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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 10.00 on Wednesday 10 April 2013.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	S Johari


	2
	Declarations of Interest


	Verbal


	To receive and note
	10.02
	S Johari

	3
	Approval of the draft Minutes of the meetings held on 13 and 27 March 2013

	
[image: image2.emf]Item 3 DRAFT NHS 

Stockport shadow CCG Governing Body Minutes Part I 13 March 2013.doc



 EMBED Word.Document.8 \s [image: image3.emf]Item 3 DRAFT NHS 

Stockport shadow CCG Governing Body Minutes Part I 27 March 2013.doc


	To receive and approve
	10.05
	S Johari

	4
	Actions Arising


	
[image: image4.emf]Item 4 - Actions 

arising from Governing Body Meeting of 13 March 2013 Part I.doc


	To receive and note
	10.10
	S Johari

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


	10.15
	S Johari

	6
	Patient Story
	Video
	To note
	10.20
	R Gill

	7
	Quality Report

	
[image: image5.emf]Item 7(1) - 

Governing Body Quality Report Apr 2013 v2.pdf



 EMBED AcroExch.Document.7  [image: image6.emf]Item 7(2) - 

Governing Body Quality Report Apr 2013 v2 - attachment.pdf


	To receive and note
	10.30
	M Chidgey

	8 
	Performance Report

	
[image: image7.emf]Item 8(1) - A  

Commissioning Report (MC) v2.pdf



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

8(2)Performance report 2012-13 Final.pdf



 EMBED AcroExch.Document.7  [image: image9.emf]Item 8(3) - 

Performance Improvement RG version single Months.pdf


	To receive and note
	10.45

	M Chidgey

	9 
	Report of the Vice-chair

	Verbal
	To note
	10.55
	S Johari

	10
	Reports of the Locality Council Committee Chairs


	Verbal
	To receive and note
	11.00
	S Johari

A Johnson

H Proctor

V Mehta

	11
	Report of the Chief Clinical Officer

· Health and Wellbeing Integrated Commissioning Board Minutes 16 January 2013 

· Health and Wellbeing Shadow Board Minutes 16 January 2013


	
[image: image10.emf]Item 11 HWBICB - 16 

January 2013.doc



 EMBED Word.Document.8 \s [image: image11.emf]Item 11 Shadow 

HWB Board Minutes - 16 January 2013.doc


	To receive and note
	11.10
	R Gill

	12
	Report of the Chief Operating Officer

	Verbal
	To receive and note
	11.15
	G Mullins

	13
	Report of the Clinical Director for Public Health

- Lifestyle Survey summary

- Healthy Stockport Service


	
[image: image12.emf]Item 13 Adult 

Lifestyle Survey 2012 Summary.pdf



 EMBED Word.Document.12 \s [image: image13.emf]Item 13 Briefing to 

CCG re Healthy Stockport Service March 2013 (2).docx


	To receive and note
	11.25
	V Owen-Smith

	14
	The Annual Business Plan 
	
[image: image14.emf]Item 14 Stockport 

CCG Business Plan - Front Page.doc



 EMBED Excel.Sheet.12  [image: image15.emf]Item 14 13.04.03 

Business Plan v7.xlsx


	To approve
	11.30
	G Mullins

	15
	Standing Financial Instructions
	
[image: image16.emf]Item 15 Cover sheet 

Standing Financial Intsructions.doc



 EMBED Word.Document.8 \s [image: image17.emf]Item 15 12 07 26 

Revised Constitution v2 8 final SFIs.doc



 EMBED Word.Document.12 \s [image: image18.emf]Item 15 Updated 

Prime Financial Policies.docx


	To approve
	11.50
	G Jones

	16
	Minutes of the Clinical Policy Committee from February 2013
	
[image: image19.emf]Item 16 Cover sheet 

CPC Minutes.docx



 EMBED Word.Document.8 \s [image: image20.emf]Item 16 Ratified 

Clinical Policy Committee Minutes February 2013.doc


	To receive and note
	12.00
	V Owen-Smith

	17
	Audit Committee Report of 23 January 2013 

	
[image: image21.emf]Item 17 Business 

Case Template.docx



 EMBED PowerPoint.Show.12  [image: image22.emf]Item 17 Business 

Case Process v3.pptx


	To discuss
	12.05
	G Jones

	18
	Business Case for additional primary care capacity
	
[image: image23.emf]Item 18 Cover sheet 

Business case for additional primary care capacity.doc



 EMBED Word.Document.12 \s [image: image24.emf]Item 18 Business 

case additional primary care funding V6.docx


	To approve
	12.15
	R Roberts

	19
	NHS Stockport CCG Board Assurance Framework


	
[image: image25.emf]Item 19 NHSS CCG 

Board Assurance Framework April 2013.doc


	To review and approve
	12.35
	T Ryley

	20
	Any other business as raised in agenda item 5
	Verbal
	
	12.40
	S Johari


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 8 May 2013 at 10:00 at Regent House, Stockport.

Potential agenda items should be notified to sto-pct.SCCP@nhs.net by Friday 26 April 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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		 Date:  11 April 2013



		Agenda Item No: 14



		Draft Stockport CCG Business Plan 2013/14



		Summary: 

		To present to the CCG the draft Business Plan for 2013/14.





		Link to Annual Business Plan:

		Will form the final Stockport CCG Business Plan for 2013/14.





		Action Required: 

		To ask the Governing Body to consider the plan and approve this as the Stockport CCG Business Plan for 2013/14.



		Potential Conflict of Interests

		Whilst our direction of travel as described in the plan will shift resources towards primary care, the specific conflict of interest will be dealt with on a case-by-case basis throughout the year.



		Clinical Exec Lead:

		Ranjit Gill



		Presenter / Author:

		Tim Ryley



		Committees / Groups Consulted:

		CCG Operational Executive 





Compliance Checklist: 


		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		n/a



		Page numbers 

		N

		Service Changes: Public Consultation Completed and Reported in Document 

		n/a



		Paragraph numbers in place

		Y

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a



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

		Y

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		n/a



		All text single space Arial 12. Headings Arial Bold 12 or above, no underlining

		Y

		Change in Service Supplier: Procurement & Tendering Rationale approved and Included

		n/a



		

		

		Any form of change: Risk Assessment Completed and included 

		n/a



		

		

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

		n/a
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Meeting Date: 10th April 2013        Agenda item No: 7 


Quality Report 


 


Summary 
 
 
 
 
 
 
  


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


1. Quality & Provider Management Committee (Q&PM) 
meeting March 2013 – key messages 


2. Serious Incidents 
3. Performance 
4. Hospital Walk Round 
5. KPI & CQUIN Schedules 2013/14  
6. NHS 111 soft launch – mitigation plans and effect on patient 


safety 
Link to Annual 
Business Plan: 
 


Improving the quality of commissioned services is a key strategic 
aim within the CCG’s Annual Operational Plan.  


Action Required: 
 
 


 


The members are asked to provide feedback on the level and 
range of assurance provided through this report and the Quality & 
Provider Management Committee 


Potential Conflict of 
interests:  


None 


Clinical Exec Lead:  
 


Dr Cath Briggs/Dr Ash Patel 


Presenter / Author:  
 


Mark Chidgey 


Committees / Groups 
Consulted: 


Quality & Provider Management Committee  


 


Compliance checklist: 


Documentation   Statutory and Local Policy 
Requirement  


 


 
All sections above completed  
 


 Change in Financial Spend: Finance 
Section below completed  


To follow 


 
Page numbers 
 


 Service changes: Public consultation 
completed and reported in document 


 


 
Paragraph numbers in place 
 


 Service changes: Approved Equality 
Impact Assessment included as Appendix 


 


2 page Executive summary in place (docs 6 
pages or more in length) 
 


 Patient level data impacted: Privacy Impact 
Assessment included as Appendix 


At later 
date 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining  


 Change to service supplier: Procurement & 
Tendering rationale approved and included 


 


 
 


 Any form of change: Risk Assessment 
completed and included  


 


  Any impact on staff: Consultation and EIA 
undertaken and demonstrable in document 
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1. Quality & Provider Committee – March 2013 


 


1.1    Key messages from the Quality & Provider Management Committee 


 


At the March meeting, the Committee considered the following items: 


 


• Learning Disabilities Performance & Self Assessment 


• Safeguarding 


• Quality Surveillance / CCG Early Warning System 


• Commissioner Walk Round  


• Stroke TIA performance 


• Francis Report  


 


1.2     Patients with learning disabilities  


The CCG’s Joint Commissioning Lead presented reports to the Q&PM in both February and 


March. The Report in February provided the Q&PM with assurance that patients with 


learning disabilities, autism and other mental health conditions placed out of area in 


Assessment and Treatment Units will have person centred plans in place to support 


discharge back to a local community placement, this is in line with initial requirements set out 


in Transforming Care: A National response to Winterbourne View Hospital.  The report to the 


March meeting provided a summary of Stockport’s performance against the 2012/13 Self 


Assessment Framework. The report highlighted a significant number of areas needing 


improvement, and also illustrated that systems are not in place to evidence progress against 


the set requirements.   


Work is progressing jointly within the CCG and local authority (adult social care) to identify 


priority areas and to produce an action for improvement. The Q&PM will regularly monitor 


progress against the action plan.  


 


1.3    Safeguarding  


There remains a concern around SNHSFT’s training programme for adult safeguarding and 


recording staff compliance. The Q&PM were advised that achievement of the CQUIN 


indicator would address this issue and agreed to monitor compliance via quarterly CQUIN 


submissions.  


 


1.4  Quality Surveillance / CCG Early Warning System 


The CCG Quality Lead is developing the CCG’s proposal for an early warning system. The 


structure and the criteria for escalation of any quality concerns, was considered by the 


Q&PM. A sub group to include representatives from the CCG and the CSU has been tasked 


with developing the system further and this will also feed into the wider quality monitoring 


systems. Resource implications are due to be raised at the next Operational Executive 


meeting.  


 


1.5 Commissioner Walk Round  


This item is covered later in the report.  
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1.6 Stroke TIA performance  


Further communication has been sent to GP practices regarding the TIA pathway and for 


referring TIA patients for treatment within 24 hours. The Q&PM Committee expressed 


concern regarding whether this will improve performance. Processes within other localities 


will be reviewed to help understand best practice and improve performance against the 65% 


national target.  


 


 


Source: Department of Health 


In Q1 2012/13, Bolton PCT’s return was ‘data not applicable’.  


1.7 Francis Report  


The CCG and SNHSFT are due to meet on 8th April to discuss any recommendations which 


can be addressed jointly. Commissioner specific recommendations, of which there are 16, 


will be progressed via a CCG sub group to include the CCG Quality Lead, the Governing 


Body Nurse and the GP Quality Advisor.  


 


2. Serious Incidents    


Acute 


There have been eight serious incidents reported in Quarter 4. Particularly concerning is that 


five of these are cases where C Diff was named on either part 1 or part 2 of the death 


certificate. These must be reported as serious incidents based on nationally defined criteria. 


Details of the C Diff incidents have been forwarded to the Senior Health Protection Nurse. 


She has requested sight of the patient notes in all cases to determine if there is anything 


else that could have been done to prevent the acquisition of C Diff. In a more general sense 


and following discussion with the CCG Quality Lead she has also asked that further 


0.0%


20.0%


40.0%


60.0%


80.0%


100.0%


120.0%


Percentage TIA patients with a higher risk of stroke treated within 24 hours


Q1 Performance


Q2 Performance


Target
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information is included in the STEIS reports as this could improve management of the cases 


in the community and also influence prescribing or pathway management. 


 


The additional three serious incidents fall under the following categories: 


• Child death 


• Grade 4 pressure ulcer  


• Safeguarding vulnerable adult incident 


 


Investigations are ongoing.  


 


Community 


No serious incidents were reported from community services. 


 


CCG reported serious incidents  


A number of significant safeguarding concerns have been raised with regard to residents in 


a local Care Home. The CCG are working jointly with CQC and Local Authority colleagues to 


ensure that all concerns are investigated appropriately. The home is currently closed to 


admissions and all residents have been risk assessed and will continue to be monitored 


closely.  


 


3.  Performance 


 


3.1     Stockport NHS Foundation Trust Performance  


 


3.1.1 A&E performance targets  


This issue is reported within agenda item 8. 
 
 


3.1.2 Acute CQUIN schedule 2012/13 


Within the last report there was a focus on CQUIN indicators not achieved, we continue to 


work with SFT to address these issues. Based on Quarter 3 figures and future forecasting, 


the CCG and SNHSFT are expecting that 73% of the scheme will have been achieved by 


the end of March.  


 


3.2  Stockport NHS Foundation Trust Community Services Performance 


No performance concerns have been raised regarding community services. The next 


contract monitoring meeting is on 16th May where year-end CQUIN achievement will be 


discussed.  


4. Hospital Walk Round  - SNHSFT 


The walk round took place on Tuesday 26th February, 2-4pm. The visit provided 


Commissioners with a greater insight into the acute services commissioned by Stockport 


CCG. Overall impressions of the areas seen and staff approach was positive and patients 


said their care had been good. Concerns were around some specific themes: 


• Staffing levels on some wards, particularly A11 


• ED patient flow and length of time to assessment / treatment 


• Discharge of patients  
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• Clinical record keeping  


 


A summary report is attached to this paper. 


 


5. 2013/14 contracts – KPI and CQUIN schedules 


 


The Key Performance Indicator (KPI) schedules and the CQUIN schedules for SNHSFT 


Acute, SNHSFT Community and BMI The Alexandra have now been agreed. The KPI 


schedule includes a number of quality indicators which will be monitored on a monthly basis. 


The CQUIN schedule has been agreed in consultation with the Trust to drive up quality by 


incentivising improvements. It will be monitored monthly by a combination of: 


 


• Quarterly review of evidence submitted by the provider 


• Regular meetings with the Provider’s Quality Lead 


• Discussion at regular Quality & Performance meetings 


 


Some of the detail within the CQUIN schedule with SNHSFT has not been finalised, but both 


the CCG and SNHSFT has committed to agreeing this detail by the end of April 2014. 


 


6. NHS 111 


The NHS111 service was due for full implementation in April, this has now been deferred. 


On 21st March a preliminary stage was implemented with call handling transferring from out 


of hours providers. However, it became immediately apparent that the new service was 


unable to manage. This issue affected all CCGs in the North West. In Stockport we were 


able to mobilise a contingency option within 4 hours due to support from Mastercall. We 


have entered into negotiation with Mastercall to continue to provide call handling for a three 


month period whilst assurances on the ability of NHS111 to mobilise are received.  


 


The service and pathway is now stable and no patient safety issues have been identified in 


Stockport. The financial and contractual ramifications are being discussed by the GM NHS 


111 Clinical Leads.   Ranjit Gill communicated to GP Practices the essence of the service 


failure, contingency plans and the key role played by the existing OOH provider in ensuring 


continuity of services. 
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Compliance Checklist:  


Committee Date: 10th April 2013 Agenda Item No: 8 


 
Contract and Performance Report for 2012/13 Plan 


Summary:   


• ED target not achieved in Q4. 


• C-Diff very likely to be achieved. 


• Improvements in Cancer and headline stroke measures 
maintained. 


• 100% contract sign off yet to be achieved. 
. 


 
Link to Annual 
Business Plan: 


Financial risk on contracts. 
  
Reducing re-admissions payments is a key deliverable of 
QIPP. 
 
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 
of Interests 


None 


Clinical Exec Lead: Ash Patel 


Presenter / Author: Mark Chidgey 


Committees / 
Groups Consulted: 


 


Documentation  
Statutory and Local Policy 
Requirement 


 


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


To 
follow 


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


 


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


 


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


 Patient Level Data Impacted: Privacy Impact 
Assessment included as Appendix 


At 
later 
date 


All text single space Arial 12. Headings Arial 
Bold 12 or above, no underlining 


 
Change in Service Supplier: Procurement & 
Tendering Rationale approved and Included 


 


  
Any form of change: Risk Assessment 
Completed and included  
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Any impact on staff:  Consultation and EIA 
undertaken and demonstrable in document 
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Contracts & Performance Board Paper 
Contents 


 
 
 


Section  
  
  


A Commissioning Report 
 


B Performance tables 
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 10th April 2013 
 


Agenda item  8 
 


Contract & Provider 
Performance  


Period covered  
April 2012 to February 
2013 


 


 
Summary 


• ED target not achieved in Q4. 


• C-Diff very likely to be achieved. 


• Improvements in Cancer and headline stroke measures maintained. 


• 100% contract sign off yet to be achieved. 
.  


 
Background 
The activity and financial information to which this report relates is attached as section B. 
Commissioner Performance information is covered within section C with the most recent SHA overview of provider performance 
included within section B. 
 


Issues Key Providers 
 


Lead Director Narrative Actions 


 
 
Performance &  
Clinical  Risks 
 
 
 
 
 
 


 
 
Stockport FT 
 
 
 
 
 
 
 


 
 
Mark Chidgey 


 
 
A&E 95% target – February and March 
performance has deteriorated below 
previous levels (see attached control chart). 
This is not an acceptable position for the 
CCG and is the biggest performance 
challenge we face. 
 
Full contract terms have been implemented. 


 
 
Continue contract 
process. 
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Stockport FT 
The Christie 
UHSM FT 
CMFT 
 
 
 
GPs 
Nursing homes. 
Stockport FT 
Other NHS Trusts 
 


These are now being reviewed to see what 
further options are available through the 
contract if performance is not recovered. 
 
The CCG is in regular communication with 
SFT, SHA, GM Cluster and Monitor. Weekly 
improvement meetings are held with SFT 
and regular updates are provided to SHA 
and GM Cluster. A single meeting between 
NCB, AT, CCG and Monitor has taken place 
– this confirmed both that current 
performance is not acceptable and that the 
processes and timescales within which the 
commissioner is working are correct. 
 
Stockport FT continues to be in significant 
breach of its terms of authorisation. A 
revised trajectory for improvement is to be 
submitted to monitor this week; the CCG will 
have had the opportunity to review this in 
advance. 
 
 
 
Cancer 62 days – The target has been 
achieved for the third successive quarter 
and it is anticipated that Q4 will also be 
achieved. 
 
 
 
C-Diff – Preliminary figures for March 
indicate that this target will be achieved. This 
represents significant improvement on 
previous years. In 13/14 a further 30% 
improvement will be required to achieve.   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Agree revised 
trajectory. 
. 
 
 
 
 
 
 
Continue to implement 
actions from project 
plan. 
 
 
 
 
Continue to implement 
actions from project 
plan. 
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All NHS Trusts 
 
 
 
Stockport FT 
UHSM FT 
CMFT 
 
 
 
 
 
 
 
Stockport FT 
UHSM FT 
CMFT 
 
 
 
 
Primary Care 


. 
MRSA – Further MRSA cases in November 
and December meant that the target for the 
year will be exceeded.  
 
 
Stroke – The admitted target continues to 
be achieved.  
 
TIA improvement is yet to be achieved. 
Further communications to GPs have been 
undertaken and meetings with SFT to focus 
on process improvement. A revised plan is 
in the process of being completed. 
 
 
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.  
 
NHS Health Checks – this target will not be 
achieved in 12/13, we will work with the lead 
commissioner (SMBC) to support 
achievement in 13/14. 
 


 
 
 
 
 
 
 


Legal Risk Overview 
 
 
 


Mark Chidgey The transition of contracts to new 
commissioners was a very significant and 
vital piece of work in 12/13. This process 
continues. 
 
The transfer scheme process was 
completed; the final Stockport scheme was 
submitted within timescales but due to 


 
 
 
 
 
. 
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delays in the volume of work to be 
completed by DH is yet to be returned by 
DH.  
 
Significant work has been undertaken in 
continues to ensure that all clinical services 
are managed under an appropriate contract 
on 1st April 2013. Significant progress has 
been made with 286 of 338 agreed – this 
falls short of the plan which was for 100% 
achievement.  
 
Of those yet to be agreed then the largest 
volume are Individual Patient Agreements 
relating for example to domiciliary packages 
of care for continuing health care patients.  
 
Two significant NHS Contracts remain as 
not agreed. 
CMFT – where there is a significant financial 
gap to be addressed. We are working with 
CCGs and NCB to determine if this is a 
technical issue resulting from the structural 
commissioning changes. 
Stockport FT – SFT requested more time to 
consider the proposal made to them. This is 
now being urgently followed up and a verbal 
update will be provided to board. 
 


Financial Risk  
 
 
 
 
 
 


Mark Chidgey Given that the position is now known for the 
majority of the year then the main risks lie in 
volatility of activity rather than new issues 
arising. 
 
The CCG is now undergoing a process of 
seeking to agree final settlements with all 
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 our main providers based on forecast 
positions from M09/M10. This is progressing 
well and further updates will be provided on 
agreement.    
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Stockport CCG March 2013 


Report on SCCG Commissioner Walk Around of SNHSFT - 


February 2013 


 


1. Objective 
 


To enable Stockport CCG representatives to gain an additional perspective of the 


healthcare commissioned by the CCG as patients are assessed, admitted and 


discharged from Stepping Hill hospital.  This was the first of a programme of 


Commissioner Walk Arounds to be agreed with the Trust and as such was a learning 


exercise for all involved. 


 


This report is a summary of the views of the 6 CCG Representatives.  In addition 


comments and observations of the 6 CCG Commissioners are included in Appendix 1.  


 


2. Date, Time & Place. 
 


The Walk Around (WA) took place on Tuesday 26
th


 February 2013, 2pm to 4pm.  


 


3. Notification 
 


The Commissioners informed SFT on Wednesday 20
th


 February that the visit would 


take place the following week on the Tuesday.  Following discussion between the 


Trust CEO and CCG COO, on Monday 25
th


 confirmation was given of the exact time, 


wards to be visited and the template to be used for recording purposes. 


 


4. CCG Representatives 
 


• Dr Ranjit Gill, Chief Clinical Officer 


• Dr Cath Briggs, Clinical Director, General Practice Development 


• Dr Heather Procter, GP Locality Chair 


• Mark Chidgey, Director of Provider Management 


• Gillian Miller, Quality and Commissioning Lead 


• Karen Richardson, Governing Body, Nurse Member 


 


 


5. Template 
 


A template was developed based on existing GM templates, referencing Harm Free 


Care and The 15 Steps Challenge.  Practically this was used more as an aide memoir, 


given the time and scope of the WA.  


 


6. Approach & Wards Visited 
 


The CCG Group split into two groups of 3 and accompanied by a senior nurse 


viewed: 


 


 







 


Stockport CCG March 2013 


Group 1 – Front End: ED/MAU/ACU & A1 (Short Stay ward) 


Group 2 – DMOP and Discharge: A11 (rehab and general medical), E2 (dementia 


ward) & Discharge Unit 


 


 


7. Trust Approach and Welcome 
 


Judith Morris the Trust’s Director of Nursing met and welcomed the CCG 


Representatives, discussed the visit and approach prior to the WA and made her own 


office available for pre and post WA briefings.  Judith provided two senior nurses at 


short notice for the visit both of who were extremely helpful and informative.  CCG 


representatives were able to freely talk to patients and staff who were courteous, 


supportive and caring.  


 
8. Overall Impressions  – Front End 
 


The overall impression of the busy front end of the hospital was one of dedicated and 


hardworking staff committed to providing the best patient care in a pressured 


environment.  There were no serious patient care concerns or patient safety issues 


observed.  


 


There was a significant contrast between the feel of ACU / Paediatric ED and that of 


the main ED.  The former both appeared bright, calm, well set out and there was a 


sense of organisation whereas ED was crowded and it was difficult to gain a sense of 


organised processes being carried out. 


 


The layout and pathways for patients through the emergency areas, including ED 


/MAU/ACU/Short Stay was not intuitive to follow.  This issue may well be a result of 


estate constraints but does not support staff in working efficiently within the 


department.  


 


Nursing staff were aware of the planned length of stays of each of the areas visited. 


They also confirmed that the areas were currently operating significantly above the 


stated 4 hours, 12 hours and 72 hours.  


 


A concern was expressed by the GPs as to the time from attendance to treatment for 


two sepsis patients. From two sets of notes reviewed it appeared that treatment was 


not initiated in one case for more than 5 hours and in the other for 10 hours. 


 


 
9. Overall Impressions - DMOP & Discharge 


 
There was a significant contrast in the first impressions of Wards A11 and E2.  The 


latter was well-organised, light and colourful and patients could be easily seen by 


staff.   A11 was cramped and cluttered although the ward environment was clean and 


staff were warm and welcoming. The main issues on A11 were with documentation, 


communication with patients and staffing levels.   The Discharge Unit was quiet on 


the day visited and appeared calm and structured with patients well attended to by 


staff.   


 







 


Stockport CCG March 2013 


 


 


Staff on all three wards were helpful and considerate and there were no patient care or 


safety concerns observed.  Patients generally expressed that their care had been good 


although there was a pattern of patients not knowing or understanding their care 


plan/discharge plan.   


 


 
10.  Summary & Learning 
 


This visit provided Commissioners with a greater insight into the acute services 


commissioned by Stockport CCG.  Overall impressions were positive, staff  were 


welcoming, informed and dedicated and patients said their care had been good.  


Concerns were around some specific themes: 


 


- Staffing levels on some wards, particularly A11 


- ED patient flow and length of time to assessment/treatment 


- Patient communication and in particular relative/carer support and 


understanding, particularly in relation to discharge. 


- Clinical records 


 


Stockport CCG is in the process of planning a Walk Around programme across all 


providers of commissioned services.  For the Trust this programme will be agreed in 


advance and will focus on specific areas/themes.  In addition the Trust has agreed that 


Stockport GPs can shadow Trust Consultants on ward rounds.  The Trust has also 


extended an invitation to the CCG to join the Trust’ weekly Executive Walk Around.  
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Monitoring 2012-13 Commissioner Performance


Board Report - Key Performance Indicators
Board Date: April 2013


Monitoring Date: January 2013


Performance Ratings - Forecast Outturn KPIs forecast as "Red"
Ref Description Report Status Category


SHA Headline  


Measures
2 2 6 PHQ23


A&E - Total Time in the A&E 


Department
Percentage of patients who spent 4 hours or less in A&E Turnaround


Other Operating 


Framework
13 15 11 SQU06_02 TIA


% at high risk of Stroke who experience a TIA and are assessed 


and treated within 24 hours 
Turnaround


Previous Standards 


Maintained
2 2 2 PHQ13


Mental Health - Improved access to 


psychological services


The proportion of people who complete treatment who are moving 


to recovery.
Performance


PHQ26 MSA breaches Number of mixed-sex accommodation breaches. Performance


PHQ18 Patient experience of hospital care


Patient Experience of hospital care, as reported by patients in 


responses to the Care Quality Commission Inpatient Survey (For 


SFT)


Performance


PHQ27


5.2.i
HCAI - MRSA


Number of Meticillin Resistant Staphylococcus aureus (MRSA) 


bacteraemia
Performance


Performance Ratings - In Month PHQ31 Coverage of NHS Health Checks 


% of people eligible for the programme who have been offered an 


NHS Health Check


(SQU27)


Performance


SHA Headline  


Measures
2 0 8 PHQ31 Coverage of NHS Health Checks 


% of people eligible for the programme who have received a NHS 


Health Check.                                                                           
Performance


CCG Choice  - Use of Choose and Book
Percentage of GP referrals to first outpatient services booked 


using Choose and Book (CAB)
Performance


PHQ17 3a


Emergency admissions for acute 


conditions  not usually requiring 


hospital admisson


Rate of emergency admissions acute conditions (ear/nose/throat 


infections, kidney/urinary tract infections, heart failure) usually 


managed in primary care


Activity & 


Reform


PHS09
First outpatient attendances following 


GP referral 


First outpatient attendances (consultant-led) following GP referral 


in G&A specialties


Activity & 


Reform


PHS10 First outpatient attendances First outpatient attendances (consultant-led) in G&A specialties
Activity & 


Reform


PHS12 Number of A&E attendances Number of attendances at Type 1 A&E departments
Activity & 


Reform


PHS14
Diagnostic Activity – Endoscopy 


based tests 
Number of diagnostic endoscopy test/procedures


Activity & 


Reform


VSC26 Alcohol related harm
Rate of Emergency Hospital Admissions for alcohol related harm 


(in 40% most deprived population)


Activity & 


Reform


PHS06 Non elective FFCEs Non-elective FFCEs in general & acute (G&A) specialties
Activity & 


Reform


PHS07 GP Written Referrals to Hospital
Written referrals from GPs for a first outpatient appointment in 


G&A specialties


Activity & 


Reform
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NHS Stockport Clinical Commissioning Group
Monitoring 2012/13 Performance


Board Report - Key Performance Indicators
Board Date: April 2013 30/04/2012 31/05/2012 30/06/2012 31/07/2012 31/08/2012 30/09/2012 31/10/2012 30/11/2012 31/12/2012 31/01/2013 28/02/2013 31/03/2013


Monitoring Date: January 2013


No. Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
YTD (Monthly 


Rate)
Current FOT


PHQ01
Ambulance - Category 


A 8 Minute Response


% Category A incidents, which resulted in an 


emergency response arriving within 8 minutes. 
SHA Actual 75% 76.7% 75.4% 79.6% 78.7% 78.6% 75.6% 74.6% 73.2% 69.7% 76.2% 75.8% 3 2


PHQ02
Ambulance - Category 


A 19 Minute Time


% Category A incidents, which resulted in a vehicle 


arriving within 19 minutes of the request 
CCG Actual 95% 94.6% 93.8% 95.7% 95.6% 96.3% 94.5% 93.8% 94.5% 94.2% 95.7% 94.9% 0 2


PHQ03


% patients receiving first definitive treatment for 


cancer within 62-days of an urgent GP referral for 


suspected cancer
SHA Actual 85% 86.0% 85.5% 90.9% 86.4% 87.3% 94.3% 96.0% 90.2% 93.5% 85.5% 89.3% 3 3


PHQ04


% patients receiving first definitive treatment for 


cancer within 62-days of referral from an NHS 


Cancer Screening Service
CCG Actual 90% 100.0% 100.0% 83.3% 100.0% 75.0% 100.0% 100.0% 100.0% 100.0% 100.0% 96.2% 3 3


PHQ05


% patients receiving first definitive treatment for 


cancer within 62-days of a consultant decision to 


upgrade their priority status
CCG Actual 85% 100.0% 100.0% 88.9% 100.0% 66.7% 40.0% 63.6% 100.0% 33.3% 80.0% 82.8% 0 2


PHQ06
% patients receiving first definitive treatment within 


31 days of a cancer diagnosis
CCG Actual 96% 98.3% 100.0% 99.1% 100.0% 99.2% 99.0% 98.1% 97.3% 100.0% 98.5% 98.9% 3 3


PHQ07
% patients receiving subsequent treatment for cancer 


within 31-days where treatment is surgery 
CCG Actual 94% 93.3% 100.0% 100.0% 100.0% 95.0% 100.0% 95.7% 100.0% 100.0% 100.0% 98.6% 3 3


PHQ08


% patients receiving subsequent treatment for cancer 


within 31-days where that treatment is an Anti-


Cancer Drug Regime 
CCG Actual 98% 100.0% 100.0% 100.0% 100.0% 96.4% 100.0% 100.0% 100.0% 100.0% 100.0% 99.6% 3 3


PHQ09


% patients receiving subsequent treatment for cancer 


within 31-days where that treatment is a 


Radiotherapy Treatment Course
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% 3 3


Plan 46 1 3 5 3 3 4 4 4 4 5 5 5


Actual 0 3 9 4 3 3 6 1 0 4


Plan 562 47 47 47 47 47 47 47 47 47 47 47 47


Actual 37 39 43 66 44 35 54 54 48 51


PHQ12


Mental Health - Care 


Programme Approach 


(CPA)


Percentage of patients on Care Programme 


Approach  discharged from inpatient care followed 


up within 7 days
CCG Actual 95% 100.0% 91.7% 100.0% 90.9% 100.0% 100.0% 100.0% 100.0% 93.8% 100.0% 97.6% 3 3


Plan 7.9% 1.6% 1.8% 2.1% 2.4%


Actual 1.7% 2.0% 2.4%


Plan 45.2% 44.9% 45.1% 45.3% 45.4%


Actual 40.5% 44.6% 44.2%


Plan


Actual


Plan 2181 182 182 182 182 182 182 182 182 182 182 182 182


Actual 208 216 168 181 168 164 222 192 226 193


Plan 318 27 27 27 27 27 27 27 27 27 27 27 27


Actual 29 25 23 24 14 37 36 42 19 28


NHS Operating Framework Enhancing quality of life for people with long term conditions


PHQ10


Mental Health - Early 


Intervention in 


Psychosis


Number of new cases of psychosis served by early 


intervention teams 3.3


2


0


2


CCG


CCG


CCG


CCG


CCG


CCG


47.1PHQ11
Number of Home Treatment Episodes


Mental Health - Crisis 


Resolution Home 


Treatment


194


43.1%


70.4%


PHQ15


2.3.i 


2


0


3


3


0


3


0


% of people with a long-term condition who are 


supported by health and social care services to 


manage their condition (SQU28) 


Emergency Spells 


chronic ambulatory care 


sensitive conditions 


(adults)


Emergency admissions for chronic ambulatory care 


sensitive conditions in people aged over 18


2


2.02%


CCG


Rate of emergency admissions episodes in people 


under 19 for asthma, diabetes or epilepsy per 


100,000 population


PHQ16


2.3.ii 0
Unplanned 


hospitalisation for 


asthma, diabetes and 


epilepsy in under 19s


28


Cancer 62 Day Waits 


(aggregate measure)


RAG Status


Survey results for  July11-March12  


All English PCTs


Survey results for  July11-March12  


Stockport PCT


69.6%


70.2%


Survey results  Jan12-Sept12      All 


English PCTs


Survey results  Jan12-Sept12   


Stockport PCT


69.0%


70.4%


2


2


NHS Operating Framework Preventing people from dying prematurely -


PHQ14


2.1


People with Long Term 


Conditions feeling 


independent and in 


control of their condition 


PHQ13


Mental Health - 


Improved access to 


psychological services


Percentage of people who have depression and/or 


anxiety disorders who receive psychological 


therapies (SQU16)


The proportion of people who complete treatment 


who are moving to recovery.


Cancer waits - 31 days
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No. Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
YTD (Monthly 


Rate)
Current FOT


CCG Plan 3658 305 305 305 305 305 305 305 305 305 305 305 305


Actual 358 365 346 356 400 305 366 359 348 289


CCG Plan


Actual


PHQ19


Percentage of admitted pathways within 18 weeks for 


admitted patients whose clocks stopped during the 


period on an adjusted basis


SHA Actual 90.0% 93.6% 93.2% 92.7% 93.4% 93.0% 93.0% 92.9% 94.3% 93.2% 93.8% 93.3% 3 3


PHQ20


Percentage of non-admitted pathways within 18 


weeks for non-admitted patients whose clocks 


stopped during the period 


SHA Actual 95.0% 97.4% 97.0% 97.5% 97.1% 97.0% 96.3% 96.6% 96.5% 97.0% 96.6% 96.9% 3 3


PHQ21


Percentage of incomplete pathways within 18 weeks 


for patients on incomplete pathways at the end of the 


period


SHA Actual 92.0% 94.8% 94.9% 95.0% 94.4% 94.5% 94.8% 95.6% 95.7% 95.7% 95.3% 95.1% 3 3


PHQ22 Diagnostic Waits
Percentage of patients waiting 6 weeks or more for a 


diagnostic test.
SHA Actual 1.0% 0.76% 0.12% 0.50% 0.32% 0.34% 0.22% 0.38% 0.28% 0.70% 0.50% 0.41% 3 3


PHQ23
Total Time in the A&E 


Department


Percentage of patients who spent 4 hours or less in 


A&E 
SHA Actual 95% 94.1% 94.3% 92.4% 95.2% 89.2% 96.9% 91.1% 93.3% 86.4% 81.6% 91.4% 0 0


PHQ24
Percentage of patients seen within two weeks of an 


urgent GP referral for suspected cancer 
CCG Actual 93% 96.4% 97.3% 96.4% 96.2% 97.5% 94.0% 96.2% 96.0% 95.2% 95.7% 96.1% 3 3


PHQ25


Percentage of patients seen within two weeks of an 


urgent referral for breast symptoms where cancer is 


not initially suspected
CCG Actual 93% 90.6% 98.3% 92.4% 97.3% 98.2% 92.1% 99.2% 95.8% 100.0% 95.0% 95.9% 3 3


PHQ26 MSA breaches Number of mixed-sex accommodation breaches. SHA Actual 0 1 0 0 0 0 0 0 1 0 1 0.3 0 0


Plan 5 1 0 1 0 0 1 0 1 0 1 0 0


Actual 1 0 0 0 1 2 1 0 1 0


Plan 128 12 12 12 12 10 10 10 10 10 10 10 10


Actual 10 7 9 18 16 9 10 8 9 7


PHQ29 VTE Risk assessment
% adult inpatients who have had a VTE risk 


assessment on admission to hospital 
SHA Actual 90% 95% 94% 94% 95% 94% 94% 94% 94% 94% 96% 94% 3 3


Plan 1942 462 406 413 661


Actual 439 414 371


Plan 20.2% 5.06% 5.06% 5.1% 5.1%


Actual 4.38% 4.55% 4.34%


Plan 13.9% 3.43% 3.44% 3.5% 3.51%


Actual 3.26% 3.15% 3.10%


0CCG


SHA


CCG


NHS Operating Framework Helping people to recover from episodes of ill health or following injury


PHQ17


3a
349


3


Emergency admissions 


for acute conditions  not 


usually requiring 


hospital admisson


Number of Meticillin Resistant Staphylococcus 


aureus (MRSA) bacteraemia


Smoking Quitters


Number of 4-week smoking quitters that have 


attended NHS Stop Smoking Services 408 0 2


Patient Experience of hospital care, as reported by 


patients in responses to the Care Quality 


Commission Inpatient Survey (For SFT)
73.5


0


0


0


10.3 3 2


0.60


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


PHQ18
Patient experience of 


hospital care


Rate of emergency admissions of persons with acute 


conditions (ear/nose/throat infections, kidney/urinary 


tract infections, heart failure) usually managed in 


primary care


0


0


PHQ30


PHQ28


5.2.ii
HCAI - CDI


Referral to Treatment 


Pathways


Cancer 2 Week Waits 


Number of Clostridium difficile infections (CDIs), for 


patients aged 2 or more


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


PHQ27


5.2.i
HCAI - MRSA


PHQ31
Coverage of NHS 


Health Checks 


% of people eligible for the programme who have 


been offered an NHS Health Check


(SQU27)
4.43%


% of people eligible for the programme who have 


received a NHS Health Check.                                                                           
3.17%


0 0


0 0


CCG


CCG


73.5


76.1
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No. Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
YTD (Monthly 


Rate)
Current FOT


Plan 35765 2924 2948 2891 3036 2762 2859 3056 3018 3112 3047 2809 3303


Actual 2,959       3,326        2,981      3,337        3,117        2,977        3,277        3,334    3,232    3,153     


Plan 65203 5487 5382 5764 5781 5068 5657 5439 5287 4643 5142 5390 6163


Actual 5,528       6,417        5,522      6,320        5,636        5,650        6,700        5,201    4,904    6,067     


Plan 45094 3743 3688 3969 3885 3415 3793 3883 3558 3529 3767 3583 4281


Actual 3,152       3,510        2,912      3,521        3,249        3,060        3,595        3,170    2,949    3,708     


Plan 55203 4409 4342 4960 4943 4238 4953 4853 4715 4249 4224 4371 4946


Actual 4,313       5,290        4,465      5,172        4,971        4,851        5,890        5,485    4,364    5,052     


Plan 89620 7331 7112 8014 8009 6901 7999 7740 7602 6864 6998 7087 7963
Actual         7,033         8,651       7,195         8,373         8,155         7,949         9,304     8,887     7,050      8,526 
Plan 41900 3444 3280 3540 3780 3185 3594 3695 3645 3199 3241 3380 3917
Actual 3259 3839 3262 3665 3453 3311 3885 3876 3123 3540
Plan 92681 7826 8176 7881 8021 7489 7622 7846 7440 7485 7419 7088 8388
Actual 7659 8465 7919 8487 7972 7971 7996 7712 7659 7705


Plan 9950 789 794 832 907 813 874 887 865 740 771 798 880


Actual 935 1021 793 960 893 879 1013 950 823 973


Plan 89395 6467 7024 7245 7552 6770 7453 7825 7814 7388 7474 7623 8760


Actual 6547 7741 6566 7589 7317 7287 7937 6577 6616 7893


PHS16
Numbers waiting on an 


Incomplete RTT pathway


Number of incomplete Referral to Treatment (RTT) 


pathways at the end of the period 
CCG Actual 17854 17726 18245 18943 19408 19914 19826 19537 18802 18986 18481 18987 0 2


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


Actual 51.6 51.6 51.6 51.6 51.6 51.6 52.4 53.2 56.6 56.6 58.5


Plan


Actual


Plan 80% 81% 82% 83% 84% 85% 86% 87% 88% 89% 90% 90%


Actual 76% 80% 84% 85% 87% 89% 88% 88% 88% 87%


CCG
Choice  - Use of Choose 


and Book


Percentage of GP referrals to first outpatient services 


booked using Choose and Book (CAB)
CCG Actual 90% 55% 53% 54% 52% 57% 52% 55% 60% 53% 55% 55%


CCG
Choice - Use of the 


independent sector 


Percentage of GP referrals to first outpatient services


booked using Choose and Book with non-NHS providers 
CCG Actual 6.5% 6.3% 7.0% 7.1% 6.3% 6.7% 8.8% 6.5% 7.1% 7.0% 6.3% 6.9%


Plan


Actual


SQU06_


01


% who have had a stroke who spend at least 90% of their 


time in hospital on a stroke unit 
Other Actual 80% 86.2% 91.4% 81.3% 93.0% 83.3% 87.5% 86.0% 81.6% 89.7% 79.5% 86.0%


SQU06_


02


% at high risk of Stroke who experience a TIA and are 


assessed and treated within 24 hours 
Other Actual 60% 9.1% 10.0% 10.0% 20.8% 10.5% 25.0% 23.8% 13.6% 26.3% 5.6% 15.5%


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


Actual 16 19 13 15 11 5 8 10 9 10


SQU12 Maternity 12 weeks 


% who have seen a midwife/maternity healthcare 


professional, for health/social care assessment of needs, 


risks and choices by 12wks 6days of pregnancy. 
Other Actual 90% 88.9% 90.6% 89.7% 89.7%


SQU02 End of Life Care
% of deaths that occur at home (inc Care Homes) - rolling 


12 months  data
Other Actual 36.1% 38.1% 38.3% 39.2% 38.6% 38.8% 39.2% 39.8% 40.2% 40.3% 40.1% 40.0% 39.3%


Plan 1957 169 159 173 172 157 172 156 174 153 167 156 150


Actual 167 187 163 189 161 178 165 156 154 153


12


0


3521


           


8,112 
0


2


57


7207


0 0


0 0


0 0


3 2


3 3


2


0


NHS Operating Framework REFORM


Other


2


167


CCG
Commissioning 


development (PHF06)


2


2 2


3 2


Percentage of general practice lists reviewed and 'cleaned'


CCG


CCG


CCG


CCG


CCG


CCG


CCG


CCG


CCG


CCG


0CCG


NHS Operating Framework RESOURCES 


PHS06 Non elective FFCEs 
           


3,169 


Non-elective FFCEs in general & acute (G&A) 


specialties


0 0
           


5,795 


4985


PHS08
Other referrals for a first 


outpatient appointment 


Referrals other than from a GP for a first outpatient 


appointment in G&A specialties


PHS09


First outpatient 


attendances following 


GP referral 


First outpatient attendances (consultant-led) following 


GP referral in G&A specialties


3 3


0 0


           


3,283 


First outpatient attendances (consultant-led) in G&A 


specialties
PHS10


First outpatient 


attendances 
CCG


CCG


0


0


PHS07
GP Written Referrals to 


Hospital


Written referrals from GPs for a first outpatient 


appointment in G&A specialties


Number of diagnostic non-endoscopy 


test/procedures


PHS17 Health Visitor Numbers Number of health visitors (FTE)


PHS11 Elective FFCEs 
Number of G&A elective admissions Finished First 


Consultant Episodes (FFCEs) 


OTHER INDICATORS (2011/12 Operating Framework)


CCG


Choice - Bookings to 


Services where Named 


Consultant  Available


Percentage of bookings made through Choose and Book 


(CAB) to services where there was at least one named 


clinician listed on the system
89%


Other


Stroke indicator 


PHS12
Number of A&E 


attendances 
Number of attendances at Type 1 A&E departments 8062


924


PHS15


Diagnostic Activity – 


Non-Endoscopy based 


tests 


PHS14
Diagnostic Activity – 


Endoscopy based tests 
Number of diagnostic endoscopy test/procedures


VSC26 Alcohol related harm


CCG
Information to patients in 


General Practice (PHF10)


Percentage of patient population able to access their GP 


medical records electronically and have registered to do so.


