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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 The Village Hotel, Cheadle at 10.00 on Wednesday 13 March 2013.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	10.05
	J Crombleholme

	3
	Approval of the draft Minutes of the meeting held on 13 February 2013

	
[image: image2.emf]DRAFT NHS 

Stockport shadow CCG Governing Body Minutes Part I 13 February 2013 v2.doc


	To receive and approve
	10.10
	J Crombleholme

	4
	Actions Arising


	
[image: image3.emf]Item 4 - Actions 

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


	To receive and note
	10.15
	J Crombleholme

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


	10.20
	J Crombleholme

	6
	Patient Story
	Video
	To note
	10.25
	R Gill

	7
	Quality Report

	
[image: image4.emf]Item 7 Quality 

Report Mar2013 v2.docx



 EMBED AcroExch.Document.7  [image: image5.emf]Item 7b Francis 

recomendations for Commissioners.pdf


	To receive and note
	10.35
	M Chidgey

	8 
	Performance Report
	
[image: image6.emf]Item 8A  

Commissioning Report (MC) v2 (2).docx



 EMBED AcroExch.Document.7  [image: image7.emf]Item 8B Contract 

Risk Report MCv1.pdf



 EMBED AcroExch.Document.7  [image: image8.emf]Item 8C Performance 

report 2012-13 Final.pdf


	To receive and note
	10.50

	M Chidgey

	9 
	Finance Report

	
[image: image9.emf]Item 9a Finance 

Report January 2013.doc



 EMBED Excel.Sheet.8  [image: image10.emf]Item 9b CCG Board 

January (Final).xls


	To receive and note
	11.00
	G Jones

	10
	Reports of the Locality Council Committee Chairs


	Verbal
	To receive and note
	11.10
	S Johari

A Johnson

H Proctor

V Mehta

	11
	Report of the Chief Clinical Officer
- shadow Health and Wellbeing Board minutes of 28 November 2012

- GM AHSN Governance and organisational form


	
[image: image11.emf]Item 11a Shadow 

HWB Board Minutes - 28 November 2012.doc



 EMBED Word.Document.12  [image: image12.emf]Item 11b 

Governance and organisational form updated draft v3.docx


	To receive and note
	11.20
	R Gill

	12
	Report of the Chair
	Verbal
	To note
	11.30
	J Crombleholme

	13
	Report of the Chief Operating Officer

	To follow
	To receive and note
	11.35
	G Mullins

	14
	Report of the Clinical Director for Public Health

- 2010 Child Poverty Report
	
[image: image13.emf]Item 14 Child 

Poverty data update - December 2012v1.pdf


	To receive and note
	11.45
	V Owen-Smith

	15
	Policy and Innovation Update
	
[image: image14.emf]Item 15 March 2013 

Policy and innovation update.doc


	To receive and note
	11.50
	V Owen-Smith

	16
	Section 75 Arrangements
	
[image: image15.emf]Item 16 S75 

Arrangements.doc


	To discuss
	11.55
	G Mullins

	17
	Compliance Update 
	
[image: image16.emf]Item 17 

ComplianceUpdateMar2013.docx


	To note
	12.05
	T Ryley

	18
	NHS Stockport CCG Board Assurance Framework

- including the NHS Stockport submission to the NHS Greater Manchester Board Assurance Framework
	
[image: image17.emf]Item 18a NHSS CCG 

Board Assurance Framework March 2013.doc


[image: image18.emf]Item 18b NHS SPCT 

submission to NHS GM BAF March 2013.doc


	To review and approve
	12.15
	T Ryley

	19
	Any other business as raised in agenda item 5


	Verbal
	
	12.20
	J Crombleholme



	
	Date, Time and Venue of Next meeting

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

Potential agenda items should be notified to sto-pct.SCCP@nhs.net by Friday 29 March 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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		STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2012/13														Appendix 1

		Month 10 - as at 31st January 2013

								CCG Financial Position - Month 10														Forecast

								CCG				Budget @		Spend @		Variance						12/13

								Responsibility				Mth 10		Mth 10		(under) / over						(under) / over

								£000s				£000s		£000s		£000s						£000s

		Opening Resource Limit						(378,340)

		Anticipated Allocations						0

		(A) - INCOME (RRL)						(378,340)

		(B) - REVENUE EXPENDITURE

		Healthcare Providers:

		NHS Providers						239,628				199,639		201,232		1,593						2,041

		NHS Collaborative Comm						26,224				21,853		21,738		(115)						(138)

		Non NHS Providers						32,616				27,201		27,760		559						654

		Independent Providers						3,942				3,200		3,473		273						327

				Sub Total				302,410				251,893		254,203		2,310						2,884

		Primary Care:

		GMS & PMS						2,819				2,349		2,452		103						102

		Dental Services						0				0		0		0						0

		Prescribing						47,095				39,179		37,272		(1,907)						(2,377)

		Pharmacy						0				0		0		0						0

		Ophthalmic Services						0				0		0		0						0

		Developments						2,090				1,741		1,708		(33)						(40)

				Sub Total				52,004				43,269		41,432		(1,837)						(2,315)

		Reserves

		Reserves - Investments not released						11,247				0		0		0						905

		Reserves - CIP						(761)				0		0		0						0

		Reserves - Contingency						1,092				0		0		0						(978)

		Reserves - Target Surplus						917				764		0		(764)						(917)

				Sub Total				12,495				764		0		(764)						(990)

		Managed Services

		Estates						1,516				1,262		1,354		92						100

		Admin						9,915				8,282		7,596		(686)						(596)

				Sub Total				11,431				9,544		8,950		(594)						(496)

		Hosted Services						0				0		0		0						0

		TOTAL PCT - REVENUE						378,340				305,470		304,585		(885)						(917)



&CPage A3



Reserves & CIP

						SUMMARY OF RESERVES																		Appendix 2

						Month 10 - as at 31st January 2013

																				Reserves		Commits		Forecast Bals

																				Held Mth 10		Mth 10 onwards		Year End

						Amounts Held in CCG Reserves														£'000		£'000		£'000

				1)		Investments & Earmarked topslices														11,247		12,152		(905)

				2)		Contingency Reserve														1,092		114		978

				3)		Planned Savings Reserve														917		0		917

				4)		Cost Improvement Prog (Savings Target)								(see Table 1 below)						(761)		(761)		0

						Total Reserves														12,495		11,505		990

						Table 1 - CCG Cost Improvements

						CIP Schemes - CCG Element		2012/13								Opening				YTD		CIP not		RAG

								Rec		NR		Total				CIP target				Savings		delivered (Mth 10)		rating

								£'000		£'000		£'000				£'000s				£'000s		£'000s

						Prescribing		(1,652)		0		(1,652)				(1,652)				2,152		500

						Pathology 20:20		(720)		0		(720)				(720)				400		(320)

						Continuing care & equipment		(290)		0		(290)				(290)				290		0

						Urgent Care		(744)		0		(744)				(744)				0		(744)

						Long Term Conditions		(60)		0		(60)				(60)				0		(60)

						Planned Care		(1,057)		0		(1,057)				(1,057)				914		(143)

						Other NR schemes / slippage		(235)		(2,173)		(2,408)				(2,208)				2,337		129

						Collaborative Commissioned		(171)		0		(171)				(171)				48		(123)

						Total		(4,929)		(2,173)		(7,102)				(6,902)				6,141		(761)
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Balance Sheet

														Appendix 3

				BALANCE SHEET 2012-13 as at 31 January 2013 (Month 10)

						Opening		Closing		Movement				Forecast

						Balances		Balances		in Balances				B/S

						1.4.12		31.01.13						31.3.13

						£000s		£000s		£000s				£000s

				Non-current assets:

				Property, plant and equipment		22,903		22,650		(253)				22,704

				Intangible assets		82		65		(17)				62

				Trade and other receivables		39		39		0				38

				Total non-current assets		23,024		22,754		(270)				22,804

				Current assets:

				Inventories		15		0		(15)				0

				Trade and other receivables		6,556		4,441		(2,115)				3,000

				Cash and cash equivalents		58		3,692		3,634				50

						6,629		8,133		1,504				3,050

				Non-current assets classified "Held for Sale"		3,925		3,925		0				1,192

				Total current assets		10,554		12,058		1,504				4,242

				Total assets		33,578		34,812		1,234				27,046

				Current liabilities

				Trade and other payables		(36,742)		(38,236)		(1,494)				(25,101)

				Provisions		(1,165)		(3,095)		(1,930)				(2,354)

				Borrowings		(142)		(151)		(9)				(153)

				Total current liabilities		(38,049)		(41,482)		(3,433)				(27,608)

				Non-current assets plus/less net current assets/liabilities		(4,471)		(6,670)		(2,199)				(562)

				Non-current liabilities

				Trade and other payables		(245)		(245)		0				(243)

				Provisions		(2,611)		(635)		1,976				(5,100)

				Borrowings		(8,871)		(8,743)		128				(8,718)

				Total non-current liabilities		(11,727)		(9,623)		2,104				(14,061)

				Total Assets Employed:		(16,198)		(16,293)		(95)				(14,623)

				FINANCED BY:

				TAXPAYERS' EQUITY

				General fund		23,919		24,014		95				22,344

				Revaluation reserve		(7,721)		(7,721)		0				(7,721)

				Total Taxpayers' Equity:		16,198		16,293		95				14,623
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Mid Staffordshire NHS FT Public Inquiry; Robert Francis - Essential Aims


1 Foster a common culture shared by all in the service of putting the patient first;


2 Develop a set of fundamental standards, easily understood and accepted by patients, the


public and healthcare staff, the breach of which should not be tolerated;


3 Provide professionally endorsed and evidence-based means of compliance with these


fundamental standards which can be understood and adopted by the staff who have to


provide the service;


4 Ensure openness, transparency and candour throughout the system about matters of


concern;


5 Ensure that the relentless focus of the healthcare regulator is on policing compliance with


these standards;


6 Make all those who provide care for patients – individuals and organisations – properly


accountable for what they do and to ensure that the public is protected from those not fit


to provide such a service;


7 Provide for a proper degree of accountability for senior managers and leaders to place all


with responsibility for protecting the interests of patients on a level playing field;


8 Enhance the recruitment, education, training and support of all the key contributors to the


provision of healthcare, but in particular those in nursing and leadership positions, to


integrate the essential shared values of the common culture into everything they do;


9 Develop and share ever improving means of measuring and understanding the


performance of individual professionals, teams, units and provider organisations for the


patients, the public, and all other stakeholders in the system.







Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry; Robert Francis QC - Commissioner Recommendations


Theme Commissioning for standards


123 Responsibility for GPs need to undertake a monitoring role on behalf of their patients who receive acute hospital and other


monitoring delivery of specialist services. They should be an independent, professionally qualified check on the quality of service, in


standards and quality particular in relation to an assessment of outcomes. They need to have internal systems enabling them to be


aware of patterns of concern, so that they do not merely treat each case on its individual merits. They have a
responsibility to all their patients to keep themselves informed of the standard of service available at various


providers in order to make patients’ choice reality. A GP’s duty to a patient does not end on referral to hospital, but
is a continuing relationship. They will need to take this continuing partnership with their patients seriously if they
are to be successful commissioners.


124 Duty to require and The commissioner is entitled to and should, wherever it is possible to do so, apply a fundamental safety and


monitor delivery of quality standard in respect of each item of service it is commissioning. In relation to each such standard, it should


fundamental standards agree a method of measuring compliance and redress for non-compliance. Commissioners should consider


whether it would incentivise compliance by requiring redress for individual patients who have received substandard
service to be offered by the provider. These must be consistent with fundamental standards enforceable
by the Care Quality Commission.


125 Responsibility for In addition to their duties with regard to the fundamental standards, commissioners should be enabled to promote


requiring and monitoring improvement by requiring compliance with enhanced standards or development towards higher standards. They


delivery of enhanced can incentivise such improvements either financially or by other means designed to enhance the reputation and


standards standing of clinicians and the organisations for which they work.


126 Preserving corporate The NHS Commissioning Board and local commissioners should develop and oversee a code of practice for


memory managing organisational transitions, to ensure the information conveyed is both candid and comprehensive. This


code should cover both transitions between commissioners, for example as new clinical commissioning groups


are formed, and guidance for commissioners on what they should expect to see in any organisational transitions


amongst their providers.


127 Resources for scrutiny The NHS Commissioning Board and local commissioners must be provided with the infrastructure and the support


necessary to enable a proper scrutiny of its providers’ services, based on sound commissioning contracts, while


ensuring providers remain responsible and accountable for the services they provide.


128 Expert support Commissioners must have access to the wide range of experience and resources necessary to undertake a highly


complex and technical task, including specialist clinical advice and procurement expertise. When groups are too


small to acquire such support, they should collaborate with others to do so.


129 Ensuring assessment and In selecting indicators and means of measuring compliance, the principal focus of commissioners should be on


enforcement of what is reasonably necessary to safeguard patients and to ensure that at least fundamental safety and quality


fundamental standards standards are maintained. This requires close engagement with patients, past, present and potential, to ensure


through contracts that their expectations and concerns are addressed.







130 Relative position of Commissioners – not providers – should decide what they want to be provided. They need to take into account


commissioner and what can be provided, and for that purpose will have to consult clinicians both from potential providers and


provider elsewhere, and to be willing to receive proposals, but in the end it is the commissioner whose decision must


prevail.


131 Development of Commissioners need, wherever possible, to identify and make available alternative sources of provision. This may


alternative sources of mean that commissioning has to be undertaken on behalf of consortia of commissioning groups to provide the


provision negotiating weight necessary to achieve a negotiating balance of power with providers.


132 Monitoring tools Commissioners must have the capacity to monitor the performance of every commissioning contract on a


continuing basis during the contract period:


. Such monitoring may include requiring quality information generated by the provider.


. Commissioners must also have the capacity to undertake their own (or independent) audits, inspections, and


investigations. These should, where appropriate, include investigation of individual cases and reviews of groups


of cases.


. The possession of accurate, relevant, and useable information from which the safety and quality of a service


can be ascertained is the vital key to effective commissioning, as it is to effective regulation.


. Monitoring needs to embrace both compliance with the fundamental standards and with any enhanced


standards adopted. In the case of the latter, they will be the only source of monitoring, leaving the healthcare


regulator to focus on fundamental standards.


133 Role of commissioners in Commissioners should be entitled to intervene in the management of an individual complaint on behalf of the


complaints patient where it appears to them it is not being dealt with satisfactorily, while respecting the principle that it is


the provider who has primary responsibility to process and respond to complaints about its services.


134 Role of commissioners in Consideration should be given to whether commissioners should be given responsibility for commissioning


provision of support for patients’ advocates and support services for complaints against providers.


complainants


135 Public accountability of Commissioners should be accountable to their public for the scope and quality of services they commission.


commissioners and public Acting on behalf of the public requires their full involvement and engagement:


engagement . There should be a membership system whereby eligible members of the public can be involved in and


contribute to the work of the commissioners.


. There should be lay members of the commissioner’s board.


. Commissioners should create and consult with patient forums and local representative groups. Individual


members of the public (whether or not members) must have access to a consultative process so their views


can be taken into account.


. There should be regular surveys of patients and the public more generally.


. Decision-making processes should be transparent: decision-making bodies should hold public meetings.


Commissioners need to create and maintain a recognisable identity which becomes a familiar point of reference


for the community.







136 Commissioners need to be recognisable public bodies, visibly acting on behalf of the public they serve and with a


sufficient infrastructure of technical support. Effective local commissioning can only work with effective local


monitoring, and that cannot be done without knowledgeable and skilled local personnel engaging with an


informed public.


137 Intervention and Commissioners should have powers of intervention where substandard or unsafe services are being provided,


sanctions for substandard including requiring the substitution of staff or other measures necessary to protect patients from the risk of harm.


or unsafe services In the provision of the commissioned services, such powers should be aligned with similar powers of the


regulators so that both commissioners and regulators can act jointly, but with the proviso that either can act alone


if the other declines to do so. The powers should include the ability to order a provider to stop provision of a


service.


138 Commissioners should have contingency plans with regard to the protection of patients from harm, where it is


found that they are at risk from substandard or unsafe services.


139 The need to put patients The first priority for any organisation charged with responsibility for performance management of a healthcare


first at all times provider should be ensuring that fundamental patient safety and quality standards are being met. Such an


organisation must require convincing evidence to be available before accepting that such standards are being


complied with.


