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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 




The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Stockport at 10.30 on Wednesday 8 May 2013.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.30
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	10.35
	J Crombleholme

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

	
[image: image1.emf]DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 10 April 2013 (2).pdf


	To receive and approve
	11.05
	J Crombleholme

	4
	Actions Arising


	
[image: image2.emf]Item 4 - Actions 

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


	To receive and note
	11.10
	J Crombleholme

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


	11.18
	J Crombleholme

	6
	Patient Story
	Video
	To note
	11.20
	R Gill

	7
	Quality Report

	
[image: image3.emf]Item 7 Quality 

Report 080513 FINAL (2).pdf


	To receive and note
	11.30
	M Chidgey

	8 
	Performance Report

	
[image: image4.emf]Item 8A Performance 

Report 080513.pdf



 EMBED AcroExch.Document.7  [image: image5.emf]Item 8B May 13 

Performance report 2012-13.pdf


	To receive and note
	11.45

	M Chidgey

	9
	Reports of the Locality Council Committee Chairs


	Verbal
	To receive and note
	11.55
	S Johari

A Johnson

H Proctor

V Mehta

	10
	Report of the Chair
	Verbal
	To note
	12.10
	J Crombleholme

	11
	Report of the Chief Clinical Officer


	Verbal
	To note
	12.15
	R Gill

	12
	Report of the Chief Operating Officer

	Verbal
	To receive and note
	12.20
	G Mullins

	13
	Policy and Innovation Update


	
[image: image6.emf]Item 13A Policy and 

innovation update to Governing Body May 2013 v2.pdf



 EMBED AcroExch.Document.7  [image: image7.emf]Item 13B IVF 

eligibility criteria to Governing Body May 2013.pdf



 EMBED AcroExch.Document.7  [image: image8.emf]Item 13C IVF 

Consultation Report.pdf



 EMBED AcroExch.Document.7  [image: image9.emf]Item 13D Clinical 

Policy Committee Minutes March Final.pdf


	To receive and note
	12.30
	V Owen-Smith

	14
	2012/13 Annual Complaints Report
	
[image: image10.emf]Item 14 Annual 

Complaints Report 12-13.pdf


	To review and note
	12.45
	T Ryley

	15
	NHS Stockport CCG Board Assurance Framework


	
[image: image11.emf]Item 15 NHSS CCG 

Board Assurance Framework May 2013.pdf


	To review and approve
	12.50
	T Ryley

	16
	Any other business as raised in agenda item 5
	Verbal
	
	12.55
	J Crombleholme


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 12 June 2013 at 10:30 at St Peter’s Parish Centre, Hazel Grove, Stockport.

Potential agenda items should be notified to sto-pct.SCCP@nhs.net by Friday 31 May 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Meeting Date: Agenda Item No: 8
8 May 2013

Performance Report

Summary:

e ED target will not be achieved in April.

e C-Diff achieved for 12/13.

e Improvements in Cancer and headline stroke
measures maintained.

¢ All material contracts agreed.

Link to Annual Financial risk on contracts.
Business Plan:
Delivery of core standards and improvement.

Assurance of and risks to (1) provider performance
and (2) Commissioner Performance are provided
through this report.

Action Required: To understand, review and approve the approach to
improving performance.

Potential Conflict GPs are providers of services along the TIA pathway.
of Interests

SRICEINS GO Ash Patel

HCEENICI@AN T Mark Chidgey

Committees / Operational Executive
Groups Consulted:

Compliance Checklist:

. Statutory and Local Policy
Documentation .
Requirement
All sections above completed Y
. . . /a
Service Changes: Public Consultation n
Page numbers N Completed and Reported in Document
. . /a
) Service Changes: Approved Equality Impact n
Paragraph numbers in place N Assessment Included as Appendix
2 Page Executive summary in place n/a
(Docs 6 pages or more in length)
All text single space Arial 12. Headings Arial N Change in Service Supplier: Procurement & n/a
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment nfa
Completed and included
Any impact on staff: Consultation and EIA nfa
undertaken and demonstrable in document
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Performance Report

1.0Summary

11

1.2

1.3

2.0

2.1

2.2

This report provides information on both commissioner and provider
performance against three risk categories:-

e Performance & Clinical
e Legal
e Financial

The narrative of the first section is supported by one appendix — this is:-
e B - Performance report (Commissioner performance)

As requested by the Governing Body there is a specific section within
this month’s report relating to an analysis of the issues preventing
delivery of the national standards for those patients suffering a
Transient Ischaemic Attack (TIA).

Performance and Clinical

ED Performance — Performance at SFT continues to be below the
national target. Following regulator intervention, SFT have presented a
trajectory for improvement. If successful this would mean that the target
is recovered by September. The trajectory is dependent upon 8 key
areas for improvement :-

Improving Discharge Process
Increase ED Senior Review
Acute Physician hours
General Physician on call

In reach to short stay
Ambulance Turnaround
Ambulatory Care Unit

ED IT system

The implementation of each will be tracked on a weekly basis with SFT.
In the first month of 13/14 SFT performance is slightly better than the
trajectory. It is believed that this is due to natural variation rather than a
significant impact of the improvement plan.

Cancer 62 day target —This target has been achieved for the third
successive quarter and it is anticipated that Q4 will also be achieved.
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2.3

2.4

2.5

3.0

3.1

4.0

4.1

4.2

4.3

5.0

5.1

C-Diff— As predicted in the last months report this target has been
achieved. This reflects significant improvement delivered through a
process of planned change. This will continue into 13/14 with a
correspondingly significant improvement required again.

MRSA- The target level of cases has been exceeded — in 13/14 the
target is zero cases..

Managing activity and Reform — As a result of increases in referrals
and ED attendances there are a number of capacity related targets
which are unlikely to be delivered. The position on these will need to be
recovered as part of the 13/14 QIPP plan.

Financial

The final accounts position on contracts is consistent with the position
reported at M11.

Legal

A full schedule of clinical contracts and their status will be presented to
the June Board. The position on key NHS contracts is that they are
agreed and all should be signed by the time the Governing Body
meets.

A risk based prioritisation approach to contract sign off has been
progressed. Significant progress has been made in ensuring that all
patients are treated under an appropriate clinical contract. In particular
over the last month progress has been made with regard to:-

¢ Mental Health and LD Individual Patient Agreements
e Continuing Health Care contracts for services commissioned
outside of the North West Framework agreements.

From 1% April NHS Stockport has commissioned contract management
services from the CSU. This product is yet to be fully deployed but is

expected to ensure that 100% contract coverage is achieved and
maintained.

Transient Ischaemic Attack (TIA) Deep Dive

A transient ischaemic attack (TIA) or 'mini stroke' is caused by a
temporary disruption in the blood supply to part of the brain.

The disruption in blood supply results in a lack of oxygen to the brain.
This can cause symptoms similar to those of a stroke, such as speech
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and visual disturbance and numbness or weakness in the arms and

legs.

However, a TIA does not last as long a stroke. The effects only last for
a few minutes and are usually fully resolved within 24 hours.

5.2 Those patients who experience a TIA have a 10% likelihood of
experiencing a full stroke within 4 weeks of the initial TIA. To address
this risk the national KPI is for 60% compliance with the expected
pathway and access level (24hrs - Pathway):-

5.

6.

GP responsible

Patients who self-refer to their GPs will be risk assessed (using
the ABCD2 scoring).

High risk patients are referred urgently to secondary care. Low
risk patients are also referred (normally seen within one week)
Provider responsible

Secondary care receives the referral and contact the patient
offering an urgent appointment.

The patient attends as an Out Patient and is examined and
scanned.

Based on the diagnosis the patient will receive appropriate
treatment ranging from prescribing to surgery.

Stages (1) through to (4) must take a maximum of 24 hours.

On average there are 17 Stockport patients referred each month into

this pathway, of these 11 would need to be referred and seen each

month within 24 hours to achieve the target.

5.3 A review of this pathway shows that between each stage delays occur.
Success is dependant upon
1. Adherence to the pathway
2. Eliminating delays.

2y I I ED»
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5.4 The Root Cause Analysis of the issue shows that there are a number of
process or service gaps which result in these delays and hence failure
to deliver; the impact of successfully resolving each issue in priority
order are shown in the waterfall chart :-

Waterfall Chart for maximum achievement
120%

100%

80%

60%

30%

40%

19%
20%
0% J

Current Performance Late Referrals Booking Processes Contacting Patients Reducing Pathway Time Weekend Clinics

e Late referral (19%) — It is essential that GPs connect TIA
patients with the TIA pathway and refer urgently with appropriate
information. Improvement has been achieved with circa 75%
now being referred within 24 hours — by itself this is insufficient
and we need to aim for 100% of patients on immediate referral.
Improvement plans:-

o Consistent GP communications and information.

o Improved referral proforma directly between GP and SFT
systems.

o Feedback loop directly to those practices that fail to refer
immediately.

e Booking Processes (5%) — A review of breaches has shown
that on receipt of the referral the process for offering and
booking as an urgent referral has not always been adhered to..
Improvement plans:-

o Process mapping.
o Training for booking staff.
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Contacting Patients (30%) —Subsequent to seeing their GP
then patients have been allowed to leave the practice and wait
for the Trust to contact them. On review this introduces
unnecessary variables of; capturing correct contact details,
calling the patient, persuading them that the appointment at
secondary care is essential.
Improvement plans:-
o GPs to ensure patients stay at the practice whilst their
referral is made and appointment booked. i.e. they leave
with an appointment.

Reducing Pathway Time (9%) -As the first stage in
improvement then GPs and SFT were locally set targets of
achievement of their part of the process within 24 hours. This
means that individually the providers can achieve but in
combination the pathway can extend to 48 hrs.
Improvement plans:-
o GP message changed to immediate referral.
o GPs to ensure patients stay at the practice whilst the
referral is made and appointment booked.
o SFT to review morning appointments and feasibility of
afternoon appointments, in particular on Friday.

Weekend Clinics (23%) — At present no provider in GM
operates a weekend service. Patients referred on a Friday and
Saturday therefore become inevitable breaches. Given this, it is
difficult to see how other economies are able to achieve the
levels of performance that they apparently are (see chart below).
Improvement plans:-

o Long term — weekend clinics to form part of extended
stroke specification.

o Short term — previous costings from SFT have been too
great to commit to. SFT are reviewing (1) switching the
Friday am clinic to pm. (2) their ability to deliver weekend
clinics.

o Contacting Directors of Operations and Directors of
Commissioning in other Trusts to understand how they
deliver performance at the levels they do without a
weekend service to book patients into.
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5.5 As referenced above relative performance across GM is variable. A
review of consistency in processes and measurement will be
undertaken to identify further areas for improvement and consistency
with national reporting.

Percentage TIA patients with a higher risk of stroke treated within 24 hours
120.0%
100.0%
80.0%
60.0%
Q1 Performance
40.0% Q2 Performance
——Target
20.0%
0.0%
L L L
v 9 Q‘Q&é\ X \‘5°~t3 «<<‘<0
® %(-' o o O(" «QR-
é‘\\’*

5.6 Implementation of sufficient of the above actions to materially impact
on performance will take a further period of three months before this
target can be realistically achieved. It is planned to deliver consistently
from 1% August 2013.

Mark Chidgey
01 May 2013
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NHS

Stockport
Clinical Commissioning Group

Meeting Date: Agenda Item No: 13
8 May 2013

Title: Policy and innovation update
Summary: This paper informs the committee of new policies that
have been agreed at Clinical Policies Committee
(CPC) and new NICE guidance. It sets out
recommendations for IVF eligibility and seeks a
decision on the number of IVF cycles to be funded.

Link to Annual Effective use of resources is an essential part of QIPP.
Business Plan: 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: e To note the costing implications of NICE
Technology Appraisals.

e To note a potential cost impact of the hypertension
quality standard

e To note new policies (treatment and black/ grey list)

e To note the consultation report on IVF (enclosed)
and agree recommendations for IVF eligibility
(enclosed) and the number of cycles to be funded

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

Potential Conflict None

of Interests

OIS CERNEOMM Dr Vicci Owen-Smith
IS¢ Dr Vicci Owen-Smith vicci@nhs.net 0161 249 4223

Committees / Clinical Policy Committee April 2013
Groups Consulted:

Compliance Checklist:

Statutory and Local Policy

Documentation .
Requirement

All sections above completed Y
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Service Changes: Public Consultation

Page numbers Y Completed and Reported in Document
. . /a
. Service Changes: Approved Equality Impact n
Paragraph numbers in place Y Assessment Included as Appendix
2 Page Executive summary in place n/a
(Docs 6 pages or more in length)
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & n/a
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment nfa
Completed and included
Y

Any impact on staff: Consultation and EIA
undertaken and demonstrable in document
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1.0

11

2.0

2.1

3.0

3.1

3.2

4.0

4.1

4.2

Policy and innovation update

Purpose

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.

Costing implications of new NICE guidance

There are no costing implications from this month’s NICE technology
appraisals. We do anticipate that there will be costs associated with
additional ECGs resulting from the hypertension quality standard but
these will be modelled and clarified at a future meeting

New policies (for information)

Ranibizumab (Lucentis) for retinal vein occlusion (Prior approval - EUR
team): One treatment if the following conditions are met:

. where laser is not possible and

. Ozurdex is contraindicated
Further treatments (up to 5) if there is a clinical response

GMMMG guidance on prescribing following a private consultation
IVF

In the context new NICE guidance and the consultation report
(enclosed), the Clinical Policy Committee have drafted eligibility criteria
for IVF

Existing criteria are as follows:

4.2.1 Referral for 1 cycle of IVF should only be made for couples
meeting the following eligibility criteria at the time of referral. IVF
will only be provided if these criteria are still met at the time of
treatment commencement:

4.2.2 Couples have not had a privately funded IVF cycle.

4.2.3 Couples have failed to conceive after regular unprotected sexual
intercourse for 2 years in the absence of known reproductive
pathology.

4.2.4 Women are aged between 23 and 39 years old at the time of
treatment.

4.2.5 Women’s BMI is between 19-29.

4.2.6 Both partners are non-smokers.

4.2.7 Both partners can give assurance that alcohol intake is within

Department of Health guidelines and they are not using recreational

drugs.
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4.3

4.4

4.5

4.2.8 Childless couples are eligible. This includes new couples where
only one partner has a child.

4.2.8 Surgical sperm retrieval is commissioned where the male
partner has oligospermia provided it is not as a result of a sterilisation
procedure.

4.2.9 IVF is not funded following reversal of sterilisation.

The new criteria (enclosed) differ from these existing criteria as follows:

4.3.1 They do not penalise couples who have accessed treatment
privately (see item 2.2 above)

4.3.2 They extend the age range to any woman up to and including 42
years of age

4.3.3 These extend access to single sex couples and single women

Currently the policy is to offer one cycle of IVF but a second cycle is
agreed if there are clinical reasons such as sub optimal treatment
during the first cycle. This results in an average of 1.5 cycles per
couple.

Costing:

4.5.1 These estimates have used the NICE costing tool and our local
prices.

4.5.2 These prices are based on the assumption that costs of ICSI are
included in our local price

4.5.3 These prices do not include additional costs associated with
donated sperm/ eggs. This is expected to be small.

4.5.4 NICE propose additional costs associated with removing
restrictions (such as smoking/drugs/ alcohol/ BMI/ childlessness/
additional age restrictions) that reduce access based on an England
average of these factors. As we maintained access for all women aged
23-39 and are not proposing any changes to access criteria for
smoking/drugs/ alcohol/ BMI/ childlessness, these additional costs
have not been applied to the costings. (The impact of removing the
lower age limit is expected to be very small.)

4.5.5 NICE also estimate non recurrent costs in year 3 or moving the
eligibility based on number years of infertility from three to two years
but again this is not relevant as our existing criteria used two years.
4.5.6 Using the NICE costing tool NHS Stockport funded 99 cycles
last year at a cost of £294235 (an average of 1.5 cycles)

4.5.7 Funding access for women aged 40-42 would result in an
additional 14 cycles at an approximate cost of £55000

4.5.8 Funding two cycles would result in 122 cycles and an additional
cost of £37000 (an average of 1.7 cycles)

4.5.9 Funding three cycles would result in 145 cycles and an
additional cost of £140000 (an average of 2.2 cycles)
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5.1

5.2

5.3

5.4

6.1

6.2

6.3

Duty to Involve

The Governing Body of the CCG has delegated the ultimate decision
on changes to policies to the CPC.

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.

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.

Given the major changes involved in the decision around IVF, the
Clinical Policy Committee felt that this decision would require formal
consultation, to assess local views on the NICE guidance. Over March
and April 2013, NHS Stockport CCG spoke to just under 100 local
people and used their views to inform the CPC recommendations to the
Governing Body. A full report of the consultation can be found in an
appendix to this report.

Equality Analysis

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.

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.

The decision around IVF has a particular impact on the protected
characteristics of age, gender, pregnancy & maternity, and sexual
orientation. Discussions held during consultation on the IVF decision
concluded that the previous policy unfairly discriminated against
women in a same-sex relationship. The recommendations of the Policy
Committee are intended to rectify this issue.

A discussion was held around the need for women in same-sex
couples and single women to undertake 6 privately funded cycles of
artificial insemination before accessing the IVF service and the
differential impact this has on these groups financially. It was felt,
however, that this differential impact was objectively justifiable as it
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corresponds to the obligation on heterosexual couples to try to
conceive for 2 years before being allowed access to the IVF service. It
was also noted that this stipulation has been reduced from 12 cycles of
artificial insemination since previous NICE guidance.

Dr Vicci Owen-Smith
01 May 2013
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Executive Summary

Over March and April 2013, NHS Stockport CCG spoke to just under 100 local
people about their views on NHS funding for IVF.

The vast majority felt that the CCG should implement the new NICE guidance:

= offer 3 cycles of IVF
* increase the age limit from 40 — 42
= offer IVF to single women and same-sex couples.

It was felt that IVF should be offered to couples who do not have a child together —
unless both partners already have children from previous relationships.

Local people felt that to qualify for NHS-funded IVF, patients should stop smoking,
reduce alcohol intake and refrain from taking recreational drugs, all of which impact
negatively on conception rates.

Given past restrictions on access to IVF in Stockport and long waiting lists, it was felt
that there should be no restriction on NHS funding for people who have previously
gone private for IVF treatment.

Overview

NHS Stockport Clinical Commissioning Group is committed to making evidence-
based decisions that consider and incorporate the views and priorities of local
people.

In February 2013 the National Institute for health and Clinical Excellence
(NICE) updated its guidance on infertility and who should be eligible to receive IVF
treatment under the NHS.

NHS Stockport is now updating its eligibility criteria based on this guidance and other
feedback we have received on our current criteria.

Consultation

From 9 March — 21 April the CCG ran an online survey asking for views on the key
areas of change suggested in the NICE guidance. The CCG circulated the survey to
a wide range of stakeholders, including potential service users, residents who had
previously contacted the local NHS about IVF services, the Infertility Network, the
CCG’s Patient Panel, local GPs and staff who are likely to refer into the service, local
Patient Reference Groups, and communities most affected by the potential changes,
such as the lesbian, gay and bisexual community.





The survey was also circulated around the CCG’s database of around 300
community groups and the Healthwatch Stockport’s mailing list, which represents
local groups with a collective membership of over 3,000 Stockport residents.

The survey also invited members of the public to attend a series of focus groups,
which would look in more depth at qualitative feedback and views on the guidelines.

The survey and focus groups was promoted on the CCG’s website, in the
Healthwatch newsletter, the Lesbian and Gay Foundation’s newsletter and on Pure
Radio’s local station.

Results
82 people filled in our survey and gave us their views, of whom:

e 35% of respondents currently work for the NHS, a small number were former
NHS employees or private healthcare staff, but the majority (60%) were
members of the public

e the majority of respondents came from the Heatons & Tame Valley area of

Stockport, with a small number of respondents from outside Stockport

The vast majority were female (79.27%)

Only a small minority reported being transgender (2.439%)

21.95% reported a disability or long-term illness, 78.05% had no disability

91.46% were White British — similar to local demographics

62% were married with another 17% co-habiting and 3.7% in a civil

partnership

e just under half (42.68%) of the respondents are Christian with 45.12% having
no religious beliefs

e 81.71% of respondents were heterosexual, and 12.19% were lesbian, gay or
bisexual

e The age of survey respondents ranged from 18 to 91 years, with most
respondents being under-40.

A breakdown of respondents’ demographics can be found in Appendix 1 (P8).
The full results of the survey questions can be found in Appendix 2 (P12).

In addition, nine people attended focus groups, including a representative from
Healthwatch Stockport and a representative from the Infertility Network.

A written report of the focus group discussions can be found in Appendix 3 (P32).





Number of Cycles funded by the NHS:

It was strongly felt by the focus group that NHS Stockport should follow NICE
guidelines and offer the full 3 cycles.

“It is unfair that people in Tameside or Salford get more cycles than people in
Stockport”.

Similarly, 65.85% of people taking part in the online survey felt that the CCG should
offer 3 cycles of IVF.

“No-one who gets pregnant naturally and easily realises how harrowing it is
for those who don’t. If the NHS can fund gastric bands, etc. or any other
procedures that only require will power they should finance IVF”.

The focus group felt it would be fairer to agree a single policy across Greater
Manchester — even if this meant only offering 2 cycles across the board.

A suggestion was made that the combined buying power of the 12 Greater
Manchester CCGs could be used to negotiate a lower price for IVF with other service
providers.

Defining ‘Childless’:

The focus group agreed in principle that anyone with infertility issues should have
access to NHS-funded IVF treatment, regardless of whether or not they already have
children from a previous relationship.

“In life, people’s relationships, circumstances change. That shouldn’t be set
against you, when you are trying to conceive within a new relationship...”

However, a minority view was also expressed that if there is a financial restriction, a
couple who both already have children from previous relationships should be bottom
of the priority list.

“Having a child is a huge undertaking and also a massive blessing and | think
that childless couples should be given first priority for treatment.”

Similarly, the vast majority of online respondents felt that priority should be given to
couples without children. 81.71% thought a couple, neither of whom has a child,
should receive NHS funding for IVF; 50% of respondents felt we should also fund
IVF treatment for couples where one partner has children from a previous
relationship; while only 30.49% of respondents felt that the NHS should fund IVF
treatment for couples who both already have children from previous relationships.