Rate of Emergency Hospital Admissions for alcohol related 


harm (in 40% most deprived population)


SRS10_


01


Delayed Transfers of Care 


- Acute


Number of delayed transfer of care for acute adult patients 


(aged 18+)
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Clostridium Difficile


Improvement Plan
•Business as Usual.


•Standardise Infection 
Control in residential 
homes.


•Implement effective drug 
governance scheme.


•Effective Laboratory 
testing policy


•RCA Breach Analysis


Leadership


Dr Cath Briggs
Sarah Turner


Levers
•CQUIN
•Contract Penalty
•Performance Notices
•Improvement Meetings.
•Process Mapping
•Black list / Prior Approval
•DH Improvement Team
•Monitor Briefing


Providers


Acute (non NHS)
GPs
Nursing Homes
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A&E 


Improvement Plan
•Assure for A&E / MAU 
that Supply = Demand


•Change of Consultant 
job plans.


•Implement “New Model”


•24/7 Hospital – SAU / 
GAU.


•Implement Ambulatory 
Care Pathways.


Leadership


Dr Ash Patel
Mark Chidgey


Levers
•CQUIN
•Contract Penalty –
£43,000 (per quarter)
•Reform Fund 
•Performance Notices
•Improvement Meetings.
•Process Mapping
•Black list / Prior Approval
•DH Improvement Team
•Monitor Briefing


Providers


SFT


80%
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A&E Performance SFT; % Patients dealt with within 4 Hour Standard


Average UCL LCL Target Actual







Stroke 


Improvement Plan
•Direct to CT.


•Process for admission to 
stroke beds< 4 hours


•Bed Clearance policy for 
stroke beds.


•Patient flow and bed 
capacity


•RCA Breach Analysis


Leadership


Dr Ash Patel
Andrea Dayson


Levers
•CQUIN
•Contract Penalty -
£200/month
•Performance Notices
•Improvement Meetings.
•Process Mapping
•Black list / Prior Approval
•DH Improvement Team
•Monitor Briefing


Providers


SFT
UHSM
CMFT
SRFT
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Stroke Patients; % Spending 90% of Hospital Stay in Specialist Unit


UCL LCL Target Actual Average
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1. Strategic Fit



1.1 What are the objectives for the project? 

List the Specific Objectives of the business case (SMART principles apply)



1.2 Why do we need to invest or disinvest?

What is it that requires funding? Is it a specific issue or problem or national policy? What will the funding provide?   



1.3 Which Strategic Aim will it contribute to and how? 

Make explicit reference to the most relevant aim and the associated performance measures. 









2. Options Appraisal 



Option 1



Description of solution 

How will the redesigned service look?



Benefits 

List the benefits that will result and how they apply to the population 



Costs 

List all the costs financial and service delivery of the proposal 



Financial Analysis

Complete the template with financial advice 



Risks

List the risks to service delivery and what can be done to mitigate them



Implementation challenges 

Describe the challenges and opportunities of implementing the proposal including noting any specific “show-stoppers”. 



Summary

Short summary of pros and cons of option 













Option 2



Description of solution 



Benefits 



Costs



Financial Analysis  



Risks



Implementation challenges 



Summary





Option 3 

	

Description of solution 



Benefits 



Costs



Financial Analysis  



Risks



Implementation challenges 



Summary





Option 4 

	

Description of solution 



Benefits 



Costs



Financial Analysis  



Risks



Implementation challenges 



Summary

3. Preferred Option 



3.1 Making the Case 

Describe which option and why restating the investment required



3.2 Assumptions 

List each assumption you have made when concluding this is the best option  



4. Procurement & Conflict of Interests 



4.1 Procurement route of preferred option

Describe how the proposed change will be contracted (Contract Variation, Tender etc.) and why



4.2 Conflicts of interest of preferred option 

List by name any member of Operational Executive Team or Governing Body who might potentially benefit from the business case and procurement route selected



4.3 Advice of conflict of Interest and Procurement Committee

To be completed by Committee



5. Implementation Plan 



5.1 How will objectives be delivered?

Overall description of the programme



5.2 Milestones and timescales

List key measurable milestones with timescales 



5.3 Performance Indicators

List each indicator used to measure progress and delivery of benefits 



5.4 Investment and savings profiles

Complete tables below 



5.5 Governance arrangements

Describe any special governance arrangements – partnership, section 75, LAT



5.6 Engagement Plan 

How and when will stakeholders including staff and public be engaged including details of formal public consultation



5.7 Equality Impact Assessment 

Summarise findings of the Equality Impact assessment and any mitigation

 

5.8 Constraints

List any constraints and dependencies  



5.9 Risks

List the programme delivery risks and how they are to be mitigated 



5.10 Organisational Capacity

Describe the required implementation resources required and the element of the required investment used for delivery  

3
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CLINICAL COMMISSIONING GROUP


STANDING ORDERS 


SCHEME OF RESERVATION


PRIME FINANCIAL POLICIES

Version:  [2.8]

1.1. Standing Orders

1.1.1. This Constitution is also informed by a number of documents which provide further details on how the Group will operate.  They are the Group’s:

a) Standing orders  – which sets out the arrangements for meetings and the appointment processes to elect the Group’s representatives and making appointments to the Group’s committees, including the Governing Body;

b) Scheme of reservation and delegation  – which sets out those decisions that are reserved for the membership as a whole and those decisions that are the responsibilities of the Group’s Governing Body, the Governing Body’s committees and sub-committees, the Group’s committees and sub-committees, individual members and employees;

c) Prime financial policies  – which sets out the arrangements for managing the Group’s financial affairs.

STANDING ORDERS

1. STATUTORY FRAMEWORK AND STATUS

1.1. Introduction 

1.1.1. These standing orders have been drawn up to regulate the proceedings of the Group so that it can fulfil its obligations, as set out largely in the 2006 Act, as amended by the 2012 Act and related regulations.  They are effective from the date the Group is established.

1.1.2. The standing orders, together with the Group’s scheme of reservation and delegation
 and the Group’s prime financial policies
, provide a procedural framework within which the Group discharges its business. They set out:

a) the arrangements for conducting the business of the Group;

b) the appointment of Member Representatives; 

c) the procedure to be followed at meetings of the Council of Members (which has been delegated responsibility for those decisions reserved to the Group), the Governing Body and any other committees or sub-committees of the Group or the Governing Body; 

d) the process to delegate powers,

e) the declaration of interests and standards of conduct. 

These arrangements must comply, and be consistent where applicable, with requirements set out in the 2006 Act (as amended by the 2012 Act) and related regulations and take account as appropriate
 of any relevant guidance.

1.1.3. The standing orders, scheme of reservation and delegation and prime financial policies have effect as if incorporated into the Group’s Constitution.  Group Members, employees, members of the Governing Body, members of the Governing Body’s committees and sub-committees, members of the Group’s committees and sub-committees and persons working on behalf of the Group should be aware of the existence of these documents and, where necessary, be familiar with their detailed provisions.  Failure to comply with the standing orders, scheme of reservation and delegation and prime financial policies may be regarded as a disciplinary matter that could result in dismissal.

1.2. Schedule of matters reserved to the Group and the scheme of reservation and delegation

1.2.1. The 2006 Act (as amended by the 2012 Act) provides the Group with powers to delegate the Group’s functions and those of the Governing Body to certain bodies (such as committees) and certain persons.  

1.2.2. The following matters require the prior approval of the Council of Members by way of a Special Resolution and no action on these matters can be taken by the Governing Body  without such consent:


a) Make recommendations to the National Commissioning Board for changes to the constitution of the Group;

b) Change the nature of the business of the Group or do anything inconsistent with the Statement of Mission, Values and Aims of the Group; 

c) Approve changes to the Group’s “Statement of Mission, Values and Aims”

d) Approve Changes to the Group’s “Statement of Policy for Compliance with General, Financial and Public Sector Equality Duties”

e) Use any name other than that specified in Clause 1.1 of the Constitution in relation to the activities of the Group;


f) Merge, amalgamate or federate the Group with any other clinical commissioning group; 


g) Seek to remove any Member or Member Representative for any reason other than those set out at Clauses 3.2.3 and 3.3.4 of the Constitution, respectively;


h) Reorganise the boundaries of or change the number of Locality Committees or otherwise change the organisational structure of the Group.


i) Change the content or nature of the “Memorandum of  Understanding”;

j) Final approval of the appointment to the Governing Body of the Chair, the Accountable Officer (subject to the approval of the NHS Commissioning Board) and the Clinical Directors. 


1.2.3. The decisions reserved to the Council of Members, and also those delegated are contained in the Group’s scheme of reservation and delegation (see Appendix D).

2. THE CLINICAL COMMISSIONING GROUP: COMPOSITION OF MEMBERSHIP, KEY ROLES AND APPOINTMENT PROCESS

2.1. Composition of membership

2.1.1. Chapter 3 of the Group’s constitution provides details of the membership of the Group (also see Appendix B).

2.1.2. Chapter 6 of the Group’s constitution provides details of the governing structure used in the Group’s decision-making processes, whilst Chapter 7 of the constitution outlines certain key roles and responsibilities within the Group and its Governing Body, including the role of Member Representatives (Clause 7.1 of the constitution).

2.2. Appointment of Members of the Governing Body

2.2.1. Paragraph 6.6.2 of the Group’s Constitution sets out the composition of the Group’s Governing Body whilst Chapter 7 of the Group’s constitution identifies certain key roles and responsibilities within the Group and its Governing Body.

2.2.2.       Members of the Governing Body shall be appointed in accordance with these Standing Orders save that the initial members of the Governing Body shall be as follows:


		Position

		Member’s name



		a) The Chair      

		Jane Crombleholme 



		b) Deputy Chair

		Dr Sasha Johari



		c) Accountable officer

		Dr Ranjit Gill



		d) Chief Finance Officer

		Gary Jones 



		e) Chief Operating Officer

		Gaynor Mullins 



		f) GP Locality Chair

		Dr Sasha Johari



		g) GP Locality Chair

		Dr Andrew Johnson 



		h) GP Locality Chair

		Dr Heather Procter



		i) GP Locality Chair

		Dr Viren Mehta



		j) Clinical Director

		Dr Ash Patel 



		k) Clinical Director

		Dr Jaweeda Idoo



		l) Clinical Director

		Dr Cath Briggs 



		m) Lay member

		Jane Crombleholme 



		n) Lay member

		John Greenough 



		o) Secondary care specialist

		Dr Mary Ryan



		p) Registered nurse

		Karen Richardson 



		q) Public Health Consultant

		Dr Vicci Owen-Smith 





2.2.3. The Chair, whose role is described at Clause 7.4 of the Group’s constitution, is subject to the following appointment process: 

a) Nominations – the post shall be advertised to eligible members of the Governing Body 

b) Eligibility – 

i) the Chair shall be either the Lay Person leading on patient and public participation matters or one of the GP Locality Chairs. A majority of the Member Representatives in attendance at any General Meeting at which the appointment is to be approved, will be required to ratify the appointment. 

ii) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG


c) Appointment process – All applicants submit a CV, followed by an assessment centre run by an external agency with an interview including at least a GP Locality Chair or the Group’s senior clinical voice, a nominee of the National Commissioning Board, and external human resources expertise  

d) Term of office – up to 3 years;


e) Eligibility for reappointment – remains a member of the Governing Body, subject to serving a maximum term of office of 9 years;

f) Grounds for removal from office -; 


i) The post holder joins the LMC executive committee 


ii) Any Member Representative with the support of Member Representatives together holding at least 20% of the nominated votes allocated to Member Representatives can, at a General Meeting of the Council of Members, call a motion of no confidence in the chair. If Member Representatives together holding at least 75% of the nominated votes allocated to Member Representatives approve such a motion the post holder must stand down. 


iii) The office holder  is convicted of a criminal offence carrying a custodial sentence


iv) The Chair is disqualified from membership of a CCG governing body under the CCG Regulations.

g) Notice period – 6 months unless the Chair is removed from office in accordance with paragraph f) above.


2.2.4. The Deputy Chair whose role is described at Clause 7.5 of the Group’s constitution, is subject to the following appointment process: 


a) Nominations – any eligible member of the Governing Body may nominate themselves

b) Eligibility – 

i) the Deputy Chair shall be an existing member of the Governing Body and if the Chair is a lay person, the Deputy Chair must be a GP Locality Chair, and if the Chair is a GP the Deputy Chair must be a lay person. 

ii)  shall not be a member of the executive of any local representative committee 

iii) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG 

c) Appointment process – Vote of the Governing Body 

d) Term of office – annual renewal

e) Eligibility for reappointment – remains a member of the Governing Body, subject to serving a maximum term of office of 9 years;


2.2.5. The Accountable Officer, whose role is described at Clause 7.6 of the Group’s Constitution, is subject to the following appointment process: 


a) Eligibility – 

i) The Accountable Officer shall be either:

· A Partner or salaried GP in a Member practice

· Another practising primary care clinician employed by a Member practice

ii) shall not be a member of the executive of any local representative committee 

iii) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG 


b) Nominations and Appointment process – the following process shall be undertaken should a vacancy arise

i) The job description will be advertised to all Member practice partners and salaried GPs working for Member practices.

ii) Any such person may be nominated in writing to the Chair of the Governing Body by two persons who are Member practice partners or salaried GPs. Those nominating the relevant individual must be from two different Member practices and shall not be from the same Member practice as the nominee

iii) Any such nominee shall submit an application form to an externally appointed assessment board. The membership of the assessment board shall be approved by the Governing Body of the Group as competent to fulfil the function required of it.


iv) The assessment board shall assess and interview each candidate and make recommendations to the Group on the nominees’ suitability

v) The Group shall in a process overseen by the LMC:

· If there is only one recommended candidates to fill the post, by a vote approve or reject the recommendation by a simple majority;

· If there is more than one recommended candidate, by a vote choose the person to fulfil the role. The candidate with the largest number of votes shall be nominated to fill the office. 

· If the post cannot be filled from among the local GP community the Governing Body may extend the advertisement of the post to other practising primary care clinicians employed by Member practices and follow the process described in b i) – b v) above. 

vi) The Governing Body shall recommend to the NHS National Commissioning Board that it should appoint its nominated candidate.


c) Term of office – up to 5 years 

d) Eligibility for reappointment – still meets the requirements set out at 2.2.5a, subject to serving a maximum term of office of 9 years

e) Grounds for removal from office 


i) The post holder joins the LMC executive committee 

ii) Any Member representative with the support of at least 20% of the nominated votes allocated to member representatives can at a general meeting call a motion of no confidence in the Accountable Officer. If at least 75% of the nominated votes allocated to member representatives approve such a motion the post holder must stand down 

iii) The office holder  is convicted of a criminal offence carrying a custodial sentence

iv) The Accountable Officer is disqualified from membership of a CCG governing body under the CCG Regulations.


f) Notice period – 6 months unless the Accountable Officer is removed from office in accordance with paragraph e) above

2.2.6. The Chief Operating Officer is subject to the following appointment process: 

a) Eligibility – 


i) shall be a person of significant board level leadership position 


ii) be deemed appropriately qualified by the NCB


iii) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG


b) Appointment process – when the role becomes vacant a job description and person specification will be advertised widely followed by short-listing, psychometric and other testing and an interview. The interview panel shall include at least the Chair, the Accountable Officer and a member of the NHS Commissioning Board or a nominee with the appropriate expertise.

c) Term of office – this role is that of an employee and so there is no term of office 

d) Grounds for removal from office – 


i) the Chief Operating Officer is disqualified from membership of a CCG governing body under the CCG Regulations and / or in accordance with his or her contract of employment.


e) Notice period – immediately if the Chief Operating Officer is disqualified from membership of a CCG governing body under the CCG Regulations but otherwise the Chief Operating Officer’s notice period shall be in accordance with his or her contract of employment (if any) and/or statutory employment rights (if any).

2.2.7. The Clinical Directors are subject to the following appointment process: 

a) Eligibility – A Clinical Director shall be either:

i) A Partner or salaried GP in a Group member practice

ii) Another practising primary care clinician

iii) shall not be a member of the executive of any local representative committee

iv) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG 

b) Nominations and Appointment process – the following process shall be undertaken should a vacancy arise

i) The job description will be advertised to all Member practice partners and salaried GPs

ii) Any such person may be nominated in writing to the Accountable Officer by two persons who are Member practice partners or salaried GPs. Those nominating the relevant individual must be from two different Member practices and shall not be from the same Member practice as the nominee

iii) Any such nominee shall submit an application form to an externally appointed assessment board. The membership of the assessment board shall be approved by the Governing Body of the Group as competent to fulfil the function required of it.

iv) The assessment board shall assess and interview each candidate and make recommendations to the Group on the nominees’ suitability

v) The Group shall in a process overseen by the LMC:


· If there is only one recommended candidates to fill the post, by a vote approve or reject the recommendation by a simple majority;

· If there are more than one recommended candidate, by a vote choose the person to fulfil the post. The candidate with the largest number of votes shall be appointed to the office. 

vi) If the post cannot be filled from among the local GP community the Governing Body may extend the advertisement of the post to other local practicing primary care clinicians and follow the process described in b i) – b v) above. 

c) Term of office – up to 5 years 

d) Eligibility for reappointment – still meets the requirements set out at 2.2.6a, subject to serving a maximum term of office of 9 years

e) Grounds for removal from office – 

i) The post holder joins the LMC executive committee

ii) Any Member representative with the support of Member Representatives together holding at least 20% of the nominated votes allocated to Member Representatives can at a general meeting call a motion of no confidence in a Clinical Director. If Member Representatives together holding at least 75% of the nominated votes allocated to Member Representatives approve such a motion the post holder must stand down

iii) The office holder  is convicted of a criminal offence carrying a custodial sentence

iv) the individual is disqualified from membership of a CCG governing body under the CCG Regulations


f) Notice period – 6 months unless a Clinical Director is removed from office in accordance with paragraph e) above.

2.2.8. The Chief Finance Officer, whose role is described at Clause 7.7 of the Group’s constitution, is subject to the following appointment process: 

a) Eligibility – 

i) is a CCAB or CIMA qualified and meets the full person specification set out in the role job description

ii) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG


b) Appointment process – when the role becomes vacant a job description and person specification will be advertised widely followed by short-listing, psychometric and other testing and an interview. The interview panel shall include at least the Chair, the Accountable Officer and a member of the NHS Commissioning Board or a nominee with the appropriate expertise. 

c) Term of office – this role is that of an employee so there is no term of office 

d) Grounds for removal from office – 


i) The post holder is for any reason removed from membership of CCAB or CIMA;


ii) the Chief Finance Officer is an individual who is disqualified from membership of a CCG governing body under the CCG Regulations; and / or 

iii) in accordance with his or her contract of employment.

e) Notice period – immediately if the Chief Finance Officer is disqualified from membership of a CCG governing body under the CCG Regulations but otherwise the Chief Finance Officer’s notice period shall be in accordance with his or her contract of employment (if any) and / or statutory employment rights (if any).

2.2.9. The GP Locality Chairs are subject to the following appointment process: 

a) Nominations – any eligible person shall be entitled to put their name forward with the support of at least one other Member Representative. Such nominations must be received at least 7 days before the next Locality Committee meeting for the relevant locality.

b) Eligibility – a GP Locality Chair must:

i) Be a partner or salaried doctor in a Group Member practice within the said locality; and

ii) Be a Member Representative of a Member practice 

iii) Not be a member of the LMC Executive Committee 

iv) Not be a Clinical Director, the Chair of the Governing Body, or the Accountable Officer of the Group

v) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG 

c) Appointment process – GP Locality Chairs shall be elected by Member Representatives at a Locality Committee meeting for their respective locality in a process overseen by the LMC. Each Member Representative shall be able to vote in accordance with the number of votes set out at Clause 3.3 of the Constitution. If there is only one candidate a simple consensus of the meeting shall suffice. If there is more than one candidate the process for election described at clause 2.2.5b shall be undertaken. 

d) Term of office – up to 3 years;

e) Eligibility for reappointment – the criteria described at b) above and re-election as described at c) above, subject to serving a maximum term of office of 9 years;

f) Grounds for removal from office – the post-holder can be removed under the following circumstances:

i) The post holder is no longer a partner or salaried GP in a Member Practice in the relevant locality

ii) The post holder joins the LMC executive committee 

iii) Any Member Representative from the relevant locality with the support of Member Representatives together holding at least 20% of the nominated votes allocated to Member Representatives in that locality can at a Locality Committee meeting call a motion of no confidence in the GP Locality Chair. If Member Representatives together holding at least 75% of the nominated votes allocated to Member Representatives in relevant locality approve such a motion the post holder must stand down.

iv) The office holder  is convicted of a criminal offence carrying a custodial sentence

v) the individual is disqualified from membership of a CCG governing body under the CCG Regulations

g) Notice period – 3 months unless the individual is removed from office in accordance with paragraph f) above.

2.2.10. The Lay Members, are subject to the following appointment process: 

a) Eligibility – Lay members shall meet the requirements set out in the role function and specification which shall include:


·  the requirements of Regulation 12(3) of the CCG Regulations in respect of the lay member who leads on audit, remuneration and conflict; 

· the requirements of Regulation 12(4) of the CCG Regulations in respect of the lay member who leads on patient and public participation.; and

· shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG


b) Appointment process – when the role becomes vacant a job description and person specification will be advertised widely followed by short-listing, psychometric and other testing and an interview. The interview panel shall include at least the Chair of the Governing Body, the Chair of the governing body of a neighbouring clinical commissioning group and a member of the NHS Commissioning Board or a nominee with the appropriate expertise. 

c) Term of office – the office holders will be appointed to the office for a period of up to 3 years 

d) Eligibility for reappointment – the criteria described at 2.2.10 a) are still applicable, subject to serving a maximum term of office of 9 years

e) Grounds for removal from office –

i) The office holder takes up employment in the NHS

ii) The office holder fails to attend 75% or more of Governing Body meetings

iii) The office holder  is convicted of a criminal offence carrying a custodial sentence

iv) The officer holder is disqualified from:


· being a lay member of a CCG governing body; or


· being a member of a CCG governing body;


under the CCG Regulations.

f) Notice period – there will be a three month notice period unless the lay member is removed from office under paragraph e) above. 

2.2.11. The Nurse Member is subject to the following appointment process: 

a) Eligibility – the Nurse Member must:

i) Be a registered nurse within the meaning of the CCG Regulations and must not fall within Regulation 12(1) of the CCG Regulations;

ii) Have experience of working at board or senior committee level 

iii) shall not be an employee or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG 

b) Appointment process – when the role becomes vacant a job description and person specification will be advertised widely followed by short-listing, psychometric and other testing and an interview. The interview panel shall include at least the Chair of the Governing Body, a GP Locality Chair, and if the Chair of the Governing Body is not a lay member then one of the Governing Body lay members. 

c) Term of office – the nurse office will be appointed for a period of up to 3 years 

d) Eligibility for reappointment – the criteria described at 2.2.10 a) are still applicable, subject to serving a maximum term of office of 9 years

e) Grounds for removal from office – the following are grounds for removal from office

i) The post holder’s employment changes such that they are in breach of section a) iii) above or the post holder is otherwise in breach of section a) i) or a) iii) above

ii) Removal from the NMC register

iii) The office holder fails to attend 75% or more Governing Body meetings 

iv) The Governing Body passes a vote of no confidence by a majority of 75% of the members

v) The office holder  is convicted of a criminal offence carrying a custodial sentence

vi) The individual is disqualified from being a member of a CCG governing body under the CCG Regulations


f) Notice period – there will be a three month notice period unless the individual is removed from office under paragraph e) above.

2.2.12. The Secondary Care Specialist Doctor is subject to the following appointment process: 

a) Eligibility – the Doctor must:

i) Be a secondary care specialist within the meaning of the CCG Regulations and must not fall within Regulation 12 (1) of the CCG Regulations

ii) Be practising in a hospital setting

iii) Have experience of working at board or senior committee level 

iv) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG 

b) Appointment process – when the role becomes vacant a job description and person specification will be advertised widely followed by short-listing, psychometric and other testing and an interview. The interview panel shall include at least the Chair of the Governing Body, a GP Locality Chair, and if the Chair of the Governing Body is not a lay member then one of the Governing Body lay members. 

c) Term of office – the doctor office will be appointed for a period of up to 3 years 

d) Eligibility for reappointment – the criteria described at 2.2.10 a) are still applicable, subject to serving a maximum term of office of 9 years

e) Grounds for removal from office – the following are grounds for removal from office

i) The post holder’s employment changes such that they are in breach of section a) iv) above or they are otherwise in breach of section a) i) or a) iv) above

ii) The post holder fails to attend 75% or more Governing Body meetings

iii) The Governing Body pass a vote of no confidence by a majority of 75% of the members 

iv) The office holder  is convicted of a criminal offence carrying a custodial sentence

v) The individual is disqualified from being a member of a CCG governing body under the CCG Regulations

f) Notice period – there will be a three month notice period unless the individual is removed from office under paragraph e) above

2.2.13. The Public Health Consultant is subject to the following appointment process: 

a) Eligibility –

i)  the post holder must be a trained consultant member or fellow of the Faculty of Public Health and have experience or working at a Board or senior committee level

ii) shall not be an employee, shareholder or on the Board of Directors of any healthcare provider which provides healthcare by way of a contract to NHS Stockport CCG 

b) Appointment process – when the role becomes vacant a job description and person specification will be advertised widely followed by short-listing, psychometric and other testing and an interview. The interview panel shall include at least the Chair of the Governing Body, the accountable officer, the director of public health of Stockport Metropolitan Borough Council and the Chair of the Health & Wellbeing Board or a suitable nominee.

c) Term of office – this will be an employee position and as such term of office does not apply

d) Grounds for removal from office - the individual is disqualified from being a member of a CCG governing body under the CCG Regulations


e)  Notice period – immediately if the Public Health Consultant is disqualified from membership of a CCG governing body under the CCG Regulations but otherwise the Public Health Consultant’s notice period shall be in accordance with his or her contract of employment (if any) and / or statutory employment rights (if any)

2.2.14. The roles and responsibilities of each of these key roles are set out either in Clause 6.5.2 or Chapter 7 of the Group’s constitution.

3. MEETINGS OF THE COUNCIL OF MEMBERS

3.1. Calling General Meetings

3.1.1. The Governing Body or Member Representatives together holding 20% of the nominated voting rights allocated to the Member Representatives can call a General Meeting of the Council of Members at any time.

3.1.2. Every notice calling a General Meeting must specify the place, day and time of the meeting and the general nature of the business to be transacted. Any resolution to be passed must be set out in full. 

3.1.3. The Governing Body or the Member Representatives who call a General Meeting must give at least 21 days’ notice of that meeting to all Member Representatives and all members of the Governing Body in writing. 

3.1.4. Notice of the meeting must be published at the offices of the Group and on the Group’s website.

3.1.5. The following local bodies shall also be notified directly via an appropriate mechanism; the Group’s auditor, the Stockport Health-Watch, and the Chair of the Health & Wellbeing Board.

3.1.6. Any papers for a General Meeting must be circulated at least 7 days prior to the General Meeting to each Member Representative and each Governing Body member. 

3.2. Attendance and Speaking at General Meetings

3.2.1. The Group may make whatever arrangements it considers appropriate to enable those attending a General Meeting to listen and contribute including to exercise their rights to speak or vote.

3.2.2. The accidental omission to give notice of a meeting to, or the non-receipt of notice of a meeting by, any person entitled to receive notice shall not invalidate proceedings at that meeting.

3.2.3. All Member Representatives and members of the Governing Body may speak at a general meeting. 

3.2.4. With the exception of the Annual General Meeting the Chair may decide if members of the public and press may attend meetings of the council of members and for which items

3.2.5. Other attendees may ask questions by invitation of the Chair. 

3.3. Quorum and Chairing General Meetings

3.3.1. No business other than the appointment of the Chair of the meeting is to be transacted at a General Meeting if the persons attending do not constitute a quorum.

3.3.2. For a general meeting to be quorate, the voting rights of the Member Representatives (or their proxies) in attendance at a General Meeting shall equal or exceed 50% of the nominated voting rights allocated to Member Representatives in any year.

3.3.3. The Chair of the Governing Body shall chair General Meetings if present. If not present the Deputy Chair shall chair the General Meeting if present.

3.3.4. If the Chair and Deputy Chair are not present or are not present within 10 minutes of the time at which a meeting was due to start a GP Locality Chair shall by agreement of the Member Representatives present at the meeting chair the meeting. 

3.3.5. If the persons attending a General Meeting within half an hour of the time at which the meeting was due to start do not constitute a quorum, or if during a meeting a quorum ceases to be present, the chair of the meeting must adjourn it.

3.3.6. The chair of the meeting may adjourn a General Meeting at which a quorum is present if:

a) the meeting consents to an adjournment, or 

b) it appears to the chair of the meeting that an adjournment is necessary to ensure that the business of the meeting is conducted in an orderly manner. 

3.3.7. The chair of the meeting must adjourn a General Meeting if directed to do so by Member Representatives holding a simple majority of the nominated voting rights allocated to the Member Representatives present at the meeting.

3.3.8. When adjourning a General Meeting, the chair of the meeting must:

a) either specify the time and place to which it is adjourned or state that it is to continue at a time and place to be fixed by the Governing Body; and 

b) have regard to any directions as to the time and place of any adjournment which have been given by the meeting. 

3.3.9. If the continuation of an adjourned meeting is to take place more than 14 days after it was adjourned, the Governing Body must give at least 14 clear days’ notice of it (that is, excluding the day of the adjourned meeting and the day on which the notice is given):

a) to the same persons to whom notice of General Meetings is required to be given, and 

b) containing the same information which such notice is required to contain. 

3.3.10. At an adjourned General Meeting only that business that formed the business to be transacted at the original meeting can be transacted.

3.4. Decision Making at General Meetings

3.4.1. Every Member Representative shall have nominated voting rights in the proportions detailed in Clause 3.3.1 of the Constitution:- 

a) In the case of an equality of votes, the chair of the meeting shall be entitled to a casting vote.

b) Only the Chair of the Governing Body, the Deputy Chair of the Governing Body, the Accountable Officer and the Member Representatives (or their proxies) shall be eligible to vote at a General Meeting.

3.4.2. The decision of the Chair of the Governing Body on questions of order, relevancy and regularity and their interpretation of the constitution, standing orders, scheme of reservation and delegation and prime financial policies at the meeting, shall be final.

3.5. Errors and disputes

3.5.1. No objection may be raised to the qualification of any person voting at a General Meeting except at the meeting or adjourned meeting at which the vote objected to is tendered, and every vote not disallowed at the meeting is valid.

3.5.2. Any such objection must be referred to the chair of the meeting whose decision is final.

3.6. Content of proxy notices and resolutions in writing

3.6.1. Proxies may only validly be appointed by a notice in writing (a “proxy notice”) which:

a) states the name and address of the Member Representative appointing the proxy; 

b) identifies the person appointed to be that Member Representative’s proxy and the General Meeting in relation to which that person is appointed; 

c) is signed by or on behalf of the Member Representative appointing the proxy, or is authenticated by the relevant Member; and 

d) is delivered to the Governing Body in accordance with the Constitution and any instructions contained in the notice of the General Meeting to which they relate. 

3.6.2. The Governing Body may require proxy notices to be delivered in a particular form, and may specify different forms for different purposes.

3.6.3. Proxy notices may specify how the proxy appointed under them is to vote (or that the proxy is to abstain from voting) on one or more resolutions.

3.6.4. Unless a proxy notice indicates otherwise, it must be treated as

a) allowing the person appointed under it as a proxy discretion as to how to vote on any ancillary or procedural resolutions put to the meeting; and 

b) appointing that person as a proxy in relation to any adjournment of the General Meeting to which it relates as well as the meeting itself. 

3.6.5. An appointment under a proxy notice may be revoked by delivering to the Governing Body a notice in writing given by or on behalf of the Member Representative by whom or on whose behalf the proxy notice was given.

3.6.6. A notice revoking a proxy appointment only takes effect if it is delivered before the start of the meeting or adjourned meeting to which it relates.

3.6.7. If a proxy notice is not executed by the Member Representative appointing the proxy, it must be accompanied by written evidence of the authority of the person who executed it to execute it on the relevant Member’s behalf.

3.7. Annual General Meeting 


3.7.1. The Council of Members shall hold an Annual General Meeting (AGM): 

a) once in each year provided that not more than 15 months shall elapse between the date of one Annual General Meeting and that of the next; 


b) on a Business Day; and


c) that AGM shall be held at such a time and place as the Governing Body shall determine no later than September 30th of any year and in a publically accessible premises within the Borough of Stockport.


3.7.2. Minutes of the Annual General meeting will be a matter of public record


3.7.3. The matters to be discussed at the AGM shall be set out in the notice, and shall include the consideration and, if thought fit, approval of: 

a) the Group accounts;


b) the Group Annual Report;


c) the Group Report on Public Involvement;


d) the Group Annual Plan;


e) the appointment of an external auditor;  


f) the transaction of any other business included in the notice convening the meeting;


g) any matters reserved to the Group;


h) the appointment or approval of appointment of members to the Governing Body, where applicable.


3.7.4. The AGM shall be open to the public, and the press will normally be admitted subject to the Chair’s digression

3.7.5. Notice of the AGM will be published at least 28 days prior to the meeting.  

3.8. Minutes 


3.8.1. The minutes of the proceedings of a meeting shall be drawn up and submitted for agreement at the next meeting where they shall be signed by the person presiding at it as a true record.


3.8.2. No discussion shall take place upon the minutes except upon their accuracy or where the person presiding at the meeting considers discussion appropriate.

4. MEETINGS OF THE GOVERNING BODY AND ITS COMMITTEES AND SUB-COMMITTEES

4.1. Calling Governing Body Meetings 


4.1.1. The Governing Body shall meet in public no less than 8 times per year and no more than three months apart. 

4.1.2. The Governing Body shall hold meetings in accessible premises in each locality once per year. 

4.1.3. The Chair may call a meeting of the Governing Body at any time.

4.1.4. One-third or more members of the Governing Body may requisition a meeting in writing.  If the Chair refuses, or fails, to call a meeting within seven days of a requisition being presented, the members signing the requisition may forthwith call a meeting.

4.1.5. Written notice of a meeting of the Governing Body must be given to each member of the Governing Body and each Practice Representative at least 21 days before the meeting.  The notice shall specify the date, time and venue of the meeting and it shall be published at the same time on the Group’s website.

4.1.6. The agenda and any papers for a meeting of the Governing Body must be circulated to each member of the Governing Body at least 7 days prior to the meeting.  At the same time the agenda must be circulated to each Practice Representative and the agenda and papers must be published on the Group’s website. 

4.1.7. The accidental omission to effectively serve notice on all of the members of the Governing Body or any other person entitled to receive notice of the meeting shall not affect the validity of the meeting, or any business conducted at it. 

4.1.8. The agenda will be agreed between the Accountable Officer and the Chair of the Governing Body.   

4.1.9. The Chair of the Governing Body will determine those items that need to be discussed in private in line with statute and relevant guidance, for example matters of staff discipline, or where patient or commercial confidentiality is likely to be breached. A note of the items (without content) to be discussed in such a way shall normally be published in the agenda. A full list of such items shall be published at the Annual General Meeting.

4.1.10. Any papers relating to items that are to be discussed in private by the Governing Body shall not be made public. 

4.2. Attendance and Speaking at Governing Body Meetings

4.2.1. If the Chair permits, members of the public and Member Representatives will be allowed to ask questions at Governing Body meetings but will not be allowed to contribute to the discussion unless expressly invited to do so by the Chair. 

4.2.2. The Governing Body may co-opt such other person(s) to attend all or any of its meetings, or part(s) of a meeting, in order to assist in its decision making and in its discharge of its functions as it sees fit. Any such person may speak and participate in debate but may not vote. 


4.3. Quorum and Chairing of Governing Body Meetings


4.3.1. The quorum of the Governing Body shall be 9 members, at least 5 of whom are practising clinicians, 2 of whom are GP Locality Chairs or their deputies and 2 of whom shall be non-clinical Governing Body members. 

4.3.2. The Governing Body shall normally look to make decisions by consensus. However should the need for a vote arise the following rules shall apply:

a) If the numbers of votes of those attending for or against a proposal are equal, the Chair of the Governing Body or other person chairing the meeting has a casting vote. 

b)  Any decision of the Governing Body must be decided by a majority decision of those present and eligible to vote.

c) Should a vote be taken the outcome of the vote, and any dissenting views, must be recorded in the minutes of the meeting.

4.3.3. At any meeting of Governing Body the Chair if present, shall preside.  If the Chair is absent from the meeting, the Deputy Chair, if any and if present, shall preside.

4.3.4. If the Chair is absent temporarily on the grounds of a declared conflict of interest the Deputy Chair, if present, shall preside.   If both the Chair and Deputy Chair are absent, or are disqualified from participating, or there is neither a Chair nor Deputy Chair, a member of the Governing Body, shall be chosen by the members present, or by a majority of them, and shall preside.

4.4. Notice of Motions


4.4.1. Subject to the provision of Standing Orders 4.6 ‘Motions: Procedure at and during a meeting’ and 4.7 ‘Motions to Rescind a Resolution’, a member of the Governing Body wishing to move a motion shall send a written notice to the Chair.


4.4.2. The notice shall be delivered at least 14 days before the meeting.  The Chair shall include in the agenda for the meeting all notices so received that are in order and permissible under governing regulations.  This Standing Order shall not prevent any motion being withdrawn or moved without notice on any business mentioned on the agenda for the meeting.


4.5. Emergency Motions

4.5.1. Subject to the agreement of the Chair, and subject also to the provision of Standing Order 4.6 ‘Motions: Procedure at and during a meeting’, a member of the Governing Body may give written notice of an emergency motion after the issue of the notice of meeting and agenda, up to one hour before the time fixed for the meeting. The notice shall state the grounds of urgency.  If in order, it shall be declared to the Governing Body at the commencement of the business of the meeting as an additional item included in the agenda.  The Chair's decision to include the item shall be final.


4.6. Motions: Procedure at and during a meeting

4.6.1. Who may propose


A motion may be proposed by the chair of the meeting or any member present.  It must also be seconded by another member.


4.6.2. Contents of motions


The Chair may exclude from the debate at their discretion any such motion of which notice was not given on the notice summoning the meeting other than a motion relating to

a) the reception of a report;

b) consideration of any item of business before the Governing Body;

c) the accuracy of minutes;

d) that the Governing Body proceed to next business;

e) that the Governing Body adjourn;

f) that the question be now put.