140 Performance managers Where concerns are raised that such standards are not being complied with, a performance management


working constructively organisation should share, wherever possible, all relevant information with the relevant regulator, including


with regulators information about its judgement as to the safety of patients of the healthcare provider


141 Taking responsibility for Any differences of judgement as to immediate safety concerns between a performance manager and a regulator


quality should be discussed between them and resolved where possible, but each should recognise its retained individual


responsibility to take whatever action within its power is necessary in the interests of patient safety.


142 Clear lines of For an organisation to be effective in performance management, there must exist unambiguous lines of referral


responsibility supported and information flows, so that the performance manager is not in ignorance of the reality.


by good information


flows


143 Clear metrics on quality Metrics need to be established which are relevant to the quality of care and patient safety across the service, to


allow norms to be established so that outliers or progression to poor performance can be identified and accepted


as needing to be fixed.


144 Need for ownership of The NHS Commissioning Board should ensure the development of metrics on quality and outcomes of care for use


quality metrics at a by commissioners in managing the performance of providers, and retain oversight of these through its regional


strategic level offices, if appropriate.
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NHS Stockport - Contract Risk Report  - Jan 2013


NHS Providers


Multiple 


Provider 


Agreement


Annual Budget                    


£000


(Under) / Over 


Performance  


M10                               


£000


Forecast Annual 


(Under) / Over 


Performance                                


£000


Performance 


& Clinical 


Risk Legal Risk


Financial 


Risk Transition Risk


RTT Admitted 


90% (Oct 12)


62 Day Cancer 


(Q2 12/13)


C-Diff (Nov-12 


YTD)


A&E 4 hour wait 


(30 Dec 12)


Mixed Sex 


Accomodation 


(Nov 12)


VTE 


Assessments 


(Nov 12)


6 Week 


Diagnsotic Wait 


(Nov 12)


Acute and Specialist


Stockport NHS Foundation Trust £143,405 £593 £711


Central Manchester University Hospitals FT £29,839 £1,321 £1,585


University Hospitals of South Manchester FT £27,780 £461 £553


The Christie FT £15,983 -£508 -£609


Cardiac & Stroke Services ���� £4,686 -£45 -£54


Salford Royal NHS Foundation Trust £7,059 £224 £269


East Cheshire NHS Trust £2,744 £231 £277


Pennine Acute NHS Trust £1,958 £111 £134


Non-Contract Activity ���� £2,269 -£370 -£445


BMI - Alexandra Hospital £4,445 £1,101 £1,321


Tameside Acute Foundation Trust £1,277 -£19 -£22


Spire Hospitals £0 £108 £130


Alder Hey Children's Trust £795 £0 £0


NWSCT NCAs ���� £1,702 £0 £0


Trafford Healthcare NHS Trust £383 £10 £12


Southport & Ormskirk NHST £224 £0 £0


Wrightington Wigan and Leigh NHS Trust £485 -£111 -£133


Walton Centre for Neurology and Neurosurgery NHST £143 £0 £0


South Manchester Private Clinic £298 £0 £0


Weight Management £100 £64 £77


Liverpool Womens NHS Foundation FT £123 £0 £0


Downs Screening £66 £0 £0


Sheffield Teaching Hospital NHS Foundation Trust £256 £0 £0


David Ormerod Hearing Centres £19 -£7 -£8


University College London Hospitals £10 £0 £0


Lancashire Teaching Hospitals FT £7 £0 £0


Safe and Sustainable £1,824 £0 £0


Making it Better £650 £210 £251


£248,530 £3,374 £4,049


Mental Health and Learning Disabilities


Pennine Care NHS Foundation Trust £23,859 -£34 -£41


Stockport Learning Disability Partnership £1,595 -£594 -£713


Secure Services £5,366 £200 £240


Calderstones NHS Trust £813 £0 £0


Cheshire & Wirral Partnership NHST £274 £0 £0


Manchester Mental Health & Social Care Trust £262 £6 £7


Greater Manchester West Mental Health Trust £330 £81 £97


IAPT £252 £0 £0


£32,751 -£341 -£409


Primary Care


GP & Dental Tier 2 £43 £0 £0


East Cheshire H-Pylori £22 £0 £0


Charter Medical Gastroscopies £194 £0 £0


Alliance MR Imaging £115 £0 £0


IS CATS £1,056 £0 £0


CATS & Tier 2 ���� £79 £0 £0


Community Health Stockport £27,600 £0 £0


Ultrasound Now £334 £57 £69


Central & Eastern Cheshire PCT £124 £0 £0


Tameside & Glossop PCT £91 £0 £0


NORTH OF ENGLAND PROVIDER OVERVIEW (issued in January 13)RISK ASSESSMENTFINANCIAL PERFORMANCE
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NHS Stockport - Contract Risk Report  - Jan 2013


NHS Providers


Multiple 


Provider 


Agreement


Annual Budget                    


£000


(Under) / Over 


Performance  


M10                               


£000


Forecast Annual 


(Under) / Over 


Performance                                


£000


Performance 


& Clinical 


Risk Legal Risk


Financial 


Risk Transition Risk


RTT Admitted 


90% (Oct 12)


62 Day Cancer 


(Q2 12/13)


C-Diff (Nov-12 


YTD)


A&E 4 hour wait 


(30 Dec 12)


Mixed Sex 


Accomodation 


(Nov 12)


VTE 


Assessments 


(Nov 12)


6 Week 


Diagnsotic Wait 


(Nov 12)


NORTH OF ENGLAND PROVIDER OVERVIEW (issued in January 13)RISK ASSESSMENTFINANCIAL PERFORMANCE


NHS Manchester £67 £0 £0


£29,724 £57 £69


Patient Transport


North West Ambulance Trust £7,760 -£1 -£1


£7,760 -£1 -£1


Other


Continuing Care £15,282 £288 £346


Other Non NHS £4,649 £0 £9


NHS Funded nursing care £1,821 £32 £39


Reablement £5,677 £0 £0


Individualised Packages of Care £2,821 -£787 -£945


NWSCT Management Costs £116 £0 £0


Spec. Commissioning Admin £213 £0 £0


£30,580 -£467 -£552


Voluntary Sector


Eating Disorders £75 £0 £0


S'port Joint Care £62 £0 £0


Signpost £60 £0 £0


MIND £60 £0 £0


Call Carers £50 -£53 -£50


Age concern £40 £0 £0


Other Voluntary Organisations £9 £0 -£5


Home-Start Stockport £32 £0 £0


Ageing Well £19 £0 £0


The Stroke Association £16 £0 £0


Beacon Counselling £10 £0 £0


Rainbow Family Trust £4 £0 £3


£435 -£53 -£52


Hospice and Palliative Care


St ann's hospice £486 £0 £0


Beechwood Cancer Care Centre £258 £0 £0


£745 £0 £0


Total Commissioned £350,525 £2,571 £3,104 68 68 68 0


10% 28% 9%


22% 12% 24%


68% 60% 68%
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Monitoring 2012-13 Commissioner Performance


Board Report - Key Performance Indicators
Board Date: March 2013


Monitoring Date: January 2013


Performance Ratings - Forecast Outturn Exception Reports Attached for:-
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 14 12 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 1 3 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


PHQ31 Coverage of NHS Health Checks 


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


NHS Health Check


(SQU27)


Performance


PHQ31 Coverage of NHS Health Checks 
% of people eligible for the programme who have received a NHS 


Health Check.                                                                           
Performance


Performance Ratings - In Month CCG Choice  - Use of Choose and Book
Percentage of GP referrals to first outpatient services booked using 


Choose and Book (CAB)
Performance


SHA Headline  


Measures
1 0 9 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: March 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


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


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% 88.1% 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% ##### ##### 93.5% 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% ##### 33.3% 86.3% 3


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% ##### 99.3% 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% ##### ##### 98.2% 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% ##### ##### 99.3% 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% 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


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


Actual 37 39 43 66 44 35 54 54 48


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% ##### 93.8% 97.4% 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 208 216 168 181 168 164 222 191 187


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


Actual 29 25 23 24 14 37 36 42 19


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


Actual 358 365 346 356 400 305 364 358 299


RAG Status


Survey results for  July11-


March12  All English PCTs


Survey results for  July11-


March12  Stockport PCT


69.6%


70.2%


Survey results for  September12-


March13  All English PCTs


Survey results for  September12-


March13  Stockport PCT


Cancer 62 Day Waits 


(aggregate measure)


1


0


Unplanned 


hospitalisation for 


asthma, diabetes and 


epilepsy in under 19s


Rate of emergency admissions of persons with 


acute conditions (ear/nose/throat infections, 


kidney/urinary tract infections, heart failure) usually 


managed in primary care


28


0


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


PHQ17


3a
350


Rate of emergency admissions episodes in people 


under 19 for asthma, diabetes or epilepsy per 


100,000 population


Emergency 


admissions for acute 


conditions  not usually 


requiring hospital 


admisson


PHQ16


2.3.ii 


47PHQ11
Number of Home Treatment Episodes


Mental Health - Crisis 


Resolution Home 


Treatment


189


43.1%


70.2%


PHQ15


2.3.i 


2


3


1


3


0


2


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


3


2.02%


CCG


2


2


CCG


CCG


CCG


CCG


CCG


CCG


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


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


2


0


2
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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


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% 93.3% 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% 96.9% 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% 95.0% 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% 0.40% 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% 92.5% 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% 96.1% 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% ##### 96.0% 3


PHQ26 MSA breaches Number of mixed-sex accommodation breaches. SHA Actual 0 1 0 0 0 0 0 0 0 0 0.1 3


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


Actual 1 0 0 0 1 2 1 0 1


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


Actual 10 7 9 18 16 9 10 8 9


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% 94% 3


Plan 1942 462 406 413 661


Actual 461 440


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%


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      3,278      3,336   3,231   


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   


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   


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      5,894      5,518   4,386   


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        9,306    8,920    7,055 
Plan 41900 3444 3280 3540 3780 3185 3594 3695 3645 3199 3241 3380 3917
Actual 3259 3839 3262 3665 3453 3311 3887 3880 3115
Plan 92681 7826 8176 7881 8021 7489 7622 7846 7440 7485 7419 7088 8388
Actual 7660 8463 7917 8486 7966 7957 7982 7708 7642


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


Actual 935 1021 793 960 893 879 1013 950 823


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


73.5


76.1


PHS12
Number of A&E 


attendances 


Number of attendances at Type 1 A&E 


departments
8062


919


PHS15


Diagnostic Activity – 


Non-Endoscopy based 


PHS14


Diagnostic Activity – 


Endoscopy based 


tests 


Number of diagnostic endoscopy test/procedures


Number of diagnostic non-endoscopy 


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


Consultant Episodes (FFCEs) 


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


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


specialties


0 0
           


5,764 


4984


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


           


3,235 


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%


0CCG


0 0


0 0
NHS Operating Framework RESOURCES 


PHS06 Non elective FFCEs 


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


0


CCG


CCG


CCG


10.7 3 2


0.67


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


PHQ18
Patient experience of 


hospital care 0


PHQ30


3


CCG


CCG


CCG


Number of Meticillin Resistant Staphylococcus 


aureus (MRSA) bacteraemia


Smoking Quitters


Number of 4-week smoking quitters that have 


attended NHS Stop Smoking Services 451 3 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


0 0


3 2


           


3,171 


CCG


SHA


CCG


CCG


CCG


0


0


3519


           


8,071 
0


2


7131
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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


Actual 6547 7741 6566 7589 7317 7287 7937 6577 6616


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 19043 0


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


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% 0


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% 7.0% 3


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% 86.7% 3


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% 16.6% 0


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


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% 0


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% 39.2% 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
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+)


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 


OTHER PREVIOUSLY MONITORED INDICATORS


PHS15 Non-Endoscopy based 


tests 
test/procedures


PHS17 Health Visitor Numbers Number of health visitors (FTE)


CCG


CCG


Percentage of general practice lists reviewed and


'cleaned'


CCG


CCG


CCG


0 0


3 2


3 3


2


0


NHS Operating Framework REFORM


Other


2


169


CCG
Commissioning 


development (PHF06)


2


2 2


3 3


57


7131


12


Section C Page 4 of 4 May 12






_1424243047.doc
[image: image1.png]NHS

Stockport Clinical Commissioning Group








		Meeting Date: 

13 March 2013

		Agenda Item No: 16



		SECTION 75 ARRANGEMENTS





		Summary: 

		The attached paper summarises the current section 75 arrangements with Stockport MBC.  



		Link to Annual Business Plan:

		Underpins delivery of the plan.



		Action Required: 

		Governing Body members are asked to:


1. note the report


2. continue to support integrated commissioning with the Local Authority.


3. Give delegated Authority to the Chief Clinical Officer to sign the Section 75 Agreement on behalf of the CCG.






		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		Dr R Gill



		Presenter / Author:

		G Mullins



		Committees / Groups Consulted:

		Operational Executive







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

		N

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a



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

		n/a

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		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





1.  Purpose


The Governing Body has agreed in principle to continue the integrated commissioning arrangements with Stockport MBC which are currently governed through a Section 75 Agreement.  


The following briefly describes:


· What the current arrangements cover


· What the benefits of the arrangements have been


In addition, it highlights that those arrangements are being reviewed, including a review of the governance arrangements that will be required.

2.   Current Arrangements

The s75 agreement was signed between NHS Stockport and SMBC on 1st April 2009 to jointly commission a range of services (below). 


		Pooled Budget (Adults)




		Budget as at 31/03/12

£000s



		

		



		Non-Acute Services for OP

		5,985



		Non-Acute Services for Adults

		1,604



		Drugs and Alcohol Detox

		161



		Community Equipment Store

		597



		Learning Disabilities

		23,591



		CHC Assessment Beds

		456



		Mental Health Pool

		573



		

		



		Total

		32,967





		Pooled Budgets (Children and Young People)

		Budget 

£000s



		Healthy Child Programme

		9,193



		Children and Young People’s Disability Partnership

		2,310



		Mosaic

		417



		Total

		11,920





Since 2010, there have been a number of developments in relation to the original agreement including the following;


· The creation of a new pool for non-acute services for Adults


· The creation of a new pool for mental health


· The creation of three new pools for Children and Young People (CYP) services


· The transfer of monies to Adult Social Care to invest in social care services to benefit health


· Agreement on the requirement to provide additional investment for the Learning Disability pooled budget as the Disability Review was commenced. 


The initial agreement was for three years, however the Health and Wellbeing Integrated Commissioning Board (HWICB) agreed to roll forward the agreement for a period of twelve months to include 2012/13. This was due to the need for the effective management of the transition year.  This effectively extended the `initial term’ of the agreement to March 2013.  It was agreed that a full review would take place during the financial year 2012/2013.


The HWICB was set up in 2009 to provide leadership for the commissioning for health and wellbeing in Stockport within the strategies, plans and budgets of both partners, providing overall governance of the S75 agreement, deployment, administration and management of the pooled resources.


3.  Benefits

A review of the arrangements has been undertaken.  Some of the benefits which have been identified include:


· Very good relationships between health and social care managers, with a significant shared commitment to using integrated commissioning as a means of improving outcomes and value for money. 


· Good working relationships between managers in the NHS and Social Care with a much better understanding of each others issues and challenges.  This joint understanding and working together were also seen as having been fundamental to resolving difficulties.  

· Development  of Intermediate Care services which provides successful support in the community for many people. There is a genuine pooled budget and genuinely integrated work practices at all levels across primary health, secondary health and social care. The service is delivering good outcomes (e.g. percentage of people still at home 91 days after leaving the service) with the average age of patients higher at 84 against the national figure of 79. 


· A Disability Review looking at how we can best meet the needs of people with a Learning Disability in the future, better integrate their care and improve the way we manage transitions.


· Joint planning of a range of initiatives to facilitate good discharge from hospital, such as:

· Additional assessment bed capacity to aid hospital discharge;


· Older people mental health liaison service;


· Purchase of equipment to aid hospital discharge; Re-ablement service


· Extra Social Worker capacity; 


· Additional capacity in relation to winter pressures across all of the above,


· A joint equipment service designed to be seamless for service users with no division between health and social care, and staff use a joint process and pathways. The service has a fundamental role in assisting hospital discharges, allowing the support to be in place to avoid unnecessary delays in leaving hospital. However the usage and demand for the service is rising, as people are living longer and therefore using equipment for longer. 


· The development of integrated commissioning over the last 3-4 years has provided a really good foundation for the work that the CCG and Stockport MBC have started to develop  within the Stockport One service.  


Some of the areas that were previously pooled (such as Health Visitors and School Nursing) will not be the responsibility of the CCG and will therefore not be an area for pooling in the future.  