It was also suggested and agreed by the focus group that the NHS should not fund
IVF for patients who have undergone NHS-funded sterilisation, as full counselling is
given to patients before they undergo sterilisation on potential changes of heart at a
later date.

Age Limit:





IVF treatment is currently funded for women aged 23 - 40. New NICE guidance
recommends that the age limit is extended to 42 and removes the lower age limit.

An overwhelming majority of respondents to the online consultation (70.73%) felt that
the age limit should be extended to 42 for Stockport patients.

“Because it can take a couple a number of tries before they conceive and 40 -
42 is still very young”

The focus group acknowledged that there is always going to be a cut-off point, which
will be very difficult for people at that age who want treatment. However, it was
accepted that the NICE guidelines are based on how effective the treatment is for
different age groups.

“Extending the age limit to 42 widens the window of opportunity and gives you
more hope.”

The group discussed changes in our society and acknowledged that many women
are now building a career before they have families and delaying this until later. The
average age of first-time mums has gone up and it was felt that criteria should reflect
this societal change.

“These days women in their 40s are conceiving — so | think 42 is a fair cut-off
point”

It was noted that when people start trying for a baby, it can take a significant period
of time before they realise there is a fertility issue. The current guidelines then expect
couples to try for 2 years before any investigations are undertaken, which also take
time. As a result, most of the people attending the focus group had been trying for 5
years before they apply for IVF. It was felt that this time gap should be recognised
when setting deadlines for the age of who is eligible for IVF.

The focus group also discussed the removal of the lower age limit. Previously IVF
was not offered to women under the age of 23. However, it was noted that the
viability of eggs actually begins to drop off in your 20s, with a significant drop at
around 35. The group agreed that not many women under 23 know for certain they
want to have children and, as such removing the lower age limit is not likely to have
a major funding impact, but that in principle the treatment is for people with infertility
problems and should not be denied to a younger woman who is infertile and knows
she wants children.

Same Sex Partners:
In principle the focus group agreed that IVF should be offered to couples who want
to have children as a treatment for infertility conditions. It was felt that this should not

discriminate against the gender or sexual orientation of the couple involved.

“Where there is clearly a stable loving relationship, they should have the same
chance as heterosexual couples.”





The vast majority of respondents to the survey (70.73%) concurred that IVF should be
offered to same sex couples.

“ find it difficult to believe that you would think anything else. Would you offer
it to opposite sex people should also be a question here? That's equality.”

An issue was raised with the detail of the policy. Currently, heterosexual couples
must prove that they have tried to conceive for at least 2 years. The equivalent in the
policy for same-sex couples is to have attempted 6 cycles of artificial insemination —
however it was noted that to do this, same sex couples must pay privately for their
six cycles, at a cost of around £2,000 a cycle.

A member of the focus group suggested that where a woman in a same-sex couple
could not conceive that the other partner tries to conceive before applying for IVF.
However, the group agreed this would be unfair as heterosexual couples don’t both
have to be infertile to qualify for IVF. If a woman is infertile, she should be offered the
NHS-funded treatment based on clinical need, not her home situation.

Single Women:

The focus group discussed the fact that society is changing and there are now many
single parents in Stockport.

“Just because you’ve not met someone yet that you want to spend the rest of
your life with, shouldn’t stop you being treated for infertility”.

It was felt that single women should be assessed in the same way as same-sex
couples, that to prove they have been trying to conceive they should first attempt six
cycles of artificial insemination privately.

“I think if you are infertile you should be treated the same, irrespective of if
you’re in a relationship”.

A minority of the group suggested that for the sake of the child’s future couples
should be prioritised for NHS funding, however, overall it was felt that infertility
treatment should be based on clinical need, rather than personal circumstances.

In the online survey, however, the majority view was that the NHS should not fund
IVF for single women:

No
60%






“l think that children thrive from having a father and mother and need both to
help them grow up in a balanced environment. | have no issues that same-sex
couples want to have children. NICE is evidence based and should look at
outcomes for children over the long-term.”

Lifestyle:

The group discussed the impacts of smoking, excessive drinking and recreational
drugs on fertility levels and the harmful impacts they can have on the unborn child.

It was felt unanimously that couples seeking NHS funding for IVF treatment should
put the health and wellbeing of the unborn child before their own personal choices.

“NHS funding should be for those who have done everything possible to try
and conceive”

It was agreed that people should be informed of the impact of lifestyle choices on
conception rates and offered NHS support to held quit smoking, to reduce their
drinking to a safe level and to stop using recreational drugs, but that they should not
be given IVF until they have done this.

In the online survey, it was also felt that patients should consider the impact of their
lifestyle choices on the unborn child and on their ability to conceive:

e 67.07% felt that IVF should only be offered to non-smokers

e 82.93% that IVF should not be offered to people who drink excessively

e 89.02% felt that recreational drug users should not receive IVF.

“If you want a child THAT badly to go through the horrible process of IVF then
you should quit smoking! | know | will be!”

Private Patients:

63.41% of survey participants felt that NHS treatment should be offered to patients
who have already undergone treatment privately.

“I bought my stepson a wheelchair — does that mean he’s no longer entitled to
an NHS wheelchair?”

The focus group discussed the fact that many people go down the private route due
to long waiting lists on the NHS or the fact that Stockport offers less cycles than
other areas and even suspended IVF treatment for a period a number of years ago.

It was felt that people who went private for these reasons or because they were not
previously eligible (i.e. aged 40 or in a same-sex relationship) should not be
penalised for having taken the only route open to them.

“Patients have had to fund IVF privately in the past so why should they be
penalised if they are still not pregnant now for trying to help themselves.”





It was noted that NICE only recommends 3 cycles because of the chances of
treatment working and also the adverse effects the treatment can have on a
woman’s body, which increases the more cycles you have.

As a result, members of the focus group agreed that the number of private cycles
you have already undertaken should be considered in your NHS allocation, but
against the NICE recommendation of three cycles.

Choice of Service Provider:

Members of the focus group asked whether St Mary’s was the only provider offered
for IVF and raised concerns and difficulties had with the hospital.

In response to issues raised by local service users a contract is now also available
with CARE Manchester.





Appendix 1 — Demographics of Online Respondents
Demographics of Survey Respondents
Age

Under 40

249% 40% 40-59

m Over 60

22% Not

answered

Gende

= Male

Female

79% Not

Answered

Gender ldentity
Is your gender the same as you were assigned at birth?

29 ©%

mYes
mNo

Not Answered

oo





90.00%

80.00%

70.00%

60.00%

50.00%

40.00%

30.00%

20.00%

10.00%

0.00%

78.05%
3669 6:10% 3669 6:10%
1.22% 1.22% % - %
None Physical Hearing Mental  Long-term Prefer not to Not
disability impairment  health condition say Answered
problem

70.00%

60.00%

50.00%

40.00%

30.00%

20.00%

10.00%

0.00%

Marital Status

62.20%

Single

Co-habiting

Married

Divorced

2.44% 3.66% -4'88%
Widowed Civil Not

partnership Answered






Race

Not Answered |jmm

Other ethnic background
Gypsy / Traveller
Chinese

MIXED: Other

MIXED: White & Asian m
MIXED: White & Black
ASIAN: Pakistani
ASIAN: Indian

ASIAN: Bangladeshi
BLACK: Other
BLACK: Caribbean
BLACK: African
WHITE: Other §
WHITE: Irish

WHITE: British -m

O.OIO% lO.(I)O% 20.60% 30.60% 40.60% 50.60% GO.CI)O% 70.60% 80.60% 90.60%100.00%
50.00%
45.00%
40.00%
35.00%
30.00%
25.00%
20.00%
15.00%
10.00%

5.00%

0.00%

45.12%

40070

4.88% 6.10%
1.220% —

None Atheist Christian Other Not Answered

10





Sexual Orientation

Not Answered h

Bisexual I

Lesbian / Gay Woman -

Homosexual / Gay Man I

0. 00% 10. 00%20 00%30 00%40 00%50 00%60 00%70 00%80 00%90 00%

Locality
25

22
20
15 15
15 13
10
’ 2
1 1
0 ] I e

Tame Valley Cheadle Werneth & Victoria

Heatons & Bramhall& Marple & Stepping Hill

East

Cheshire

Oldham Salford

NHS Employee?

3% 19
0-\1/0

m NHS employee

= Member of the Public

= Former NHS employee
Private healthcare Employee

11





Appendix 2 — Full Online Survey Results

Q1 - How many cycles of IVF do you think NHS Stockport should fund for
women under 40?
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10.00%

el BN  mm

Zero One Two Three Other

| m Seriesl 6.10% 4.88% 19.51% 65.85% 3.66%

Comments on the number of cycles that should be offered ranged from a strong
backing of the NICE guidelines to the view that IVF should not be funded while there
are still children waiting to be adopted:

Support for more NHS-funded IVF

No-one who gets pregnant naturally and easily realises how harrowing it is for
those who don’t. If the NHS can fund gastric bands, etc. or any other
procedures that only require will power they should finance IVF

When there is no targets over the patients i.e. must conceive the patient will
most probably be relaxed and conceive

This should be within the current nice guidelines and not the current 1 cycle
that is offered, which can be a very stressful thought for those having
treatment, knowing they have 1 chance only, when the percentage of success
is less than 50%

As per NICE guidelines. Enough of this postcode lottery!

Go with NICE guidelines. Infertility is a clinical condition and infertile people
should be offered as much medical help as is clinically appropriate.

As the success rate is less than 30% surely it makes sense to give women
every possible chance of conceiving.

| personally have endometriosis and | was only diagnosed last year. I'm 25. |
asked my local GP when | was 15 if | had Endometriosis. He told me it was just
IBS and not to be ridiculous. | have stage 4 Endometriosis which has spread to
my organs. | think in cases like this, more than one cycle should be funded. If |
had been diagnosed properly and listened to at an early age. | wouldn't have
Endometriosis this bad as it would be well managed and my fertility would still
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be high! Oh | just want to commend all the staff at Stepping Hill. They are
FANTASTIC )

1 cycle of IVF is just not enough and leaves many women lost and without the
support and help they deserve.

Adopt the NICE guideline.

Success rate is higher and less pressure then on women if they know they
have more of a chance

Stockport Trust need to help the needs of childless people, on a permanent
basis. Not ad hoc as it has been. It is imperative that IVF is funded. It shouldn’t
be about ‘postcode lottery'.

| believe all couples should be allowed up to 3 NHS cycles in line with the NICE
guidelines and to make it fairer and not a postcode lottery as to where you live.
Give them a fair try

We should follow national guidelines and not treat women in Stockport less-
favourably than women in other parts of the country.

For some couples IVF / ICSI is their only option to bring a child into this world,
through no fault of their own. Although clinical expertise is improving success
rates are still around 25% - 30% for each cycle.

If a couple were to meet the local and NICE criteria then they should be offered
the number of cycles as per the NICE guidelines and recommendation of the
Infertility Network report (i.e. 3 cycles). It is very unfair that a neighbouring CCG
Tameside and Glossop offer 3 cycles but Stockport only offer 1 cycle. This
postcode lottery increases the stress and anxiety couples face during the
IVF/ICSI process as a private cycle is so expensive.

Due to the clinical success rates of just below one in three then offering three
cycles would give the greatest possible chance of success to a couple.
Commissioning increased cycles may also enable a reduced contract rate to be
negotiated with the provider per cycle.

| think that if NICE recommends it and 3 is generally what's needed...then that
should be offered.

NICE guidelines have taken into account costs, statistics, chances of success
through IVF and have calculated that 3 times is sufficient and so | think this
guidance should be adhered to

The 2004 and newly updated 2013 NICE guideline on fertility recommends the
provision of three full cycles of IVF to eligible couples.

There are various protocols for IVF- some may suit couples more than others.
ICIS may also be required for some couples. If it works on the first attempt then
monies are already saved! Finally NICE are research-evidenced based so
these figures are decided for specific purposes.

Please explain to me why Stockport Clinical Commissioning Group treats
Stockport residents differently than anyone living in Manchester. | believe that
under your policies Stockport residents are only entitled to have one cycle of
IVF treatment (only change 12 months ago) whilst Manchester residents can
have three cycles. This is a post code lottery and needs to be addressed. |
believe that the GMCSN will be encouraging Stockport to change their Policy to
be the as all the other Greater Manchester CCG's. This Stockport policy also is
not in line with the NICE guidelines. | would welcome your comments on the
above and is it to be addressed?
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Support for Current Arrangements in Stockport:
e Current arrangement sounds fair.
e Married heterosexual couples only

Views against NHS-funded IVF:
e Whilst | sympathise with the couples, the NHS is certainly not a bottomless
money pit and | think there are other, more important, priorities.
e Aslong as there are children waiting to be adopted, the NHS should not fund

any IVF.

e Your survey will not accept my answers. | have therefore had to complete
Questions 6,7,8, and 9 by accepting a response, otherwise | cannot complete

this survey.

e My response to Questions 6,7, 8 and 9 do not reflect my feelings but | need to
complete the questions in order for this response to be acceptable.
¢ | do not believe that Stockport CCG should be paying for IVF for anyone.

Q2 We asked people how we should define childlessness in our policy on IVF

and who should receive NHS-funded cycles.

90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0 a couple who do a couple who do
not have children not have children
a couple, neither together, but one | together, but both
of whom has a partner has a partners have a Not Answered
child child/ children child/ children
from a previous from previous
relationship relationships
| m Seriesl 81.71% 50.00% 30.49% 7.32%

Again, comments were varied, from those who felt that all those unable to conceive
should be eligible for NHS-funded IVF, to those who believe that the NHS should not

fund IVF for anyone:

IVF should be offered to all couples having trouble conceiving:
e Have ticked all three alternative answers, assuming that there are the
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same/similar reasons for infertility in each case.

e Also secondary infertility couples should be considered if they have one child
but are not able to conceive a second one.

¢ | do not believe that a women should be excluded from having IVF if her
partner has children from a previous relationship as she is still a childless
women

e | don't think people should be excluded because of previous children.

e | believe all couples should be eligible for IVF if they cannot conceive after a
certain amount of time, even if they have children from different partners

¢ In life, people’s relationships, circumstances change. That shouldn’t be set
against you, when you are trying to conceive within a new relationship, but |
do think it should have a certain cut off point. For eg, you shouldn’t be eligible
for IVF every time you change relationships.

¢ |VF should be provided to eligible couples as outlined by the 2013 NICE
guideline on fertility.

e In 2004, the then Secretary of State for Health, John Reid, announced that he
would be ‘asking the NHS to give local priority to couples who do not have
any children living with them.” Since then, a few PCTs in England have
stretched this statement to include children from a previous relationship,
despite the fact that neither NICE or the Department of Health have produced
guidance to this effect. CCGs should move towards a position where funding
is available for those who do not have a living child, including couples where
one partner is childless. As investment in fertility services increases, funding
may be available for IVF where both partners have a child/children from a
previous relationship, but not from the current relationship. Infertility Network
UK were asked by the Department of Health to produce a commissioning tool
aimed at standardising access criteria for IVF treatment. The above
suggested policy was included in this document, which was endorsed by the
Department of Health and approved by the then Public Health Minister, Gillian
Merron MP. In all considerations of parental status, there should be an explicit
statement that children adopted by either partner should have the same status
as biological children.

e Some couples may wish to have a baby together- hopefully most of those with
a child each already won't need fertility assistance.

Give priority to couples with no children:

e This is couple most at need

¢ If a couple already have children then their chances of conceiving again,
naturally, should be higher than couples who have failed to conceive at all.

¢ Difficult to comment but the joy of parenting is having a close relationship,
input and responsibility for a child. It is not necessarily about giving birth to a
baby. If there is a child in the family unit | would say that infertile relationships
with no children should be the priority.

e Having a child is a huge undertaking and also a massive blessing and | think
that childless couples should be given first priority for treatment.

Against IVF for Same Sex Couples:
e married heterosexual couples only
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Against NHS-funded IVF for Any Couple:

I do not think that IVF should be funded with NHS money and therefore no
one is eligible.

Nobody should get free funding when there are other calls on Stockport's
health service

As we are looking at budgets /monies concerns should be raised over non-tax
payers and non-Stockport rate payers. Who will certainly look onto further free
hand outs

Q3. Should NHS Stockport fund IVF treatment for women aged 40-427?

80.00%

70.00%

60.00%

50.00%

40.00%

30.00%

20.00%

10.00%

0.00%
Yes No

| m Series1 70.73% 29.27%

Comments given ranged from those who felt that 40 - 42 is still very young to those
who believed that 40 years should be the absolute maximum:

Keep Age Limit at 40:

40 years max

Would not be in agreement with the offer for women much over the suggested
new age limit.

The older a woman is when she conceives, the greater the risk of birth
defects. This can have a huge impact on families and children.

| do not think that IVF should be funded with NHS money and therefore no
one is eligible.

Seems to me the chances of conceiving reducing with a woman's age is for
very good natural reasons and if women choose to leave it that late to
conceive they can't expect a cash-strapped NHS to pay for it.

Extend Age-Limit to 42:

1 attempt
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¢ I'm going to say yes to this. Although | know myself if | haven't conceived by
30, I won't bother past that age. But why should women miss out just by a few
years.. That is not fair.

e Absolutely yes! People are marrying later for various reasons, cultural,
financial etc this has reduced the window of opportunity for natural conception
for some women. Other countries have extended beyond this age.

e Because it can take a couple a number of tries before they conceive and 40 -
42 is still very young

e When there is no targets over the patients i.e. must conceive the patient will
most probably be relaxed and conceive

e Absolutely. More women are having babies later in life. They want to be more
financial secure, before having children.

e They have as much right as anybody
Women are having children much older now and many choose to establish
their careers before having children. | know many women who are trying for a
child aged 40+, and they should be offered IVF if safe for mother and baby.

e Average ages of new mothers are going up and up - IVF funding should be
amended to take this into consideration.

¢ |If they meet all of the necessary criteria.

e It's about equality.

e With more women putting off child birth and parenthood until later in life to
concentrate on careers and contributing to society through the tax system it is
only fair that this is recognised by being supported in IVF treatment.

e | really do think NHS Stockport should fund IVF for women aged 40-42,
particularly if neither partner has a child. Couples are meeting later in life and
it only seems fair that they should be given the opportunity especially as more
women are successfully on IVF having children at older ages.

e Yes, funding should be provided for couples where the woman is aged
between 40 and 42. NIAC welcomes Stockport CCG’s funding extension to
this age group. It is important to remember that this funding is intended for a
select few patients i.e. those who have never previously had IVF treatment;
where there is no evidence of low ovarian reserve; and who have not
conceived after two years of regular unprotected intercourse or 12 cycles of
artificial insemination. Extending funding for this age group is a welcome step.
However this extension should not be used as an excuse to prolong a policy
of one cycle for those aged less than 40 years of age.

e More women are establishing their careers and delaying trying for a baby til a
later stage in their lives. If fertility problems are an issue they may not be
aware of this until their mid to late thirties.

Depends on the Individual Circumstances:

e | agree only in certain instances if the woman is healthy and have a good egg
reserve, as there are health risks for women over 40 to have children.
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Question 4: Do you agree that NHS Stockport should fund IVF for same-sex
couples?

80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%

0.00%
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| m Series1 70.73% 29.27%

Views in this area were mixed, as seen in the comments below:

NHS Should Fund Same-Sex Couples:

| find it difficult to believe that you would think anything else. Would you offer it
to opposite sex people should also be a question here? That's equality.

If egg and sperm quality are inferior then donation must be considered as this
is the best way to improve conception. If this decision allows single women
and same sex partners to have treatment so be it. Clinicians should not judge
the ability of any person to parent whether single or in partnership just as
sexual orientation should not be judged.

If they meet all of the necessary criteria.

IVF should be an equal opportunity service

Me and my partner have been in a same sex relationship for 23 years. We
unfortunately are childless. We asked our GP 2 years ago, about the
possibility of receiving IVF treatment on the NHS. At that time, My partner
was 39, | was 41. We were told that at that particular time Stockport NHS
Trust opted out of funding cycles of IVF. We, as a couple were devastated,
yet our own G.P. stated that he wouldn’t refer us anyway, due to the fact that
us being in same sex relationship is a 'Lifestyle' choice. | am shocked to read
that even though Stockport NHS, has now changed its policy with regards IVF
treatment, It is still not prepared to help same sex couples. It has a draconian
outlook, stance on the needs of LGBT people and today’s society at large. It is
discrimination, towards me and my partner.

Same-sex couples should be treated equally to heterosexual couples.

Where there is clearly a stable loving relationship, they should have the same
chance as heterosexual couples.

Why not?

Women who are in a same sex relationship should be offered IVF regardless
of whether they have tried privately or not even if they have to self-fund the
sperm it would be safer and better to offer. Otherwise we will get self-
techniques, higher STI ultimately costing more on the NHS
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Yes as a child who is loved by same sex couples is better than a child who is
unloved by nobody

Yes, absolutely. Not to do this is homophobic. People in same-sex
relationships should be entitled to the same rights as people in opposite-sex
relationships.

Society has changed as have views of same sex couples and it is right that
they are afforded the same opportunity as heterosexual couples. Having a
mum and a dad does not guarantee that a child will receive better parenting
and so same sex couples should not be discriminated against.

This is so important in order for Stockport to ensure they are providing
equitable services - providing donated sperm is required for this

IVF should be offered to women using donated eggs or sperm as
recommended by NICE in its 2013 clinical guideline on fertility.

| think the current policy to discriminate against same- sex couples is out-
dated and unjustified. Adults who are left with fertility problems as a
consequence of a sexually transmitted disease are eligible for funded IVF, yet
two adults in a long-term and stable (same sex) relationship are not!?!
Furthermore, what about those who need donor eggs or sperm for infertility as
a consequence of cancer treatments? Sexually does NOT influence whether
or not you will be a good and loving parent.

Only Where There Is a Medical Reason for Infertility:

| think NHS funded IVF should only be available to those unable to conceive
naturally for medical/health reason ie. Oligo or Azoospermia, premature
ovarian failure, blocked/absent Fallopian tubes or in cases of unexplained
infertility in heterosexual couples. | think treatment with donor sperm or eggs
should be NHS funded in the above cases where the patient’s own eggs or
sperm cannot be used. | do not believe the NHS should be funding treatment
for same sex couples where there is no underlying medical reason.