4.6.3. Amendments to motions

a) A motion for amendment shall not be discussed unless it has been proposed and seconded.

b) Amendments to motions shall be moved relevant to the motion, and shall not have the effect of negating the motion before the Governing Body.

c) If there are a number of amendments, they shall be considered one at a time.  When a motion has been amended, the amended motion shall become the substantive motion before the meeting, upon which any further amendment may be moved.


4.6.4. Rights of reply to motions

a) Amendments


The mover of an amendment may reply to the debate on their amendment immediately prior to the mover of the original motion, who shall have the right of reply at the close of debate on the amendment, but may not otherwise speak on it.

b) Substantive/original motion


The member who proposed the substantive motion shall have a right of reply at the close of any debate on the motion.

4.6.5. Withdrawing a motion


A motion, or an amendment to a motion, may be withdrawn.

4.6.6. Motions once under debate

a) When a motion is under debate, no motion may be moved other than:


· an amendment to the motion;


· the adjournment of the discussion, or the meeting;


· that the meeting proceed to the next business;


· that the question should be now put;


· the appointment of an 'ad hoc' committee to deal with a specific item of business;


· that a member be not further heard;


· a motion resolving to exclude the public, including the press (see Standing Order 4.1.9).

b) In those cases where the motion is either that the meeting proceeds to the ‘next business’ or ‘that the question be now put’ in the interests of objectivity these should only be put forward by a member of the Governing Body who has not taken part in the debate and who is eligible to vote. 

c) If a motion to proceed to the next business or that the question be now put, is carried, the Chair should give the mover of the substantive motion under debate a right of reply, if not already exercised.  The matter should then be put to the vote.


4.7. Motion to Rescind a Resolution

4.7.1. Notice of motion to rescind any resolution (or the general substance of any resolution) which has been passed within the preceding six calendar months shall bear the signature of the member who gives it and also the signature of three other members, and before considering any such motion of which notice shall have been given, the Governing Body may refer the matter to any appropriate Committee or the Chair or the Accountable Officer for recommendation.

4.7.2. When any such motion has been dealt with by the Governing Body it shall not be competent for any member other than the Chair to propose a motion to the same effect within six months.  This Standing Order shall not apply to motions moved in pursuance of a report or recommendations of a committee or the Accountable Officer.

4.8. Minutes 


4.8.1. The minutes of the proceedings of a meeting shall be drawn up and submitted for agreement at the next meeting where they shall be signed by the person presiding at it as a true record.


4.8.2. No discussion shall take place upon the minutes in agreeing them except upon their accuracy or where the person chairing the meeting considers discussion appropriate.

4.9. Petitions

4.9.1. Where a petition has been received by the Group, the Chair of the Governing Body shall include the petition as an item for the agenda of the next meeting of the Governing Body.

4.10. Committees and Sub-Committees of the Governing Body 

4.10.1. The Governing Body may arrange for any of its functions to be exercised on its behalf by any member of the Governing Body, any member of the Group who is an individual and not a member of the Governing Body, any employee or any committee or sub-committee of the Governing Body as it thinks fit.  The terms of any such delegation shall be set out in the Scheme of Delegation, in the terms of reference of the relevant committee or sub-committee or by a specific instruction recorded in the minutes.

4.10.2. At any meeting of a committee or sub-committee of the Governing Body, the chair of the relevant committee or sub-committee, if any and if present, shall preside.    If the chair is absent from the meeting, the deputy chair, if any and if present, shall preside.


4.10.3. If the chair is absent temporarily on the grounds of a declared conflict of interest the deputy chair, if present, shall preside.   If both the chair and deputy chair are absent, or are disqualified from participating, or there is neither a chair or deputy a member of the committee or sub-committee respectively shall be chosen by the members present, or by a majority of them, and shall preside.

4.10.4. For any meetings of the Governing Body’s committees and sub-committee, the details of the process for holding a vote and all other matters set out in 4.1-4.6 above are set out in the appropriate terms of reference.


4.10.5. At any meeting of a committee or sub-committee of the Governing Body, there must be at least one member of the Governing Body in attendance for the meeting to be quorate.

4.10.6. Meetings of committees and sub-committees of the Governing Body shall not be open to members of the public or the press unless the chair of that committee or sub-committee decides otherwise.


5. RECORD KEEPING

5.1.1. The Governing Body shall keep and publish (except in relation to those meetings or parts of meetings of the Governing Body from which the public are excluded pursuant to the Constitution):

a) Minutes of all

i) Annual General Meetings and General Meetings of the Council of Members;

ii) Meetings of the Governing Body and any committee or sub-committee carrying out functions or powers on its behalf, including:

· The names of persons present at the meeting;


· The decisions made at the meeting;


· Where appropriate the reasons for the decision.

b) A register of all Members and Member Representatives.

5.1.2. Any such minutes shall be made available or copied on request to any Member.

5.1.3. Any such minutes agreed at the subsequent meeting shall be sufficient evidence without further proof of the facts stated in such minutes.

6. Emergency powers and urgent decisions

6.1.1. The powers of the Governing Body may in an emergency or for an urgent decision be exercised by a group of at least four members of the Governing Body that must include at least one GP Locality Chair and at least one of each of the following pairs of members:

a) The Chair or  if not available the Deputy-Chair of the Governing Body

b) The Accountable Officer or if not available a Clinical Director


c) The Chief Operating Officer or the Chief Finance Officer 


6.1.2. The Chair or Deputy-Chair of the Governing Body shall be responsible for determining what constitutes an emergency or urgent decision. 


6.1.3. The Chair or the Deputy-Chair of the Governing Body will convene the group either in person or by virtual means. 

6.1.4. All such decisions will be reported to the Governing Body for ratification at its next meeting within the Chair’s report with an explanation of:


a) What the decision was


b) Why it was deemed an emergency or urgent decision,


c) Who was in the group convened to make the decision.

6.1.5. A record of matters discussed during the meeting shall be kept. These records shall be made available to the Governing Body’s Audit Committee for review of the reasonableness of the decision to take such action.

7. Suspension of Standing Orders

7.1.1. Except where it would contravene any statutory provision or any direction made by the Secretary of State for Health or the NHS Commissioning Board, any part of these standing orders may be suspended at any meeting of the Governing Body, provided all the members present are in agreement. 

7.1.2. A decision to suspend standing orders together with the reasons for doing so shall be recorded in the minutes of the meeting. 

7.1.3. A separate record of matters discussed during the suspension shall be kept. These records shall be made available to the Governing Body’s Audit committee for review of the reasonableness of the decision to suspend standing orders.

8. APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES

8.1. Appointment of committees and sub-committees

8.1.1. The Group may appoint committees and sub-committees of the Group, subject to any regulations made by the Secretary of State
, and make provision for the appointment of committees and sub-committees of its Governing Body. 

8.1.2. Other than where there are statutory requirements, such as in relation to the Governing Body’s audit committee or remuneration committee, the Group shall determine the membership and terms of reference of committees and sub-committees and shall, if it requires, receive and consider reports of such committees at the next appropriate meeting of the Council of Members. 

8.1.3. The provisions of these standing orders shall apply where relevant to the operation of the Governing Body, the Governing Body’s committees and sub-committee and all committees and sub-committees unless stated otherwise in the committee or sub-committee’s terms of reference.

8.2. Terms of Reference

8.2.1. Terms of reference shall have effect as if incorporated into the constitution and shall be added to this document as an appendix.

8.3. Delegation of Powers by Committees to Sub-committees

8.3.1. Where committees are authorised to establish sub-committees they may not delegate executive powers to the sub-committee unless expressly authorised by the group.

8.4. Approval of Appointments to Committees and Sub-Committees

8.4.1. The Group shall approve the appointments to each of the committees and sub-committees which it has formally constituted including those of the Governing Body. The Group shall agree such travelling or other allowances as it considers appropriate.  

9. DUTY TO REPORT NON-COMPLIANCE WITH STANDING ORDERS AND PRIME FINANCIAL POLICIES

9.1. If for any reason these standing orders are not complied with, full details of the non-compliance and any justification for non-compliance and the circumstances around the non-compliance, shall be reported to the next formal meeting of the Governing Body for action or ratification. All members of the Group and staff have a duty to disclose any non-compliance with these standing orders to the accountable officer as soon as possible. 

10. USE OF SEAL AND AUTHORISATION OF DOCUMENTS

10.1. The Group’s seal 

10.1.1. The Group may have a seal for executing documents where necessary. The following individuals or officers are authorised to authenticate its use by their signature subject to the Scheme of Delegation: 

a) the accountable officer;

b) the chair of the Governing Body;

c) the chief finance officer;

d) the chief operating officer

10.2. Execution of a document by signature

10.2.1. The following individuals are authorised to execute a document on behalf of the group by their signature. 

a) the accountable officer

b) the chair of the Governing Body

c) the chief finance officer

d) the chief operating officer

11. OVERLAP WITH OTHER CLINICAL COMMISSIONING GROUP POLICY STATEMENTS / PROCEDURES AND REGULATIONS

11.1. Policy statements: general principles

11.1.1. The Group will from time to time agree and approve policy statements / procedures which will apply to all or specific groups of staff employed the Group.  The decisions to approve such policies and procedures will be recorded in an appropriate minute of the Council of Members and will be deemed where appropriate to be an integral part of the Group’s standing orders.

12.
MISCELLANEOUS


12.1
Joint Finance Arrangements

12.1.1
The Governing Body may confirm contracts to purchase from a voluntary organisation or a Local Authority using its powers under Section 28a of the NHS Act where such a transfer to fund services is to improve the health of the local population more effectively. 


12.1.2
The Governing Body may confirm contracts to purchase from a Local Authority using its powers under Section 75 of the Health Act 2006. Under this arrangement, the Financial regulations of the Lead Commissioner will apply.

SCHEME OF RESERVATION & DELEGATION

1. SCHEDULE OF MATTERS RESERVED TO THE CLINICAL COMMISSIONING GROUP AND SCHEME OF DELEGATION

1.1. The arrangements made by the group as set out in this scheme of reservation and delegation of decisions shall have effect as if incorporated in the group’s constitution.

1.2. The clinical commissioning group remains accountable for all of its functions, including those that it has delegated.

SCHEME OF RESERVATION AND DELEGATION


FOR NHS STOCKPORT CLINICAL COMMISSIONING GROUP


The following abbreviations apply: 


AO

The Accountable Officer


COO

Chief Operating Officer 


CFO 

Chief Finance Officer 


Committees referred to below are: 

The CCG Governing Body 

National Commissioning Board (NCB) 


Commissioning Support Service (CSS)

CCG Audit & Probity Committee 


CCG Remuneration and Terms of Service Committee 
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		DECISIONS RESERVED TO THE CLINICAL COMMISSIONING GROUP (“The Group”) 






		General Enabling Provision 


1. The Group may determine any matter, for which it has statutory authority if it wishes in full session within its statutory powers. It may also delegate authority to exercise any of its functions to:


· Any of its members


· Its Governing Body


· Employees


· Any committee or sub committee it chooses to establish


· Any member of the Governing Body who is not a member but who is specified in either 6.6.2 (d) or 6.6.2 (i) of the Constitution





		Regulations and Control 


2. Matters requiring the prior consent of a special resolution of the Group and no action can  be taken by the CCG Governing Body (except the calling of a General Meeting at which such a resolution might be discussed or circulation of a written resolution to seek such consent]) without such consent:


a) Make recommendations to the National Commissioning Board for changes to the constitution of the group; or 


b) Change the nature of the business of the CCG or do anything inconsistent with the Objects; or 

c) Approve changes to the Group’s “Statement of Mission, Values and Aims”; or


d) Approve changes to the Group’s “statement of Policy for Compliance with General, Financial and Public Sector Equality Duties”; or

e) Use any other name than that specified in Clause 1.1 of the Constitution  in relation to the activities of the CCG; or

f) Merge amalgamate or federate the CCG with any other CCG; or 


                     e)     Remove any Member or Member Representative for any reason other than those set 


                             out at Clauses 3.2.3 and 3.3.4; or

g) Reorganise the boundaries of or change the number of Locality Committees or otherwise change the organisational structure of the Group; or

h) Change the content of the “Inter Practice Memorandum of Understanding”; or


i) Final approval of the appointment of Chair of the Governing Body, Chief Clinical Officer (Accountable Officer), and any Clinical Directors. 





		3. Approve Standing Orders (SOs), a schedule of matters reserved to the Governing Body and Standing Financial Instructions for the regulation of its proceedings and business.



		4. Suspend Standing Orders 



		5. Vary or amend the Standing Orders 



		6. Approve a scheme of delegation of powers from the Governing Body to its Committees 



		7. Establish terms of reference and reporting arrangements of all committees and sub-committees that are established by the CCG Group. 



		Strategy, Strategic Plan and Budgets 


8. Define the strategic aims and objectives of the CCG 



		9. Work with the NHS National Commissioning Board on how it might structure its local interfaces for primary care commissioning, oversight and support of clinical commissioning, and regional and national specialist commissioning 



		10. Approve proposals for ensuring quality and developing clinical governance in services commissioned by the CCG or provided by their constituent practices having regard to any guidance issued by the Secretary of State. 





		DECISIONS RESERVED TO THE CCG GOVERNING BODY (“The Governing Body”)



		General Enabling Provision 


1. The Governing Body may determine any matter for which it has been given delegated authority by the CCG Group



		Regulations and Control 


2. Require and receive the declaration of Governing Body members’ interests, which may conflict, with those of the CCG and, taking account of any waiver, which the Secretary of State for Health may have made in any case, determining the extent to which that member may remain involved with the matter under consideration.



		3. Require and receive the declaration of officers’ interests that may conflict with those of the CCG.



		4. Approve arrangements for dealing with complaints



		5. Determine the organisation structures, processes and procedures to facilitate the discharge of business by the CCG and to agree modifications thereto.



		6. Receive reports from committees, including those that the CCG are required by the Secretary of State or other regulation to establish, and to action appropriately.



		7. Confirm the recommendations of the CCG Governing Body’s committees where the committees do not have executive powers.



		8. Approve arrangements relating to the discharge of the CCG’s responsibilities as corporate trustee for funds held on trust.



		9. Authorise use of the seal 



		10. Approve any urgent decisions taken by the Chair of the Governing Body and AO for ratifications by the CCG Governing Body in public session as define din Section 2.14 of the Constitution.



		Appointments/ Dismissal 


11. Appoint the Vice Chair(s) of the Governing Body



		12. Appoint and dissolve committees and individual members that are directly accountable to the CCG Governing Body with the approval of the National Commissioning Board.






		13. Approve proposals of the Remuneration Committee regarding directors and senior employees, and those of the AO for staff not covered by the Remuneration Committee.



		14. Appoint, appraise, discipline and dismiss officer members. 



		15. Confirm appointment of members of any committee of CCG Governing Body as representatives on outside bodies.



		Strategy, Strategic Plan and Budgets


16. Identify the key strategic risks, evaluate them and ensure adequate responses are in place and are monitored.



		17. Sustain commissioning expertise through transition and enable it to be formed into effective commissioning support arrangements from which consortia can choose.



		18. Take on responsibility for integrated plans and the QIPP plan implementation 



		19. Approve plans in respect of the application of available financial resources to support the agreed Strategic Plan 



		20. Agree policies and procedures for the management of risk.



		21. Approve Outline and Final Business Cases for Investment



		22. Approve budgets.



		23. Approve, annually, the CCG’s proposed organisational development proposals.



		24. Approve the opening of bank accounts. 



		25. Approve proposals in individual cases for the write off of losses or making of special payments above the limits of delegation of the COO and CFO (for losses and special payments) 



		26. Approve individual compensation payments, subject to Department of Health guidance. 



		27. Approve proposals for action on litigation against, or on behalf of, the CCG. 



		Audit 


28. Receive reports of the Audit & Probity Committee meetings and take appropriate action.



		29. Approve the appointment (and, where necessary, dismissal) of External Auditors and advise the Audit Commission on the appointment (and, where necessary, change/removal) of external Auditors including arrangements for the separate audit of funds held on trust. 



		30. Receive the annual management letter from the Internal Auditors, taking account of the advice, where appropriate, of the Audit Committee 



		31. Receive an annual report from the professional lead Internal Auditor and agree action on recommendations, where appropriate, of the Audit Committee



		Annual Reports and Accounts


 32. Approval of Annual Report and Annual Accounts



		 33. Approval of the Annual Report and Accounts for Funds held on Trust



		Monitoring 


34. Receipt of such reports as the Governing Body sees fit from its committees in respect of its exercise of powers delegate. 





DECISIONS/DUTIES DELEGATED BY THE CCG GOVERNING BODY TO COMMITTEES 

		REF

		COMMITTEE

		DECISIONS/DUTIES DELEGATED BY THE CCG GOVERNING BODY TO COMMITTEES AND TO ITS SUB-COMMITTEES



		

		Governing Body

		The body appointed under section 14L of the NHS Act 2006 (as inserted by section 25 of the 2012 Act), with the main function of ensuring that a clinical commissioning group has made appropriate arrangements for ensuring that it complies with:


· its obligations under section 14Q under the NHS Act 2006 (as inserted by section 26 of the 2012 Act), and


· such generally accepted principles of good governance as are relevant to it.



		Constitution 6.5.3 (a)

		Audit Committee

		The Committee will: 


1. Advise the Governing Body on internal and external audit services



		

		

		2. The Committee shall advise on the establishment and maintenance of effective systems of integrated governance, risk management and internal control, across the whole of the organisation’s activities (both clinical and non-clinical), that supports the achievement of the organisation’s objectives



		

		

		3. Monitor compliance with Standing Orders and Standing Financial Instructions.



		

		

		4. Review schedules of losses and compensations and make recommendations to the CCG Governing Body



		

		

		5. Review the annual financial accounts prior to submission to the Governing Body.



		Constitution 6.5.3 (b)

		Remuneration & Terms of Service Committee 




		The Committee will: 


1. Determine appropriate remuneration and terms of service for the AO, COO and other Executive Directors and other senior employees on VSM pay scales and Agenda for Change band 9 and above, including:


• All aspects of salary (including any performance-related elements/bonuses)


• Provisions for other benefits, including pensions and cars


• Arrangements for termination of employment and other contractual terms.



		

		

		2. Determine remuneration and terms of service of relevant senior employees to ensure they are fairly rewarded for their individual contribution – having proper regard to the organisation’s circumstances and performance, and to the provisions of any national arrangements for such staff.



		

		

		3. Calculate and scrutinise termination payments taking account of such national guidance as is appropriate, advise on, and oversee appropriate contractual arrangements for such staff.



		

		

		4. The minutes of the Remuneration Committee shall be formally recorded and submitted to the CCG Governing Body.



		Constitution 6.5.3 (c)

		Quality and Provider Management Committee

		The committee is accountable to the group’s governing body for monitoring the quality and performance of service providers, initiating performance interventions, co-ordinating negotiation of contracts and variations. 


The governing body has conferred or delegated the following functions, connected with the governing body’s main function, to its Provider Quality & Performance Committee:


i)
Develop contracts and contract variations


ii)
Monitor quality and performance of all commissioned providers


iii)
Routine monitoring and oversight of Children’s and Vulnerable Adult protection policies


 iv)
Instigate performance intervention in line with the Quality strategy and contract clauses


v)
Identify major quality improvement requirements and escalate 


vi)
Developing policies and strategies related to its area of responsibility



		Constitution 6.5.3 (d)

		Locality Committees

		Each locality described in Annex B of the Constitution will have a committee. This committee is accountable to the group’s governing body for the improvement of quality and performance in member practices, innovating local solutions to address locality problems and reduce inequalities, working with local health and social care professionals in each area, and sharing best practice. The chair of each committee shall be the elected Locality Chair who sits on the governing body. The governing body has approved and keeps under review the terms of reference for each of the locality committees which includes information on the membership of the committees.






		Constitution 6.5.3 (e)

		Clinical Policy Committee

		The committee is accountable to the group’s governing body for the development of clinical and effective use of resource policies and providing advice on local clinical standards including CQUIN, dissemination of NICE and other national guidance, promoting research and managing exceptionality. The Chair of the committee shall be the Consultant member of the Governing Body. The governing body has approved and keeps under review the terms of reference for the Clinical Policy Committee, which includes information on the membership of the committee  . 


The governing body has conferred or delegated the following functions, connected with the governing body’s main function, to its Clinical Policy Committee:


i)
Setting Clinical and Effective use of Resources policies for the group including prescribing policies


ii)
Managing exceptionality


iii)
Advising the Governing Body on latest clinical evidence in decision making


iv)
Prioritising clinical policy implementation 


v)
Providing advice to the Quality & Provider Management committee on setting quality standards including CQUIN


vi)
Promoting research and the use of research evidence








SCHEME OF DELEGATION DERIVED FROM THE ACCOUNTABLE OFFICER MEMORANDUM 


		AO REF




		DELEGATED


TO




		DELEGATED TO




		DUTIES DELEGATED






		10




		AO




		

		Accountable through NHS Accountable Officer Memorandum to Parliament for stewardship of the CCG’s resources






		12




		AO & CFO




		

		Ensure the accounts of the CCG are prepared under principles and in a format directed by the Secretary of State. Accounts must disclose a true and fair view of the CCG’s income and expenditure and its state of affairs. AO and CFO to sign the accounts on behalf of the CCG Governing Body






		13




		AO




		

		Sign a statement outlining responsibilities in 


respect of Internal Control.



		15&16




		AO




		CFO

		Ensure effective management systems that safeguard public funds and assist Chair of the Governing Body  to implement requirements of integrated governance including ensuring managers:


• Have a clear view of their objectives and the means to assess achievements in relation to those objectives;


• Be assigned well defined responsibilities for making best use of resources;


• Have the information, training and access to the expert advice they need to exercise their responsibilities effectively.






		15




		Governing 


Body


Chair




		

		Implement requirements of corporate governance






		18




		AO




		CFO

		Achieve value for money from the resources available to the CCG and avoid waste and extravagance in the organisation’s activities. 


Follow through the implementation of any recommendations affecting good practice as set out in reports from such bodies as the Audit Commission and the National Audit Office (NAO). 


Use to best effect the funds available for healthcare, developing services and promoting health to meet the needs of the local population.






		20




		CFO




		

		Operational responsibility for effective and sound financial management and information.






		20




		AO

		CFO

		Primary duty to see that CFO discharges this


Function






		21

		AO




		COO




		Ensuring that expenditure by the CCG complies with Parliamentary requirements








		AO REF




		DELEGATED


TO




		DELEGATED TO




		DUTIES DELEGATED






		22

		AO

		COO/CFO

		The Codes of Conduct and Accountability incorporated in the Corporate Governance Framework issued to NHS Boards by the Secretary of State are fundamental in exercising their responsibilities for regularity and probity. As a CCG Governing Body member, they have explicitly subscribed to the Codes and should promote observance by all staff



		23




		AO




		COO




		COO supported by the CFO, to ensure appropriate 


advice is given to the CCG Governing Body and relevant 


committees on all matters of probity regularity, 


prudent and economical administration, efficiency 


and effectiveness.






		24

		AO

		COO

		If the COO considers that any CCG Governing Body member is doing something that might infringe probity or regularity, he/she should set this out in writing to the Chair of the Governing Body and the CCG Governing Body. If the matter is unresolved, he/she should ask the Audit Committee to inquire and if necessary the National Commissioning Board and Department of Health.






		26

		AO

		COO

		If the CCG Governing Body is contemplating a course of action that raises an issue not of formal propriety or regularity but affects the AO/COO responsibility for value for money, the AO/COO must draw the relevant factors to the attention of the CCG Governing Body. If the outcome is that the AO/COO is overruled it is normally sufficient to ensure that the AO/COO’s advice and the overruling of it are clearly apparent from the papers (exceptionally, the AO/COO must inform NCB and DH. In such cases, and in those described in reference 24, the CE/COO should as a member of the CCG Governing Body vote against the course of action rather than merely abstain from voting.








SCHEME OF DELEGATION DERIVED FROM THE CODES OF CONDUCT AND ACCOUNTABILITY

		COC REF




		DELEGATED TO




		DELEGATED TO




		AUTHORITIES/DUTIES DELEGATED






		1.3.1.7




		CCG Governing Body

		

		Approve the policy on Standards of Business Conduct and Commercial Sponsorship






		1.3.1.8




		CCG Governing Body

		

		Ensure proper and widely publicised procedures for voicing complaints, concerns about maladministration, breaches of Code of Conduct and other ethical concerns.






		1.3.1.9 And 1.3.1.2.2




		All CCG Governing Body members

		

		Subscribe to Code of Conduct






		1.3.2.4




		CCG Governing Body

		

		Governing Body members share corporate responsibility for all decisions of the CCG Governing Body.






		1.3.2.4




		Chair of the Governing Body  & Non-Officer members

		

		Chair and non-officer members are responsible for monitoring the executive management of the CCG and are responsible to the Secretary of State for the discharge of those responsibilities








		COC REF




		DELEGATED


 TO




		DELEGATED


 TO




		AUTHORITIES/DUTIES DELEGATED






		1.3.2.4

		CCG Governing Body

		

		The CCG Governing Body has six key functions for which it is held accountable by the Department of Health on behalf of the Secretary of State: 


1. To ensure effective financial stewardship through value for money, financial control and financial planning and strategy. 


2. To ensure that high standards of integrated governance and personal behaviour are maintained in the conduct of the business of the whole organisation. 


3.  To appoint, appraise and remunerate senior executives. 


4.  Under the guidance of the CCG Group and National Commissioning Board, to approve the strategic direction of the organisation within the overall policies and priorities of the Government and the NHS, define its annual and longer-term objectives and agree plans to achieve them.  


5. To oversee the delivery of planned results by monitoring performance against objectives and ensuring corrective action is taken when necessary.


6.  To ensure that the organisation engages with its local community on its plans and performance and that these are responsive to the community’s needs.








		COC REF




		DELEGATED


 TO




		DELEGATED


 TO




		AUTHORITIES/DUTIES DELEGATED






		1.3.2.4

		CCG Governing Body

		

		It is the Governing Body’s duty to:


1. Act within statutory financial and other constraints;


2. Be clear what decisions and information are appropriate to the Governing Body and draw up Standing Orders, a Schedule of Decisions Reserved to the Governing Body and Standing Financial Instructions to reflect these;


3. Ensure that management arrangements are in place to enable responsibility to be clearly delegated to senior executives for the main programmes of action and for performance against programmes to be monitored and senior executives held to account;


4. Establish performance and quality measures that maintain the effective use of resources and provide value for money;


5. Specify its requirements in organising and presenting financial and other information succinctly and efficiently to ensure the Governing Body can fully undertake its responsibilities;


6. Establish Audit and Remuneration Committees based on formally agreed terms of reference, which set out the membership of the sub-committee, the limit to their powers and the arrangements for reporting to the main Governing Body.








		COC REF




		DELEGATED


 TO




		DELEGATED


 TO




		AUTHORITIES/DUTIES DELEGATED






		1.3.2.5

		Governing Body Chair

		

		It is the Chairman’s role to:


1. Provide leadership to the Governing Body


2. Enable all Governing Body members to make a full contribution to the CCG’s affairs and ensure that the Governing Body acts as a team;


3. Ensure that key and appropriate issues are discussed by the Governing Body in a timely manner;


4. Ensure the Governing Body has adequate support and is provided efficiently with all the necessary data on which to base informed decisions;


5. Appoint non-executive Governing Body members to an Audit Committee.








		COC REF




		DELEGATED


 TO




		DELEGATED


 TO




		AUTHORITIES/DUTIES DELEGATED






		1.3.2.5

		AO

		COO

		The AO/COO is accountable to the AO, Chair of the Governing Body and lay members for ensuring that its decisions are implemented, that the CCG works effectively, in accordance with Government policy and public service values and for the maintenance of proper financial stewardship.


The AO/COO should be allowed full scope, within clearly defined delegated powers, for action in fulfilling the decisions of the Governing Body.


The other duties of the AO as Accountable Officer are laid out in the Accountable Officer Memorandum.



		1.3.2.5

		CCG Non-Officer Governing Body members




		

		CCG Non Officer Governing Body members are appointed to bring independent judgement to bear on issues of strategy, performance, key appointments and accountability through the Department of Health to Ministers and to the local community.






		1.3.2.8

		Chair of the Governing Body  & members

		

		Declaration of conflict of interests.






		1.3.2.9

		Governing Body

		

		The Governing Body must comply with legislation and guidance issued by the Department of Health on behalf of the Secretary of State, respect agreements entered into by themselves or on their behalf and establish terms and conditions of service that are fair to the staff and represent good value for public money.








SCHEME OF DELEGATION DERIVED FROM STANDING ORDERS, CCG’s CORPORATE GOVERNANCE DOCUMENTS,

		SO REF




		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		1.4.1

		Chair of the Governing Body

		AO/COO

		Duty of AO/COO to ensure that all existing Directors and officers and all new appointees are notified of and understand responsibilities within SOs and SFIs.






		2.1.2

		Governing Body

		

		Appointment of Governing Body Vice-Chairman






		4.2.3

		Chair of the Governing Body

		

		Calling Governing Body meetings






		4.5

		Chair of the Governing Body

		

		Chair all Governing Body meetings and associated responsibilities






		4.8

		Chair of the Governing Body

		

		Give final ruling in questions of order, relevancy and regularity of meetings






		4.9

		Chair of the Governing Body

		

		Having a second or casting vote in Governing Body when required.






		4.12

		CCG Group

		

		Suspension of Standing Orders






		4.12

		Audit Committee

		

		Audit Committee to review every decision to suspend Standing Orders (power to suspend Standing Orders is reserved to the Governing Body as above)






		4.13

		CCG Group

		

		Variation or amendment of Standing Orders






		6.1.6

		Governing Body

		

		The Governing Body shall approve the appointments to each of the committees which it has formally constituted





		SO REF




		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		5.3

		Chair of the Governing Body & AO

		

		The powers, which the CCG Governing Body has retained, to itself within these Standing Orders may in emergency be exercised by the Chair and AO after having consulted at least two non officer members.






		6.1

		CCG Governing Body

		

		Formal delegation of powers to other committees, sub-committees or joint committees and approval of their constitution and terms of reference. (The AO may approve Constitution and terms of reference of sub-committees)






		5.5

		AO

		COO

		The AO/COO shall prepare a Scheme of Delegation identifying his/her proposals*, which shall be considered and approved by the Governing Body subject to any amendment agreed during the discussion.



		5.6

		All

		

		Disclosure of non-compliance with Standing Orders to the Accountable Officer as soon as possible






		7.1

		CCG Governing Body

		

		Declare relevant and material interests.






		7.2

		AO

		COO

		Maintain Register(s) of Interests






		7.1

		Chair of a meeting

		

		Making a declaration on a declared interest



		9.1

		All staff

		

		Comply with national guidance contained in HSG 1993/5 “Standards of Business Conduct for NHS Staff” and the Code of Conduct for NHS Managers 2002






		9.4

		All

		

		Disclosure of relationship between self and candidate for staff appointment (CE/COO to report the disclosure to the CCG/Governing Body)



		10.1,10.4

		AO

		COO

		Keep seal in safe place and maintain a register of sealing



		10.3

		CFO

		

		Signature on any building, engineering, property or capital document before sealing






		10.5

		AO

		COO

		Approve and sign all documents which will be necessary in legal proceedings





*Nominated officers and the areas for which they are responsible should be incorporated into the CCG’s Scheme of Delegation document, which shall be maintained by the CFO and made available for review 

by the Governing Body


SCHEME OF DELEGATION DERIVED FROM STANDING FINANCIAL INSTRUCTIONS, CCG’s CORPORATE GOVERNANCE DOCUMENTS,

		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		1.1.3

		CFO

		

		Approval of all financial procedures



		1.1.4

		CFO

		

		Advice on interpretation or application of SFIs



		1.1.4

		All Staff

		

		Have a duty to disclose any non-compliance with these Standing Financial Instructions to the Chief Finance Officer as soon as possible






		1.3.3

		AO

		

		Responsible as the Accountable Officer to ensure financial targets and obligations are met and have overall responsibility for the System of Internal Control






		1.3.4

		AO & CFO

		COO

		The AO and CFO are accountable for financial control but will, as far as possible, delegate their detailed responsibilities to the COO






		1.3.5

		AO

		COO

		To ensure all Governing Body members, officers and employees, present and future, are notified of and understand Standing Financial Instructions






		1.3.6

		CFO

		

		Responsible for:


1. Implementing CCG financial policies and co-ordinating corrective action;


2. Maintaining an effective system of financial control including ensuring detailed financial procedures and systems are prepared and documented;


3. Ensuring that sufficient records are maintained to explain the CCG’s transactions and financial position;


4. Providing financial advice to members of Governing Body and staff


5. Maintaining such accounts, certificates etc. as required for the CCG to carry out its statutory duties;


6. The design, implementation and supervision of systems of internal control






		1.3.7

		All Staff

		

		Responsible for security of the CCG’s property, avoiding loss, exercising economy and efficiency in using resources and conforming to Standing Orders, Standing Financial Instructions and financial procedures



		1.3.8

		AO

		COO

		Ensure that any contractor or employees of a contractor who is empowered by the CCG to commit the CCG to expenditure or who is authorised to obtain income are made aware of these instructions and their requirement to comply.






		2.1

		Audit Committee

		

		Provide independent and objective view on internal control and probity.






		2.1.3

		Chair of the Governing Body




		

		Raise the matter at the Governing Body meeting where Chair of Audit Committee considers there is evidence of ultra vires transactions or improper acts.








		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		2.2.1

		CFO

		

		Ensure an adequate internal audit service, for which the CFO is accountable and responsible, is provided (and involve the Audit Committee in the selection process when/if an internal audit service provider is changed). 


Ensure the annual audit report is prepared for consideration by the Audit Committee.






		2.2.1

		CFO

		

		Decide at what stage to involve police in cases of misappropriation and other irregularities not involving fraud or corruption



		2.3

		Head of Internal Audit

		

		Review, appraise and report in accordance with NHS Internal Audit standards and best practice.



		2.4.1

		Audit  Committee

		

		Ensure cost-effective external Audit.






		2.5.1

		AO & CFO

		

		Monitor and ensure compliance with Secretary of State directions on fraud and corruption including the appointment of the Local Counter Fraud Specialist



		2.6.1

		AO

		CFO

		Monitor and ensure compliance with Directions issued by the Secretary of State for Health on NHS security management including appointment of the Local Security Management Specialist



		3.1

		AO

		CFO

		Has overall responsibility for the CCG’s activities and ensuring the CCG stays within its resource limit. The AO remains accountable.



		3.4

		CFO

		

		Will provide monthly reports to the Secretary of State, ensure cash drawn down is for approved expenditure and timely and follows best practice in cash management.



		3.4

		CFO

		

		Ensure monitoring systems are in place to enable the CCG not to exceed its limits






		4.1

		CFO

		

		Periodically review assumptions, submit a report to the Governing Body annually showing total allocations received and their proposed distribution






		4.1

		CFO

		

		Regularly update the Governing Body on significant changes to the initial allocation and the uses of such funds.






		4.2.1

		AO

		COO

		Compile and submit to the Governing Body a Strategic Plan that takes into account financial targets and forecast limits of available resources. The plan will contain:


• A statement of the significant assumptions on which the plan is based;


• Details of major changes in workload, delivery of services or resources required to achieve the plan






		4.2.2 & 4.2.3

		CFO

		

		Submit budgets to the Governing Body for approval. Monitor performance against budget; submit to the Governing Body financial estimates and forecasts






		4.2.6

		CFO

		

		Ensure adequate training is delivered on an ongoing basis to budget holders






		4.3.1

		AO

		COO

		Delegate budget to budget holders






		4.3.2

		AO and budget holders

		COO and budget holders

		Must not exceed the budgetary total or virement limits set by the Governing Body






		4.4.1

		CFO

		

		Devise and maintain systems of budgetary control






		4.4.2

		CCG Budget Holders

		

		Ensure that:


1. no overspend or reduction of income that cannot be met from virement is incurred without prior consent of the Governing Body.


2. approved budget is not used for any other than specified purpose subject to rules of virement;


3. No permanent employees are appointed without the approval of the AO/COO other than those provided for within available resources and work force establishment






		4.4.3

		AO

		COO

		Identify and implement best value schemes and income generation activities in line with the Strategic Plan



		4.6.1

		AO

		

		Submit monitoring returns



		5.1

		CFO

		CFO

		Preparation of annual accounts and reports



		6.1.1

		CFO

		CFO

		Managing banking arrangements, including provision of banking services, operation of accounts, preparation of instructions and a list of cheque signatories (Governing Body approves arrangements)






		6.4.2

		CFO

		CFO

		Review the banking arrangements of the CCG at regular intervals to ensure they reflect best practice and represent best value for money Ensure competitive tenders are sought at least every five years






		7.1

		CFO

		CFO

		Income systems, including system design, prompt banking, review and approval of fees and charges, debt recovery arrangements, design and control of receipts, provision of adequate facilities and systems for employees whose duties include collecting or holding cash.








		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		7.2.3

		All

		

		Duty to inform CFO of money due from transactions which they initiate/deal with






		17

		AO

		

		Tendering and contracting procedure






		17.5.5

		AO

		CFO

		Waive formal tendering procedures






		17.5.5

		AO

		CFO

		Report waivers of tendering procedures to the Audit & Probity Committee.






		17.7.6

		AO

		

		Responsible for the receipt, endorsement and safe custody of tenders received






		17.7.7

		AO

		

		Shall maintain a register to show each set of competitive tender invitations despatched






		17.7.9

		AO & CFO

		

		Where one tender is received will assess for value for money and fair price






		17.7.10

		AO

		

		Responsible for treatment of ‘late tenders’






		17.7.12

		AO

		

		Shall nominate an officer to oversee and manage a contract for in house services awarded on behalf of the CCG 






		17.9.2

		AO

		

		Evaluate each quotation received applying evaluation criteria






		17.9.4

		AO or CFO

		

		No quotation shall be accepted which will commit expenditure in excess of that which has been allocated by the CCG  and which is not in accordance with these Instructions except with the authorisation of the AO/CFO






		17.11.1

		AO or CFO

		

		Accept tenders obtained contrary to SFIs






		12.2

		CFO

		

		The CFO shall demonstrate that the use of private finance represents value for money and genuinely transfers risk to the private sector






		17.12.6

		AO

		

		The AO shall nominate an officer who shall oversee and manage each contract on behalf of the CCG 






		17.12.5

		AO

		

		The AO shall nominate officers with delegated authority to enter into contracts of employment, regarding staff, agency staff or temporary staff service contracts (eg NHS Professionals)






		8.2.2

		AO

		

		The AO shall nominate officers to commission service agreements with providers of healthcare in line with a commissioning plan approved by the Governing Body








		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		17.5.4

		AO

		

		The AO shall be responsible for ensuring that best value for money can be demonstrated for all services provided on an in-house basis






		8.1.1

		AO

		

		Must ensure the CCG enters into suitable contracts with service providers for the provision of services






		8.2.4

		AO

		

		As the Accountable Officer , ensure that regular reports are provided to the Governing Body detailing actual and forecast expenditure against contracts






		8.2.2

		AO

		

		As the Accountable Officer, ensure secondary services are commissioned in line with the strategic plan and reach the required standards






		8.2.5

		AO

		

		As the Accountable Officer, ensure that all agreements for provision of services with non-NHS providers achieve quality and are cost effective



		8.2.6

		CFO

		

		Will maintain a system of control to ensure effective accounting of expenditure against contracts






		8.2.7

		CFO

		

		Must account for Out of Area Treatments/Non Contract Activity in accordance with national guidelines.






		9.1.1

		CCG Governing Body

		

		Establish a Remuneration & Terms of Service Committee.






		9.1.2

		Remuneration Committee

		

		Approve on behalf of the CCG Governing Body, the remuneration and terms of service of the AO, COO, other officer members and senior employees to ensure they are fairly rewarded having proper regard to the CCG’s circumstances and any national agreements. Monitor and evaluate the performance of individual senior employees. Oversee appropriate contractual arrangements for such staff, including proper calculation and scrutiny of termination payments.






		9.3.2

		CCG Governing Body

		

		Approve proposals presented by the AO for settling of remuneration and conditions of service for those employees and officers not covered by the Remuneration Committee.






		9.2.2

		AO

		COO

		Approval of variation to funded establishment of any department



		9.3.1

		AO

		COO

		Approval of appointment of staff, including agency staff, appointments and re-grading within approved budget and funded establishment






		9.4.1

		COO

		CFO

		Payroll:


• Specifying timetables for submission of properly authorised time records and other notifications;


• Making payments on agreed dates;


• Agreeing method of payment


• Issuing instructions (as listed in SFI 9.4.1)





		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		9.4.3

		Nominated Managers

		

		Submit time records in line with timetable; 


Complete time records and other notifications in required form; 


Submitting termination forms in prescribed form and on time



		9.4.4

		CFO/ COO

		

		Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms and conditions, adequate internal controls and audit review procedures and that suitable arrangement is made for the collection of payroll deductions and payment of these to appropriate bodies.






		9.5.1

		Nominated Managers

		

		Ensure that all employees are issued with a Contract of Employment in a form approved by the Governing Body and which complies with employment legislation. Deal with variations to, or termination of, contracts of employment






		10.1.1

		CCG Governing Body

		

		The CCG Governing Body will approve the level of non-pay expenditure on an annual basis






		10.1.2

		AO

		COO

		Determine and set out, level of delegation of non-pay expenditure to budget managers, including a list of managers authorised to place requisitions, the maximum level of each requisition and the system for authorisation above that level.






		10.1.2

		AO

		COO

		Set out procedures on the seeking of professional advice regarding the supply of goods and services.






