 3’ arrangement.

contested « Commissioning levers, including

CQUIN and contractual primary care
levers

Greater Manchester's CCGs have enacted collaborative arrangements, including
collective decision making that will provide a reliable mechanism to support adoption
and spread through the utilisation of clear commissioning levers. Under these CCG
arrangements, a similar three level model is used. As with GM AHSN a ‘Level 3
decision will serve as a single binding commissioning decision adopted by all CCGs.
This enables Level 3 decisions adopted by GM AHSN to be adopted by all the
CCGs in the network.

Public Information

For Levels 1, 2 and 3 we propose to be open and transparent about our data and
performance. For each of our programmes we propose to agree a suite of measures
and automation in terms of data production. This will be underpinned by the
managed knowledge-transfer network and our informatics. We propose to publish
these measures publicly so everyone can see our progress and performance. In this
way we will hold ourselves to account and create incentives for improvement
through peer and public pressure.

It is proposed that these measures will be published publicly in the context of a
supportive learning environment across GM AHSN. We will also share best practice,
detailed data; templates for analysis; and 'how to' guides. We will have various
events to share best practice, such as site visits.

GM AHSN Levers

For Level 2 decisions we propose to use specific GM AHSN levers and incentives to
underpin delivery. It is proposed that these levers and incentives will connect
delivery of results to benefits for GM AHSN members. The range of primary care
levers available are set out below.
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6.4

6.5

We propose to develop arrangements that connect organisations that deliver
benefits with those organisations to which the benefits accrue, where there is a
separation between the cost of delivery and the capture of the benefits. We will
learn from the approaches developed for Social Impact Bonds as we develop these
arrangements. For example, the cost of delivery of a programme that improves
population health may fall to providers, but the benefit accrues to commissioners.
We will develop incentives that reward providers for delivery of benefits that
commissioners realise. We have agreed this concept with GM AHSN commissioners
and will develop this further in the early stages of the AHSN becoming operational.

Commissioning Levers

For Level 3 decisions we propose to also use commissioning levers and incentives
to underpin delivery. Where a standard or best practice pathway of care has been
agreed, this can be put into service specifications and contracts with NHS providers.
The range of levers to do this with primary care providers is set out below.

For the relevant NHS providers in GM AHSN we propose to also use CQUIN as a
lever to deliver our agreed targets and outcomes. We have agreed in principle with
GM AHSN’s commissioners that CQUIN can be used in this way and have agreed in
outline that one third of the CQUIN payments can be used for GM AHSN agreed
Level 3 decisions. These arrangements will be developed in more detail through
engagement with GM AHSN members.

We anticipate that delivery of the 6 High Impact Innovations and the iTAPP
Technologies will be a Level 3 decision and CQUIN will be used to underpin their
implementation.

Primary Care Levers

This section describes possible primary care levers and incentives, for example to
ensure compliance with pathways of care by primary care practitioners. It is
assumed that the request or requirement (for example, compliance with a pathway
of care) is evidence based and represents cost-effective gold standard practice.

There are number of approaches that can be taken to achieving compliance, as
follows:

e Disciplinary

e Removal of service

e Accreditation of providers
e Monitoring

e Persuasion

e Peer pressure

e Financial reward

e Financial penalty
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e Support
e Provision of infrastructure
e Education and training

Many of these are inter-related and can be used in combination. Each has its own
implications, advantages and disadvantages. With regards to the case of obtaining
GP compliance there are a number of specific levers to be considered as set out
below.

6.5.1 Disciplinary

6.5.1.1 General Medical Services (GMS) contract

There are a variety of clauses within the GMS contract that require contract holders
to follow good medical practice. For example, clauses 25, 488, 499 and 569 are
potential levers that could apply which cover: duty of care; effective clinical
governance; and compliance with relevant legislation and NHS guidance; and
contract termination provisions.

Overall, the GMS contract provides a means of terminating a contract for clear-cut
breaches where there is general agreement on requirements but, even in such
instances, cases take many months and often years to achieve resolution.

6.5.1.2 Performers lists and revalidation

It may be useful to take advice from the Medical Directorate to identify if evidence of
non-compliance with clinical pathways could be used either to investigate the clinical
competence of a practitioner or as part of their revalidation. As with the contractual
issues, it is vital that there is a widespread consensus on the pathway.

6.5.1.3 Removal of service

It could be argued that a contractor who is not complying with a specific recognised
clinical pathway should have that part of their service removed. This is very difficult
to do for most elements of GP practice. However, where a pathway affected an
enhanced service it would be possible to remove that enhanced service from the
contractor. It should be noted that any such enhanced service is likely to be a very
small element of a GP practice’s income.

6.5.1.4 Inter-Practice Agreement

Every CCG requires its constituent practices to sign an Inter-Practice Agreement
which specifies what the CCG expects of its member practices and the system for
managing a failure to meet CCG requirements. This system includes an escalation
process with the potential to refer a practice to the NHS Engalnd for formal action to
be taken under the GMS contract and/or the Performer List Regulations.

6.5.2 Financial rewards and penalties

There are very few mechanisms for penalising practices for poor performance but
would consist of withdrawal of a service or disallowing claims for payment. As noted
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above, enhanced services can be removed but are a relatively small proportion of
income. A larger element of income and more related to specific pathways are the
QOF Clinical areas. If there was general agreement around a specific pathway for a
clinical area in QOF it may be possible to disallow claims where the practice was not
compliant with that pathway. However, this would be very controversial and would
require widespread consensus. Any practices disadvantaged in this way would start
the dispute resolution process which could take up substantial amounts of time and
effort.

As alternatives, it is possible to:

e Introduce a standards which need to be met in the delivery of the core services
under GMS before access is granted to enhanced service funding.

e Provide specific financial incentives for compliance, especially if savings can be
demonstrated in other parts of the pathway and if it is clear that there is
additional work involved. CCGs are able to provide rewards for high quality
performance but these rewards would have to be carefully designed and would
require piloting before widespread implementation.

Pitfalls with regards to incentives can include:

¢ Inability to monitor the agreed indicator(s).

o Differences of opinion over what the indicator(s) requires.

¢ Indicator(s) too easy to achieve.

¢ Indicator(s) too hard to achieve.

e Financial reward not proportionate to required effort to achieve indicator(s).

e Gaming of performance e.g. removing patients from a pathway and adding other
patients.

6.5.3 Support

There are a variety of ways in which practices can be supported to comply with a
pathway and some of these are described below.

6.5.3.1 Peer support and clinical champions

Practitioners can be identified to act as champions for the pathway in order to
encourage its use. They can spend time in practices helping staff to understand the
pathway and to set up any required systems. They can also listen to concerns and
address any challenges to the pathway. In addition, it may be useful for groups of
practices or practitioners to collaborate on implementation of the pathway, for
example when a GP is unsure of what approach to take they would have a
mechanism to obtain advice.

6.5.3.2 Education and training

For a clinical pathway to work effectively the staff using the pathway will need to
understand it in detail. This will require appropriate education and training, which
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should be tailored to existing knowledge and skills and to individual learning
preferences.

Within any training and education programme it is important that participants are
able to understand the evidence as to why the pathway is the preferred approach. It
would also help if examples of how the pathway has improved patient care could be
given.

It may be desirable for practitioners to be required to have specific qualifications or
training in order to undertake elements of the pathway.

6.5.3.3 Additional staff including shared staff

If additional work is required of practices, it may be useful to provide additional staff
to ensure these staff are taken on. Such staff could be either temporary, while a new
system is embedded into practice, or could be permanent.

Consideration should be given as to how staff undertaking parts of the pathway can
be shared between practices in order to enable specialisation and to gain
economies of scale and more efficient practice. Any such move to specialisation
would depend on evidence that this improves outcomes for patients and/or reduces
costs.

6.5.3.4 IM&T

IM&T systems can help practitioners to comply with pathways and can also help to
monitor compliance. GPs use specially designed clinical systems with a specific
coding structure (READ codes). GP systems are also able to upload data, although
there are obvious Information Governance limits to what can be uploaded and used.
It should be noted that if monitoring of compliance is required, standardisation of
coding is important.

Examples of this approach are to establish templates on the systems so that the GP
or nurse presses buttons or inputs data onto a form when managing a patient. This
ensures that all the required information is captured to make a clinical decision and
that appropriate investigations have been made. In addition, standard reports can be
set up on the clinical system in order to monitor how patients are being managed.

6.5.4 Accreditation

One possible approach could be to establish a scheme to accredit practitioners and
practices for part of the pathway. This could be done through peer review or by
independent experts against evidence-based criteria.

Accreditation could be a voluntary scheme so that it is badge of good practice but
does not bring any negative effects. Alternatively, it could be deemed to be
necessary by commissioners in order to be able to provide that service.

In addition, publicising the accreditation system and which services are accredited
could help patients when making decisions about their care.
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6.5.5 Conclusion on primary care levers

There are a wide variety of approaches that can be taken to obtaining compliance
across primary care. However, a critical factor will be obtaining widespread
consensus that the specific pathway, or other requirement, is the most appropriate
approach to managing a given group of patients.
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7 Metrics and Dashboard

Key metrics will be used to manage the delivery of this business plan. These metrics
will form a strategic dashboard that will be used by the GM AHSN Board. The
metrics will be aligned to the milestones and drivers set out in the dashboard for
each programme, as described in the preceding sections. The work programmes
have more specific and detailed metrics. The agreement of metrics, management of
data reporting and production of the dashboard will be organised by HAELO
(previously referred to as the Centre for Health and Healthcare Improvement).

GM AHSN will ensure there is a strong focus on the metrics set out in the 5 year
AHSN licence aligned to the metrics within each of the 5 core programmes.

Figure 6 : Schematic of the strategic dashboard

Focus Strategic Dashboard and Metrics within the AHSN Licence

Corporate Research Mortality RET
* Network of networks * Partnering with CLRN * 3 Million Lives 3 Million Lives

Research * Partnerships withHEIs | * Unmet need assessment | * NHS Outcomes NHS Outcomes
participation and and AHSCs Framework Framework
Informatics * Local Area Priorities * Partnering with Partnering with NHS

NHS 1Q 1Q
* 6HlIs 6 Hlls

Invention Technology NICE Implementation
* Best practice and Compliance with NICE guidelines and
Health & |nnovat!on NICE t.echnology implementation
Imol - * Innovation Fellows appraisals
mplementation * NHS Centre for Frugal
Innovation
Network Investment Informatics Platform  Workforce
Portfolio Equality and diversity
* SCIF

* Horizon scanning

* Procurement
performance

* Industry investment

* SBRI

* Commercialisation

* Healthcare UK

* LEP engagement

* Industry engagement

* Healthcare Innovation
Expo

* NHS Challenge Prizes

Wealth & Industry

Education &
Capability

The GM AHSN Board will receive regular reports on progress against each metric
from the programme leads and from the GM AHSN MD for those metrics managed
corporately. GM AHSN will provide regular updates to NHS England on progress
against all metrics within the AHSN licence.
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8 Commercials and Financials

8.1 Commercial Model

GM AHSN'’s business model will be one where we co-ordinate, commission and
invest to deliver our objectives and to secure benefits in accordance with the metrics
set out in our five year licence.

Our AHSN does not intend to deliver programmes itself. Within this business plan,
each programme describes the approach to delivery of each key component and the
proposed supply chain arrangements.

We will continue to develop and agree the commercial and legal detail of the GM
AHSN through engagement with our members, partners and affiliates.

Our work programme includes:

e Agreeing the detail of our governance arrangements and finalising our legal
entity, including the supporting legal agreements, once we are authorised.

e Confirming the mechanism for how we will operate as a profit centre and the
financial and commercial arrangements with our members.

e Agreeing the detailed financial plans, including profit and loss, cashflow and
balance sheet.

e Agreeing how the GM AHSN Board will decide on the use of surpluses, including
investment priorities and criteria, and a disbursement or dividend distribution
policy. Agreeing the mechanics of disbursement of surpluses to members and
how these are applied.

e Agreeing the memoranda of understanding with each partner within the supply
chain for each element of the five core programmes.

¢ Developing the output specifications and contracts for the delivery of services for
each supply chain partner.

e Developing the intellectual property agreement between members and supply
chain organisations.
8.2 Financial Plan

We have developed a financial model which is based on a set of core inputs which
reflect the corporate structure of the AHSN and the content of each of the five core
programmes, developed by the Programme Leads.