The fertility of same sex couples/single people may not be an issue, meaning
this is not a medical problem. Therefore priority should be given to couples
who have tried, but failed to conceive

for same-sex couples this should be considered only if there is a medical
reason for infertility

Against NHS-Funding of IVF for Same-Sex Couples:

In my mind this is ridiculous. IVF should be there to help couples who by no
fault of their own are unable to become pregnant due to sub-fertility/infertility
but whom otherwise biologically might be able to conceive a child. Having a
same sex relationship is an active decision that means it is biologically
impossible to conceive a child. | think if the CCG is thinking about rationing
NHS cycles to heterosexual couple, this should NOT be at the expense of
providing fertility assistance to same sex couples. It baffles me that in a time
where the government wishes the NHS to somehow STOP spending
increasing that this issue is even on the agenda!

| think that children thrive from having a father and mother and need both to
help them grow up in a balanced environment. | have no issues that same-sex
couples want to have children. NICE is evidence based and should look at
outcomes for children over the long-term.
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| strongly disagree

But only if the current guidelines were to change to 3 cycles for those
heterosexual couples who already need help and a medical need for IVF

But only if the current guidelines were to change to 3 cycles for those
heterosexual couples who already need help

As we are looking at budgets /monies concerns should be raised over non-tax
payers and non-Stockport rate payers. Who will certainly look onto further free
hand outs.

| do not think that IVF should be funded with NHS money and therefore no
one is eligible.

Question 5: Do you agree that NHS Stockport should fund IVF treatment for
single women?
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Views ranged from those who felt that “Half of the country is made up of single-
parent families - there is no reason to treat single women any differently” to those
who felt that it would be unfair to the unborn child.

Support for IVF funding for single women:

Oh most definitely. What happens if | split up with my boyfriend because |
can't get pregnant and he won't do the IVF thing? Does the NHS seriously
think I'm going to hang about trying to get a new boyfriend who wants children
STRAIGHT AWAY! No! | would want to have IVF as a single woman.

Half of the country is made up of single-parent families - there is no reason to
treat single women any differently.

If egg and sperm quality are inferior then donation must be considered as this
is the best way to improve conception. If this decision allows single women
and same sex partners to have treatment so be it. Clinicians should not judge
the ability of any person to parent whether single or in partnership just as
sexual orientation should not be judged.

The offer to women in Stockport is presently poor they should match
Manchester’s

IVF should be offered to women using donated eggs or sperm as
recommended by NICE in its 2013 clinical guideline on fertility.
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| work with several vulnerable families- some of these live within domestic
violence households. Some of these are told to leave their abusive partner in
order to keep their children. They then become single parents!! Today’s
society demonstrates that there are a lot of marital breakdown and therefore
more single parents. Again, | do not believe this affects whether someone will
be a good and loving parent.

Only Where there is a Medical Reason for Infertility:

again may be considered if medical reason for infertility
As above, | do not believe the NHS should be funding treatment for those with
no underlying medical reason for requiring IVF.

Against NHS-Funded IVF for Single Women:

| think that a child should be brought up with 2 parents, and question how a
single parent would cope both financially and emotionally without strong
family support - would this be assessed prior to funding IVF?

| do not think that IVF should be funded with NHS money and therefore no
one is eligible.

| strongly disagree

Absolutely not (at the state's expense) - far too modern a concept for me!

As above, IVF should be reserved for couples only. Another ridiculous
guestion.

Questions should be asked can these single women bring up their children in
a proper manner. As we are looking at budgets /monies concerns should be
raised over non-tax payers and non-Stockport rate payers. Who will certainly
look onto further free hand outs.

IVF treatment should be for couples who are not able to conceive naturally
and this falls outside of this criteria
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Question 6: Should NHS Stockport fund IVF treatment for smokers?
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The NHS Should Fund IVF for Smokers:

People should be allowed to make an informed decision. There are many
other reasons why IVF treatment is unsuccessful. As far as | know, people
who can conceive naturally are not being prevented from doing so because
they smoke.

Couples Trying to Conceive Should think of the Baby and Give Up Smoking:

You need to bear in mind, that trying to conceive, or having, waiting for IVF is
a very stressful time for all concerned. So smoking would be hard to give up
around that time. Even though as an ex smoker, | do feel that if you are
pregnant, you shouldn’t, smoke nor drink, during your pregnancy. To be able
to give your unborn child the best start in life.

| believe for the best possible chance of conception, then couples should not
smoke. If they want a baby that much they should be willing to give up
smoking.

The risks to the baby are well-established so if someone is serious about
wanting to have IVF funded by the NHS, they should make a commitment to
improve the health of their baby by stopping smoking.

The guideline criteria needs to be adhered to, to give the couple the best
possible chance of the cycle working. If this means a sacrifice by the male or
female partner then they should adhere to the recommended guidelines.

The NHS Should Not Fund IVF For Smokers:

As there is clearly rationing, you should put the funding to where the evidence
suggests results are most likely to be favourable.

Absolutely not. In fact, | feel that should the patient put the monies that would
have otherwise been used for tobacco towards the IVF treatment, the
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contribution has potential to be considerable.

Non-smokers! If you want a child THAT badly to go through the horrible

process of IVF then you should quit smoking! I know | will be! You won't be

smoking when you get pregnant so why continue to smoke?!

Women need to choose the health of their baby over that of their own

pleasures and should give their child the best start in life therefore i do not

think smokers or drinkers should receive IVF

Funding for treatments is limited and tough decisions need to be made on

evidential fact. Smoking, alcohol and drugs are lifestyle choices which have a

known negative impact so unless proof of abstention over a required period is

demonstrated treatment should not be offered. This avoids judgemental

decisions about the future health of the child which actually are significant in

the long term such as the increase in asthma and SID which have been linked

to secondary smoke inhalation in babies and children.

| do not think that IVF should be funded with NHS money and therefore no

one is eligible.

| do not think Stockport should fund IVF treatment for smokers or non-

smokers

The NHS should NOT fund IVF for people who do not care enough about their

unborn child to stop smoking.

No smoker should be offered this service for the potential damage they may

cause to the child as a result.

People who are overweight are not offered IVF until they have lost weight due

to the risk to the baby, so why should someone who smokes/drinks/does

drugs be allowed to put a child at harm.

No - IVF is there to help people who cannot conceive and if there are lifestyle

choices that are being made that reduce the chances of conception then

these must be changed before IVF is considered

| believe that if someone wants to conceive that badly they will abstain from

smoking, drink and drugs. However, | appreciate that not all of them will

conquer their addictions. Rather than encourage | would enforce participation

in smoking cessation. | think this will be a difficult one to prove either way and

suspect that some people may lie to get treatment.

Stockport CCG should maintain a policy in line with NICE’s most up-to-date

recommendations (2013) which are:

=  Women who smoke should be informed that this is likely to reduce their
fertility.

=  Women who smoke should be offered referral to a smoking cessation
programme to support their efforts in stopping smoking.

= Women should be informed that passive smoking is likely to affect their
chance of conceiving.

=  Men who smoke should be informed that there is an association between
smoking and reduced semen quality (although the impact of this on male
fertility is uncertain), and that stopping smoking will improve their general
health.

= Smokers should be advised of the adverse effects of smoking on chances
of conception and encouraged to participate in a smoking-cessation
programme. They should not be limited however in terms of NHS funding
for fertility treatment.
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Question 7: Should NHS Stockport fund IVF treatment for people who drink
excessively?

90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%

0.00% —— B

The NHS should
The NHS should not advise patients about The NHS should fund

fund IVF for patients alcohol consumption, all patients, regardless
who drink excessively but it should not affect of their alcohol intake
IVF funding
| m Seriesl 82.93% 14.63% 2.44%

The question on this criteria evoked a large number of comments, which mainly
centred around the importance of protecting the unborn child. It was strongly felt that
in commissioning IVF the NHS has a duty to protect the unborn child and that people
wanting to become parents should take responsibility for their health by reducing
alcohol intake:

As with smoking, | think help and advice on giving up should be available, but
no state-funded treatment until they have.

Myself and my boyfriend don't drink. He's a professional sportsman and I'm on
way too many painkillers to have alcohol! So | don't really know how others
live...

If a patient is classified as having alcohol problem drinking this could have
adverse effects on the child resulting from a pregnancy.

If people want the NHS to fund IVF, they should reduce their alcohol
consumption and commit to not drinking during the treatment. This may be
hard to enforce.

IVF patients should prove that they care for the welfare of any child conceived
under IVF and not drink to excess.

The guideline criteria needs to be adhered to, to give the couple the best
possible chance of the cycle working. If this means a sacrifice by the male or
female partner then they should adhere to the recommended guidelines.

As we know the health issues associated with drinking during pregnancy, this
should not be allowed, but support should be offered to stop drinking, and
then revisit the IVF treatment after a given period.

See comment to question 6. | fail to see how a partnership where one or more
partners drink excessively could provide the ideal upbringing for a child.
Women need to choose the health of their baby over that of their own
pleasures and should give their child the best start in life therefore | do not
think smokers or drinkers should receive IVF.
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Funding for treatments is limited and tough decisions need to be made on
evidential fact. Smoking, alcohol and drugs are lifestyle choices which have a
known negative impact so unless proof of abstention over a required period is
demonstrated treatment should not be offered.
| do not think that IVF should be funded with NHS money and therefore no
one is eligible.
| do not think Stockport should fund IVF for drinkers or non-drinkers
People who are overweight are not offered IVF until they have lost weight due
to the risk to the baby, so why should someone who smokes/drinks/does
drugs be allowed to put a child at harm.
No - IVF is there to help people who cannot conceive and if there are lifestyle
choices that are being made that reduce the chances of conception then
these must be changed before IVF is considered
| think that people who chose to excessive drink whilst going through IVF are
prioritising their needs over their unborn baby, and at the risk of being
presumptuous are likely to drink throughout their pregnancy. The risk to the
foetus is too high. Again, this would be a difficult one to prove.
The NHS should advise patients about alcohol consumption, but it should not
affect IVF funding. Stockport CCG’s eligibility criteria should be based on the
following recommendations as set out by NICE in it 2013 clinical guideline:
= Women who are trying to become pregnant should be informed that
drinking no more than 1 or 2 units of alcohol once or twice per week
and avoiding episodes of intoxication reduces the risk of harming a
developing foetus.
= Men should be informed that alcohol consumption within the
Department of Health's recommendations of 3 to 4 units per day for
men is unlikely to affect their semen quality.
» Men should be informed that excessive alcohol intake is detrimental to
semen quality.
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Question 8: Should NHS Stockport fund IVF treatment for patients who use
recreational drugs?

100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00% e
The NHS should advise
patients of the potential
The NHS should not impact of recreational The NHS should fund all
fund IVF for patients drugs on chances of patients, regardless of
who use recreational conceiving and on the their use of recreational
drugs. health of the unborn drugs
baby, but it should not
affect IVF funding
| m Seriesl 89.02% 9.76% 1.22%

Again, the comments received were very emotive and centred around the
importance of protecting the health of the unborn child:

Funding for treatments is limited and tough decisions need to be made on
evidential fact. Smoking, alcohol and drugs are lifestyle choices which have a
known negative impact so unless proof of abstention over a required period is
demonstrated treatment should not be offered.

The guideline criteria needs to be adhered to, to give the couple the best
possible chance of the cycle working. If this means a sacrifice by the male or
female partner then they should adhere to the recommended guidelines.

As we know the health issues associated with recreational drugs during
pregnancy, this should not be allowed, but support should be offered to stop
taking drugs, then revisit the IVF treatment after a given period.

There is a danger to the baby both prior to birth and afterwards

Oh my God! Hell no!

Women need to choose the health of their baby over that of their own
pleasures and should give their child the best start in life therefore i do not
think smokers, drinkers or drug users should receive IVF.

IVF patients should have to prove that they care for the welfare of any child
conceived under IVF by keeping clear of recreational drugs.

| do not think that IVF should be funded with NHS money and therefore no
one is eligible.

| do not think Stockport should fund IVF for users of recreational drugs or non-
users

People who are overweight are not offered IVF until they have lost weight due
to the risk to the baby, so why should someone who smokes/drinks/does
drugs be allowed to put a child at harm.

No - IVF is there to help people who cannot conceive and if there are lifestyle
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choices that are being made that reduce the chances of conception then
these must be changed before IVF is considered

e Shouldn't provide support for people who smoke/drink/take drugs as these are
all things with an element of choice (though | appreciate adiction isn't a simple
thing) - whereas sexuality isn't a choice

¢ With regard to funding for patients who use recreational drugs, these
decisions should be taken on a case-by-case basis in accordance with NICE’s
recommendation: ‘A number of prescription, over-the-counter and recreational
drugs interfere with male and female fertility, and therefore a specific enquiry
about these should be made to people who are concerned about their fertility
and appropriate advice should be offered.” (NICE, 2013)

e This is again difficult to prove usage.

Question 9: Should NHS Stockport fund IVF treatment for patients who have
already paid for IVF privately?

70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00% B 2
The number of IVF
cycles undertaken
privately should be
All patients should be considered by the NHS
offered the same number | (if patients have funded Patients who have gone
of NHS-funded IVF 2 or more cycles privately should be
cycles, regardless of privately they should not excluded from any NHS
previous cycles be entitled to any NHS funding
undertaken privately cycles, but if they have
only funded 1 cycle
privately, they should be
entitledto 1 N
= Series1 63.41% 30.49% 3.66%

Comments highlighted the major financial burden of undertaking IVF privately. Many
felt that going private indicated the commitment of patients to have a child and
should not be used against them when they run out of money to go private:

e | feel it should be taken as a positive thing if couples have shown some
personal responsibility in trying to gain a positive outcome for themselves.
e Where private treatment has failed couples should not be excluded from NHS
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treatment. Personal finances could prohibit them from further private
treatment.

I'm going to say yes for now.. Just because it looks like you're possibly
changing the ruling on this. So it should be like a date thing. So any future
ones shouldn't receive NHS funded IVF but anyone who it wasn't available to
before and they had no choice but to go private then yes.. It should be
available to them. So anyone until August 2013 for example.

Patients have had to fund IVF privately in the past so why should they be
penalised if they are still not pregnant now for trying to help themselves

| think everyone should be treated the same, a couple may have gone private
as they may be approaching the 40-42 cut off before they get the chance to
have NHS treatment.

it can take a few goes for couples to fall pregnant by IVF, private cycles are
very costly and therefore couples should be able to use the NHS cycles first
and not be ruled out if they have a private cycle.

If a couple can afford to have a private cycle then this is at the financial cost to
the couple and should not have a detrimental impact on the couple receiving 3
NHS funded cycles. This would surely be grossly unfair if a couple do not
want to wait to be accepted on a NHS cycle. They should not be penalised as
to how many NHS cycles they should receive.

Paying for it yourself shouldn't lead to being excluded by the state, unless
you've been told that there's no way you'll ever conceive.

NHS support should be everyone as everyone pays towards it.

| feel extremely strongly about this.

When there is no target over the patients i.e. must conceive the patient will
most probably be relaxed and conceive

Patients should be informed of the latest findings and helped to make a
decision based on these.

The success rate of the private clinic might have some relevance here so this
is a difficult judgement.

It is a very expensive, procedure. So people can’t always afford to go private,
nor keep going privative they have already done so. A friend of ours spent
£30.000 pounds trying to conceive. Not everybody have the finances to do so.
Patients have used their own money in addition to all the money they have
paid into the treasury through taxation and it is only fair that they are given the
same treatment

Again, in accordance with the NICE guideline on fertility: ‘ln women aged
under 40 years any previous full IVF cycle, whether self- or NHS-funded,
should count towards the total of 3 full cycles that should be offered by the
NHS.” (NICE, 2013).

Some couples may choose to egg-share to keep the costs down. Some clinics
allow three cycles of egg-sharing. During this time it may become evident that
there is an actual fertility problem. Couples may then not be able to afford a
fourth and full priced cycle. As egg share cycle protocols are limited it maybe
that a different protocol is required. This may then result in a successful
pregnancy. Couples who have recently had attempts will actually save the
Foundation money as they will have had all of their screening bloods done,
some of which are quite costly. By excluding people from having NHS cycles
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you are deterring them from going privately. Some couples will instead wait
for an NHS funded attempt whilst they save up for a private attempt. Had
these couples paid privately a successful pregnancy may result first attempt,
or protocols can be 'tweaked' on subsequent attempts. Also, those that decide
to wait instead of paying privately will decrease the number of potential donor
eggs/ embryos.

Other comments suggested that NHS Should not fund IVF at all, regardless of
private cycles:
e | do not think Stockport should fund IVF.
e | do not think that IVF should be funded with NHS money and therefore no
one is eligible.

Question 10: Do you have any other comments or suggestions on the draft
policy for NHS-funded IVF treatment in Stockport?

Final comments illustrated the emotional turmoil and stress created by infertility and
the complexities of the issue:

o Fertility issues are a very stressful and sensitive issue for many couples. there
is very rigid criteria currently for who can be funded for treatment, causing
further distress to many, which | believe need to be addressed, also currently
guidelines for funding (1 cycle) are not in line with NICE recommendations.
Patients should also be given the option of where they would like to be
treated, for example there are 2 other private fertility clinics within Manchester
that accept NHS patients with funding and that have much better success
rates than St Marys. this could also be beneficial to Stockport NHS as this
could mean more treatment is successful, meaning possible less financial
impact on the trust by not then not having to fund a 2nd cycle of IVF?

¢ | think that although this is canvassing opinions on a broad range of issues,
every person should be assessed as an individual. For example, although |
said no to a single women being funded, there may be a case where a
husband was killed in a car accident and the wife can't imagine meeting
someone else, yet wants to have a child whilst young enough. You may have
single-sex couples where a brother commits to being a father figure.

e The impact of sub/infertility on lives and relationships should not be
underestimated. This extends beyond couples and the anguish and stress can
affect the wider family network. Mental health issues and relationship
breakdown can result in some cases. This has affected our family and is
reflected in my view that 3 cycles should be offered by Stockport NHS but
negative lifestyle choices should exclude/ reduce this option unless the
participants reject them completely. Tough but will enhance the success rate.

e Having seen first-hand the effects on couples unable to conceive naturally the
decision not to offer treatment in line with NICE guidelines is
counterproductive. How many of these women for whom the first cycle us not
successful end up requiring more support from the trust financially for
treatment of depression and stress? Factoring in this cost has not been
considered. This looks to be a financial decision only and no point considers
the care of the couples involved.

e Decisions based on financial considerations should not outweigh those based
on clinical ones.
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Respondents stressed the importance of NHS-funded treatment:
e Most couples going through IVF go through enough trauma without having to
worry about the money!
e NHS Stockport need to realise, how important, the need to be able to have
IVF funded treatment on the NHS.
e Stockport should look at what benefits are gained re the mother and fathers
health when having a child through IVF.

Issues were raised with the current policy of 1 cycle and the use of St Mary’s as a
service provider:

e The current single cycle is disgusting given that only st Mary's is used to
provide treatment and the success rate s significantly lower than other clinics
such as care and Mfs in Manchester, both take NHS funded patients. Having
had experience first-hand on the devastating effects on couples unable to
conceive naturally the decision not to offer treatment in line with NICE
guidelines is counterproductive. How many of these women for whom the first
cycle us not successful end up requiring more support from the Trust
financially for long-term treatment of depression and stress and sickness from
work, Factoring in this cost does not appear to have been considered and
may benefit the trust in the long term. This doesn't provide the best care
possible of the couples involved.

e St Mary's is used to provide treatment and the success rate is significantly
lower than both care and Mfs in Manchester.

There was a lot of support for the CCG following the NICE Guidelines and creating
an even playing field across Greater Manchester:
e | strongly believe the amount of cycles should be standardised according to
the NICE guidelines so eliminates the postcode lottery.
e Every couple should be entitled to 3 cycles
e For the policy to be fair and consistency to neighbouring authorities and to
adhere to NICE guidelines and the infertility network recommendations of
three full cycles. Clear guidance should also be provided by Stockport CCG
for male factor infertility that may be corrected via surgery for conditions such
as obstructive Azoospermia, as NICE guidelines indicate this treatment
should be offered on the NHS 1.4.2.1
e Just fund it equally, apart from those who smoke! Regardless of current child
situation or sexual orientation or hair colour! It's about equality; make it equal.

Concerns were raised about the cost of IVF:

e Given the extent of savings to be made by public sector bodies IVF treatment
should be one of the elective procedures that is not funded by CCGs.

e As we are looking at budgets /monies concerns should be raised over non-tax
payers and non-Stockport rate payers. Who will certainly [then rely] on further
free hand outs.

e | think that money is better spent on supporting people and their families with
long term conditions and mental health illnesses.

One respondent reiterated their opposition to extending IVF to same sex couples:
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¢ |VF should be confined to married heterosexual couples

And the CCG was given positive feedback:
¢ | just think Stockport is so forward thinking and has amazing skills, whatever
the outcome it will be the right one!
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Appendix 3 — Full Focus Group Report

On the 15" April, NHS Stockport Clinical Commissioning Group (CCG) invited
members of the public to attend a focus group to discuss proposed changes to
eligibility for NHS-funded IVF treatment.

Eight members of the public attended, including one representative from the Infertility
Network and one representative of Healthwatch Stockport.

The meeting agreed that notes would be written up, but that no comments would be
attributed to any individual in order to maintain patient confidentiality.

Overview

Dr Vicci Owen-Smith (VOS), the CCG'’s Clinical Director for Public Health led the
discussions. She started by explaining that the CCG is a new organisation and that
although it has inherited the policies of the former Primary Care Trust, it intends over
time to implement, where clinically and financially possible, all NICE guidance. Key
to the CCG is ensuring that local views are considered in decision making. The
purpose of this meeting is to assess local opinion and use this in making proposals
to the CCG’s Governing Body.

Dr Owen-Smith explained that finances are tight this year and that any decisions
which would require additional funding may need to be implemented gradually.

She clarified that the final decision would be taken by the Governing Body, held in
public on the 8" May, and that any changes would be enacted from that date.
Attendees at the focus group and participants in the online survey were invited to
attend should they so wish.

NICE Guidance

The National Institute for health and Clinical Excellence (NICE) recently updated its
guidance on infertility and who should be eligible to receive IVF treatment under the
NHS.

VOS explained that NICE guidance is not mandatory, so Stockport’s CCG wants to
better understand local views before taking a decision on any changes.