		10.2.1

		Requisitioner

		

		In choosing, the item to be supplied (or the service to be performed) shall always obtain the best value for money for the CCG. In so doing, the advice of the CCG s’ Procurement Managers shall be sought



		10.2.2

		CFO

		

		Shall be responsible for the prompt payment of accounts and claims.





		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED





• Advise the Governing Body regarding the setting of thresholds above which quotations (competitive or otherwise) or formal tenders must be obtained; and, once approved, the thresholds should be incorporated in standing orders and regularly reviewed.


		• prepare procedural instructions (where not already provided in the Scheme of Delegation or procedure notes for budget holders) on the obtaining of goods, works and services incorporating the thresholds;


• Be responsible for the prompt payment of all properly authorised accounts and claims;


• Be responsible for designing and maintain a system of verification, recording and payments of all amounts payable;


• Be responsible for ensuring that payment for goods and services is only made once the goods and services are received






		10.2.4

		CCG Governing Body Member

		

		Make a written case to the CFO to support the need for a pre-payment



		10.2.4

		CFO

		

		Approved proposed pre-payment arrangements






		10.2.4

		Budget Holder

		

		Ensure that all items due under a prepayment contract are received (and immediately inform CFO if problems are encountered)






		10.2.5

		AO

		

		Authorise who may use and be issued with official orders






		10.2.6

		AO

		

		Ensure that managers and officers comply fully with the guidance and limits specified by the CFO








		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		10.3.1

		CFO

		

		Lay down procedures for payments to local authorities and voluntary organisations made under the powers of section s75 of the Health Act 2006.






		12.3.1

		AO

		

		Maintenance of asset registers (on advice of CFO).






		12.3.5

		CFO

		

		Approve procedures for reconciling balances on fixed asset accounts in ledgers against balances on fixed asset registers








		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		12.4.1

		AO

		

		Overall responsibility for fixed assets.






		12.4.1

		CFO

		

		Approval of fixed asset control procedures






		12.4.3 & 12.4.4

		CCG Governing Body and Senior Staff

		

		Responsibility for security of CCG assets including notifying discrepancies to CFO and reporting losses in accordance with CCG procedure






		13.1.3

		AO

		

		Delegate overall responsibility for control of stores (subject to responsibility for systems of control). Further delegation for day-to-day responsibility subject to such delegation being recorded.






		12.1.3

		CFO

		

		Responsible for systems of control over stores and receipt of goods






		13.1.3

		Designated Pharmaceutical Officer

		

		Responsible for controls of pharmaceutical stocks.






		13.1.4

		Nominated Officers

		

		Security arrangements and custody of keys






		13.1.5

		CFO

		

		Set out procedures and systems to regulate the stores



		13.1.5

		CFO

		

		Agree stocktaking arrangements






		13.1.6

		CFO

		

		Approve alternative arrangements where a complete system of stores control is not justified



		13.1.7

		CFO

		

		Approve system for review of slow moving and obsolete items and for condemnation, disposal and replacement of all unserviceable items






		13.1.7

		Nominated Officers

		

		Operate system for slow moving and obsolete stock and report to CFO evidence of significant overstocking






		13.2.3

		AO

		COO

		Identify persons authorised to requisition and accept goods from NHS Supplies stores






		14.1.1

		CFO

		

		Prepare detailed procedures for disposal of assets including condemnations and ensure these are notified to managers.






		14.2.1

		CFO

		

		Prepare procedures for recording and accounting for losses and special payments






		14.2.2

		All Staff

		

		Discovery or suspicion of loss of any kind must be reported immediately to either head of department or nominated officer. The head of department/nominated officer should then inform the AO and CFO.








		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		14.2.2

		CFO

		

		Where a criminal offence is suspected the CFO must inform the police if theft or arson is involved. In cases of fraud and corruption, the CFO must inform the relevant Local Counter Fraud Specialist (LCFS) and NHS Protect in line with SOFS directions.



		14.2.3

		CFO

		

		Notify NHS Protect, LCFS and External Audit of all Frauds






		14.2.4

		CFO

		

		Notify Governing Body, and External Auditor of losses caused by theft, arson, neglect of duty or gross carelessness (unless trivial)






		14.2.4

		CCG Governing Body

		

		Approve write off of losses (within limits delegated by DH)






		14.2.6

		CFO

		

		Consider whether any insurance claim can be made






		14.2.7

		CFO

		

		Maintain losses and special payments register






		15.1.1

		CFO

		

		Responsible for accuracy and security of computerised financial data






		15.2.1

		CFO

		

		Satisfy him/herself that new financial systems and amendments to current financial systems are developed in a controlled manner and thoroughly tested prior to implementation. Where this is undertaken by another organisation, assurances of adequacy must be obtained from them prior to implementation.






		15.1.3

		COO

		

		Shall publish and maintain a Freedom of Information Scheme






		15.2.1

		Relevant Officers

		

		Send proposals for general computer systems to CFO






		15.3.2

		CFO

		

		Ensure that contracts with other bodies for the provision of computer services for financial applications clearly define responsibility of all parties for security, privacy, accuracy, completeness and timeliness of data during processing, transmission and storage, and allow for audit review. Seek periodic assurances from the provider that adequate controls are in operation.






		15.4.1

		CFO

		

		Where computer systems have an impact on corporate financial systems satisfy him/herself that:


• systems acquisition, development and maintenance are in line with corporate policies


• data assembled for processing by financial systems is adequate, complete and timely


• CFO and staff have access to such data


• Such computer audit reviews are being carried out as are considered necessary






		22.2

		AO

		COO

		Responsible for ensuring patients and guardians are informed about patients’ money and property procedures on admission.








		SFI REF

		DELEGATED TO

		DELEGATED TO

		AUTHORITIES/DUTIES DELEGATED



		22.3

		CFO

		

		Provide detailed written instructions on the collection, custody, investment, recording, safekeeping and disposal of patients’ property (including instructions on the disposal of the property of deceased patients and of patients transferred to other premises) for all staff whose duty is to administer, in any way, the property of patients






		22.6

		Departmental Managers

		

		Inform staff of their responsibilities and duties for the administration of the property of patients



		16.1

		CFO

		

		Shall ensure that each trust fund, which the CCG is responsible for managing, is managed appropriately.






		18

		CFO

		

		Ensure all staff are made aware of the CCG policy on the acceptance of gifts and other benefits in kind by staff






		19.2

		AO

		

		Ensure lists of all contractors are maintained up to date and systems are in place to deal with applications, resignations, inspection of premises etc. within contractors’ terms of service






		19.3

		CFO

		

		Ensure only contracts included on the CCG lists receive payments; maintain a system of control to ensure prompt and accurate payments and validation of same.






		20.2

		AO

		COO

		Retention of document procedures in accordance with Department of Health guidance






		21.1

		AO

		COO

		Risk management programme






		21.1

		CCG Governing Body

		

		Approve and monitor risk management programme






		21.2

		CCG Governing Body

		

		Decide whether the CCG will use the risk pooling schemes administered by the NHS Litigation Authority or self-insure for some or all of the risks (where discretion is allowed. Decisions to self-insure should be reviewed annually.






		21.3.2

		CFO

		

		Where the CCG decides to use the risk pooling schemes administered by the NHS Litigation Authority the CFO shall ensure that the arrangements entered into are appropriate and complementary to the risk management programme. The CFO shall ensure that documented procedures cover these arrangements.


Where the Governing Body decides not to use the risk pooling schemes administered by the NHS Litigation Authority for any one or other of the risks covered by the schemes, the CFO shall ensure that the Governing Body is informed of the nature and extent of the risks that are self insured as a result of this decision. The CFO


 will draw up formal documented procedures for the management of any claims arising from third parties and payments in respect of losses that will not be reimbursed.








Nominated officers and the areas for which they are responsible should be incorporated into the CCG’s Scheme of Delegation Document.


SCHEME OF DELEGATION AND RESERVATION, OPERATIONAL ARRANGEMENTS 


Operational decisions, authorities and duties delegated to Officers of each CCG. 


Level 1 = Accountable Officer 


Level 2 = CCG Governing Body 


Level 3 = Chief Operating Officer/Chief Finance Officer

Level 4 = Budget Holders, in accordance with specific levels of authority granted to individuals

		Ref:

		Authorities/duties delegated

		Delegated to (Level)

		Approval Range

		Notes/details to further guidance



		1

		Payroll – staff appointments, authorisation of contracts and terminations

		1 


3

		Level 3 and above


Level 4 and below

		Further guidance set out in Standing Financial Instructions and Financial Procedures



		2

		Timesheets, special duty, other additional payments, travel

		1


3


4

		Level 2 and 3


Level 4


Level 5

		



		3

		Approval of business cases (healthcare and non healthcare) for both investment and disinvestment




		2


1 and CFO


4

		> £250k

>£50k <£250k 

< £50k

		



		4

		Petty Cash reimbursement general




		3-4

		< £30




		See Petty Cash Procedures



		5

		Charitable funds

		1 and CFO


3 and CFO

		> £25k


< £25k




		



		

		Training Courses and agency staff invoices

		1 and/or CFO


3 and/or CFO

		> £100k


< £100k

		See individual procedures






		7

		Consultancy

		1


3

		> £100k


< £100k

		



		8

		Contract signing and variations to healthcare and non healthcare contracts

		3

		All contracts

		



		9

		Removal expenses

		

		As per CCG Removal Policy

		



		10

		Losses and special payments

		1


2

		< £50k


< £1k (for ex gratia payments to patients and staff for loss of personal effects only)

		For sums over £50,000 or in the case of all extra statutory or extra regulation payments approval of the NHS Executive will be required. All losses and special payments to be approved by the CCG Audit & Probity Committee



		11

		Establishment control

		3-4

		Any changes

		



		12

		Virements between budgets – revenue only

		4

		As per the CCG virement policy

		A virement policy will detail the criteria to be met before virements are made.





		Ref:

		Authorities/duties delegated

		Delegated to (Level)

		Approval Range

		Notes/details to further guidance



		13

		Management of Assets

		1-4

		Responsibility delegated

		Responsibility will be delegated for making sufficient appropriate arrangements for the management of land, buildings and other assets in accordance with the local Scheme of Management.



		14

		Litigation –agreement on settlement

		1 or CFO


3

		> £250k


< £250k

		All claims will be dealt with in accordance with NHSE Guidance on claims Management Best Practice



		15

		Disciplinary and dismissal

		1


3 and 4

		Level 2 and 3 officers


All other staff

		See detailed Disciplinary Policy



		16

		Lease Cars

		CFO

		For all levels of staff

		All new requests for lease cars must receive CFO approval



		17

		Complaints

		1/3

		Final sign off of complaint response letter

		According to agreed complaints policy



		18

		Banking arrangements

		CFO

		

		



		19

		Signing and sealing of documents

		3

		

		See Standing Financial Instructions. All sealing must be entered in the Register



		20

		National Commissioning Board budgets managed on their behalf by the CCG

		4

		

		The individuals will be accountable to the NCB for this budget.





Individual Funding Panel Scheme of Delegation

		

		Level of Authority

		· Annual Treatment cost 

£

		Reporting 



		21

		IF Panel

		<£100,000

		Expenditure to be included within routine finance reports to the Governing Body.



		22

		CFO or COO with advice from IF Panel 

		>£100,000 to <£150,000

		Expenditure to be included within routine finance reports to the Governing Body.



		23

		Accountable Officer with advice from IF Panel

		>£150,000 to £250,000

		Expenditure to be separately disclosed to board on quarterly basis.



		24

		Governing Body

		£250,000+

		





· For individual Patients


PRIME FINANCIAL POLICIES

1. INTRODUCTION

1.1. General

1.1.1. These prime financial policies and supporting detailed financial policies shall have effect as if incorporated into the Group’s Constitution.

1.1.2. The prime financial policies are part of the Group’s control environment for managing the organisation’s financial affairs. They contribute to good corporate governance, internal control and managing risks. They enable sound administration, lessen the risk of irregularities and support commissioning and delivery of effective, efficient and economical services. They also help the accountable officer and chief finance officer to effectively perform their responsibilities. They should be used in conjunction with the scheme of reservation and delegation found at Appendix D.

1.1.3. In support of these prime financial policies, the Group has prepared more detailed policies, approved by the Chief Finance Officer known as detailed financial policies. The Group refers to these prime and detailed financial policies together as the Group’s financial policies.

1.1.4. These prime financial policies identify the financial responsibilities which apply to everyone working for the Group and its constituent organisations. They do not provide detailed procedural advice and should be read in conjunction with the detailed financial policies.  The Chief Finance Officer is responsible for approving all detailed financial policies. 

1.1.5. A list of the Group’s detailed financial policies will be published and maintained on the Group’s website.

1.1.6. Should any difficulties arise regarding the interpretation or application of any of the prime financial policies then the advice of the Chief Finance Officer must be sought before acting.  The user of these prime financial policies should also be familiar with and comply with the provisions of the Group’s constitution, standing orders and scheme of reservation and delegation. 

1.1.7. Failure to comply with prime financial policies and standing orders can in certain circumstances be regarded as a disciplinary matter that could result in dismissal.

1.2. Overriding Prime Financial Policies

1.2.1. If for any reason these prime financial policies are not complied with, full details of the non-compliance and any justification for non-compliance and the circumstances around the non-compliance shall be reported to the next formal meeting of the Governing Body’s audit committee for referring action or ratification.  All of the Group’s Members and employees have a duty to disclose any non-compliance with these prime financial policies to the chief finance officer as soon as possible.

1.3. Responsibilities and delegation

1.3.1. The roles and responsibilities of Group’s Members, employees, members of the Governing Body, members of the Governing Body’s committees and sub-committees, members of the Group’s committee and sub-committee (if any) and persons working on behalf of the Group are set out in chapters 6 and 7 of this constitution.

1.3.2. The financial decisions delegated by Members of the Group are set out in the Group’s scheme of reservation and delegation (see Appendix D).

1.4. Contractors and their employees

1.4.1. Any contractor or employee of a contractor who is empowered by the Group to commit the Group to expenditure or who is authorised to obtain income shall be covered by these instructions.  It is the responsibility of the accountable officer to ensure that such persons are made aware of this.

1.5. Amendment of Prime Financial Policies

1.5.1. To ensure that these prime financial policies remain up-to-date and relevant, the chief finance officer will review them at least annually. Following consultation with the accountable officer and scrutiny by the Governing Body’s audit committee, the chief finance officer will recommend amendments, as fitting, to the Governing Body for approval.  As these prime financial policies are an integral part of the Group’s constitution, any amendment will not come into force until the Group applies to the NHS Commissioning Board and that application is granted. 

2. INTERNAL CONTROL

		POLICY – the Group will put in place a suitable control environment and effective internal controls that provide reasonable assurance of effective and efficient operations, financial stewardship, probity and compliance with laws and policies





2.1. The Governing Body is required to establish an audit committee with terms of reference agreed by the Governing Body (see paragraph 6.6.3(a) of the Group’s constitution for further information).

2.2. The accountable officer has overall responsibility for the Group’s systems of internal control.

2.3. The chief finance officer will ensure that:

a) financial policies are considered for review and update annually

b) a system is in place for proper checking and reporting of all breaches of financial policies; and

c) a proper procedure is in place for regular checking of the adequacy and effectiveness of the control environment.

3. AUDIT

		POLICY – the Group will keep an effective and independent internal audit function and fully comply with the requirements of external audit and other statutory reviews





3.1. In line with the terms of reference for the Governing Body Audit Committee the person appointed by the Group to be responsible for internal audit and the Audit Commission appointed external auditor will have direct and unrestricted access to audit committee members and the chair of the Governing Body, accountable officer and chief finance officer for any significant issues arising from audit work that management cannot resolve, and for all cases of fraud or serious irregularity.

3.2. The person appointed by the Group to be responsible for internal audit and the external auditor will have access to the audit committee and the accountable officer to review audit issues as appropriate. All audit committee members, the chair of the Governing Body and the accountable officer will have direct and unrestricted access to the head of internal audit and external auditors. 

3.3. The chief finance officer will ensure that:

a) the Group has a professional and technically competent internal audit function; and

b) the Governing Body’s Audit committee approves any changes to the provision or delivery of assurance services to the Group.

4. FRAUD AND CORRUPTION

		POLICY – the Group requires all staff to always act honestly and with integrity to safeguard the public resources they are responsible for. The Group will not tolerate any fraud perpetrated against it and will actively chase any loss suffered





4.1. The Governing Body’s audit committee will satisfy itself that the Group has adequate arrangements in place for countering fraud and shall review the outcomes of counter fraud work. It shall also approve the counter fraud work programme.

4.2. The Governing Body’s audit committee will ensure that the Group has arrangements in place to work effectively with NHS Protect.

5. EXPENDITURE CONTROL 

5.1. The Group is required by statutory provisions
 to ensure that its expenditure does not exceed the aggregate of allotments from the NHS Commissioning Board and any other sums it has received and is legally allowed to spend.  

5.2. The accountable officer has overall executive responsibility for ensuring that the Group complies with certain of its statutory obligations, including its financial and accounting obligations, and that it exercises its functions effectively, efficiently and economically and in a way which provides good value for money.

5.3. The chief finance officer will:

a) provide reports in the form required by the NHS Commissioning Board;

b) ensure money drawn from the NHS Commissioning Board is required for approved expenditure only is drawn down only at the time of need and follows best practice; 

c) be responsible for ensuring that an adequate system of monitoring financial performance is in place to enable the Group to fulfil its statutory responsibility not to exceed its expenditure limits, as set by direction of the NHS Commissioning Board.

6. ALLOTMENTS
 

6.1. The Group’s chief finance officer will:

a) periodically review the basis and assumptions used by the NHS Commissioning Board for distributing allotments and ensure that these are reasonable and realistic and secure the Group’s entitlement to funds;

b) prior to the start of each financial year submit to the Governing Body for approval a report showing the total allocations received and their proposed distribution including any sums to be held in reserve; and

c) regularly update the Governing Body on significant changes to the initial allocation and the uses of such funds.

7. COMMISSIONING STRATEGY, BUDGETS, BUDGETARY CONTROL AND MONITORING

		POLICY – the Group will produce and publish an annual commissioning plan
 that explains how it proposes to discharge its financial duties. The Group will support this with comprehensive medium term financial plans and annual budgets





7.1. The accountable officer will compile and submit to the Governing Body a commissioning strategy which takes into account financial targets and forecast limits of available resources.

7.2. Prior to the start of the financial year the chief finance officer will, on behalf of the accountable officer, prepare and submit budgets for approval by the Governing Body.

7.3. The chief financial officer shall monitor financial performance against budget and plan, periodically review them, and report to the Governing Body. This report should include explanations for variances. These variances must be based on any significant departures from agreed financial plans or budgets.

7.4. The accountable officer is responsible for ensuring that information relating to the Group’s accounts or to its income or expenditure, or its use of resources is provided to the NHS Commissioning Board as requested.

7.5. The Accountable Officer will approve consultation arrangements for the Group’s commissioning plan
.

8. ANNUAL ACCOUNTS AND REPORTS

		POLICY – the Group will produce and submit to the NHS Commissioning Board accounts and reports in accordance with all statutory obligations
, relevant accounting standards and accounting best practice in the form and content and at the time required by the NHS Commissioning Board





8.1. The chief finance officer will ensure the Group:

a) prepares a timetable for producing the annual report and accounts and agrees it with external auditors and the Audit Committee

b) prepares the accounts according to the timetable approved by the Audit Committee

c) complies with statutory requirements and relevant directions for the publication of annual report;

d) considers the external auditor’s management letter and fully address all issues within agreed timescales; and

e) publishes the external auditor’s management letter on the Group’s website

9. INFORMATION TECHNOLOGY

		POLICY – the Group will ensure the accuracy and security of the Group’s computerised financial data





9.1. The chief finance officer is responsible for the accuracy and security of the Group’s computerised financial data and shall

a) devise and implement any necessary procedures to ensure  adequate (reasonable) protection of the Group's data, programs  and computer hardware from accidental or intentional disclosure to unauthorised persons, deletion or modification, theft or damage, having due regard for the Data Protection Act 1998;

b) ensure that adequate (reasonable) controls exist over data entry, processing, storage, transmission and output to ensure security, privacy, accuracy, completeness, and timeliness of the data, as well as the efficient and effective operation of the system;

c) ensure that adequate controls exist such that the computer operation is separated from development, maintenance and amendment;

d) ensure that an adequate management (audit) trail exists through the computerised system and that such computer audit reviews as the chief finance officer may consider necessary are being carried out.

9.2. In addition the chief finance officer shall ensure that new financial systems and amendments to current financial systems are developed in a controlled manner and thoroughly tested prior to implementation.  Where this is undertaken by another organisation, assurances of adequacy must be obtained from them prior to implementation.

10. ACCOUNTING SYSTEMS

		POLICY – the Group will run an accounting system that creates management and financial accounts





10.1. The chief finance officer will ensure:

a) the Group has suitable financial and other software to enable it to comply with these policies and any consolidation requirements of the NHS Commissioning Board;

b) that contracts for computer services for financial applications with another health organisation or any other agency shall clearly define the responsibility of all parties for the security, privacy, accuracy, completeness, and timeliness of data during processing, transmission and storage.  The contract should also ensure rights of access for audit purposes.

10.2. Where another health organisation or any other agency provides a computer service for financial applications, the chief finance officer shall periodically seek assurances that adequate controls are in operation.

11. BANK ACCOUNTS

		POLICY – the Group will keep enough liquidity to meet its current commitments





11.1. The chief finance officer will: 

a) review the banking arrangements of the Group at regular intervals to ensure they are in accordance with Secretary of State directions
, best practice and represent best value for money;

b) manage the Group's banking arrangements and advise the Group on the provision of banking services and operation of accounts;

c) prepare detailed instructions on the operation of bank accounts.

11.2. The Audit Committee shall approve the banking arrangements.

12. INCOME, FEES AND CHARGES AND SECURITY OF CASH,   CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS.

		POLICY – the Group will 

· operate a sound system for prompt recording, invoicing and collection of all monies due

· seek to maximise its potential to raise additional income only to the extent that it does not interfere with the performance of the Group or its functions


· ensure its power to make grants and loans is used to discharge its functions effectively






12.1. The Chief Financial Officer is responsible for: 

a) designing, maintaining and ensuring compliance with systems for the proper recording, invoicing, and collection and coding of all monies due;

b) establishing and maintaining systems and procedures for the secure handling of cash and other negotiable instruments;

c) approving and regularly reviewing the level of all fees and charges other than those determined by the NHS Commissioning Board or by statute.  Independent professional advice on matters of valuation shall be taken as necessary;

d) for developing effective arrangements for making grants or loans.

13. TENDERING AND CONTRACTING PROCEDURE


		POLICY – the Group:

· will ensure proper competition that is legally compliant within all purchasing to ensure we incur only budgeted, approved and necessary spending

· will seek value for money for all goods and services

· shall ensure that competitive tenders are invited for

· the supply of goods, materials and manufactured articles;

· the rendering of services including all forms of management consultancy services (other than specialised services sought from or provided by the Department of Health); and

· for the design, construction and maintenance of building and engineering works (including construction and maintenance of grounds and gardens) for disposals





13.1. The Group shall ensure that the firms / individuals invited to tender (and where appropriate, quote) are among those on approved lists or where necessary a framework agreement. Where in the opinion of the chief finance officer it is desirable to seek tenders from firms not on the approved lists, the reason shall be recorded in writing to the accountable officer or the Group’s Governing Body

13.2. The Governing Body may only negotiate contracts on behalf of the Group, and the Group may only enter into contracts, within the statutory framework set up by the 2006 Act, as amended by the 2012 Act. Such contracts shall comply with:

a) the Group’s standing orders;

b) the Public Contracts Regulation 2006, any successor legislation and any other applicable law; and

c) take into account as appropriate any applicable NHS Commissioning Board or the Independent Regulator of NHS Foundation Trusts (Monitor) guidance that does not conflict with (b) above.

13.3. In all contracts entered into, the Group shall endeavour to obtain best value for money.  The accountable officer shall nominate an individual who shall oversee and manage each contract on behalf of the Group.

14. COMMISSIONING

		POLICY – working in partnership with relevant national and local stakeholders, the Group will commission certain health services to meet the reasonable requirements of the persons for whom it has responsibility





14.1. The Group will coordinate its work with the NHS Commissioning Board, other clinical commissioning Groups, local providers of services, local authority(ies), including through Health & Wellbeing Boards, patients and their carers and the voluntary sector and others as appropriate to develop robust commissioning plans.

14.2. The accountable officer will establish arrangements to ensure that regular reports are provided to the Governing Body detailing actual and forecast expenditure and activity for each contract. 

14.3. The chief finance officer will maintain a system of financial monitoring to ensure the effective accounting of expenditure under contracts.  This should provide a suitable audit trail for all payments made under the contracts whilst maintaining patient confidentiality.

14.4. Payments to Local Authorities and voluntary organisations using powers made under (i) Section 28A of the NHS Act 1977 and (ii) with LA’s only, Section 75 of the Health Act 2006 (where such a transfer is to fund services to improve the health of the local population more effectively) shall comply with procedures laid down by the Chief Finance Officer.

15. RISK MANAGEMENT AND INSURANCE 

		POLICY – the Group will put arrangements in place for evaluation and management of its risks





15.1. The Accountable Officer will ensure that 


a) That an Assurance Framework meeting best practice standards is reviewed at least annually by the Governing Body 


b) That the Group keeps an active risk register which is reviewed at least quarterly by the Audit Committee 


c) That a Risk Management Strategy is in place that describes how risks are identified, graded, escalated and how the assurance framework is populated 


16. PAYROLL 

		POLICY – the Group will put arrangements in place for an effective payroll service





16.1. The chief finance officer will ensure that the payroll service selected:


a) is supported by appropriate (i.e. contracted) terms and conditions;


b) has adequate internal controls and audit review processes;


c) has suitable arrangements for the collection of payroll deductions and payment of these to appropriate bodies.


16.2. In addition the chief finance office shall set out comprehensive procedures for the effective processing of payroll

17. NON-PAY EXPENDITURE

		POLICY – the Group will seek to obtain the best value for money goods and services received





17.1. The Governing Body will approve the level of non-pay expenditure on an annual basis and the accountable officer will determine the level of delegation to budget managers

17.2. The accountable officer shall set out procedures on the seeking of professional advice regarding the supply of goods and services.

17.3. The chief finance officer will:

a) advise the Governing Body on the setting of thresholds above which quotations (competitive or otherwise) or formal tenders must be obtained; and, once approved, the thresholds should be incorporated in the scheme of reservation and delegation;

b) be responsible for the prompt payment of all properly authorised accounts and claims;

c) be responsible for designing and maintaining a system of verification, recording and payment of all amounts payable.

18. CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND SECURITY OF ASSETS

		POLICY – the Group will put arrangements in place to manage capital investment,  maintain an asset register recording fixed assets and put in place polices to secure the safe storage of the Group’s fixed assets





18.1. The accountable officer will

a) ensure that there is an adequate appraisal and approval process in place for determining capital expenditure priorities and the effect of each proposal upon plans;

b) be responsible for the management of all stages of capital schemes and for ensuring that schemes are delivered on time and to cost;

c) shall ensure that the capital investment is not undertaken without confirmation of purchaser(s) support and the availability of resources to finance all revenue consequences, including capital charges;

d) be responsible for the maintenance of registers of assets, taking account of the advice of the chief finance officer concerning the form of any register and the method of updating, and arranging for a physical check of assets against the asset register to be conducted once a year.

18.2. The chief finance officer will prepare detailed procedures for the disposals of assets.

19. RETENTION OF RECORDS

		POLICY – the Group will put arrangements in place to retain all records in accordance with NHS Code of Practice Records Management 2006 and other relevant notified guidance





19.1. The Accountable Officer shall:  

a) be responsible for maintaining all records required to be retained in accordance with NHS Code of Practice Records Management 2006 and other relevant notified guidance;

b) ensure that arrangements are in place for effective responses to Freedom of Information requests;

c) publish and maintain a Freedom of Information Publication Scheme.

20. TRUST FUNDS AND TRUSTEES

		POLICY – the Group will put arrangements in place to provide for the appointment of trustees if the Group holds property on trust





20.1. The chief finance officer shall ensure that each trust fund which the Group is responsible for managing is managed appropriately with regard to its purpose and to its requirements. 

� 	See Appendix D



� 	See Appendix E



� 	Under some legislative provisions the group is obliged to have regard to particular guidance but under other circumstances guidance is issued as best practice guidance.



� 	See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act



� 	See section 223H of the 2006 Act, inserted by section 27 of the 2012 Act



� 	See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act.



� 	See section 14Z11 of the 2006 Act, inserted by section 26 of the 2012 Act.



� 	See section 14Z13 of the 2006 Act, inserted by section 26 of the 2012 Act



� 	See paragraph 17 of Schedule 1A of the 2006 Act, as inserted by Schedule 2 of the 2012 Act.



� 	See section 223H(3) of the NHS Act 2006, inserted by section 27 of the 2012 Act



� 	See section 14Z5 of the 2006 Act, inserted by section 26 of the 2012 Act.



� 	See section 14Z6 of the 2006 Act, inserted by section 26 of the 2012 Act.
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Proposed amendments to Prime Financial Policies, Standing Orders & Scheme of Reservation 





Summary Overview



Introduction

Members are aware that the Prime Financial Policies, Standing Orders and Scheme of Reservation/Delegation are all contained in the CCG Constitution and sets out the framework by which the CCG conducts its business. These documents are contained in the Constitution as Appendices C,D & E and have already been approved by the Shadow CCG Governing Body as part of the authorisation process in October 2012.





Proposed Amendments

The 3 documents attached have been extracted from the Constitution and  include the following amendments:-



1) names of all Governing Body members now included in the Standing Orders (Pages 5 & 6)

2) an amendment to the Scheme of Reservation in relation to authorisation level for Individual Patient funding cases (IF cases) as highlighted on page 61.

3) Addition to reflect ongoing joint financing arrangements with Stockport MBC under Section 28a and Section 75 powers (Pages 29 Standing Orders & 70 Prime Financial Policies).



Given that we are at the inception of the new CCG, it is appropriate at this time to bring the full suite of documents to the Governing Body so we have full approval of these from the outset. Going forward however, any subsequent changes to any of these documents will be subject to review by the CCG Audit Committee prior to approval by the Governing Body.  



Members should note that the Prime Financial Policies should be subject to at least an annual review to ensure these are kept upto date and fit for purpose. 



Members are also asked to note that the SO and SFI cross reference numbers on pages 45 – 58 of the Scheme of Reservation are incorrect on this version and this is in the process of being corrected.



Recommendation

The Governing Body is asked to consider and approve the proposed amendments outlined in points 1) – 3) and formally approve the attached Standing Orders, Scheme of Reservation and Prime Financial Policies noting that these changes need to be granted by the NCB.





G Jones

Chief Finance Officer
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		Meeting Date: 10 April 2013



		Agenda Item No: 18



		Title: Business Case



		Summary: 

		This business case provides a rationale for the investment and introduction of an enhanced primary care service across all GP localities in Stockport. 


The cost of this initiative is £600,000 with the potential for significant cost savings on reduced non elective admissions of housebound patients over the age of 65. 



		Link to Annual Business Plan:

		NHS Stockport CCG Integrated Plan 2013 – 16

(Strategic Aim 1)



		Action Required: 

		The Board is being asked to consider and approve this Business Case proposal. If agreed the localities will be asked to work up the detailed plans for their areas and these will be agreed through the Operational Executive Committee. 



		Potential Conflict of Interests

		The contract of GPs to provide the service 



		Clinical Exec Lead:

		Cath Briggs



		Presenter / Author:

		Roger Roberts



		Committees / Groups Consulted:

		GP Localities





Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		Y

		Service Changes: Public Consultation Completed and Reported in Document 

		n/a



		Paragraph numbers in place

		Y

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a



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

		n/a

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



		All text single space Arial 12. Headings Arial Bold 12 or above, no underlining

		N

		Change in Service Supplier: Procurement & Tendering Rationale approved and Included

		n/a



		

		

		Any form of change: Risk Assessment Completed and included 

		n/a



		

		

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

		n/a
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		Project Name: Additional primary care capacity to reduce hospital admissions 

		Start Date: April 1st 2013



		Estimated Range Savings / Efficiencies 

		Savings:  

		£917.000 -£1,763.000



		

		Cost of delivery: 

		£600,000



		

		Total Net Recurrent Savings;

		£317.000 – 1,163.000



		Project timeline:

		APR

Business Case approval

		MAY

Locality Case approvals

		JUN

12 practices given care plan training

		JUL

25  practices given care plan training

		AUG

		SEP







		

		OCT

40 practices given care plan training 

		NOV



		DEC

Evaluate project

		JAN

48 practices given care plan training 

		FEB

48 practices using  care plans +

Recommendations to Governing Body following evaluation

		MAR



		Who will lead the project / business case?

		Commissioning Clinical Lead:

		Cath Briggs



		

		Commissioning Project Lead:

		Roger Roberts



		

		Groups consulted:

		Localities



		Quality

		Y

		Innovation

		Y

		Productivity

		Y

		Prevention

		Y



		(1) Brief description of project and expected outcome improvement:

One of Stockport CCG’s strategic outcome measures is to reduce all non-elective admissions to hospital and by doing so improve quality of care and patient experience. 



Data has indicated that there are between 2,000 and 5,000 housebound patients (including those living in care homes) in Stockport (roughly 7-17 per 1,000 list size) in the over 65 age group.  Stockport GPs have identified this group of patients as being at high risk of unscheduled hospital admission. This business case provides a rationale for the investment and introduction of an enhanced primary care service across all GP localities in Stockport, If approved the money will be used in the following way:



· To support GP Practices in the development of care plans that includes self-management elements.  

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

· Practices will be supported to develop systems that will provide a consistent approach to identifying this group of patients (using READ codes).

· A Patient Health Summary proforma has been developed which provides information about the patient’s social and medical history.  Practices would be provided with training and then expected to complete these with these patients, then review and update them on each subsequent visit. 

The Kings Fund in 2010 indicated that this type of intervention had showed evidence of efficacy in reducing admissions; certainly the potential benefits to the organisation of this proposed investment could be significant in terms of  the following:



· Reducing non-elective admissions

· Promoting with patients, self management of their clinical conditions

· Continuity of care with a GP

· Reduce pressure on ED

· Integration of primary and secondary care services

· Reducing the number of adult patients discharged to participating practices and re-admitted to hospital within 30 days.



		(2)  Why is the Project Needed? 



The costs of unscheduled medical admissions at Stockport Foundation trust rose from £29,757,874 in 2011 to £33,060,612 in 2012. In financial terms this was an increase of 11%. This equated to an increase in admissions of 6.7%. This rate of increase in activity is unsustainable and so the CCG has within its Strategic Plan set to reduce the numbers of non elective admissions through investment in Enhanced Primary Care services. 



Housebound Patients

Housebound patients often do not have access to medical or other services until late in the development of their needs. This can be the point at which they are admitted to hospital. If there is a more proactive approach to manage these vulnerable people over and above usual medical services crisis admissions could be reduced. This will require both health and social support to patients and often recognition of the needs of their carer(s).



Care Home Patients

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



Combination Care Home and Housebound Patients

As stated above there are pockets of high levels of care home beds meaning that in other areas there is less of a need to manage these patients. A combination model is therefore proposed to recognise the needs of different parts of Stockport. 



Ultimately, due to their frailty and multi co-morbidities the aforementioned cohort of patients are at high risk of unscheduled medical admission and readmission.  By investing in increased primary care resources and ensuring that practices put in place robust processes to manage them, this should help reduce their rate of unscheduled admissions.  For patients and/or their carers it will mean that they know when to expect their next home visit from their GP and have an up to date Patient Health Summary in place.  They will also be made aware that if they do require an admission this information will be available to secondary care clinicians.



(2) What are the objectives for the project? 



· Reduce non-elective admissions

· Promote with patients, self management of their clinical conditions

· Continuity of care with a GP

· Reduce pressure on ED

· Integration of primary and secondary care services

· Reduce the number of adult patients discharged to participating practices and re-admitted to hospital within 30 days. 

4)  How will the objectives be delivered? 



Each locality will agree a locality plan in conjunction with their Locality Chair and Area Business Manager. This will need to include how the locality share of the funding is divided between practices. 

		





Once locality plans have been agreed practices will identify their housebound patients using the appropriate Read code-13CA. Individual practices, with the support of their Locality Chairs and Business Managers will then set up processes to effectively manage their housebound/Care Home patients to ensure that:



· All housebound/Care Home patients have an up to date Patient Health Summary uploaded onto the Stockport Health Record

· All housebound/Care Home patients receive regular routine home visits which are scheduled into the practice workload and are seen as ‘business as usual’

· At each home visit the Patient Health Summary is reviewed in conjunction with the patient and their carers/relatives and updated as appropriate

· The timing of the next visit is agreed during each visit

· Patients on housebound / care home registers will have an appropriate review within 2 weeks of discharge following an unscheduled admission including a Patient Health Summary review to reducing the risk of any subsequent episodes of hospitalisation.

The timescale for roll-out of the project is as follows:



· Care Planning tool agreed – to come from One Service                        Apr 13

· Number of Patients who are housebound identified                               Apr 13

· 12 practices given care plan training                                                      Jun 13

· 25 practices given care plan training                                                      Jul  13

· 40 practices given care plan training                                                      Oct 13

· 48 practices given care plan training                                                      Jan 13



5)  Anticipated Benefits.  List the benefits that will result from the achievement of the objectives listed in section (4) and explain how these apply to the local population.



The anticipated benefits of the project are:



· Reduced number of unscheduled adult admissions in participating practices

· Reduced number of adult patients from participating practices readmitted within 30 days

· Savings generated from fewer ED attendances and unscheduled adult admissions

· Increased patient / carer satisfaction from a more structured approach to their care

· Reduced pressure on ED

· Integration of primary and secondary care services



Based on the strategic plan there is a required saving for 20113/14 of 1,365 admissions realising a saving of £2,406,000



		Reduction in admissions



		Total saving

		Saving less £600,000

		Number of admissions to save

		Per average practice per week



		3%  

		£   917,000  

		£   317,000

		520

10 admissions per week total  

		i.e. 0.2 each or one admission every 5 weeks



		5%  

		£1,763,000	

		£1,163,000

		975

20 admissions per week total  

		i.e. 0.4 each or one  admission every 2.5 weeks









(6)  Appraisal of alternatives.  Please appraise alternatives to the execution of this project, including the potential option ‘do nothing’ explain why these alternatives are inferior to the proposed course of action



Option 1. Do nothing

This is not a viable option as the strategic plan has made a commitment to reduce non elective admissions to hospital. 

 

Option 2. Centrally Impose a Standard Approach

Whilst the CCG could consider this approach to implementing a care plan to reduce non elective admissions, as a membership organisation this option would go against the organisation’s core principals and stated value of distributive leadership.



Option 3. Put the Care Plan Initiative Out to  Tender

To avoid any arguments over conflicts of interests the procurement route is an option that may want to be considered. However it is well recognised that a patients GP has access to and holds the patient records and in doing so most able to assess what is in the best interests of the patient and offer a continuity of care that other service providers would struggle to provide. For this reason the service being led and implemented by GP practices is recommended. 



Option 4. Approval of this Proposal to Support GPs Develop Care Plans

In approving this business case to support GP Practices in the development of care plans it would support the strategic plan in reducing non elective admissions, bring investment into the community healthcare setting and enhance services for patients in terms of the continuity of care that can be provided by their GP. It is therefore recommended that we contract this service now and an evaluation of the same be carried out in 6 months time.





		(7)  Outcome measures:

· Reduction in the number of housebound patients attending ED and/or having unscheduled admissions.

· Increased number of practices with formal processes in place for managing housebound patients 

· Participating practices will have assigned READ code-13CA to all their housebound patients.

· Interrogation of Stockport Health Record will demonstrate an increased number of patient’s assigned READ code 13CA.

· Participating practices will be able to provide evidence around how they manage their housebound patients e.g. business processes, process maps.





		(8)  Will any special governance arrangements need to be in place for this project?  i.e. partnership arrangements, section 75 agreements, clinical. 



None	
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Stage 1

An idea is generated and the lead director would take an outline of what the idea is with a provisional feasibility study to the Operational Executive Committee. Op Exec  would consider its strategic fit, its likely feasibility  and its priority within the organisation.  If they consider that it should go ahead they will then agree who will lead it and whether there is a likely  conflict of Interest. 



The three outcomes of the meeting will be: 

No – do not proceed at the moment 

Yes - proceed to develop  the full business case

Yes – proceed to develop the full business case via the Conflict of Interest and Procurement Committee 

In the latter case the Chair of Audit Committee should be notified immediately. 

Stage 2

A business case is developed and either comes straight back to Operational Executive or goes first to the 

Conflict of Interest Committee. The committee can only advise on conflicts and procurement.

The Chair of the Governing Body should approve the make-up of the committee on advice from the Chair of Audit 

Committee. It might consist of the Audit Committee Chair, the Chief Finance Officer, the Director of Planning & 

Performance, the Director of Provider Management, a local authority representative, plus one of the Clinical 

Directors. It is quorate with two non GPs plus a Clinical Director.



The outcome of the committee will be to advise on how the conflict should be handled and whether the 

procurement route is correct. Recommendations could include: 

Specific advice to the Governing Body (or if a smaller case to Op Exec) that those with a conflict should  declare it, 

     and then 

Either, leave the room, or

Stay but do not vote, or

Stay and vote

For a smaller case  if conflicts  are significant it may advise the case should go to Governing Body

Advise that given the scale and complexity of case that an external view should be sought

That the proposed procurement route sets up potential of a judicial review and an alternative must be considered

 

The advice should go to the Chair and Chief Clinical Officer 

Stage 3

The final business case  with advice from the Committee as appropriate comes back to operational executive.  