Further work is being undertaken to refine the model inputs and assumptions as
work on the commercial model progresses.
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INCOME AND EXPENDITURE ANALYSIS Year1 Year 2 Year3 Year4 Year5
INCOME (REVENUE)

Total National and Matched Funding £000s 12,992 12,730 12,730 12,730 12,730
Income from Industry £000s 25 50 75 100 125
Commercial Income £000s 260 380 550 725 900
Total Income £000s 13,277 13,160 13,355 13,555 13,755
AHSN FUNDING OF ACTIVITIES

Total Cost - Wealth and Industry £000s 788 1,098 1,122 1,117 1,142
Total Cost - Health and Implementation £000s 4,888 7,745 7,434 7,020 14,414
Total Cost - Informatics £000s 1,250 1,250 1,250 1,250 1,250
Total Cost - Education and Capability £000s 535 500 500 500 500
Total Cost - Research Participation £000s 750 750 750 750 750
Total Expenditure on AHSN Functions £000s 8,211 11,343 11,056 10,637 18,056
OPERATING COSTS

Pay Costs £000s 694 925 925 925 925
Non-Pay Costs £000s 79 105 105 105 105
Depreciation £000s - - - - -
Set-Up Costs £000s 65 - - - -
Total PPI Costs £000s 17 16 16 16 16
Total Operating Costs £000s 855 1,046 1,046 1,046 1,046
INCOME AND EXPENDITURE SUMMARY

Total Income £000s 13,277 13,160 13,355 13,555 13,755
Total Expenditure on AHSN Functions £000s 8,211 11,343 11,056 10,637 18,056
Total Operating Costs £000s 855 1,046 1,046 1,046 1,046
Total Costs £000s 9,066 12,389 12,102 11,683 19,102
Surplus/(Deficit) 4,211 771 1,253 1,872 - 5,347
CASH FLOW
Total Income £000s 13,277 13,160 13,355 13,555 13,755
Total Expenditure on AHSN Functions £000s 8,211 11,343 11,056 10,637 18,056
Total Operating Costs £000s 855 1,046 1,046 1,046 1,046
Exclude Non-Cash ltems:

Depreciation - - - - -
Total Cash Inflow from Operations 4,211 771 1,253 1,872 - 5,347
Capital Expenditure and Asset Sales

Capital Expenditure £000s - - - - -
Total Cashflow before Financing £000s 4,211 771 1,253 1,872 - 5,347
Financing

National Capital £000s - - - - -
Capital from AHSN Members £000s - - - - -
Net Cash (Outflow)/Inflow £000s 4,211 771 1,253 1,872 - 5,347
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Risks and Mitigation

GM AHSN Board will manage a corporate risk register which includes the principal
risks affecting the AHSN. GM AHSN will ensure that mitigation strategy is managed
on a continuous basis. Each of the five core programmes will also maintain
programme specific risk registers and regular updates will be provided to the Board

on any key issues requiring Board level attention.

The principal risks affecting GM AHSN are set out below including the proposed

approach to mitigation.

Table 35 : Risks and Mitigations for GM AHSN

. Like- Impact o
Risk lihood Mitigations

Technical challenges with the M H As the cluster lead Greater

spread of the eHealth Manchester already has

informatics platform extensive experience
Track record of delivering this
across Salford, and experience
within NWeH
Greater Manchester's Trusts are
some of the best performers in
the country on information
governance
We will utilise this experience,
and also work with industry
partners with expertise in this
area

Data governance and L H Utilise early adopter intelligence

ownership of the eHealth from Salford locality

platform

Failure to meet the targets for L H Streamlined research

meeting and exceeding national management and governance

High Level Objectives and 70 Experience of achieving this

day targets through North West Exemplar
project

Failure to engage service M H AHSN membership will agree

providers in improvement
initiatives

improvement priorities and
associated activities, based on
best evidence

AHSN partners have access to
improvement science training
and methods
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Risk

Like-
lihood

Impact

Mitigations

Commissioning/contract
framework will require full
engagement

Insufficient knowledge about
whether improvements are
leading to health gains

AHSN will use the evidence
base to set logical, objective,
achievable outcome measures,
checking progress at pre-defined
intervals

AHSN will deploy its
considerable strengths in data
collection and interpretation to
provide timely performance
feedback to partners

Outcomes not achieved

Financial and non-financial
triggers and penalties agreed
and implemented across the
AHSN

Improvement methods (e.g.
collaboratives, Advancing
Quality, LEAN) already used
extensively within AHSN
membership to drive up
individual and collective
performance

Overcrowding from the 16
AHSN’s creates too much
‘noise’ and as a consequence
industry and potential investors
become confused.

City level alignment of our aims
via LEP — we have a single big
picture

Compelling, but simple
messages and brand —
supported by best in class
performance

UK economy worsens and
investment dries up; the AHSN
delivers at slower pace and with
reduced outputs.

Optimise the value we can
leverage from existing AHSN
partner investments and assets

Focus on ERDF, RGF and other
available public sector funds

Reduce the spread of effort and
concentrate resources in areas
that will deliver maximum value
to potential investors and our
stakeholders

Fail to align assets across
AHSN; brand overload leading

AHSN governance structure
encompasses main assets
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: Like- Impact L
Risk lihood Mitigations

to internal competition e.g. Industry engagement

AHSN v MAHSC. This would programme are visible across

reduce the ability of the AHSN AHSN partners

to deliver and confuse the Marketing plans are visible
Coordinated messaging to BIS,
UKTI, MIDAS, DH etc

Education/capability: Barriers to H H Systematic use of and

implementation encountered communication of NHS change

across GM network model and use of diagnostic
tools across organisations to
identify and address barriers to
change and possible solutions

Education: staff and team L H Commissioning, design and

diagnostic tools not robust ad
diverse enough to match all
clinical environments

testing process will address
these risks, including a testing
phase to encompass a wider
range of clinical environments.
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Five Year Licence Agreement between the Academic Health Science Networks
and NHS England

Context

The UK has identified Life Sciences and Healthcare as important sectors to generate
new economic growth and increase the quality of care for patients within the NHS.
Both the UK Life Science Strategy and Innovation Health and Wealth (IHW) reports
document this and highlight the need to focus on increasing the flow of innovation
both into and out of the NHS and ensuring that the value created by these
innovations is captured appropriately.

The IHW report was fundamental in placing innovation at the centre of the healthcare
service agenda. IHW defines innovation as “an idea, service or product, new to the
NHS or applied in a way that is new to the NHS, which significantly improves the
quality of health and care wherever it is applied.”

The creation of Academic Health Science Networks will facilitate the identification,
adoption and spread of innovation at pace and scale to:

« transform and improve patient outcomes
* simultaneously improve quality and productivity
« drive economic growth and wealth creation

The role of Academic Health Science Networks in England

Supporting Innovation

Innovation rarely happens in isolation; true innovation comes from the integration of
insight, expertise and application to a defined problem often benefiting from the
convergence of technology and new ways of thinking. In addition, it is often difficult
to implement best practice at scale, improving both the quality and level of care for
patients. To help foster this environment in the NHS, the IHW report suggested the
creation of Academic Health Science Networks (AHSN). These networks have the
potential to bring together a range of clinical, academic and industry expertise to help
solve unmet clinical need, improve patient outcomes and quality of care whilst also
supporting a growth agenda. AHSNSs provide a new mechanism for the NHS to
horizon scan for new technologies and ensure adoption and best practice is spread
at pace and scale.

Working in collaboration for delivery

The creation of AHSNs is an ambitious approach to incorporating innovation into the
DNA of the NHS. To support AHSNs in the delivery of this vision, NHS England will
establish a five-year licence agreement between the AHSNs and NHS England to
help set the baseline and trajectory for AHSNs as new innovation vehicles. The
licence is an opportunity for the AHSNs to work in partnership with NHS England to
set the vision and pace of delivery at an individual Network level. By working
together to establish a baseline, NHS England and individual AHSNs will be in a
stronger position to ensure that AHSNs deliver improvements to patient care and
population health. The license aims to ensure accountability for funding whilst





providing AHSNs with the autonomy and freedom to operate as independent
businesses.

AHSN Priorities

The concept of integrating academic, clinical and industrial know-how through
AHSNSs has the potential to influence change across the entirety of the healthcare
system. Ensuring the delivery priorities of the networks are aligned and focused will
be pivotal to deliver the health and wealth benefit at both a local and national level.

Six core functions were described within the Department of Health AHSN briefing
document inviting expressions of interest from prospective AHSNs: 1) research
participation; 2) translating research and learning into practice; 3) education and
training; 4) service improvement; 5) information and; 6) wealth creation. During the
application process and from discussions with the AHSNSs during interviews, it has
become clear that the primary responsibilities and objectives should focus on:

A. Spread of innovation at pace and scale to improve patient care and population
health

Economic growth and wealth creation

Inclusivity and partnership

Unmet need assessment

Local Area Priorities and Equality and Diversity

moow

These will form the basis of the license agreement between NHS England and each
AHSN.

The full scope of the five-year licence includes a number of objectives. Table 1 below
outlines how these align with the five AHSN objectives listed above. Some of these
will form the basis of the five-year licence whilst others will only be included in
individual one-year contracts.

Table 1
Theme Description Objectives
A. Spread of AHSNs will disseminate 1. Adoption of high-impact innovations and CQUIN
innovation at best practice and approved submissions
pace and technologies within the 2. NICE Guidelines and Technology Appraisals
scale Network. 3. Best practice and innovation
4. NHS Outcomes Framework
AHSNs will work with 5. Three Million Lives Program (3ML)
national bodies to raise 6. Specialised Commissioning Innovation Fund
healthcare standards 7. Horizon Scanning
across England. 8. Procurement performance benchmarking
B. Economic AHSNSs will stimulate 9. Industry Investment
growth and economic growth both at 10.Small Business Research Initiative (SBRI)
wealth local and national levels. 11.Commercialisation
creation* 12.Work with Healthcare UK






C. Inclusivity
and
Partnership

AHSNSs will, as system
integrators, collaborate with
external partners to broker
innovation and change.

AHSNSs will enhance
working with local, national
and international academic,
clinical and commercial
organisations.

13.Network of Networks

14.Partnering with Academic Institutions and Academic
Health Science Centres

15.Partnering with the Improvement Body

16.Partnering with Clinical Research Networks

17.Local Enterprise Partnership Engagement

18.Joint working with industry

19.Healthcare Innovation Expo

D. Unmet
need
assessment

AHSNs will focus
innovation activities on
specific unmet medical
need.

20.Unmet need assessment
21.NHS Challenge Prizes
22.Innovation Fellowship Program
23.NHS Centre for Frugal Innovation

E. Local Area
Priorities

Equality and
Diversity

Initiatives important to local
NHS and partners

24.Local Area Priorities

25.Promote equality and commit to identifying and
addressing inequalities across network

* A description of wealth creation can be found in Appendix A.

Measuring Outcomes
The five focus areas outlined above cover the full remit of the programs and activities
that will be delivered by AHSNSs during the five-year licence period. Not all AHSNs
will deliver the same individual programs of work and this will be reflected in the
individual one-year-contracts that each Network will sign.

The five-year licence has been developed to support AHSNs to measure outcomes
and not process, enabling AHSNSs to drive the local understanding of how the
activities across the Network contribute to an increase in innovation, health and
wealth. As such, NHS England will work with the designated Networks to help
develop a baseline and target for future delivery. NHS England expects AHSNs to
report outcomes at the level of the Network and as such, expects Networks to work
with partner organisations in the delivery of the five AHSN objectives.

Amending the five-year licence
NHS England maintains the right to amend the terms of the five-year licence during
the course of the agreement. Any changes will be made in collaboration with the
designated AHSNs and will be made as a result of an open-dialogue with the
organisations it affects.

AHSN Five-year metrics
The objectives and metrics for the five-year licence are outlined below and have
been prepared so that they can be co-developed with individual AHSNSs to set a
baseline expectation for delivery, and tailor future expectations based on current
delivery capacity. This will enable the individual networks to structure how they
deliver the objectives of their AHSNs during the five year designation. Future

outcome targets will be established through the individual one-year contracts that will
be formed with the designated AHSNSs. The list includes 24 objectives; however not
all objectives have an individual metric. The one year contract will provide the
flexibility to discuss applicability of individual metrics across the designated

networks.






Spread of innovation at pace and scale

. Adoption of high-impact innovations: AHSNs must support the adoption of High
Impact Innovations (as defined in IHW) within its network. Each AHSN will support
the successful local adoption of specified High Impact Innovations using the CQUIN
framework where possible.

Metric: Compliance with adoption of High-Impact Innovations

Networks will report the level of adherence of their member Trusts to the minimum
national requirement for pre-qualification of CQUIN and reasons why the minimum
requirement have not been met. The target level of compliance for each AHSN will
be agreed through the one-year contract and existing baseline.

. NICE Guidelines and Technology Appraisals: All member organisations of each
AHSN will need to be compliant with NICE TAs. AHSNs will support local
commissioners and providers with compliance and implementation of advice from
the NICE Implementation Collaborative (NIC).

Metric: Compliance with NICE approved TAs
All AHSNs to have all of their members adopt NICE approved TA within 90 days for
approval.