Proposed Changes to IVF Eligibility Criteria — Focus Group Discussion Topics
The meeting went through proposed changes, issue by issue.
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Funding for IVF:

The group discussed the financial impact of applying the new NICE guidance in
Stockport.

VOS explained that different service providers charge different prices, however, the
average cost for a cycle of IVF is around £3,500. This goes up to around £4,000 for
patients requiring ICSI treatment.

Currently, NICE costings estimate that NHS Stockport funds 198 IVF cycles a year at
a total cost of around £300,000. Full local prices are still to be inserted into the
costing model, however NICE estimate that expanding our IVF programme to meet
the full NICE guidelines would cost NHS Stockport an extra £330,000 a year. The
main driver of this cost would be increasing the number of cycles women are offered.
NICE anticipate an additional non recurrent cost in year 3 of implementation as
guidance has reduced the recommended period of infertility before IVF from 3 to 2
years.

Questions were asked about whether couples could part-fund additional treatments
with the NHS, but VOS explained that the Department of Health has very strong
guidance prohibiting this — not only for IVF but for all treatments.

Defining ‘Childless’:

The group agreed in principle that anyone with infertility issues should have access
to NHS-funded IVF treatment, regardless of whether or not they already have
children from a previous relationship.

However, a minority view was also expressed that if there is a financial restriction, a
couple who both already have children from previous relationships should be bottom
of the priority list.

It was also suggested and agreed by the whole group that the NHS should not fund
IVF for patients who have undergone NHS-funded sterilisation, as full counselling is
given to patients before they undergo sterilisation on potential changes of heart at a
later date.

Age Limit:

IVF treatment is currently funded for women aged 23 - 40. New NICE guidance
recommends that the age limit is extended to 42. It was also noted that the lower age
limit has been taken away in the new guidance.

The group acknowledged that there is always going to be a cut-off point, which will
be very difficult for people at that age who want treatment. However, it was accepted
that the NICE guidelines are based on how effective the treatment is for different age
groups.
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The group discussed changes in our society and acknowledged that many women
are now building a career before they have families and delaying this until later. The
average age of first-time mums has gone up and it was felt that criteria should reflect
this societal change.

“These days women in their 40s are conceiving — so | think 42 is a fair cut-off
point”

“Extending the age limit to 42 widens the window of opportunity and gives you
more hope.”

“Women in their 40s these days aren’t as ‘old’ as women in their 40s 20 years
ago — people are healthier and ‘younger’”

It was noted that when people start trying for a baby, it can take a significant period
of time before they realise there is a fertility issue. The current guidelines then expect
couples to try for 2 years before any investigations are undertaken, which also take
time. As a result, most of the people attending the focus group had been trying for 5
years before they apply for IVF. It was felt that this time gap should be recognised
when setting deadlines for the age of who is eligible for IVF.

The group also discussed the removal of the lower age limit. Previously IVF was not
offered to women under the age of 23. However, it was noted that the viability of
eggs actually begins to drop off in your 20s, with a significant drop at around 35. The
group agreed that not many women under 23 know for certain they want to have
children and, as such removing the lower age limit is not likely to have a major
funding impact, but that in principle the treatment is for people with infertility
problems and should not be denied to a younger woman who is infertile and knows
she wants children.

Overall, the group felt that NHS Stockport should fund IVF for women up to the age
of 42.

Same Sex Partners:

In principle the group agreed that IVF should be offered to couples who want to have
children as a treatment for infertility conditions. It was felt that this should not
discriminate against the gender or sexual orientation of the couple involved.

An issue was raised with the detail of the policy. Currently, heterosexual couples
must prove that they have tried to conceive for at least 2 years. The equivalent in the
policy for same-sex couples is to have attempted 6 cycles of artificial insemination —
however it was noted that to do this, same sex couples must pay privately for their
six cycles, at a cost of around £2,000 a cycle.

A member of the group suggested that where a woman in a same-sex couple could
not conceive that the other partner tries to conceive before applying for IVF.
However, the group agreed this would be unfair as heterosexual couples don’t both
have to be infertile to qualify for IVF. If a woman is infertile, she should be offered the
NHS-funded treatment based on clinical need, not her home situation.
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Single Women:

The group discussed the fact that society is changing and there are now many single
parents in Stockport.

A minority of the group suggested that for the sake of the child’s future couples
should be prioritised for NHS funding, however, overall it was felt that infertility
treatment should be based on clinical need, rather than personal circumstances. The
NHS is not there to judge who would make a good parent.

“Just because you’ve not met someone yet that you want to spend the rest of
your life with, shouldn’t stop you being treated for infertility”.

A discussion was held about the removal of the lower age limit for IVF and whether
single women in their early 20s are likely at a later date to meet a partner and
conceive naturally. It was noted that infertility treatment is statistically more likely to
be effective in younger women. The group agreed that IVF should be offered to
single women under 42, but only where there is a proven infertility problem.

It was felt that single women should be assessed in the same way as same-sex
couples, that to prove they have been trying to conceive they should first attempt six
cycles of artificial insemination privately.

“I think if you are infertile you should be treated the same, irrespective of if
you’re in a relationship”.

Lifestyle:

The group discussed the impacts of smoking, excessive drinking and recreational
drugs on fertility levels and the harmful impacts they can have on the unborn child.

It was felt unanimously that couples seeking NHS funding for IVF treatment should
put the health and wellbeing of the unborn child before their own personal choices.

“NHS funding should be for those who have done everything possible to try
and conceive”

It was agreed that people should be informed of the impact of lifestyle choices on
conception rates and offered NHS support to held quit smoking, to reduce their
drinking to a safe level and to stop using recreational drugs, but that they should not
be given IVF until they have done this.

It was noted that the CCG does not look for evidence that someone has stopped
smoking etc. like some other CCGs. However, the group agreed with the current
policy of accepting personal statements, as they felt that people going down the
difficult route of IVF will invariably try everything they can to conceive.

The group also discussed the criteria around a woman’s BMI, as this also has an
impact on fertility levels. It was pointed out that the draft policy allowed for

35





exceptionality to the BMI limits to be considered, for example in a muscular woman
where waist circumference might be used.

Number of Cycles funded by the NHS:

It was strongly felt by the group that NHS Stockport should follow NICE guidelines
and offer the full 3 cycles.

“It is unfair that people in Tameside or Salford get more cycles than people in
Stockport”.

VOS was asked whether currently there were explicit criteria about who would be
eligible for a second cycle, and she said that this was up to individual clinicians.

VOS explained that for 2013/14 NHS Stockport cannot afford to offer 3 cycles and
she suggested that if the Governing Body agreed to increase the number of cycles
offered, that we may need a staggered approach, offering 2 cycles this year and
possibly 3 in future years.

She said she would inform the Governing Body of the overwhelming local view that
we should offer 3 cycles, but made it clear that the Governing Body has to balance
this request with all other funding requests made locally.

The group felt it would be fairer to agree a single policy across Greater Manchester —
even if this meant only offering 2 cycles across the board.

A suggestion was made that the combined buying power of the 12 Greater
Manchester CCGs could be used to negotiate a lower price for IVF with other service
providers. VOS agreed to raise this with other local CCGs.

Private Patients:

The group discussed the fact that many people go down the private route due to long
waiting lists on the NHS or the fact that Stockport offers less cycles than other areas
and even suspended IVF treatment for a period a number of years ago.

It was felt that people who went private for these reasons or because they were not
previously eligible (i.e. aged 40 or in a same-sex relationship) should not be
penalised for having taken the only route open to them.

“I bought my stepson a wheelchair — does that mean he’s no longer entitled to
an NHS wheelchair?”

It was noted that NICE only recommends 3 cycles because of the chances of
treatment working and also the adverse effects the treatment can have on a
woman’s body, which increases the more cycles you have.

As a result, it was agreed that the number of private cycles you have already

undertaken should be considered in your NHS allocation, but against the NICE
recommendation of three cycles.
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“I don’t pay less taxes because | went private”.

The group asked whether patients who have already had 1 cycle privately could now
have another on the NHS. VOS explained that if NHS Stockport offers 2 cycles in
2013/14 this would mean:

NICE recommendations Private Cycles NHS Cycles
3 0 2
3 1 2
3 2 1
3 3+ 0

If funding is secured in 2014/15 to extend local funding to cover 3 NHS cycles, this
would mean:

NICE recommendations Private Cycles NHS Cycles
3 0 3
3 1 2
3 2 1
3 3+ 0

Choice of Service Provider:

Members of the group asked whether St Mary’s was the only provider offered for IVF
and raised concerns and difficulties had with the hospital.

VOS explained that until 6 months ago St Mary’s was the only option, but that in
response to issues raised by local service users this has now been opened up and a
contract is now also available with CARE Manchester.

The group also questioned the current pathway which routes everyone through
Stepping Hill Hospital for initial investigations. It was felt that where someone had
already undertaken investigations at Wythenshawe or outside of the area, they
should not have to repeat this at Stepping Hill. VOS explained that in the past
Stockport had tried to enforce a single pathway for IVF, using Stepping Hill for
investigations. She agreed to look at the policy and communicate any changes to
GPs.

Clinical Exceptions:

The group asked about the current policy where an additional cycle can be offered if
the first cycle failed for clinical reasons.
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VOS explained that IVF involves giving women medication to over-stimulate the
production of eggs. This may result in the production of a number of viable eggs,
which are then graded according to quality. Once the eggs are fertilised one embryo
is implanted back into the woman and the rest are frozen. If this embryo does not
embed, the others can be implanted — and all attempts using frozen embryos would
be counted within one cycle of IVF.

But different women need different doses to stimulate egg production, so if the dose
given is not optimum for the individual, a woman may produce a smaller number of
eggs, reducing their chances of conceiving in that IVF cycle. This would be classed
as a clinical reason for IVF not working, and another attempt would be made,
adjusting the dosage.

Similarly, if eggs are not harvested at the right moment, it can affect their viability.
This would also be classed as a clinical reason for IVF not working and another cycle
would be undertaken.

In all cases, the CCG takes the advice of the clinician as to whether the first IVF
cycle was clinically viable.

Communicating Changes in the Policy:

The group asked how the CCG would communicate changes to the policy to ensure
that GPs and IVF service providers enact changes immediately.

GPs are informed by email of policy changes

¢ Clinical guidance goes on the GP section of the CCG website
The Clinical Policy Committee will inform the Greater Manchester
Commissioning Support Unit who process all exceptional requests for IVF

e |IVF and infertility service providers (St Mary’s, CARE, Stepping Hill,
Wythenshawe) will be notified in writing

e Changes are published on the public website
A press release would go out

e Results of this consultation will be published on our engagement website and
sent to anyone who requests the full write-up.

e An article will be published in the Healthwatch newsletter (the local health and
social care watchdog) outlining public input into decision making

¢ An article will go in the next edition of Stockport Council’'s free paper ‘Civic
Review’ which goes to every household in Stockport

¢ Minutes of the Governing Body decision will be published on the CCG
website.
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Board Assurance Framework

1.0 Purpose
The purpose of this report is to inform the members of the Governing Body of the current
status of the NHS Stockport CCG Board Assurance Framework

2.0 The current status of the NHS Stockport CCG Board Assurance Framework

2.1 The attached Board Assurance Framework contains fourteen strategic risks. These cover
the areas of quality, finance, service reform, membership development and provider
management.

2.2  The attached report reflects the discussions by the Operational Executive Committee on
1 May 2013.

2.3  The rating for strategic risk 3 has improved now that the CCG is almost fully staffed (and
has control over its own recruitment).

2.4  Strategic risk 6 is showing a worsening position as the risk share arrangements for
specialist services have not yet been agreed.

3.0 Actions required

3.1 The members are requested to review the attached Board Assurance Framework and to
approve the current risk assessments or to propose alternatives.

T Ryley

2 May 2013
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1. Introduction

1.1 This report provides information on complaints received by the PCT during
the period 1 April 2012 to 31 March 2013 regarding the PCT and Independent

Practitioners.

1.2 The PALS and Complaints team are also the point of contact for patients
and the public who require information about their local NHS. The department
also deals with various types of contact from the public such as compliments,
comments, concerns or enquiries.

1.3 This is the last report which contains information regarding Independent
Practitioner complaints as after the closedown of Primary Care Trusts (31°
March 2013) such complaints will be dealt with by NHS England.

2. Contacts

2.1 Below is a brief overview of the type of contacts that the team have dealt
with: These do not include formal complaints.

Type of contact

Description

Total number of
contacts for 2012/13

Compliment

Compliments about any of our services and
staff.

6

Comment

Issues that patients want to bring to our
attention and feed back to services, but don’t
require us to feed back to them.

6

Enquiry (logged on
database)

Information request or detailed advice on
different services and how to access them.

119

Concern

Similar to complaints but not in a formal way.
This could be the enquirer’s choice not to raise
this as a formal complaint however will still
require investigation.

169

Telephone
enquiries

Incoming
only

Quick request for telephone
numbers or advice. These are not
recorded on our PALS or
Complaints database. We keep a
record of these on a separated
monthly spread sheet. No names
or addresses of callers are
recorded for this type of contact.

3741

Total contacts
(excluding formal

The total contacts this year was lower by 1183
than the previous year.

4041

complaints)
2.2 Themes
¢ Individual Funding requests (will still relate to CCG in the future)
e NHS Dental Costs
¢ Medication changes (will still relate to CCG in the future)
e Patient Transport (will still relate to CCG in the future)






Complaints Received

3.1 There were a total of 155 complaints recorded from 1% April 2012 to 31
March 2013 compared to 147 complaints received for the previous year.

3.2 It should be noted that there is no statutory obligation for independent
practitioners to share the management of complaints they receive directly and
which they are able to resolve locally. Therefore, it is only those complaints
which came directly to the PCT, or where the local resolution has failed, and
the PCT have been approached by the complainants, that are recorded in the
report.

3.3 Under the new complaints regulations which came in to place from 1 April
2009, the PCT was able to investigate complaints about independent
practitioners.

The following table shows the number of complaints received. Figures for
2011/12 have also been included for comparison:

Complaints Received 2012/13 2011/12
Independent Practitioners- (45 GP, 18 Dental, 67 63
2 Pharmacy. 2 Optometrist)

PCT 10 17
Commissioning 15 23
PCT joint complaint 7 7
PCT other 1 2
NHS Trusts & Independent Sector providers 5 6
Out of Hours 1 5
SMBC 2 0
Stepping Hill Hospital 47 24
TOTAL 155 147

The following table provides information on complaints by type and number for
2012/13.

Type 2012/13

Referral process 2
Transfers of care 1
Clinical treatment 80
Staff attitude 11
Communication 16
Alleged breaches of consent & 3
confidentiality

Dignity and respect 3
Condition of built environment 1
Access to services & waiting times 21
Aids and appliances 2
Administration arrangements 11
Other 4
Prescription 2
Total 155






4.

Performance Monitoring

4.1 100% of our complaints were acknowledged within three working days of
receipt.

72% were responded to within the response time agreed with the complainant.
Those responded to outside of the deadline were mostly due to being complex
cases.

4.2 Complainants who remained dissatisfied with the response they received
from the PCT were advised that they may request an Independent Review of
their complaint by the Health Service Ombudsman.

4.3 The Ombudsman did not uphold any cases this year however the
Ombudsman made recommendations to one GP practice to obtain training in
‘Customer Experience’.

5. Service Improvements

A GP informs us that having reflected on a particular case he will in future not
prescribe Imiquimod cream without physically reviewing the patient first. He will
be extremely cautious about prescribing and advising on the use of such
medication in any uncircumcised patients.

Regarding communication with a patient, the practice involved has highlighted
the area of correspondence to patients to prevent missing out names in future
and also offered to send a reminder to the patient every six months for diabetic
checks should the patient want this.

Following an MRI scan, a Care UK Consultant, requested that a copy of the
discharge letter be sent to the patient in order to avoid any delays.
Unfortunately due to an administrative error this letter was not sent to the
patient. Care UK have now changed their process and routinely copy all
discharge correspondence to patients.

The patient was not informed of the scan results of his spine by Care UK. Care
UK have now changed their process and from now on if unexpected findings
appear on scans, the relevant Consultant will contact the patient to discuss the
findings and the next steps.

With regard to the cost of the hygienist appointment, the practice believes that
there was a misunderstanding and refunded the fee and apologised for the
confusion.

Continuing Health Care team will ensure that the process for assessment is
explained clearly to patients and their family.

Telephony system:- As well as replacing major hardware components within
the system, which supplies telephony to over 30 clinical sites in the borough, we
have procured an expansion which will increase resilience and capacity.

A redesign of the children’s sight test service at Stepping Hill Hospital is taking
place after the number detailing the axis of astigmatism on one child’'s





prescription was recorded incorrectly resulting in the wrong prescription being
given to the child.

e Following a delayed referral one GP practice has changed their procedure when
processing District Nursing faxes. All faxes will now be reviewed and labelled
‘urgent for attention of GP’ and staff will ensure these are brought to the GP’s
attention that same day. The GP will also follow this up by a telephone call to
the patient or District Nurse.

e Consultant will avoid telling patients that they have cancer until the histology
results are available.

¢ Endoscopy service will reiterate the instruction already in place not to file notes
until seen by the doctor. New log created to track all histology requests so that
"results not received" cases can be further monitored and requested. Staff at
Endoscopy service have had training in how pathology requests should be
handled.

e Central Manchester University Hospitals- At MDT meetings a named worker will
be allocated to each case to ensure instructions are actioned. Named worker to
contact the clinician directly and make a note of the contact. Pathology lab will
always let clinician have pathology results even if the case is on an MDT
meeting agenda.

e Stepping Hill Hospital- Saturation monitors have been rolled out for use in the
routine examination of the new born babies. Extra training to use the equipment
competently. Nursing issues regarding communication addressed by the ward
manager.

6. Future

6.1 PALS & Complaints Department has now changed its name to Customer
Services. The Customer Services team no longer deals with Primary Care
complaints. These are forwarded to NHS England (local area team) through
their contact centre.

6.2 There will be bi annual reports relating to commissioning complaints. As it
currently stands, NHS Stockport CCG will not be informed of Primary Care
Complaints. These are the responsibility of NHS England area teams.

The Greater Manchester Quality Leads Group (Chaired by Anita Rolfe) are in
discussion regarding the need for complaints and quality issues to be fed back
to CCG’s. The mechanism on how to do this is still to be agreed.
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Clinical Lead

Present

o Dr Vicci Owen-Smith — Clinical Director Public Health (VOS)

« Roger Roberts — Associate Director of Medicines Management (RR)

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

Mike Lappin — LiNK representative (ML)

Dr Sasha Johari — GP clinical executive lead/clinical lead member (SJ)

Dr Cath Briggs — Member of the Governing Body and GP locality chair (CB)
Jane Cromblehome — Lay Member Chair of the Governing Body of the CCG
(JC) Chair

« Beverley Saxon — Office Manager — minute taker (BS)

1) Apologies

+ Peter Marks — Community Pharmacist
* Andy Dunleavy — Senior Public Health Advisor (Long Term Conditions &

CPC Minutes March 2013
Author: Bev Saxon
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Sustainability Lead)
* Mark Chidgey — Director of Provider Management

Dr Mary Ryan introduced herself as the new Chair of the Committee.

2)

Minutes from Previous Meeting

The minutes from February 2013 were noted and confirmed as accurate with
the following amends —
e Correct the spelling of Sue Kardahji’s surname and include roles of
people referred to.
e |tem 7b, amend to indicate it was NICE guidance who said there was
no cost to the WatchBP Home.
The meeting was quorate

3)

Action Log

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

VOS advised that IVF was out for consultation. There are three focus groups
scheduled for April. The consultation closes on 21 April, after which it will
come back to the April meeting, with a view to going to the May Governing
Body meeting which is an open meeting. VOS will check with JC regarding
protocol for people asking questions at the Governing Body meeting.

The IF policies need to go to Claire Pimlott for inclusion on the website. The
Terms of Reference of IFP are waiting for the scheme of delegation to be

VOS

VOS

CPC Minutes March 2013
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agreed which is going to April Governing Body.
The new NHS Constitution was published yesterday, with a 12 page
summary, indicating that NICE TAs need to be implemented within 3 months.

4)

Matters arising

a)

b)

Terms of Reference. These form part of the CCG constitution. Minor
amendments made. To be updated and recirculated. VOS will speak to
Paul Pallister, Board Secretary and Head of Governance, regarding
Secretarial support for the meeting and wording to include STAMP
accountability and Quality Standards.

Update from Andrew Dunleavy. The Committee ran through the update
provided by AD.

CG153 — VOS confirmed that this had been discussed at Governing Body
and planned care Board. Bring this back to the April meeting. BS to
contact Caroline Austin to check Psoriasis formulary has been shared
with GPs. AD to clarify is the national database is checked before
treatment, and if he is happy that this is happening. Return to April
meeting to finalise.

PH43 — The Committee agreed this remains unclear. AD to clarify. This
item is work in progress, bring back to May meeting.

LPS no 103 Gastroelectrical stimulation for gastroparesis. This paper
details a further review into the evidence basis to establish the quality of
evidence. Work was undertaken by a Public Health Trainee to establish if
there was enough evidence base to support approval of this treatment.
The Committee agreed that the position not be changed as there still isn't

VOS to speak to Paul
Pallister

BS

AD

AD

CPC Minutes March 2013
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sufficient high-quality evidence, and that the results presented in this
particular meta-analysis be interpreted with caution given the low quality
of the studies included

5) NICE Clinical Guidance

a)

CG156 Fertility The Committee reviewed the content of the Summary
information and the associated implications. AD needs to bring back a
baseline assessment for this, to the June Meeting. The Committee

queried the estimated costs provided. VOS will review the costing tool

AD

VOS

6) NICE Technology Appraisals (TA)

a)

b)

TA274 — Ranibizumab for treating diabetic macular oedema The
costing tool indicates a cost of £99,826 based on 8 people/ 11 eyes. This
is not currently commissioned so costs are additional. LINKS view is that
investment to save sight is essential. VOS highlighted the need to stress
the importance of diabetes management.