Operational Executive Committee’s role will be to review the business case, test the options, strategic fit,  cost –

benefit  ready to make a recommendation to the Governing Body (or if under £250,000 approve the case).  



The three outcomes of Operational Executive are:

Approve the Business Case if under £250,000 in line with any guidance from the Conflict of Interest Committee 

Reject or ask for further work to be done on the business case

Recommend the case  to the Governing Body with any advice of the Conflict of Interest Committee attached.



Stage 4

If the case is above £250,000 (or if below but advice from Conflict of Interest Committee is that it should go to Governing Body) the final business case  goes to the Governing Body  with any advice attached. The Governing Body can decide:

To approve the case 

To reject the case or ask for more work to be done

To recommend the case to the LAT if the money is part of the GM held non-recurrent spending
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		Meeting Date: 

10 April 2013 

		Agenda Item No:  19



		Board Assurance Framework






		Summary: 

		The purpose of this report is to inform the members of the current content of the NHS Stockport CCG Board Assurance Framework.



		Link to Annual Business Plan:

		This report forms part of the ‘reform’ strategic theme.



		Action Required: 

		The members are asked to approve the current risk assessments and revised owners.






		Potential Conflict of Interests

		None.



		Clinical Exec Lead:

		Dr R Gill



		Presenter / Author:

		T Ryley



		Committees / Groups Consulted:

		Operational Executive committee on 3 April 2013. 





Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		Y

		Service Changes: Public Consultation Completed and Reported in Document 

		n/a



		Paragraph numbers in place

		Y

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a



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

		n/a

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



		All text single space Arial 12. Headings Arial Bold 12 or above, no underlining

		Y

		Change in Service Supplier: Procurement & Tendering Rationale approved and Included

		n/a



		

		

		Any form of change: Risk Assessment Completed and included 

		n/a



		

		

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

		n/a





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 3 April 2013. 

2.3      The rating for strategic risk 6 has been decreased now that we have received our 2013/14 allocation.

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

3 April 2013


		

		

		

		

		

		

		

		

		



		Strategic Risk Description 

		No

		Impact on Strategic Goals 

		Owner

		Risk Assessment 


(C-Current 

T-Target) 

		Last 


month

		Trend

		Governing Body Assurance 

		Mitigation / Control 



		

		

		

		

		

		

		

		

		



		Service demand and activity levels continue to grow 

		1

		QIPP savings target not delivered  threatening financial stability and future investments in quality 

		CD for GP Development

		

		

		

		

		

		

		

		Governing Body (GB) Performance Report 

		Activity Management Plan 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Efficiency and QIPP savings result in cuts to service capability and/or capacity 

		2

		Patient safety and service quality decline

		CD for Quality and Provider Management

		

		

		

		

		

		

		

		GB Quality report including Quality Impact Assessment 

		Establish QIA process 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Workforce capacity and capability is insufficient 

		3

		Delayed or weak delivery and implementation of plans threatening QIPP delivery and quality 

		Chief Operating Officer 

		

		

		

		

		

		

		

		GB Performance Report and project plan tracking 

		Organisational Development Plan 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		NHS Commissioning Board or other partners require specific, unplanned investments  

		4

		In year financial position and stability jeopardised or local investments delayed

		Chief Finance Officer 

		

		

		

		

		

		

		

		GB Finance Report 

		Contingency  and 


Horizon-scanning 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Implementation of full range of  QIPP efficiency plans are delayed 

		5

		QIPP savings target not delivered  threatening financial stability and future investments in quality 

		Chief Clinical Officer 

		

		

		

		

		

		

		

		GB Performance Report and project plan tracking 

		Activity Management Plan 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		CCG allocation assumptions are overly optimistic  

		6

		In-year financial position and stability jeopardised or local investments delayed

		Chief Finance Officer 

		

		

		

		

		

		

		

		GB Finance Report 

		Contingency  and 


Horizon-scanning 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Adoption of best practice guidance and innovation is piecemeal and/or slow 

		7

		Patient experience sub-optimal care and service improvement is weakened 

		Public Health Consultant 

		

		

		

		

		

		

		

		GB Quality Report outlining adoption of NICE etc.

		Process for monitoring NICE 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Fragmentation of pathways through extended choice  

		8

		Patients experience sub-optimal care and patient safety at handovers is poor 

		CD for Quality and Provider Management 

		

		

		

		

		

		

		

		GB Quality Report covering complaints and incidents

		Integration in key areas of plan 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Inadequate systems for managing quality and safety of service provision 

		9

		Quality and safety of services decline and individual patients suffer harm 

		CD for Quality and Provider Management

		

		

		

		

		

		

		

		GB Quality and Safeguarding Reports   

		Secure specialist  capacity early on



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Inadequate arrangements in place for commissioning support 

		10

		QIPP plans  (efficiencies and quality) are stalled and running cost allowance is breached   

		Chief Operating Officer 

		

		

		

		

		

		

		

		GB report outlining arrangements and SLA

		Secure specialist  capacity early on



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Failure to engage with key stakeholders effectively on vision and need for change 

		11

		Major service reform across the economy and beyond does not progress sufficiently 

		Chief Clinical Officer 

		

		

		

		

		

		

		

		GB report outlining arrangements and SLA

		Establish  Stockport  Transformation Board 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		The CCG fails to take the public with us when implementing changes  

		12

		Public resist change and the pace of reform slows due to legal challenge

		CD for GP Development 

		

		

		

		

		

		

		

		Report to GB on Public Engagement  and Implementation 

		Implement Communications and Engagement Plan 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		The CCG procurement processes are not sufficiently robust and transparent 

		13

		Procurements are open to judicial review reversing reforms and damaging reputation 

		Chief Finance Officer 

		

		

		

		

		

		

		

		Audit Group minutes and reports  

		Procurement Strategy 



		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		



		Financial control weakened as new organisation takes responsibility 

		14

		Potential over-/under -spends not identified early enough and mitigation plans not in place 

		Chief Finance Officer 

		

		

		

		

		

		

		

		Audit Group minutes and reports  

		Internal Audit Review 
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10 April 2013 
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Clinical Policy Committee Minutes 
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		Ratified Minutes of the Clinical Policy Committee of February 2013 
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		This report support the good governance of the organisation. 
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		Clinical Policy Committee (CPC)


9-11am   27th February  2013

Board Room Floor 7 



		

		Action Required and initials

		Clinical Lead



		Present


· Dr Vicci Owen-Smith – Deputy Director of Public Health (VOS) 

· Roger Roberts – Associate Director of Medicines Management (RR)

· Peter Marks – Community Pharmacist (PM)


· Andy Dunleavy (AD) – Senior Public Health Advisor (Long Term Conditions & Sustainability Lead)


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


· Mike Lappin – LiNK representative (ML)


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

· Dr Liz Wilding – Speciality Doctor in Public Health (Clinical effectiveness lead) (EAW)

· Dr Cath Briggs – Member of the Governing Body and GP locality chair (CB)


· Mark Chidgey – Director of Provider Management (MC)

· Jane Cromblehome – Lay Member Chair of the Governing Body of the CCG (JC) Chair


· Beverley Saxon – Office Manager – minute taker (BS)

In attendance


· Dr Donnelly (shadowing VOS)



		

		



		1) Apologies

None

The Committee welcomes Peter Marks to the group. 



		

		



		2) Minutes from Previous Meeting


The minutes from January 2013 were noted and confirmed as accurate. The meeting was quorate



		

		



		3) Matters arising

a) Diabetes prevention.  SJ presented a paper he had produced, including flow charts as a result of those reviewed at the previous meeting, which were thought to need improvement. SJ explained the 3 charts; Chart 1 for diagnosing patients with suspected type 1 diabetes, Chart 2 for diagnosing diabetes using Hba1c, and Chart 3 for diagnosing diabetes using glucose values. If the Committee was in agreement with the paper, SJ is happy to meet with the diabetologists to discuss with a view to introducing the process with the Nice Public Health guidance. SJ advised that the flow charts are purely for diagnosis, and the only implications for the Trust are is Chart 1 if the patient is admitted. SJ advised that the risk score would be considered before any testing. Typo highlighted on Chart 2 – should be ‘Not suitable…’.  CB suggested including the risk score in the paper. VOS finds the risk scoring very useful. The group discussed the value of doing some publicity in primary care to push diabetes into people’s minds. The group agreed that the risk scoring and publicity posters would be of great help to the public is posted in practices. VOS will speak to Jane Jefferson, Prevention and Early Detection Lead, regarding publicity. PM suggested using community pharmacies to post publicity of risks, as it would capture those who do not visit the doctors. CB is happy for the paper to go to diabetologists when amended. AD has spoken to Sue Kardahji, Public Health Specialist, to ensure the public can accessing the risk scoring via the Lifestyle website. 

b) Ezetimibe.  RR explained the background to the paper and that the issue was about positioning Ezetimibe in the slot in the treatment process. VOS asked if this needs sharing with members or whether it required putting e recommendation on the grey list. The Committee approved the paper and agreed to include the recommendations in our policy. 



		SJ amend papers and share with diabetologists

VOS ask Jane Jefferson to incorporate diabetes prevention campaign in 13/14




		May 2013


March 2013



		4) NICE Clinical Guidance

a) CG155  Psychosis and schizophrenia in children and young people: Recognition and  management. This group is not a large number in the Borough. VOS raised potential issues re CAMS capacity. CB feels sure that it is still possible for patients to be seen urgently. SJ highlighted that he had not seen a child in 9 years. MR advised she had seen one child in the last 8 years. JC suggested the need to ensure the process works, particularly given the rarity of demand. ML sought clarity regarding those aged 14-17, to ensure they are captured and do not slip through any gaps. MR advised that CAMS support those aged up to 14, and those 14-17 are supported by a more specialist service.  VOS suggested that the CAMS service needs to review the service access and check it is appropriate. AD to pick this up with Alison Caven.



		AD to ask Alison Caven to review and report back May

		May 2013



		5) NICE Technology Appraisals (TA)

a) TA271 –  Fluocinolone acetonide intravitreal implant for the treatment of chronic diabetic macular oedema after an inadequate response to prior surgery – The Committee noted the guidance that this is not recommended 

b) TA272 – Vinflunine for the treatment of advanced or metastatic transitional cell carcinoma of the urothelial tract - The Committee noted the guidance that this is not recommended

c) TA273 –  Tadalafil for the treatment of symptoms associated with benign prostatic hyperplasia – The Committee noted the guidance that NICE are unable to recommend this as no evidence submission was received



		VOS update Governing Body

		March 2013



		6) NICE Interventional Procedure Guidance (IPG)

a) IPG435 – Endovenous mechanochemical ablation for varicose veins – The Committee noted the guidance 

b) IPG436 – Percutaneous pulmonary valve implantation for right ventricular outflow tract dysfunction – The Committee discussed the relevance of his item as it would likely to be Wythenshawe or Central Manchester providing this service rather than SFT. Any business cases for this would be submitted via the Cardiac Network. VOS suggested that  there is a need to specifically state in our policy that we will not commission this treatment at SFT. 

c) IPG437 – Autologous blood injection for plantar fasciitis – The Committee noted the guidance

d) IPG438 - Autologous blood injection for tendinopathy – The Committee noted the guidance

e) IPG439 – Deep dermal injection of nonabsorbable gel polymer for HIV-related lipoatrophy – The Committee noted the guidance

		VOS update Governing Body

		March 2013



		7) NICE Medical Technology Guidance (MTG) 


a) MTG12 – EXOGEN ultrasound bone healing system for long bone fractures with non-union or delayed healing – The Committee already have a policy covering this and work to the local policy. 

b) MTG13 – WatchBP Home A for opportunistically detecting atrial fibrillation during diagnosis and monitoring of hypertension – SJ advised that NICE guidance indicated there was no cost to this although the items are more expensive than normal BP monitors. The item also checks the pulse. Only 1 in 6 people go on to have atrial fibrillation therefore the number of ECGs will increase significantly. RR advised that Ranjit Gill has been involved in conversations with CLARC. There needs to be a further review to see what this item will be most useful for and how best to use it in the future.  VOS thinks this may be useful as a preventative tool, and would welcome involvement in the CLARC discussion. VOS also suggested the need to review numbers of users. CB asked if it would be more cost effective to train staff. ML asked if this testing could be done at the same time as other things, to which VOS suggested an opportunity like the seasonal flu vaccination. JC raised concerns regarding capacity for ECGs as a result of this increased testing. PM asked if accuracy information was available. SJ advised that it was showed a sensitivity of approximately 98%.  The Committee agreed to further review and bring back to the March meeting.




		RR review further

		March 2013



		8) NICE Public Health Guidance and other guidance

None this month 

		

		



		9) Business Cases


None this month  - JC queried that no business cases had been received for a long time. VOS advised that the CCG is currently reviewing the process. MC queried which cases come to this Committee. VOS read the remit of the Committee from the Terms of Reference. Item 9 will be removed from the standard agenda. VOS requested that the Terms of Reference be put on the agenda for March. 

		BS: Agenda CPC TOR 




		March 2013



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


a) None

		

		



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

a) LPS no 004g Pinnaplasty – The Committee requested a slight amend to the policy statement to indicate that the approved referrals are most seen by ENT. VOS advised this is the same as currently happens. The Panel review pictures. The Committee supported the policy recommendations. 

b) LPS no 103 Gastroelectrical stimulation for gastroparesis – LW and VOS agreed that while there is lots of evidence in this area, none of it is strong enough to support. VOS suggested going back to the meta-analysis to review as it may be interesting to see what exactly the 2012 evidence has found. VOS suggested this would be a good piece of work for a Public Health Trainee to undertake. The Committee will continue with current policy for 3 months and then review again. 

c) Evidence summary for INR self-testing – LW advised that this item is presented because Liz Bailey had picked up that certain people are self testing. LW advised that this is not suitable for everyone, and it isn’t clear whether people are just self testing or also self managing. RR advised that this relates to less than 5 people across Stockport. JC assumes that it works better for those that use it as it is quicker. RR advised that the picture is changing in this area due to new drugs. JC suggested draft policy be submitted to the next meeting, indicating that it would be supported in the right circumstances. 

d) Evidence summary for Lycra support suits for neurological patients – The associated costs are about £1k per patient. LW advised the group that the evidence available did not suggest that this product was better than anything else available. The Committee agreed that based upon the levels of evidence available, they would not support the commissioning of this product. LW will write a policy to support this. 

e) Evidence summary for gastroelectrical stimulation for gastroparesis – summary of evidence document related to item 11b. 

f) Criteria for PbR excluded fixator frame – LW explained that this brief summary of criteria had been written as SFT had asked what criteria should be used for the use of PbR excluded fixator frames. LW advised that this was fairly standard treatment for those listed in the criteria. VOS suggested that we now share this criteria with SFT to enable them to audit the use. BS to share this document with Elaine Biglen for the Planned Care Board. 

g) Policy position on Gluten free breakfast cereals – RR presented this paper to establish whether or not gluten free breakfast cereals should be included in the list of gluten free products available on NHS prescriptions. This has previously been to STAMP whose view to not include this product. The Committee considered the background and the considerations presented. Based upon the wider range of products available for breakfast, and the ever expanding selections of gluten free products available in supermarkets, the Committee agreed to support STAMP’s position not to include this product. 

		LW to draft policy

VOS to ask for an interested trainee and bring a report back


LW to draft policy 


LW to draft policy


BS share statement with Elaine Biglen




		March 2013

June 2013

March 2013


March 2013


March 2013



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

a) LPS no 004g Pinnaplasty The Group concluded that this policy did not adversely affect any one vulnerable group.

b) LPS no 103 Gastroelectrical stimulation for gastroparesis The Group concluded that this policy did not adversely affect any one vulnerable group.



		

		



		13) Clinical Pathway Changes


a) IVF – VOS presented this paper, advising that the eligibility criteria had been amended in light of NICE guidance. This will be going out to consultation with the public and local GPs. The current policy discriminates against single sex couples as it doesn’t not permit donor sperm or donor eggs. The paper is based upon an eligibility criteria developed by Paul Carroll at Ashton, Leigh and Wigan. The main changes are in points 3.4 and 13. There is a proposal to extend the age guidance to offer women aged 40-42 1 cycle of treatment. Women aged below 37, the first cycle of treatment will be a single embryo transfer with the second cycle being one embryo if they are quality embryos, or transfer of 2 embryos if they are not top quality. 

VOS is planning to lift the guidance directly into the policy. Latest NICE guidance suggests that artificial insemination is offered to single women and single sex relationships. VOS stated that this would need to be on the basis of proven infertility. VOS plans to consult on the policy as it stands and would like the Committee’s view on whether they feel anything in it is contentious. LW asked if there is the risk of discriminating against men and men in single sex relationships. MC asked if there is a consistent check for infertility. VOS explained that there isn’t, and NICE guidance defines infertility as failure to conceive after regular sexual intercourse over a period of 2 years. SPCT will currently fund 6 cycles of IUI. If this is then unsuccessful, the PCT will fund one cycle of IVF. The Committee discussed funding IUI/ IVF in light of the need for adoptive parents. VOS agreed that there is further discussion needed as some CCGs do not fund IVF at all. SPCT funds one cycle compared to NICE guidance of 3 cycles. ML advised that LINK would give their view as part of the consultation. MC will send VOS a pathway previously used which may be helpful. VOS will make amends to the criteria to ensure clarity and parity for all. SPCT will not fund the first 6 cycles of IUI but will fund the second 6 cycles. The Committee requested the word ‘normally’ be removed from number 7. 



		VOS update criteria and begin consultation, reporting back in April




		April 2013



		14)  Agree new policies 

a) IFR Operational Policy 

VOS advised that she has amended the policy slightly to remove all references to complex cases.  

b) IFR Appeals Policy 

VOS advised that the Appeals Policy has changed. The non-executive member is remaining but the Chair has changed to be Ranjit Gill. Any appeals heard after 1st April 2013 will be heard by the new panel, but operating under the old policy. The appeals timescales have changed. MR to be included in IFP membership going forward. VOS will change the wording of point 1.5.  


c) TOR IF Panel and IF Appeals Panel 

Terms of reference need to be revised to include responsible commissioner details. 


d) Policy on Approval to prescribe from NHS Stockport Black or Grey Lists 


VOS is happy with the policy but the language needs revising. VOS will work with Liz Bailey outside of the meeting to revise the language. The document needs checking for typos. A revised version to be brought back to the next meeting. 




		VOS update policies and circulate once Gary Jones agrees scheme of delegation

VOS amend with Liz Bailey 




		March 2013

March 2013



		15)  STAMP Minutes 



The Committee noted the content of the minutes and the 
recommendations contained within them. 

		

		



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


· Gluten free cereal will not be included in the Gluten free list 

· New Policy on Ezitimibe 

· Exogen updated just for the minutes to advise use of local policy

· Update on WatchBP 

· Update on IVF

		

		



		17) Any Other Business

· ML and AD had met regarding concerns that guidance was being missed, but this just seems to be the timelines of information filtering via Sheffield. Happy that nothing is being missed and happy to retain focus on Sheffield guidance. 


· VOS suggested that as the NICE guidance comes out on the 4th Wednesday of the month, it would be useful to have as the last agenda item, to display the Nice guidance website on the screen. 


· Apologies from Peter Marks for the next two meeting due to prior commitments. Peter will send comments for the meeting. 


· MR will pick up role as Chair from the next meeting. 



		

		



		18) Date of next meeting

27th March 2013 9-11am
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Strategic Aim 1

		STRATEGIC AIM 1

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



		1. Three Year Plan



		1.1 Strategic Outcome Measures and Goals



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

		Reduce adult A&E Attendances from 72,500 to 71,251

		Reduce adult non-elective admissions (FFCE) from 28,900 to 24,800 

		Increase proportion of people feeling supported to manage their condition from 71% to 75% across the three years

		Reduce emergency readmissions by at least 5% across the three years

		1.2 Related National KPI's and Goals 



										2013/14		2014/15		2015/16* 

		Dementia Diagnosis Rate 								61.40%		65%		70%				*		National trajectory only required to 14/15

		1.3 Summary Activity, Efficiency and Investment Profile 



		1. Transform adult long-term conditions management and complex care 		2013-16 Three year Total 

				Activity 										Saving £

				Activity  				Real no		Real %		Avoided		Real 		Deflected		Total 



				A&E Attendances 				(1,230)		(1.70)		(3,819)		121,770		378,081		499,851

				Non-elective FFCE's				(4,094)		(11.20)		(932)		7,320,072		1,666,416		8,986,488



																		9,486,339

		1.4 Three Year QIPP Quarterly Trajectories



		A&E >17's				Base		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4

		Stockport CCG				18447		18411		18276		18016		17597		18181		18047		17791		17378		18143		18011		17755		17342



		Non-Elective >17's				Base		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4

		Stockport CCG				7577		7130		7036		6853		6845		6494		6487		6617		6690		6135		6129		6252		6321



		1.4 Rationale for Reform and Ambition 

																		Q3 11/12		Standardised rate		Total Count		Expected count		Count Difference		% Difference		Financial Benefit

																		Stockport		110.6		34,029		26,844		7,185		26.8		9,274,929

																		National		87.3



																		The CCG Outcomes benchmarking pack indicates that Stockport is over hospitalised. Reductions in non-elective admissions of 7,185 and £9.275m spend (27% less) per annum would be required to be at the England average. This reflects both adult and children but setting a combined reduction of 4000 across three years is not implausible.   















		1.5 Overview Description Of Strategy 

		Benchmarking data indicates that the Stockport system for managing adults with long-term and complex conditions and those conditions not normally requiring hospitalisation is less anticipatory and preventative than elsewhere in England. As a consequence far more people are admitted to hospital with ACS and other conditions. This is neither good for the patients themselves nor financially sustainable as the population ages. 

Evidence from elsewhere suggests that whole system change is required rather than a number of disparate programmes of work. Therefore, the Stockport Health & Social Care system has come together to bring about a reform that stretches from primary care, through community and social care into the acute hospital. The focus of the change is on high quality anticipatory and integrated care within a community setting designed around  the four localities in  Stockport. 																		Whilst there are 4 programmes of work (Enhanced Primary Care, Stockport One Service, Specialist Community Services, and Hospital Unscheduled Care Reform) these are designed to be fully dependent on each other, four cogs which together drive system reform.  

At the heart of this system will be the Stockport One Service,  a fully integrated team in each locality managing those most at risk of admission and with the most complex mix of conditions. The model is based on x and y. Fundamental to the success of an integrated system will be a transformation of information and IT systems.    





































		2. 2013-14 Business plan 

		2.2		Programme Narratives and milestones 



				2.2a Stockport One Service - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Jaweeda Idoo																Due Date		Milestone



				The Stockport One Service will be one service wrapped around the needs of people and supporting the needs of their carers. The aim is to focus on people with complex health and social care needs and develop care plans with the full co-operation of the individual. This will ensure they can live the most independent life possible and stay in their home as long as they can, regardless of whether it is their own home or a nursing or residential care home. The service is aimed at people who live in Stockport and are registered with a Stockport GP, who are aged 18 years and over. Initially the service will focus on people who are considered to be at a high risk of having a hospital admission but over time the intention is to work with all people who have complex needs. For each individual there will be a designated lead professional. The lead professional will meet with the individual to develop a joint care plan. This plan will be the focus of the person’s care needs and will be shared across health and social care. Services will be tailored to the individual’s needs. Success will be measured by a range of metrics including an increase in reported satisfaction and a reduction in emergency admissions to hospital.																May-13		Service specifications completed

																				Jun-13		Marple locality all participating

																				Jun-13		Contract variation issued

																				Oct-13		Implementation of service in remaining 3 localities commenced

																				Jan-14		50% GP practices with patients in the One service

																				Apr-14		75% GP practices with patients in the One service

																				Jun-14		All GP Practices with patients in the One Service



																				Key Programme Level Performance Indicators 

																				Increasing proportion of practices with patients in the service

																				Increasing number of patients in the service

																				Reducing number of non-elective admissions for patients in the service

																				Reducing no. of patients discharged to service readmitted within 30 days

																				Improvement in LTC 6 patient survey findings





				2.2b Additional Primary Care - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Cath Briggs																Due Date		Milestone

				Each locality will develop a model of additional capacity and capability to ensure primary care will be able to underpin the One Service roll-out through targeted approaches to individuals not likely to be supported directly by the Stockport One service and to ensure GP input into one service developments. This will include additional support to care homes, extended opening hours for specific groups, and co-ordination with secondary care.																Mar-13		Business Case approval 

																				Apr-13		First 25% of roll completed

																				May-13		40% roll-out complete

																				Jun-13		60% roll-out complete

																				Sep-13		100% roll-out completed

																				Key Programme Level Performance Indicators 

																				Increased number of participating practices 

																				Reduced number of non-elective admissions in participating practices 



				2.2c Enhanced Primary Care - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Cath Briggs																Due Date		Milestone



				This programme within this area has five elements. 

Care Plan Development
Using the care planning tool established for the Stockport One Service, practices will be asked to complete care plans for all patients not already identified as being part of the One Service and having three or more long-term conditions. This will facilitate fast development of the One Service in the future if and when a proportion of these patients are identified through the risk tool for inclusion in that service. In this way those patients most at risk will have plans established early and primary care will be fully aligned with the service and its philosophy. 

Complete Care
There will be a number of conditions identified where the existing QOF will be enhanced by looking at the number of patients for whom all markers are at target in that disease area. This will build on the 9 care processes bundle of care in diabetes. Close working with the LAT directly commissioned services team will be essential. 

End of Life
A marker will be developed to enhance the general practice GSF activity identifying those patients near the end of life and developing a care planning model and support processes. 

Dementia
The existing dementia LES will reviewed in the light of the new DES and is likely to be used to create effective care planning for those identified and relate to the treatment and management rather than the identification.  																Apr-13		Commence care plan roll-out

																				Apr-13		Publish Complete Care package 

																				Apr-13		Publish End-of-Life package 

																				Jul-13		Care planning in use across 50% of practices 

																				Sep-13		Complete Care package & End-of-Life agreed

																				Sep-13		Care Planning in use across 75% of practices 

																				Sep-13		Revised Dementia Requirements 





																				Key Programme Level Performance Indicators 

																				Increased number of participating practices 

																				Increasing number of patients with care plan 

																				Increased proportion of patients on care plan with complete care 

																				Increased proportion of patients with dementia with care plan 

																				Reduced number of non-elective admissions of people with care plans 

																				Increasing participating practices patient satisfaction scores for latch question. 





















				2.2d Specialist Community Services - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Jaweeda Idoo 																Due Date		Milestone

				In order to ensure the Stockport One Service and primary care work effectively to anticipate and manage problems as they arise and prevent unnecessary admission to hospital, a number of specialist community based services need to be strengthened. 

End of Life Services
 During 2012/13 local palliative care teams moved to 7-day working in the community and resources were identified to achieve this in a hospital setting early in 2013. The next expansion of services is to move the service to 24/7 care and expand the team to work more closely with LTC conditions. In addition in 2013-14, the focus will be on increased consultant capacity and additional rehabilitation. 

Dementia Services
During 2012-13 each locality now has a dementia link nurse in post. Further work will be done in 2013-14 to introduce an advanced dementia assessment & treatment service  

IV Therapy
The key objective of this project is to improve patient experience by avoiding the need to attend A&E and to reduce the number of admissions at Stockport FT by a minimum of 50 contacts per month. The IV antibiotic Service will deliver a service for 8 core conditions; chest infections; cellulitis and soft tissue infection; post operative wound infection; leg ulcer; abscess; osteomyelitis; diabetic foot; UTI/ESBL UTI. The service will accept referrals from a range of sources including GPs, Out of Hours, A&E, Short Stay Unit and community referrals.  All patients will be assessed for suitability to receive IV Therapy in the Community.  The service will offer 75 patient contacts per month. 
																IV Therapy Service

																				May-13		Establish one year pilot

																				Jul-13		Implement pilot

																				Jan-14		Evaluation of Service



																				Dementia

																				Apr-13		Sign off GP plans for Dementia LES

																				Jun-13		Plan for advanced dementia service completed

																				Dec-13		Tender for advanced dementia assessment & 
treatment service undertaken

																				Mar-14		Staff training completed

																				Mar-14		Training plan developed for 2014/15

																				Oct-13		Multi agency workshop for end stage dementia 
undertaken



																				EOL

																				Sep-13		Extended capacity to support 7 day working in community operational

																				Mar-13		Electronic Palliative Care Co-ordination Information System (EPACCS) scoped

																				Jun-13		Business cases completed

																				Jun-13		EPACCS commissioned

																				Sep-13		7 day working in hospital setting commenced

																				Sep-13		EPACCS deployment commenced

																				Dec-13		EPACCS deployment completed

																				Mar-14		Link to Stockport One Service established





																				Key Programme Level Performance Indicators 



																				End of Life

																				Increasing number of patients supported by Specialist palliative Care services

																				Increasing number of hours per week Specialist Palliative Care services available

																				Increasing proportion of patients receiving specialist support who have non-malignant disease

																				Reducing proportion of patients receiving specialist support admitted to hospital 

																				Close family member satisfaction with service



																				Dementia Service

																				Increasing number with dementia diagnosis on GP register 

																				Increasing proportion diagnosed with dementia compared to expected prevalence 

																				Increasing proportion of people with MH needs supported in the community

																				Carer satisfaction with hospital services



																				IV Therapy 

																				Increasing number of patients seen by service weekly

																				Reducing number of patients admitted to hospital requiring IV therapy

																				Increasing number GP and ED referrals to the service

																				Patient satisfaction with service 

				2.2e Unscheduled Care - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Ash Patel																Due Date		Milestone



				The CCG, Stockport Foundation Trust and other local partners have  an Unscheduled Care Board in place which particularly focuses on the reform of the processes, pathways and approach of the non-elective areas of the hospital especially the Emergency Department and Medical Admissions and Discharges. There is in place a detail programme plan with a number projects:

ED/MAU/SS Interface - During 2012/13 the RATS system has been introduced and further work in embedding across the admission system needs to be undertaken early in 2013-14. Along with this process change work is being done to strengthen relationships between ED and other key specialities including developing a surge plan to ensure additional clinical resource is available at busy times. Supported by these changes a "see and treat" model is being introduced removing the triage step post booking in ED and twice daily ward rounds in MAU and short-stay units. 
Workforce - The main focus of this works to introduce new work patterns across all staff groups  including consultants in all areas and reduce the need for locums. As well as supporting other changes this will reduce handovers at busiest points of the day. Also developing an in-reach by specialty teams to the acute short stay ward, and DMOP consultant to in-reach to A&E and AMU. 
Pathway Redesign - The plan is to systematically review and optimise Ambulatory Emergency Care (AECS) Pathways aiming for the management of 20% of patients through this route. There will also be a clear pathway developed for short-stay patients with the aim of delivering a 48 hour turnaround for 65% of patients. 
Reducing Delays - This project will put in place standard tools and training for simple discharge, piloting in a few areas and then rolling out across all wards. Daily senior reviews of all patients every morning will be established supplemented by a secondary board round in the afternoon. It is also intended that every patient will have a consultant agreed medical care plan, which includes expected date of discharge set by the consultant, within 12 hours of admission. 																Apr-13		New ED Consultant rota in place 

																				Apr-13		New Acute Medicine Consultant rota agreed

																				May-13		All patients have care plan with date-of-discharge within 12 hours of admission 

																				Jun-13		Daily senior reviews for every patient in the morning 



																				Oct-13		48 hour pathway in place and operational 

																				Oct-13		8 Ambulatory Emergency Pathways (AECS) fully embedded 

																				Apr-14		Further 5 AECS pathways fully embedded















																				Key Programme Level Performance Indicators 

																				Deliver A&E 95% within 4 hours waiting time target 

																				Delivery of trajectory agreed 11/04/13

																				Reduce ratio of admissions to attendances 

																				Number of AECS pathways demonstrably operational 

																				Increased proportion of patients arriving via ED are on AECS pathway 



																				Increased proportion of patients who have care plan in 12 hours of admission 



																				Ambulance turnaround improved Q1-Q3 and achieved by Q4

																				ED basket of measure











		3. Locality Reduction Goals



				Whilst it is essential that the resources of the NHS are used cost effectively and the CCG needs to reduce admissions and referrals, it is committed to high quality clinical care; “the right treatment, at the right time, at the right price, in the right place”. Therefore in looking to correctly use outpatient and admission resources, the CCG will not set any form of cap on the number of referrals or admissions in a particular practice. The CCG is also committed to distributive leadership and therefore will give each of its four localities a stretch reduction goal and allow them using local knowledge, clinical expertise and innovation to determine how best to distribute and deliver the locality objective. 

The locality goals are calculated using a logarithmic scale (similar to that used nationally for C Difficile) and based on the locality distance from Stockport average and best quartile. The goals are standardised for age, sex and deprivation per 1000 population. This goal has been converted to raw numbers and a specific goal set. The combined goals across the four localities add back to that required by the CCG area as a whole to deliver its efficiency savings as part of QIPP with an additional 10% to allow for some slippage. 










				3.1 Adult Non-Elective Admissions

				Cheadle & Bramhall - Adult Non-Elective Admissions

						Total Non-Elective Target

						Nonelec		List		Rate		Target rate		Objective		Total Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Adults

				Locality		9365		80150		116.84		112.8		9051		314		3.35%		345		3.68%		275

				Marple & Werneth - Adult Non-Elective Admissions

						Total Target

						Nonelec		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Adult Split

				Locality		6908		57598		119.93		116.0		6675		233		3.38%		257		3.72%		210

				Stepping Hill & Victoria - Adult Non-Elective Admissions

						Total Target

						Nonelec		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Adult Split

				Locality		10646		81710		130.29		124.8		10194		452		4.25%		497		4.67%		392

				Heatons & Tame Valley - Adult Non-Elective Admissions

						Total Target

						Nonelec		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Adult Split

				Locality		9461		78923		119.88		115.8		9131		330		3.49%		363		3.84%		285

				3.2 A & E

				Cheadle & Bramhall - A&E

						Total Target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch reduction		Adult Split

				Locality		24483		80150		305.46		304.8		24426		57		0.23%		63		0.26%		50



				Marple & Werneth - A&E

						Total Target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch reduction		Adult Split

				Locality		16251		57598		282.15		281.5		16214		37		0.23%		41		0.25%		34



				Stepping Hill & Victoria - A&E

						Total Target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch reduction		Adult Split

				Locality		27129		81710		332.02		331.0		27048		81		0.30%		89		0.33%		70



				Heatons & Tame Valley - A&E

						Total target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch education		Adult Split

				Locality		24492		78923		310.33		309.6		24433		59		0.24%		65		0.27%		51







		4. Summary of investments and activity savings in 2013-14 



		1. Transform adult long-term conditions management and complex care
		2013-14

				Activity 										Saving £						Investment £ 2013-14 Only 

				Activity  				Real		%		Avoided		Real		Deflected		Total 								Recurrent		Non-recurrent		Total 

				A&E Attendances				187		0.20		1,323		18,339		129,664		148,003		One Service  & Specialist Nursing 						350,000		525,000		875,000

				Non-elective FFCE's				1,053		2.94		311		1,862,311		543,624		2,405,935		Enhanced Primary Care 						166,000		116,000		282,000

																				Additional PC Capacity 						0		300,000		300,000

														1,880,650		673,288		2,553,938								516000		941,000		1,457,000

















































		5. Impact of key milestones on activity trajectories 



Stockport CCG - Adult Non Elective Admissions

Base	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	7577.221766981771	7130	7036	6853	6845	6494	6487	6617	6690	6135	6129	6252	6321	Base	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	18446.791323501486	18411	18276	18016	17597	18181	18047	17791	17378	18143	18011	17755	17342	

Strategic Aim 2

		STRATEGIC AIM 2

		Improve the care of children and adolescents 



		1. Three Year Plan 



		1.1 Strategic Outcome Measures and Goals



		Reduce non-elective  FFCE's for Under 18's from 6920 to 5940														Reduce unplanned hospitalisation for asthmas, diabetes, epilepsy in <19's

		Reduce A&E attendance for Under 18's from 20,950 to 20,600														Reduce emergency admissions for children with Lower Respiratory Tract infections



		1.2 Summary Activity, Efficiency and Investment Profile 



		2. Improve the care of children and adolescents 		2013-16 Three Year Total 

				Activity 										Saving £

				Activity  				Real no		Real %		Avoided		Real 		Deflected		Total 

				A&E Attendances 				(356)		(1.70)		(1,475)		33,485		139,025		172,510

				Non-elective FFCE's				(980)		(11.20)		(826)		1,661,290		1,400,651		3,061,941



																		3,234,451



		1.3 Three Year QIPP Quarterly Trajectories



		A&E <18's				Base		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4

		Stockport CCG				4995		5505		5249		5061		5080		5334		5186		4999		5115		5322		5176		4989		5105

		Non-Elective <18's				Base		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4

		Stockport CCG				1765		1706		1683		1640		1638		1584		1522		1614		1570		1452		1396		1517		1578



		1.4 Rationale for Reform and Ambition 

																		Q3 11/12		Standardised rate		Total Count		Expected count		Count Difference		% Difference		Financial Benefit

																		Stockport		110.6		34,029		26,844		7,185		26.8		9,274,929

																		National		87.3		4,840,125		4,840,125		0		0

																		The CCG Outcomes benchmarking pack indicates that Stockport has higher than expected hospitalisation rates for children. NHs comparator data, though not specifically about children, reflects this general trend to higher non-elective admission. The combined goal for children and adults when taken together of a reduction of c4000 admissions, whilst challenging, is not implausible against a national picture of difference from mean of 7185. Locally the adult and children's elements have been split out to support planning. 





















		1.5 Overview Description Of Strategy 



		In a similar fashion to the situation for adults, in Stockport the system appears to over hospitalise children for illnesses that should normally be managed effectively in the community. In order to address this there are three strands of work that need to be undertaken over the next three years.
Firstly, due to the design of the local paediatric service we will need to ensure the coding of children's attendances and admissions is supportive of the reform we need to make and not unnecessarily skewing the position. In line with this we will establish a new counting protocol with SFT. 
Secondly, we will review and re-specify the Community Children's nursing service. This will include processing mapping the pathway between primary and secondary care to ensure this reform is fully aligned to developments in primary care.   
  																The third area is to look at enhancing the service within primary care for children and families with a focus on anticipatory and preventative management. Working closely with the NHS Commissioning Board Local Area Team there will be investment in extended hours and additional capacity and expertise within general practice. This will be shaped and driven by the locality committees and require a degree of innovation including the potential of working in a more federated model. 

Collectively these actions are designed to reduce acute exacerbations among children and when such instances arise manage them as close to home as possible for the benefit of the child. 

During the latter part of the strategic period we intend to invest in the review and expansion of children and adolescent mental health services in partnership with our local authority colleagues. 





























		2. 2013-14 Business Plan 



		2.2		Programme Narratives and milestones 



				2.2a Paediatric Pathway Review - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Ash Patel																Due Date		Milestone



				This programme is at heart a specification programme for paediatric urgent care. There are four steps to this, the last of which is charging arrangements. As a result of this programme we will achieve the following changes in 2013/14:
- A counting procedure agreed with SNHSFT which will result in a reduction in the count of paediatric admissions without a pathway change being necessary
- A review and re-specification of the Children's Community Nursing Team with a return to the original objectives of admission avoidance and the management of children's conditions outside hospital. This specification will be in the contract with SFT. 
- A series of pathways  for the lost common conditions which are articulated, agreed, embedded, tested and adhered to by both primary and secondary care. This work will be fully aligned with the enhanced primary care paediatric element
- Expansion of psychological therapies for children
- A reduction in the number of children attending SFT for both assessment and admission. 																Apr-13		Written counting protocol signed 

																				Apr-13		New CCNS specification agreed & contract variation issued

																				Oct-13		New paediatric service pathways mobilised



																				Key Programme Level Performance Indicators 

																				Reduced number of children admitted for asthma, epilepsy and diabetes

																				Reduced number of children admitted with respiratory illness 

																				Reduced number of children attending ED

																				Increased number of children seen in the community by CCN Service

																				Reduction in proportion of children seen in community admitted to hospital 



																				Increased patient/carer satisfaction with CCN Service 













				2.2b Enhanced Primary Care (Paediatrics) - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Cath Briggs																Due Date		Milestone



				This programme will work with local member practices and the NHSCB area team to ensure that  all children under 19 years old with asthma, diabetes or epilepsy have a care plan in place that is reviewed annually; that the pathways described above are fully embedded and followed; and that practices offer daily open access for children that are well advertised to patients, and aligned to new community nursing arrangements.  																Jun-13		Care Plan arrangements and open access detail agreed

																				Oct-13		New paediatric service pathways implemented

																				Oct-13		Open Access started

																				Oct-13		30% children with care plans 

																				Jan-13		60% children with care plans 

																				Apr-14		80% children with care plans 

																				Key Programme Level Performance Indicators 

																				Increased proportion of children with care plans 

																				Increased number of practices using care plan approach 

																				Reduction in number of children attending ED

		3. Locality Reduction Goals



				Whilst it is essential that the resources of the NHS are used cost effectively and the CCG needs to reduce admissions and referrals, it is committed to high quality clinical care; “the right treatment, at the right time, at the right price, in the right place”. Therefore in looking to correctly use outpatient and admission resources, the CCG will not set any form of cap on the number of referrals or admissions in a particular practice. The CCG is also committed to distributive leadership and therefore will give each of its four localities a stretch reduction goal and allow them using local knowledge, clinical expertise and innovation to determine how best to distribute and deliver the locality objective. 

The locality goals are calculated using a logarithmic scale (similar to that used nationally for C Difficile) and based on the locality distance from Stockport average and best quartile. The goals are standardised for age, sex and deprivation per 1000 population. This goal has been converted to raw numbers and a specific goal set. The combined goals across the four localities add back to that required by the CCG area as a whole to deliver its efficiency savings as part of QIPP with an additional 10% to allow for some slippage. 