Metric: Compliance of AHSN member Trusts with NICE Guidelines

All AHSNs aspire to have all of their members adopt NICE approved Guidelines. To
achieve this, the one-year licence will agree an implementation trajectory to move
the members of the network from current baseline to the required level.

Metric: Working with the NICE Implementation Collaborative (NIC)

AHSNSs will work with the NIC to develop and champion NICE TA implementation
advice and programmes for the NHS, and working with local partners to embed NIC
advice and good practice

. Best practice and innovation: Each AHSN will be required to work with member
organisations to identify priority areas where levels of variation across the network
must be reduced, and rapidly accelerate the spread of best practice.

Metric: Numbers of best practice programmes adopted and rolled out within
their areas, and the impact of those programmes in reducing variation

All AHSNs will be required to report on reductions in levels of variation in key priority
areas.

. NHS Outcomes Framework: AHSNs are expected to align their programmes of
activity with the domain visions of the NHS Outcomes Framework.

Metric: High quality and efficient reporting against the five domains of the NHS
Outcomes Framework

To achieve uniformity across the network, the AHSNs will ensure the programmes
and activities align with and contribute to aims and objectives of the five domains of
the NHS Outcomes Framework. [DN:





5. Three Million Lives (3ML) Programme: AHSNs will be required to work with local
member organisations to roll out the Three Million Lives Programme, and in
particular develop and monitor progress against delivery trajectories. The annual
trajectories will demonstrate how each AHSN will deliver its share of the 3 million by
2017.

Metric: Performance against planned trajectory for roll out of 3ML

6. Specialised Commissioning Innovation Fund: AHSNs with specialised
commissioning area teams will be required to work with NHS England to oversee the
local delivery of the Specialised Commissioning Innovation Fund, and contribute to
the national programme.

Metric: Return on investment and patient benefits (e.g. QALYs) generated
through the Specialised Commissioning Innovation Fund. AHSNs will need to
report on their process of allocating funding and timeline for this allocation

7. Horizon Scanning: AHSNs will be required to work individually and collaboratively
to identify high impact innovations, both nationally and internationally, that have the
potential to transform patient outcomes and value for money in the NHS. Each
AHSN must share the results of that horizon scanning with the AHSN network of
networks, and work to spread the adoption of ideas generated through this process.

Metric: Report the impact / outcomes of the implementation of ideas identified

through horizon scanning

e AHSNSs will be required to provide a summary of technologies that have been
identified and adopted through the Horizon scanning process and report
outcomes and benefits of adoption, including increased quality of care, cost
savings, efficiencies and QALYSs.

e AHSNSs will need to demonstrate a co-ordinated approach to the identification and
assessment of potential innovations. This will be co-ordinated either by a
nominated AHSN or at a national level through a network of networks. The
designated Networks should determine the appropriate approach.

8. Procurement performance benchmarking: Poor procurement practice in the NHS
costs between £500m and £1.2bn each year. AHSNs must play a key role in helping
modernise procurement driving improved outcomes for patients and value for money
for commissioners and providers. Each AHSN will need to contribute to an annual
procurement performance benchmarking exercise, and work with local member
organisations to spread best procurement practice. This will be reported through the
one-year contract.

Metric: Full compliance with use of GS1 coding. Baselines and targets will be
set through the one-year contract

Metric: Each AHSN to work with NHS member organisations to ensure each
has a named board lead for procurement in each organisation

Metric: Savings generated through aggregated procurement. Baselines and
targets will be set through the one-year contract
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10.

11.

Metric: Compliance and adherence to prompt payment code

Metric: Progress towards government target of 25% of procurement contracts
let with SMEs

Economic growth and wealth creation

. Industry investment: Investment and wealth creation includes but is not limited to:

e The number of meaningful partnership agreements with partners outside the NHS
Financial investment into the AHSN's geographical footprint

Job creation

Capital, equipment and infrastructure investment

Industry spending on services and training provided by the AHSN

Venture capital and Angel funding into AHSN derived start-ups

Returns for royalties and Trade Sales from shares in companies and projects the
AHSN owns founding shares in.

Metric: Level of investment and wealth creation leveraged / matched from the
private sector

Each AHSN is expected to derive at least 20% of its core funding year-on-year from
commercial activity by the end of the five-year licence. Year one targets will be
developed with individual AHSNS to set a baseline and a trajectory for achieving the
20% target (where possible return on investment for both industry and the AHSN
should be calculated).

Small Business Research Initiative (SBRI): AHSNs will be required to work with
the Technology Strategy Board (TSB) and NHS England to ensure funding is
awarded through a participative process. Currently, SBRI is being co-ordinated by
the Eastern AHSN and for the current 2-year cycle (to spring 2015) this will remain
as is.

Metric: Number of SBRI funded projects initiated with a robust assessment of

anticipated Return on Investment (ROI) and improvements in quality of care

resulting from SBRI funded projects

e Successful SBRI funded projects will be defined as those that demonstrate ROI
for the participating business and cost-savings and associated improvements in
healthcare delivery for the local NHS service. AHSNs will need to show evidence
that they have met the TSB’s award criteria and distribution timelines.

e Actual annual ROI from all SBRI investments should be included in annual
reporting.

e Subject to satisfactory evaluation, each AHSN must have demonstrable plans to
roll out the products and programmes they invest in,

Commercialisation: AHSNs will be responsible for the reporting of the commercial
processes at work within its network, including the identification, validation and
commercialisation of all AHSN-developed products and services.





12.

13.

Metric: Number of projects funded, prototypes developed, products
manufactured and patents secured

IP generated within the framework of the AHSN (including IP ownership information)
or new IP (academic or Trust owned) created / facilitated through the AHSN will be
reported annually.

Work with Healthcare UK: Healthcare UK (HUK) is actively working with
international healthcare authorities, governments and private sector organisations to
export the values, efficiencies and practice of the NHS. AHSNs are expected to work
closely with Healthcare UK through an AHSN appointed HUK liaison to develop
partnering arrangements for mutual learning and commercial activity with
international healthcare systems.

Metric: Financial value of international business engagement conducted

annually by the AHSN

e AHSNSs will provide an estimate of the financial value of international business
engagement within six months of designation. This figure will be used to calculate
an annual baseline from which future targets will be calculated.

e AHSNSs should work with HUK and each other to help stimulate, develop and
grow interest in commercial activity (nationally and internationally) within their
networks, including the provision of advice, support and guidance,

e AHSNSs will be expected to work with their member organisations and other
partner organisations to develop and grow commercial revenue streams

Metric: Increase the value of international business engagement during the
course of the five-year licence through development of a Healthcare UK
business pipeline

An individual AHSN target will be set in collaboration with NHS England that takes
into consideration the baseline and trajectory for change, this could include the
numbers of organisations engaged in commercial activity nationally and
internationally, revenues generated as a result of that activity, and partnership
agreements or contracts signed.

Inclusivity and partnership

Network of Networks: AHSNs will be expected to work together at a National Level
as 'Network of Networks' to share best practice and ensure that the Networks are
acting to improve the health and wealth of the nation and not just successful
Networks. AHSNs will be expected to:

¢ Nominate an AHSN Board member to represent the Network at the 'Network of
Networks' meetings (expected to meet quarterly)

e Co-ordinate Horizon-Scanning across the Networks and NHS England and
sharing of outputs of the scanning process

e Contribute to the creation of a Network-of-Networks website and contact portal

e Contribute to and participate in the Healthcare Innovation Expo

e Ensure alignment of programmes and activity across the 15 networks, avoiding
duplication or overlap





14.Partnering with Academic institutions and Academic Health Science Centres:
Each AHSN has already formed strong relationships with academic institutions to
enable formation of the Network. The ambition is that AHSNs work across the
breadth of academic disciplines provided by its partner organisation to ensure that
the Network is maximising the exposure of the AHSN to disparate parts of the higher
education environment.

Metric: Number of collaborations with academic institutions with a clear record
of the outcome from each collaboration

15.Partnering with NHS Improving Quality (NHS 1Q): Each AHSN will support the
regional delivery of NHSIQ programmes. By working with NHS 1Q the AHSNs have
the opportunity to significantly contribute to the single model of change helping drive
improvement across the healthcare system. Working collaboratively, the AHSNs will
facilitate transformation through innovation.

Metric: Outcome of AHSN contribution and involvement in the regional
delivery of NHS IQ activities

16. Partnering with Comprehensive Local Research Networks (CLRN): AHSNs
should support the CLRN(s) to ensure delivery of higher performance of the CLRN’s
metrics.

17. Local Enterprise Partnership Engagement: AHSNSs will be expected to work
across the local enterprise community to promote wealth and job creation in the
healthcare and life sciences sectors. This activity will include working with relevant
Local Enterprise Partnerships (LEP) to share understanding and knowledge of the
AHSNs commercial offering to support LEP engagement with industry.

Metric: Demonstrate the Network's growth and wealth agenda is aligned to
LEP activity

Each AHSN should designate individuals to liaise with LEPs, local and national
government and relevant Government departments (e.g. BIS and UKTI).

18.Joint working with industry: Each AHSN will be required to create and maintain a
mechanism for working with a diverse and broad range of industry companies
beyond large pharmaceutical and medical technology companies (e.g. some of the
new entrant information technology and service providers currently investing heavily
and expanding in healthcare).

Metric: A detailed analysis of the 'value-add' created by industry interaction,
including but not limited to: jobs created, new income created, and costs

saved
The Network should facilitate equitable opportunity for potential collaborations within

and between sectors to address existing or emerging health challenges.

Metric: Demonstrate the AHSNs contribution to corporate investment within

their geography

e Itis expected that this will operate in conjunction with the LEP. NHS England
understands that in some geographies this will be more resource intensive than
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19.

20.

21.

22.

others and will work with Networks on a case by case basis to determine a
realistic outcomes analysis.

e AHSNSs will be required to run an annual stakeholder survey to allow their
partners to feedback views, opinions and ideas about the Network’s successes,
failures and priorities for the future. The results of the survey will be publically
available.

Contribution to Healthcare Innovation Expo: The Healthcare Innovation Expo is
the largest event of its type in Europe. It brings together over 10,000 delegates to
network, learn about innovation and put that learning into practice in their own
organisations. The AHSNs should play a central role in the design, and delivery of
Expo, showcasing their work, promoting new ideas and innovations, and
encouraging greater networking.

Metric: The AHSNs should work collaboratively to showcase their work at the
Healthcare Innovation Expo conference and will need to set aside sufficient
resource to make a major contribution to the event

Metric: The AHSNs should also take a direct role in driving attendance from
their member organisations and geographical footprints

The AHSNSs should also work with NHS England to generate revenues for the event,
including sponsorship, and ticket and exhibitor sales.

Unmet need assessment: Each AHSN will be expected to have an annual process
to identify their top unmet innovation needs. The AHSN will work with local public
and private sector partner organisations including Strategic Clinical Networks, LEPS,
industry and others to identify areas of need, and develop and spread solutions. The
identified need must align with local and area priorities.

Metric: Identification and detailed characterisation of the highest priority
unmet needs across the network

Characterisation may include: improvement in patient outcomes, number of lives
impacted, revenue returned to the Network, cost saving to the NHS.

Metric: For each of the priority needs identified above, the AHSN will be
expected to provide a plan for the adoption of the solution at pace and scale,
and measure and report on spread and impact

NHS Challenge Prizes: Rewarding and recognising our innovators is crucial. Each
AHSN will work with NHSE to identify and promote local innovators to get their
stories told, and help oversee and run the NHS Challenge Prizes programme locally
on behalf of the NHS England.

Metric: AHSNs will need to report NHS Challenge Prize applications and
successful allocation of NHS Challenge Prizes at the end of each year

Innovation Fellows (only AHSNs that host Innovation Fellows): NHS Innovation
Fellows will play an important role in leading and driving innovation-led change within
the NHS. Numbers of Fellows will be limited, and they will be of the very highest
calibre, drawn from a range of sectors, backgrounds and countries. They will all be
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23.

24.

25.

experts in their fields, with long and successful track records of delivering innovation
and improvement in complex, challenging and competitive environments. They will
commit up to 10 days a year to help support the NHS make innovation central to
everything it does. AHSNs will play a key role in hosting the Fellows, connecting
them to their local networks, and designing programmes to ensure that their
networks get the greatest value possible from the Fellows.

Metric: AHSNs will work with NHS England to roll out the Innovation Fellow
program to help drive spread and adoption across the Network. Networks will
be responsible for making the best use of their Innovation Fellows

NHS Centre for Frugal Innovation: This centre will be hosted by and assigned to a
single designated AHSN by NHS England. All AHSNs will be required to support the
setup and delivery of the aims and ambitions of this centre, share learning with it and
take learning from it, and report on outcomes and impact.