TA275 — Apixaban for preventing stroke and systemic embolism in
people with nonvalvular atrial fibriliation There is no costing tool for
this item but the costs are approximately £800 p.p. per year. We have
quite a few patients with this condition. The Committee discussed the
summary information in comparison to other drugs, and the implications
listed. RR agreed to look at costs and bring back to next meeting. The
numbers currently swapping to this drug are low, and it is estimated could
apply to 1 in 20 of those aged 65 years+. When compared to other drugs,
it presented less stroke risk, less embolism and less bleeding. ML
highlighted the need for the same patient information regarding bleeding
on the leaflets.

RR
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7) NICE Interventional Procedure Guidance (IPG)

a)
b)

c)
d)
e)

f)

IPG440 - Ultrasound-guided foam sclerotherapy for varicose veins
IPG441 — Irreversible electroporation for treating primary lung
cancer and metastases in the lung

IPG442 - Irreversible electroporation for treating pancreatic cancer
IPG443 - Irreversible electroporation for treating renal cancer
IPG444 — Irreversible electroporation for treating primary liver
cancer

IPG445 - Irreversible electroporation for treating liver metastases
The Committee discussed the IPGs as a whole, and agreed that Where
NICE state ‘Normal’ and SFT are not already performing the procedure,
an outline business case is required

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

Where NICE state ‘do not use’, SFT should not be performing the VOS
procedure under any circumstances
The Committee agreed that our policy needs to contain an explicit
statement about what we will and will not commission. VOS will pick this
up with MC, to ensure clearer statement. Red = all except normal, Amber
= normal business case.
8) NICE Medical Technology Guidance (MTG)
None this month
9) NICE Public Health Guidance and other guidance AD

CPC Minutes March 2013
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a)
b)

PHB7 Behaviour Change
PHB8 Walking and cycling

AD will share through health and well-being board process

10)Business Cases

None this month

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

a)

None this month

12)New/Amendments to Local Policy Statement (LPS)

a)

b)

Policy on approval to prescribe from NHS Stockport Black and Grey
list VOS presented the reworded policy as discussed at the previous
meeting. If the Committee are happy with the rewording, we will adopt it
as policy. The Committee agreed with the wording. VOS will ask Liz
Bailey to put it on the website.

CCG EUR Policies VOS presented this document which has been
produced to provide clarity around our policies, in one easy reference
document. The Committee agreed to sort them alphabetically, and
include item numbers and page numbers for ease. It was also agreed to
adopt GMMG recommendations within 3 months unless there is a
concern. Policy review dates and weblinks to also be included for ease
and to enable monitoring. VOS will include a weblink in the document to
GMMG for GPs to refer to. GMMG have a new therapy sub group who do

VOS/ LB

VOS
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development work. The Committee does not have a representative on
this group at the moment. ML is not aware of a patient member. Dr
Heather Proctor is a member of the GMMMG and the Committee is
happy that this membership will help provide assurances. There is a gap
in patient representation at the main GM committee but this is being
advertised across the area.

13) Equality Impact Assessment for Local Policies The Group reviewed the
following policies against the EIA.

a) Policy on approval to prescribe from NHS Stockport Black and Grey
list The Group concluded that this policy did not adversely affect any one
vulnerable group.

b) CCG EUR Policies The Group concluded that this policy did not
adversely affect any one vulnerable group.

14)Clinical Pathway Changes

None this month

15) Agree new policies

None this month

16) STAMP Minutes
The Committee noted the content of the minutes and the
recommendations contained within them. The Committee discussed how

CPC Minutes March 2013
Author: Bev Saxon






NHS

Stockport

STAMP links in with other Committees. JC advised that a query had been

raised regarding how STAMP reports. VOS confirmed that STAMP is a
subcommittee of CPC. VOS highlighted the need to look at gaps in the quality
standards. VOS suggested keeping this on the agenda. AD to undertake a
baseline review and work with SJ on GP end of quality standards. AD to
review epilepsy and asthma, and bring back to CPC. Guidance is suggesting
that a specialist nurse is needed.

AD/SJ
AD

17) Agree report from CPC to The Governing Body of SCCP

e Agreed minutes from February meeting to go to April Governing Body
meeting

18)Any Other Business
e Late paper presented by RR regarding a commissioning recommendation
from GMMMT which have a big financial impact. Two issues:
- Bevasizimab
- Aflibocet — more expensive than Lucentis but there are
savings to be made in clinical time.
NICE guidance due out soon. RR will suggest a draft policy.

RR

19)Date of next meeting

24™ April 2013 9-11am

CPC Minutes March 2013
Author: Bev Saxon
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11

1.2

1.3

1.4

INTRODUCTION

In Vitro Fertilisation (IVF) is commissioned as a tertiary service within an overall
infertility pathway. A standard infertility pathway is attached for information. This
policy describes circumstances in which Stockport CCG will fund treatment for
subfertility as defined in section 3.

The objective of treatment for subfertility is to achieve a successful pregnancy
quickly and safely with the least intervention required and the delivery of a
healthy child.

The criteria set out in this policy apply irrespective of where the residents of
Stockport CCG have their treatment (local NHS hospitals, tertiary care centres or
independent sector providers. A Stockport CCG patient is defined as someone
registered with a GP practice within the Stockport CCG boundary.

This policy has drawn on guidance issued by the Department of Health, Infertility
Network UK and the revised NICE guidance (CG 156) published in February
2013

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/
dh_101068.pdf

http://www.infertilitynetworkuk.com/uploadedFiles/Standardising%20Access%?20Criteria
%20t0%20NHS%20Fertility%20Treatment%2009%2006%2009.doc

http://guidance.nice.org.uk/CG156 (summary guidance)

http://www.nice.org.uk/nicemedia/live/14078/62770/62770.pdf (full guidance)

2.1

2.2

Draft Policy for Approval at the Governing Body, April 2013
Drafted by Dr V.O-S on behalf of the Clinical Policy Committee

GENERAL PRINCIPLES

Stockport CCG will fund investigations and treatment for subfertility as set out in
the National Institute for Health and Clinical Excellence (NICE) clinical guideline
(link above).

The eligibility criteria set out below do not apply to clinical investigations for
subfertility, which are available to anyone with a fertility problem.
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2.4

3.1

3.2

3.3

3.4

3.5
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The eligibility criteria do not apply to the use of assisted conception techniques
for reasons other than subfertility, for example in families with serious inherited
diseases where IVF is used to screen out embryos carrying the disease (see
section 20) or to preserve fertility, for example for patients about to undergo
chemotherapy, radiotherapy or other invasive treatments.

Stockport CCG respects the right of patients to be treated according to the
obligations set out in the NHS Constitution and the Human Rights Act specifically
with regard to age and sex discrimination.

DEFINITION OF SUBFERTILITY, TIMING OF ACCESS TO
TREATMENT AND AGE RANGE

Fertility problems are common in the UK and it is estimated that they affect one in
seven couples. 84% of couples in the general population will conceive within one
year if they do not use contraception and have regular sexual intercourse. Of
those who do not conceive in the first year, about half will do so in the second
year (cumulative pregnancy rate 92%). In 30% of infertility cases the cause
cannot be identified.

Where a woman is of reproductive age and having regular unprotected vaginal
intercourse two to three times per week, failure to conceive within 12 months
should be taken as an indication for further assessment and possible treatment.
If the woman is aged 36 or over then such assessment should be considered
after 6 months of unprotected regular intercourse since her chances of
successful conception are lower and the window of opportunity for intervention is
less.

Women should be offered access to investigations if they have subfertility of at
least 1 year duration (6 months for women aged 36 and over) and offered IVF if
they have subfertility of at least 2 years duration (12 months for women aged 36
and over).

If, as a result of investigations, a cause for the infertility is found, the individual
should be referred for appropriate treatment without further delay.

Stockport CCG will offer access to intra-uterine insemination (IUl) or donor

insemination (DI) services where appropriate after subfertility of at least 12
months duration.
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3.6

3.7
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This policy adopts the NICE guidance that access to high level treatments
including IVF should be offered to women up to the age of 42. First treatment

cycles must be commenced before the woman’s 42nd birthday. Second

treatment cycles must be commenced before the woman’s 40™ birthday.

Women will be offered treatment provided their hormonal profile is satisfactory.
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4.1

4.2

4.3

5.1

5.2

6.1
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DEFINITION OF CHILDLESSNESS

Funding will be made available to patients who do not have a living child from
their current relationship and where either of the partners does not have a living
child from a previous relationship (i.e. one of the partners may have a child, the
other must not).

A child adopted by a patient or adopted in a previous relationship is considered to
have the same status as a biological child.

Once a patient is accepted for treatment they will no longer be eligible for

treatment (i.e. additional cycles — see section 12) if a pregnancy leading to a live
birth occurs or the patient adopts a child.

SAME SEX COUPLES AND SINGLE WOMEN

This policy is intended, as per NICE guidance, for people who have a possible
pathological problem (physical or psychological) to explain their infertility.
Stockport CCG will fund treatment for same sex couples and single women
provided there is evidence of subfertility, defined as no live birth following artificial
insemination (Al) of up to 6 cycles or proven by clinical investigation as per NICE
guidance. Al must be undertaken in a clinical setting with an initial clinical
assessment and appropriate investigations.

Stockport CCG will not fund the Al cycles referred to in 5.1 but will fund access to
a clinical consultation to discuss options for attempting conception, further
assessment and appropriate treatment.

SURROGACY

Stockport CCG will not commission any form of fertility treatment to those in
surrogacy arrangements (i.e. the use of a third party to bear a child for another
couple). This is due to the numerous legal and ethical issues involved. For this
reason NHS IVF is not available to male couples except when a pregnancy does
not occur through surrogacy after an appropriate period of time (equivalent to the
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7.1

7.2

7.3

8.1

9.1
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12 months with vaginal intercourse or 6 cycles of Al for other people). In those
circumstances the man whose sperm is being used and the surrogate partner
would be eligible to be referred for further clinical assessment and possible
treatment of any underlying condition.

REVERSAL OF STERILISATION AND TREATMENT
FOLLOWING REVERSAL

Subfertility treatment will not be provided where this is the result of a sterilisation
procedure in either partner.

The surgical reversal of either male or female sterilisation will not be funded.

Where sub fertility remains after a reversal of sterilization treatment will not be
funded.

FEMALE BODY MASS INDEX (BMI)

Women will be required to achieve a BMI of 19-30 before treatment begins.
Women outside this range can still undergo investigations and be added to the

‘watchful-waiting’ list but treatment will not commence until their BMI is within this

range. (Exceptionally a woman with a BMI above 29 may be able to demonstrate
that they are not clinically obese through use of other acceptable measures).

SMOKING

Patients must be non-smoking in order to access any fertility treatment and must
continue to be non-smoking throughout treatment. Providers should seek
evidence from referrers and confirmation from patients. Providers should also
include this undertaking on the consent form and ask patients to acknowledge
that smoking will result either in cessation of treatment or treatment costs being
applied.
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DRUGS AND ALCOHOL

Patients will be asked to give an assurance that their alcohol intake is within
Department of Health guidelines and they are not using recreational drugs. Any
evidence to the contrary will result in the cessation of treatment.

INTRA-UTERINE INSEMINATION (IUI) / DONOR
INSEMINATION (DlI)

Unstimulated intrauterine insemination is offered as a treatment option in the

following groups as an alternative to vaginal sexual intercourse;

« patients who are unable to, or would find it very difficult to, have vaginal
intercourse because of a clinically diagnosed physical disability or
psychosexual problem who are using partner or donor sperm

« patients with conditions that require specific consideration in relation to
methods of conception (for example, after sperm washing where the man is
HIV positive)

* women in same-sex relationships or single women who have no live birth
following self-funded artificial insemination (Al) of up to 6 cycles (as described
in 5.1) or proven by clinical investigation as per NICE guidance.

Patients who are receiving 1Ul who have not conceived after 6 cycles of donor or
partner insemination, despite evidence of normal ovulation, tubal patency and
semenalysis, should be offered a further 6 cycles of unstimulated intrauterine
insemination before IVF is considered.

Patients who fail to achieve a pregnancy using 1UI/DI will be considered for IVF.

IVF DEFINITION AND NUMBER OF CYCLES

A cycle is the process whereby one course of IVF (or ICSI) commences with
ovarian stimulation and is deemed to be complete when all viable fresh and
frozen embryos resulting from that stimulation have been replaced.

For women aged under 40, Stockport CCG offers 2 full cycles.

For women aged 40-42 Stockport CCG offers 1 full cycle provided:
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a. They have never previously had IVF (including privately)
b. There is no evidence of low ovarian reserve
c. There has been a discussion about the implications of IVF at this age

Access to additional cycles is not an automatic right — the outcome of any
previous cycle will be taken into account.

The number of IVF cycles commissioned is unrelated to the number of IUI/DI
cycles commissioned.

IVF success rates decline significantly after 3 cycles. In addition, NICE
recommends that we take into account the outcome of previous IVF treatment
when assessing the likely effectiveness and safety of any further IVF treatment.
Stockport CCG will therefore not fund fourth cycles unless there is clinical
exceptionality.

NUMBER OF TRANSFERRED EMBRYOS

In keeping with the Human Fertilisation and Embryology Authority’s (HFEA)

multiple birth reduction strategy patients will be counselled about the risks
associated with multiple pregnancies and advised that they will receive a single
embryo transfer (whether fresh or frozen) unless there is a clear clinical
justification for not doing so (e.g. a single top quality embryo is not available). In
any event a maximum of 2 embryos will be transferred per procedure (either
fresh or frozen).

Patients with a good prognosis should be advised that a single embryo transfer,
involving fresh followed by frozen single embryo transfers, can virtually abolish
the risk of a multiple pregnancy while maintaining a live birth rate which is the
same as that achieved by transferring 2 fresh or frozen embryos.

Stockport CCG will only contract with providers who make a public commitment
to comply with the HFEA single embryo transfer policy and can demonstrate
significant progress towards achieving the annual target set by the HFEA with
performance that is not significantly above the target.

Further information is available via the HFEA’s ‘One at a Time’ website -
http://www.oneatatime.org.uk.
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Provider multiple-pregnancy data is available via the HFEA’s website -
http://lwww.hfea.gov.uk/6195.html

CANCELLED AND ABANDONED CYCLES

A cancelled cycle is defined by NICE as ‘egg collection not undertaken’. Where

IVF is charged by providers as an ‘all-in’ price a cancelled cycle should not be
charged.

An abandoned cycle is not defined by NICE but is defined by this policy as
including treatment leading to a failed embryo transfer. Where IVF is charged by

providers as an ‘all-in’ price abandoned cycles will be charged at two-thirds of the
local tariff price and will be counted against the number of commissioned cycles.

HANDLING OF EXISTING FROZEN EMBRYOS FROM
PREVIOUSLY FUNDED CYCLES

All stored and viable embryos should be replaced before a new cycle
commences. This includes embryos stored by private providers.

SPERM RETRIEVAL

Other than exceptional cases, couples will have to self-fund sperm retrieval (for
the treatment of male related fertility problems) for a privately funded cycle.

OVUM / EMBRYO DONATION

NHS funding will be available for women with premature menopause, defined as
amenenorrhea of at least 12 months duration with a hormonal profile in the
menopausal range, under the age of 42. The cause may be spontaneous, or as
a result of other morbidity, or congenital abnormality or iatrogenic.
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NHS funding would not normally be available for women outside these groups
who do not respond to follicular stimulation.

EGG SHARING / DONATION AND SPERM DONATION

NHS funding will be available for women requiring donated eggs/sperm. Due to a
reduction in the availability of donated eggs and sperm this may result in couples
having to wait. Due consideration will be given to those couples who would
consequently be at risk of falling outside the age criteria.

Egg sharing/ donation for any ‘commercial’ consideration (i.e. purchase of
additional entitlements) will not be approved.

Egg and sperm donations will be sourced by providers and charged separately

EMBRYO AND SPERM STORAGE

Embryo and sperm storage will be funded for patients who are undergoing NHS
fertility treatment. Storage will be funded for a maximum of 3 years or until 6
months post successful live birth, whichever is the shorter.

Stockport CCG will not separately fund access to and the use of frozen embryos

remaining after a live birth. Couples may be charged separately for the use of
these embryos by different service providers.

PRE - IMPLANTATION GENETIC DIAGNOSIS

This is subject to a separate policy.

All applications must be made to Stockport CCG for approval and must be for
conditions listed by the Human Fertilisation and Embryology Authority
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21. ANTI - VIRAL TRANSMISSION (e.g. HIV and HepC)

21.1 This is subject to separate guidance issued by the Greater Manchester Sexual
Health Network

22. CRYO - PRESERVATION

22.1 Early-menopausal women under the age of 42, and men and women with cancer
or other illnesses which may impact on fertility may access tertiary care services
to discuss fertility preservation (egg, embryo or sperm storage). The eligibility
criteria set out in this policy do not apply to cryo-preservation but do apply to the
use of the stored material

22. GENERIC INFERTILITY PATHWAY

Draft Policy for Approval at the Governing Body, April 2013
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Primary Care Phase Patients/Couple present with infertility problems

[1] GP Assessment and Advice
GP to inform patient of access criteria for NHS funded assisted conception.

4

[2] Investigations and tests completed as necessary.
(Refer to proforma on page 8 of this document).

4

[3] Refer for advice

[3a] CHOICE POINT

Secondary Care Phase

I Referral received — accepted/rejected Rejected —
back to GP
\J
I [4] First out-patient appointment — both partners should attend
Y
I Additional investigations/Laparoscopy/HSG/repeat sperm tests
Y
I Follow up appointment
¥ 4 . 5
| Endometriosis | | TubaI‘J | MaleFactor | | Ovulation Unexplained POF*
Further investigations ™ Clomifene or
Tamoxifen
*POF = Primary Ovarian Failure l T

[51 CHOICE POINT PCT /SCG funding criteria apply
L

Tertiary Phase -
Intrauterine

Insemination

Donor

IVFICS!

Insemination

ry
-

']
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Monitoring 2012-13 Commissioner Performance

Board Report - Key Performance Indicators
Board Date: May 2013
Monitoring Date: March 2013

Performance Ratings - Forecast Outturn

KPIs forecast as "Red"

[Ref Description Report Status Category
HAH lin 5 ime i
S Mea::::as e 0 8 PHQ23 L= TOI;:L:LTn?J:tthe L= Percentage of patients who spent 4 hours or less in A&E Turnaround
Other Operating 9 15 SQUO6 02 TIA % at high risk of Stroke who experience a TIA and are assessed and Turnaround
Framework - treated within 24 hours
Previous Standards 1 3 PHQO2 Ambulance - Category A 19 Minute | % Category A incidents, which resulted in a vehicle arriving within R
Maintained Time 19 minutes of the request
PHQ13 Mental Health - Improved access to | The proportion of people who complete treatment who are moving R
psychological services to recovery.
PHQ26 MSA breaches Number of mixed-sex accommodation breaches. Performance
Patient Experience of hospital care, as reported by patients in
PHQ18 Patient experience of hospital care responses to the Care Quality Commission Inpatient Survey (For Performance
SFT)
Performance Ratl ngS _ In Month PH927 HCAI - MRSA Number of Meticillin Resistant Stapl}ylococcus aureus (MRSA) R
5.2.i bacteraemia
HAH lin % of people eligible for the programme who have been offered an
S eadline 0 7 PHQ31 Coverage of NHS Health Checks NHS Health Check Performance
Measures (SQU27)
PHQ31 Coverage of NHS Health Checks % of people eligible for the programme who have received a NHS P
Health Check.
cce Choice - Use of Choose and Book Percentage of GP referrals to first outpatient services booked using R
Choose and Book (CAB)
Emergency admissions for acute Rate of emergency admissions acute conditions (ear/nose/throat Activity &
PHQ17 3a conditions not usually requiring infections, kidney/urinary tract infections, heart failure) usually Refor¥n
hospital admisson managed in primary care
PHS09 First outpatient attendances following | First outpatient attendances (consultant-led) following GP referral Activity &
GP referral in G&A specialties Reform
PHS10 First outpatient attendances First outpatient attendances (consultant-led) in G&A specialties A;g:;?:n&
PHS12 Number of A&E attendances Number of attendances at Type 1 A&E departments A;g:;?:n&
PHS14 Diagnostic Activity — Endoscopy Number of diagnostic endoscopy test/procedures LT L
based tests Reform
VSC26 Alcohol related harm Rate of Emergency Hospital Admissions for alcohol related harm (in Activity &
40% most deprived population) Reform
PHS16 Numbers waiting on an Incomplete | Number of incomplete Referral to Treatment (RTT) pathways at the Activity &
RTT pathway end of the period Reform
||PHSOS Non elective FFCEs Non-elective FFCEs in general & acute (G&A) specialties A;g:;:}r’n&
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||PHSO7 | GP Written Referrals to Hospital Written referrals from GPs for a first outpatient appointment in G&A Activity & H

specialties Reform
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NHS Stockport Clinical Commissioning Group

Monitoring 2012/13 P

errormance

Board Report - Key Performance Indicators

No.