				3.1 Childhood Non- Elective Admissions



				Cheadle & Bramhall - Childhood Non-Elective Admissions

						Total Target

						Nonelec		List		Rate		Target rate		Objective		Total Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Child Split

				Locality		9365		80150		116.84		112.8		9051		314		3.35%		345		3.68%		70



				Marple & Werneth - Childhood Non-Elective Admissions

						Total Target

						Nonelec		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Child Split

				Locality		6908		57598		119.93		116.0		6675		233		3.37%		256		3.71%		47





				Stepping Hill & Victoria - Childhood Non-Elective Admissions

						Total Target

						Nonelec		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Child Split

				Locality		10646		81710		130.29		124.8		10194		452		4.25%		497		4.67%		105

				Heatons & Tame Valley - Childhood Non-Elective Admissions

						Total Target

						Nonelec		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch Reduction		% Stretch Reduction		Child Split

				Locality		9461		78923		119.88		115.8		9131		330		3.49%		363		8.84%		78





				3.2 Childhood A&E

				Cheadle & Bramhall - Childhood A&E

						Total Target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch reduction		Child Split

				Locality		24483		80150		305.46		304.8		24426		57		0.23%		63		0.26%		13





				Marple & Werneth - A&E

						Total Target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch reduction		Child Split

				Locality		16251		57598		282.15		281.5		16214		37		0.23%		41		0.25%		7













				Stepping Hill & Victoria - A&E

						Total Target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch reduction		Child Split

				Locality		27129		81710		332.02		331.0		27048		81		0.30%		89		0.33%		19





				Heatons & Tame Valley - A&E

						Total target

						A&E Atts		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch		% Stretch education		Child Split

				Locality		24492		78923		310.33		309.6		24433		59		0.24%		65		2.70%		14



		4. Summary of investments and activity savings in 2013-14 

		2. Improve the care of children and adolescence		2013-14

				Activity 										Saving £						Investment £ 2013-14 Only 

				Activity  				Real		%		Avoided		Real		Deflected		Total 								Recurrent		Non-recurrent		Total 

				A&E Attendances				47		0.05		441		4,609		43,222		47,831		Enhanced Primary Care 						166,000		116,000		282,000

				Non-elective FFCE's				274		0.76		275		484,590		480,697		965,287		Additional PC Capacity 						0		300,000		300,000

														489,199		523,919		1,013,118								166000		416,000		582,000























		5. Impact of key milestones on activity trajectories



Base	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	4995.0703048123896	5505	5249	5061	5080	5334	5186	4999	5115	5322	5176	4989	5105	Base	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	1765.0187087020795	1706	1683	1640	1638	1584	1522	1614	1570	1452	1396	1517	1578	

Strategic Aim 3

		STRATEGIC AIM 3

		Increase the clinical cost effectiveness of elective treatment and prescribing 



		1. THREE YEAR OVERVIEW 



		1.1 Strategic Outcome Measures and Goals



		Reduce First outpatient activity from 83,466 episodes to 76,828																Elective Admission activity (FFCE) kept at or below 0% growth across 3 years

		Prescribing spend to be kept at or below 0% growth across three years  																Reduce follow-up activity from 244,448 to 225,998  



		1.2 Summary Activity, Efficiency and Investment Profile 



		3. Increase the clinical cost effectiveness of elective treatment  and prescribing 		2013-16 Three year Total

				Activity 										Saving £

				Activity  				Real		%		Avoided		Real		Deflected		Total 

				First Outpatients 				6,513		7.93		5,416		1,242,101		1,005,643		2,247,744

				Elective FFCE's				32		0.08		2,593		38,258		3,068,620		3,106,878

				Follow-ups 				18,500		7.57		36,681		1,594,090		3,143,356		4,737,446

				Prescribing				N/A		N/A		N/A		1,800,000		5,100,000		6,900,000

														4,674,449		12,317,619		16,992,068



		1.3 Three Year QIPP Quarterly Trajectories 



		First Out Patients 				Base		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4

		Stockport CCG				21371		21,200		20,924		20,138		19,931		19,920		20,521		19,753		19,535		19,195		19,775		19,034		18,824



		Elective FFCE's				Base		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4

		Stockport CCG				9468		9,708		9,969		9,011		8,986		9,212		9,488		9,484		9,479		9,204		9,484		9,483		9,482



		Follow-Ups				Base		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4

		Stockport CCG				61516		61,905		60,160		59,200		58,743		58,213		59,171		59,243		58,345		57,505		57,707		55,731		54,705



















		1.4 Rationale for Reform and Ambition 



		In Patient & Day Case Admissions per 1000 population

																		Q3 11/12		Standardised rate		Total Count		Expected count		Count Difference		% Difference		Financial Benefit £

																		Stockport		123		38,311		38,117		194		0.5		2,847,000

																		National		123



																		We have chosen to cap admissions because compared to national benchmarking we are not an outlier as we are in other areas. This taken position with the impact of the demographic change suggests holding the current position will be a challenge. To counter the growth resulting from demography and technological advance we are looking to reduce referrals into the system and tighten management of EUR policies. The c£2m cost differential is indicative of more high cost procedures and any reduction is unlikely to be in complex cases. 















		Outpatient Follow-up to First Attendance Ratio





		Outpatient Follow-up to First attendance Ratio																Q3 11/12		Standardised rate		Total Count		Expected count		Count Difference		% Difference		Financial Benefit £

																		Stockport		2.60		221,248		182,490		38,758		21.2		4,296,000

																		National		2.30

																		According to NHS comparators, Stockport has one of the highest follow-up to outpatient ratios in England  and in line with our move towards a primary and community driven health system we have set a challenging three target of 18,500 reduction from baseline. Stockport Foundation Trust is supportive of this significant reduction in outpatient activity.  























		GP Referrals 

																				Whilst Stockport has a lower than  average number of 1st Outpatient appointments, the number of GP referrals stands closer to  average. Within Stockport there is marked variation  between rates of growth and rate per 1000 even at locality level - growth varies from 5.2% to 8.9%, and the rate per 1000 weighted population from 168 to 211. At practice level this is even sharper (-27% to +35% growth, and 90 to 270 referral rate per 1,000 weighted population). 

Therefore, we have identified the potential to reduce GP referrals across the local economy, albeit differentially, by addressing this variation but not at the rate nor with the same approach which some other economies whose starting position was higher have achieved.  



























		GP Prescribing

																				The shadow CCG membership has worked hard over the last three years to successfully reduce prescribing costs at a faster rate than the North-West and England as a whole. Stockport now has the lowest weighted per capita prescribing costs in the North-West and if including continued progress in 2012/13 is forecast to reach England average. There is an over-achievement of 2013-13 CIP of £1.8m which is  likely to come through. There are potential further areas for work including better formulary compliance and insulin use,  but there are also a number of cost pressures coming through. Therefore the CCG has set a conservative plan which embeds the previous years over-achieved CIP in 13/14 and then flat-lines savings in 14/15 and 15/16. 































		2. 2013-14 Business plan 



		2.2		Programme Narratives and milestones 

				2.2a Referral Management - Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Cath Briggs																Due Date		Milestone

				This programme has a number of levels of activity that occur at practice level, inter practice level and across the whole Stockport economy. It is supported by a new infrastructure of practice referral coordinators. The focus will be on quality improvement.  
Level 1- Each practice will be asked to review the referrals to be made to ensure that all possible work up has been done and there are no alternatives that may be more appropriate for that patient.  Practices are asked to focus particularly on any referrals made by junior staff or those made by staff not routinely working the practice.  
Level 2 - Each month practices will be asked to bring together a number of the referrals that they have made that they are possibly not so sure about and discuss them with another practice.  This will be arranged within the localities and will be incentivised through the enhanced QOF programme.
Level 3 - Alternate months there will be a review of a pathway that might lead to significant change.  This will be done through looking at a number of the referrals to that specialty and through GP and consultant discussion review what is happening to patients and how this could be improved.
Referral Coordinators -To support the above process in practices, it is planned to establish a new role of referral coordinator.  This person will have a number of elements to their role 
• They will facilitate the above peer review processes making sure that the cases are identified for review and the trainee or locum referral review processes are in place
• They will be responsible for ensuring that referrals made are of the required quality and contain all the information required by that speciality.
• They will attend training monthly to ensure that they are up to date with new pathways that have been developed and to support any referral audit that is required.
This role will require the support of a system that coordinators can refer to in order to check pathways (This will be something like map of medicine), and is built on the model successfully used to reduce prescribing costs.


    																Apr-13		Focused practice peer reviews commence 

																				May-13		Referral coordinators in place and trained

																				May-13		Peer to peer review at inter-practice level commence

																				Jun-13		Expert Peer review cycle in place and resourced

																				Jul-13		30% practices fully engaged 

																				Oct-13		60% practices fully engaged 

																				Apr-14		80% practices fully engaged 

















																				Key Performance Indicators

																				Reducing number of GP referrals 

																				Increasing proportion of practices with established peer-to-peer review

																				Increasing proportion of practices  utilising Level 2 opportunities

																				Increasing proportion of practices attending master classes  

																				Increasing proportion of practices with referral coordinators appointed













				2.2b  Follow-ups Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Jaweeda Idoo																Due Date		Milestone

				This reform programme aims to address the issue of unnecessary follow up appointments. In many circumstances no follow up is necessary but the process is followed regardless of this.  Some follow ups may be necessary within a hospital setting and others could be undertaken in a different way or in general practice at a much lower cost to the economy. 

Part of our approach will be to build on a model of good practice adopted within Tameside CCG which has realised cost savings. The intention is to provide GPs with information regarding people waiting for follow ups whom they will then review according to the following criteria: Category A the patient needs to stay under the care of the consultant, Category B the patient is awaiting investigation or intervention and should have one more FU and then be reviewed again by the GP, Category C there are no outstanding investigations or interventions and the patient can be discharged from hospital.

The programme will commence in April focussing on one specialty area which is cardiology. The area business managers will co-ordinate the work within each locality, monitor the number of people discharged and the additional capacity required in general practice to accommodate additional follow up work as well as reviews. The commissioning team with develop a plan to revise the acute contract in line with the decreased level of follow up activity.  A review will be undertaken in July and if the process is working and a change is evidenced, the programme will be rolled out to further specialties: - respiratory, Gastro/upper GI, and Lower GI. 

As well as considering what work is unnecessary or can be undertaken by the GP, there will be a review of alternative approaches to those areas where follow-ups are necessary including the effective use of care planning, tele-care and frequency.																Mar-13		First cohort identified 

																				Apr-13		First practices recruited to cardiology review 

																				Jun-13		Second respiratory cohort identified

																				Jul-13		First practices recruited to respiratory review 

																				Sep-13		Issue contract variations 

																				Sep-13		Third Gastro cohort identified and practices recruited

																				Jan-14		Fourth cohort identified and practices recruited

																				Feb-14		Issue contract variation 









																				Key Performance Indicators 

																				Reducing number of follow-ups 

																				Increasing proportion of practices taking part in process 

																				Increasing proportion of patients on each pathway reviewed with revised plan

																				Increasing number of pathways reviewed 































				2.2c  Prescribing Narrative																Key Programme Milestones

				Accountable Clinical Director: Dr Cath Briggs																Due Date		Milestone

				The CCG will continue to run the business-as-usual prescribing process built as it is around in-practice prescribing coordinators supported by CCG Prescribing Advisers. This routine set of processes includes practice level budget setting, utilisation of QOF Q&P, regular training and updates for practice prescribing coordinators, Gap written prescribing newsletter, peer to peer visits,  and programmes of review. The goal is a high quality and clinically cost effective medicines system for patients. 

Given the successful cost savings made in the past three years there are few large scale areas to target and therefore the emphasis will move toward a greater focus on process and individual patient review. Local testing has demonstrated that the cost savings achieved in this way are similar to those on large scale changes and there is better patient and doctor support leading to more sustainable change. 

There are a number of specific areas each with detailed plans, including among others:
Antibiotic Stewardship- focus to support Clostridium Difficile programme through the judicious use of antibiotics and proton pump inhibitors with the goal to achieve national average for all measures in year one except trimethoprim for year 2. 
Anticoagulants - ensure compliance with robust guidance on use of new anti-coagulants and maintain a rate of cost growth for Vitamin K antagonists and NOAC below national average. 
 Dementia Therapy - To continue the work already started and to achieve national target reduction of 40% in use of antipsychotic medication 
Formulary Implementation -Ensure joint formulary baseline compliance is understood and support practices and hospital to move to compliance in three key areas
Ezetimibe - To establish the correct use of ezetimibe therapy and implement a local policy leading to no greater spend than £150,000pa by 2014-15. 
Hypnotics - To move use of hypnotics to at or below the national average by the end of 2013-14
Insulin/GLP1 - Audit GLP1 usage and develop insulin protocol and patient leaflet with aim of reducing long-term intermediate insulin usage to 82.5 from 83.65. 

																						Not applicable is business as usual work 

																						Outcome and impact tract monthly at detail and global level 









																						Key Performance Indicators 

																						No increase in prescribing spend

																						Increasing number of practices with above national average performance on national indicator set



																						Increasing number of practices showing improvement in 4 therapeutic areas (as agreed above) SCCG monitored





































		3. Locality Reduction Goals - GP Referral





				Approach

				Whilst it is essential that the resources of the NHS are used cost effectively and the CCG needs to reduce admissions and referrals, it is committed to high quality clinical care; “the right treatment, at the right time, at the right price, in the right place”. Therefore in looking to correctly use outpatient and admission resources, the CCG will not set any form of cap on the number of referrals or admissions in a particular practice. The CCG is also committed to distributive leadership and therefore will give each of its four localities a stretch reduction goal and allow them using local knowledge, clinical expertise and innovation to determine how best to distribute and deliver the locality objective. 

The locality goals are calculated using a logarithmic scale (similar to that used nationally for C Difficile) and based on the locality distance from Stockport average and best quartile. The goals are standardised for age, sex and deprivation per 1000 population. This goal has been converted to raw numbers and a specific goal set. The combined goals across the four localities add back to that required by the CCG area as a whole to deliver its efficiency savings as part of QIPP with an additional 10% to allow for some slippage. 










				Cheadle & Bramhall - GP Referrals 

						OP		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		16894		80150		210.78		204.4		16377		517		3.06%		569		3.37%



				Marple & Werneth - GP Referrals 

				Practice		OP		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		9709		57598		168.56		165.7		9535		174		1.79%		191		1.97%



				Stepping Hill &Victoria - GP referrals 

						OP		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		14745		81710		180.46		177.1		14463		282		1.91%		310		2.10%



				Heatons & Tame Valley - GP referrals 

						OP		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		13844		78923		175.41		172.3		13585		259		1.87%		285		2.06%

		4. Locality Reduction Goals - Prescribing 

				The setting of indicative GP Practice level budgets is performed using principles derived from the Department of Health Tool kit developed to determine weighted capitation indicative budgets at sub-PCT level. The objective of the toolkit and allocation is ensure "fair shares" budgets which are weighted for key factors including the practice population deprivation and age. A small contingency is kept in reserve in case there is a significant overspend in some practices. This process will be completed by the 31st March 2013. 









		5. Locality Reduction Goals - Follow-Up Reductions 



				Whilst it is essential that the resources of the NHS are used cost effectively and the CCG needs to reduce admissions and referrals, it is committed to high quality clinical care; “the right treatment, at the right time, at the right price, in the right place”. Therefore in looking to correctly use outpatient and admission resources, the CCG will not set any form of cap on the number of referrals or admissions in a particular practice. The CCG is also committed to distributive leadership and therefore will give each of its four localities a stretch reduction goal and allow them using local knowledge, clinical expertise and innovation to determine how best to distribute and deliver the locality objective. 

The locality goals are calculated using a logarithmic scale (similar to that used nationally for C Difficile) and based on the locality distance from Stockport average and best quartile. The goals are standardised for age, sex and deprivation per 1000 population. This goal has been converted to raw numbers and a specific goal set. The combined goals across the four localities add back to that required by the CCG area as a whole to deliver its efficiency savings as part of QIPP with an additional 10% to allow for some slippage. 










				Cheadle & Bramhall - Follow Ups

						OPFU		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		76830		80150		958.58		936.4		75032		1798		2.34%		1977		2.57%



				Marple & Werneth - Follow Ups

						OPFU		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		49167		57598		853.62		840.0		48367		800		1.63%		880		1.79%



				Stepping Hill & Victoria - Follow Ups

						OPFU		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		67928		81710		831.33		813.7		66966		692		1.02%		761		1.12%



				Heatons & Tame Valley - Follow Ups

						OPFU		List		Rate		Target rate		Objective		Reduction		% Reduction		10% Stretch reduction		% Stretch reduction

				Locality		62661		78923		793.95		783.0		61781		880		1.40%		968		1.54%



		6. Summary of investments and activity savings in 2013-14 

		3. Increase the clinical cost effectiveness of elective treatment  and prescribing 		2013-14 

				2013-14 Activity 										2013-14 Saving £						2013-14 Investment £ 

				Activity  				Real		%		Avoided		Real		Deflected		Total 								Recurrent		Non-recurrent		Total 

				First Outpatients 				1,252		1.50		1,805		234,940		335,214		570,154		GP Referral Management 						0		300,000		300,000

				Elective FFCE's				10		0.03		864		12,753		1,022,873		1,035,626		Follow-Up Reform 						0		300,000		300,000

				Follow-ups 				4,440		1.82		12,227		382,582		1,047,785		1,430,367		Enhanced Primary Care						0		200,000		200,000

				Prescribing				N/A		N/A		N/A		1,800,000		1,700,000		3,500,000

														2,430,275		4,105,872		6,536,147								0		800,000		800,000







































		7.  Impact on Trajectories - a) GP referrals 





		7.  Impact on Trajectories - b) Follow-Ups



Stockport CCG - First Outpatients 

Stockport CCG	Base	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	21370.513657583149	21200.289333759298	20923.918439976289	20138.496745512068	19931.218575174811	19919.581970159306	20521.25718417807	19752.708531392516	19534.557715859897	19195.033436946538	19774.823508273006	19034.229799517536	18824.013932301106	Episodes

Stockport CCG	Base	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	Q1	Q2	Q3	Q4	61516.347361086831	61905.206995830165	60160	59200	58743	58213	59171	59243	58345	57505	57707	55731	54705	

Strategic Aim 4

		STRATEGIC AIM 4

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

		1. Three Year Plan

		1.1 Strategic Outcome Measures and Goals



		Deliver the nationally set Clostridium Difficile Trajectory reducing infections to exception status by 2016 

		Deliver 100% of NHS constitutional requirements by June 2013 and sustain through life of plan 

		Introduce Friends and Family Test, establish baseline and see year on year improvements 

		Increase number of people satisfied with their GP

		1.2 Related KPI's and Goals 



				The number of people who receive psychological therapies						The number of people who have depression and/or anxiety disorders (local estimate based on Psychiatric Morbidity Survey)						Proportion

		2013/14		5000						41008						12.2%

		2014/15		6170						41008						15.0%				*Data only required for 2013-14 currently 

		2015/16		6500						41008						15.9%



		1.4 Rationale for Setting goals and Overview of Strategy 

		The CCG has, as its number one value, an obsession with quality. All the previous programmes start with improving the quality of services. This strategic aim is to help us remember that value and ensure we capture all other quality improvement initiatives not captured elsewhere. 

The CCG is fully committed to promoting and meeting all the principles and standards set out in the NHS constitution including all performance requirements. Currently there is one area of non-compliance which we are attempting to rectify quickly - ED waiting time performance. We have significantly improved our C Difficile trajectory during the last year since taking over responsibility from the PCT in shadow form and intend to continue to invest in this area. 

The friends and family test will be fully implemented and we are waiting to establish baseline  

We continue to roll-out access to psychological therapy services in line with national trajectories. During 2014/15 we expect to utilise planned additional resources to eat in to waiting times and then capitalising on this additional resource move to an even better position by the end of 2015/16. 



















		Our approach to quality is to firstly ensure that it runs through everything we do and build in, through our Organisational Development Strategy, a focus on continual improvement in every area of business as usual work and then secondly to establish specific pieces of work to address areas of concern. Some of these specific pieces of work are quite small and time limited; others are found elsewhere in this plan and so for example, the work around under Hospital Unscheduled Care should have a significant impact on A&E performance; but a few need to be identified separately and these are described below. A fully description of the work on the quality strategy can be found in the strategy itself. 









		2. 2013-14 Business plan 

		2.1 Enhanced Primary Care 3 - Clostridium Difficile  Narrative 

		Accountable Clinical Director: Dr Cath Briggs																		Due Date		Milestone





				GP Practices will participate in the identification of patients at high risk of C-Diff, and in case conferencing with other professionals in order to minimise risk. An audit of antibiotic prescribing will be undertaken along with Practice education on C-Diff and use of antibiotics																Apr-13		New arrangements announced to practices 

																				Oct-13		Audit of antibiotic prescribing complete in all practices



																				Key Performance measures 

																				Reducing Clostridium Difficile rate 

																				Increasing proportion of practices compliant with antibiotic guidelines 

																				Reducing number of patients identified as at high risk 

																				Increasing proportion of high risk patients subject to case conference 

		2.2 Complete IAPT roll-out 

		Accountable Clinical Director: Dr Ash Patel 																		Due Date		Milestone

		The CCG is aiming to achieve a minimum of 15%  entering treatment and maintaining this rate. Based on the national prevalence and the number of people who have depression and/or anxiety disorders, the IAPT services should provide a minimum of 6170 treatments per year.  The target position for the end of 2012/13 is 3250 and both services are on target to achieve this.  However to increase to 6170 treatments, additional staffing is required. Based on the assumption of 40 staff per 250,000, Stockport will require 33 practitioners.  40% Low intensity workers = 13 psychological well-being practitioners, 60% High intensity workers – 20 CBT Therapists.  In Stockport CCG, we currently commission 13 PWPs and 15 CBT therapists so there is a shortfall of 5 WTE CBT Therapists.

Waiting Times – Current position for waiting times across the psychological therapy modalities are:- Self Help Services who provide Step 2 Psychological Well Being Practitioners have a low waiting times – 2 weeks; Pennine Care (Position at December 2012)Psychological Well-being Practitioners – 24 weeks; Primary Care Counselling – 52 Weeks; Cognitive Behavioural Therapy – 32 weeks. Action plans are in place to reduce this over the next few months, however it is recognised that additional staff are needed to address the waiting times.

50% Recovery Rate – Current recovery rate for those who complete treatment is 44%.  To achieve and maintain a minimum of 50%, the number of people both entering and completing treatment need to increase, therefore additional staff are needed. To fund an additional 5 High Intensity/CBT Therapists. In order to meet the full roll out assumptions we would need to recruit qualified staff rather than trainees.  																		Jul-13		Additional therapists in post 

																				Sep-13		Increased access to therapy services embedded 



																				Key Performance measures 

																				Increasing numbers of people in treatment 

																				Reducing waiting times for treatment 

																				Improving recovery rate 























		2.3  Quality Strategy and Friends and Family 

		Accountable Clinical Director: Dr Ash Patel 

		1. Stockport CCG is putting in place a structure and set of processes to ensure Quality including the feedback & views of patients and safety are fully integrated. This system includes the following essential dimensions: 
• A clear governance structure with the Governing Body and a Quality & Provider Management Committee and identified executive lead for all aspects of quality.
• A single team which includes safeguarding, performance, quality, joint commissioning with the local authority, continuing healthcare and contract management to ensure joined-up management and thinking 
• Mechanisms in place to routinely monitor all aspects of quality and safety including systematically analysing and synthesising feedback from patients and others. 
• Clear contractual requirements for quality, information collation and reporting; and contractual sanctions and levers
• A set of quality objectives and goals – these are set out in summary on the plan-on-a-page in Strategic Aim 4, and in more detail in our Quality Strategy. The Friends and Family Test, along with Patient reported experience of Primary and Hospital Care will be monitored routinely as the strategic outcome measures for this priority.
• Integration of electronic health records and seamless communications between providers of care will improve the information available to improve care quality.

These collectively will ensure that the requirements of Everyone Counts Planning Guidance including the “basics of care”; “higher standards, safer care”, “listening to patients and increasing participation” and “contracting for quality” are delivered in fully integrated and coherent model. 

2. The Quality & Provider Management Committee of the CCG is reviewing and developing the response to the Winterbourne View report and on its release will do the same the Francis Report (Francis 2). 

The CCG has already strengthened its mechanisms for reviewing out of area placements in line with Greater Manchester processes and these changes are incorporated within the Safeguarding Policies. The CCG is working closely with local authority partners through its joint commissioning arrangements to develop a local joint plan for learning disabilities and autism and ensure that we have reviewed every person in a hospital or similar setting before June 2014.  

The same committee will consider the recommendations of the Francis review and advise the CCG Governing Body of any changes to its systems, processes, capacity and capability, and contracts that might be required. It is anticipated that the Francis report will be published in mid- February and that the Governing Body will review initial recommendations at the March 2012 meeting. 

Stockport CCG is committed to ensuring that all its patients receive the basics of care and has an agreed process for monitoring standards in our main providers and identifying and addressing concerns early. This 3P/3D Early warning system is described below in diagrammatic form. An early stage in this process will be to review provider QIPP/CIP plans. It will be a requirement of our contract with SFT that:-
• their QIPP/CIP plan is separately reviewed and signed off by both the Medical Director and Director of Nursing.
• Subsequently SFT will present the plan for scrutiny to the CCG’s Quality and Provider Management Committee. The committee will have the ability to ask the Trust to review and provide further assurance on any areas of concern. If concerns are not addressed then the committee will be able to escalate unresolved issues to; SFT board, Health and Scrutiny Committee, System Regulators. 
• The Committee will use the How To Guide produced by the DH to assist its work
• SFT will be required to provide updates on delivery of the QIPP plan, again to the Quality and Provider Committee after 6 months and as part of the contract annual 

This process puts a particular emphasis on capturing and using patient feedback. We have a number of systems in place to do this already but will work with all our providers and the CSU to establish an additional shared platform for the capture of real time patient feedback during 2013-14 including use of the Friends and Family test to aid comparability We expect our providers to have rolled out the Friends & Family test in line with the Everyone Counts guidance in 2014 and then to all areas in 2015. We will fully utilise CQUIN to support this development.  We already have in place a mechanism to capture professional feedback of concerns and will be looking to develop this further in 2013-14 in line with the likely recommendations of the Francis report. 

A key part of the third P – performance data which the team will use is the national quality benchmarking tool along with the GM additional comparator data. 
 




























































































































































		4. The continued reduction of healthcare acquired infections is a key component of the programme of work designed to deliver our Strategic Aim 4 – Quality. In particular in Stockport this focuses on Clostridium Difficile. Our performance, particularly in the community during 2011-12 and the early part of 2012-13, was outside acceptable limits. Intensive work during 2012-13 has meant that Stockport is now back on trajectory. The further reduction next year is very challenging, but this work will continue involving close liaison between the LA Infection Control team, SNHSFT infection control team and the CCG Prescribing Team within the Primary Care development directorate. The CCG has also invested further in additional package of measures to further address inappropriate antibiotic prescribing. 

We will also continue to work closely with local providers to ensure MRSA cases are reduced to zero and where any cases occur a full incident review is undertaken. We will work closely with the CSU Total Provider Management Function to ensure that providers undertake full post infection reviews in all cases and these are reviewed by commissioners.  


5.     The CCG through its procurement and contract monitoring arrangements will explicitly work with providers to ensure that they are implementing high quality appraisal and clinical governance systems and revalidation of staff. This is an area of work that the PCT did not consider in relation to providers, and so the CCG Provider & Quality Committee will develop a more detailed approach during 2013-14 led by the Executive Clinical Director for Quality in liaison with Medical Directors in the relevant provider organisations. 

The CCG will look to support the NHSCB LAT to develop a mechanism whereby it can raise concerns identified with primary care clinicians to inform the revalidation process. 


6.    The CCG will ensure that the Compassion in Practice standards are embedded in the Quality Strategy of each Provider and evidenced through Quality Reports.  These will be monitored by the CCG’s Quality & Provider committee and the CCG Board.  The CCG will ask each provider's Chief Nurse to report annually at a contract meeting on their plans to implement the Compassion In Practice guidelines and will during our planned schedule and process for walk-rounds build in checks to ensure that progress is being made. In designing these the CCG has utilised local GM and national How To Guides. 

The CCG’s Early Warning System also aims to identify any early warnings relating to compassion in practice, using a wealth of sources including patient experience feedback, complaints, patient stories etc.


7.    The CCG will by the end of February 2013 have completed its CQUIN plan in full for 2013-14. The plan under development reflects the National, Regional and local priorities. The CCG plans to allocate 20% of the CQUIN funding to ensure adoption and improvement of the national measures including the Friends & Family Test, NHS safety Thermometer, Improving dementia Care, and VTE. The CCG will continue to set stretch targets on the Advancing Quality CQUINs allocating 5% of the CQUIN pot, and we will adopt the Greater Manchester CQUINs for Academic Health Sciences Network, Avoiding short Stay Admissions, Transfers of Care and Alcohol. The local element of CQUIN will be aligned to strategic priorities and long-term aims covering areas such as patient care &empowerment, long-term conditions management, staff development & clinical leadership, addressing health inequalities through breastfeeding and baby friendly initiatives and strengthening the interface between primary & secondary care clinicians. 

The Quality & Provider Committee has led the development of the local CQUIN arrangements with considerable clinical (medical & nursing) input and the Governing Body will sign-off the plan. The Committee will continue to monitor progress on a monthly basis 



















































































		2.4  Duty to Promote Quality in Primary Care

		Accountable Clinical Director: Dr Cath Briggs																		Due Date		Milestones:



		The CCG have a duty to promote quality among its GP membership working with the NCB Local Area Team (LAT). The Greater Manchester CCG’s have developed a framework with the LAT that describes the interface of responsibilities between the CCG and the LAT. During 2013-14 this needs to be implemented locally and the local strategy for primary care quality detailed (including those areas described elsewhere in the plan). There will be published a GP quality dashboard nationally that will identify those practices that need specific attention and support.

The three main pieces of work for this year are:
1) Establish the governance arrangements for quality in primary care; leadership, committees and reporting to Governing Body
2) Identify and agree the quality improvement priorities, indicators and approach and add these to the revised CCG Quality Strategy 
3) Commence work on implementing any additional priorities once identified   
																		Apr-13		Review process for managing quality with LAT

																				Jun-13		Establish a new committee to oversee PC performance

																				Jul-13		Monthly reporting of PC quality to Governing Body

																				Oct-13		Local priorities and approach described

																				Jan-14		Develop PC Quality Improvement Strategy

																				Jan-14		Agree revised KPI’s for programme next year



																				Key performance measures:

																				None at present

















Strategic Aim 5

		STRATEGIC AIM 5

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

		1. Three Year Plan 



		1.1 Strategic Outcome Measures and Goals



		Reduce potential years of life ahead of national levels of reduction 																		* Further work in consultation with NHS CB as part of the on-going planning round and with local Health & wellbeing Partners. Required in year trajectories submitted. 

		Reduce mortality from cancer ahead of national levels of reduction 

		Slow the increase in admissions for alcohol related liver disease



		1.2 Related KPI's and Goals 



		Trajectories for Locally Selected Outcome Framework priorities:

																		2013/14

						Indicator Definition												Numerator		Denominator		Measure

		Local Priority 1				Under 75 mortality rate from cancer												342		275633		0.1%

		1.4 Rationale for Setting goals and Overview of Strategy 

		Our ambition is that everywhere in Stockport there will be an increase in uptake rates for cancer screening, immunisations, vaccinations and health checks. We intend through our investments to ensure that people in more deprived areas are just as likely to uptake screening and have checks and vaccinations. However, one of the biggest drivers of health inequalities is cancer and in particular cancer survival rates. We believe that the differential in cancer survival is due to late presentation and identification. Therefore, we have selected, in agreement with the Health & Wellbeing Board, Cancer mortality as an essential marker of success, and are developing a primary care focus to encouraging screening in these areas. 
Our Public Health colleagues have established a new lifestyle service offer and the second main strand of work in the early phase of this strategy is to support and encourage CCG members to fully utilise brief interventions and referral to the service for advice. Given Stockport's high levels of drinking much of the focus of this will be on alcohol. We have not selected alcohol as a nationally reported measure as there are significant time lag problems with it, but we will be using it locally to monitor success at a strategic level. 
The CCG will be looking over the next two years to develop its contribution to the early years work particularly in relation to midwifery services which it commissions and Health Visiting services whose expansion it is funding. 
Further work is being done on the various measures and programmes of work during March 2013 to ensure the CCG Operational Plan for 2013-14 is complete. 

























		2. 2013-14 Business Plan 



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

		Accountable Clinical Director: Dr Cath Briggs																		Due Date		Milestones

		This programme has two main elements: 

Prevention and Risk Factor reduction
We will refocus and promote the health check process that Stockport pioneered many year prior to the national drive for health checks.  The scope of the checks will increase to include multiple risk factors for future disease processes to reduce the burden of vascular disease as well as many cancers.  By October 2013 there will be a new screening process in place to continue to catch all patients as they hit a birthday in ending in 0 or 5 from 35 onwards.  Thus over 5 years the over 35 population not already in active treatment will be screened.  The data will allow monitoring of the percentage of the eligible population who  have been screened.  This data will be extracted from the Stockport Health Record.  The service will be linked with the local authority recommissioning lifestyle services facilitating onward referral.  A key local element in the screening process will be alcohol consumption complimenting what is in the DES for newly registered patients

Alcohol screening will in addition be conducted in the group 16 to 35 who would not be attending the health check service and in the over 70 age group.  
Current arrangements for smoking cessation support will be reviewed.

Early Identification 
The focus of this work in the first 12 months will be to encourage take up of the bowel screening service.  Practices will be required to establish a system to follow up where a letter is received due to a patient not completing bowel screening.  They will explain what the screening is about and encourage uptake of the service.
																		May-13		Review existing GP smoking cessation LES and bench mark against best practice



																				Jul-13		Develop new model for delivery of smoking cessation in primary care



																				Sep-13		Commission new model as part of CCG enhanced PC contract

																				May-13		Review existing GP health checks LES and bench mark against best practice



																				Jun-13		Recruit public health nurse

																				Jul-13		Develop new model for delivery of health checks in primary care

																				Sep-13		Commission new model as part of CCG enhanced PC contract



																				Key Performance Indicators

																				Increased proportion of eligible population receiving a health check

																				Increased proportion of population aged 16 - 35 with a recorded alcohol screening check



																				Increased proportion of eligible population taking up bowel cancer screening





























Budget Summary

		Financial Framework for 3 years 13/14 ~ 15/16



												2013/14								2014/15								2015/16

												£m		£m		£m				£m		£m		£m				£m		£m		£m

		FUNDING										Rec		NR		In-Year				Rec		NR		In-Year				Rec		NR		In-Year

				Opening Recurrent Baseline (inc Anticipated Baseline Adjs)								358.4		4.4		362.8				362.0		3.5		365.5				365.7		3.5		369.2



				Less: 2% recurrent surplus								(7.0)				(7.0)				(7.1)				(7.1)				(7.2)				(7.2)

				add back 1% In Year investment										3.5		3.5						3.5		3.5						3.6		3.6

																0.0



				Spend Control								351.4		7.9		359.3				354.9		7.0		361.9				358.5		7.1		365.6





												£m		£m		£m				£m		£m		£m				£m		£m		£m

		PLANNED SPEND										Rec		Non Rec		In-Year				Rec		Non Rec		In-Year				Rec		Non Rec		In-Year



		1)		Baseline Spend B/fwd (net 2nd tranche Spec adj)								371.7				371.7				345.5				345.5				348.9				348.9

												(32.3)				(32.3)

				Rounding on contracts								0.1		(0.1)		0.0

		2)		Gross Inflation (on 1) above)

						General Inflation						8.1				8.1				8.3				8.3				8.4				8.4

						SFT Tariff Mix Adjust						0.9				0.9				0.9				0.9				0.9				0.9

						Impact of CQuIN						0.0		5.9		5.9				0.0		6.0		6.0				0.0		6.0		6.0

						Demand Growth						7.4				7.4				7.5				7.5				7.5				7.5





		3)		Contingency 

						Contingency - Unforeseen items 						4.5		1.5		6.0				3.5				3.5				3.5				3.5





		4)		Investments (separate Annex)

						National Reqts & topslices						3.0				3.0

						Local at GM Level (Risk Share)						0.0		4.6		4.6				0.0		3.1		3.1				0.0		3.0		3.0

						Local at CCG Level						2.2		2.4		4.6				3.2		4.0		7.2				3.4		4.3		7.7





		5)		QiPP (Separate Annex)

						QiPP - Trusts 4% efficiency						(9.8)				(9.8)				(10.0)				(10.0)				(10.2)				(10.2)

						QiPP - activity management (Flatten growth)						(5.3)				(5.3)				(5.3)				(5.3)				(5.3)				(5.3)

						CIP (earmarked)						(1.8)				(1.8)				0.0				0.0				0.0				0.0

						CIP (activity scoped)						(3.0)		(0.5)		(3.5)				(4.7)				(4.7)				(4.5)		(0.2)		(4.7)

						CIP (Pathology)						(0.2)				(0.2)				0.0				0.0				0.0				0.0



				Total Spend								345.5		13.8		359.3				348.9		13.1		362.0				352.6		13.1		365.7



				Planned (Underspend) / deficit								(12.9)		9.4		(3.5)				(13.1)		9.6		(3.5)				(13.1)		9.6		(3.5)

				Adjust for CQuIN								5.9		(5.9)		0.0				6.0		(6.0)		0.0				6.0		(6.0)		0.0

				Underlying Recurrent Position								(7.0)		3.5		(3.5)				(7.1)		3.6		(3.5)				(7.1)		3.6		(3.5)

				Target per 'Everyone Counts'								(7.0)				(3.5)

						Para 3.25 guidance states that " CCGs to set aside 2% for non recurrent expenditure (ringfenced) released following approval by NHSCB LAT".