Metric: Each AHSN to proactively contribute to and partner with NHS centre
for frugal innovation

Local Area Priorities and Equality and diversity

Local Area Priorities —to be completed by Regional and Area teams

Equality and diversity: In their work on innovation and best practice, AHSNs will
commit to promoting equality and addressing inequalities across their Network.

Metric: AHSNs will encourage, support and report against members adherence
to their Public Sector Equality Duty
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Summary of metrics

Spread of innovation at pace and scale

1.

Adoption of high-impact innovations and CQUIN submissions
Metric: Compliance with adoption of High-Impact Innovations
NICE Guidelines and Technology Appraisals

Metric: Compliance with NICE approved TAs

Metric: Compliance of AHSN member Trusts with NICE Guidelines
Best practice and innovation

Metric: Numbers of best practice programmes adopted and rolled out within their
areas, and the impact of those programmes in reducing variation

NHS Outcomes Framework

Metric: High quality and efficient reporting against the five domains of the NHS
Outcomes Framework

Three Million Lives (3ML) Programme

Metric: Performance against planned trajectory for roll out of 3ML
Specialised Commissioning Innovation Fund

Metric: Return on investment and patient benefits (e.g. QALYS) generated
through the Specialised Commissioning Innovation Fund. AHSNs will need to
report on their process of allocating funding and timeline for this allocation

Horizon Scanning

Metric: Report the impact / outcomes of the implementation of ideas identified
through horizon scanning

Procurement performance benchmarking

Metric: Full compliance with use of GS1 coding. Baselines and targets will be set
through the one-year contract

Metric: Named board lead for procurement in each organisation

Metric: Savings generated through aggregated procurement. Baselines and
targets will be set through the one-year contract
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Metric: Compliance and adherence to prompt payment code

Metric: progress towards government target of 25% of procurement contracts let
with SMEs

Economic growth and wealth creation
9. Industry investment:

Metric: Level of investment and wealth creation leveraged / matched from the
private sector

10.Small Business Research Initiative (SBRI)
Metric: Number of SBRI funded projects initiated with a robust assessment of
anticipated Return on Investment (ROI) and improvements in quality of care
resulting from SBRI funded projects

11.Commercialisation

Metric: Number of projects funded, prototypes developed, products manufactured
and patents secured

12.Work with Healthcare UK

Metric: Financial value of international business engagement conducted annually
by the AHSN

Metric: Increase the value of international business engagement during the
course of the five-year licence through development of a Healthcare UK business
pipeline

Inclusivity and partnership

13. Network of Networks — No metric

14.Partnering with Academic institutions and Academic Health Science Centres

Metric: Number of collaborations with academic institutions with a clear record of
the outcome from each collaboration

15. Partnering with NHS Improving Quality (NHS 1Q)

Metric: Outcome of AHSN contribution and involvement in the regional delivery of
NHS IQ activities

16.Partnering with Comprehensive Local Research Networks— No metric
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17.Community Enterprise Engagement
Metric: Demonstrate the Network's growth and wealth agenda is aligned to LEP
activity

18. Joint working with industry

Metric: A detailed analysis of the 'value-add' created by industry interaction,
including but not limited to: jobs created, new income created, and costs saved

Metric: Demonstrate the AHSNs contribution to corporate investment within their
geography

19. Contribution to Healthcare Innovation Expo
Metric: The AHSNs should work collaboratively to showcase their work at the
Healthcare Innovation Expo conference and will need to set aside sufficient

resource to make a major contribution to the event
Metric: The AHSNSs should also take a direct role in driving attendance from their
member organisations and geographical footprints

Unmet need assessment

20.Unmet need assessment

Metric: Identification and detailed characterisation of the highest priority unmet
needs across the network

Metric: For each of the priority needs identified above, the AHSN will be expected
to provide a plan for the adoption of the solution at pace and scale, and measure
and report on spread and impact

21.NHS Challenge Prizes

Metric: AHSNs will need to report NHS Challenge Prize applications and
successful allocation of NHS Challenge Prizes at the end of each year

22.Innovation Fellows (only AHSNs that host Innovation Fellows)
Metric: AHSNs will work with NHS England to roll out the Innovation Fellow
program to help drive spread and adoption across the Network. Networks will be
responsible for making the best use of their Innovation Fellows

23.NHS Centre for Frugal Innovation

Metric: Each AHSN to proactively contribute to and partner with NHS centre for
frugal innovation
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Local Area Priorities and Equality and diversity
24.Local Area Priorities

Metrics to be inserted by regional and area teams
25.Equality and diversity

Metric: AHSNs will encourage, support and report against members adherence to
their Public Sector Equality Duty
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The five year licence: Governance and Management of Delivery

The AHSN licence will be awarded for five years. The licence is an agreement
between the AHSN legal entity, representing the partners in the network and NHS
England. It sets out how the AHSN will work together in a partnership with the NHS
England to improve patient care, population health and wealth.

The five-year licence covers the full breadth of activities expected of the 15 AHSNSs.
It is understood that not all AHSNs will be responsible for the delivery of all
programmes of work and as such, the licence will act as a framework for the creation
of individual contracts based on the metrics outlined above. The licence and
associated individual contracts detail the outcomes for which the AHSN will receive
significant annual funding from NHS England. These outcomes will contribute to
delivery of the NHS Outcomes Framework and the NHS Mandate.

AHSN annual progress review and performance management

To monitor progress and demonstrate the success of AHSNs in contributing to
improving patient care, population health and wealth, the AHSNs will be required to
provide a progress report each year against an agreed set of outcomes based on
baseline metrics gathered during the first year of operation. The outcomes will be
based on the metrics and initiatives identified from the five-year licence, and this will
form the basis of a one-year performance contract. The reporting mechanism will be
developed in conjunction with individual AHSNs as it is expected that the designated
networks will all operate differently. Leading AHSNs may be asked to prepare a best
practice report for wider dissemination within other networks. This will be finalised in
the first year of operation

AHSN delivery monitoring
In circumstances where the one-year-contract review identifies that the Network is
not delivering NHS England will:

e |ssue a written warning requesting the Network to submit an improvement plan
within one month of issuing the formal warning

e Expect the Network to present an implementation report on progress of its
improvement plan within four months of receiving the written warning

e Expect the Network to update the NHS England at quarterly intervals until a time
where the NHS England is satisfied of the Network's commitment to deliver on
the objectives outlined in the five-year licence

In the situation where the NHS England deems two-back-to-back three-month
reviews to be sub-standard the NHS England will have the ability to:

e Withhold future funding
¢ Request a re-validation or formal turnaround
e Remove NHS — AHSN designation and branding

AHSN Accountability — to be inserted by Regional and Area teams, this section

will describe how the AHSNs will be held to account locally and nationally for
delivery against the outcomes in this licence and contract agreements. This
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could include arrangements for monthly and quarterly monitoring and
reporting, escalation for non delivery or failure, and variations to the contract.

Financial Accountability — to be inserted by NHS England Finance. This

section will describe the financial arrangements and controls each AHSN must
satisfy to receive funding from NHS England.
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Appendix A
Wealth creation opportunities within AHSNs

Wealth creation is defined as a measure of the value of all the assets (both physical
and intangible) owned, in this case, by the AHSN. The ability to exploit the
commercial value globally, by capturing the knowledge, information, ideas and
people within the healthcare ecosystem is therefore critical for wealth creation.

However, wealth creation is a relatively new notion for the NHS with the required
experience and expertise traditionally unavailable within the NHS. This raises
challenges as to how each AHSN addresses this gap to ensure delivery against
wealth creation targets.

Each AHSN must fully understand drivers for wealth creation within its respective
region through identification of future revenue streams and areas for cost efficiency
savings.

Wealth generation can primarily originate from increased revenue through a number
of activities, such as through commercialization of assets derived from AHSN activity
(either direct or sponsored). Each AHSN could setup a technology development &
commercialisation arm that seeks industry partnerships. This model has been
adopted by Cancer Research UK via its commercial function Cancer Research
Technology. This company has a number of product and non-product specific
licencing agreements with industry that generate royalty payments acting as a
significant revenue generator for the charity. An organisation of this kind might also
assist and drive a functional horizon scanning process.

Other avenues for wealth creation will include continuing professional development
and initiation of research and clinical partnership agreements. This will include
partnering with organisations within each AHSN network and with other AHSNs
nationwide.

Cost efficiency savings will also create wealth through redirection of expenditure to
an increased number of revenue generating activities. For example, the rapid
adoption of new and disruptive technologies will lead to care pathway alterations that
result in the level of desired care delivered for a lower cost.

The scale of the opportunity for the AHSNSs to generate wealth is expected to be

significant, and each AHSN should address the challenge of wealth creation head
on.
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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

		T Dafter


Update: This is on today’s agenda



		040313

		Chief Operating Officer

To provide an update on CSU products



		62/13

		10 April

12 June


14 August

		G Mullins



		010413

		Quality Report


To establish detailed quarterly reporting of serious incidents 



		93/13

		12 June

		M Chidgey



		030413

		Quality Report


To provide assurance regarding patient treatment at SNHSFT for sepsis



		93/13

		12 June

		M Chidgey



		040413

		The Annual Business Plan


To bring to the Governing Body an implementation plan


 

		100/13

		12 June

		G Mullins



		050413

		Audit Committee Report of 23 January 2013


To review the status of the Conflict of Interest Committee




		103/13

		12 June

		T Ryley


Update: It will be proposed to the next Audit Committee that the Conflict Of Interest and Procurement Panel acts as an advisory panel to the Chair and Chief Clinical Officer of the CCG and has no powers to make decisions. It will advise on the legality of planned procurement approaches and on the most appropriate way to handle conflicts of interest for specific business cases. It is only advisory and not a formal committee; however, its advice must be made public



		060413

		Business Case for Additional Primary Care Capacity

To bring back a revised business case




		104/13

		12 June

		C Briggs

Update: This is on today’s agenda



		010513

		Quality Report


To provide detail behind why there were no reported pressure sores for April 2013

		122/13

		12 June

		M Chidgey



		020513

		Performance Report


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

		123/13

		12 June

		M Chidgey



		030513

		Performance Report


To confirm if admitted patients are included in the TIA performance figures

		123/13

		12 June

		M Chidgey



		040513

		Report of the Chief Operating Officer


To provide an update on risk sharing arrangements across Greater Manchester

		127/13

		10 July

		G Jones
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		Meeting Date: 12 June 2013

		Agenda Item No: 14



		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 Vicci Owen-Smith vicci@nhs.net 0161 249 4223



		Committees / Groups Consulted:

		Clinical Policy Committee May 2013





Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		(

		Change in Financial Spend: Finance Section below completed 

		n/a



		Page numbers 

		(

		Service Changes: Public Consultation Completed and Reported in Document 

		Y



		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





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

3.0
New policies (for information)

3.1
Cosmetic breast surgery : For example Breast enlargement (Augmentation mammoplasty), breast reduction, surgery for unequal breast size, gynaecomastia or cosmetic correction of nipple inversion
Not supported


Considered LOW PRIORITY and hence not commissioned.


3.2
Surgery for Short or long Sight


Not supported


This is considered LOW PRIORITY and hence not commissioned.  This includes laser correction of short sightedness; insertion of intraocular lens for correction of refractive error; corneal inlay implantation for correction of presbyopia.


3.3
Gluten free foods for gluten enteropathy


Group approval


NHS supply of gluten free foods should only be for patients with established gluten enteropathy.  Only the following gluten free foods may be prescribed: bread ; bread mix; flour mix; part baked rolls, pasta. 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.


4.
Gaps identified in best practice


4.1
Initial assessment by the CPC is that there are gaps in best practice around NICE quality standard for diagnosis and management of venous thromboembolic diseases (QS29). We have written to the medical director of the FT to ask for an expedited assessment of pathway compliance with this standard.


5
Duty to Involve

5.1
The Governing Body of the CCG has delegated the ultimate decision on changes to policies to the CPC.


5.2
Due to the technical nature of policy discussions around new treatments and medications, the Clinical Policies Committee (CPC) has five members of the Governing Body, including the Consultant member (as Chair), two GPs, the Public Health doctor, and the lay chair of the Governing Body (as vice chair) as well as expert Directors and managers and lay representation from Stockport’s Healthwatch.

5.3
Where individual patients or referring clinicians disagree with a decision, their case will be reviewed on an individual case basis by the Individual Funding (IF) panel.


6.
Equality Analysis


6.1
As a public sector organisation, we have a legal duty to ensure that due regard is given to eliminating discrimination, reducing inequalities and fostering good relations. In taking our decisions, due regard is given to the potential impact of our decisions on protected groups, as defined in the Equality Act 2010.


6.2
We recognise that all decisions with regard to health care have a differential impact on the protected characteristic of disability.  However, in all cases, decisions are taken primarily on the grounds of clinical effectiveness and health benefits to patients.  As such, the decision is objectively justifiable.