However, there is clearly potential to further integrate commissioning of services over time as we jointly develop new models of delivery. 

4. Section 75 Agreement

The existing section 75 Agreement will expire on 31st March 2013.  This agreement worked well over the 4 years it was in operation.  It is proposed that this existing agreement forms the basis of a new agreement between the CCG and the Local Authority, the only changes being to the parties of the agreement, term of agreement and to exclude any services that are no longer the responsibility of the CCG (e.g. Health Visiting).  The proposal is that this agreement is initially for a period of 12 months whilst the CCG and Local Authority review and develop their arrangements.  


Members will have been sent a copy of the existing Section 75 agreement separately.  A copy of the revised CCG agreement will be forwarded once it has been re-drafted. 

5.  Recommendations


Governing Body members are asked to:


4. note the report


5. continue to support integrated commissioning with the Local Authority.


6. Give delegated Authority to the Chief Clinical Officer to sign the Section 75 Agreement on behalf of the CCG.

Gaynor Mullins


Chief Operating Officer
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		Committee Date: 13 March2013

		Agenda Item No: 8



		

Contract and Performance Report for 2012/13 Plan



		Summary: 

		· ED target not achieved in Q4.

· C-Diff performance shows further improvement.

· Improvements in Cancer and headline stroke measures maintained.

· Contract transition progressed.





		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:

		Ranjit Gill



		Presenter / Author:

		Mark Chidgey



		Committees / Groups Consulted:

		







Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		N

		Change in Financial Spend: Finance Section below completed 

		n/a



		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

		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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		Contract & Provider Performance 

		Period covered 

April 2012 to February2013

		







Summary

· ED target not achieved in Q4.

· C-Diff performance shows further improvement.

· Improvements in Cancer and headline stroke measures maintained.

· Contract transition progressed.



. 



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.
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		Actions
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Primary Care

		



Mark Chidgey

		



A&E 95% target– February and March performance has continued to consistently be below the required levels.The Q4 target will now not be achieved. This is not an acceptable position for the CCG.



Full contract terms have been implemented.



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.



Monitor has confirmed that due to failure in 4 of the last 6 quarters, Stockport FT has been found to be in significant breach of its terms of authorisation.



Monitor have requested a revised trajectory for achievement from SFT. The CCG is in discussion with both organisations to ensure that this reflects the CCG views on what is both achievable and necessary. 





Cancer 62 days –The target will beachieved for the third successive quarter. It is anticipated that Q4 will also be achieved. 







C-Diff –The attached tables show that we were 2 cases below plan at the end of December, Preliminary figures for January and February indicate that further improvement will be achieved. This target has now moved from at significant risk of delivery to be likely to be achieved.



MRSA – Further MRSA cases in November and December mean 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. 



[bookmark: _GoBack]NHS Health Checks – this target will not be achieved in 12/13. There are a number of issues including a revision upwards of the target population and a reduction in the count of checks reported / undertaken as a result of data quality improvements. For 13/14 this will be a LA owned target and the PH team are developing a plan to secure achievement. Delivering good access to health checks will remain important to the CCG and our population.



		



Continue contract process.































Agree revised trajectory.

























Continue to implement actions from project plan.











Continue to implement actions from project plan.





















		Legal Risk

		Overview







		Mark Chidgey

		The transition of contracts to new commissioners is a very significant and vital piece of work in 12/13. This process continues.



Work continues to ensure that all clinical 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. An additional Governing Body is scheduled for 27 March 2013 to receive these after the GM PCT board has met on 25 March.



In terms of 13/14 contracts then the DH have now issued the standard contract and significant work is underway to re-negotiate contracts in this form. In total the CCG has 475 clinical contracts to finalise before the end of March. This includes a significant volume of former LESs. The clear aim is to achieve 100% contract coverage.



		









.





		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 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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Appendix A
)GREATER MANCHESTER ACADEMIC HEALTH SCIENCE NETWORK

Governance and organisational form

Introduction

For its governance and organisational form, GM AHSN is clear that the ‘what’ (i.e. the achievement of its key objectives) is more important in the longer-term than the ‘how’ (i.e. the precise legal and organisational vehicle that is chosen). Nevertheless, both elements must be pursued and established in a way that commands confidence from members, affiliate members and a wide range of stakeholders. Our AHSN is fortunate that Greater Manchester already has well-established networks and collaborations in place, and our chosen governance arrangements must achieve synergy with these key partners.

The 35 NHS and university organisations within the proposed AHSN have carefully considered the optimal governance arrangements through their representative Steering Group and through consultation across proposed members, and propose the following elements, subject to further detailed work. All of this work will be undertaken in line with the key principles of the NHS Constitution and the local ethical standards statement adopted by our AHSN.

Membership

It is proposed that all NHS Trusts, Clinical Commissioning Groups (CCGs) and universities within our AHSN footprint are ‘voting members’ of GM AHSN. This wider group of voting members will hold our AHSN Management Board and Strategic Board to account through a Members Council that will meet annually.

GM AHSN voting members willappoint representatives from their number to GM AHSN’s Strategic Board which will meet quarterly. CCGs will represent commissioners and primary care providers.

The Senior Independent Director, in consultation with the Strategic Board (or its shadow equivalent) will establish a nomination committee to appoint an Independent Chair and Managing Director for GM AHSN.A small unitary Management Board will also be established by the Chairman and Managing Director to take executive responsibility for ensuring the implementation and delivery of GM AHSN objectives. Members of the Management Board will be the guarantors in any company limited by guarantee (CLG) that is set up by our AHSN, with their liability limited to a negligible sum.

The Members’ Council will be chaired by the independent Chair, who will also chair the Strategic Board and Management Board of GM AHSN.

It is also proposed that any other bodies or networks that wish to join the AHSN will be offered ‘affiliate member’ status. They will be entitled to participate fully in the business of the AHSN with the exception of the appointment of Board members and any other issues subsequently deemed necessary to require a vote. Affiliate members may include independent healthcare organisations, individual commercial organisations and trade bodies. However, two such affiliate members will enjoy special status and a seat on our AHSN Management Board; they are the Local Education and Training Board (LETB) and the National Institute of Health Research (NIHR) through its local representatives.

Affiliate member status will be positively offered to a wide range of organisations and networks. Affiliate members will have the right to select up to ten of their number to join the Members Council and play an important role across the AHSN. 





Subscriptions

It is proposed that each voting member of GM AHSN makes an initial subscription contribution (amount to be determined) to support the legal and infrastructure preparation necessary to appoint an Accountable Officer and establish our AHSN. It is not proposed to request subscriptions from affiliate members of the AHSN. This is designed to ensure ease of access and involvement with the AHSN for smaller organisations, be they commercial, charitable, voluntary or third sector organisations providing services and products to the NHS. Suppliers of professional and other services to the NHS could be invited to sponsor aspects of our AHSNs work in certain circumstances and this would be a potential source of additional revenue.

Strategic Board of GM AHSN

It is proposed that the membership of the Strategic Board of GM AHSN is as follows:

· Independent Chair

· Deputy Chair/‘Senior Independent Director’

· Accountable Officer/Managing Director

· Representative of Teaching Trusts

· Two representatives of Acute and Community Trusts

· Representative of Mental Health Trusts

· Two representatives of Commissioning Organisations (CCG x 1; GM Area Team x1)

· Two representatives of HEIs

· LETB representative

· NIHR representative



A schematic of the nominating networks/bodies which will be used to identify sector representatives is attached as Appendix 1. If any network/body is unable to ratify appropriate nominees to the Strategic Board then GM AHSN will direct a nominations committee (drawn from members of the AHSN interim Steering Group) to identify and confirm suitable nominees.

The Strategic Board meet on a quarterly basis. The Trust, HEI and Commissioning representatives will be identified through a nomination process; with an election within each sub-group should that be necessary. Terms of office for those representatives will run for a fixed period (to be agreed) with variation to allow for phased turnover of board membership. The LETB and NIHR representatives will be nominated by their parent bodies.

The Board will report quarterly through the Chair to the Members Council on a wide range of issues and the Managing Director will present a yearly summary report to the annual meeting of the Members Council. The full role of the Members Council, including Chair and support arrangements, will be established through discussion and agreement between voting members and affiliate members, as will the role and contribution of any potential non-Executive Board members.

The Senior Independent Director (SID) is to be a non-executive director and will deputise for the Chairman as and when required. The SID will be a current CEO member of the AHSN.  The SID will be generally accountable to the Chair, except for specific SID duties where the accountability will be to the membership through the Strategy Board.  The SID will have specific duties:

 (a) To be available to Members and Directors if they have concerns which havenot or cannot be resolved through contact with the Chairman or the Managing Director.

 (b)Maintain sufficient contact with members to understand their issues and concerns thereby assisting the Board to develop a balanced understanding. 

(c) To facilitate and oversee the performance evaluation of the Chairman, and to report onthis to the Membership through the Strategy Board:

(d) To organise the nomination and recruitment processes for the Chair and in the initial recruitment of the Managing Director and NED.

Management Board of GM AHSN

It is proposed that the membership of the Management Board of GM AHSN is as follows:



· Independent Chair

· Deputy Chair/Senior Independent Director

· Non Executive Director

· Accountable Officer/Managing Director

· Directors x 3



The Management Board will meet on a monthly basis. Terms and conditions for Board members will be linked to the licence period of GM AHSN and will reflect the legal requirements for guarantors of a Company Limited by Guarantee.  The final arrangements will be determined with the Chair, in association with the Senior Independent Director.



Management and decision making

Our AHSN is conscious that the way it makes and implements its decisions will be critical to its long-term success. Programmes of work in areas such as the 6 High-Impact Innovations, the universal application of NICE guidelines and the introduction of iTAPP Technologies must sit alongside local ambitions and cross-cutting priorities. (These are described in detail elsewhere in this application).

The delivery of the national licence conditions will be vital and they are not yet fully known. At this stage, our AHSN is clear though on a number of principles that will guide its detailed management and decision making arrangements. These are that our AHSN:

Will predominantly operate as a commissioning organisation, working with and through partners such as CCGs, MAHSC, AQuA, the LETB, the NIHR CLAHRC, the CLRN, the Clinical Senate and the Greater Manchester Health and Wellbeing Board to achieve its key objectives. By doing so it will ensure it delivers all of the expected AHSN functions.

Will organise its work programmes in a way that maximises the opportunity for all members to contribute, e.g. by leading a work programme or representing the AHSN more widely. Examples might be inviting an industry affiliate member to advise on the development of a ‘single point of entry’ to the AHSN for commercial partners, or a Trust being asked to lead the way in introducing a new product or clinical pathway across the AHSN.

Will seek to operate by example and peer management, but will also introduce a decision-making process that has ‘teeth’ where necessary. In certain circumstances, AHSN decisions will be seen as binding on all relevant members, and our AHSN will request that commissioning and other levers are used as necessary to raise standards and improve practice across the whole GM AHSN footprint.

The model constitution agreed by local CCGs is of relevance here. The step Greater Manchester’s CCGs have taken to enact collaborative arrangements, including collective decision making will provide a reliable mechanism to support adoption and spread through the utilisation of clear commissioning levers. Under this model, a ‘Level 1’ arrangement is a consultative arrangement used to share information and best practice. A ‘Level 2’ arrangement is a collaborative agreement to undertake joint working and to test improvements, and not all partners need to be included. A ‘Level 3’ decision will serve as a single binding commissioning decision bind all adopted by all Board members CCGs within the AHSN, and there will be a formal arbitration panel should a decision be contested. Our AHSN will seek to develop its mandate of key priorities through an operational plan which will be to inform the utilisation of a ‘Level 3’ arrangement.



A legal and organisational vehicle for GM AHSN



The proposed GM AHSN is fortunate that it has the Manchester Academic Health Science Centre (MAHSC) as a key partner. Our AHSN and the AHSC are clear that they must:

· Create the greatest possible synergy from their complementary but distinctive roles, particularly in the MAHSC Domain of Population Health and Implementation

· Use resources wisely and share them wherever appropriate

· Avoid competition and duplication

· Mutually recognise and respect their different missions; AHSN guidance refers to the importance of AHSCs demonstrating for their 2014 application process ‘that they are ‘nested’ within an effective AHSN’. Therefore, our AHSN Steering Group has, in close consultation with MAHSC, examined a number of options for an AHSN organisational vehicle that recognises the special relationship between the two organisations



It is proposed that GM AHSN is a Company Limited by Guarantee (CLG) in its own right, connected to MAHSC CLG by a MoU. The advantages of this arrangement include: 

· It is in line with AHSN guidance that states ‘AHSNs will be encouraged to establish themselves as incorporated bodies with a clear public interest’

· It is a relatively simple concept that will be in line with the expectations of members and affiliate members, and easily understood

· It requires no change to current MAHSC governance arrangements

· It distinguishes the AHSN role from the MAHSC role, but clarifies the relationship to all concerned

· It is flexible and does not commit GM AHSN and MAHSC to specific organisational forms in our AHSN application



Interim arrangements

The application for GM AHSN is being overseen by the Steering Group. If the application is successful the governance arrangements for GM AHSN set out above will be established.

In the interim a host organisation and an Interim Senior Responsible Officer (SRO) are required by the Department of Health. It is proposed these are respectively, Salford Royal NHS Foundation Trust and David Dalton.It is proposed that he assumes the role of the Deputy Chair and Senior Independent Director.

Conclusion

The GM AHSN believes that the arrangements outlined above will provide a firm foundation for good governance and effective management of its collective resources.

[bookmark: _GoBack]Further work as necessary will be undertaken to finalise these arrangements once the outcome of the application process and the full scope of the national licence conditions are known.
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1
)GREATER MANCHESTER ACADEMIC HEALTH SCIENCE NETWORK

Strategic Board of GM AHSN – Appointment/Nomination Process*



		Role

		Appointed by/via:





		Independent Chair

		Nominations Committee constituted by SRO/SID



		Senior Independent Director/Deputy Chair



		Initially SRO; thereafter by Chair and Strategy Board



		Accountable Officer/Managing Director

		Initially Nominations Committee constituted by SRO; thereafter by Chair



		Representative of Teaching Trusts

		Nominated by GM Acute Trust CEO Group



		Two representatives of Acute and Community Trusts

		Nominated by GM Acute Trust CEO Group (in association with Bridgewater Community Trust)



		Representative of Mental Health Trusts

		Nominated by GM Mental Health Trusts



		Two representatives of Commissioning Organisations



CCGs x 1



GM Area Team x 1



		

Nominated by GM Clinical Strategy Board

Nominated by GM Area Team



		Two representatives of HEIs

		Nominated by GM HEIs



		LETB representative

		Nominated by LETB



		NIHR representative

		Nominate Director of GM Clinical Research Network







* Note: If any network/body is unable to ratify appropriate nominees to the Strategic Board then GM AHSN will direct a nominations committee (drawn from members of the AHSN interim Steering Group) to identify and confirm suitable nominees.
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		Committee Date 13 March 2013

		Agenda Item No: 15



		Innovation and Policy Update 



		Summary: 

		This paper informs the committee of new policies that have been agreed at Clinical Policies Committee (CPC) and new NICE guidance



		Link to Annual Business Plan:

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



		Action Required: 

		· To note the CCG position on new NICE guidance


· To note the costing implications of NICE Technology Appraisals.

· To note new policies (treatment and black list)

· To note the existing policy on Exogen


· To note that CCG will be running a consultation in March on updated IVF eligibility criteria


· To note that there will be no changes to the list of gluten free foods available on prescription following the recent launch of several new breakfast cereals



		Potential Conflict of Interests

		None 



		Clinical Exec Lead:

		Dr Vicci Owen-Smith



		Presenter / Author:

		Dr Vicci Owen-Smith, vicci@nhs.net 0161 249 4223 



		Committees / Groups Consulted:

		Clinical Policies Committee (CPC) February 2013





Compliance Checklist:


		Documentation

		

		Statutory and Policy Requirement

		



		All mandated sections above completed

		(

		Change in Financial Spend: Finance Section below completed 

		N/A



		Page numbers 

		(

		Service/Policy  Changes: Public Consultation Completed and Reported in Document 

		N/A



		Paragraph numbers in place

		(

		Service/Policy Changes: Approved Equality Impact Assessment Included as Appendix 

		(



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

		N/A

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		N/A



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

		(

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

		N/A



		

		

		Any form of change: Risk Assessment Completed and included 

		N/A



		

		

		Any impact on staff: Consultation and EIA undertaken 

		N/A





Policies Awaiting Final Approval

1. 
Purpose and Introduction


1.1 The paper highlights the latest clinical policy positions

2. 
NICE Guidance and Technology Appraisals

2.1 
The Governing Body are asked to review and note the dissemination, and implications of guidance including the costing impact of recent technology appraisals issued by NICE in Appendix 1.