		Summary of Activity, Savings and Investments by strategic aim  2013/14



				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

						No		%		No		£		£		£				£		£		£

		1. Transform adult long-term conditions management and complerx care 		A&E Attendances 		(234)		(0.20)		(1,764)		23,000		173,000		196,000		One Service  & Specialist Nursing 		350,000		525,000		875,000

				Non-elective FFCE's		(1,327)		(2.60)		(586)		2,347,000		1,024,000		3,371,000		Enhanced Primary Care1 		332,000		232,000		564,000

																		Additional PC Capacity 		0		600,000		600,000

		2. Improve the care of children and adolescence 										2,370,000		1,197,000		3,567,000				682,000		1,357,000		2,039,000

				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

						No		%		No		£		£		£				£		£		£

		3. Increase the clinical cost effectiveness of elective treatment  and prescribing 		GP First Outpatients 		(1,252)		(0.15)		(1,805)		235,000		335,000		570,000		GP Referral Management 		0		300,000		300,000

				Elective FFCE's		(10)		(0.10)		(864)		12,000		1,023,000		1,035,000		Follow-Up Reform 		0		300,000		300,000

				Follow-ups 		(4,440)		(5.00)		(12,227)		383,000		1,048,000		1,431,000		Enhanced Primary Care 2		0		200,000		200,000

				Pathology								200,000		0		200,000

												830,000		2,406,000		3,236,000				0		800,000		800,000

				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

																				£		£		£

		4. Improve the quality and safety of services in line with national expectations 																C Difficile 		0		18,000		18,000

																		Lucentis		500,000		0		500,000

																		NICE PBR		500,000		0		500,000

																		IAPT		265,000		0		265,000

																				1,265,000		18,000		1,283,000

				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

																				£		£		£

		5. Better Prevention and early identification of disease leading to reduced inequalities 																Health Visitors		120,000				120,000

																		Enhanced Primary Care 3		0		100,000		100,000

																								0

																								0

																				120,000		100,000		220,000

																		Enablers - IM&T		125,000		125,000		250,000

		Prescribing										1,800,000		1,700,000		3,500,000



		Total QiPP / CIP										5,000,000		5,303,000		10,303,000		Total Investment Envelope		2,192,000		2,400,000		4,592,000

		Three Year Activity and Prescribing QIPP



		1. Transform adult long-term conditions management and complex care 		2013-16 Three year Total 

				Activity 										Saving £

				Activity  				Real no		Real %		Avoided		Real 		Deflected		Total 



				A&E Attendances 				(1,230)		(1.70)		(3,819)		121,770		378,081		499,851

				Non-elective FFCE's				(4,094)		(11.20)		(932)		7,320,072		1,666,416		8,986,488



														7,441,842		2,044,497		9,486,339

		2. Improve the care of children and adolescents 		2013-16 Three Year Total 

				Activity 										Saving £

				Activity  				Real no		Real %		Avoided		Real 		Deflected		Total 

				A&E Attendances 				(356)		(1.70)		(1,475)		33,485		139,025		172,510

				Non-elective FFCE's				(980)		(11.20)		(826)		1,661,290		1,400,651		3,061,941



														1,694,775		1,539,676		3,234,451



		3. Increase the clinical cost effectiveness of elective treatment  and prescribing 		2013-16 Three year Total

				Activity 										Saving £

				Activity  				Real		%		Avoided		Real		Deflected		Total 

				First Outpatients 				6,513		7.93		5,416		1,242,101		1,005,643		2,247,744

				Elective FFCE's				32		0.08		2,593		38,258		3,068,620		3,106,878

				Follow-ups 				18,500		7.57		36,681		1,594,090		3,143,356		4,737,446

				Prescribing				N/A		N/A		N/A		1,800,000		5,100,000		6,900,000

														4,674,449		12,317,619		16,992,068

		TOTAL QIPP  (From Activity and Prescribing) 												13,811,066		15,901,792		29,712,858





2013-14 Waterfall

		 

						Required 2% surplus		Inflation 		Tariff Mix Adjustment 		Demand Growth 		Contingency		Nat Required top slices		Local CCG Invest				CQUIN		Allocation 		Trust Efficiency		Activity Mgt 		Prescribing		Pathology

						7		8.1		0.9		7.4		4.5		3		2.2				6		7		9.8		6.6		3.5		0.2

						0		7		15.1		16		23.4		27.9		30.9				27.1		20.1		10.3		3.7		0.2		0







						Demand 

						Prescribing 		Non-Elective Admissions 		A&E attendance 		First Outpatients 		Elective Admissions 		Follow-Ups 		Case Mix pressure										Prescribing 		Non-Elective Admissions 		A&E attendance 		First Outpatients 		Elective Admissions 		Follow-Ups 

						1.8		1.02		0.17		0.34		1.02		1.04		2		7.39		7.4				Halt Growth		1.8		1.02		0.17		0.34		1.02		1.04

						0		1.8		2.82		2.99		3.33		4.35		5.39								Reduction		1.8		2.34		0.02		0.23		0.01		0.38

																												3.6		3.36		0.19		0.57		1.03		1.42				10.17

																												6.5		3.14		2.95		2.38		1.35		-0.07

																																										10.1



2013-14 Impact of  Pressures and Plans on Budget 

Required 2% surplus	Inflation 	Tariff Mix Adjustment 	Demand Growth 	Contingency	Nat Required top slices	Local CCG Invest	CQUIN brought back in reccurently	Allocation 	Trust Effeciency	Activity Mgt 	Prescribing	Pathology	0	7	15.1	16	23.4	27.9	30.9	27.200000000000003	20.200000000000003	10.400000000000002	3.8000000000000025	0.30000000000000249	0	

Required 2% surplus	Inflation 	Tariff Mix Adjustment 	Demand Growth 	Contingency	Nat Required top slices	Local CCG Invest	CQUIN brought back in reccurently	Allocation 	Trust Effeciency	Activity Mgt 	Prescribing	Pathology	7	8.1	0.9	7.4	4.5	3	2.2000000000000002	5.9	7	9.8000000000000007	6.6	3.5	0.2	£ Million

Forecast Unchecked Demand Growth Pressures 2013-14



Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	Case Mix pressure	0	1.8	2.8200000000000003	2.99	3.33	4.3499999999999996	5.39	

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	Case Mix pressure	1.8	1.02	0.17	0.34	1.02	1.04	2	

Impact of Improvement Programmes 2013-14 

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	6.6	3.2399999999999998	3.05	2.4799999999999995	1.4499999999999995	2.9999999999999583E-2	

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	1.8	2.34	0.02	0.23	0.01	0.38	

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	1.7	1.02	0.17	0.34	1.02	1.04	

Programmes Impacting
Prescribing 
Stockport One

Programmes Impacting
Stockport One Service 
Enhanced Primary care Part 1
Hospital Unscheduled Care 
Specialist Community
Additional Primary Care Capacity
Paediatric Pathway 
Enhanced primary Care 2

Programmes Impacting 
GP Referral

Programmes Impacting 
GP Referral
EUR

Programmes Impacting 
Follow-ups
EUR
GP referral 
Stockport One Service



Three Year Waterfall 

						Required 2% surplus		Inflation 		Tariff Mix Adjustment 		Demand Growth 		Contingency		Nat Required top slices		Local CCG Invest				CQUIN Adjustments		Allocation 		Trust Efficiency		Activity Mgt 		Prescribing		Other schemes

						7.1		24.7		2.7		22.4		11.5		3		8.8				5.9		14.3		30		22.8		6.9		0.3

						0		7.1		31.8		34.5		56.9		68.4		71.4				74.3		60		30		7.2		0.3		0







						Demand 

						Prescribing 		Non-Elective Admissions 		A&E attendance 		First Outpatients 		Elective Admissions 		Follow-Ups 		Case Mix pressure										Prescribing 		Non-Elective Admissions 		A&E attendance 		First Outpatients 		Elective Admissions 		Follow-Ups 

						5.1		3.73		0.52		1.01		3.07		3.14		5.83		22.4		22.4				Halt Growth		5.1		3.73		0.52		1.01		3.07		3.14

						0		5.1		8.83		9.35		10.36		13.43		16.57								Reduction		1.8		8.97		0.15		1.24		0.03		1.59

																												6.9		12.7		0.67		2.25		3.1		4.73

																												22.8		10.1		9.43		7.18		4.08		-0.65



Three Year (2013-16) Impact of  Pressures and Plans on Budget 

Required 2% surplus	Inflation 	Tariff Mix Adjustment 	Demand Growth 	Contingency	Nat Required top slices	Local CCG Invest	CQUIN Adjustments	Allocation 	Trust Efficiency	Activity Mgt 	Prescribing	Other schemes	0	7.1	31.799999999999997	34.5	56.9	68.400000000000006	71.400000000000006	74.3	60	30	7.1999999999999993	0.29999999999999893	0	



Required 2% surplus	Inflation 	Tariff Mix Adjustment 	Demand Growth 	Contingency	Nat Required top slices	Local CCG Invest	CQUIN Adjustments	Allocation 	Trust Efficiency	Activity Mgt 	Prescribing	Other schemes	7.1	24.7	2.7	22.4	11.5	3	8.8000000000000007	5.9	14.3	30	22.8	6.9	0.3	£ Million

Forecast Unchecked Demand Growth Pressures 2013-16

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	Case Mix pressure	0	5.0999999999999996	8.83	9.35	10.36	13.43	16.57	

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	Case Mix pressure	5.0999999999999996	3.73	0.52	1.01	3.07	3.14	5.83	

Impact of Improvement Programmes 2013-14 

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	22.8	10.1	9.43	7.18	4.08	-0.65000000000000036	Reduction	

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	1.8	8.9700000000000006	0.15	1.24	0.03	1.59	Halt Growth	

Prescribing 	Non-Elective Admissions 	A	&	E attendance 	First Outpatients 	Elective Admissions 	Follow-Ups 	5.0999999999999996	3.73	0.52	1.01	3.07	3.14	

Programmes Impacting
Prescribing 
Stockport One

Programmes Impacting
Stockport One Service 
Enhanced Primary care Part 1
Hospital Unscheduled Care 
Specialist Community
Additional Primary Care Capacity
Paediatric Pathway 
Enhanced primary Care 2

Programmes Impacting 
GP Referral
EUR

Programmes Impacting 
GP Referral
EUR

Programmes Impacting 
Follow-ups
EUR
GP referral 
Stockport One Service



Cross Cutting Themes

		Cross Cutting Themes



		IM&T



		1.1 Key Milestones

		May-13				Business case for real time integration tool                                          

		Jun-13				Approval & procurement for integration tool                                      

		Mar-14				Phased rollout of health economy real time integration                 

		Jul-13				Stockport One Service Care Electronic Care Plan developed         

		Jul-13				SOS Care Plan pilot teams                                                                            

		Sep-13				End of Life electronic register go live                                                       

		Aug-13				Tele Health pilot                                                                                               

		Mar-14				Patient online access to records                                                                



		1.2 Key Performance Indicators

		Increasing the number of clinicians and care workers with access to real time, relevant data.

		Reducing the number of unnecessary end of life care admissions 

		Increasing the number of patients with access to their records to assist self-management of care



		1.3 Rationale for Setting goals and Overview of Strategy 

		This programme of work aims to deliver truly collaborative working across the health economy by utilising innovation in IM&T. The IM&T programme will provide solutions to assist other programme areas in delivery and works across the whole system of programmes and projects being delivered from 2013. This programme will require considerable developments of the IT infrastructure in addition to the specific developments below. 

a) The Stockport Health Record currently delivers a single view across the economy of GP generated electronic patient records. In line with clinical requirements we will aim to deliver all hospital generated patient information, currently available to GPs through various portals, through the Stockport Health Record in 2013. In all sectors it will be a key factor of any procurement of new clinical systems that they are able to integrate across the local health economy. During 2013 we will aim to integrate fully with local health authority and mental health systems where relevant.

b) Telehealth technology is now widely available and has been successfully implemented in numerous care settings. Connecting patients in their home to clinicians through video technology has been proven to reduce hospital admissions. In the next 4 months we will form a plan for implementing tele-consultation and telehealth technology for a cohort of identified patients and clinicians during 2013.


		c) Proactive care. By 2014 we will provide technology to facilitate self-care, self-management and monitoring consistently across the health economy. This will include technology for allowing patients to access their patient record summary, book online appointments and online medication (in primary care).  

d) Seamless communications between the services and clinicians that care for the people of Stockport have the potential to improve care delivery. We will work collaboratively during 2013 to support care pathways and identify and implement more secure and fluid communications methods. A more integrated approach to systems across Greater Manchester and its borders has the potential to further improve care delivery. Where possible we will work collaboratively to maximise opportunities and efficiencies delivered through clinical networks and other care settings.

f) Electronic data transfer. Wherever possible our approach will be to capture data relating to the care of Stockport people electronically, protecting patient’s rights through robust systems and role based access. Working with the services and clinicians who deliver care we will develop systems that capture and store data in a safe, secure, accessible and timely manner. We will work collaboratively to reduce, if not eliminate, the transfer of paper around the health economy. 







		Organisational Development



		1.1 Key Milestones





		1.2 Key Performance Indicators





		1.3 Rationale for Setting goals and Overview of Strategy 

		A revised strategy will be brought to the Governing Body in October 2013. This strategy will be developed with local partners to underpin the reforms  that we are under taking and will look to:

		·         Describe the future of Joint Commissioning;

		·         The Common Values and Behaviours of Staff; 

		·         The Approach to Service Reform; and

		·         Items specific to the CCG including:

		o   Board development

		o   Talent Management & Succession Planning







		Communications & Population Health Literacy 



		1.1 Key Milestones





		1.2 Key Performance Indicators





		1.3 Rationale for Setting goals and Overview of Strategy 

		The CCG will work with its partners to underpin each programme of change with effective communication of change and public consultation. In addition the CCG and its partners through the Transformation Board will develop a strategy for improving Health Literacy of the population. This will include engendering a better understanding of how people can manage their own health and where appropriate their own illnesses; and in doing so increase ownership and value of the local NHS service.  It is intended that a strategic document will be brought before the Governing Bodies of the partner organisations in late Autumn 2014. 













Workforce Impact 

		Workforce Implications and Process by Strategic Theme & Programme



		The CCG has recently agreed with its partners to establish across the Health & Social Care Economy an Organisational Development cross cutting change programme. Among others key work-streams within this will be "workforce", "shared culture" and  "training and development". The first step of these two work-streams will be to map in detail the workforce and development requirements to deliver system reform and develop a detailed economy workforce plan. It is anticipated this will be completed during 2013. 

The specific changes to workforce will be led within the appropriate programme via service specification, contract variation (or procurement), and health & social care providers own recruitment, redeployment and other HR/OD processes. 

 The table below shows for each change programme the anticipated major changes and requirements in workforce and how these will be led. 



		Programme 		Implications on workforce 		Mechanism for taking forward

		Stockport-One-Service 		Increased numbers of community based staff
Reduced nursing staff in hospital setting, potential re-training 
Recruitment and training of care coordinators 
Recruitment of service manager 


Geriatrician skill mix and rotas 

Employment arrangements between social care & health 		Element of new service specification developed through workforce sub-project. Then through normal practice recruitment work-streams. Economy wide OD programme will look at retraining possibilities to avoid nursing losses

Commissioned provider responsibility 

Outcome of Organisational Forms in OD Programme

		Enhanced Primary Care 		Additional Practice Nurse and HCA recruitment in primary care 		Through normal practice recruitment work-streams
Economy wide OD programme will look at retraining possibilities to avoid nursing losses 

		Additional Primary Care		Additional 4 GPs, pharmacists and community nurses capacity 		Stockport has good recruitment of clinical staff so normal mechanisms. Potential for retrain 

		Specialist Community 		Additional Palliative Care Consultant, extra nursing capacity in palliative care and changes to terms & conditions to support 24/7 service

Additional capacity in memory clinics

Additional community nurses and medical oversight for IV therapy  		Service specification and then normal Provider recruitment, redeployment and OD / staff consultation  process. 

Via contract variation and Provider recruitment 

Via specification and provider recruitment process

		Hospital Pathways 		Revised work patterns, additional training in pathways and related OD		Internal hospital processes monitored via Unscheduled Care Board and Performance systems   



		Paediatric Pathway Reform 		Community Paediatric nurses moving out of hospital setting to the community. Some re-training and OD work required by provider. 		Service specification, contract variation and providers own internal systems overseen by Maternity & Paediatric Board. 

		Enhanced primary Care 2		Additional capacity in nursing and GP time with review of opening hours and allocation of appointments

Additional training and development on revised pathways and management of childhood diseases 		Specification and GP practice recruitment and internal HR processes 

CCG Professional Development team supported by Area Business Manager team 



		GP Referral Programme 		Recruitment within GP practices of referral coordinators


Training of referral coordinators 


Recruitment of expert referral review team (Consultant/GPwSI)		Specification and GP practice recruitment and internal HR processes

CCG Professional Development team supported by Area Business Manager team

Mechanism to be confirmed but likely to be via specification and contract variation with one or more providers

		Follow-Ups		Reduction in Outpatient clinic staff and medic requirements 


Additional GP and Practice Nurse capacity 		Service specification, contract variation and providers own internal systems. 

Specification and GP practice recruitment and internal HR processes

		EUR		No change to existing workforce required 

		Prescribing 		No change to existing workforce required 



		Quality strategy and IAPT 		Potential need to strengthen CCG capacity in quality and experience in light of Francis Report 

Work on culture in training and HR processes to support Francis Implementation 

Additional Psychologists for roll-out of IAPT 		CCG/CSU arrangements 


Project with Economy wide OD change  programme on culture and vision

Service specification, contract variation and providers own internal systems. 


		Enhanced Primary Care 3		No change to existing workforce required 



		Enhanced Primary Care 4 & 5		Significant training and development of primary care staff 		CCG Professional Development team supported by Area Business Manager team and working closely with Local Authority Public Health team 
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Health and Wellbeing Integrated Commissioning Board

– 16 January 2013



HEALTH & WELLBEING INTEGRATED COMMISSIONING BOARD

		Meeting:

		16 January 2013



		At:

		3.45 pm





PRESENT

		Mike Greenwood

		-

		Chair, NHS Stockport (Chair) in the chair



		Cllr Sue Derbyshire

		-

		Leader of the Council (Policy, Reform & Finance) Stockport Council (Vice-Chair)



		Cllr Kevin Dowling

		-

		Executive Councillor (Children & Young People), Stockport Council



		Cllr John Pantall

		-

		Executive Councillor (Health & Wellbeing), Stockport Council



		Jane Crombleholme

		-

		Chair, Stockport Clinical Commissioning Group





Also In attendance

		Michael Cullen




		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Terry Dafter

		-

		Service Director (Adult Social Care), Stockport Council



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		Steve Houston




		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Gaynor Mullins

		-

		Chief Operating Officer, Stockport Clinical Commissioning Group



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Cllr Tom McGee




		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters



		-

		Integrated Commissioning Policy Co-ordinator, Stockport Council



		Andrew Webb

		-

		Corporate Director for People, Stockport Council





Apologies


Apologies for absence were received from Eamonn Boylan. 


1. MINUTES

The Minutes (copies of which had been circulated) of the meetings held on 28 November 2012 were approved as a correct record.

2. MATTERS ARISING


There were no matters arising.

3. DECLARATIONS OF INTEREST


No declarations of interest were made.


4. INTEGRATED COMMISSIONING REVIEW
 


The Service Director (Adult Social Care) and the Chief Operating Officer (Stockport CCG) updated the Board on progress with the Review of integrated commissioning arrangements in Stockport.

The update included:


· Efforts to better support managers and keep them informed about integrated commissioning and the Section 75 Agreement;


· Work was on-going to resolve constitutional issues arising for the Clinical Commissioning Group (CCG) in pooling budgets an identifying those areas where the CCG would no longer have responsibility;

· Development a joint-team between the two organisations, though governance issues remained to be resolved;

· Concerns about delivery of chargeable services within an integrated service and how this would be managed;


· Continuing work on the Disability Review and moving toward an all-age model.

Members then asked questions/ made comments, including:-


· The developments described were welcome, although these presupposed that the Pooling arrangements should continue when the original scope of the Review had been to evaluate the success of the existing arrangements.

· The New Economy was developing tools to allow for better analysis of the cost-effectiveness of pooling arrangements, but it was clear that pooling was a sensible approach to take as both organisations were subject to similar pressures and this would avoid ‘cost-shunting’. The developments with Stockport One were predicated on savings to be achieved through integration.


· There was an important role for those involved in future governance of the Section 75 to ensure that the process of pooling was realising savings and improvements, rather than simply savings being made from a pool of money.

The Board supported the discussions already taking place between both organisations to:-


· continue pooling budgets  


· develop and extend arrangements for further pooling and


· develop a joint commissioning unit.  

RESOLVED – (1) That the update be noted and that the Service Director (Adult Social Care) and the Chief Operating Officer (Stockport CCG) be requested to submit a further report to the next meeting setting out the high level objectives and ambitions for the future pooling arrangements between the two organisations.

(2) That the Board supports continued discussion and analysis, including the Section 75 review and the senior management workshops, between the Council and Clinical Commissioning Group on developing pooling and integration.

(3) That further consideration be given to the governance arrangements necessary to facilitate further integration and pooling.

5. ANY OTHER BUSINESS

Future Governance of the Section 75 Agreement

The Chair referred to the report submitted to the Shadow Health and Wellbeing Board on 16 January 2013 that set out options for future governance of joint financing arrangements and invited the Board to consider the matter.


It was emphasised that there needed to be a significant change in the operation of any future arrangements to move beyond budget monitoring and to provide clear strategic oversight of joint working. However, it was suggested that this change needed to be managed appropriately and that in the short-term the Section 75 Pool should be overseen by arrangements that built on the existing structures.


The meeting closed at 4.10 pm
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1 Introduction 


The Stockport Adult Lifestyle Survey 2012 has been conducted on behalf of the 
Stockport Partnership by the Public Health Team at NHS Stockport. NHS Stockport 
has an ongoing strategy of using lifestyle surveys to estimate the prevalence of key 
lifestyle behaviours amongst the population of Stockport and to establish how 
behaviours vary by demographic group. 


The data from this survey provides an assessment of health behaviour in Stockport 
and is a key part of the evidence base for the Joint Strategic Needs Assessment 
(JSNA), enabling the Partnership to set priorities and develop strategies to improve 
health and reduce health inequalities by targeting resources at areas of highest need. 
It provides an update to the 2009 Stockport Health Survey and enables the 
monitoring of progress of interventions that aim to improve health behaviour. 


A postal questionnaire was sent out to a stratified sample of 21,056 Stockport 
residents aged 18 and over, 8.8% of the population; 6,676 completed surveys were 
returned, 2.8% of the population. The large sample size enabled analysis of the data 
by age group, gender, health status and deprivation quintile. Analysis of lifestyles by 
ethnicity, religion, mental wellbeing, sexual orientation, carers and for those living 
with children has also been presented wherever possible.  


Overall the survey respondents represent a population that is older and slightly more 
affluent than the current Stockport population. The survey respondents are slightly 
less ethnically diverse than the population documented by the 2011 census. 
Respondents were also much more likely to be carers, and also less likely to be in 
very good health. These differences should be borne in mind when generalising the 
results of the survey to the whole Stockport population. 


The analysis of the 2012 Stockport Adult Lifestyle Survey is presented in seven 
sections: multiple risks, mental wellbeing, smoking, alcohol, obesity, physical activity 
and food & diet. A summary of the main findings and implications for commissioning 
are outlined below; a copy of the full report including detailed data analysis is 
available via the JSNA hub, www.mystockport.org.uk/JSNA. 


 


2 Key Findings 


2.1. Prevalence of lifestyle risk behaviours 


 This survey suggests that overall an estimated 75,000 – 80,000 (32.4%) adults in 
Stockport have three or more of the main lifestyle risk behaviours. 


 6,500-8,500 people report having no lifestyle risk behaviours (3.1%) 


 34,000-38,000 report that they currently smoke (14.9%), a level below the 
estimated Stockport rate of 19%, but to be expected due to the self reporting 
nature of this survey. 


 The rate of smoking has fallen from 15.8% since 2009. 


 The majority (55%) of smokers report than no-one regularly smokes in 
their home, for non smokers the rate is even higher at 95%.  


 The survey suggests that the majority of people are not exposed to 
others smoke on a regular basis, with 75% reporting less than an hour 
a week.  


 All groups have slightly less exposure to others smoke in 2012 than 
they did in 2009. 



http://www.mystockport.org.uk/JSNA
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 60,000-65,000 report drinking unhealthily (26.1%). 


 21.4% said that they don’t drink alcohol at all 


 18.9% binge drank on the day they drank most 


 16.9% drink at increasing risk levels, 2.9% at high risk levels 


 35% drink within guidelines and usually have at least one alcohol free 
day a week. 


 Levels of binge drinking are similar to those in 2009, however the 
proportion drinking at high risk levels has fallen. 


 Only 39.5% of those who drank last week correctly assessed the risk 
of their previous week’s drinking. 


 37,000-41,000 report being obese (16.2%) – a rise from 15.8% in 2009. Again this 
is below the estimated Stockport prevalence of 25%, but to be expected due to the 
self reporting nature of this survey. 


 2.0% of respondents reported being underweight. 


 Levels of physical activity are lower than average for those who are 
obese and overweight, dietary habits are however not significantly 
different. 


 76.4% of all respondents correctly assessed their weight risk category. 


 173,000-178,000 people report being less physically active than government 
recommendations (73.6%). Levels of inactivity are similar to 2009, however 
amongst those who are active the frequency of activity has increased slightly over 
the last three years. 


 Leisure / sport activities and travel are the most common sources of 
physical activity for those exercising 5 or more times a week. 


 194,000-198,000 report not eating the recommended amounts of fruit and 
vegetables (82.1%). 


 Fewer than 2% of respondents report eating no fruit or vegetables. 


 The most frequent volume of daily consumption is three portions. 


 Unhealthy diet and inadequate physical activity are the two most commonly 
reported lifestyle risks. 


 Although smoking is the least common risk lifestyle risk behaviour overall, those 
who smoke are much more likely to have other lifestyle risks, a third of smokers 
have all four risk behaviours and only 1.4% have no other risks. 


 27,000-31,000 people report having low mental wellbeing (12.2%), while 33,000-
37,000 people (14.6% of respondents) report above average mental wellbeing.  


 Since 2009 there has been a movement to more average wellbeing, 
with lower proportions reporting both below and above average 
wellbeing in 2012. 


 There is a strong correlation between lifestyle risk behaviours and mental 
wellbeing, levels of above average wellbeing are twice as high as average for 
those with no lifestyle risk behaviours. Those with below average mental wellbeing 
are more likely to have unhealthy behaviours than people with average or above 
average mental wellbeing, especially smoking, physical activity and diet. 
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2.2. Variation of lifestyle risk behaviours by population group 


 Males are more likely to have unhealthy behaviours than females, especially 
smoking, drinking and diet. This trend is not evident for mental wellbeing. 


 Younger people are more likely to have unhealthy behaviours than older people, 
especially smoking, drinking and diet. People age 18-24 are the most likely to 
have four risk behaviours. However obesity peaks in middle age and lack of 
physical activity peaks for older people. 


 People aged 60-74 have the highest rates of above average mental wellbeing, 
people aged 40-54 have the lowest. Although numbers are small people aged 85+ 
have the highest rates of below average wellbeing, suggesting a cycle of mental 
wellbeing through life, dipping in the 40’s, rising through the 60s and falling again 
at age 85.  


 There are strong deprivation profiles for smoking, mental wellbeing, obesity and 
diet, but unhealthy drinking and physically activity are an issue across Stockport. 
People in the most deprived areas are the least likely to have no lifestyle risk 
behaviours and are the most likely to be underweight 


Deprivation inequalities ratio: Ratio of most deprived quintile (0-20%) to: 


Ratio of 


most 


deprived 


to: 


Low 
Mental 


Wellbeing 


Current 
Smokers 


Unhealthy 
Drinkers 


Obese 
Not Active 
Physically 


Unhealthy 
Diet 


Multiple 
risk 


Stockport 
average 


1.7 : 1 2.1 : 1 0.8 : 1 1.5 : 1 1 : 1 1.1 : 1 1.3 : 1 


Least 
deprived 


2.4 : 1 3.8 : 1 0.7 : 1 1.9 : 1 1 : 1 1.2 : 1 1.4 : 1 


 


 People in not good health are more likely to have unhealthy behaviours than 
people in good health, especially mental wellbeing, smoking, obesity, physical 
activity and diet. Unhealthy drinking doesn’t demonstrate this trend, as many older 
people in not good health are non drinkers; however young people in not good 
health do drink at higher risk than average. Across the board young people in not 
good health have less healthy behaviours than other groups. 


 Non white populations are less likely to have unhealthy behaviours than white 
British populations, however the non white group are more likely to have poorer 
levels of mental wellbeing and lower levels of physical activity; unhealthy drinking 
levels are especially low in this group. 


 Those who identified themselves as non heterosexual were significantly more 
likely to report below average levels of mental wellbeing, were less likely be active 
5 or more times a week and had higher levels of underweight BMI. For all other 
themes this group were not significantly different to average. 


 Those respondents who have children in their homes some of the time are more 
likely to have unhealthy behaviours than average; those who have children living 
with them all of the time are similar to average for most lifestyle risk behaviours. 
Although overall smoking rates are similar between those who have children living 
with them and those who don’t, the rate who smoke regularly in their own home is 
significantly lower for those with children. 


 Those who provide significant amounts of unpaid care to friends and relatives 
report below average mental wellbeing and smoking more frequently, they are 
however, less likely to drink any alcohol at all. 
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 Those participating in any kind of organisation are less likely to have all four 
lifestyle risk behaviours and less likely to report below average wellbeing, whilst 
those not participating are more likely to have all four risks. 


 


3 Implications for Health and Care Commissioning 


The findings of the 2012 Adult Lifestyle Survey confirm that many of the key trends 
identified previously are continuing, smoking rates are continue to fall and obesity 
rates are still rising, albeit not at a statistically significant level. Trends in alcohol 
consumption are beginning to stabilise and even fall. The majority of respondents 
in Stockport report that they are not smokers, do not drink excessively and are 
not obese. 


However the majority of people in Stockport report physical activity and fruit and 
vegetable consumption levels below government recommendations, in other words 
they do not have these positive lifestyle behaviours. There are therefore still 
significant shifts to be made in population level patterns of physical activity 
and diet, commissioning needs to respond to these challenges. 


Only a very small proportion of the overall population, 3.1%, follow all lifestyle 
recommendations. This presents Stockport with a large challenge. 


New findings from this survey show that while smoking is the least common lifestyle 
risk behaviour overall, those who smoke are much more likely to have other lifestyle 
risks, a third of smokers have all four risk behaviours and only 1.4% have no other 
risks. Smoking is also the lifestyle risk behaviour with the largest inequalities 
gradient; smoking rates are 3.8 times higher in the most deprived areas when 
compared to the least. Smokers, despite the falling numbers, are therefore still 
an important target for behaviour change interventions. 


Alcohol has been emerging as the most significant lifestyle challenge to health in 
recent years, these findings show that alcohol is still a significant risk, and one that 
affects people of all ages and across the inequalities gradient. The survey highlights 
that around a third of respondents drink within guidelines, and that a fifth of 
respondents do not drink alcohol at all. Although trends suggest that the previously 
observed rise in alcohol consumption is levelling off, the impact on health care use 
and outcomes has still to be seen; the impact on reduced life expectancy is still 
evident. Alcohol consumption therefore is still an important target for behaviour 
change interventions. 


The findings reaffirm that lifestyle risk behaviours cluster together and that many 
people in Stockport face multiple behaviour risks. Commissioning that moves 
towards holistic health and care services, and away from siloed models 
focussed on single risks are still to be highly recommended. The development 
of the Healthy Stockport service (holistic lifestyles and wellbeing) will be a significant 
step in this direction. 


The survey emphasises the link between good mental wellbeing and lifestyle risk 
behaviours, therefore as part of the holistic commissioning of services we should 
ensure that all commissioning (not just that to address lifestyles) incorporates 
improvements in mental wellbeing as a priority, for example by responding to 
the 5 ways to wellbeing challenge (see below). New findings in the 2012 survey 
show how people who are socially connected (e.g. belong to an organisation or 
participate in regular activities) and active have fewer lifestyle risk behaviours and 
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are less likely to have low mental wellbeing, highlighting the importance of an 
active and purposeful life for general health. 


 


 


 


The survey also highlights the ways in which lifestyle risk behaviours change over the 
life course, and demonstrates that there are risks at all ages. Young people are more 
likely to smoke and binge drink, but are equally more likely to be active and have 
positive wellbeing. As people move into middle age the risk of obesity increases and 
mental wellbeing decreases. In older age physical activity becomes increasingly 
challenging. Commissioners should respond to changing needs across the life 
course, but should be prepared to offer behaviour change support to clients of 
any age. 


Inequalities are again a key theme within the findings, analysis by geography shows 
a strong correlation between lifestyle risk behaviours and deprivation, it has been 
previously estimated that lifestyles could cause 40% of the gap in life expectancy 
between the deprived areas and the Stockport average. Commissioning to support 
change in deprived areas provides an enduring challenge as the cultural norms 
in these communities are different to elsewhere. However people in all areas of 
Stockport have lifestyle risk behaviours, and indeed unhealthy drinking and 
insufficient physical activity do not show the same inequality profile as the other 
lifestyle risks, commissioning should therefore follow the Marmot (Fair Society 
Healthy Lives 2010) principle of proportionate universalism responding to need 
in all areas, but in a way that reflects the increased support necessary in the 
most challenging areas. 


Inequalities in experience between different equity groups are highlighted wherever 
possible in the survey. Most equity groups appear to experience lower wellbeing than 
average, carers are more likely to smoke while BME communities and those who are 
non-heterosexual are less likely to be physically active than average. It is important 
to note however that due to the small sample sizes within the survey it has not been 
possible to fully analyse the trends between all the different communities, and 
different groups within broader categories. Commissioners need to recognise the 
different needs of equity groups, and understand that the needs may vary 
significantly for groups within the broad categories used in this analysis. 
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2012 Adult Lifestyle Survey – Prevalence of risky behaviours by population segments 


 


Sample 


Size 


Low Mental 


Wellbeing 


Current 


Smokers 


Unhealthy 


drinking1 Obese 


Not Active 


Physically Unhealthy Diet Multiple risk2 


 All responses (18+) 6676 12.2% 
(11.4%-13.0%) 


14.9%  
(14.1%-15.8%) 


26.1%  
(25.0%-27.1%) 


16.2%  
(15.3%-17.1%) 


73.6%  
(72.5%-74.6%) 


82.1%  
(81.1%-83.0%) 


32.4%  
(31.3%-33.5%) 


 Gender 


 Females 3345 12.0%  
(10.9%-13.1%) 


12.1%L  
(11.0%-13.3%) 


21.1%L  
(19.7%-22.5%) 


16.8%  
(15.5%-18.1%) 


75.6%  
(74.1%-77.1%) 


79.3%L  
(77.9%-80.6%) 


28.0%L  
(26.4%-29.5%) 


 Males 3294 12.3%  
(11.2%-13.5%) 


17.7%H  
(16.4%-19.0%) 


31.2%H  
(29.6%-32.8%) 


15.7%  
(14.5%-17.0%) 


71.5%  
(69.9%-73.0%) 


84.9%H  
(83.6%-86.1%) 


36.9%H  
(35.2%-38.6%) 


 Age Group 


 18-49 3209 13.8%  
(12.6%-15.0%) 


18.8%H  
(17.4%-20.1%) 


29.8%H  
(28.2%-31.4%) 


12.9%L  
(11.7%-14.1%) 


73.1%  
(71.6%-74.6%) 


85.0%H  
(83.8%-86.2%) 


38.9%H  
(37.3%-40.7%) 


 50-64 2013 11.0%  
(9.7%-12.5%) 


13.9%  
(12.4%-15.5%) 


30.1%H  
(28.2%-32.2%) 


21.1%H  
(19.4%-23.0%) 


71.5%  
(69.5%-73.4%) 


77.3%L  
(75.4%-79.1%) 


32.1%  
(30.1%-34.2%) 


 65+ 1436 9.9%  
(8.4%-11.7%) 


7.5%L  
(6.3%-9.0%) 


11.9%L  
(10.3%-13.7%) 


16.9%  
(15.0%-19.0%) 


77.8%H  
(75.5%-79.9%) 


82.3%  
(80.2%-84.2%) 


17.8%L  
(15.8%-19.9%) 


 2007 National Index of Multiple Deprivation 


 1 - Most deprived 659 20.9%H  
(17.9%-24.4%) 


30.9%H  
(27.4%-34.5%) 


20.7%L  
(17.8%-24.0%) 


23.5%H  
(20.4%-27.1%) 


72.6%  
(69.1%-75.9%) 


91.2%H  
(88.8%-93.1%) 


40.8%H  
(37.0%-44.6%) 


 2- 2nd most deprived 1025 14.3%  
(12.3%-16.7%) 


21.3%H  
(18.9%-24.0%) 


24.3%  
(21.8%-27.0%) 


19.8%H  
(17.5%-22.5%) 


72.0%  
(69.2%-74.7%) 


84.6%  
(82.3%-86.7%) 


35.6%  
(32.7%-38.6%) 


 3- Mid deprived 1327 13.9%  
(12.1%-15.9%) 


16.3%  
(14.4%-18.4%) 


25.4%  
(23.1%-27.8%) 


16.9%  
(15.0%-19.1%) 


72.8%  
(70.3%-75.1%) 


84.8%  
(82.8%-86.7%) 


32.0%  
(29.6%-34.6%) 


 4- 2nd least deprived 1480 10.2%  
(8.7%-11.8%) 


12.2%L  
(10.6%-14.0%) 


27.2%  
(25.0%-29.5%) 


15.3%  
(13.6%-17.3%) 


74.9%  
(72.6%-77.1%) 


79.6%  
(77.5%-81.6%) 


32.1%  
(29.8%-34.6%) 


 5- Least deprived 2160 8.8%L  
(7.7%-10.1%) 


8.1%L  
(7.0%-9.3%) 


28.2%  
(26.4%-30.2%) 


12.5%L  
(11.2%-14.0%) 


74.3%  
(72.4%-76.1%) 


78.0%L  
(76.2%-79.7%) 


28.9%L  
(27.0%-30.9%) 


 Neighbourhood Management Areas 


 All NMAs 379 23.1%H  
(19.0%-27.9%) 


33.3%H  
(28.7%-38.3%) 


20.1%L  
(16.3%-24.5%) 


26.0%H  
(21.7%-30.8%) 


74.1%  
(69.3%-78.3%) 


90.5%H  
(87.1%-93.1%) 


43.5%H  
(38.5%-48.7%) 


 Perceived Health Status 


 Not good health 1723 27.1%H  
(25.0%-29.3%) 


21.5%H  
(19.6%-23.5%) 


18.8%  
(17.0%-20.7%) 


27.6%H  
(25.5%-29.8%) 


81.1%H  
(79.1%-82.9%) 


86.1%H  
(84.4%-87.6%) 


30.8%  
(28.6%-33.1%) 


 Good health 4945 7.2%L  
(6.5%-7.9%) 


12.7%L  
(11.8%-13.6%) 


28.6%  
(27.3%-29.9%) 


12.4%L  
(11.5%-13.3%) 


71.0%L  
(69.8%-72.3%) 


80.7%  
(79.6%-81.8%) 


33.0%  
(31.7%-34.3%) 


 Mental Wellbeing Category 


 Above Average 933 * 11.1%L  
(9.3%-13.3%) 


25.7%  
(23.0%-28.6%) 


14.4%  
(12.3%-16.9%) 


65.8%L  
(62.7%-68.8%) 


74.0%L  
(71.0%-76.7%) 


25.7%L  
(23.0%-28.7%) 


 Average 4692 * 13.8%  
(12.8%-14.8%) 


27.1%  
(25.9%-28.4%) 


16.3%  
(15.2%-17.4%) 


73.8%  
(72.5%-75.0%) 


81.7%  
(80.6%-82.8%) 


33.1%  
(31.7%-34.5%) 


 Below Average 779 * 24.7%H  
(21.8%-27.9%) 


25.1%  
(26.4%-28.6%) 


17.9%  
(15.3%-20.8%) 


79.3%  
(76.3%-82.0%) 


90.9%H  
(88.6%-92.7%) 


38.0%H  
(34.6%-41.5%) 


 Ethnicity 


 White British 6058 11.8%  
(11.0%-12.6%) 


14.7%  
(13.9%-15.7%) 


27.5%  
(26.4%-28.6%) 


16.5%  
(15.6%-17.5%) 


73.0%  
(71.8%-74.1%) 


81.8%  
(80.8%-82.7%) 


33.5%  
(32.3%-34.7%) 


 Not White 402 16.7%H  
(13.3%-20.8%) 


16.2%  
(12.9%-19.4%) 


6.3%L  
(4.3%-9.2%) 


13.5%  
(10.5%-17.3%) 


82.4%H  
(78.3%-85.8%) 


88.0%  
(84.5%-90.9%) 


20.9%L  
(17.7%-24.4%) 


1: Binge drinking, or drinking at high or increasing risk. 2: Three or more of smoking, excessive alcohol use, unhealthy diet, not physically active 


   Figures in brackets refer to the 95% confidence intervals, L and H indicate if a figure is statistically significantly lower (L) or higher (H) than the Stockport average 
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2012 Adult Lifestyle Survey – Estimated number of people undertaking risky behaviours by population segments 


 


Total 


Population 


Low Mental 


Wellbeing 


Current 


Smokers 


Unhealthy 


drinking1 Obese 


Not Active 


Physically 


Unhealthy 


Diet Multiple risk2 


All responses 238,844 27,000 - 31,000 34,000 - 38,000 60,000 - 65,000 37,000 - 41,000 173,000 - 178,000 194,000 - 198,000 75,000 - 80,000 


Gender 


Females 121,961 13,000 - 16,000 13,500 - 16,000 24,000 - 27,000 19,000 - 22,000 90,000 – 94,000 95,000 - 98,000 32,000 - 36,000 


Males 116,882 13,000 – 16,000 19,000 - 22,000 35,000 - 38,000 17,000 - 20,000 82,000 - 85,000 98,000 – 101,000 41,000 - 45,000 


Age Group 


18-49 127,229 16,000 - 19,000 22,000 – 26,000 36,000 - 40,000 15,000 - 18,000 91,000 – 95,000 107,000 - 110,000 47,000 - 52,000 


50-64 56,978 5,500 - 7,000 7,000 - 9,000 16,000 - 18,000 11,000 - 13,000 39,500 - 42,000 43,000 - 45,000 17,000 - 19,000 


65+ 54,637 5,000 - 6,000 3,500 – 5,000 6,000 – 8,000 8,000 - 10,000 41,000 - 44,000 44,000 - 46,000 8,500 - 11,000 


2007 National Index of Multiple Deprivation 


1 - Most deprived 28,279 5,000 – 7,000 8,000 - 10,000 5,000 - 7,000 6,000 – 8.000 19,500 - 21,000 25,000 - 26,000 10,000 - 13,000 


2- 2nd most deprived 41,784 5,000 - 7,000 8,000 - 10,000 9,000 - 11,000 7,000 - 9,000 29,000 - 31,000 34,000 - 36,000 14,000 - 16,000 


3- Mid deprived 47,619 6,000 - 7,500 7,000 - 9,000 11,000 - 13,000 7,000 - 9,000 33,000 - 36,000 39,000 - 41,000 14,000 - 16,000 


4- 2nd least deprived 52,234 4,500 - 6,000 5,500 - 7,000 13,000 - 15,000 7,000 - 9,000 38,000 - 40,000 40,000 - 43,000 15,500 - 18,000 


5- Least deprived 68,088 5,000 - 7,000 5,000 - 6,000 18,000 - 21,000 8,000 - 10,000 49,000 - 52,000 52,000 - 54,000 18,000 - 21,000 


Neighbourhood Management Areas 


All NMAs 17,556 3,000 – 5,000 5,000 - 7,000 3,000 - 4,000 4,000 - 5,500 12,000 - 14,000 15,000 - 16,000 7,000- 8,500 


Perceived Health Status 


Not good health 61,622 15,000 - 18,000 12,000 - 14,500 10,000 - 13,000 16,000 - 18,000 49,000 - 51,000 52,000 - 54,000 18,000 – 20,000 


Good health 177,222 11,500 - 14,000 21,000 - 24,000 48,000 - 53,000 20,000 – 24,000 124,000 - 128,000 141,000 - 145,000 56,000 - 54,000 


Mental Wellbeing Category 


Above Average 34,797 - 3,000 - 5,000 8,000 - 10,000 4,000 - 6,000 22,000 - 24,000 25,000 - 27,000 8,000 – 10,000 


Average 174,993 - 22,000 - 26,000 46,000 - 50,000 27,000 - 30,000 127,000 - 131,000 141,000 - 145,000 56,000 - 61,000 


Below Average 29,054 - 6,000 - 8,000 6,000 - 8,000 4,500 - 6,000 22,000 - 24,000 26,000 - 27,000 10,000 - 12,000 


Ethnicity 


White British 213,105 23,000 - 27,000 29,500 - 33,000 56,000 - 61,000 33,000 - 37,000 153,000 – 158,000 172,000 - 176,000 69,000 - 74,000 


Not White 15,711 2,000 - 3,000 2,000 - 3,000 700 - 1,500 1,500 - 3,000 12,000 - 13,500 13,500 - 14,500 3,000 - 4,000 


1: Binge drinking, or drinking at high or increasing risk. 2: Three or more of smoking, excessive alcohol use, unhealthy diet, not physically active  
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Briefing to CCG re Healthy Stockport Service.