Dr Vicci Owen-Smith

05 June 2013

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
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Stockport



SK4 1BS
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NHS Stockport Clinical Commissioning Group will ensure people access health services that empower them to live healthier, longer and more independent lives.
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Clinical Policy Committee (CPC)


9am – 11am


Floor 7 Board Room


Minutes

		

		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 – GP Clinical Executive Lead/ Clinical Member (SJ)


· Dr Cath Briggs – Member of the Governing Body and GP locality chair (CB)


· Mike Lappin – LiNK representative (ML)


· Jane Cromblehome – Lay Member Chair of the Governing Body of the CCG (JC)


· Mark Chidgey  -  Director of Quality and Provider Management (MC)


· Andrew Dunleavy – Senior Public Health Advisor SMBC (AD)


· Sarah Smith - Minutes



		

		



		1. Apologies:


Peter Marks



		

		



		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) Early Pregnancy Service. SJ advised the group that NICE guidance on 7 day early pregnancy service was discussed at the Maternity Board (28.3.13).  A 7 day per week early pregnancy service is now available at Stockport NHS FT however it is limited to a 2 hour service. The group discussed concerns regarding the service being limited to 2 hours only. SJ agreed to take these concerns back to the Maternity Board and report back to the group. MR requested a service plan and MC requested patient numbers.

b) Update from Andrew Dunleavy. 

CG153 AD advised that he had discussed the pathway with Helen Ryan & Gillian Boswell who confirmed that exposure to PUVA was within NICE guidance and that patients notes included PUVA sessions. New patients are checked on the national database before treatment commences.  AD stated that he was assured verbally by the clinical staff regarding this guidance.


c) Terms of Reference Group reviewed updated document provided. The following changes were agreed –


· Remove  - The secretary to the Governing Body will provide support to the committee


· Amend – minutes of the Individual Funding Panel should be Clinical Policy Committee


· Quorum – In the event of only 5 members being present the majority should be clinical. A representative from Healthwatch must be present.


JC asked who is responsible for providing assurance regarding NICE guidance. VOS advised that this would come under the remit of the Quality Committee.  General discussion followed around who should provide assurance around NICE guidance. VOS asked the group to be mindful of capacity issues if CPC became responsible for assurance. Group requested further clarification.



		Refer back to Maternity Board. SJ


To be updated and recirculated


Review April 2014

Take to Quality Committee.


VOS/MC

		



		5. NICE Clinical Guidance (CG)

· CG157 Hyperphosphataemia in chronic kidney disease (stage 4 or 5). Costing tool noted. AD explained that 3.5% prevalence came from CPC document 2012.  AD acknowledged this may be an overestimate and needs re doing. MC advise current spend on these drugs is £80k.JC asked who funded them, MC advised drugs came out of the prescribing budget and assessments from NHS England. MC advised of 43k spend on Sevelamer Based on 638 items (prescriptions) at £67 per item. JC raised concern that there may be a slight increase in costs. 

· CG 158 Antisocial behaviour and conduct disorders in children and young people AD advised of problems with the on line costing tool and that he had contacted Deborah Stanley (LA) and Ian Donoghue (STN lead) for advice and is awaiting information from them. JC requested assurance regarding the part of this guidance the group is responsible for, stating the group needed to be clear on the health aspects and that the group was covering all that it should be and referring to Health and Wellbeing. 

· ML queried why Sheffield notes stated that  this guidance had replaced NICE technology appraisal guidance 102.VOS suggested this may be a typing error



		Speak with Central MCR CCG and NICE to clarify costing.


AD


Complete baseline assessment


AD


Clarify health elements and bring back to May meeting.

AD




		



		6. NICE Technology Appraisals (TA)

· TA276 Colistmethate sodium and tobramycin dry powders for inhalation for treating pseudomonas lung infection in cystic fibrosis. VOS advised that the costing tool impact is expected to be non-significant.

· TA277 Methylnaltrexone for treating opioid-induced bowel dysfunction in people with advanced illness receiving palliative care (terminated appraisal). 


As this was a terminated appraisal there was no costing tool



		

		



		· NICE Interventional Procedure Guidance (IPG) VOS advised that we agree a position on IPGs as covered by the statement in the CCG EUR  Policy document


· IPG446 Electrochemotherapy for metastases in the skin from tumours of non-skin origin and melanoma. IPG447 Electrochemotherapy for primary basal cell carcinoma and primary squamous cell carcinoma.


· IPG448 Insertion of endobronchial valves for persistent air leeks


· IPG449 Insertion of customised titanium implants, with soft tissue cover,  for orofacial reconstruction

· IPG450 Percutaneous electrical nerve stimulation for refractory neuropathic pain. It was agreed that a business case needs to be submitted.

· IPG451 Peripheral nerve-field stimulation for chronic low back pain


The committee noted  the above guidance and no other comments were noted.



		

		



		7. NICE Quality Standards (QS)

· QS28 Hypertension SJ talked through document previously circulated. SJ advised the group that the number of ECG’s done will increase if guidance adopted. Discussion followed regarding costs MC advised that GP’s are currently paid £8.75 per ECG. ML asked if all practices offer 24 hour BP service and what are the costs. RR advised that 5 practices do and CB advised that everyone has access to it. MC further advised on costs for ECGs:  £1600 per practice (5400 calls for population). VOS recommended that the numbers should be modelled. The committee acknowledged the cost increase but agreed that implementing the guidance would lead to better practice therefore the committee is supportive of it

· QS29 Diagnosis and management of venous thromboembolic diseases Group acknowledged we may not be compliant regarding the stipulated 4 hours. CB advised that the whole pathway should be reviewed the committee agreed.




		Look at cost implications and bring back to June CPC.


SJ/VOS


Bring back to August CPC

		



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


· Private Prescribing Policy Committee reviewed the document previously circulated.  ML queried difference between points 4.5 and 4.6. In response MC advised that any prescribing relating to the private procedure would be NHS funded. MR further advised that if a treatment recommended by a private consultant is not available on the NHS the patient would have to pay for that treatment. RR asked if point 4.8 was technically correct. In response MC confirmed that the patient can switch back to the NHS but would go into an NHS queue.  MR asked where appeals go to. VOS confirmed the approvals panel and then IFP appeal process. ML asked if 4.2 were correct. MC confirmed it was.




		Policy agreed. Disseminate to GPs (RR)

		



		9. Amendments to EUR Policies 

· Ranibizumab (Lucentis) for retinal vein occlusion VOS referred to email from Andrew Martin dated 15.3.13 (previously circulated).  VOS advised of two Stockport cases one of which is Central Retinal Vein Occlusion [CRVO] and the other which is Branch Retinal Vein Occlusion [BRVO.  Based on advice and other practices in Manchester both cases had been agreed. VOS recommended that the group allow 1 treatment (injection), review and if working allow up to a further 5 treatments (injections). VOS confirmed treatment would come from MRI or Stockport FT. MLs view is that treatment must be allowed to prevent blindness.



		Recommendation agreed.


Policy communicated via website & email (VO-S)

		



		10. Clinical Pathway Changes

· Policy for Consultation: IVF eligibility criteria the group noted the result of the IVF consultation report.  VOS presented the policy which had been circulated and the following sections were discussed by the group 3.6, 4.1, 5.1,9.1,10.1,12.7. VOS highlighted the following points – the new policy differs by extending treatment to women up to and including 42 years of age and extending access to single sex couples and single women and removing the lower age limit. And by increasing the number of cycles offered from 1 to 2. The costing differs from NICE estimates as the policy does not propose lifting the restrictions related to smoking, drugs & alcohol and weight and Stockport has already been offering treatment after 2 years.  The group asked for clarity around the definition of childless and surrogacy VOs agreed to make amendments. There was a discussion around whether  any cycles paid for privately would be deducted from the patients NHS entitlement e.g. if 3 cycles had been paid for privately this result in no cycles being funded by the NHS and the committee agreed to remove this restriction

The group discussed costing’s  -  using the NICE costing tool VOS provided the following breakdown – additional cost of proposal 55k to fund the over 40’s and 37k to fund 2 cycles giving a total additional cost of 92K.  VOS advised that the cost would increase to 190k in total for 3 cycles (140k for the 3 cycles plus 55k for over 40’s). Additional costs associated with donors are expected to be small. The group agreed to adopt the eligibility criteria proposed and agreed to seek a decision on the number of IVF cycles to be funded from the governing body. 



		VOS to make amendments and take policy to May Governing Body.




		



		11. STAMP minutes and associated papers for approval

The minutes of STAMP were noted. On point 3.11 Gluten Free Bread RR advised that the handling charge issue has been addressed on fresh bread. 



		Clarify costing on fresh gluten free bread


RR

		



		12. Any Other Business


MR requested that minutes of Individual Funding Panel are added as a standard item on CPC agenda.

		SS

		



		13. Date of next meeting


22 May  9am to 11am, Floor 7 Board Room


(Please email apologies and agenda items to Sarahlynnsmith@nhs.net)
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1.	Introduction



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



1.2	The committee is accountable to the Governing Body for the clinical and effective use of resources policies and the dissemination of NICE and other national guidance, for promoting research, and for managing exceptionality. 



2. 	Membership



2.1	The committee shall be appointed by the NHS Stockport Clinical Commissioning Group as set out in the Clinical Commissioning Group’s Constitution.



2.2	The membership of the committee will be as follows: 



· The chair of the committee will be the Medical Consultant member of the Governing Body

· The Clinical Director (Public Health) of the Governing Body

· The Clinical Director of General Practice Development – a Locality Council Committee Chair

· The Director for General Practice Development

· The Governing Body Lay Member with responsibility for Public Involvement 

· A representative from Healthwatch

· A nurse or Allied Healthcare Professional

· The Director of Provider Management



2.3	In the event of the Chair of the Clinical Policy Committee being unable to attend all or part of the meeting he or she will nominate a replacement from among the members to deputise for that meeting. 



2.4	Each member of the committee should attend no less than 75% of the meetings held each year. The committee will review its members’ attendance annually. 



2.5	In addition to the members of the committee listed above the Chair would be expected to invite other members of the senior team to routinely attend the meetings of the Clinical Policy Committee.



3. 	Secretary



3.1	The Secretary will be responsible for supporting the chair in the management of clinical policy business and for drawing the committee’s attention to best practice, national guidance and other relevant documents, as appropriate. 



3.2	The minutes for the Clinical Policy Committee need to be of the highest standard and therefore senior secretarial support will be made available to these panels.



4. 	Quorum



4.1	In order for the meeting to be quorate there should be at least five of the nine members present as outlined in section 2, the majority of the members present shall be clinical, and either the Lay Member for Public Involvement or the Healthwatch representative shall be present. If the meeting does not have a quorum within thirty minutes of its planned start the chair of the meeting must adjourn it.  



5. 	Frequency and notice of meetings



5.1	The Clinical Policy Committee shall meet a minimum of six times a year. 



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



6. 	Remit and responsibilities of the committee



6.1	The role of the Clinical Policy Committee includes the development of clinical and effective use of resources policies, and the dissemination of NICE and other national guidance. 



6.2	The Governing Body has conferred or delegated the following functions (connected with the Governing Body’s main functions) to its Clinical Policy Committee: 



· The setting of clinical and effective use of resources policies including prescribing policies

· The reviewing of Greater Manchester clinical policies and providing advice to the Governing Body

· The provision of advice to the Governing Body on the latest clinical evidence in decision-making including the gaps, risks, and potential costs

· The prioritisation of clinical policy implementation

· The provision of advice to the Quality and Provider Management Committee on NICE quality standards

· The review and dissemination of NICE guidance

· The assurance of NICE guidance

· The assurance that decisions are made on best evidence

 

7. 	Relationship with the Governing Body



7.1	The minutes of the Clinical Policy Committee shall be formally submitted to the Governing Body in a timely manner. It is the Governing Body which remains ultimately responsible for clinical policy within the NHS Stockport Clinical Commissioning Group.



8. 	Policy and best practice



8.1	The Clinical Policy Committee will endeavour to apply best practice in its decision-making at all times. 



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



9. 	Conduct of the committee



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

· Selflessness

· Integrity

· Objectivity

· Accountability

· Openness

· Honesty

· Leadership



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

Publications Gateway ref: 00053 4W12
Quarry House

Quarry Hill

Leeds LS2 7UE

England.ce@nhs.net

To: CCG Clinical Leaders

cc:  CCG Accountable Officers
NHS England Regional Directors
NHS England Regional Directors of HR & OD
NHS England Regional Directors of Operations and Delivery
NHS England Area Directors

2 May 2013

Dear colleagues

Update and advice for CCGs on the process for approval of severance
payments and wording in constitutions on whistleblowing

You will be aware of the sensitive and complex issues relating to whistleblowing
in the NHS and severance payments and, in particular, perceptions around the
use of ‘gagging’ clauses. More recently, this has included stories to the effect that
some CCG constitutions may have gagging clauses that prevent members from
speaking out about the work of the CCG without the written approval of its
governing body.