Board Date: May 2013
Monitoring Date: March 2013 RAG Status
Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTDF(‘:Z;“MV Current [FOT
NHS Operating Framework Preventing people from dying prematurely -
Ambulance - Category % Category A incidents, which resulted in an o o o o o o o o o o o o o
A8 Minuts Foaronso. |emorgoney rosnanse auiving witin & minutes. |SHA [l | 75% | @ 76.7% |® 75.4% (@ 79.6% (@ 78.7% (@ 78.6% @ 75.6% |& 74.6% (& 73.2%|® 69.7% (@ 75.1% | & 70.9% |$72.7%|® 75.1% | |@
Ambulance - Category |% Category A incidents, which resulted in a vehicle
A 19 Mmoo Trmo - |asriving it 16 mimutes of the requast CCG |actal | 95% | 94.6% |& 93.8% @ 95.7% |@ 95.6% |@ 96.3% |& 94.5% |& 93.8% |& 94.5%|® 94.2% |@ 95.6% | 94.1% [P 94.0%|® 94.7% [ |
% patients receiving first definitive treatment for
cancer within 62-days of an urgent GP referral for [SHA |actal | 85% |@ 86.0% |@ 85.5% |@ 90.9% |@ 86.4% |@ 87.3% |® 94.3% (@ 96.0% |@ 90.2% |@ 93.5% |® 85.5% |® 94.4% ®893% | |@
suspected cancer
Gancer 62 Day Waits % patients receiving first definitive treatment for
v cancer within 62-days of referral from an NHS CCG |Actual | 90% |@ 100.0% [@ 100.0% [& 83.3% |@ 100.0% |¥ 75.0% |@ 100.0% |@ 100.0% |@ 100.0%|@ 100.0%|@ 100.0% |@ 100.0% @ 96.2% o O
(aggregate measure) Cancer Screening Service
|Cancer Screening Ser
% patients receiving first definitive treatment for
cancer within 62-days of a consultant decisionto  |[CCG |Actual | 85% |@ 100.0% |@ 100.0% |@ 88.9% |@ 100.0% | 66.7% |& 40.0% |[& 63.6% |@100.0%|P 33.3% |& 80.0% |@ 90.0% & 82.8% 0
upgrade their priority status
% patients receiving first definitive treatment within o, o, o o o, o o o, o, o o, o,
e T et CCG |acwal | 96% |@ 98.3% |@ 100.0% |@ 99.1% |@ 100.0% |@ 99.2% @ 99.0% |@ 98.1% |@ 97.3% |®100.0%|® 98.5% |@ 100.0% @ %9% @ |@
% patients receiving subsequent treatment for o o o o o
ot Wi 3 1-cays whers hoatment i surgery |CCG [Aetal | 94% [ 93.3% |@ 100.0% (@ 100.0% | 100.0% (@ 95.0% @ 100.0% (@ 95.7% | 100.0%|® 100.0%|® 100.0% @ 100.0% @ 986% |@D @
Cancer waits - 31 days|% patients receiving subsequent treatment for
cancer within 31-days where that treatmentis an  |CCG |Actual | 98% (@ 100.0% |@ 100.0% |@ 100.0% |@ 100.0% (& 96.4% |@ 100.0% (@ 100.0% |@ 100.0%|@ 100.0%|@ 100.0% |@ 100.0% @ 99.6% o O
Anti-Cancer Drug Regime
% patients receiving subsequent treatment for
cancer within 31-days where that treatmentisa  |CCG |Actual | 94% (@ 100.0% |@ 100.0% |@ 100.0% |@ 100.0% (@ 100.0% |@ 100.0% (@ 100.0% |@ 100.0%|@ 100.0%|@ 100.0% |@ 100.0% @ 100.0% o O
Radiotherapy Treatment Course
NHS Operating Framework Enhancing quality of life for people with long term conditions
Mental Health - Early |Number of new cases of psychosis served by early Plan 46 1 3 5 3 3 4 4 4 4 5 5 5 O O
Intervention in intervention teams CCG @ 338
Psychosis Actual ® 0 @ 3 @ 9 @ ¢4 @ 3 & 3 @ 6 @ 1 | 0 @ 4 |© 4 @ 8
g:g;?&tiiam;ngriss Number of Home Treatment Episodes cCcG Plan 562 47 47 47 47 47 47 47 47 47 47 47 47 @ 482 O O
Treatment Actual ® 37 | 39 | 43 @ 66 (@ 44 & 35 |@ 54 |® 54 |@ 48 @ 51 | 43 @ 64 ’
Mental Health - Care |Percentage of patients on Care Programme
Programme Approach |Approach discharged from inpatient care followed [CCG |actual | 95% |@ 100.0% |@ 91.7% |@ 100.0% [@ 90.9% |@ 100.0% @ 100.0% |@ 100.0% |@ 100.0% | 93.8% |@ 100.0% |@ 100.0% & 91.7% |@ 97.3% |<» |D
(CPA) up within 7 days
Percentage of people who have depression and/or Plan 7.9% 1.6% 1.8% 2.1% 2.4%
anxiety disorders who receive psychological CCG @ 2.08% Q O
:\rllnepr;ﬁl:ie:g:e-ss to therapies (SQU16) Actual @ 17% @ 20% © 24% @ 23%
psychological services |The proportion of people who complete treatment cCcG Plan 45.2% 44.9% 45.1% 45.3% 45.4% & 43.3% Q 0
’ .3%
Who are moving to recovery. Actual & 40.5% & 44.6% P 44.2% P 43.7%
People with' '.‘0”9 ] N Plan Survey results for July11- 69.69% Survey results Jan12-Sept12  All 69.0%
Term Conditions % of people with a long-term condition who are March12 All English PCTs e English PCTs e
feeling independent  |supported by health and social care services to CCG @ 70.4% O O
and in control of their |manage their condition (SQU28) Actual Survey results for July11- | 70.2% Survey results Jan12-Sept12 | . 70.4%
condition March12 Stockport PCT — ’ Stockport PCT — ’
Emergency Spells
chronic ambulatory Emergency admissions for chronic ambulatory cCcG Plan 2188 182 182 182 182 182 182 182 182 182 182 182 182 & 195 O
e e oy | Serstive condions in people aged over 18 Acta @ 207 (& 216 (@ 168 (@ 182 |@ 170 (@ 166 |[& 224 |& 196 |& 228 (& 221 (@ 1es
Unpllanr?ed. Rate of emergency admissions episodes in people Plan 318 27 27 27 27 27 27 27 27 27 27 27 27
hospitalisation for . "
asthma. diabetes and under 19 for asthma, diabetes or epilepsy per CCG <@ 27 O
epilepsy in under 19s 100,000 population Actual ® 29 @ 25 @ 283 |©@ 24 |©@ 14 |& 37 | 36 |& 42 @ 19 [& 28 @ 20
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No. |Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTDé:I‘:;nth Current [FOT
NHS Operating Framework Helping people to recover from episodes of ill health or following injury

Emergency . .

admissions for acute | 12t of emergency admissions of persons with |GGG |Plan | 3884 324 324 324 324 324 324 324 324 324 324 324 324
" acute conditions (ear/nose/throat infections,

conditions not usually |°. A S : & 355 Q Q
iring hospital kidney/urinary tract infections, heart failure) usually

;edqr::ggogn managed in primary care Actual O 365 0 380 O 359 0 353 O 398 O 298 O 364 0 361 O 363 0 340 O 319

NHS Operating Framework Ensuring that people have a positive experience of care

Patient Experience of hospital care, as reported by CCG (Plan 76.1

patients in responses to the Care Quality
Commission Inpatient Survey (For SFT) Actual 73.5

Patient experience of
hospital care

~
w
(4]

@ oo 0 0COO O 0| @

Percentage of admitted pathways within 18 weeks
for admitted patients whose clocks stopped during [SHA [Actual | 90.0% |@ 93.6% @ 93.2% (@ 92.7% |@ 93.4% |@ 93.0% |@ 93.0% |@ 92.9% |@ 94.3% |@ 93.2% |@ 93.8% |@ 92.4% @ 92.3%|® 93.2%
the period on an adjusted basis

Referral to Treatment |Percentage of non-admitted pathways within 18

Pathways weeks for non-admitted patients whose clocks SHA |Actual | 95.0% |@ 97.4% @ 97.0% |@ 97.5% |@ 97.1% (@ 97.0% |@ 96.3% |@ 96.6% |@ 96.5% |@ 97.0% |@ 96.6% |@ 97.1% |@ 97.3%|® 96.9%

stopped during the period

Percentage of incomplete pathways within 18

weeks for patients on incomplete pathways atthe [SHA |Actual | 92.0% (@ 94.8% |@ 94.9% |@ 95.0% |@ 94.4% |@ 94.5% (@ 94.8% |@ 95.6% |@ 95.7% |@ 95.7% |@ 95.3% |@ 96.1% |@ 96.2%|@ 95.2%

end of the period

Percentage of patients waiting 6 weeks or more for

a diagnostic test.

B‘;’;;;:\Tjn't” e ASE |Percentage of patients who spent 4 hOUrs or1eS Isua |acual | 95% |9 94.1% |@ 94.3% |& 92.4% (@ 95.2% |& 89.2% (@ 96.9% & 91.1% |9 93.3% | 86.4% | 81.6% | 84.3% | 84.2%| P 90.2%

Percentage of patients seen within two weeks of cCcG ®

an urgent GP referral for suspected cancer

Cancer 2 Week Waits [Percentage of patients seen within two weeks of

an urgent referral for breast symptoms where CCG |Actual | 93% |& 90.6% (@ 98.3% |P 92.4% |@ 97.3% (@ 98.2% |& 92.1% |@ 99.2% |@ 95.8% |@100.0%|@ 95.0% |@ 95.3% @ 95.8%
@

Diagnostic Waits SHA [Acual | 1.0% |@0.76% |@0.12% |@0.50% |@0.32% |@0.34% |@0.22% |@0.38% |@0.28% |@0.70% |@0.50% |@0.19% |@0.20% |@ 0.38%

Acual | 93% |@ 96.4% |@ 97.3% |@ 96.4% |@ 96.2% |@ 97.5% 94.0% |@ 96.2% | 96.0% |@ 95.2% |@ 95.7% |® 95.5% D 96.0%

cancer is not initially suspected
MSA breaches Number of mixed-sex accommodation breaches. [SHA |Actual 0o & 1 @ o0 @ o0 @ o @ o

o | o | 1 [® 0o & 1 [@® 0o @ 0 |© 03

NHS Operating Framework Treating and caring for people in a safe environment and protecting them from avoidable harm

Number of Meticillin Resistant Staphylococcus Plan 5 1 0 1 0 0 1 0 1 0 1 0 0
HCAI - MRSA ) .
aureus (MRSA) bacteraemia cea Actual ¢ 1 @ o |~ 0 |@ o | 1 | 2 | 1 A0 @ 1 |A 0 |A o0 @ 055
dium difficile infecti Pl 12
HCAI- CDI N:tri'r;:?sr;)fSéo:tgrd#zwr:lfﬂcne infections (CDIs), for(g,,, |71 8 12 12 12 12 10 10 10 10 10 10 10 10 @ 94
P 9 Actual @ 10 @ 7 @ 9 [ 18 | 16 @ 9 @ 10 @ 8 @ 9 @ 7 @ s @ 4
VTE Risk assessment | - 2Jult inpatients who have had a VTE risk SHA |ncual | 90% |@ 95% (@ 94% |@ 94% |® 95% |@ 94% (@ 94% |@ 94% |@ 94% @ 94% |® 96% |® 94% @ 94%

assessment on admission to hospital

& o0 © O0pgo O 00O 0 O

Number of 4-week smoking quitters that have Plan 1942 462 406 413 661

Smoking Quitters attended NHS Stop Smoking Services CCG & 408 AN
Actual & 439 @ 414 & 371

% of people eligible for the programme who have Plan | 20.2% 5.06% 5.06% 5.1% 5.1%

been offered an NHS Health Check CCG @ 4.51% 0
Coverage of NHS (sQu27) Actual $4.38% @ 4.55% D 4.34% D 4.76%
Health Checks

% of people eligible for the programme who have cca Plan | 13.9% 3.43% 3.44% 3.5% 3.51% & 3.28%

received a NHS Health Check. Actual P 3.26% & 3.15% D 3.10% @ 3.63% e
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No. |Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTDF%:;“MV Current [FOT
) Non-elective FFCEs in general & acute (G&A) Plan 35765 2924 2948 2891 3036 2762 2859 3056 3018 3112 3047 2809 3303
Non elective FFCEs A CCG 0
specialties Actual & 2960 [O 3327 | 29820 3338[P 31220 2977 (¥ 3278 [0 3333 |P 3221|P 3,165 [P 3,046 3,159
GP Written Referrals  |Written referrals from GPs for a first outpatient Plan 65203 5487 5382 5764 5781 5068 5657 5439 5287 4643 5142 5390 6163
P CCG @
to Hospital appointment in G&A specialties Actual 5,528 | 6417 |9 55220 6320(P 5636 [Q 5650 [P 6700 (@ 5201 | 4904 P 6,067 [ 5631 @ 5938 5,793
?tl’;er ftefetffa|f fora Referrals other than from a GP for a first outpatient cca Plan 45094 3743 3688 3969 3885 3415 3793 3883 3558 3529 3767 3583 4281 O
irst outpatien . N o
appointment appointment in G&A specialties Actual @ 3152[@ 3510(@ 2912/@ 3521 (@ 3249/@ 3060(@ 3595(@ 3,170 |@ 2,949|® 3708 (@ 3,193 |@ 3494 | 329
First outpatient : ; g Plan 55203 4409 4342 4960 4943 4238 4953 4853 4715 4249 4224 4371 4946
First outpatient attendances (consultant-led)
attendances following following GP referral in GEA ali CCG 4932 Q
GP referral oflowing G referral in G&A speciallies Actual D 4282|0  5228|0 4436 (O 5172|O0  4970|@ 4850 (& 5890 (& 5485 | 4352 (O 5056 |P 4,534
First outpatient First outpatient attendances (consultant-led) in cCG Plan 89620 7331 7112 8014 8009 6901 7999 7740 7602 6864 6998 7087 7963 > Q
attendances G&A specialties Actual O 6971 [@ 8542|0  7,133]® 8,376 | 8,155|0 7,948 (% 9301[©® 8,887 [P 7,034[® 8535[Q 7,535 8,038
Elective FFCEs Number of G&A elective admissions Finished First cCG Plan 41900 3444 3280 3540 3780 3185 3594 3695 3645 3199 3241 3380 3917 & 3523 Q
Consultant Episodes (FFCEs) Actual © 3257 [© 3838 |[© 3262 [© 3666 |[& 3454 |© 3313 [& 3883 [& 3874 |© 3121 [©& 3581 [& 3506
Number of A&E Number of attendances at Type 1 A&E cCcG Plan 92707 7826 8177 7881 8023 7490 7622 7848 7443 7487 7421 7092 8396 8062 Q
attendances departments Actual © 7653 |[© 8470 [©& 7918 [© 8491 [& 7974 [© 7973 |& 7987 [© 7702 |& 7642 [© 7717 |[© 7102
Diagnostic Activity — Plan 9950 789 794 832 907 813 874 887 865 740 7 798 880
Endoscopy based Number of diagnostic endoscopy test/procedures [CCG Q 915 O
tests Actual & 935 (& 1021 |[@ 793 |& 960 |& 893 |& 879 | 1013 |[& 950 |& 823 [& 973 | 878 |@ 866
Diagnostic Activity — I " ~ Plan 89395 6467 7024 7245 7552 6770 7453 7825 7814 7388 7474 7623 8760 .
Non-Endoscopy based {\lutr?bero:jdlagnostlc non-endoscopy cCcG @ 7204 O
tests estprocedures Aotual & 6547 [ 7741 |@ 566 (& 7589 (& 7317 |@ 7287 |& 7937 |@ 6577 |@ 6616 [ 7893 (@ 7175 —
Numbers waiting on an |Number of incomplete Referral to Treatment (RTT)
RO et A CCG |ncual | 17854 |@ 17726 (@ 18245 |® 18943 |® 19408 | 19914 |® 19826 | 19537 | 18802 | 18986 (& 18481 | 18969 |& 19559 [@ 19033 | |
- - Plan 52.2 52.7 53.1 53.6 54.0 54.5 54.9 55.4 55.8 56.3 56.7 57.3
Health Visitor Numb: Number of health visit FTE,
aln Vitior Numbers [Number of heali vistors (7TE) CCC [ % 516 [0 516 [0 55 [0 516 [0 516 [0 516 [0 54 & 52 @ s6 @ 56 @ ses @ ss” o | @ @
NHS Operating Framework REFORM
Commissioning Percentage of general practice lists reviewed and Plan N
cca development (PHF06)  |['cleaned CcG Actual FANETAN
e (S:hoice-BcLokin?\‘sto , gerierct;g;; of bookings mhadeﬂ;]rough Choc;seand cca Plan 80% 81% 82% 83% 84% 85% 86% 87% 88% 89% 90% 90% ® a0 0
ervices where Name 00l ) to services where there was at least one Y
Consultant Available  [named clinician listed on the system Actual O 76% & 80% |@ 84% (@ 8% (@ 87% |@ 89% |@ 88% |® 88% |@ 88% (¥ 87% |& 87% |V 87% °
Choice - Use of Choose |Percentage of GP referrals to first outpatient services
CCG | d Book booked using Choose and Book (CAB) CCG [Actual | 90% | 55% [@ 53% |[@ 54% |& 52% |® 57% |& 52% |® 55% |& 60% |[& 53% |[& 55% |& 52% |[& 50% & 54% 0
Choice - Use of the Percentage of GP referrals to first outpatient services
CCG  |ide booked using Choose and Book with non-NHS|CCG |Actual | 6.5% 63% |@ 7.0% |@ 71% [& 6.3% 6.7% 8.8% 6.5% |@ 7.1% |@ 7.0% |¥ 6.3% & 58% | 5.7% |@ 6.7% 0
pendent sector providers
Information to patients in |Percentage of patient population able to access their Plan
CCG  |General Practice GP medical records electronically and have registered |CCG
(PHF10) to do so. Actual
OTHER INDICATORS (2011/12 Op! ing Framework)
St e o e sy . leact90% o1 other|acual | 80% (@ 86.2% |@ 91.4% (@ 81.3% (@ 93.0% |® 83.3% |® 87.5% |@ 86.0% | 81.6% @ 89.7%| & 79.5% |® 82.4% |@83.8%|® 855% | ()
Stroke indicator S — -
ek e oroye o oxperionce a TANI21® | Other|actal | 60% @ 9.1% [@ 10.0% |® 10.0% |@ 20.8% |® 10.5% [& 25.0% |& 23.8% | 13.6% |® 26.3% [ 5.6% |& 10.0% [®23.5%|® 15.7% |
SRS10_|Delayed Transfers of Number of delayed transfer of care for acute adult oth Plan 187 15.6 15.6 15.6 15.6 15.6 15.6 15.6 15.6 15.6 15.6 15.6 15.6 @ 12 O
01 |Care - Acute patients (aged 18+) er Actual <& 16 @ 19 @ 13 |@® 15 @ 11 @ 5 @ 8 @ 10 [@ 9 @ 10
% who have seen a midwife/maternity healthcare
SQU12 |Maternity 12 weeks professional, for health/social care assessment of Other|Actual | 90% < 88.9% @ 90.6% < 89.7% @ 92% |@ 90.3% O O
needs, risks and choices by 12wks 6days of pregnancy.
$QUO2 |End of Life Care e s o g ome (o Care Homes) - other acuar | 36.1% |@ 38.1% |@ 38.3% |@ 39.2% |@ 38.6% |@ 38.8% |@ 39.2% |@ 39.8% | 40.2%|® 40.3%|@ 40.1% |@ 40.0% ®303% | O
Rate of Emergency Hospital Admissions for alcohol Plan 1957 169 159 173 172 157 172 156 174 153 167 156 150
REE25](Alcohol related harm related harm (in 40% most deprived population) Other Actual @ 167 |@® 187 |@ 163 [ 189 |& 161 @ 178 |[© 165 |@ 156 |@ 154 |@ 153 & 167 0 Q
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APOLOGIES
Lay Member (Chair)

Clinical Director for Service Transformation
Locality Chair: Stepping Hill and Victoria





87/13 APOLOGIES

Apologies were received from J Crombleholme, J Idoo and H Procter.

88/13 DECLARATIONS OF INTEREST

The vice-chair invited the members of the Governing Body to declare their
interests.

K Richardson declared her transfer of employment to the Greater Manchester
Commissioning Support Unit from 1 April 2013 as part of the new NHS reforms.

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

89/13 MINUTES OF THE MEETING OF THE NHS STOCKPORT CLINICAL
COMMISSIONING GROUP GOVERNING BODY OF 13 AND 27 MARCH 2013

It was agreed that the minutes of the meeting of the NHS Stockport Clinical
Commissioning Group Governing Body held on 13 March 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 Heatons and Tame
Valley Locality Council Committee met on 20 February 2013 and discussed
indicators for the primary care framework and reviewed progress against the
general practice targets, including diabetes. At its next meeting on 24 April the
committee will be considering the minor eye conditions pathway.’

64/13: should read ‘The process for accessing pinnaplasty has been changed for
the photographic review to happen at the time of triage.’

It was agreed that the minutes of the meeting of the NHS Stockport Clinical
Commissioning Group Governing Body held on 27 March 2013 be accepted as a
correct record of the meeting.

90/13 ACTIONS ARISING
The members reviewed the outstanding items.

021112: For the Quality and Provider Management Committee to review the TIA
pathway: M Chidgey informed the members that this is on today’s agenda within
the Quality Report and therefore this item can be removed from the list

010113: To provide an update on closer working by the local authority and CCG
safeguarding teams: T Dafter informed the members that this matter is in hand and
he will present a report to the Governing Body in May
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040213: To distribute to members the process for managing those items which
have a conflict of interest: T Ryley informed the members that this is included on
this meeting’s agenda within the Audit Committee minutes and therefore this item
can be removed from the list. He added that the Department of Health has since
issued their guidance on this matter

050213: To revise the format to include trends and movement of risk ratings: T
Ryley informed the members that these have been added to the Board Assurance
Framework and therefore this item can be removed from the list. He added that
there is further work to be carried out due to the CCG being a new organisation

060213: To respond to LINK regarding opportunistic dementia screening: T Stokes
informed the members that he is happy with the response he has received and
therefore this item can be removed from the list

010313: To share the patient story with the Boards of NHS Greater Manchester
and St Mary’s Hospital, and to thank the couple involved: R Gill informed the
members that the patient story has been shared and therefore this item can be
removed from the list. It was noted that patients who supply their stories are
always thanked on behalf of the CCG

020313: To review the CCG’s Whistleblowing policy to provide assurance that it is
fit for purpose: T Ryley informed the members that this item is not due until 8 May
2013 and therefore will remain on the list

030313: To include weekend mortality in the Performance Report: M Chidgey
informed the members that this is included on today’s agenda within the
Performance Report and therefore this item can be removed from the list

040313: To provide an update on CSU products: G Mullins informed the members
that a formal report will need to be presented to the Governing Body at a future
date and therefore the due date for this item will need to be amended

050313: To report back following the consultation on IVF eligibility criteria: V
Owen-Smith informed the members that this item was not due until 8 May 2013
and therefore will remain on the list.

The Governing Body noted the updates.

91/13 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.

10:18 J MORRIS JOINED THE MEETING





92/13 PATIENT STORY

The Governing Body watched a video of a carer who outlined her story concerning
the end of life care for her husband. This was a positive story about Stockport
palliative care services provided in the community. It also identified areas for
improvement, particularly the treatment of patients’ mental and emotional needs.