The purpose of this paper is to inform CCG members about the progress of the Integrated Lifestyle Services project and the forthcoming changes to service delivery. The responsibility for commissioning lifestyle services is transferring to the Local Authority from April 2013 and will remain within the Public Health team.



Background

1. The review of lifestyle services began some time ago with a vision to transform the current model of individual services being delivered by two separate providers to a holistic wellness service model, that they would deliver jointly.

The theoretical model underpinning the wellness service is Proportionate Universalism, described in the Marmot Review. (1) 

“There needs to be a change from the commissioning of individual lifestyle services to a more holistic approach, taking into consideration the socio-economic determinants of health. This will be the most effective way to reduce health inequalities rather than tackling more proximal causes (such as smoking) through behaviour change programmes. To reduce the steepness of the social gradient in health, actions must be universal, but with a scale and intensity that is proportionate to the level of disadvantage. We call this proportionate universalism.”

This approach to tackling inequalities was reinforced by the 2012 Kings Fund Report; Clustering of Unhealthy Behaviours over Time. (2) This report particularly highlighted the damage caused by multiple unhealthy lifestyle behaviours and noted that there has been a significant decline in the number of people engaging in 3 or 4 unhealthy behaviours. However, these reductions have been seen mainly among those in higher socio-economic groups whereas people with no qualifications were more than five times as likely as those with higher education to engage in all four poor behaviours in 2008, compared with only three times as likely in 2003.



2. Running alongside this a pilot project began in 10 practices to trial a single point of access to lifestyle services in order to make referrals a much easier process for members of the primary care workforce. The project was part of the larger PCT project to reduce prescribing costs by demonstrating that a referral for lifestyle support can be an appropriate, evidence based alternative. Whilst it proved difficult to demonstrate any direct savings in prescribing costs the pilot has shown that the simplified referral process works well and is welcomed by the practices involved. Referrals for weight management and physical activity (PARiS) have been particularly strong with fewer referrals for alcohol health advice and stop smoking. The lack of stop smoking referrals is unsurprising given the expertise that sits in most GP practices but the lack of referrals for alcohol support is more worrying. The high numbers of referrals for weight management and physical activity have highlighted a need to review both of these pathways and ensure primary care staff have the skills and resources to support appropriate clients in-house.





Progress to Date.

3. A service specification has been produced and a delivery plan agreed. The providers are Stockport NHS Foundation Trust Lifestyle Services, who currently provide stop smoking, weight management and alcohol health advice services and Pebble Enterprises Ltd who provide the Health Trainer service. Together they will provide the Healthy Stockport service. A contract has been issued for a 3 year period from April 2013 – March 2016. Although the PARiS service will be commissioned separately the Healthy Stockport service will act as gatekeepers, ensuring that appropriate referrals, that meet PARiS criteria, are sent on to the providers, Life Leisure.

4. A web resource has been procured to provide the universal offer and sitting alongside it is a comprehensive database that will be used to administer the service and generate performance reports. The universal offer consists of a website, www.healthystockport.co.uk, where members of the public can find information about lifestyle issues. There is a directory of local services that can be accessed to support people in making lifestyle changes and a lifestyle assessment tool will be coming online in the next couple of months. This tool will provide an assessment of current lifestyle and the opportunity to plan a lifestyle change, set goals and receive online support.

5. The database product will support a move to paperless working with practices being able to send referrals through electronically. Practices will also be offered the opportunity to have their own log-in to the database to enable recording of stop smoking quit attempts etc. The database is fully compliant with NHS IG toolkit guidance.

6. A set of eligibility criteria have been agreed to enable the service to allocate clients for the appropriate level of support. Clients with lower levels of need will be directed to the universal offer, the web resource. This will typically be people who have single risky behaviours and live in the less deprived areas of Stockport. The eligibility criteria will be piloted by the service during the first year. Clients that meet the eligibility criteria for face to face support will be offered an appointment with either a Health Trainer or a specialist adviser.

7. The move towards a holistic wellness service will be a gradual one but from April 2nd 2013 there will be a shared admin function in place and new referral paperwork will be introduced. Colleagues from the Healthy Stockport service will be communicating directly with each practice in Stockport to share new referral forms and pathways etc. The single point of access pilot will cease and all practices will use the same referral mechanisms.

8. A communications and marketing plan is in place and a range of promotional materials will be made available to promote the web address and raise awareness of the new service name. The forthcoming launch of the Health & Wellbeing Strategy to the public is being used as launch-pad for these materials.





Sue Kardahji

Public Health Specialist, Healthy Stockport Commissioner

March 13th 2013.
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Briefing to CCG re Healthy Stockport Service. 


 


The purpose of this paper is to inform CCG members about the progress of the Integrated 


Lifestyle Services project and the forthcoming changes to service delivery. The responsibility for 


commissioning lifestyle services is transferring to the Local Authority from April 2013 and will 


remain within the Public Health team. 


 


Background 


1. The review of lifestyle services began some time ago with a vision to transform the current 


model of individual services being delivered by two separate providers to a holistic wellness 


service model, that they would deliver jointly. 


The theoretical model underpinning the wellness service is Proportionate Universalism, 


described in the Marmot Review. (1)  


“There needs to be a change from the commissioning of individual lifestyle services to a 


more holistic approach, taking into consideration the socio-economic determinants of 


health. This will be the most effective way to reduce health inequalities rather than tackling 


more proximal causes (such as smoking) through behaviour change programmes. To 


reduce the steepness of the social gradient in health, actions must be universal, but with a 


scale and intensity that is proportionate to the level of disadvantage. We call this 


proportionate universalism.” 


This approach to tackling inequalities was reinforced by the 2012 Kings Fund Report; 


Clustering of Unhealthy Behaviours over Time. (2) This report particularly highlighted the 


damage caused by multiple unhealthy lifestyle behaviours and noted that there has been a 


significant decline in the number of people engaging in 3 or 4 unhealthy behaviours. 


However, these reductions have been seen mainly among those in higher socio-economic 


groups whereas people with no qualifications were more than five times as likely as those 


with higher education to engage in all four poor behaviours in 2008, compared with only 


three times as likely in 2003. 


 


2. Running alongside this a pilot project began in 10 practices to trial a single point of access 


to lifestyle services in order to make referrals a much easier process for members of the 


primary care workforce. The project was part of the larger PCT project to reduce prescribing 


costs by demonstrating that a referral for lifestyle support can be an appropriate, evidence 


based alternative. Whilst it proved difficult to demonstrate any direct savings in prescribing 


costs the pilot has shown that the simplified referral process works well and is welcomed by 


the practices involved. Referrals for weight management and physical activity (PARiS) have 


been particularly strong with fewer referrals for alcohol health advice and stop smoking. The 


lack of stop smoking referrals is unsurprising given the expertise that sits in most GP 


practices but the lack of referrals for alcohol support is more worrying. The high numbers of 


referrals for weight management and physical activity have highlighted a need to review 


both of these pathways and ensure primary care staff have the skills and resources to 


support appropriate clients in-house. 
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HEALTH & WELLBEING BOARD (SHADOW)

		Meeting:

		16 January 2013



		At:

		2.00 pm





PRESENT

		Cllr John Pantall

		-

		Executive Councillor (Health & Wellbeing), Stockport Council (Chair) in the chair



		Mike Greenwood

		-

		Chair, NHS Stockport (Vice-Chair)



		Jane Crombleholme

		-

		Chair, Stockport Clinical Commissioning Group



		Terry Dafter

		-

		Service Director (Adult Social Care), Stockport Council



		Cllr Sue Derbyshire

		-

		Leader of the Council (Policy, Reform & Finance) Stockport Council



		Cllr Kevin Dowling

		-

		Executive Councillor (Children & Young People), Stockport Council



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		Dr Stephen Watkins

		-

		Director of Public Health, NHS Stockport



		Andrew Webb

		-

		Corporate Director for People, Stockport Council





Also In attendance

		Simon Armour

		-

		Senior Public Health Adviser (Alcohol), NHS Stockport



		Michael Cullen




		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Steve Houston




		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Maria Kildunne

		-

		LINk Senior Development Manager, Stockport LINk



		Gaynor Mullins

		-

		Chief Operating Officer, Stockport Clinical Commissioning Group



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Cllr Tom McGee




		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters



		-

		Integrated Commissioning Policy Co-ordinator, Stockport Council





Apologies


Apologies for absence were received from John Leach and Eamonn Boylan

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 28 November 2012 were approved as a correct record.

2. DECLARATIONS OF INTEREST


No declarations of interest were declared.

3. CHAIR’S ANNOUNCEMENTS


The Chair reported on the following:-


(i) a briefing with NICE had taken place earlier in the day during which they sought feedback on their new Local Authority guidance on tackling obesity;


(ii) World Dignity Day would take place on 1 February 2013 with an event planned at Stepping Hill Hospital;

(iii) the Health Scrutiny Committee would be holding a special event at its next meeting on 22 January 2013 to discuss the future priorities for health promotion following the transfer of Public Health functions to the Council;


(iv) the latest addition of the Council’s Review included a feature on the Clinical Commissioning Group.

4. HEALTH & WELLBEING BOARD GOVERNANCE ARRANGEMENTS POST APRIL 2013

A report was submitted (copies of which had been circulated) inviting the Board to consider proposals for the future governance of the Board following its formal establishment on 1 April 2013. The report included a draft article of the Council’s Constitution, and set out some of the key issues on membership.

The Chair invited the Board to satisfy itself that it was clear on its role and function, adding that greater clarity on governance arrangements would be provided once the anticipated Health & Wellbeing Board Regulations were published (due by the end of January 2013).


It was emphasised that the role of the Board did not cover the monitoring of any Section 75 agreements the Council and Clinical Commissioning Group may enter into.


RESOLVED – (1) That the report be noted.


(2) That the Council Meeting be recommended to adopt the draft Article, at Appendix 1 of the report, subject to the following amendment of the Board’s general role:-


· inclusion of reference to the Board’s role in adopting the Joint Health and Wellbeing Strategy and in overseeing the Joint Strategic Needs Assessment;


· inclusion of the role of the Board in commenting on the Clinical Commissioning Group’s plans;


· inclusion of reference to the Board’s role in reducing inequalities, and


· removal of current point 8 (reference to section 75 agreement).


and that should it be necessary following publication of forthcoming Regulations, the Council’s Monitoring Officer be authorised to make necessary alterations or amendments to Article in consultation with the Leader of the Council and the Chair of the Clinical Commissioning Group.


(3) That the Clinical Commissioning Group be invited to provide 4 nominations to the Health & Wellbeing Board. 


5. GOVERNANCE OF JOINT FINANCING

Sarah Newsam (Stockport Council) submitted a report (copies of which had been circulated) informing the Board of developments with the future governance of the Section 75 Agreement between the Council and the PCT when the Clinical Commissioning Group assumed responsibility for some of these budgets from 1 April 2013. The report set out possible options for this governance arrangement, which would be separate from the Health & Wellbeing Board due to constitutional impediments.

RESOLVED – (1) That Board supports the proposed separation of the functions relating to monitoring of the Section 75 Agreement pooled budgets from the strategic role of the Health & Wellbeing Board.


(2) That the Health & Wellbeing Integrated Commissioning Board be invited to consider the issues set out in the report at its meeting.

6. GOVERNMENT CONSULTATION ON ALCOHOL PRICE, PROMOTION AND LICENSING

Simon Armour (NHS Stockport) submitted a report (copies of which had been circulated) summarising the key elements within the Government’s consultation on alcohol pricing, promotion and licensing, published by the Home Office on 28 November 2012. The report also included some analysis of the proposals within the consultation and the likely impact.

RESOLVED – (1) That the report be noted.

(2) That the Board supports the proposal for minimum unit pricing of alcohol but believes that this should be set at 50p per unit for the reasons set out in the report and that the Board also supports the proposed ban on multi-buy promotions.


(3) That the Director of Public Health be authorised to finalise a final written response to the Government consultation, in consultation with the Chair of the Board, and following consultation with the Chairs of the Licensing, Environment & Safety Committee and the Safer Stockport Partnership.

7. INEQUALITIES


Dr Stephen Watkins (Director of Public Health) made a presentation to the Board on further analysis of the key trends in health inequalities in Stockport following the Joint Strategic Needs Assessment update. 

The key findings of the new analysis included:-


· reduction in mortality linked to cardiovascular diseases, but increasing mortality linked to cancer and digestive diseases;


· significant inequalities remained between the outcomes for those in the most affluent compared to the most deprived wards in Stockport;

· the latest data indicated a reduction in the gap between life expectancy for the most affluent compared to the least deprived wards had occurred during the 1990s, with the trend since indicating a widening of this gap;

· it was proposed to undertake a pilot study in a small area in Stockport to test the hypothesis that the improvement in inequalities during the 1990s was as a consequence of the interventions undertaken during this period. 

The following comments were made/ issues raised:-

· The evidence suggested that there was a link between the types of interventions and the manner in which they were delivered and the corresponding improvements in outcomes. This was also reflected in national comparison.

· Much of the public health project activity from this period was subsequently mainstreamed, which may account for it loosing effectiveness as the population became desensitised to the public health message.


· The area selected for any pilot needed to be carefully considered to ensure that it was not subject to existing interventions. There needed to be clear processes agreed at the outset for evaluating the effectiveness of the project.


· The new analysis of health trends should not lead to a change in focus on cardio-vascular diseases as there remained scope for continued improvements in outcomes.

RESOLVED – (1) That the presentation be noted 


(2) That the Board supports the principal of conducting a pilot study in a small area of Stockport to investigate the effectiveness of intensives public health interventions and that a further report detailing the proposal be submitted to the March meeting of the Board. 

8. CLINICAL COMMISSIONING GROUP COMMISSIONING PLAN


Dr Ranjit Gill and Gaynor Mullins (Stockport Clinical Commissioning Group) submitted a copy of the Clinical Commissioning Group’s (CCG) ‘Plan-on-a-page’ (copies of which had been circulated) that would be submitted to the NHS Commissioning Board by 26 January 2013, against which the CCG’s yearly performance would be judged. The Plan included the following three locally proposed measures (from a prescribed list):-

· Proportion of people feeling supported to manage their condition


· Emergency readmissions within 30 days of discharge from hospital


· Reduce <75 mortality from cancer

The indicators had been chosen because as well as being meaningful targets they were useful proxy indicators of the systematic strengths or weaknesses in the wider health and social care system.

The Board was invited to consider and comment on the Plan.


The following comments were made/ issues raised:-


· Improving delivery against many of the targets would also have an impact on social care delivery and the wider health economy, even those indicators where current performance appeared to be acceptable.


· All the indicators in the Plan were justified against the JSNA.


· Delivery of improvements against these indicators may be complex interaction between the efficacy of treatment, the cost and the outcome. This emphasised the importance of greater integration and co-ordinated commissioning.

RESOLVED – That the Clinical Commissioning Group ‘Plan-on-page’ the priorities contained within be endorsed.


8. INFORMATION EXCHANGE

(i)
HealthWatch

The Chair reported that the Council’s Executive had recently approved the proposals for the establishment of HealthWatch.

(ii)
Consultation on NHS Constitution

A copy of a Local Government Information Unit briefing on proposals to refine the NHS Constitution was submitted (copies of which had been circulated).

(iii)
Ban on Age Discrimination

A briefing note on the impact of the ban on age discrimination which was introduced from 1 October 2012 was submitted (copies of which had been circulated).

RESOLVED – That the reports be noted.


The meeting closed at 3.45 pm
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at REGENT HOUSE, Stockport


ON wEDNESDAY 27 MARCH 2013 

PART I


Present

		

		



		Ms J Crombleholme

		Lay Member (Chair)



		Mr J Greenough

		Lay Member



		Mr G Jones

		Chief Finance Officer Designate



		Mrs G Mullins

		Chief Operating Officer Designate



		Dr A Johnson

		Locality Chair: Marple and Werneth



		Dr H Procter

		Locality Chair: Stepping Hill and Victoria



		Dr M Ryan

		Secondary Care Consultant



		Dr V Owen-Smith

		Public Health Consultant



		Dr A Patel

		Clinical Director for Market Management and Quality



		Dr C Briggs

		Clinical Director for Member Support



		

		



		IN ATTENDANCE



		



		Mr P Pallister

		Head of Corporate Governance and Risk



		Mr T Stokes

		LINk Representative



		Cllr J Pantall

		Chair of the shadow Health and Wellbeing Board 



		Mr T Ryley

		Director of Strategic Planning and Governance



		Mr T Dafter

		Stockport MBC Representative



		

		



		APOLOGIES



		



		Dr R Gill

		Chief Clinical Officer 



		Dr V Mehta

		Locality Chair: Cheadle and Bramhall



		Miss K Richardson

		Nurse Member



		Dr J Idoo

		Clinical Director for Service Transformation



		Dr S Johari

		Locality Chair: Heatons and Tame Valley (Vice-chair)





79/13 APOLOGIES


Apologies were received from R Gill, V Mehta, K Richardson, S Johari and J Idoo.


80/13 DECLARATIONS OF INTEREST

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


J Crombleholme declared that her employer (Manchester Business School) has been awarded a significant part of a tender for work with the North West Leadership Academy.


There were no further interests declared in addition to those previously made and held on file by the Head of Corporate Governance and Risk.


81/13 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The chair invited the members to submit items for Any Other Business. 

J Pantall requested one item of additional business.


13.10 H PROCTER JOINED THE MEETING

82/13 UPDATE ON THE TRANSFER SCHEME

G Jones informed the members that the transfer scheme has been delayed and we have not yet received ours.

J Crombleholme asked if the scheme is likely to include any surprises; G Mullins explained that it will largely contain information which NHS Stockport has supplied.


J Greenough asked the reason for Stockport's transfer scheme being delayed. G Jones replied that we have not been given a reason, and assured the members that we had submitted our information within the agreed timescales.


J Crombleholme asked if there is still the requirement for the Governing Body formally to accept the transfer scheme and G Mullins explained that the Department of Health has now removed that requirement.


The Governing Body noted the update.


83/13 2013/14 BUDGETS

G Jones presented to the members the 2013/14 draft opening budget.

He explained that the budget covers our obligations under the document 'Everyone Counts: Planning for patients 2013/14' by including the following:


- creates a 2% recurrent surplus (equates to £7M for the CCG)


- delivers a 1% in-year surplus (£3.5M) 


- running costs maintained within the £25 per head envelope


- sets aside 2% for non-recurrent investment (subject to NCB managed business case process)


- 4% efficiency deflator applied to Trusts


- sets aside at least 0.5% as contingency.


He added that this budget reflects the financial plans which the CCG has shared with the Local Area Team during February 2013.


A Johnson asked who is accountable for specialist services and what reporting would the CCG receive about how they are spending their allocation. G Jones explained that specialist services are the responsibility of the North West Specialist Commissioning Board, and added that a team is being brought in during quarter one to review their 2013/14 budgets. G Mullins explained that this money has already been taken off the CCG, and reminded the members that we need to maintain our links with the specialist services as our patient pathways link across both organisations. She agreed that we need to be sighted of their activity.


J Crombleholme asked if the funding for specialist commissioning is of a level to make the risk sharing viable, and G Jones replied that we've been assured by the NHS Commissioning Board that no CCG would be financially disadvantaged by this risk sharing process. A Johnson asked what the CCG is doing to mitigate against the risk of specialist commissioning requesting an increase to their funding, and J Crombleholme suggested that any budgetary overspends would in future be the responsibility of NHS England rather than of the CCGs which belong to the risk pool.


J Crombleholme asked if the £6M contingency is sufficient for the year ahead and G Jones explained that he believes that it is.   


J Crombleholme noted the requirement for the NHS Commissioning Board to sign off our business cases and asked how we ensure that this happens in a timely manner and so does not delay our progress. T Ryley explained that last week the CCG submitted its first high-level business case so in effect we have already started to draw down this money.


J Greenough observed that G Jones and G Mullins have done an excellent job to get the budgets to this draft stage but he expressed discomfort with this year's budget-setting process, and suggested that the draft budget should contain options for the Governing Body to discuss. J Crombleholme stated that she felt this draft budget reflected the discussions of the members over the last six months. G Jones suggested that the Governing Body holds a six monthly detailed review of its budgets in October. J Greenough explained that he was happy to approve the draft budget.


The Governing Body approved the draft 2013/14 opening revenue budget.


84/13 PUBLIC HEALTH OFFER TO NHS STOCKPORT CCG

V Owen-Smith presented to the members a report setting out the Public Health core offer from Stockport Metropolitan Borough Council to NHS Stockport Clinical Commissioning Group.

She explained that this would form the foundations for establishing the relationship between the two organisations for the next twelve months.


J Pantall asked if there are likely to be any capacity issues. V Owen-Smith explained that this should not generally be an issue as the offer has been written bearing in mind the Public Health team which has transferred to the local authority but added that there is a capacity issue in the field of early detection. She explained that this service model needs to be tested in the coming year.


A Johnson asked if there will be outcome measures added to the statements contained in this offer. V Owen-Smith replied that there are no plans to do so, but that could be a future development for the core offer and become something to which the Public Health team could be held to account.


V Owen-Smith explained to the members that she has also circulated a comprehensive policy list as approved by the Clinical Policy Committee. She informed the members that this document will be added to the CCG's website next week. 


The Governing Body approved the Public Health Core Offer to NHS Stockport CCG and noted the contents of the Policy List.


85/13 ANY OTHER BUSINESS

There was one item of additional business.


J Pantall informed the members that the latest edition of the Stockport Review is being issued this week. He added that it contains two pages devoted to the NHS, and invited feedback on this to be sent to him.


There were no further items of additional business.

86/13 DATE, TIME AND VENUE OF THE NEXT MEETING


The first meeting of the NHS Stockport Clinical Commissioning Group Governing Body will take place at 10.00 on 10 April 2013 at Regent House, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 14.10.
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Actions arising from Governing Body Part 1 Meetings

		NUMBER

		ACTION

		MinutE

		DUE DATE

		Owner and Update



		021112

		Quality Report


For the Quality and Provider Management Committee to review the TIA pathway



		183/12

		13 March

		M Chidgey

Update 13 March: This will be brought to the April meeting 



		010113

		Safeguarding Children and Vulnerable Adults: Policy and Training Strategy


To provide an update on closer working by the local authority and CCG safeguarding teams 



		11/13

		10 April

		T Dafter



		040213

		Funding Approval for Additional Primary Care Capacity


To distribute to members the process for managing those items which have a conflict of interest



		38/13

		10 April

		T Ryley



		050213

		NHS Stockport CCG Board Assurance Framework


To revise the format to include trends and movement of risk ratings



		43/13

		10 April

		T Ryley



		060213

		Any Other Business


To respond to LINk regarding opportunistic dementia screening



		44/13

		13 March

		J Idoo



		010313

		Patient Story


To share the patient story with the Boards of NHS Greater Manchester and St Mary’s Hospital, and to thank the couple involved




		55/13

		10 April 

		L Hayes



		020313

		Quality Report

To review the CCG’s Whistleblowing policy to provide assurance that it is fit for purpose



		56/13

		8 May

		T Ryley



		030313

		Performance Report


To include weekend mortality in the Performance Report 



		57/13

		8 May

		M Chidgey



		040313

		Chief Operating Officer

To provide an update on CSU products



		62/13

		10 April

		G Mullins



		050313

		Innovation and Policy Update

To report back following the consultation on IVF eligibility criteria

		64/13

		8 May

		V Owen-Smith
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at THE VILLAGE HOTEL, CHEADLE, Stockport


ON wEDNESDAY 13 MARCH 2013 

PART I


Present

		

		



		Ms J Crombleholme

		Lay Member (Chair)



		Mr J Greenough

		Lay Member



		Mr G Jones

		Chief Finance Officer Designate



		Mrs G Mullins

		Chief Operating Officer Designate



		Dr R Gill

		Chief Clinical Officer 



		Dr S Johari

		Locality Chair: Heatons and Tame Valley (Vice-chair)



		Dr V Mehta

		Locality Chair: Cheadle and Bramhall



		Dr H Procter

		Locality Chair: Stepping Hill and Victoria



		Dr J Idoo

		Clinical Director for Service Transformation



		Miss K Richardson

		Nurse Member



		Dr M Ryan

		Secondary Care Consultant



		Dr V Owen-Smith

		Public Health Consultant



		Dr A Patel

		Clinical Director for Market Management and Quality



		Dr C Briggs

		Clinical Director for Member Support



		

		



		IN ATTENDANCE



		



		Mr P Pallister

		Head of Corporate Governance and Risk



		Mr T Stokes

		LINk Representative



		Mr M Chidgey

		Director of Provider Management



		Cllr J Pantall

		Chair of the shadow Health and Wellbeing Board 



		Mrs L Hayes

		Head of Communications



		Mr P Horrocks

		NHS Greater Manchester Board Member



		Mr T Ryley

		Director of Strategic Planning and Governance



		

		



		APOLOGIES



		



		Dr A Johnson

		Locality Chair: Marple and Werneth



		

		





50/13 APOLOGIES


Apologies were received from A Johnson.


51/13 DECLARATIONS OF INTEREST

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


There were no interests declared in addition to those previously made and held on file by the Head of Corporate Governance and Risk.


52/13 MINUTES OF THE MEETING OF THE SHADOW NHS STOCKPORT CLINICAL COMMISSIONING GROUP GOVERNING BODY OF 13 FEBRUARY 2013 

It was agreed that the minutes of the meeting of the shadow NHS Stockport Clinical Commissioning Group Governing Body meeting held on 13 February 2013 be accepted as a correct record of the meeting with the following amendment:


33/13: should read ‘J Greenough noted that last month’s Finance Report showed an £800,000 over-performance which this month has risen to £1,000,000 and he questioned why the position is worsening’.


53/13 ACTIONS ARISING

The members reviewed the outstanding items.


030912: To bring a paper setting out the detail of the current Section 75 arrangements with SMBC and the proposal for future arrangements: G Mullins informed the members that this is on today’s agenda and therefore the item can be removed from this list

021112: For the Quality and Provider Management Committee to review the TIA pathway: M Chidgey informed the members that this will happen at their next meeting and he will bring an update to the Governing Body meeting in April 


041212: To amend the NHS Stockport CCG Constitution to reflect this: T Ryley informed the members that this has been done. This item can be removed from the list

010213: To investigate if the patient story has been raised as a serious incident: M Chidgey informed the Governing Body that this had not been raised as a serious incident. This item can be removed from the list


020213: To ensure that the risk of GP disengagement is captured on the organisational risk register: T Ryley updated the members that this has been added to the operational risk register. This item can now be removed from this list

030213: To facilitate a discussion by the Governing Body of the Francis Report: R Gill informed the members that this is included in today’s agenda and therefore this item can be removed from the list


060213: To respond to LINk regarding opportunistic dementia screening: J Idoo informed the members that she is in the process of drafting a formal response.


The Governing Body noted the updates.


54/13 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The chair invited the members to submit items for Any Other Business. 

T Stokes indicated that he had two items of additional business.


55/13 PATIENT STORY

The Governing Body watched a video concerning a couple’s experiences of undergoing IVF treatment.


V Owen-Smith expressed her concern at the lack of compassion they had been shown, and of the disregard for patient confidentiality. She proposed that the video be shared with St Mary’s Hospital. P Horrocks supported this, adding that it could also be shared with the Board of Central Manchester NHS Foundation Trust and the NHS Greater Manchester Board. H Procter told the members that she thought it would be helpful for her to show the patient story to her practice staff.

V Mehta informed the members that this couple’s experiences echo feedback he has previously heard from some of his patients. J Idoo noted that there is already work underway in reforming the IVF pathway, and observed the requirement for this to include staff development and training.


The Governing Body noted the patient story and asked that the couple be thanked for sharing their experiences with the CCG.


56/13 QUALITY REPORT

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


· He provided assurance that the CCG is compliant with the recommendations from the Winterbourne View report


· There have been four serious incidents reported so far this quarter; three of these are Clostridium Difficile infections which are being investigated by the Infection Prevention commissioning lead. The fourth incident concerns a child death and we are awaiting further details of this

· Stockport NHS Foundation Trust continue to fail their Emergency Department target. Their performance for the financial year to date is 90.79% against a target of 95%. The CCG continues to seek assurance on the extent to which patient experience and safety are adversely affected by this failure


· The Foundation Trust is current under trajectory for a number of the CQuIN indicators


· The first commissioner walkaround took place on 26 February 2013. The results of this are being compiled into a report which will be shared with the Foundation Trust for comment ahead of being brought to a future meeting of the Governing Body


· The report includes the NHS Stockport CCG response to the Francis II Report. The Quality and Provider Management Committee will, at their next meeting, agree the framework for the CCG’s action plan.


J Greenough expressed his disappointment that the Foundation Trust are not on track to meet a number of the CQuIN indicators. He asked if the Foundation Trust has seen this information and, if so, what is their response. M Chidgey explained that some time was lost earlier in the year in the negotiation of the exact metrics which were to lie behind the high-level indicators. He also reminded the members that his report details the 30% of the indicators which the Foundation Trust is currently not achieving and does not reflect the 70% of the targets which are on track.


J Pantall asked, in light of the response to the Francis II Report, the CCG’s opinion of the Foundation Trust’s Hospital Standardised Mortality Ratio (HSMR). R Gill replied that the Foundation Trust has improved its HSMR results and added that there is in common use another measure called the Summary Hospital-level Mortality Indicator (SHMI) and the Foundation Trust’s results are also good on this indicator. J Pantall also suggested that the CCG could link its approach to safeguarding with the local authority and R Gill agreed that this could be a helpful way forward.


T Ryley noted that for the fourth consecutive year the Foundation Trust’s staff survey has shown that staff feel unable to contribute to decision-making. He suggested that as commissioners we need to consider how to support the front-line staff in driving up improvements.


V Mehta asked if the CCG is aware of the whistleblowing procedure at the Foundation Trust. J Crombleholme agreed that the process should be communicated but added that people will only be willing to whistleblow if they believe that something will improve as a result. G Jones informed the members that there is an NHS Whistleblowing Policy which aims to protect and support staff members. T Ryley offered to review the CCG’s own Whistleblowing policy to provide the members with assurance that it is fit for purpose.

C Briggs added that the CCG needs to consider how staff could raise concerns relating to general practice as, from 1 April 2013, this is not something it directly commissions.


H Procter reflected that several years ago she conducted some work in her practice reviewing positive and negative events for any learning opportunities. She suggested that such work could be carried forward at a locality level.


The Governing Body supported the activities underway to maintain and improve the quality of our provider organisations.


57/13 PERFORMANCE REPORT

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


· Stockport NHS Foundation Trust has continued to under-perform against the Emergency Department target for both February and March. The Quarter 4 target will not be achieved. The CCG is in regular communication with Stockport NHS Foundation Trust, NHS Greater Manchester and Monitor regarding this situation. Monitor have advised that due to its failure in four of the last six quarters the Foundation Trust has been found to be in significant breach of its terms of authorisation. Monitor have requested a revised trajectory for achievement from the Foundation Trust

· The target for ‘cancer 62 days’ will be achieved for the third successive quarter


· We anticipate that the Clostridium Difficile target will be achieved for the year


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


· Further work is required to achieve the TIA target. Additional communications have been issued to general practice and meetings have been held with the Foundation Trust to focus on process improvement


· The target for NHS Health Checks will not be achieved for 2012/13. For 2013/14 this is to be a local authority-owned target and the Public Health team are developing a plan to secure achievement


· Work is continuing to ensure that all services are managed under an appropriate contract from 1 April 2013; good progress is being made and the transfer schemes are expected to be completed on schedule


· The final settlement for 2012/13 is nearly agreed with the Foundation Trust.


J Greenough asked what the Governing Body could do to support improvements with the TIA performance. C Briggs explained that work is ongoing to deliver a revised pathway whereby the patient leaves the GP surgery with their TIA appointment already booked; she added that this should sort out the biggest issue. She explained that the second biggest issue is the number of available appointments at the Foundation Trust. J Crombleholme asked J Greenough if this provided him with the necessary assurance. He responded that he would ask for a further update at the April meeting.


V Mehta added that at his practice they are incident reviewing each breach case on a patient-by-patient basis. H Procter supported this approach and resolved to adopt the same process at her practice.


P Horrocks asked the revised date whereby the Foundation Trust expects to be achieving the Emergency Department target. M Chidgey explained that this will form part of the Foundation Trust’s discussions with Monitor.


J Crombleholme noted that the Emergency Department’s under-performance is taking up a significant amount of management time and yet the Governing Body is still not assured.


J Crombleholme asked for an update regarding weekend mortality. M Chidgey explained that there is an indicator in the 2012/13 local CQuIN schedule for the Foundation Trust to draft an action plan to address weekend mortality and, within the 2013/14 schedule, there is a subsequent indicator to implement this action plan. He agreed to make the Foundation Trust’s weekend mortality performance more explicit in future performance reports.


C Briggs observed that the CCG is looking to increase patient access to primary care and noted that this could help the Foundation Trust with its Emergency Department performance. She added that other hospitals deflect to primary care those patients who don’t require being seen in an emergency department. R Gill reminded the members that the Healthier Together programme is looking to construct a highly-trained and fully-equipped primary care system with hospital sites treating only those patients who require acute care.

The Governing Body approved the actions underway to improve the performance of our providers.


58/13 FINANCE REPORT

G Jones presented the month 10 Finance Report providing the position to 31 January 2013 and delivered the following key messages:


· The CCG remains on track to deliver its required surplus of £917,000. He added that the year-to-date performance against our ‘cost improvement target’ has been good and delivery is ahead of the plan; however some elements have not been delivered in line with the plan and actual delivery has been met by savings in other areas. The remaining £800,000 will be delivered through a combination of stretch targets against administrative pay and non-pay budgets and some slippage on earmarked reserves


· We are being encouraged by the Department of Health to agree a final 2012/13 outturn with providers and to cash-settle this before year end


· Actual prescribing costs to December 2012 show a real 5.9% fall compared with December 2011.


J Greenough informed the members that he is happy with this financial report, but added that he would by now have expected to have received the 2013/14 budget. G Jones explained that the CCG’s 2013/14 budget is to be brought to the extraordinary meeting of the Governing Body on 27 March 2013.


The Governing Body noted the financial position at 31 January 2013 and noted that the CCG is on track to deliver its planned surplus of £917,000.


59/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

S Johari informed the members that the Heatons and Tame Valley Locality Council Committee met on 20 February 2013 and reviewed progress against the general practice targets for diabetes. At its next meeting on 24 April the committee will be considering the minor eye conditions pathway.


H Procter explained that things are going well within the Stepping Hill and Victoria locality.


V Mehta informed the Governing Body that his locality has drawn up plans to support increasing capacity within general practice to support the delivery of plans. They have also set up a list of housebound patients in the locality.


J Crombleholme observed that these are exciting times within general practice. 

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


60/13 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 Board of 28 November 2012. At this meeting the discussions covered the Stockport One Service, the NHS Mandate, an update to the Joint Strategic Needs Assessment, and the proposal for the minimum pricing of alcohol


· A paper on the Greater Manchester Academic Health Science Network’s governance and organisational form. He explained that this organisation is to be established as a company limited by guarantee, and that NHS Stockport CCG would be a member through our membership of AQUA.


R Gill informed the members that Stockport is first in the country by a long way for the take up of ‘flu vaccinations. He expressed his thanks for everyone who has contributed to this success with special thanks to Dr Baxter.


R Gill added that Stockport NHS Foundation Trust is building relationships with East Cheshire and with the University Hospital of South Manchester to consider the scale, type and quality of services being provided by the three Foundation Trusts.

V Mehta asked who is representing the CCG at the Health and Wellbeing Board in the future. J Crombleholme explained that the statutory Health and Wellbeing Board takes over on 1 April 2013 and that there will be four members from the CCG: J Crombleholme, R Gill, V Owen-Smith and G Mullins.


The Governing Body noted the updates and supported the proposed governance and organisational form of the Greater Manchester Academic Health Science Network.


61/13 REPORT OF THE CHAIR

J Crombleholme updated the members that the Stockport LINk has held its final Annual General Meeting, and the local Healthwatch has held its inaugural meeting.


She informed the members that T Stokes has been elected as one of the directors of Healthwatch.


The Governing Body noted the update and congratulated T Stokes on his election.


62/13 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins provided the following updates to the Governing Body:

· Central Manchester CCG has agreed to be the lead CCG for the Healthier Together programme

· We are undergoing a rigorous process for the testing of the Commissioning Support Unit products. She offered to bring an update to the April meeting of the Governing Body


· There is to be an extraordinary meeting of the Governing Body on 27 March 2013 to receive the transfer orders. It is now suggested that we might be required to sign these before 27 March 2013 and therefore G Mullins requested delegated authority from the Governing Body for herself and R Gill to sign these on behalf of the CCG if necessary.


M Ryan asked the content of these transfer orders and G Mullins explained that they are designed to transfer staff and assets from the sending organisation (the Primary Care Trust) to the receiving organisation (the Clinical Commissioning Group).


The Governing Body noted the updates and agreed delegated authority to the Chief Clinical Officer and the Chief Operating Officer to sign the transfer orders if this needs to happen before 27 March 2013.


63/13 REPORT OF THE CLINICAL DIRECTOR FOR PUBLIC HEALTH


V Owen-Smith presented to the members a report providing an update on the incidence of child poverty in Stockport. She explained that Stockport has seen the highest rise across Greater Manchester over the last four years and now there are areas of Stockport where over 40% of children are living in poverty.


V Mehta told the Governing Body that this is an issue which he has been flagging for a number of years as his practice has patients living in poverty who are not being supported because they don’t live in a ‘priority one’ area.

R Gill responded that the evidence suggests that those people living in deprivation tend to use NHS services in a more urgent manner, and he suggested that the CCG should look to redistribute resources to prevent such urgent demand.


J Crombleholme noted that the CCG allocates funding at quite a high level and asked how we can address such local inequalities. J Idoo replied that the service user data allows us to drill down to the postcode level; we could then identify the urgent users and support them to access more appropriate services.


V Owen-Smith supported this view and explained that the Public Health inequalities pilot is looking at new models of addressing deprivation. She added that the local authority’s ‘troubled families’ work takes families regardless of where they are located rather than solely focusing on areas of deprivation.


The Governing Body noted the contents of the report.


64/13 INNOVATION AND POLICY UPDATE


V Owen-Smith presented the Innovation and Policy Update which included the following key messages:


· The CCG is running a consultation in March on updated IVF eligibility criteria. This will be reported back to the Governing Body at the May meeting

· The NHS Stockport policy regarding Exogen has been reviewed and maintained


· There is to be no change to the list of gluten-free foods available on prescription following the recent launch of several new breakfast cereals


· The process for accessing pinnaplasty has been changed for the psychiatric review to happen at the time of triage.


R Gill asked the current policy for ezetimibe and H Procter explained that the current Technology Appraisal suggests it is suitable for people intolerant of statins but is to be used as a last resort. V Owen-Smith added that the evidence suggests that it shouldn’t be used for primary prevention.


The Governing Body noted the position on new NICE guidance, noted the costing implications of NICE Technology Appraisals, and noted the new policies (treatment and black list).

65/13 SECTION 75 ARRANGEMENTS

G Mullins presented a paper summarising the current Section 75 arrangement with Stockport Metropolitan Borough Council. This included details of the services and pooled budgets as at 31 March 2013.


She explained that the current arrangement has served us well. There is a good working relationship between the PCT and SMBC and it is hoped that the CCG would wish to continue with this. The arrangement has been particularly good for seamlessly joining up services and for using additional allocations such as the winter monies.


G Mullins informed the members that she and T Dafter are considering the possibility of further integrating the two joint commissioning teams of the CCG and local authority.


J Crombleholme expressed her support for the continuation of these arrangements.


The Governing Body noted the contents of the report, expressed its support for the continuation of integrated commissioning with Stockport Metropolitan Borough Council, and granted delegated authority to the Chief Clinical Officer to sign the Section 75 Agreement on behalf of the CCG.


66/13 COMPLIANCE UPDATE

T Ryley presented to the members the latest Compliance report. He explained that the dashboard currently shows five indicators as ‘grey’ meaning that we do not yet have the data to report for these areas. He explained that from 1 April 2013 these will be monitored internally by the CCG.


The Governing Body noted the update.


67/13 NHS STOCKPORT CCG BOARD ASSURANCE FRAMEWORK 

T Ryley presented two reports to the Governing Body.


The first report is the NHS Stockport CCG Board Assurance Framework which is reviewed routinely at the end of each meeting of the Governing Body. He drew the members’ attention to strategic risk 4: ‘NHS Commissioning Board or other partners require specific, unplanned investments’ which has had its rating increased following receipt of a request for additional primary care funding.


The second report is the quarterly submission from NHS Stockport to the NHS Greater Manchester Board Assurance Framework.


The Governing Body approved the current risk assessments contained within the NHS Stockport CCG Board Assurance Framework and approved the submission to the NHS Greater Manchester Board Assurance Framework.


68/13 ANY OTHER BUSINESS

There were two items of additional business.


T Stokes asked if it has been decided that the new out of hours service would be located at the Stepping Hill site.


R Gill explained that this is being discussed at a meeting next week.


T Stokes also asked about the stroke thrombolysis service at Stockport NHS Foundation Trust and R Gill explained that the CCG needs to support the Foundation Trust with delivering its current services before looking to commission further services from them.


There were no further items of additional business.

69/13 DATE, TIME AND VENUE OF THE NEXT MEETING


The next meeting of the shadow NHS Stockport Clinical Commissioning Group Governing Body will take place at 13.00 on 27 March 2013 at Regent House, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 11.45.
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