3
Additions and amendments to the Treatment List 


3.1 
The Governing Body are asked to note the additions and amendments to the Treatment List in Appendix 2.  


4. 
Additions and amendments to the prescribing Black List 


4.1 
There are no additions and amendments to the prescribing Black List 


5
Duty to Involve

5.1
The Governing Body of the CCG has delegated the ultimate decision on changes to policies to the CPC.

5.2
Due to the technical nature of policy discussions around new treatments and medications, the Clinical Policies Committee (CPC) has five members of the Governing Body, including the Consultant member (as Chair), two GPs, the Public Health doctor, and the lay chair of the Governing Body (as vice chair) as well as expert Directors and managers and lay representation from Stockport’s LiNK

5.3
Where individual patients or referring clinicians disagree with a decision, their case will be reviewed on an individual case basis by the Individual Funding (IF) panel.


6.
Equality Analysis


6.1
As a public sector organisation, we have a legal duty to ensure that due regard is given to eliminating discrimination, reducing inequalities and fostering good relations. In taking our decisions, due regard is given to the potential impact of our decisions on protected groups, as defined in the Equality Act 2010.


6.2
We recognise that all decisions with regard to health care have a differential impact on the protected characteristic of disability.  However, in all cases, decisions are taken primarily on the grounds of clinical effectiveness and health benefits to patients.  As such, the decision is objectively justifiable.

Appendix 1: new NICE guidance

		Guideline


No

		Title

		CPC recommendation

		Implications




		Dissemination

		Compliance report



		TA271

		Fluocinolone acetonide intravitreal implant for the treatment of chronic diabetic


macular oedema after an inadequate response to prior


therapy

		Noted that it is not recommended

		None

		

		



		TA272

		Vinflunine for the treatment of advanced or metastatic


transitional cell carcinoma of the urothelial tract

		Noted that it is not recommended

		None

		

		



		TA273

		Tadalafil for the treatment of symptoms associated with benign prostatic hyperplasia (terminated appraisal)

		Noted that NICE are unable to recommend this as no evidence submission was received




		None

		

		



		CG155

		Psychosis and schizophrenia


in children and young people:


Recognition and management

		Seek a baseline audit 

		

		Alison Caven

		May 2013



		IPG435

		Endovenous


mechanochemical ablation for varicose veins

		



Not commissioned owing to inadequate evidence of efficacy and safety





		

		

		



		IPG436

		Percutaneous pulmonary valve implantation for right ventricular outflow tract dysfunction

		Not commissioned from SFT. Expect business case through cardiac network

		

		

		



		IPG437

		Autologous blood injection for plantar fasciitis

		




Not commissioned owing to inadequate evidence of efficacy





		

		

		



		IPG438

		Autologous blood injection for tendinopathy

		




Not commissioned owing to inadequate evidence of efficacy





		

		

		



		IPG439

		Deep dermal injection of nonabsorbable gel polymer for HIV-related lipoatrophy

		



Not commissioned owing to concerns with regard to long-term safety





		

		

		



		MTG12

		EXOGEN ultrasound bone


healing system for long bone fractures with non-union or


delayed healing

		Existing policy states: 



NHS Stockport does not commission ultrasound to promote bone fracture healing.  In cases of delayed union where the alternative intervention is unsuitable or has been unsuccessful ultrasound will be considered on an individual case-by-case basis.  





		

		

		



		MTG13

		WatchBP Home A for opportunistically detecting atrial fibrillation during


diagnosis and monitoring of


hypertension

		Pursue CLARC workstream to assess clinical cost effectiveness 




		Only 1 in 6 people go on to have atrial fibrillation therefore the number of ECGs will increase significantly.

		

		





Appendix 2: Additions to the treatment list

		Policy Statement 

		Title

		Category

		Commissioning Position



		ENT

		Cosmetic Procedures – Correction of prominent ears (pinnaplasty / otoplasty)

		Prior approval - EUR team 

		NHS Stockport will commission pinnaplasty/otoplasty on a prior approval basis where the condition is severe and the patient is under the age of 19 years at the time of referral.  This is because prominent ears may lead to significant psychosocial dysfunction for children and adolescents and impact on education as a result of teasing and truancy.  In addition, the procedure is more effective in children than adults owing to the pliability of the cartilage.  Where referral is approved the patient should be seen by an appropriate surgeon and following assessment, if there is any concern, assessed by a psychologist. Where referral is approved patients under 5 years of age at the time of referral should be referred with their family for a multi-disciplinary assessment that includes a child psychologist.  This is because children under 5 rarely experience teasing and referrals may reflect concerns expressed by the parent rather than the child. In exceptional cases pinnaplasty may be approved in individuals aged over 19 years, for example, if they were declined access to the procedure as a child.



		Haematology

		International Normalised Ratio (INR) self-testing / self-management

		Prior approval - EUR team 

		NHS Stockport commissions INR self-testing or self-management for those patients on long-term anticoagulation with vitamin K antagonists who are competent at self-testing and where an appropriate mechanism is in place for the patient to obtain dosage information.



		Neurology

		Lycra splinting for neurological patients

		Not supported

		NHS Stockport does not commission Lycra splinting for neurological patients owing to inadequate evidence of effectiveness



		Cardiology

		Ezetimibe

		Group approval

		Ezetimibe should not be used for primary prevention of cardiovascular disease.  Statin therapy should be optimised before ezetimibe is considered. It is not appropriate to prescribe ezetimibe with higher intensity statins.
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Meeting Date: 13 March 2013    				Agenda item No: 7 

Quality Report



		Summary















		This is the monthly quality report to the CCG consists of: 

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

2. Serious Incidents

3. [bookmark: _GoBack]Performance

4. Hospital Walkaround

5. KPI & CQUIN Schedules 2013/14

6. Francis (II) Report February 2013– Summary and CCG Response. The Governing Body’s comment and advice on CCG response is sought.



		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 



		Y

		Change in Financial Spend: Finance Section below completed 

		n/a



		

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

		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 to 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











1. Quality & Provider Committee – February 2013



1.1 Key messages from the Quality & Provider Management Committee



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



· Winterbourne View Report – CCG compliant with  recommendations

· Safeguarding report (standing item) – ongoing concern about delivery of adult training

· SNHSFT Quality Report (standing item) - ongoing concern about A&E targets and the recent breach of authorisation letter received from Monitor. This has also contributed to the Trust being rated red on Governance.

· Francis II – the Mid Staffordshire NHS Foundation Trust Public Inquiry. See Section 4 of this Report.



1.2    WinterbourneView Report

The report contains over 60 recommendations to be delivered in a coordinated way by a number of organisations. The recommendations are designed to transform services for people with learning disabilities (LD) or autism and mental health conditions or behaviours described as challenging. 



The Joint Commissioning Lead presented a report to the Quality & Provider Management Committee providing assurances that all immediate actions had been undertaken. These include developing a register for all patients with LD, and identifying and reviewing any patients with LD, autism and challenging behaviour in in-patient beds. 



Four patients all in out of area placements were identified as part of this work. Three have been reviewed already and therefore a commitment to review the fourth person by the end of May. All out of area placements (and their funding) have previously been discussed at Individual Funding Request (IFR) panel meetings. The Q&PM Committee identified a need to maintain a local IFR panel meeting in light of the recommendations within the Winterbourne Review and to maintain a focus on local issues. 



An assurance and / or exception report on the additional recommendations contained in the report will be presented to the Q&PM Committee shortly. 



2.	Serious Incidents 		

There have been a total of four serious incidents reported in Quarter 4 so far all from acute settings. There were three incidents where C Diff was named on the death certificate, the Infection Prevention Commissioning Lead has been informed and will be involved in the RCA investigations.There was also one child death, details of which have not yet been established. 





3. Performance



3.1 Stockport NHS Foundation Trust Performance 



3.1.1	Quality related performance targets

The A&E performance was 82.89% in February and is 90.79% for the financial year to date.  



A follow up to the review on progress of the Transforming Unscheduled care Project was conducted by Jeremy Pease in February 2013.  The recommendations are under consideration and will be summarised in the next board report.



The CCG continues to seek assurance on the extent to which patient experience and safety are adversely affected by failure of the target.



On the NHS North of England Quality dashboard, SNHSFT is also rated red for +52 week waiters. With this said, the Trust only had one in November 2012 which is the latest information included in the dashboard. The dashboard does not reflect the significant reduction in +26 week waiters recorded by SFT (from 280 in April to 145 in December).



3.1.2	Acute CQUIN schedule 2012/13

SNHSFT has submitted Quarter 3 evidence against the Acute CQUIN schedule. Whilst it is positive that data against the CQUIN schedule is now being submitted in a coordinated way, the Trust is under trajectory in a number of areas. The financial implications of the Trust’s achievement and the amount payable at the end of the year is currently being debated within contract monitoring forums.  



SFT are currently under trajectory (and not likely to achieve) the following targets. 

		AQ

		1.3

		Heart Failure 

		The Trust has consistently underperformed against this target but have demonstrated significant improvement in recent months. Full Quarter 3 data is not yet available however the Trust met the target for the first time in October 2012.





		AQ

		1.6



		Patient Experience 

		It is difficult to calculate how the Trust is performing against this target until more data is available. 



The year-end target of 25% completion rate of an AQ Patient Experience survey. The rate so far is 14.3%



		Local 

		2.1

		Enhanced ED Performance 

		The FT is not meeting these targets. 



ED performance is monitored daily by the PCT. 





		Local 

		2.2

		ED wait to be seen



		



		Local

		2.3

		ED wait for senior review 



		



		Local 



		2.4

		ED performance bonus

		



		Local 

		3.1

		ED Coding



		This indicator relates to the assessment of ACS patients in ED. 



No update on the ACS coding project has been received as part of CQUIN evidence. 





		Local 

		5.1

		Improved End of Life care (patients on the LCP)

		The FT did not meet the 75% target in Quarter 2 or Quarter 3. 



There has also been no update on the implementation of a new coding process (expected October).



A further understanding of the issues has been requested from the EoL Steering Group but has not been received. 



		Local 

		6.1

		Alcohol advice liaison service 





		Post holder in recruited in November. Agreed to release the monies attached to the post holder being in place in October. 



There is an additional element to this target based on a reduction in the number of alcohol specific bed nights. Although this is an end of year target the FT look unlikely to meet the target. 





		GM





		11.1

		Harm free care VTE risk assessment (95% target)

		The FT is meeting the national target of 90% but is still under the 95% GM stretch target. The FT has introduced a number of measures to address this.



The December the figure was 92.7%.



This will be a national target in 2013/14



		GM



		11.2

		Harm free care VTE incidences

		This is an end of year target however based on Q3 data the FT look unlikely to meet the 30% reduction target.  





		GM



		11.7

		Harm free care falls incidence – 30% reduction 

		The FT are measuring the number of falls among all adult inpatients (not just older people). Although the number of falls are reducing, the FT is not meeting the 30% reduction target.  



		GM



		11.15

		Leadership for harm free care – 7 walk rounds per month

		The FT is not currently meeting this target 



		GM 

		12.1

		Health inequalities training 

50% of eligible staff to be trained by Q2 / 90% by the end of Q4

		The Trust did not meet the Q2 target due to the member of staff delivering the training being on sick leave. It remains unclear whether they will meet the end of year 90% target.  



		GM

		12.2

		Breastfeeding initiation 

		Partial achievement rules apply. 

The FT is currently under trajectory although this is based on end of year figures. 



		GM

		12.3

		Breastfeeding primary 



		Community indicator (partial achievement rules apply). The FT is currently under trajectory although this is based on end of year figures. 



		GM

		12.4

		Breastfeeding maintenance

		Community indicator (partial achievement rules apply). The FT is currently under trajectory although this is based on end of year figures.





		GM

		12.5

		Smoking status known 

		The Settings relate to pre-op assessment, cardiac rehab, chest clinic and maternity

Pre-op: green

Cardiac rehab: green

Chest clinic: red

Maternity: green (data not submitted for November and December)



It is unclear why this indicator is not being met within the chest clinic. 



		GM 

		12.6

		Smoking cessation support 

		Pre-op: red

Chest clinic: red

Cardiac rehab: green

Maternity: green



		GM

		12.7

		Alcohol abuse identification



		The settings this relates to are A&E, Pre-op assessment, cardiology and maternity. 



The FT is not meeting the target when measured across all clinical settings. 



The FT submitted a breakdown of the figures by setting for Q3 which shows that performance in A&E is particularly poor.  





		GM 

		12.8

		Alcohol advice 

		The FT is not meeting the target when measured across all clinical settings. Cardiac rehab is the only setting whether the 90% target is being met.







Indicators where there is lack of evidence / clarity regarding the Trust’s achievement 

		N16





		Dementia

		There are three national indicators relating to dementia. Although the Trust’s action plan suggests that systems will be in place by the end of quarter 3 and that appropriate collection and submission of data will follow, it is unclear whether the relevant targets will be met. 



		GM10.4

		Antipsychotic prescribing 

		Lack of clarity around the GM Dementia CQUIN indicator relating to Anti-psychotic prescribing. 



This is part of wider discussions regarding the coordination of requests for assurances on quality. 



CCG rating: Amber pending receipt of further information 



		L7.1

		Discharge letter quality 

		There was an agreement that the CCG would initiate an audit within a sample number of GP practices to assess this. Unclear re progress.  











3.1.4	National NHS Staff Survey SNHSFT 



The results of the national staff survey were published at the end of February. SNHSFT are below the national average for only one of the 28 questions in the survey, relating to the percentage of staff who felt ‘able to contribute to improvements at work’. 



The results also show a negative change from the 2011 results in two areas:  

· % receiving health and safety training in the last 12 months

· % suffering work-related stress in the last 12 months



See appendix 1 for a summary of key findings against other acute trusts.







3.2 Stockport NHS Foundation Trust Community Services Performance



3.2.1 	Quarter 3 Report

SNHSFT submitted Quarter 3 reports relating to complaints, patient safety, pressure ulcers, patient experience, safeguarding adults, safeguarding children, clinical audit and infection control. They were reviewed thoroughly prior to the meeting and the following issues were discussed at the meeting:

· Monitoring of the domestic service contract and where to seek assurances regarding infection control within clinics. This will now be a function of PropCo and links have been made with the relevant lead.

· Safeguarding adults – the report highlighted that there was no system for gathering training data for each service. Sue Gaskell is fully aware of the risk and is progressing this through her regular meetings with the Trust. 

· Complaints – there were a number of complaints relating to the length of time to wait for ear syringing. The District Nursing service participated in a service review which was completed in October 2012. A number of actions have been implemented following this review and as at December 2012 waiting times for appointments were on average 3 weeks. 

· Pressure ulcers – equipment issues were identified as a common cause of pressure ulcers. The Trust is developing an action plan with joint responsibility lying with the DN service and the SMBC Mediquip contract manager. NHS Stockport CCG will request an update on this initiative at the end of the year. 



3.2.2	Community CQUIN Schedule 2012/13 achievement

In terms of Q3 achievement against the community CQUIN schedule, the Trust is performing well. They are however not meeting the breastfeeding target and look unlikely to meet the target relating to the number of appointments cancelled. These will be reviewed and may be carried over into next year’s schedule. 



4. Hospital Walkaround  - SNHSFT

A team of 6 commissioners undertook a Hospital Walkaround of SNHSFT on 26th February 2013.  This was an announced visit with 5 day’s notice.The CCG Team split into two groups and each group was accompanied by two of the hospital’s senior nurses.  On the Walkaround CCG commissioners spoke to patients and staff and had full access to patient notes and requested wards. 

Group 1 -  ED, MAU, ACU and Short Stay Unit.

	     Dr Ranjit Gill, Dr Heather Proctor and Mark Chidgey

Group 2 – A11 (unannounced), E2 and Discharge Lounge

	    Dr Cath Briggs, Karen Richardson, Gillian Miller	

The results of the Walkaround are being compiled into a report which will be sent to the FT for comment before sending to the Governing Body.



5. 2013/14 contracts – KPI and CQUIN schedules



Final KPI and CQUIN schedules are being progressed with respective Providers. The majority of indicators have been agreed in principle but require additional local negotiations which are ongoing. Senior managerial and clinical leads from both provider and commissioner organisations are involved in the negotiations. 