T Stokes stated that from previous work undertaken it had been found that if the
mental health needs of the patient are addressed this can help to improve the
patient’s physical outcomes.

A Johnson stated that he felt that the problems experienced may stem from the
fact that we do not commission directly from The Christie. He added that The
Christie deals well with mental health issues in the out-patient setting but that we
have no detail on how this is managed in the in-patient setting.

R Gill voiced his opinion that it is good to see that the Community Health Team are
working well and view the patients’ wellbeing in totality. He felt that the service will
improve further through the ongoing work around palliative care and by the
improvements being made to the access of diagnostics.

C Briggs felt that it is important to note that the decision of when to stop hospital
care is also relevant in other clinical areas. A Johnson reported that, at the recent
two-day cancer summit, it had been acknowledged by clinicians that consultants
were not trained to stop hospital care. M Ryan added that paediatrics is much like
this with regards to end of life care and the difficulty in withdrawing treatment.

J Pantall felt that within palliative care there should be a push for a wider approach
to wellbeing, even if this is not evidence-based.

G Mullins felt that the points from the patient story around the provision of
equipment were important and reported that work with the local authority around
respite care is taking place.

T Ryley reported that our provider is looking to extend the seven day palliative care
team and their strategy is to build on primary care.

The members agreed that the issues regarding respite care need to be revisited at
a future meeting.

A Patel asked if the patient story could be shared with the provider. V Mehta also
asked if this could be shared with the teams which provided care to the patient and
carer to share the positive messages.

The Governing Body noted the patient story and asked that the carer be thanked
for sharing her experiences with the CCG, and recommended that the patient
story be shared with the providers of care dependent upon permission being given
by the carer.





93/13 QUALITY REPORT

M Chidgey introduced to the members J Morris, Director of Nursing at Stockport
NHS Foundation Trust.

M Chidgey presented the monthly Quality Report and provided an update on the
following key issues:

- The CCG is compliant with the requirements set out in the Winterbourne
View report. A report presented to the Quality and Provider Management
Committee regarding Stockport’s performance against the 2012/13 Self-
Assessment Framework highlighted a significant number of areas for
improvement. Work is progressing jointly with the CCG and local authority
to produce an action plan for improvement

- There remains a concern around Stockport NHS Foundation Trust’s
(SNHSFT) training programme for adult safeguarding and the recording of
staff compliance

- The CCG quality lead is developing a proposal for an early warning system.
A sub-group of the Quality and Provider Management Committee has been
tasked with developing the system further

- Further communication has been sent to GP practices regarding the TIA
pathway about referring TIA patients for treatment within 24 hours.
Processes with other localities will be reviewed to help improve performance
against the 65% national target

- The CCG and SNHSFT are due to meet to identify any recommendations
from the Francis report which can be addressed jointly

- There have been eight serious incidents reported in Quarter 4. Of particular
concern is that five of these were cases where Clostridium Difficile was
named on either part 1 or part 2 of the death certificate. The remaining three
serious incidents related to the death of a child, a grade 4 pressure ulcer,
and a safeguarding vulnerable adult incident. Investigations are being
undertaken

- A number of significant safeguarding concerns have been raised with regard
to residents in a local care home. The home is currently closed to new
admissions and all residents have been risk assessed and will continue to
be monitored closely

- Based on Quarter 3 figures and future forecasting the CCG and SNHSFT
are expecting that 73% of the CQUIN scheme will be achieved by the end of
March

- A hospital walkaround took place on Tuesday 26 February. Overall
impressions of the areas seen and staff approached was positive and
patients reported that their care had been good. There were concerns
around some specific themes which are outlined within the attached report

- The Key Performance Indicator (KPI) schedules and CQUIN schedules for
SNHSFT Acute, SNHSFT Community and BMI:The Alexandra have now
been agreed

- The NHS 111 service has been deferred due to the incident with the launch
in March. The CCG has entered into negotiations with Mastercall for them to
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continue to provide call handling for a three month period whilst assurances
on the ability of NHS 111 to mobilise are received.

A Johnson stated that, as the CCG is an organisation that has committed to being
‘quality obsessed’, he would like from the Quality and Provider Management
Committee a quarterly report on serious incidents and the details to provide
assurance that the right steps have been taken.

A Patel explained that there is a system in place to provide assurance and the
lessons learnt from serious incidents.

10:30 T DAFTER LEFT THE MEETING

R Gill added that there are plans to review pressure ulcer incidents to gain learning
from this.

J Pantall expressed his pleasure to see that softer areas are identified in the
hospital walkaround report such as ward atmosphere.

J Greenough stated that he felt that there is the need to ask for a comprehensive
plan to look at milestones and address issues at SNHSFT regarding TIA as there
have been assurances made but no comprehensive report. M Chidgey and C
Briggs agreed to present a ‘deep dive’ report to the next meeting of the Governing
Body.

J Greenough queried if the CQuIN targets were reasonable. A Patel explained that
some of the CQuIN indicators are set by NHS Greater Manchester and that the
local targets cannot be set any lower than the national requirement.

J Morris reported that she felt that the CQuIN schedule needs to be challenging,
and she explained that it was felt by SNHSFT that this year’s targets were a lot
better and more organised than in previous years.

J Morris informed the members that SNHSFT welcomed the hospital walkarounds
and has fed back comments to M Chidgey. Ward A1l has had an establishment
review. Staffing levels of nursing across the hospital remains a challenge.

V Owen-Smith expressed concern that in one case treatment was not initiated for
five hours and for ten hours in a second case. R Gill stated that the two cases were
not investigated; however, a discharge audit is being commissioned to provide joint
assurance that the correct actions are being taken for patients and that the
outcomes are correct.

J Pantall queried the benefit of looking at cross-cutting themes to share staff
feedback and best practice. J Morris added that there is a methodology in place at
SNHSFT to share best practice and felt that the issue is with the discharge of
patients.





M Ryan stated that she would like assurance regarding patient treatment for
sepsis. J Morris reported that the specific patient had been treated and there are
comments from the Medical Director on this case.

The Governing Body supported the activities underway to maintain and improve
the quality of our provider organisations, and requested a detailed progress report
on the TIA pathway at the next meeting.

10:47 J MORRIS LEFT THE MEETING

94/13 PERFORMANCE REPORT

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

- Stockport NHS Foundation Trust Emergency Department performance has
deteriorated during February and March to below its previous levels. Full
contract terms have been implemented and are being reviewed. The CCG is
in regular communication with SNHSFT, the local area team of NHS
England, Greater Manchester and Monitor. The Emergency Department
target for Quarter 4 has not been achieved

- The target for ‘cancer 62 days’ has been achieved for the third successive
quarter and it is anticipated that Quarter 4 will also be achieved

- Preliminary figures for March indicate that the Clostridium Difficile target will
be achieved. This represents a significant improvement in previous years.
In 2013/14 a further 30% improvement will be required

- Further MRSA cases in November and December mean that the target for
the year will be exceeded

- The admitted target for Stroke continues to be achieved. TIA improvement
is yet to be achieved

- As a result of increases in referrals and Emergency Department
attendances there are a number of capacity-related targets that are unlikely
to be delivered. The position on these will need to be recovered as part of
the 2013/14 QIPP plan

- The target for NHS Health Checks will not be achieved in 2012/13 and the
CCG will work with the lead commissioner (SMBC) to support achievement
in 2013/14

- Two significant NHS contracts remain not agreed. The CMFT contract has a
significant financial gap that needs to be addressed. The contract with
SNHSFT is now being urgently progressed following a request from the
Foundation Trust requesting additional time to consider the proposal.

R Gill reflected that the improvements made with the Clostridium Difficile
performance have been delivered due to addressing the issue in a systematic
manner and he felt that this was a real success story.

R Gill stated that he felt that there is the need for the Governing Body to review the
Unscheduled Care system.
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The Governing Body approved the actions underway to improve the performance
of our providers.

95/13 REPORT OF THE VICE-CHAIR

S Johari informed the members that the Locality Council Committee Chairs met on
3 April 2013 and discussed how the localities will work together. There will be an
NHS Stockport CCG launch event for members held on 24 April 2013. There will
be a locality event held after this.

The Governing Body noted the update.

96/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

A Johnson informed the Governing Body that there was a report received from
three practices within the Marple and Werneth locality regarding large nursing
homes in the area. He is working with R Roberts and his team to address the
issues that are contained within this. Two of the practices have suggested that
there may be an increase in the number of dementia patients in the locality as a
result of a new care home opening. There has been no discussion with clinicians
about this new care home.

V Mehta informed the Governing Body that at the launch event, previously
mentioned within the report of the Vice-Chair, the plan is to present documents to
the members regarding the improvement of primary care services and patient
outcomes.

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

97/13 REPORT OF THE CHIEF CLINICAL OFFICER

R Gill reminded the members of the documentation which he has circulated with
today’s papers:

- The minutes of the shadow Health and Wellbeing Integrated Commissioning
Board of 16 January 2013

- The minutes of the shadow Health and Wellbeing Shadow Board of 16
January 2013.

R Gill informed the members that in the next few months the executive teams from
the CCG and the Local Authority will jointly look at how to work in a deeply
integrated way to address the pace of change due to current pressures.





R Gill informed the Governing Body that the CCG has been authorised with no
conditions and expressed his thanks to the directors and managers for all their
hard work that has resulted in this terrific result.

R Gill thanked M Chidgey for pulling together the work to address the NHS 111
crisis that arose from the launch in March. V Mehta queried if the cost of the
extension to the Mastercall contract would be picked up by NHS 111. M Chidgey
stated that NHS Direct are picking up the costs for call handling and there will be
no cost to be picked up by the CCG.

R Gill is now a member of the Healthier Together Steering Group. The group will
navigate Healthier Together through the consultation process. A further
consultation is to be launched in September.

T Stokes informed the members that the next LOCAG meeting is scheduled for 18
April 2013. This is a group which has been set up to monitor the introduction of the
NHS 111 service.

J Pantall expressed his opinion that further joint commissioning with the Local
Authority is to be welcomed.

The Governing Body noted the updates from the Chief Clinical Officer. The
Governing Body expressed their deep thanks to Mastercall for providing provision
of service during the 111 crisis and recognised that they are an excellent provider
of Out of Hours services. The Governing Body also expressed their thanks to Dr
Simon Woodworth for his hard work regarding NHS 111.

98/13 REPORT OF THE CHIEF OPERATING OFFICER
G Mullins provided the following updates to the Governing Body:

- NHS Stockport CCG has been fully authorised. The majority of the CCG
staff are now in post with a small number of posts still vacant

- There is a lot of work still to do to close down the PCT

- The CCG finance team especially are busy with work for the close down
and for the next few months there will be residual work around this

- The Service Level Agreement with the Commissioning Support Unit has
been signed

- The Section 75 Agreement with Stockport Metropolitan Borough Council
has been signed by the CCG and is currently with the Local Authority for
sign-off.

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

99/13 REPORT OF THE CLINICAL DIRECTOR FOR PUBLIC HEALTH





V Owen-Smith presented to the members a summary report of the Adult Lifestyle
Survey 2012. The members’ attention was drawn to part three of the report
concerning the implications for health and care commissioning. The issues around
alcohol and smoking were highlighted.

V Owen-Smith explained that the lack of physical activity is impacting upon
people’s health. A target of 150 minutes per week of exercise has been suggested.
It was also highlighted that improvements to mental health wellbeing impacts on
physical health.

The Governing Body were asked to explore the Healthy Stockport website. This
was formally launched in April 2013 and will provide GPs with a single contact for
lifestyles.

A Johnson observed that the Adult Lifestyle Survey summary was interesting. He
expressed that his experience of patient inactivity and its impacts on health was
that cancer was linked to inactivity more than to smoking. He stated that he felt
there is the need to look also at alcohol consumption in affluent areas.

J Pantall observed that there was a lot of valuable data within the report and he
expected that the Local Authority will do a lot of work on this as will V Owen-Smith.

The Governing Body noted the contents of the report.

100/13 THE ANNUAL BUSINESS PLAN

G Mullins reported that there are national and local requirements to be delivered
under our business plan. The CCG recognises that this plan is challenging. Once
the plan has been signed off the implementation will need to begin and both team
and individual business objectives will be set within the organisation. A report will
be brought to the Governing Body in May or June 2013.

The Governing Body were asked to consider the plan and to approve this as the
NHS Stockport CCG Business Plan for 2013/14.

J Greenough expressed his compliments on the preparation of the document and
stated that he had not seen a document as clear and well-prepared in his previous
career. The team were congratulated on the work that had been undertaken to
prepare the plan.

C Briggs echoed the comments made by J Greenough and added that the plan felt
challenging but noted that this is because it is an ambitious plan.

R Gill also echoed the comments made by J Greenough and observed that the
plan was not just that of the CCG but was also the plan for the patients and the
public. He stated that the CCG wants to work with the patients and public to make
changes to the local NHS including patients and the public taking ownership of
their own health.
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The Governing Body were asked to be mindful that this is an enormous challenge
and that this may need to be reframed in-year; there is also the need to request
that the patients and public work with the CCG on this.

T Ryley informed the members that there is a Memorandum of Understanding with
all of the providers to set out the agenda for the change/reform plan and that this
will cross over with the business plan; all of the parties involved have signed up to
the Memorandum of Understanding.

The Governing Body approved the NHS Stockport CCG Annual Business Plan
2013/14.

101/13 STANDING FINANCIAL INSTRUCTIONS

G Jones presented the Standing Financial Instructions and highlighted the
following key areas:

- All of the Governing Body Members are now appointed

- The proposed changes are highlighted within the report

- The report details the arrangements for pooled budgets with the Local
Authority.

G Jones emphasised that the highlighted changes within the report would still be
required to be submitted to the local area team of NHS England for approval
following the approval from the Governing Body. In future the document would be
reviewed within the Audit Committee.

J Pantall asked at what point conflicts of interest are taken into account. G Jones
explained that conflicts of interest would be covered by working through the detail
of where the boundaries were.

The Governing Body approved the proposed amendments outlined with the
report. The Governing Body approved the Standing Orders, Scheme of
Reservation and Prime Financial Policies and noted that these changes needed to
be granted by NHS England.

102/13 MINUTES OF THE CLINICAL POLICY COMMITTEE

V Owen-Smith requested that the Governing Body receive and note the contents of
the minutes of the Clinical Policy Committee from February 2013.

The Governing Body received and noted the minutes of the Clinical Policy
Committee from February 2013.
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103/13 AUDIT COMMITTEE REPORT OF 23 JANUARY 2013

J Greenough requested that the Governing Body note the contents of the minutes
of the Audit Committee from January 2013. J Greenough observed that there is a
time lag between meetings of the Audit Committee.

J Greenough reported that the CCG would like to advertise externally for a
member of the Remuneration Committee and proposed that this be someone with
experience of human resources.

M Ryan asked if there were any comments from the auditors with regards to this.
G Jones replied that there were no comments received from the auditors; however
it was felt that an external member on the Remuneration Committee would provide
transparency.

J Pantall supported the addition of an external member for the Remuneration
Committee but voiced concern regarding the matter of the human resources
background. He felt that the committee needs to be clear on what capabilities
would be required from the external member rather than just requesting a human
resources background.

T Ryley felt it important to minute that the Governing Body supported the
recruitment of an external member for the Remuneration Committee for the
following reasons:

- To provide an open and transparent process (which was different from other
organisations)

- It needs to be clear what human resources experience is needed (this
information could be requested from the Audit Committee).

V Mehta reported that as a member of the Remuneration Committee he felt that
the external challenge was an important factor.

T Ryley informed the members that the blank business case template was for
reference and emphasised the importance of the business case and conflicts of
interest policies. T Ryley stated that the business case process must address the
conflicts of interest issue. In addition to this the CCG is in part made up of
clinicians who are also providers and as such the conflicts inherent within
procurement are significant. The following key areas in the process were
highlighted:

- Once a conflict has been identified J Greenough would be immediately
notified as the Chair of the Audit Committee

- A meeting will be set up by J Greenough to look at the business case and
any possible conflicts of interest (not at the viability of the business case
itself)
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- When the business case is presented to the Governing Body J
Crombleholme will have been advised by J Greenough on how to handle
any possible conflicts of interest.

J Greenough expressed that it is his opinion that the GPs should be involved in the
Governing Body votes after declaring their conflicts of interest but he noted that the
guidance is clear and the CCG cannot deflect from this.

R Gill observed that, from this month’s patient story, he could see the potential for
an integrated health service in Stockport and that in order to engineer change to
extend primary care capacity the process must recognise this strategy and the
conflicts of interest within it. He felt that the process outlined by T Ryley addresses
these issues and that the Governing Body should be supportive of referring arising
conflicts of interest to J Greenough and J Crombleholme in order to embrace the
process.

G Jones observed that the process is well laid out and that in relation to other
CCGs NHS Stockport CCG is fairly progressed in this area.

V Mehta asked if the Conflict of Interest Committee would be a sub-committee of
the Audit Committee. T Ryley responded that this needs to be looked at as this
would impact on the frequency of the meeting.

T Ryley agreed to review the status of the Conflict of Interest Committee.

The Governing Body received and noted the minutes of the Audit Committee from
January 2013. The Governing Body noted the ongoing fraud investigation.

The Governing Body approved the advertisement for an external member for the
Remuneration Committee.

The Governing Body approved the business case and conflicts of interest process
and noted that this will be refined going forward.

104/13 BUSINESS CASE FOR ADDITIONAL PRIMARY CARE CAPACITY

R Gill informed the members that this item is for discussion rather than approval as
further detail was required. The proposal reflects the intention to start to enhance
and expand primary care.

C Briggs explained that the cost of the initiative is £600,000 with the potential for
significant cost savings on reduced non-elective admissions of housebound

patients over the age of 65.

It was noted that GP practices would be best placed to carry out this work for the
reasons outlined within the business case proposal.
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M Ryan stated that this work echoed the work that had been undertaken at Alder
Hey Children’s Hospital whereby an electronic document is available online which
does help with care and she feels that this idea is taken into primary care within the
business case proposal. It was highlighted that the time taken to update the
records was found to be an issue.

The members discussed the electronic care plan and noted that information
sharing between the Local Authority and primary care is being looked at as the
patients involved would have social care support.

12:20 M CHIDGEY LEFT THE MEETING

V Owen-Smith observed that there is not enough evidence that this will have an
impact on admissions as is required. She expressed concern that there needs to
be a feasibility phase for this work.

C Briggs informed the members that the plan is for discussion rather than approval
as further work needs to be done. There has been hesitation regarding a feasibility
study due to the current pressures in the system.

12:23 J PANTALL LEFT THE MEETING

R Gill stated that the evidence needs to be clear and agreed with V Owen-Smith
that there needs to be more detail within the plan with regards to measures.

K Richardson queried if the impact on the community workforce as a result of this
work has been considered. C Briggs agreed that this needs to be looked at.

J Greenough observed that the care plan being fixed to primary care may bring
about challenges from other providers. He also felt it is unclear if the £600,000
would be enough funding.

G Jones recognised the need for further work around the funding figures to identify
investments and improvements for quality.

T Ryley stated that if quality is improved this is a significant result. T Stokes
observed that if these changes were made that it could help reduce attendances at
the emergency department.

The Governing Body discussed and noted the business case proposal for
additional primary care capacity.

105/13 NHS STOCKPORT CCG BOARD ASSURANCE FRAMEWORK

T Ryley informed the members that the rating for strategic risk 6: ‘CCG allocations
are overly optimistic’ has been reduced as we are now aware of the allocation. He
felt that the main strategic risk now is with stakeholders and member practices not
being engaged with the plan.

14





12:31 A PATEL LEFT THE MEETING

J Greenough stated that he was happy with the content of the assurance
framework and queried when the new format would be available. T Ryley informed
the Governing Body that the trend direction had been added to the board
assurance framework and within a pre-board meeting in May a new format will be
looked at.

The Governing Body approved the April 2013 report of the NHS Stockport CCG
Board Assurance Framework.

106/13 ANY OTHER BUSINESS
There were two items of additional business.

T Stokes stated that his additional item of business concerned NHS 111 and had
been covered earlier in the agenda under the quality report.

G Jones informed the Governing Body members that the PCT accounts are due for
submission on Monday 15 May 2013 and that there are fewer than three weeks
remaining for the closedown of the PCT to be submitted. The organisation remains
on target to deliver the required surplus.

There were no further items of additional business.

S Johari called for questions from the public. The following questions were raised
and addressed:

Q. Where are the tender documents published for the public to access?

A. M Chidgey stated that these are on the Supply to Health website and that
it is our understanding that these are publicly available. The details will also
be available on the NHS Stockport CCG website to show the plan and
procurement positions.

12:37 A PATEL JOINED THE MEETING

Q. The section 75 document was mentioned earlier in the meeting and it is
understood that, with regards to tendering, there will be some debate about
the wording of these documents.

A. G Mullins stated that there are two different section 75’s and explained
that the section 75 document previously mentioned during the meeting was
a section 75 agreement between the CCG and the Local Authority and not
that which was referred to in the question.

The Governing Body noted that due to time pressures any further questions from
the public attendees at this meeting would need to be sent to R Gill.
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107/13 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 8 May 2013 at Regent House, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12:50.
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Quality Report

1. Quality Summary

1.1 Quality Overview

111

1.1.2

1.13

The Q&PM Committee reviewed its TORs. A CCG Quality Framework
is being developed to shape the remit and future agenda items of the
Committee. Quality will be monitored using an agreed set of quality
indicators for each Provider where Stockport CCG is the Lead or Joint
Commissioner. A new Stockport Quality Surveillance Group will assess
and review this data and other soft intelligence on quality. An Early
Warning System will identify and manage risks. It is proposed that the
new structure will include the CCG Clinical Boards reporting into the
Q&P Committee to support quality improvement in the key speciality
areas.

A proposed schedule of Walk Rounds has been agreed in principle.
This involves one walk round per month, covers all the main providers
and will include a combination of announced and unannounced visits.

The Francis Report recommendations specific to commissioners have
been reviewed and a report will be discussed by the Q&P Committee in
May. The CCG Quality Team met with the Trust on 8" April to discuss
thoughts and approaches to the Francis Report and the Government’s
response. A Staff Briefing on the Francis Report was held on 25™ April
2013 with a summary communicated by Sharepoint and sent to GP
Practices.

1.2 Performance

1.2.1

1.2.2

The 4 hour emergency target of 95% continues to be not achieved.
Other ED Quality Indicators are being monitored.