In my capacity as Chief Executive of the NHS in England, | wrote to Chief
Executives and HR Directors of NHS Trusts, SHAs and PCTs on a number of
occasions including 11 January 2012, emphasising the importance | place on
every NHS organisation supporting NHS staff seeking to raise concerns in the
public interest, and informing about the arrangements for approval of severance
payments. This remains an important issue for all NHS bodies. Whistleblowing is
an important part of our clinical governance and patient safety systems, with
direct implications for patient safety outcomes.

Since the introduction of the Public Interest Disclosure Act 1998 (PIDA),
whistleblowers have been legally protected when making public interest
disclosures. | am writing now to reaffirm the importance that NHS England places
on protecting and supporting those working in the NHS when making public
interest disclosures, and to provide further advice on these issues.

High quality care for all, now and for future generations



mailto:England.ce@nhs.net



Severance payments

It is essential that all NHS organisations are clear about their responsibilities and
the governance arrangements required for handling the use of payments to staff
in severance type situations. As NHS bodies we have a duty, not only to ensure
that the use of all public money is both transparent and appropriate, but to ensure
that we fully support staff to raise genuine concerns and to speak out where it is
in the public interest. In doing so we will ensure that the culture we create fosters
openness and has clear lines of accountability.

Existing guidance set out in ‘Managing Public Money’ makes clear the need for
due process and careful consideration of the use of public money in situations
where such payments may be novel or contentious. For the avoidance of doubt,
HM Treasury approval is required for any non-contractual payments made by an
NHS body, including those arising as part of a settlement of employment issues.
This includes any payments which are proposed under Judicial Mediation in the
settlement of an Employment Tribunal.

All NHS bodies are required to obtain agreement from a relevant national body
prior to any business case being submitted to HM Treasury for consideration. For
CCGs, the Department of Health has confirmed that from 1 April 2013 approval is
required from NHS England on the basis of the accounting relationship between
our organisations. These arrangements relate only to special severance
payments and do not otherwise affect the employment flexibilities afforded to
CCGs as individual employers.

NHS Employers has recently issued guidance to assist NHS bodies in their
handling of compromise agreements® and special severance payments®. The
guidance highlights the need to ensure that proper legal and audit advice is
received prior to any cases being considered, and contains a business case
template which should be used in all submissions to NHS England. | would
encourage you to consider this guidance at your local Remuneration Committee
as part of your own internal governance arrangements.

In line with recent statements by the Secretary of State, NHS England will not
support special severance business cases for consideration by HM Treasury
unless confirmation is given that an explicit clause has been included within the
compromise agreement associated with the severance transaction. That clause
must be to the effect that no provision in the compromise agreement seeks to
prevent the individual from making a protected disclosure under the Public
Interest Disclosure Act 1998.

This position was reiterated in a recent letter from Gavin Larner, Director of
Professional Standards at the Department of Health, to professional regulators
and trades unions. The letter also asks for each national body to use its
communication channels to reinforce the messages to staff around their rights to
speak up about matters of public concern. It is attached as Annex 1 to this letter.

! Link to NHS Employers Compromise Agreements and Confidentiality Guidance
% Link to NHS Employers Severance Payments Guidance




http://www.nhsemployers.org/Aboutus/Publications/Pages/Use-of-compromise-agreements-and-confidentiality-clauses.aspx

http://www.nhsemployers.org/Aboutus/Publications/Pages/Guidance-for-employers-within-NHS-on-process-for-severance-payments.aspx



In the event that you need to seek NHS England’s approval prior to submission of
a case to HM Treasury you should liaise in the first instance with the NHS
England Regional Director of HR & OD in your area. Their contact details are
attached as Annex 2 to this letter. Please note that submission of a business
case or approval from NHS England does not mean that approval from HM
Treasury is guaranteed.

If you need any further advice or guidance on these arrangements please contact
the Regional Director of HR & OD for your area.

CCG Constitutions

The second issue | am writing about is the perception of ‘gagging’ clauses in
constitutions that prevent members or employees from speaking out about the
work of the CCG without the written approval of its governing body. Having
reviewed some of these clauses, we believe that the intention behind them is to
ensure the consistency of media messaging among CCG members and staff,
rather than to prevent disclosures that are in the public interest.

However, it is important that any such clauses, whether in an employment
contract or a CCG constitution, are not perceived as an attempt to cut across the
right of any individual, under the Public Interest Disclosure Act, to raise concerns
in the public interest.

NHS England’s Model Constitution Framework for CCGs (under Section 9 — the
Group As Employer) states at paragraph 9.9:

“The group will adopt a code of conduct for staff and will maintain and
promote effective ‘whistleblowing’ procedures to ensure that concerned
staff have means through which their concerns can be voiced.”

It is vital that all members of the governing body and its committees, and
individuals employed by the CCG, feel that they are protected and can raise
concerns in an environment that is safe and which values openness and
transparency.

For the avoidance of doubt, we have drafted the following statement that could be
adopted by CCGs:

“The group recognises and confirms that nothing in or referred to in this
constitution (including in relation to the issue of any press release or other
public statement or disclosure) will prevent or inhibit the making of any
protected disclosure (as defined in the Employment Rights Act 1996, as
amended by the Public Interest Disclosure Act 1998) by any member of
the group, any member of its governing body, any member of any of its
committees or sub-committees or the committees or sub-committees of its
governing body, or any employee of the group or of any of its members,
nor will it affect the rights of any worker (as defined in that Act) under that
Act.”





CCGs are therefore encouraged to:

e formally present an explicit minute at a public governing body meeting
clarifying expectations and seeking formal adoption of the statement
above; and

¢ include the statement in their constitutions making it clear that nothing in
the constitution alters the right to make a protected disclosure.

NHS England will shortly be issuing guidance on the procedures to be followed by
CCGs and NHS England when requesting a change to a constitution. This will set
out that requests to amend constitutions should be sent to the relevant Regional
Director of Operations and Delivery, who will be responsible for approving the
changes. Their contact details are included at Annex 3.

Working with Providers

It is for each NHS body, and each provider of NHS services to assure itself that it
has appropriate arrangements in place to support staff to raise concerns and
arrangements covering severance payments and compromise agreements.
However, CCGs will also need to work closely with providers to satisfy
themselves that these arrangements are robust and in line with the requirements
of the NHS contract.

| would like to thank you for your support in creating a culture in which all NHS
staff feel protected and confident to raise concerns in an environment that is safe
and which values openness and transparency. This is one of our greatest
collective leadership challenges.

Yours faithfully

-

Sir David Nicholson
Chief Executive





Annex 1

@ Department
of Health

To: Chief Executives of Professional Regulators, Room 514

Members of Social Partnership Forum Richmond House
79 Whitehall
London
CC: Chief Executive NHS England, SWIA 2NL

Chief Executive,NHS Employers,
WB Helpline, Monitor,
Care Quality Commission, NHS TDA 0207 210 6361

17" April 2013

Dear Colleague

Compromise Agreements, ‘Gagging’ Clauses and the Public Interest
Disclosure Act 1998

Following the clear commitments on whistleblowing and confidentiality made
by Sir David Nicholson in his role as NHS Chief Executive, | am writing on
behalf of the Secretary of State for Health to seek your assistance in ensuring
that all NHS staff are aware of their rights to speak up about matters of public
concern. Both the Secretary of State and Sir David have written to the
service on this issue in the last 18 months, but | should be most grateful if you
would seek to ensure that your members and registrants are fully aware of
their freedom to speak up where that is in the public interest.

You will all be aware of the ongoing debate in the media and in Parliament
about whether whistleblowers in the NHS are given adequate support to raise
concerns, and in particular, about the allegations of NHS organisations
‘gagging’ staff from speaking out on legitimate matters of public interest.

It is crucial that each national organisation with an interest tackles this issue
together as one system and | am therefore writing to ask you to use your
links with NHS staff to communicate and reinforce an important message with
any members or registrants, who may have signed, or may in the future sign,
compromise agreements.

Contracts of employment and compromise agreements are a matter between
the employing organisation and its employee, and the use of confidentiality
clauses is common across the public and private sectors to support both
parties to move on after a dispute; or where sensitive and personal
information is involved.

However, it is particularly important that the existence of a confidentiality
clause does not in any way ‘gag’ — either intentionally or unintentionally - any
individual who may wish to raise concerns in the public interest. It is vital all
staff feel that they can raise concerns in an environment that is safe and one
that values openness and transparency.
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Since the introduction of the Public Interest Disclosure Act 1998 (PIDA),
whistleblowers, irrespective of what is contained in any compromise
agreement, are legally protected when making public interest disclosures, and
the Employment Rights Act 1996 deems void any clause within the agreement
that seeks to prevent disclosures made under PIDA. In January 2012, Sir
David Nicholson, as Chief Executive of the NHS, wrote to the NHS to explain
that we should go further and ensure that any compromise agreement
containing a confidentiality clause should also make clear that the right to
make a protected disclosure is not affected.

It is important that you reiterate to all of your registrants/members that if they
have signed an agreement containing a confidentiality clause, they are still
protected by PIDA if they feel the need to make certain disclosures in the
public interest. This includes any agreements signed as a result of the judicial
mediation process. If they are concerned about the legal impact of this, they
should seek independent legal advice about whether their particular concerns
are covered by the Act. Free confidential and impartial advice is available
from the whistleblowers helpline on 0800 724725.

This focus on ensuring NHS staff are able to speak up about concerns is not
only about those who may have previously signed compromise agreements
but all staff.

The Health Secretary’s statement on 15 March 2013 made absolutely clear
his expectations in outlawing ‘gagging’ clauses that have the effect of
preventing protected disclosures and sought to provide greater clarity to NHS
whistleblowers that they are encouraged and free to speak up about
legitimate concerns covered by PIDA, such as patient safety and high death
rates.

Furthermore, the statement sent a clear signal to the NHS that in future,
special severance business cases will not be supported for onward approval
by HM Treasury, unless confirmation is given that an explicit clause has been
included within the compromise agreement associated with the severance
transaction. That clause must be to the effect that no provision in the
compromise agreement seeks to prevent the individual from making a
protected disclosure under PIDA.

May | therefore also ask that you alert your registrants/members, and any of
your own staff who may act in a legal capacity for any individual/party
considering signing an agreement in the future, to these changes.

NHS Employers are also writing to all NHS organisations highlighting these
issues and outlining some of the legal boundaries that employers need to
think about when considering the use of compromise agreements in terms of
employment, contractual and severance agreements; including providing
clarity on:

e what a compromise agreement is;
e when to use a compromise agreement and the statutory requirements
that must be met in order for it to be effective; and
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e the use and types of confidentiality clauses that may legitimately be
used.

The latest staff survey results show that while 90%o0f NHS staff say they know
how to raise their concerns, only 72% say that they feel safe to do so. These
figures, coupled with recent events, illustrate very clearly that we can and
must do more. However, this cannot be achieved simply through central
diktats from Whitehall. It is determined in the myriad of ways in which every
organisation engages with every individual member of staff, every day of the
week.

| hope that by taking this concerted action we can, as a system, further help to
ensure that all individuals are positively encouraged to raise concerns in the
public interest and know they are protected and supported if they choose to
do so. Supporting staff to raise their concerns is critical in shaping an
environment in which we can continue to deliver the best possible care for
patients.

Yours faithfully
C). \/ 4’\‘ A< ("

Gavin Larner
Director
Professional Standards





Annex 2 — NHS England Regional Directors of HR and OD

London Helen Bullers,

helen.bullers@nhs.net

Midlands and East Steve Morrison,

stevemorrison@nhs.net

North Roger Wilson,

roger.wilsonl@nhs.net

South Steven Keith,

steven.keith@nhs.net

Annex 3 — NHS England Regional Directors of Operations and Delivery

London Simon Weldon

sweldon@nhs.net

Midlands and East Sarah Pinto-Duschinsky

s.pinto-duschinsky@nhs.net

North Jon Develing

Jon.develing@nhs.net

South Dominic Hardy

Dominic.hardy@nhs.net
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at REGENT HOUSE, Stockport


ON wEDNESDAY 8 May 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 H Procter

		Locality Chair: Stepping Hill and Victoria



		Dr J Idoo

		Clinical Director for Service Reform



		Dr C Briggs

		Clinical Director for General Practice Development



		

		



		IN ATTENDANCE



		



		Mr M Chidgey

		Director of Quality and Provider Management



		Mrs L Hayes

		Head of Communications



		Mr T Stokes

		Healthwatch Representative



		Cllr J Pantall

		Chair of the Health and Wellbeing Board 



		Mr P Pallister

		Board Secretary



		Mr T Ryley

		Director of Strategic Planning and Performance



		Dr D Jones

		Director of Service Reform



		

		



		APOLOGIES



		



		Dr A Patel

		Clinical Director for Quality and Provider Management



		Dr V Owen-Smith

		Public Health Consultant



		Dr M Ryan

		Secondary Care Consultant





116/13 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 feedback had been received after the April meeting that not everyone could hear the proceedings and so we are trialling some sound equipment at today’s meeting. She explained that, time permitting, she will invite questions from the members of the public at the end of the meeting.