Further quality related clauses have also been suggested for inclusion in the contract with SNHSFT with the intention of making the contractual obligations placed on SNHSFT consistent with other Acute Trusts within Greater Manchester. 







6. The Francis (II) Report 

6.1 Summary 

The Report of the Mid Staffordshire NHS Foundation Trust Public Enquiry, chaired by Robert Francis QC was published on 6th February 2013. In his cover letter, Robert Francis said the story his report told was ‘first and foremost of appalling suffering of many patients’.  He said it was primarily caused by the failure of the trust board to listen to patients concerns, correct deficiencies and tackle an ‘insidious negative culture’ that tolerated poor standards and clinical disengagement from managerial and leadership responsibilities.

The Executive Summary and Full Report can be found at:  www.midstaffspublicinquiry.com

6.2 Warning Signs

There were a number of warning signs that Robert Francis identified which should have alerted those responsible to serious safety concerns in the Trust.  In his key note speech on27th February at a Kings Fund seminar, (www.kingsfund.org.uk/audio-video/robert-francis-lessons-staffor) Robert Francis summarised these as:

· Patient stories – Actual experiences are the most impacting. Listen and act.

· Mortality Statistics – The Trust had the second poorest mortality stats in the country yet the Trust did not acknowledge them.

· Complaints – Procedures followed but no evidence of learning.

· Staff Concerns – Hundreds of incidents were reported by staff.

· Whistle-blowers – Reports never got to the Board

· Governance issues- Many consultants reports highlighted concerns

· Finance – Financial pressures led to cuts which affected safety and quality

· Staff reductions - Led to unsafe staffing levels.

6.3 Recommendations

In the key Note speech of 27th February, Robert Francis summarised these as:

· Common Values – Put patients first.  All NHS staff should commit to and be accountable for NHS values.

· Fundamental Standards – Define essential standards is a way that patients can understand and engage with.  Distinguish from enhanced quality standards. 

· Openness, transparency and candour.  Need more honesty. Make it a statutory requirement on the organisation and the individual. to report mistakes.

· Compassionate, caring and committed nursing.  Embed values.  Named doctor and nurse for each patient.  Recognise the special status of care of the elderly. 

· Strong patient centred leadership.  Leadership by example. Leaders to be accountable.

· Accurate, useful and relevant information. Indicators/outcomes that make sense to the patient.  eg infection rates by ward. Outcomes by consultant/team.

· Culture Change not dependent on Government – no need to wait for regulation, call for a change of attitude by all people who work in the NHS.



There are 290 recommendations.  Where possible the responsible organisation has been identified. There are 16 recommendation explicitly identified for commissioners and are attached in Appendix 2. These have a theme of effective quality and performance monitoring and scrutiny and being highly accountable to the public for the services commissioned. There are also learning points within the other recommendations and these will be extracted for CCG scrutiny and response.

6.4   Stockport CCG Response

· The Report was discussed at the Quality & Provider Committee of 20/2/13 and a series of actions agreed.

· Letters have been sent to all CCG staff and to all GPs and Practice staff.  Staff and members encouraged to email comments to CCG using a secure email address.

· Letter will be sent to other Stakeholders including Healthwatch.

· Meeting requested with FT to discuss Francis in a small forum to share our approaches and views and agree a joint plan where appropriate.

· A Francis Seminar is planned for 25th April for CCG staff and members as a briefing, a forum for listening to staff views and for discussion.

· Next Q&P Committee to agree the framework for a Stockport CCG Francis Plan, including the response to the specific 16 commissioner recommendations.

· Implement statutory regulation arising from this Report.







7. Conclusion 



The continued performance failure of the A&E target is a serious cause for concern. It reflects ongoing problems with managing effective flow through the hospital and ensuring basic access times to treatment are provided for our patients. Work is on-going to evidence the impact on clinical outcomes resulting from delays to assessment and treatment in ED and on patient experience for patients admitted as emergencies.



The Francis Report will provide key the direction and framework for the CCG’s Quality work in the year ahead. It will also act as a reference point for evaluation of the progress made in ensuring that quality and safety are embedded in all of our services.




































		

		Mid Staffordshire NHS FT Public Inquiry; Robert Francis - Essential Aims

		

		



		

		

		

		



		1

		Foster a common culture shared by all in the service of putting the patient first;

		

		



		2

		Develop a set of fundamental standards, easily understood and accepted by patients, the

		

		



		

		public and healthcare staff, the breach of which should not be tolerated;

		

		



		3

		Provide professionally endorsed and evidence-based means of compliance with these

		

		



		

		fundamental standards which can be understood and adopted by the staff who have to

		

		



		

		provide the service;

		

		



		4

		Ensure openness, transparency and candour throughout the system about matters of

		

		



		

		concern;

		

		



		5

		Ensure that the relentless focus of the healthcare regulator is on policing compliance with

		

		



		

		these standards;

		

		



		6

		Make all those who provide care for patients – individuals and organisations – properly

		

		



		

		accountable for what they do and to ensure that the public is protected from those not fit

		

		



		

		to provide such a service;

		

		



		7

		Provide for a proper degree of accountability for senior managers and leaders to place all

		

		



		

		with responsibility for protecting the interests of patients on a level playing field;

		

		



		8

		Enhance the recruitment, education, training and support of all the key contributors to the

		

		



		

		provision of healthcare, but in particular those in nursing and leadership positions, to

		

		



		

		integrate the essential shared values of the common culture into everything they do;

		

		



		9

		Develop and share ever improving means of measuring and understanding the

		

		



		

		performance of individual professionals, teams, units and provider organisations for the

		

		



		

		patients, the public, and all other stakeholders in the system.

		

		








Appendix 1 – NHS National Staff Survey Summary of Key Findings 
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Board Assurance Framework


1.0 Purpose


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


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

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

2.2      The attached report reflects the discussions by the Operational Executive Committee on 6 March 2013. 

2.3      The rating for strategic risk 4 has been increased following a recent request from the NCB Local Area Team for additional funding during 2013/14.

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

6 March 2013


		

		

		

		

		

		

		

		

		

		



		Strategic Risk Description 

		Ref

		Impact on Strategic Goals 

		Owner

		

		Risk Assessment 


(C-Current T-Target) 

		

		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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NHS Stockport submission to the NHS Greater Manchester Board Assurance Framework

1.0
Purpose


1.1 On a quarterly basis NHS Stockport Primary Care Trust is asked to supply the following information towards the NHS Greater Manchester Board Assurance Framework.


1.2
This information reflects the current position of NHS Stockport Primary Care Trust in the eight featured areas.

2.0
Rationale

2.1
The rationale behind each of these assessments is as follows:


1 Red: Continued under-performance against the Emergency Department and TIA targets

2 Amber: There are some areas of under-performance (as outlined in the recent refresh of the JSNA)


3 Amber: This strategic risk cannot be rated as ‘green’ whilst number 1 is ‘red’


4 Amber: This is marked as amber as we prepare our response to the Francis report

5 Green: The 2012/13 QIPP target has now been achieved

6 Green: This is well on track to be completed by March 2013


7 Green: The Local Area Team have indicated that they are comfortable with our progress against our two conditions

8 Green: This is on track.


3.0
Next Steps


3.1
The members are asked to review and approve this assessment.


T Ryley

6 March 2013

[image: image1.png]NHS Greater Manchester
NHS Stockport PCT Risk Board Report Self-Assessment
March 2013

Ref Risk Management Area

1 Failure to deliver key operating framework
standards, eg 18-week referral to treatment,
A&E 95%, Cancer 62-day, C-Diff, MRSA,
Ambulance Wait, |G, summary care record

Failure to deliver required levels of health
improvement across Greater Manchester and
the associated reductions in health inequalities

Failure to ensure robust provider management
arrangements are in place

Failure of ensure the provision of delivery of
quality patient care in light of Francis review

Failure to deliver plans for Quality, Innovation,
Productivity and Prevention (QIPP)

Failure to deliver the transition of Public Health
to local authorities by April 2013

Failure to support Clinical Commissioning
Groups to achieve authorisation with minimum
conditions

8 Failure to ensure PCT closedown in line with
national guidance
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Child Poverty data update – December 2012 
 
Introduction 
 
On 28th September 2012, HMRC published 2010 data against the local child poverty 
measure (formerly known as NI 116). The measure calculates the proportion of 
children living in families in receipt of out of work (means-tested) benefits or in receipt 
of tax credits where their reported income is less than 60 per cent of median income. 
The means-tested out of work benefits are Income Support, Income Based 
Jobseekers Allowance, Employment and Support Allowance and Pension Credit. The 
proportion of children in poverty is calculated using Child Benefit data. This measure 
is most closely related to the national relative low income measure. Data is published 
annually to LSOA level and is available from 2006 to 2010. 
 
The local child poverty measure is calculated using child benefit data, out of work 
benefits and tax credits data. Importantly, this measure relies on finalised tax credits 
awards to provide complete information on family income and circumstances for the 
entire year. Therefore, there is a two year lag on the publication of this measure due 
to the availability of finalised tax credits data. 
 
HMRC publish the data as quickly as possible but time lags occur due to the 
availability of data, processing times and quality assurance of the data. 
 
Data for 2011 is due for publication in September 2013.  
 
 
Trend data 
 
Stockport 
 
Stockport’s child poverty rate as at August 2010 was 15.7%. Although Stockport’s 
rate is significantly lower than the National, Greater Manchester and North West 
averages, and lower than our Statistical Neighbour average, we have seen a 
significantly higher level of increase between 2006 and 2010 than our comparators.  
 
Table 1: Comparator performance 2006 – 2010 


2006  2007  2008  2009  2010 
% change  


2006 to 2010 


England  20.8%  21.6%  20.9%  21.3%  20.6%  ‐1.0% 


North West  22.6%  23.6%  22.8%  23.1%  22.4%  ‐0.9% 


GM  25.2%  26.6%  25.6%  25.7%  24.5%  ‐3.0% 


SN  15.0%  15.6%  15.3%  16.2%  15.8%  5.3% 


Stockport LA  14.4%  15.5%  15.2%  16.0%  15.7%  9.0% 
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Chart 1: Comparator performance 2006 – 2010 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Table 2: Greater Manchester breakdown by Local Authority 


   2006  2007  2008  2009  2010 
% change 


2006 to 2010 


Manchester 41.8%  43.6%  41.4%  39.8%  38.2%  ‐8.6% 


Salford 28.5%  30.1%  29.4%  29.2%  28.6%  0.4% 


Oldham 29.5%  31.9%  29.3%  29.0%  27.4%  ‐7.1% 


Rochdale 28.2%  29.7%  28.3%  28.5%  27.0%  ‐4.3% 


Bolton 23.7%  25.2%  24.3%  24.2%  23.1%  ‐2.5% 


Tameside 22.5%  23.8%  23.5%  24.0%  23.4%  4.0% 


Wigan 18.1%  18.7%  18.8%  20.0%  19.7%  8.8% 


Bury 17.3%  18.7%  18.2%  18.5%  17.8%  2.9% 


Stockport 14.4%  15.5%  15.2%  16.0%  15.7%  9.0% 


Trafford 15.3%  15.7%  15.2%  15.5%  14.9%  ‐2.6% 
 
Table 3: Statistical Neighbour breakdown by Local Authority 


   2006  2007  2008  2009  2010 
% change 


2006 to 2010 


Bury 17.3%  18.7%  18.2%  18.5%  17.8%  2.9% 
Cheshire West 
and Chester N/A  N/A  N/A  16.1%  16.0%  N/A 


Essex 15.3%  15.7%  15.7%  16.8%  16.7%  9.2% 


Kent 16.9%  17.3%  17.0%  18.0%  17.7%  4.7% 


Lancashire 18.2%  19.0%  18.2%  18.6%  18.0%  ‐1.1% 


Solihull 14.7%  15.2%  15.2%  16.2%  15.8%  7.5% 


Trafford 15.3%  15.7%  15.2%  15.5%  14.9%  ‐2.6% 


Warrington 13.0%  13.5%  13.5%  14.5%  14.3%  10.0% 


Stockport 14.4%  15.5%  15.2%  16.0%  15.7%  9.0% 


Warwickshire 13.0%  13.4%  13.2%  14.3%  13.9%  6.9% 


York 13.4%  13.7%  12.8%  13.3%  12.9%  ‐3.7% 
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The 9.0% increase between 2006 and 2010 is equivalent to over 850 additional 
children living in poverty. As at August 2010 there were 9,640, approximately 1 in 6, 
children living in poverty within Stockport. 
 
Under-16s 
 
The trend in child poverty amongst under-16s is similar to the trend for all children. 
Stockport is again significantly lower than the National, Greater Manchester and 
North West averages although we have again seen a significantly higher level of 
increase between 2006 and 2010 than our comparators. 
 
Table 4: Comparator performance 2006 – 2010 (Under-16s) 


   2006  2007  2008  2009  2010 
% change 2006 


to 2010 


England  21.8%  22.4%  21.6%  21.9%  21.1%  ‐3.2% 


North West  23.7%  24.4%  23.5%  23.7%  22.9%  ‐3.4% 


GM  26.3%  27.5%  26.2%  26.1%  24.7%  ‐6.1% 


SN  16.1%  16.6%  16.1%  16.8%  16.4%  1.9% 


Stockport LA  15.3%  16.4%  15.9%  16.6%  16.3%  6.5% 
 
In 2010, 88% of children living in poverty within Stockport were under-16. This is 
slightly higher than the National average (87%). 
 
Areas of deprivation 
 
Although we have seen an increase in the child poverty rate within each of the four 
priority areas, the rate of increase has not been as high as the overall Stockport rate. 
 
Table 5: Priority Area breakdown 2006 – 2010 


   2006  2007  2008  2009  2010 
% change 2006 


to 2010 


Adswood and 
Bridgehall 


46.2%  47.5%  44.3%  46.4%  43.0%  ‐6.9% 


Brinnington  46.9%  51.3%  47.6%  50.1%  49.5%  5.5% 


Central  40.4%  47.9%  46.6%  43.9%  43.4%  7.4% 


Offerton  41.1%  43.5%  43.3%  41.8%  40.3%  ‐1.9% 


Stockport LA  14.4%  15.5%  15.2%  16.0%  15.7%  9.0% 
NB: Offerton NM area includes P2 - Offerton only as data is only available at LSOA level and cannot be 
disaggregated to pockets of deprivation. 
 
Child poverty rates within Brinnington priority area and Central priority area have 
increased by over 5% between 2006 and 2010. However, rates have reduced since 
2009. A significant reduction in the rate of child poverty has been seen within 
Adswood and Bridgehall priority area although the rate, along with the rates in 
Brinnington priority area and Central priority area, is still approximately 3 times higher 
than the overall Stockport rate. 
 
Variation within areas of deprivation 
 
Further analysis of individual NM areas shows the variation between different Lower 
Super Output Areas (LSOAs).  
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CC Reach Area  
2006  2007  2008  2009  2010 


% change 
2006 to 2010 


No. change 
2006 to 2010 


Abacus  31.7%  32.0%  30.4%  31.7%  29.8%  ‐6.0%  25 


Belmont and Lancashire 
Hill 


16.1%  17.5%  18.0%  18.3%  17.4%  8.1%  55 


Bramhall  3.9%  5.1%  5.5%  6.5%  5.5%  41.0%  65 


Bredbury Green and Goyt 
Valley 


18.0%  19.5%  18.5%  19.7%  20.8%  15.6%  65 


Bredbury, Romiley and 
Woodley 


13.4%  13.5%  15.0%  14.2%  14.6%  9.0%  35 


Brinnington  42.7%  47.0%  43.4%  45.4%  44.7%  4.7%  120 


Cheadle and Gatley  9.8%  9.9%  9.6%  9.3%  9.9%  1.0%  15 


Cheadle Hulme  5.7%  6.2%  5.5%  5.5%  6.1%  7.0%  10 


Edgeley and Cheadle 
Heath 


20.8%  23.8%  24.0%  25.0%  24.5%  17.8%  175 


Hazel Grove and High Lane  9.2%  10.2%  10.1%  11.2%  11.1%  20.7%  75 


Heald Green  10.7%  13.2%  11.2%  11.8%  10.8%  0.9%  5 


Heatons  9.8%  10.6%  9.8%  9.1%  8.8%  ‐10.2%  ‐30 


Ladybridge Park  14.1%  14.5%  14.4%  15.6%  15.2%  7.8%  40 


Marple  6.9%  8.0%  7.4%  7.7%  8.7%  26.1%  60 


Offerton  19.2%  19.4%  19.5%  20.1%  18.7%  ‐2.6%  ‐25 


Reddish North  21.8%  23.4%  22.3%  23.2%  24.4%  11.9%  75 


Reddish Vale  18.6%  20.6%  19.6%  21.0%  20.2%  8.6%  20 


Stepping Hill  4.1%  3.7%  5.2%  6.4%  4.7%  14.6%  20 


Stockport Central  18.3%  19.5%  18.5%  21.3%  20.7%  13.1%  60 


 
Stockport inequality gap 
 
Indices of Multiple Deprivation (IMD) has shown Stockport to be one of the most 
polarised boroughs in England. This is further evidenced by the variation in child 
poverty rates across the borough. 
 