Mastercall Healthcare continues to provide call handling and triage of
GP Out of Hours calls. This has been agreed until the end of June,
during this period a Greater Manchester review of the mobilisation of
the NHS 111 service is expected. Consistent with CCG principles,
commissioning safe services is a fundamental in decisions relating to
the interim solution and future mobilisation of NHS 111 services.

1.3 Patient Safety

13.1

1.3.2

One Nursing Home remains on formal suspension whilst a number of
safeguarding incidents are investigated.

Two new serious incidents have been reported on STEIS by SNHSFT
in April. One of the incidents was a never event. The process for
resolving such an event is being followed by both organisations. The
CCG has received the report and learning outcomes will be reported to
the Q&PM Committee in May.
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1.4
141

Patient Experience

The annual CQC National Patient Survey report was published in April
2013. Stockport FT was not reported as an outlier in any of the key
indicators. The detail of the survey reveals that communication with
patients on treatment, care and discharge is a key theme. The Trust
has developed an action plan in response.

2. Performance - Quality Outcomes by Provider

2.1Stockport FT (Acute)

Stockport FT’s Annual Quality Report

2.1.1.

Stockport FT's Annual Quality Report has been received for comment
and has been circulated to the Q&P Committee. A CCG response has
been written and will be published within the Annual Quality Report.
Further information will be provided once the report is finalised and has
been considered by Q&P.

CQUIN

2.1.2

2.1.3

KPIs
2.1.5

2012/13 Schedule. The CSU / CCG are in the process of reviewing the
Q4 evidence with a view to reporting on the FT’s end of year position to
either the June or July Board meeting.

2013/14 Schedule. The majority of the scheme has been finalised and
is incorporated into the Foundation Trust contract. A summary page is
attached for information.

Provider performance against key 2012/13 KPlIs is contained within the
Performance Report. Integration of the Quality and Performance
reports is planned.

ED Quality Indictors

2.1.6

2.1.7

The 4 hour emergency target of 95% was not met at SNHFT in April. It
is anticipated that SFT will meet the trajectory presented to Monitor.
The Trust continues to focus on key priorities for reform including; the
ability to treat emergency patients who do not require an admission in
the Ambulatory Care Unit, structured and systematic daily white board
rounds and deployment of senior decision makers. The CCG is
supporting this work and focussing on ways of reducing emergency
attendances and admissions. A business case for a community based
IV therapy service to enable reduced emergency admissions is under
development.

Other ED quality indicators such as SUls, complaints and patient
experience are under review by both the Provider and the CCG.

2.2Stockport FT Community
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CQUIN

2.2.1 2012/13 schedule — The CSU / CCG are in the process of reviewing
the Q4 evidence with a view to reporting on the FT’s end of year
position at either the May or June Board meeting. The initial results are
positive with only one target (breastfeeding) not reached consistently
over the four quarters. A further area for development is to reduce the
number of cancelled appointments. Both of these targets have been
brought forward for inclusion in the community CQUIN schedule for
2013/14.

2.2.2 2013/14 schedule — the majority of the scheme has been signed off
and incorporated into the Foundation Trust’'s 2013/14 priorities for
quality improvement. A summary page is attached for information.

KPls

2.2.3 Reporting of community KPIs needs to be systematically improved. The
Foundation Trust is aware of the CCG’s expectations that they will
provide consistent monthly data against the final 2013/14 schedule.

Quarterly Quality Reports

2.2.4 The CCG has received quarterly reports covering the following areas:
Patient Safety report

List of community audits

Patient Experience report

Safeguarding Children report

Infection Prevention report

2.2.5 These are in the process of being reviewed and any issues will be
discussed with the Foundation Trust at the next Community Contract
Monitoring meeting on 16" May 2013.

2.3 BMI

CQUIN

2.3.1 2012/13 schedule —the CSU / CCG are in the process of reviewing the
Q4 evidence with a view to reporting on the end of year position to the
June Board meeting.

2.3.2 2013/14 schedule — the scheme has been signed off and incorporated
into the contract. A summary page is attached for information.

Commissioner Walkround
2.3.3 An announced walk round is planned in the coming months.

2.4  Pennine Care

2.4.1 The Pennine Care NHS Foundation Trust Quality Account 2012/13 has
been reviewed by NHS Heywood, Middleton and Rochdale CCG (HMR
CCQG) as the lead commissioner. Highlights on mental health services
from the Commissioner response are detailed below:
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2.4.2

Performance on priorities 2012/13: There has been a positive start on

2.4.3

the RAID initiative with regard to timely assessments in A&E, and we
support the continuation of this work. We are also pleased with the
progress in supporting people with dementia through rapid assessment
to improve their experience of care. Good process has been put in
place with regard to the “Elephant” kiosks for obtaining real time patient
feedback, which is already providing useful information from service
users about their experience.

Priorities for 2013/14: we support the priorities selected for 2013/14,

particularly addressing physical health of people with mental iliness.
The continued focus on the essential skills programme for nurses is a
positive development. We are pleased to support this area with a local
CQUIN initiative, developed in partnership with service user
representatives. We also recognise the importance of supporting
parents to improve their personal mental health, in order to improve the
outcomes in health and achievement for their children. We see the
CQUIN initiative with CAMHS as a key development in this area. As
commissioners we will be considering the quality requirements across
all services, for example CAMHS and substance misuse services,
which sit outside of the agreed CQUIN indicators for 2013/14, to ensure
the focus on quality is maintained across all care, and not only on new
initiatives supported by CQUIN.

2.5 Mastercall Heathcare

251

The CCG is awaiting Mastercall’'s annual performance and quality

report for the year 2012/13. This will be reported to the June Board.

3

Patient Safety

3.1 Serious Incidents

Reported Incidents (STEIS) Outstanding

3.1.1

3.1.2

. The NCB Greater Manchester Area Team has requested a look-back
exercise to ensure that all serious incidents have been reviewed and as
many as possible have been formally closed on the STEIS database.

As Lead Commissioners for SNHSFT NHS Stockport CCG is required
to review the investigation reports for each of these incidents and
ensure clinical input before sign off. Following a meeting with the Risk
Lead at the Trust, the following position has been outlined and will be
confirmed within the dates shown below:

Incidents open on |56 At 30th April 2013
STEIS

Incidents where | 4
reports are not due
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Summary reports with | 6 Sign off meeting with CCG
CCG for closure Clinical Lead 20" May 2013
Incidents with | 46 Progress report expected by

outstanding actions or
due to be downgraded

10" May

following  review
investigation

/

3.1.3 It has been confirmed that the majority of the 46 outstanding incidents
relate to grade 3/4 pressure ulcers. The FT has recognised the backlog of
pressure ulcer cases and have committed to providing a full status update by

10" May.

New process from 1% April 2013

3.1.4 For any serious incidents reported after 1% April 2013 (not pressure
ulcers), the FT will send a completed report as soon as it has been ratified
by the FT. The completed action plans will follow 3 months after the
investigation ends to allow enough time for full implementation of actions.

New incidents Reported in April 2013

SNHSFT (Acute)

SNHSTFT (Community)

Pennine Care MH

C Diff named on part 2
of the death certificate —
initial signs suggest that
the patient was clinically
managed appropriately

No incidents were
reported in April 2013

Abscond from a section
136 suite where the
patient was being held
for safety reasons. The
patient was located and
returned the following

morning.
Never Event 11™. April Suicide. Client was
Patient had pacemaker referred in  October

fitted December 2012,
showed evidence of
ongoing infection since
and the pacemaker was
removed 4-4-13. On
opening the wound
found a swab in situ.

2012 to the Access &
Crisis Team and seen
by a Doctor. He had no
suicidal intent at this
time

e The Never Event at Stockport FT has been reviewed by the Trust and
the initial report sent to the CCG. The report and learning outcomes will
be reported to the Q&P Committee in May.

e The Pennine Care incidents were notified to Stockport CCG via the
Greater Manchester CSU as they both involve Stockport patients. The
Joint Commissioning Lead has been notified and will monitor the
progress of the investigations.

C-Diff Incidents
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3.21

3.2.2

3.3
3.3.1

Stockport Health Economy achieved its 2012/13 target for C Diff. The
final figures show that there were a total of 113 cases, 15 under the
trajectory of 128 which represents significant improvement.

Subsequent to the March Board report it is confirmed that where c-diff
is reported on a death certificate this automatically triggers a STEIS
report by the provider and a subsequent review. Following a root
cause analysis investigation, it is sometimes determined that in fact C-
Diff was not a contributory factor to the death of the patient.

Safeguarding

A number of safeguarding investigations were undertaken at a Nursing
Home following concerns raised by residents’ families and the CQC.
The home has responded to the CQC’s report and is working on
implementing the action plan. The home remains on formal suspension

4  Patient Experience

4.1 The annual CQC National Patient Survey report was published in April
2013. Stockport FT was not reported as an outlier in any of the key
indicators. The detail of the survey reveals that communication with
patients on treatment, care and discharge is a theme. The Trust has
developed an action plan in response.

4.2 The Friends and Family test commenced on 1 April 2013. The first
report from Quarter 1 will be available in July.

Mark Chidgey

01 May 2013
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Acute CQUIN schedule 2013/14

Contract
Contract Year 2013/14
Contract Type Acute
AuthorityHeakh :8:’:2::’51- STRATEGICHEALTH Strategic Health Authority Code Q31
Provider STOCKPORT NHS FOUNDATION TRUST Provider Code RWJ
i°'°'d.'"a.""g STOCKPORT PCT Co-ordinating Commissioner Code 5F7
Expected Annual Value of CQUIN Scheme as % of Actual Outturn 2.5%
Contract Value Value of Contract
Expected Financial
Value of CQUIN £4,702,868
Scheme
Local Contract Ref.  |RWJ_SF7
Goals
Quality Domain
Goal Weighting  |Expected
(% of CQUIN Financial Value Patient
Goal Number Goal Name D¢ iption of Goal scheme of Goal Safety Experience |Innovation
N1|Friends & Family Test National 5.00% £235,143
N2|Safety Thermometer National 6.00% £282,172|
N3|Dementia National 5.00% £235,143]
N4|VTE National 5.00% £235,143
GM ing idable Adi Greater Manchester 8.25% £387,987]
GM6|To reduce harm and improve care in line Greater Manchester 8.25% £387,987
with best clinical practice for vulnerable
patient groups during transfers of care
GM?7[Reducing Avoidable Alcohol Abuse Greater Manchester 8.25% £387,987|
GMB8|Academic Health Science Network Greater Manchester 8.25% £387,987
L9|Health Inequalities Local 4.00% £188,115|
L10|Strong clinical leadership - Safeguarding Local 5.00% £235,143
Adults
L11|Long term conditions Local 7.00% £329,201
L12|Develop an effective early warning system [Local 7.00% £329,201
L13|Improve communication between primary |Local 5.00% £235,143]
secondary and community care
L14|Carer empowerment Local 5.00% £235,143
L15|Weekend mortality Local 8.00% £376,229|
R16/AQ Regional 5.00% £235,143
Total 100.00% £4,702,868|
When complete, the goal weightings should total
100% and the expected financial value of goals
should total the expected financial value of the
CQUIN scheme (from cell C11).
Indicator Summary
Indicator
ighti Click to go to
(% of CQUIN Value |Indi
Goal Number icator Number icator Name scheme of Indicator sheet Status
N1 1 Friends & Family - phased expansion 1.50% £70,543| 1st Indicator |Final
N1 2 Friends & Family - Increased response rate 2.00% £94,057(2nd Indicator [Final
N1 3 Friends & Family - Improved performance on staff 1.50% £70,543|3rd Indicator
test Final
N2 1 Safety Thermometer Improvement 6.00% £282,172|4th Indicator |Final
N3 1 Dementia - Find, Assess, Investigate and Refer 3.00% £141,086|5th Indicator |[Final
N3 2 Dementia - Clinical Leadership 0.50% £23,514|6th Indicator |Final
N3 3 Dementia - Supporting Carers 1.50% £70,543| 7th Indicator |Final
N4 1 VTE risk 1t 2.50% £117,572|8th Indicator |Final
N4 2 VTE Root cause analyses 2.50% £117,572|9th Indicator |[Final
GMS5 1 Reducing Avoidable short stay admissions <25hrs 8.25% £387,987|10th Indicator |Final
GMé 1 Transfers of Care - Clinical Peer Review 2.75% £129,329|11th Indicator [Final
GM6 2 Transfers of Care - End of Life 2.75% £129,329|12th Indicator [Final
GM6 3 Transfers of Care - Homelessness 2.75% £129,329|13th Indicator |Final
GM7 1 Reducing Alcohol Abuse 8.25% £387,987|14th Indicator [Final
GM8 1 [AHSN Er it 3.00% £141,086/ 15th Indicator [Final
GM8 2 /AHSN Safety Thermometer 5.25% £246,901|16th Indicator |Final
L9 1 Breastfeeding initiation 4.00% £188,114.72|17th Indicator |Final
L10 1 Increase update of adult safeguarding training 5.00% £235,143.40| 18th Indicator [Final
L11 1 LTC - Reducing attendance at the Emergency 7.00% £329,200.76|19th Indicator
Department for people with COPD and Heart failure Final
L12 1 Develop an effective early warning system 7.00% £329,200.76|20th Indicator [Final
L13 1 Improve communication between primary 5.00% £235,143.40| 21st indicator
secondary and community care Final
L14 1 Improved processes for identifying and supporting 5.00% £235,143.40|22nd indicator
carers Final
L15 1 Weekend mortality 8.00% £376,229.4423rd indicator |Final
AQ16 1 AMI 1.00% £47,029|24th indicator |Final
AQ16 2 Heart Failure 1.00% £47,029|25th indicator |Final
AQ16 3 Hip & Knee Replacement 1.00% £47,029|26th indicator [Final
AQ16 4 Pneumonia 1.00% £47,029(27th indicator |Final
AQ16 5 Stroke 1.00% £47,029|28th indicator |Final
Total 100.00% £4,702,868|

When complete, the indicator weightings should
total 100% and the expected financial value of
indicators should total the expected financial
value of the CQUIN scheme (from cell C11).

Please note that additional goals and/or indicators may be added to the CQUIN template. Please see worksheet Adding Additional Indicators for further details.
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Community CQUIN schedule 2013/14

Contract Year 2013/14
Contract Type C ity
AuthorityHealth :3::;::’5 ESIRAIECCLESY Strategic Health Authority Code Q31
Provider STOCKPORT NHS FOUNDATION TRUST Provider Code RWJ
i""’"’,’"",‘t'"g STOCKPORT PCT Co-ordinating Commissioner Code 5F7
Expected Annual Value of CQUIN Scheme as % of Actual Outturn 2.5%
Contract Value Value of Contract |
Expected Financial
Value of CQUIN £687,290
Scheme
Local Contract Ref.  |RWJ_SF7
Goals
Quality Domain
Goal Weighting  |Expected
(% of CQUIN Financial Value Patient
Goal Number Goal Name Description of Goal scheme ) |of Goal Safety Eff Experience |Innovati
N1|Friends & Family Test National N/A 0.00% £0)
N2|Safety Thermometer National 6.00% £41,237
N3[Dementia National N/A 0.00% £0|
N4|VTE National N/A 0.00% £0]
GMS5|Reducing Avoidable Admissions Greater Manchester 8.25% £56,701
GMB6|To reduce harm and improve care in line Greater Manchester 9.25% £63,574
with best clinical practice for vulnerable
patient groups during transfers of care
GM7|Reducing Avoidable Alcohol Abuse Greater Manchester 8.25% £56,701
GMB8|Academic Health Science Network Greater Manchester 8.25% £56,701
L9[Health Inequalities Local 15.00% £103,094)
L10|Strong clinical leadership / safeguarding Local 10.00% £68,729
adult training
L11{Improve communication with primary care |Local 5.00% £34,365
L12|Managing Long term conditions Local (draft) 15.00% £103,094
L13(Carers and their essential role are Local (draft) 12.00% £82,475)
identified at first contact or as soon as
possible afterwards
L14|To rationalise waiting times across the Local (improve patient experience) 3.00% £20,619
borough to manage clinic usage and
waiting times effectively
Total 100.00% £687,290]
When complete, the goal weightings should total
100% and the expected financial value of goals
should total the expected financial value of the
CQUIN scheme (from cell C11).
Indicator Summary
Indicator
ighting d Click to go to
(% of CQUIN Financial Value |Indicator
Goal Number Number Name scheme ) |of Indicator sheet Status
N2 1 Safety Ther Improvement 6.00% £41,237|link Final
GMS5 1 Reducing Avoidable short stay admissions <25hrs 8.25% £56,701|link Final
GM6 1 Transfers of Care - Clinical Peer Review 3.25% £22,337|link Final
GM6 2 Transfers of Care - End of Life 3.00% £20,619)|link Final
GM6 3 Transfers of Care - Homelessness 3.00% £20,619|link Final
GM7 1 Reducing Alcohol Abuse 8.25% £56,701|Li Final
GM8 1 AHSN Er it 4.00% £27,492 Final
GM8 2 AHSN Safety Ther 4.25% £29,210|li Final
L9 1 Breastfeeding mai e 15.00% £103,094]li Final
L10 1 Increase uptake of adult safeguarding training 10.00% £68,729|1i Final
L11 1 Improve communication with primary care 5.00% £34,365| i Final
L12 1 To improve personalisation of care planning and 15.00% £103,094|link
If: amongst patients with LTC Final
L13 1 Improve systems for identifying and supporting 12.00% £82,475|link
carers Final
L14 1 Cancelled appointments 3.00% £20,619)|link Final
Total 100.00% £687,290)
When complete, the indicator weightings should
total 100% and the expected financial value of
indicators should total the expected financial
value of the CQUIN scheme (from cell C11).

Please note that additional goals and/or indicators may be added to the CQUIN template. Please see worksheet Adding Additional Indicators for further details.
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BMI CQUIN schedule 2013/14 — summary page

Contract Year 2013/14
Contract Type Acute
Strategfc Health NORTH WEST STRATEGIC HEALTH Strategic Health Authority Code Q31
Authority AUTHORITY
Provider STOCKPORT NHS FOUNDATION TRUST Provider Code RWJ
‘(:‘o-ord_lna:tlng STOCKPORT PCT Co-ordinating Commissioner Code 5F7
Expected Annual Value of CQUIN Scheme as % of Actual Outturn
£6,143,126 2.5%
Contract Value Value of Contract
Expected Financial
Value of CQUIN £153,578
Scheme
Local Contract Ref.  |RWJ_SF7
Goals
Quality Domain
Goal Weighting  |Expected
(% of CQUIN Financial Value Patient
Goal Number Goal Name Description of Goal scheme available) |of Goal Safety Effectiveness [Experience |Innovation
N1|Friends & Family Test National 37.50% £57,592
N2|Safety Thermometer National (N/A) 0.00% £0
N3|Dementia National (N/A) 0.00% £0)
N4|VTE National 12.50% £19,197,
GMS5|Reducing Avoidable Admissions Greater Manchester (N/A) 0.00% £0]
GM6|To reduce harm and improve care in line Greater Manchester (N/A) 0.00% £0)
with best clinical practice for vulnerable
patient groups during transfers of care
GM7|Reducing Avoidable Alcohol Abuse Greater Manchester (N/A) 0.00% £0
GMB8|Academic Health Science Network Greater Manchester (N/A) 0.00% £0
L9|Discharge letters Local 20.00% £30,716
L10|Early Warning Signs Local 20.00% £30,716
L11[Post Surgical Follow-Up Local corporate 10.00% £15,358|
12 £0
Total 100.00% £153,578
When complete, the goal weightings should total
100% and the expected financial value of goals
should total the expected financial value of the
CQUIN scheme (from cell C11).
Indicator Summary
Indicator
ighting d Click to go to
(% of CQUIN Financial Value (Indicator
Goal Number di Number di Name scheme available) |of Indicator sheet
N1 1 Friends & Family - phased expansion 12.50% £19,197,
N1 2 Friends & Family - Increased response rate 12.50% £19,197|
N1 3 Friends & Family - Improved performance on staff 12.50% £19,197,
test
N4 1 VTE risk assessment 12.50% £19,197|
L9 1 Discharge letters 20.00% £30,716)
L10 1 Early Warning signs 20.00% £30,716)
L11 1 Post Surgical Follow-up 10.00% £15,358|
L12 1
Total 100.00% £153,578

When complete, the indicator weightings should
total 100% and the expected financial value of
indicators should total the expected financial

value of the CQUIN scheme (from cell C11).

Please note that additional goals and/or indicators may be added to the CQUIN template. Please see worksheet Adding Additional Indicators for further details.
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_1428930015.pdf
NHS Stockport Clinical Commissioning
Groun NHS
8 May 2013 - L
ltemn 4 Stockport Clinical Commissioning Group
Actions arising from Governing Body Part 1 Meetings
NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
010113 | Safequarding Children and Vulnerable | 11/13 10 April T Dafter
Adults: Policy and Training Strategy 12 June Update: This will be brought to the June meeting
To provide an update on closer working by
the local authority and CCG safeguarding
teams
020313 | Quality Report 56/13 8 May T Ryley
To review the CCG’s Whistleblowing policy
to provide assurance that it is fit for purpose
040313 | Chief Operating Officer 62/13 10-Apri G Mullins
To provide an update on CSU products 12 June
050313 Innovation and Policy Update 64/13 8 May V Owen-Smith
To report back following the consultation on Update: This is on today’s agenda
IVF eligibility criteria
010413 | Quality Report 93/13 12 June M Chidgey
To establish detailed quarterly reporting of
serious incidents
020413 | Quality Report 93/13 8 May M Chidgey
To present a ‘deep dive’ of TIA performance Update: This is on today’s agenda






NUMBER | ACTION MINUTE DUE DATE OWNER AND UPDATE
030413 | Quality Report 93/13 12 June M Chidgey
To provide assurance regarding patient
treatment at SNHSFT for sepsis
040413 | The Annual Business Plan 100/13 12 June G Mullins
To bring to the Governing Body an
implementation plan
050413 | Audit Committee Report of 23 January 2013 | 103/13 12 June T Ryley
To review the status of the Conflict of
Interest Committee
060413 | Business Case for Additional Primary Care | 104/13 12 June C Briggs

Capacity
To bring back a revised business case