Apologies were received from V Owen-Smith, M Ryan, and A Patel.

117/13 DECLARATIONS OF INTEREST

The chair invited the members of the Governing Body to declare their interests. 


J Crombleholme declared that she is Head of Executive Education at Manchester Business School and a governor at Cheadle Hulme High School.


S Johari declared that he is the CCG clinical lead for Maternity and Paediatrics. He is a partner at Park View Practice and a member of Mastercall via the practice. He is a member of the General Medical Council, of the British Medical Association, of the Royal College of General Practitioners, of the Medical Protection Society, and is a Diplomat of the Faculty of Sexual and Reproductive Healthcare. 

R Gill declared that he is a senior partner at the Stockport Medical Group. Stockport Medical Group is part of the Manchester University Research Framework. He is a director of The Sound Doctor. He is a member of the British Medical Association, of the Royal College of General Practitioners, of the Medical Defence Union, and of the Faculty of Family Planning. On his retirement from the LMC he received a gift of £750 in vouchers. 

J Greenough declared that for many years he was an employee and partner of KPMG but is now retired. He is a fellow of the Institute of Chartered Accountants in England and Wales, and a member of the Chartered Institute of Public Finance and Accountancy. 

G Jones declared that he is a member of the Chartered Institute of Public Finance and Accountancy.

V Mehta declared that he is a GP partner at Cheadle Medical Practice. He is a member of the Royal College of General Practitioners, of the British Medical Association, of the General Medical Council, and of the Medical Protection Society.

G Mullins declared that her brother is an employee of Dr Schar (a manufacturer and supplier of gluten-free foods to the NHS). 

A Johnson declared that he is a GP partner at Marple Cottage Surgery and a GP trainer. He is a director of A&L Johnson Ltd. He is club doctor for Manchester City Football Club. He is a member of the Royal College of General Practitioners, of the Medical Defence Union, and of the General Medical Council.

K Richardson declared that she is also the Nurse Member of NHS Bury CCG, and that she is Programme Manager – Service Redesign at the Greater Manchester Commissioning Support Unit. She is a member of the Royal College of Nursing and of the Nursing and Midwifery Council. 

H Procter declared that she is a GP partner. She is a member of the Royal College of General Practitioners, of the British Medical Association, of the Medical Defence Union, of the General Medical Council, and is a fellow of the Faculty of Sexual and Reproductive Health. She provides general practice services for Pennine Care NHS Mental Health Foundation Trust’s rehabilitation units.


J Idoo declared that she is a GP and part-owner of Alvanley Family Practice. She is a Leading Edge GP for the NHS Confederation. She is a member of the Royal College of General Practitioners, of the British Medical Association, of the General Medical Council, of the Medical Protection Society, and of the Faculty of Sexual and Reproductive Health.


C Briggs declared that she is a GP partner. She is a member of the Royal College of General Practitioners, of the Royal College of Surgeons, of the British Medical Association, of the Medical Defence Union, of the General Medical Council, and of the Faculty of Sexual and Reproductive Health. Last year she delivered a presentation for a pharmaceutical company on the topic of incontinence. Her husband works for the University Hospital of South Manchester NHS Foundation Trust.

T Ryley declared that he is a former employee of Age Concern Stockport (now Age UK). His wife is also employed by NHS Stockport CCG. He was offered free tickets to the International Rugby Sevens by Ernst & Young which he declined.

M Chidgey declared that he is a part-time lecturer at Manchester Business School. He is a member of the Chartered Institute of Management Accountants. During the last year he has accepted a meal from Ernst & Young to the approximate value of £30.


D Jones declared that her husband is Head of Information Technology at the Paterson Research Centre at The Christie NHS Foundation Trust, and that she has been involved in the pathway review of IVF.


T Stokes declared that he is a retired member of the Society of Medical Radiographers.

J Pantall declared that he holds the position of Executive Member for Health and Wellbeing at Stockport Metropolitan Borough Council. He is an appointed governor at Stockport NHS Foundation Trust. As a member of the local authority he has an interest in the section 75 pooled budgets. From 1 April 2013 as a local authority Executive Member he has a responsibility for Public Health and related budgets.


There were no further interests declared.


118/13 MINUTES OF THE MEETING OF THE NHS STOCKPORT CLINICAL COMMISSIONING GROUP GOVERNING BODY OF 10 APRIL 2013 

It was agreed that the minutes of the meeting of the NHS Stockport Clinical Commissioning Group Governing Body held on 10 April 2013 be accepted as a correct record of the meeting with the following amendments:


59/13: should read ‘S Johari informed the members that the Locality Council Committee Chairs and Locality Managers met on 20  February 2013 and discussed targets and indicators for the enhanced primary care framework such  as those relating to diabetes. The Locality Council Committees will be meeting after the CCG launch event on 24 April 2013 when topics will include consideration of the minor eye conditions pathway’ 


 


92/13: ‘T Ryley reported that we are looking to extend the seven day palliative care team and that our strategy is to build on primary care’


103/13: to include the sentence ‘The members were informed that the guidance does not support the inclusion of external member/s on the Remuneration Committee’.


119/13 ACTIONS ARISING


The members reviewed the outstanding items.


020313: To review the CCG’s Whistleblowing policy to provide assurance that it is fit for purpose: T Ryley informed the members that the appendix to the current policy has now been updated with current contact details. He added that the Whistleblowing Policy requires a larger-scale review and an amendment to our constitution. This will be done and staff will be informed through Team Brief. This item can now be removed from the list 

040313: To provide an update on CSU products: G Mullins requested that this item be deferred for a few months whilst the services ‘bed down’; this requested was supported


050313: To report back following the consultation on IVF eligibility criteria: this is on today’s agenda and so can be removed from the list


020413: To present a ‘deep dive’ of TIA performance. This is on today’s performance report and so can be removed from the list


050413: To review the status of the Conflict of Interest Committee. T Ryley informed the members that this group has been set up as an advisory panel. When the panel meets for the first time it will consider this arrangement.

The Governing Body noted the updates.


120/13 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The chair invited the members to submit items for Any Other Business. 

T Stokes requested one item of additional business.


121/13 PATIENT STORY

The Governing Body watched a video of a patient with complex health needs who described her experiences of local healthcare services.


C Briggs observed the key points as being the cohesion between the different health services, the fact that the patient was co-managing her conditions along with the clinicians, and the strong relationship she had with her GP. She added that there are lessons here for other GP practices to considering what constitutes ‘good care’.


H Procter commented on the good communications between the GP practice and the acute provider, adding that this is something we need to ensure happens for all our patients, and she noted that work is underway in this area with Stockport NHS Foundation Trust.


G Mullins said that she was struck by the positive impact experienced by the patient of the whole practice team understanding her individual needs. She reflected that the Governing Body has received some patient stories where this hasn’t been the case.


R Gill commented that the patient refers several times to ‘being listened to’, and explained that patients with long-term conditions are receiving more of their care in primary care settings and the Healthier Together programme is looking to expand on this. This will have the result of delivering more care jointly with patients rather than to patients and is likely to result in disinvestment to current acute setting services.


A Johnson stated it is pleasing to hear such positive feedback about a member practice, adding that this story reflects recent research which found that listening to patients improves patient satisfaction. J Crombleholme asked if the same research also found that listening to patients improved patient outcomes and A Johnson replied that this has not been proven to be the case.


J Crombleholme summarised the discussion as emphasising the importance of joining up services for patients and that this presents an enormous opportunity for the CCG. This patient story has been a useful reminder of what it is the CCG is here to achieve.


The Governing Body noted the patient story.


122/13 QUALITY REPORT

M Chidgey presented the quality report explaining that this summarises the work of the Quality and Provider Management Committee.


He provided an update on the following key issues:


· The CCG’s Quality Team met with the Foundation Trust to discuss thoughts and approaches to the Francis Report, and the CCG is continuing to progress its actions


· The Emergency Department target has again not been achieved. This will be reported in greater detail in today’s performance report


· Mastercall are continuing to provide our out of hours call handling whilst a Greater Manchester review of the NHS 111 service is conducted


· One nursing home remains on formal suspension whilst a number of safeguarding incidents are investigated

· The annual Care Quality Commission National Patient Survey was published in April 2013. Stockport NHS Foundation Trust has produced an action plan based on the results although, positively, they are not an outlier in any of the key indicators


· Pennine Care Mental Health NHS Foundation Trust: we are pleased with the progress in supporting people with dementia through rapid assessment to improve their experience of care

· At 30 April 2013 there were 56 open serious incidents which have been logged by Stockport NHS Foundation Trust. There is work ongoing with the Foundation Trust to improve the performance management processes surrounding serious incidents


· The serious incidents logged by our providers in April were one case of Clostridium Difficile (at Stockport NHS Foundation Trust) and one abscond and one suicide (by Pennine Care Mental Health NHS Foundation Trust)

· In April Stockport NHS Foundation Trust reported one Never Event.

J Greenough asked should the figure of 56 open serious incidents be a cause for concern and T Ryley replied that this rate is comparable to peer organisations of a similar size. C Briggs added that it could be more informative to consider the themes rather than the simple volumes.


J Crombleholme invited M Chidgey to remind the members of the process for closing the serious incidents and he informed the Governing Body that the investigation report for each incident is subject to a clinical review by the CCG.


J Crombleholme asked when Stockport NHS Foundation Trust last reported a Never Event and M Chidgey answered that it was approximately 18 months ago.


J Pantall noted the work underway regarding safeguarding investigations at nursing homes. He informed the members that he is meeting with David Mellor in early June to consider how the local safeguarding board can strengthen the reporting for vulnerable adults to becoming of a similar level to that for children. M Chidgey responded that there is work been done by the CCG’s safeguarding team with their colleagues at Stockport NHS Foundation Trust to improve the consistency of the data being collected to remove variability.


J Crombleholme asked for an update on the NHS 111 service and M Chidgey offered to cover this in his performance report today.

J Crombleholme reflected that one theme which emerged last year from the serious incidents was pressure sores and suggested that this is an area to keep under observation. M Chidgey agreed to provide an update next month on why there have been no pressure sores reported for April 2013 and whether or not this can be viewed as a solid improvement.


The Governing Body supported the activities underway to maintain and improve the quality of services delivered by our provider organisations.


123/13 PERFORMANCE REPORT

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


· Stockport NHS Foundation Trust Emergency Department performance remains our area of biggest challenge. The Emergency Department’s performance continues to be below the national target, and this target will not be achieved for April 2013. The Foundation Trust have presented a trajectory for improvement which is dependent upon the following eight key areas of improving discharge processes, increasing Emergency Department senior reviews, acute physician working hours, general physician on call availability, ambulance turnarounds, the ambulatory care unit, access to specialist clinicians by short stay wards, and the Emergency Department IT system


· Cancer 62 Day: the target has been achieved for the third successive quarter. It is expected also to be achieved for quarter 4


· Clostridium Difficile: this target has been achieved through a 30% improvement 


· MRSA: the target has not been achieved 

· Managing activity and reform: as a result of increases in referrals and Emergency Department attendances there are a number of capacity-related targets which are unlikely to be delivered. The position regarding these will need to be recovered as part of the CCG’s 2013/14 QIPP plan

· The acute contract with Stockport NHS Foundation Trust has now been signed


· We have not yet reached financial agreement with Central Manchester University Hospitals NHS Foundation Trust regarding this year’s contract.

J Crombleholme asked if Stockport NHS Foundation Trust is meeting its Emergency Department trajectory and M Chidgey replied that the trajectory was achieved in April and they are currently beating the trajectory for May. Overall they are ahead of the trajectory and are on track with the delivery of the plan.


T Stokes asked for an update regarding speciality consultants and V Mehta explained that the Foundation Trust is planning to recruit twelve specialty consultants over the next two years and, in addition to this, it also plans to recruit additional geriatricians. M Chidgey explained that this is to increase the number of senior decision-makers in the Emergency Department and will include both emergency department and general medical consultants. He added that there is a risk over the Foundation Trust’s ability to recruit such numbers.


T Stokes noted that this recruitment would add additional costs to the Emergency Department, and M Chidgey explained that these costs would be borne by the Foundation Trust and not by the CCG. He added that the CCG will need to sign off the Foundation Trust’s QIPP plan and, in order to do so, we will need to be assured that they are staffed to deliver a safe service. The Foundation Trust’s Medical Director is also required to sign-off their QIPP plan.