Stockport has 39 (35 in 2009) LSOAs with child poverty rates below 5%. This is 
equivalent to less than 1 in 20 children living in poverty. In some LSOAs within 
Stockport, this rate reduces to less than 1 in 50 children living in poverty. 
 
Amongst the most deprived areas within the borough, there are 33 (34 in 2009) 
LSOAs with child poverty rates above 25%. This is equivalent to more than 1 in 4 
children living in poverty. In some LSOAs within Stockport, this rate increases to 
more than 1 in 2 children living in poverty. 
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Health and Wellbeing Board (Shadow) – 28 November 2012



HEALTH & WELLBEING BOARD (SHADOW)

		Meeting:

		28 November 2012



		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



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		John Leach

		-

		Chair, Stockport LINk



		Vicci Owen Smith

		-

		Deputy Director of Public Health, NHS Stockport



		Andrew Webb

		-

		Corporate Director for People, Stockport Council





Also In attendance

		Eamonn Boylan

		-

		Chief Executive, Stockport Council



		Michael Cullen




		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Steve Houston




		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Maria Kildunne

		-

		LINk Senior Development Manager, Stockport LINk



		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 Cllr Kevin Dowling; Gaynor Mullins; Dr Steve Watkins

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 26 September 2012 were approved as a correct record.

2. DECLARATIONS OF INTEREST


No declarations of interest were declared.

3. CHAIR’S ANNOUNCEMENTS


The reported on attendance at the following events:-


(i) a recent Health & Wellbeing Board/ Overview and Scrutiny member event in Wigan hosted by the Centre for Public Scrutiny on best practice in appreciative enquiry;


(ii) a Department of Health event about inequalities and the role and importance of the Health & Wellbeing Board;

(iii) the Annual Social Care Conference and events organised by the Care Quality Commission and Health watch England. 

4. NHS MANDATE

An overview of the recent published NHS Mandate was submitted (copies of which had been circulated). The Mandate, published by the Department of Health, set out the Government and NHS National Commissioning Board’s ambitions for the health service for the next two years.

It was commented that the key outcomes identified in the Mandate accorded with aspirations and aims of the Stockport Joint Health and Wellbeing Strategy.

Disappointment was expressed that the Mandate made little reference to public health.


RESOLVED – That the report be noted.


5. TRANSFORMTAION WORK IN HEALTH AND SOCIAL CARE (STOCKPORT ONE AND OTHER DEVELOPMENTS)

Terry Dafter (Stockport Council) and Dr Ranjit Gill (Stockport Clinical Commissioning Group) submitted a report (copies of which had been circulated) updating the Board on developments with jointly commissioned services and integrated working between the Council, the Clinical Commissioning Group, the Stockport NHS and Pennine Care NHS Foundation Trusts and Age UK, in particular the development of the Stockport One Service.

The Stockport One Service sought to transform health and social care services for vulnerable adults and older people in Stockport, beginning in Marple before being rolled-out across the Borough in the next two years. It was hoped to not only realise efficiencies in the provision of complex care but also to improve the care provided to vulnerable adults and further reduce the cost of more expensive interventions at later stages.


The following comments were made/ issues raised:

· Work was ongoing to more fully share data and realise the potential of the Stockport Health Record. The integration of commissioning and management functions was being explored and there was commitment to pursue this as far as possible.

· The financial implications of Stockport One were complex and needed to be handled carefully so as not to destabilise any particular partner organisation. Investment in the service may be required to realise longer term savings and further analysis was needed to understand the impact on each partner organisation.

· There was a challenge for the Board in providing leadership as the success of the service depended in part on changing the behaviour and mindset of those involved in delivery. The Board needed to be clear on the strategic objectives of this work, but allow for freedom to experiment to those involved in delivery.

RESOLVED – (1) That the overall aims of Phase 1 of the Stockport One Service be endorsed.


(2) That the Transformation Board be requested to submit a report in 3-4 months’ time on progress with the implementation of the Stockport One Service.

(3) That the potential impact of Stockport One and other health and social care transformation projects on the Section 75 Agreement and the financing by individual partner organisations be noted and further analysis of these implications be submitted to the Board when completed.


(3) That the Transformation Board be requested to submit a report to a future meeting on other transformation projects.

6. ESTABLISHMENT OF LOCAL HEALTHWATCH

Sarah Newsam (Stockport Council) submitted a report (copies of which had been circulated) inviting the Board to consider proposals for the establishment of a local HealthWatch for Stockport as required by the Health and Social Care Act 2012. The organisation would act as a consumer champion for health and adult social care.

John Leach (Stockport LINk) commented that shadow HealthWatch arrangements were in place, but that the work of the LINk was continuing. He also thanked those involved for their work on the transitional arrangements.

RESOLVED – That the report be noted.

7. INFORMATION EXCHANGE

(i)
JSNA Update

Vicci Owen Smith (Deputy Director of Public Health) submitted an update on the 2011 Joint Strategic Needs Assessment (JSNA) (copies of which had been circulated) providing further information on key themes and trends to have emerged the last year.

The following issues were highlighted:-


· Improvements in the prevalence of deaths by circulatory diseases and in mortality rates.

· Continued concern about inequalities and life expectancy and decreasing screening rates.

· The JSNA was a process and the Board had a key role in using this information to drive improvements in outcomes, both at a population level and through targeted work to address lifestyles and behaviour.

RESOLVED – That the JSNA Update be welcomed.

(ii)
Alcohol Minimum Unit Pricing

Vicci Owen Smith (Deputy Director of Public Health) submitted a report (copies of which had been circulated) updating the Board on the Government’s consultation on measures to address alcohol related harm, including a 45p minimum unit price, restrictions of multi-buy promotions and changes to licensing arrangements.

RESOLVED – (1) That the Director of Public Health be requested to prepare a technical response to the Government’s alcohol consultation for submission to the January Board meeting. 

(2) That the Leader of the Council and Chief Executive be invited to discuss with the Combined Authority the possibility of a joint press release and response to the Government’s consultation.


(iii)
CQC Guidelines


The Chair reminder Board members of the NICE briefing due to take place on 16 January 2013 to discuss their newly developed Local Government Guidelines.


(iv)
Public Health Transition progress and funding update


Sarah Newsam (Stockport Council) submitted a report (copies of which had been circulated) on progress with the arrangements for the transfer of Public Health functions to the Council and Public Health England.



RESOLVED – That the report be noted.


(v)
Stockport LINk 2nd Quarter Activity Report – July-September 2012


Maria Kildunne (Stockport LINk) submitted a report (copies of which had been circulated) detailing the work of the LINk for the second quarter of 2012. 

A recently completed report on discharge from Stepping Hill Hospital to residential care homes was discussed, which had highlighted incidences where patients had been discharged in a range of challenging circumstances, including late night discharges and incomplete discharge note.  Representatives of the Clinical Commissioning Group undertook to consider these matters further.


RESOLVED – That the report be noted.

8. FUTURE AGENDA PLANNING 

Gill Walters (Stockport Council) submitted a report (copies of which had been circulated) inviting the Board to consider a proposal to undertake formal forward planning of the Board agendas to ensure it could more effectively driving local health and social care integration and influencing wider wellbeing and health improvement at a whole population level.  

RESOLVED – That a forward plan for 2013 which links the agenda for the Health and Wellbeing Board to the key themes from the Joint Health and Wellbeing Strategy be developed and submitted to the Board in January 2013. 


The meeting closed at 3.55 pm




		Committee Date:    13 March 2013

		Agenda Item No: 17





		

Compliance Update





		Summary: 

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



This quarter’s report focuses on the CCG’s firstInformation Governance Toolkit assessment. 





		Link to Annual Business Plan:

		Statutory duties in Outcomes Framework and included in Operational plan.



		Action Required: 

		Note the update.



Discuss the Information Governance plan.





		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		Dr Ranjit Gill



		Presenter / Author:

		Tim Ryley

Director Strategy & Governance 0161 426 5573





		Committees / Groups Consulted:

		







Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		

		Change in Financial Spend: Finance Section below completed 

		N/A



		Page numbers 

		

		Service Changes: Public Consultation Completed and Reported in Document 

		N/A



		Paragraph numbers in place

		

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		N/A



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

		

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		N/A



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

		

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

		N/A



		

		

		Any form of change: Risk Assessment Completed and included 

		N/A



		

		

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

		N/A
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		Compliance Update – Executive Summary





		1.

		Compliance Dashboard



		1.1

		There are currently five greys on the dashboard, as reports are still outstanding from the HR team regarding:

· E-learning stats for staff; 

· Completion of PDRs; and

· CRB checks.





		1.2

		A request has been submitted to the HR Business Services team for updated information. However, due to the current burden on HR with the completion of staff transfers from PCTs to receiving organisations, we have agreed that it is acceptable for this data to be made available later in the year.





		1.3

		The January ‘red’ on services reporting patient satisfaction levels has been downgraded to ‘amber’, as contracts for 2013/14 have been amended to ensure that patient satisfaction levels are reported. This information will be collated by the CSU’s Total Provider Management Team and tracked as a quality measure in reports to Governing Body.





		1.4

		Assessment of safeguarding standards among service providers has also been downgraded from red to amber, as the CCG has invested in an expanded Safeguarding team, which will back-date checks on providers.





		1.5

		As at 1 March 2013, 72% of CCG staff had completed their mandatory IG e-learning. The remaining 20 employees will be asked to complete training by 31 March.





		2.

		Information Governance



		2.1



		All NHS organisations are required to submit a regular self-assessment of their compliance with Department of Health Information Governance policies and standards - the Information Governance Toolkit (IGT).





		2.2

		The toolkit looks at 28 requirements, which are scored on a scale of 0-3:

· Level 0 – insufficient evidence to attain Level 1

· Level 1 – basic policies / processes in place

· Level 2 – organisation is meeting legal requirements

· Level 3 – best practice.





		2.3

		In this year’s toolkit NHS organisations are expected to achieve an overall score of 80%.  NHS Stockport CCG is fully compliant with its IG responsibilities, with a score of 83%.





		IGT version 10

		Level 0

		Level 1

		Level 2

		Level 3

		N/A

		Score



		Information Governance Management

		0

		0

		1

		4

		0

		93%



		Confidentiality and Data Protection 

		0

		0

		3

		4

		1

		85%



		Information Security Assurance

		0

		0

		8

		5

		0

		79%



		Clinical Information Assurance

		0

		0

		1

		1

		0

		83%



		All Initiatives

		0

		0

		13

		14

		1

		83%



		* scores are based on a weighted calculation undertaken by Connecting for Health on the IG Toolkit site.





		2.4

		Over 2013/14 the CCG will work to improve its IG performance, aiming for level 3 in all areas. A work plan for the coming year is set out at the end of this paper for consideration of the Governing Body.
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Compliance Dashboard



		Information Governance

		

		Duty to Consult



		

		Progress on the Information Governance Toolkit

		

		

		Percentage of service changes consulted upon



		

		Percentage of staff undertaking mandatory IG e-learning

		

		

		Number of people consulted quarterly



		

		Percentage of FoI requests handled within legal timeframe

		

		

		Percentage of complaints resolved within legal timeframe



		

		Percentage service providers meeting IG standards

		

		

		Percentage of services reporting patient satisfaction levels



		

		

		

		

		



		Equality & Diversity

		

		Employment Law



		

		Percentage of service changes impact assessed

		

		

		Percentage of HR policies updated in line with legislation



		

		Percentage of staff undertaking E&D training

		

		

		Percentage of staff completing annual PDR



		

		Annual submission to the Equality Delivery System

		

		

		Annual workforce report



		

		Annual Public Sector Equality Duty Publication 

		

		

		Annual staff survey



		

		4-yearly Equality Objectives

		

		

		Number of grievances & disciplinary proceedings



		

		Percentage of service providers meeting E&D standards

		

		

		Percentage service providers meeting HR standards 



		

		

		

		

		



		Health & Safety

		

		Protecting Vulnerable People



		

		Percentage of policies updated in line with legislation

		

		

		Percentage of policies updated in line with legislation



		

		Percentage of staff undertaking mandatory training

		

		

		Percentage of staff undertaking mandatory e-learning



		

		Annual safety audit of premises and equipment

		

		

		Percentage of staff working with vulnerable people who



		

		Annual report on injuries in the workplace

		

		

		have an up-to-date CRB check



		

		Percentage of service providers meeting H&S standards

		

		

		Percentage of service providers meeting standards



		

		

		

		

		



		Procurement & Competition Law

		

		Governance & Risk



		

		Percentage of tendersdocuments over £10,000 published

		

		

		Covered in regular risk reports



		

		Percentage of spending over £25,000 published

		

		

		



		

		Percentage of new ICT contracts over £10,000 published

		

		

		



		

		

		

		

		



		Finance

		

		Clinical Quality & Outcomes



		

		Covered in Monthly Finance Reports

		

		

		Covered in Monthly Performance Reports
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Information Governance Report & Work Plan



Information is a vital asset, both in terms of the clinical management of individual patients and the efficient organisation of services and resources. NHS Stockport Clinical Commissioning Group aims to safeguard patient confidentiality and maintain data security.



Information Governance (IG) is the way in which the NHS handles all of its information, in particular the personal and sensitive information relating to patients and employees. It provides a framework to ensure that personal information is dealt with legally, securely, efficiently and effectively, in order to deliver the best possible care. It also offers NHS employees a clear structure to deal consistently with the many different rules about how information is handled, including those set out in:

· The Data Protection Act 1998;

· The common law duty of confidentiality;

· The Confidentiality NHS Code of Practice;

· The NHS Care Record Guarantee for England;

· The Social Care Record Guarantee for England;

· The international information security standard: ISO/IEC 27002: 2005;

· The Information Security NHS Code of Practice;

· The Records Management NHS Code of Practice;

· The Freedom of Information Act 2000.



The IG Toolkit is an online system which allows NHS organisations and partners to assess themselves against Department of Health Information Governance policies and standards. It also allows members of the public to view progress reports, offering assurance to our patients that we prioritise their privacy and take all reasonable steps to maintain the confidentiality of their data.



The toolkit looks at 28 requirements, under four main headings:

· Information Governance Management

· Confidentiality and Data Protection Assurance

· Information Security Assurance

· Clinical Information Assurance.



Each requirement is scored from 0-3:

· Level 0 – insufficient evidence to attain Level 1

· Level 1 – basic policies / processes in place

· Level 2 – organisation is meeting legal requirements

· Level 3 – best practice.



In this year’s toolkit (version 10) NHS organisations are expected to achieve a score of 80%. The scores are calculated by Connecting for Health using their own weighted formula.NHS Stockport CCG is fully compliant with its IG responsibilities, with a score of 83%.




		IGT version 10

		Level 0

		Level 1

		Level 2

		Level 3

		N/A

		Score



		Information Governance Management

		0

		0

		1

		4

		0

		93%



		Confidentiality and Data Protection Assurance

		0

		0

		3

		4

		1

		85%



		Information Security Assurance

		0

		0

		8

		5

		0

		79%



		Clinical Information Assurance

		0

		0

		1

		1

		0

		83%



		All Initiatives

		0

		0

		13

		14

		1

		83%







A full breakdown of scores for the 28 requirements can be found in Appendix 1.



Post-authorisation Work Plan

While the CCG is meeting all of its legal responsibilities, there is always room for improvement. Over 2013/14 the CCG will work to improve its IG performance, aiming for level 3 in all areas.



In its first year as an authorised NHS commissioning body, the CCG will prioritise: 

· updating of PCT policies and procedures to fit the new NHS system

· review of the Information Asset Register inherited from the PCT

· staff development to embed the IG agenda

· regular checks to ensure information security is managed in practice

· embedding IG monitoring into contract management process.



A full work plan for 2013/14can be found in Appendix 2. The Governing Body is asked to discuss this plan and agree priorities for improvement over the next financial year.



Appendix 1 – Full Breakdown of IG Toolkit Scores, March 2013



		Req No.

		Description

		Past Level 

		Current Level

		Target Level



		Information Governance Management



		10-130

		There is an adequate Information Governance Management Framework to support the current and evolving Information Governance agenda

		2

		3

		3



		10-131

		There are approved and comprehensive Information Governance Policies with associated strategies and/or improvement plans

		2

		3

		3



		10-132

		Formal contractual arrangements that include compliance with information governance requirements, are in place with all contractors and support organisations

		2

		2

		3



		10-133

		Employment contracts which include compliance with information governance standards are in place for all individuals carrying out work on behalf of the organisation

		2

		3

		3



		10-134

		Information Governance awareness and mandatory training procedures are in place and all staff are appropriately trained

		1

		3

		3



		Confidentiality and Data Protection Assurance



		10-230

		The Information Governance agenda is supported by adequate confidentiality and data protection skills, knowledge and experience which meet the organisation’s assessed needs

		2

		3

		3



		10-231

		Staff are provided with clear guidance on keeping personal information secure and on respecting the confidentiality of service users

		2

		2

		3



		10-232

		Personal information is only used in ways that do not directly contribute to the delivery of care services where there is a lawful basis to do so and objections to the disclosure of confidential personal information are appropriately respected

		2

		2

		3



		10-233

		Individuals are informed about the proposed uses of their personal information

		2

		2

		3



		10-234

		There are appropriate procedures for recognising and responding to individuals’ requests for access to their personal data

		2

		2

		3



		10-235

		There are appropriate confidentiality audit procedures to monitor access to confidential personal information

		2

		3

		3



		10-236

		All person identifiable data processed outside of the UK complies with the Data Protection Act 1998 and Department of Health guidelines

		N/R

		Not Required

		N/R



		10-237

		All new processes, services, information systems, and other relevant information assets are developed and implemented in a secure and structured manner, and comply with IG security accreditation, information quality and confidentiality and data protection requirements

		2

		3

		3










		Req No.

		Description

		Past Level

		Current Level

		Target Level



		Information Security Assurance



		10-340

		The Information Governance agenda is supported by adequate information security skills, knowledge and experience which meet the organisation’s assessed needs

		2

		3

		3



		10-341

		A formal information security risk assessment and management programme for key Information Assets has been documented, implemented and reviewed

		2

		2

		3



		10-342

		There are established business processes and procedures that satisfy the organisation’s obligations as a Registration Authority

		2

		2

		3



		10-343

		Monitoring and enforcement processes are in place to ensure NHS national application Smartcard users comply with the terms and conditions of use

		2

		2

		3



		10-344

		Operating and application information systems (under the organisation’s control) support appropriate access control functionality and documented and managed access rights are in place for all users of these systems

		2

		3

		3



		10-345

		An effectively supported Senior Information Risk Owner takes ownership of the organisation’s information risk policy and information risk management strategy

		2

		3

		3



		10-346

		Business continuity plans are up to date and tested for all critical information assets (data processing facilities, communications services and data) and service - specific measures are in place

		2

		3

		3



		10-347

		Policy and procedures are in place to ensure that Information Communication Technology (ICT) networks operate securely

		2

		3

		3



		10-348

		Policy and procedures ensure that mobile computing and teleworking are secure

		2

		2

		3



		10-349

		There are documented incident management and reporting procedures

		2

		2

		3



		10-350

		All transfers of hardcopy and digital personal and sensitive information have been identified, mapped and risk assessed; technical and organisational measures adequately secure these transfers

		2

		2

		3



		10-351

		All information assets that hold, or are, personal data are protected by appropriate organisational and technical measures

		2

		2

		3



		10-352

		The confidentiality of service user information is protected through use of pseudonymisation and anonymisation techniques where appropriate

		2

		2

		3



		Clinical Information Assurance



		10-420

		The Information Governance agenda is supported by adequate information quality and records management skills, knowledge and experience

		1

		3

		3



		10-421

		There is consistent and comprehensive use of the NHS Number in line with National Patient Safety Agency requirements

		2

		2

		3








Appendix 2 – IG Work Plan 2013/14



NHS Stockport Clinical Commissioning Group is committed to ensuring that strong procedures are in place to ensure that personal information is dealt with legally, securely, efficiently and effectively, allowing the local NHS to commission, manage and deliver the best possible care to local people.



The CCG will build on the foundations created by the Primary Care Trust to manage Information Governance. In its first year as an authorised NHS commissioning body, the CCG will prioritise: 

· updating of PCT policies and procedures to fit the new NHS system

· review of the Information Asset Register inherited from the PCT

· the training of staff to embed the IG agenda

· regular checks to ensure information security is managed in practice

· embedding IG monitoring into contract management process.



Detailed Work Plan:



		No.

		Priority Area

		Action

		Lead

		Deadline



		1

		Policies & Procedures

		Update IG Framework

		AB

		December 2013



		2

		

		Update Data Quality strategy

		DB

		



		3

		

		Update SAR procedure & log

		AB

		



		4

		

		Update Caldicott programme

		VOS

		



		5

		

		Update STEIS procedure

		PP

		



		6

		

		Update IM&T Security Policy

		CSU

		



		7

		

		Update PIDs to embed PIA

		AB

		



		8

		Information Asset Register

		Assign new Information Asset Owners and Administrators

		GJ

		April 13



		9

		

		Train IAOs & IAAs

		AB

		May 13



		10

		

		Review PCT IAR

		AB & IAOs

		May 13



		11

		

		Data audit

		

		Jun 13



		12

		

		Assess security measures

		

		Jul 13



		13

		

		Assess and approve storage methods

		

		Jul 13



		14

		

		Assess and approve transfer methods

		

		Jul 13



		15

		

		Risk rating & action planning

		

		Aug 13



		16

		

		Set retention schedules

		

		Aug 13



		17

		

		Approve new IAR

		GJ

		Aug 13



		18

		

		Publish IAR as part of CCG publication scheme

		LH

		Sep 13



		19

		Staff Development

		Training Needs Analysis

		AB

		Apr 13



		20

		

		Agree CCG Mandatory Training

		JC

		Apr 13



		21

		

		Include IG responsibilities and guidance in staff handbook

		EB

		Apr 13



		22

		

		Develop induction podcast

		SB

		May 13



		23

		

		Include IG responsibilities & qualifications in CCG job descriptions

		TR

		Jun 13



		24

		

		Assess staff CRB check requirements

		TR

		Jun 13



		25

		

		Audit RA requirements

		CSU

		Aug 13



		26

		

		Agree smartcard usage

		TR

		Aug 13



		27

		

		Update RA process and guidance

		CSU

		Aug 13



		28

		

		Move CfH e-learning accounts from PCT to CCG

		AB

		Apr 13



		29

		

		Set mandatory training levels on CCG’s CfH site

		AB

		Apr 13



		30

		Compliance Assurance 

		Agree programme of spot checks

		GJ

		Jun 13



		31

		

		Inform staff of spot check requirements 

		AB

		Aug 13



		32

		

		Undertake quarterly spot checks

		AB

		Jul 13



		33

		

		Monitor progress and agree improvement plans

		GJ

		Aug 13



		34

		

		Quarterly SIRO reports to Audit Committee

		GJ

		Aug 13



		35

		

		Spot checks / monitoring of mobile working compliance

		AB / CSU

		Aug 13



		36

		

		Regular report to SIRO on  remote access software users / spot checks / improvement plans 

		CSU

		Aug 13



		37

		

		Spot checks to ensure staff understand incident reporting system and use it

		PP

		Aug 13



		38

		Contract Monitoring

		Audit of IG measures in CCGs contracts

		AB

		Aug 13



		39

		

		Update Information Sharing Agreements

		AB

		Apr 13



		40

		

		Annual report of IG compliance

		TPM

		May 13

May 14



		41

		

		Annual report of Providers’ performance on IG Toolkit

		AB

		Apr 13

Apr 14



		42

		

		Annual report of data loss incidents 

		PP

		Apr 13



		43

		

		Review of Provider performance and agreement of improvement measures

		Audit Cttee

		Dec 13



		44

		

		Setting of IG improvement KPIs / contract measures for 2014/15

		MC

		Jan 14



		45

		Patient and Public Communications

		Agree communications plan on detailed advice and materials for service users about the use of personal information

		LH

		Jan 14



		46

		

		Privacy leaflets and posters in Practices and clinics

		LH

		Feb 14



		47

		

		Patient satisfaction survey around levels of privacy and confidentiality

		AB

		Feb 14
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Actions arising from Governing Body Part 1 Meetings

		NUMBER

		ACTION

		MinutE

		DUE DATE

		Owner and Update



		030912

		Report of the Chief Operating Officer


To bring a paper setting out the detail of the current section 75 arrangements with SMBC and the proposal for future arrangements



		127/12

		12 December

		G Mullins


Update: This is on today’s agenda



		021112

		Quality Report


For the Quality and Provider Management Committee to review the TIA pathway



		183/12

		13 March

		M Chidgey



		041212

		Association of Greater Manchester CCGs Governance Arrangements

To amend the NHS Stockport CCG constitution to reflect this



		220/12

		13 March

		T Ryley



		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



		010213

		Patient Story


To investigate if this has been raised as a serious incident 

		30/13

		13 March

		M Chidgey



		020213

		Reports of the Locality Council Committee Chairs


To ensure that the risk of GP disengagement is captured on the organisational risk register



		34/13

		13 March

		T Ryley



		030213

		Report of the Chief Clinical Officer


To facilitate a discussion by the Governing Body of the Francis Report



		35/13

		13 March

		R Gill



		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





Stockport Clinical Commissioning Group 



13 March 2013 



Item 4
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		 Date:  13 March 2013



		Agenda Item No: 9



		Finance Report as at Month 10 – 31 January 2013



		Summary: 

		To present the financial position for the CCG as at Month 10 (31st January 2013) and forecast for 12/13.





		Link to Annual Business Plan:

		As per Financial Plan set out in 12/13 Strategic Plan.



		Action Required: 

		To Note financial position at Month 10 and proposed actions to mitigate risk exposure in delivering target surplus in 12/13.



		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		Ranjit Gill



		Presenter / Author:

		Gary Jones



		Committees / Groups Consulted:

		CCG Operational Executive 





Compliance Checklist: 


		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		N

		Service Changes: Public Consultation Completed and Reported in Document 

		n/a



		Paragraph numbers in place

		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





Financial Position as at Month 10

1. Introduction


1.1
This report presents the financial position for the CCG as at 31st January 2013 (Month 10).  

1.2
Appendix 1 sets out the spend position for the CCG both at Month 10 and the forecast position at this date. The finance report will highlight any inherent risks in delivering against our planned target surplus of £917k in 12/13. 


1.3
Members are asked to note that the Month 10 expenditure position 
attached mainly reflects the actual spend and activity to Month 9 
together with estimated spend for Month 10 where necessary i.e. 
NHS acute activity and prescribing.

2. CCG Financial Position at Month 10 & Forecast at this date

2.1 The financial position of the CCG shows a £885k surplus as at Mth 10 and a forecast surplus of £917k for the year. This shows that we remain on track to achieve ‘operational financial balance’ and deliver our statutory duty in 12/13. 

2.2 The bottom line position for the CCG as at Month 10 shows an under spend of £885k. Within this position there is a mixture of both over and under spending budgets and these areas remain consistent month on month. Our main area of risk is solely around Healthcare commissioning which has seen a c£200k adverse movement in-year resulting in a c£150k movement in the forecast from £2.74m to £2.88m. These marginal movements are containable within our forecast position given the benefits derived from other local budgets and GM pooled funds.  Whilst our year to date performance on CIP has been good, i.e. actual delivery ahead of plan, some elements of recurrent savings have not been delivered in line with plan and therefore delivery has been met by savings generated in other areas. Achievement of the remaining £0.8m will be delivered via a mixture of:-


I. Stretched targets on underspending budgets i.e.  admin pay & non pay and earmarked sums.

II. Slippage on earmarked reserves / resources.

It is important to note that the areas of recurrent CIP not achieved in 12/13 will be factored into the CCG’s financial planning process for 13/14 CIP.


2.3
NHS & Non NHS Healthcare – the CCG budget for Healthcare Providers is £302,410k which has a year to date overspend of £2,310k. This spend with both NHS and Non NHS Providers is shown at a Provider level in the ‘contracts and 
performance’ report (nb the contracts report reflects the totality of all contracts at PCT level). Given the abolition of PCTs on 31st March 2013, we are being encouraged 


(and expected) to agree a final 12/13 outturn amount with Providers and cash settle this before year end to minimise cash transactions by DoH post 1st April (i.e. DoH become liable for settling PCT liabilities post 1st April). This approach will give us more certainty in fixing outturn against some contracts amounts prior to 31st March.

2.4  
Prescribing – prescribing data up to December 2012 has been published to date. An estimate has therefore been made of the costs for January 2013 based on local trends. Actual prescribing costs to December 2012 show a real 5.9% fall compared to December 2011.

Prescribing CIP of £1,652k has already been deducted 
from the prescribing budget and therefore the forecast £2.38m underspend represents additional savings over and above the CIP already achieved.

The latest forecast from the NHSBA (to December 12) shows a stabilising forecast expenditure position and given this ‘steady state’ our forecast surplus will remain fixed. We must recognise the excellent performance of our member practices in this regard. 

2.5
Reserves – Appendix 2 sets out the various categories of reserves held.   We have categorised reserves into 4 main areas for ease of review. The forecast financial position assumes that we will have an over commitment of £0.9m on investments (mainly due to CHC restitution commitment set in reserves) Members will note that an amount of £1m is held in contingency. We have been able to contain this pressure via a combination of improved financial positions on prescribing and planned slippage on reserves/earmarked sums.   It must be noted that slippage in these investments do not have an impact on deliverability of CIP savings this year i.e. where investments are made to drive the CIP/QiPP agenda.   

2.6
QiPP/CIP – A summary analysis of 12/13 CIP is also shown in Appendix 2.  Members will note that we have already embedded and delivered CIP savings of £6,141k (89%) against our £6,902k CCG target. The remaining unmet CIP of £761k is to be delivered via mixture of underspends on administration, deferral of planned investments and savings on earmarked sums. QiPP monitoring remains HIGH profile at a national level and we are now required to provide additional monthly reports for monitoring by Cluster and NHS North. 

2.7
Risks – The forecast position now accurately factors in the key risks which may impact between Mth 10 to Mth12 and therefore this gives us a more robust fix on forecast outturn at year end. With this in mind, we have not provided the usual risk report within this narrative as the margin of risk against our forecast is considered low at this time.

3. Recommendation


3.1.
The Governing Body is asked to:-


(i) note the financial position of the CCG as at Month 10 (31st January 2013). 

(ii) note that we remain on track to deliver against our planned surplus target of £917k in 2012/13.

Gary Jones


Chief Finance Officer (Designate)
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at REGENT HOUSE, Stockport


ON wEDNESDAY 13 FEBRUARY 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 A Johnson

		Locality Chair: Marple and Werneth



		Dr V Owen-Smith

		Public Health Consultant



		

		



		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 



		Mr T Dafter

		Stockport MBC Representative



		Mrs L Hayes

		Head of Communications



		Mr R Roberts

		Director of General Practice Development



		

		



		APOLOGIES



		



		Dr A Patel

		Clinical Director for Market Management and Quality



		Dr M Ryan

		Secondary Care Consultant



		Dr C Briggs

		Clinical Director for Member Support



		

		





25/13 APOLOGIES


Apologies were received from A Patel, M Ryan and C Briggs.


26/13 DECLARATIONS OF INTEREST

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


R Gill declared an interest in agenda item 15: Funding Approval for IV Therapy on behalf of all of the GPs present.


J Crombleholme declared that her sister-in-law has been appointed as Contracts and Facilities Manager at Stockport NHS Foundation Trust.

V Owen-Smith declared that she is now a trustee of the Together Trust.


There were no further interests declared in addition to those previously made and held on file by the Head of Corporate Governance and Risk.


27/13 MINUTES OF THE MEETING OF THE SHADOW NHS STOCKPORT CLINICAL COMMISSIONING GROUP GOVERNING BODY OF 9 JANUARY 2013 

It was agreed that the minutes of the meeting of the shadow NHS Stockport Clinical Commissioning Group Governing Body meeting held on 9 January 2013 be accepted as a correct record of the meeting with the following amendments:


12/13: ‘J Greenough noted that some of the indicators are rated as being a ‘critical risk’ such as the one regarding patient experience’.