M Chidgey presented a ‘deep dive’ report on the current performance against the target for Transient Ischaemic Attack (TIA). This report comprised an explanation of the pathway and of the importance of achieving the 24 hour target from a patient safety perspective. He then explained to the members the process or service gaps which result in delays during the pathway and consequently of not achieving the target. A Johnson asked how some CCGs are able to report 100% achievement of this target if there are no weekend clinics across Greater Manchester and M Chidgey replied that he will ask this of the Heads of Commissioning group.


M Chidgey continued that the single biggest hurdle to achieving this target is with contacting patients; the improvement plan is to ask GPs to ensure that the patient stays in the practice whilst their referral is made and appointment booked so that they have a booked appointment by the time they leave the surgery.


J Greenough thanks M Chidgey for this report which contains good analysis of the current situation and proposes some solid solutions. He requested some milestones for the period up to August 2013 and asked who is responsible for driving forward the improvements. M Chidgey explained that there are fortnightly improvement meetings looking at this pathway, and he assured J Greenough that there is a detailed plan which includes milestones which is the foundation to this summary report. J Greenough replied that he would like to see a Governing Body-level person responsible for driving forward improvement.


M Chidgey confirmed that improving the contact to patients is the current focus. A Johnson asked if a patient who is subsequently admitted is included in the figures for this target and M Chidgey agreed to find out.


J Crombleholme thanked M Chidgey for the detailed report on TIA and reminded the members that there is a strong clinical reason why a patient needs to be seen within the first 24 hour period as they would live with the consequences for the rest of their life.


The Governing Body approved the actions underway to improve the performance of our providers.


124/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS


S Johari informed the members that the CCG launch event had taken place on 24 April 2013 and that he has received positive feedback following this. At his Locality Council Committee meetings there have been positive comments regarding the multi-disciplinary nature of the meetings. There have been some negative comments which can be linked to GP morale resulting from increased workloads and the possible increase to workloads resulting from some of the CCG’s proposed schemes.


A Johnson explained that he has received similar feedback. He added that the GPs in his locality are generally supportive of the direction of travel as laid out in the Plan on a Page but there is a split in the level of interest for enhancing primary care as well as issues of capacity in general practice.


H Procter told the members that she has received positive feedback from her members following the launch event on 24 April. She added that she feels there is the need to work on engaging members in the localities and suggested that this could be achieved through working with the Area Business Managers. C Briggs added that she had chaired the first part of this Locality Council Committee meeting as no member had been willing to step in to chair in H Procter’s absence; this might be indicative of a lack of engagement. She explained that feedback from her practice has suggested that there is still the feeling of ‘them and us’ between the CCG and the member practices.


V Mehta explained that in his locality the practices are on board with the CCG strategically but less so at the operational level. This is partly because there are some schemes which the members thought would be in place by now which are still not yet launched.


J Crombleholme shared that she found some of these comments worrying, as the intention is not for the CCG to act in the ways of the former Primary Care Trust and we should aim not to be adding unnecessarily to the list of what GPs need to do.


C Briggs replied that the Operational Executive committee is reviewing when and how to involve and consult with GP members during the commissioning cycle.


J Crombleholme observed that the conflict of interest process needs to be reviewed as a priority to expedite how the CCG can release funding for primary care-supporting schemes. 


J Idoo informed the members that the successes with the prescribing targets had been achieved through articulating the needs and issues to the practices and by being open to their ideas; as a result of this approach the level of engagement was phenomenal.


T Ryley reflected that the Operational Executive committee needs to bear in mind that member engagement is the responsibility of all of the CCG employees and not solely of the General Practice Development directorate. He added that staff need to consider when speaking with practices if they are speaking with them as members or as providers.


A Johnson stated that the CCG needs to take account of what else is happening in general practice and cited the example that the details of the local enhanced schemes and of the directed enhanced schemes were yesterday emailed to practices.


J Crombleholme advised that those areas over which the CCG has control need to be straightforward and supportive for the member practices.


The Governing Body noted the updates.

125/13 REPORT OF THE CHAIR

J Crombleholme informed the members that she had no items on which to update them this month.


126/13 REPORT OF THE CHIEF CLINICAL OFFICER


R Gill provided the members with the following updates:


· A review is being carried out of the issues experienced following the launch of NHS 111. There is a meeting planned to consider the model for service delivery and whether or not to progress on a North West, a Greater Manchester, or a Stockport basis 


· The Healthier Together programme has been reviewing the process for making ‘level B’ decisions because the arrangements previously agreed are no longer workable

· The suggestion has been made for the CCGs to pool their non-recurrent 1% surpluses and for these to be spent by the Association of Greater Manchester CCGs along the lines of the Healthier Together programme. A proposal for the governance of these monies is to be considered by the Association at its June meeting.


T Ryley commented that he appreciates the importance of the governance of the Association of Greater Manchester CCGs the issue needs to cover both the organisational structures and its processes and, in his opinion, such decisions need to be made with more than one day’s notice. He added that it could be worthwhile in the longer term to spend longer considering this now.


J Idoo commented that, if this is an issue of taking some control away from them, we should consult with the members.


R Gill reminded the members that he is asking only for agreement in principle for drawing up proposals for revised arrangements. J Crombleholme responded that the Governing Body could not agree to any specific arrangements at this point as they have not seen the detail of the proposals.


G Mullins reminded the members that in December they reviewed in detail the arrangements for the Association of Greater Manchester CCGs but advised that our constitution does not allow for the CCG to delegate authority in this way and therefore we are being asked to consider a slightly different concept.


The Governing Body noted the updates from the Chief Clinical Officer. They did not commit to any changes to the current governance arrangements for the Healthier Together programme but agreed to receive a worked-up proposal at a future meeting.


127/13 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins provided the following updates to the Governing Body:


· The CCG’s Start of Year conference is to be held next week. This will  be attended by all of the CCG’s staff and also by some Commissioning Support Unit staff who are focused primarily on Stockport work


· She is doing a piece of work with the local area team looking at quality in primary care. The CCG does not have direct responsibility for the quality of independent contractors, and this work will include discussions with the LMC as to how it could work


· There is no formal finance report for the Governing Body this month as the month 1 position is not yet finalised. G Jones presented some headlines which include that the PCT closedown accounts for 2012/13 showed a surplus of £970,000 against a target of £917,000. The accounts are to be put forward on 6 June 2013 for formal approval. The month 1 position will be brought to the June meeting of the Governing Body


· G Jones informed the members that an exercise is being conducted at the end of quarter 1 to review the risk sharing arrangements across Greater Manchester and he expects to be able to update the members on this (and any residual risk to the CCG’s plans) at the July meeting.


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


128/13 POLICY AND INNOVATION UPDATE

S Johari provided the following key messages from the Clinical Policy Committee:


· The committee anticipates that there will be costs associated with additional ECGs resulting from the hypertension quality standard and that these will be modelled and clarified at a future committee meeting


· There is a new policy on ranibizumab (Lucentis) for retinal vein occlusion


· There is a new policy following Greater Manchester Medicines Management Group guidance on prescribing following a private consultation.


C Briggs presented for approval by the members a draft revised policy on eligibility criteria for NHS-funded treatment for subfertility. She explained that the Clinical Policy Committee had struggled to reach a decision on some of the eligibility criteria and therefore have asked the Governing Body to review the recommendations. She informed the members of the process which had been followed to reach the recommendations which included consultation with approximately one hundred local people. She explained that the output from the consultation had supported offering NHS funding for three cycles of IVF and supported extending eligibility to same-sex couples but did not support extending eligibility to include single women.


C Briggs reminded the members that the current offer is for one NHS-funded cycle of IVF. 


J Crombleholme summarised that there are four decisions for the Governing Body to make and that these are:


· Whether or not to extend the upper age limit to 42 years


· Whether or not to extend the eligibility criteria to include same-sex couples where there is proven infertility


· Whether to increase the number of NHS-funded IVF cycles from one to two or from one to three


· The eligibility to NHS-funded IVF cycles by people who have already accessed some cycles of IVF privately.


The Governing Body agreed to extend the age range to women up to and including 42 years of age and agreed to extend eligibility to same-sex couples where there is proven infertility.


M Chidgey provided an explanation of how the costs have been worked out for the price differential between increasing the offer to two and to three cycles of IVF.


T Ryley suggested that it is prudent to take a staged approach to the number of cycles offered; for example in this current year the provision could be extended to two cycles with the intention of considering extending this to three cycles within the planning round for 2014/15.


The Governing Body agreed to increase the offer from one to two NHS-funded cycles of IVF.


The members discussed the issue of the CCG providing NHS funding for cycles of IVF when the couple have previously accessed one or more cycles privately. V Mehta suggested that the previous policy was against people who could afford to pay privately, and J Idoo stated that the CCG should not make assumptions about patients’ ability to fund treatments privately.


A Johnson noted the issue of the CCG being in a transition period when both the eligibility criteria and the offer are changing and that this needs to be managed carefully.


J Greenough asked if the likelihood of success diminishes with additional cycles and J Crombleholme explained that the chance of success is much reduced after three cycles.


C Briggs proposed that even if the patients have privately-funded some cycles that they should still be offered up to two cycles of NHS-funded treatment.


J Crombleholme asked the members if they are agreeing to the funding of up to two cycles of treatment regardless of whether or not the couple has previously accessed treatment privately. C Briggs reminded the members that the success rate falls after the third cycle.


R Gill stated that the clinical evidence is that the outcomes up to the first three cycles is reasonable; he acknowledged that there is the issue of co-payment (private and NHS-funded) for treatments and that there has been some recent movement on this regarding the funding of cancer drugs.


A Johnson said that he would support offering up to a maximum of two cycles which includes both privately- and NHS-funded treatments. H Procter suggested funding up to three cycles as this is supported by the evidence-base.


J Crombleholme put this issue to a vote.


The Governing Body agreed to providing up to two NHS-funded IVF cycles to a maximum of three cycles (as three cycles is supported by the evidence-base) regardless of how the other one or two cycles were funded.


129/13 ANNUAL COMPLAINTS REPORT


T Ryley presented the 2012/13 Annual Complaints Report. He explained that he is bringing the report as a requirement of the closedown of the PCT.


J Greenough suggested that work is focused on improving the reporting of complaints. R Gill added that the recently-released NHS England Assurance Framework for CCGs will require us to consider complaints data in more detail.


T Ryley reminded the members that it is anticipated that the number of complaints received by the CCG will decline now that the complaints relating to independent contractors are being received by the local area team. He explained that work is underway linking the complaints data to the quality surveillance work.


C Briggs noted the requirement for the CCG to be made aware of complaints received by the local area team concerning our member practices. 


The Governing Body noted the contents of the report.


130/13 NHS STOCKPORT CCG BOARD ASSURANCE FRAMEWORK

T Ryley presented the current Board Assurance Framework.


J Crombleholme noted that further work needs to be done to ensure that the Board Assurance Framework accurately reflects the areas of greatest risk to the CCG.


The Governing Body approved the May 2013 report of the NHS Stockport CCG Board Assurance Framework.


131/13 ANY OTHER BUSINESS

There was one item of additional business.


T Stokes asked when the decision will be made regarding whether or not Stockport will become a tertiary stroke centre. R Gill replied that this was discussed yesterday by the Association of Greater Manchester CCGs. The Association discussed a one or two centre model but considered this to be unsustainable and so the intention is still to progress with the three centre model. There is a report being discussed by the Association at its July meeting to reach a decision on the location of these centres.


There were no further items of additional business.


J Crombleholme asked if there were any questions from the members of the public. The following questions were raised and addressed:


Q. Would a member of the public recognise the symptoms of a TIA?

A. C Briggs explained that there exists a wide scale public health campaign called FAST which aims to raise awareness of the signs. R Gill added that this can often be caused by vascular disease and it is worthwhile asking what could be done to prevent oneself developing vascular disease.


Q. The discussion concerning the poor performance by the Emergency Department included no mention of the high level of attendees, of deflection strategies, nor of primary care access at weekends.


A. R Gill replied that the numbers of people attending the Emergency Department in Stockport is roughly at the demographic average. He explained that the CCG is working with the Foundation Trust to implement several initiatives such as identifying those people who don’t need to be seen in an acute setting and putting them in touch with general practice introducing an IV Therapy service which will have a positive impact on the number of attendees, and constructing the Stockport One service to support those people with long term conditions.


C Briggs added that next month the Governing Body will be reviewing a business case for improving access to primary care.


Q. What is BMI?


A. Its full name is BMI: The Alexandra, and it is a privately-run hospital in Cheadle. The CCG has a significant number of patients who access treatment there especially for orthopaedic care.


132/13 DATE, TIME AND VENUE OF THE NEXT MEETING


The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will take place at 10.30 on 12 June 2013 at St Peter’s Parish Hall, Hazel Grove, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 13.08.
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