12/13: ‘J Greenough noted that at the December meeting the Governing Body heard that the Care Quality Commission had announced that it has concerns regarding two local care homes.’


28/13 ACTIONS ARISING

The members reviewed the outstanding items.


011212: To bring a revised position regarding readmissions at University Hospital of South Manchester: this item can be removed as it is included in today’s Performance Report

021212: For Operational Executive and the Quality and Provider Management Committee to comment on the Stockport LINk report regarding local care homes: this item can be removed as it is included within today’s Quality Report 


031212: To provide clarification regarding familial hyperlipidemia: S Johari agreed to rewrite the flowchart and to circulate it again therefore this action can be removed from the list.


The Governing Body noted the updates.


29/13 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.


30/13 PATIENT STORY

The Governing Body watched a video of a patient discussing her experiences of the spinal injury pathway.


J Crombleholme noted that the patient had experienced a three day delay in getting a GP appointment, and that the patient had questioned if the GPs recognise the patients within the pathways.


V Mehta advised the members that C Briggs is currently reviewing the spinal injuries pathway. V Owen-Smith observed that the patient could have accessed local neuro-rehabilitation services whilst waiting to go to the unit in Southport, and suggested that this be looked at within the pathway review.


J Pantall noted the long wait for an adapted property and suggested that he and T Dafter consider what can be done to improve this situation.


M Chidgey observed that the patient stories often are concerned with patients suggesting the commissioning of additional services whereas this story is of a patient’s poor experience of existing services.


V Mehta noted the challenge for commissioners in ensuring the smooth patient journey when the services are out of area.


J Crombleholme asked if we were made aware of this patient story by it being logged as a serious incident. R Gill replied that he has not yet been made aware of this particular patient through his work clinically reviewing serious incidents, and J Crombleholme asked that this be followed up.


The Governing Body noted the patient story.


31/13 QUALITY REPORT

M Chidgey presented the monthly Quality Report and the background information to the 2013/14 Commissioning for Quality and Innovation scheme.


He provided an update on safeguarding, informing the members that there are no major concerns regarding the safeguarding arrangements and training at Beechwood, at Mastercall, and at BMI: The Alexandra.


We have received assurances from Stockport NHS Foundation Trust relating to both adult and child safeguarding processes; we are continuing to monitor the Trust’s action plans. The recent report which the Stockport LINk has shared with us will be incorporated into our work.

The Care Quality Committee has raised concerns regarding two nursing homes in Stockport: Arbour Court and Appleton Manor. We are working closely with the local authority to ensure that these quality concerns are addressed as quickly as possible. J Greenough questioned if the Governing Body is satisfied that our patients are safe in these two homes, and M Chidgey explained that the Continuing Healthcare team are conducting weekly visits to these two homes to monitor the situation. T Dafter added that members of the social work team are also conducting visits to these homes, and that this team is working closely with the Care Quality Commission.


S Johari questioned if the reason for the poor TIA performance is a delay in GP referrals. M Chidgey replied that his team has conducted analysis of patient journeys, and R Gill noted that the speed of GP referral could be increased by the Foundation Trust accepting emailed referrals. M Chidgey explained that the Foundation Trust is working on receiving emailed referrals.


H Procter suggested that the important messages which were shared at the stroke masterclass have not yet been disseminated. R Roberts supported this by noting that the initial improvement following the masterclass has not been maintained. H Procter suggested that the introduction of practice-based referral managers might be a way of improving this position, and J Idoo supported this idea.


The Governing Body supported the activities underway to maintain and improve the quality of our provider organisations.


32/13 PERFORMANCE REPORT

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


· The Emergency Department at Stockport NHS Foundation Trust has failed its Quarter 3 target and is forecast to fail again for Quarter 4


· We are showing continued improvement in Clostridium Difficile performance


· The improvements in cancer performance and for the headline stroke measures is being maintained


· Work is progressing on the transitioning of contracts to their new commissioners


· Some of our providers are currently over-performing against their contracts.


R Gill asked what is our 2013/14 target for Clostridium Difficile and R Roberts informed the Governing Body that the figure is for no more than 99 cases. M Chidgey added that we have not achieved our target this year for MRSA, and that next year’s target will be challenging as it is for nil cases.


M Chidgey added that the transfer schemes for contracts have now been created and the contracts are being renegotiated with the deadline of 15 March. This is a challenging deadline but we are forecasting to achieve it.


The Governing Body approved the actions underway to improve the performance of our providers.


33/13 FINANCE REPORT

G Jones presented the month 9 Finance Report providing the position to 31 December 2012.


He explained that we are still on target to deliver a surplus of £917,000. There is the concern that the estimated £2M cost for the continuing healthcare restitution cases may not be sufficient, but he feels that any additional costs could be covered by some non-related refunds to the organisation. The provision to fund the restitution cases next year is being made from this year’s budget.


J Crombleholme asked how clear we are on the financial amount needed for the restitution cases and G Jones explained that the figures are being reviewed at the level of individual patient.


J Greenough noted that last month’s Finance Report showed a £80,000 over-performance which this month has risen to £100,000 and he questioned why the position is worsening. G Jones explained that the Department of Health is encouraging us to cash settle as many transactions as possible ahead of 31 March 2013 which in part is making our position look less favourable although we are still confident of our end-of-year position.


J Pantall noted the over-performance for BMI: The Alexandra, and M Chidgey explained that the reasons for this are a combination of patient choice, some big increases in elective activity during November and December, and an increase in the number of patients receiving treatment with Avastin.


The Governing Body noted the financial position at 31 December 2012 and the forecast position for 2012/13.


34/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

S Johari informed the members that next week the Heatons and Tame Valley Locality Council Committee is meeting to discuss the enhanced primary care framework and will be looking at ways to improve care in the community for conditions such as diabetes. He added that someone has now been appointed to the role of Area Business Manager for his locality.


A Johnson updated the Governing Body that his locality’s Area Business Manager is currently working on getting to know the practices and is looking at ideas of how to reduce unnecessary referrals. He explained that one initiative is reviewing the discharges from Stockport NHS Foundation Trust to nursing homes. The idea is to use some resources to upskill these nursing homes to be able to manage some conditions themselves therefore reducing hospital admissions.


H Procter explained that the Stepping Hill and Victoria locality is looking at how to prevent people from going to the Emergency Department.


V Mehta told the members that his locality is reviewing the area of planned care, and that R Gill attended the recent meeting of the Marple and Cheadle Locality Council Committee and heard their ideas for how they might use their investment monies.


J Crombleholme asked how the localities are feeling, and V Mehta replied that it does not yet feel like a membership organisation, although the members do feel that they are being listened to more than previously. He added that the members have acknowledged that the focus for the first six months has rightly been on authorisation.


A Johnson commented that the changes underway to primary care is taking a high focus and observed that there is the risk that practices might disengage from the CCG as they focus on their individual practices. J Crombleholme asked for this concern to be reflected within the organisational risk register if it is not already.


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


35/13 REPORT OF THE CHIEF CLINICAL OFFICER

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


· Greater Manchester Clinical Strategy Board: The Board has considered whether or not Stockport NHS Foundation Trust should be included as a Hyper-acute Stroke Centre, and looked for further improved performance by the Foundation Trust before making this decision


· The Board also approved the introduction of the Greater Manchester Tuberculosis Service Specification and requested that CCGs note the operational impact on the service during 2013/14 to inform any revisions in 2014/15 


· The Board agreed Arriva to be the transport provider for patients transferring to the new dialysis unit in Stockport (opening April 2013)


· Other items which have been circulated this month include the Francis report, the Monitor press release regarding Stockport NHS Foundation Trust’s Emergency Department performance, our letter of authorisation, and a letter received from G Easson and A Barnes, Chair and Chief Executive of Stockport NHS Foundation Trust, congratulating us on our authorisation.


A Johnson noted the paper ‘Specialist Cancer Surgery – Framework Commissioning Specification’ and explained that the members need to be aware that this could mean our patients are required to travel out of area. R Gill added that the recent Cancer Summit had proposed a model of local diagnosis leading to surgery focused at teaching hospitals.


J Crombleholme observed that this is a national issue with a move to improving outcomes through the centralisation of treatment; V Mehta replied that the national model is for specialised teams to work from a number of sites whereas the Greater Manchester approach appears to be one of a specialised team working from just one site. H Procter noted that patient experience is an important factor in this issue and, for example, we have some cancer services located at Macclesfield and we receive very positive patient feedback for these although some patients do find it difficult to travel to the location.


R Gill concluded his update by informing the members that there will be a discussion concerning the Francis Review at the March meeting of the Governing Body once the Quality and Provider Management Committee has considered it.


The Greater Manchester Clinical Strategy Board has requested that the AHSN governance paper be distributed to all CCG Governing Bodies to consider. J Crombleholme asked the members if they support the payment of £40,000 for membership of the Greater Manchester Academic Health Science Network and this was supported. J Crombleholme asked that V Owen-Smith reviews the governance of this network. 

The Governing Body noted the updates and supported the CCG’s membership of the Greater Manchester Academic Health Science Network.


36/13 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins provided her monthly update to the Governing Body.


She informed the members that we are meeting monthly with Monitor regarding the poor Emergency Department performance at Stockport NHS Foundation Trust. The discussions are focused on the actions which the Foundation Trust are taking. We are also meeting with the Foundation Trust on this issue more than weekly. There are also weekly discussions taking place with the local authority and Pennine Care NHS Foundation Trust to manage discharges. The Emergency Department performance is also to be discussed later today at the Unscheduled Care Board. There is to be a meeting of the various external agencies which have reviewed the systems within the Emergency Department.  She concluded by telling the members that she cannot provide assurance to them regarding the Emergency Department’s performance.


J Pantall asked if there is an issue of longer-term capacity in the Emergency Department. G Mullins replied that the priority is on managing the immediate issue of the four-hour target but acknowledged that the unscheduled care reform programme will address our wider concerns. R Gill added that, whilst this is the single biggest problem facing the CCG, it is not solely an issue with the Foundation Trust as there is also a linked issue with ambulance turnaround times.


H Procter reflected that she is unsure if anything we’re doing is actually having a positive impact on the Emergency Department and, if so, what else should we be trying. T Dafter noted that the poor performance is putting pressure on other aspects of the health system such as with re-ablement, discharges and nursing home beds.


V Mehta noted that the relocation of the Wythenshawe Walk-in Centre may have an impact on Emergency Department attendances at Stockport NHS Foundation Trust 


G Mullins informed the members that she and R Gill are observing the February meeting of the Foundation Trust Board.


The 111 service has been commissioned on a North West footprint with a Greater Manchester sub-footprint. The service is to have a soft launch on 21 March 2013.


G Mullins concluded by informing the members that Ann Barnes has been appointed as Chief Executive of Stockport NHS Foundation Trust.


The Governing Body noted the update.


37/13 INNOVATION AND POLICY UPDATE


V Owen-Smith presented the latest update from the Clinical Policy Committee which included the following key messages:


· We have responded to the Department of Health consultation on the minimum pricing of alcohol


· Stockport NHS Foundation Trust are developing enhanced services around compliance with new NICE guidance in order to achieve NHSLA level 2 and will be providing the Clinical Policy Committee with copies of their baseline assessments for all new guidance


· It has been highlighted that there is the need for clarification of the budgetary responsibility and lines of accountability for local formulary decision-making.


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).

38/13 FUNDING APPROVAL FOR ADDITIONAL PRIMARY CARE CAPACITY


R Roberts presented a paper requesting funding approval for additional primary care capacity to reduce hospital admissions.


J Greenough stated that he has concerns with this paper as it appears to be a clear conflict of interest. He continued that the Governing Body should not be authorising a sum of money to its members without a full business case having been drawn up.


R Roberts explained that, subsequent to any initial approval today, a more detailed piece of work would be brought back to the Governing Body.


R Gill noted that we are under some degree of scrutiny due to the poor Emergency Department performance and that this funding could be used to act rapidly to prevent Emergency Department attendances and unnecessary hospital admissions.   

A Johnson advised the members that the Audit Committee had had a detailed discussion with the external auditors regarding the handling of potential conflicts of interest.


K Richardson observed that the paper lacked detail and that she would wish to see some description of the outcomes expected as the result of approving this funding.


V Mehta noted that advanced care planning for high-risk patients is over and above what practices are currently providing and that this funding could help deliver this.


J Crombleholme agreed that the paper did not contain sufficient detail in order for the Governing Body to approve the £600,000 funding, and G Jones agreed that in future full business cases should be brought to this meeting.


J Crombleholme also pointed out that there is no external scrutiny at the Operational Executive committee.


G Mullins suggested that G Jones, T Ryley and J Greenough work together to draw up a process for managing the release of such funding.


The Governing Body was generally supportive of the need for this funding and approved the direction of travel and the funding envelope of £600,000; however they were minded of the potential for conflicts of interest and therefore they requested that every element is supported by a business case which is scrutinised by the Operational Executive committee which, for this occasion, should include an external member (possibly John Greenough). They also requested that the process for managing items which have a conflict of interests is distributed to all members and no paper is allowed to come to the Governing Body which has not been through this process.

39/13 FUNDING APPROVAL FOR IV THERAPY


M Chidgey presented a paper proposing the development of an IV therapy service which will enable clinically-appropriate patients to be treated in their own homes avoiding a referral or admission to hospital.


The paper proposes running a pilot scheme for one year to test if the model works whilst in parallel procuring a new service.


J Greenough voiced his support of the proposal, as did A Johnson who also noted the requirement to obtain assurance from the Foundation Trust that any freed up capacity will not be used in any other way. G Mullins advised the members that at the Transformation Board all of the partners are signed up to a smaller bed base.


The Governing Body approved the proposal subject to their concerns for a reduction in the number of hospital beds. 


40/13 TRANSFER OF ASSETS AND LIABILITIES


G Jones presented a brief report to update the members on the policy and principles for the transfer of assets and liabilities currently held by sending organisations which will be abolished on 31 March 2013.

He explained that he will bring a fuller report to the March meeting at which he will ask the members to approve the transfers.


The Governing Body noted the process by which assets and liabilities are being transferred to the new receiving organisations with effect from 1 April 2013.


41/13 CONFIRMED MINUTES OF THE AUDIT GROUP OF 23 OCTOBER 2012

G Jones presented the confirmed minutes of the Audit Group meeting of 23 October 2012 which included the approval of its Terms of Reference, an update from Local Counter-fraud, and reports from both internal audit and external audit.


The Governing Body noted the contents of the minutes.


42/13 COMPLAINTS SIX-MONTHLY REPORT


G Mullins presented a six-monthly Complaints Report. She explained that the responsibility for all complaints pertaining to independent contractors is to transfer to the Local Area Team of the NHS Commissioning Board with effect from 1 April 2013.


J Greenough stated the requirement for the Governing Body to receive more details information regarding complaints received by the CCG, and J Crombleholme explained that these complaints are considered in more detail at the executive level. G Mullins added that complaints will be a part of the ‘early warning system’ which is being developed.


The Governing Body noted the content of the report.


43/13 NHS STOCKPORT CCG BOARD ASSURANCE FRAMEWORK 

G Mullins presented the Board Assurance Framework and asked the members to review the proposed ratings. Following the discussions earlier in the meeting she suggested that the potential risk of GPs disengaging from the CCG’s work to focus on their practices could be covered by strategic risk 11: ‘Failure to engage with key stakeholders effectively on vision and need for change’ although the Governing Body might prefer it to be a standalone risk.


J Crombleholme added that there is also the risk of GPs disengaging from the national contract.


J Crombleholme obtained confirmation that the report format is to be improved to reflect rating changes and trend analysis.


The Governing Body approved the current risk assessments contained within the Board Assurance Framework.


44/13 ANY OTHER BUSINESS

There were two items of additional business.


T Stokes stated that Healthwatch has become aware of a concern with the data systems at Stockport NHS Foundation Trust. R Gill explained that there is a new electronic patient record system in the Emergency Department at Stockport NHS Foundation Trust but that this is unable to communicate with Graphnet. This issue has been raised at the Transformation Board.


M Chidgey added that as commissioners the CCG receives a complete data set of patients who attend (six to eight weeks after the event) but this is not also received by the GPs.


T Stokes also asked if the acute hospital is the correct location for opportunistic dementia screening. J Idoo offered to speak with N Alkemade and N Hussein and to provide a written response explaining what is currently happening. 


There were no further items of additional business.

45/13 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 10.00 on 13 March 2013 at The Village Hotel, Cheadle, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.45.
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