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NHS Stockport Clinical Commissioning Group Governing Body
Part 1
A G E N D A 
The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Stockport at 10.00 on Wednesday 13 February 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 9 January 2013

	
[image: image2.emf]DRAFT NHS 

Stockport shadow CCG Governing Body Minutes Part I 9 January 2013.doc


	To receive and approve
	10.10
	J Crombleholme

	4
	Actions Arising


	
[image: image3.emf]Item 4 - Actions 

arising from Governing Body Meeting of 9 January 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 Feb 2013 v1 (3).docx



 EMBED Word.Document.8 \s [image: image5.emf]Item 7B CQUIN 

13-14 Briefing Note (2).doc


	To receive and note
	10.35
	M Chidgey

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

Commissioning Report (MC) v2.docx


[image: image7.emf]Item 8B Contract 

Risk Report.pdf



 EMBED AcroExch.Document.7  [image: image8.emf]Item 8C (1) 

Performance report.pdf



 EMBED AcroExch.Document.7  [image: image9.emf]Item 8C (2) 

Performance Improvement.pdf


	To receive and note
	10.50

	M Chidgey

	9 
	Finance Report

	
[image: image10.emf]Item 9 Finance 

Report December 2012.doc



 EMBED Excel.Sheet.8  [image: image11.emf]Item 9B CCG Board 

December (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
	
[image: image12.emf]Item 11 GM CSB 

Summary Paper 08 01 13.doc


[image: image13.emf]Item 11B (Final) 

Cancer Specialist Surgery Specification Clinical Strategy Board Report (February 2013).doc



 EMBED AcroExch.Document.7  [image: image14.emf]Item 11C Appendix A 

- FINAL GMC Commissioning Specification - Specialist cancer surgery services v2 5.pdf



 EMBED Word.Document.8 \s [image: image15.emf]Item 11D HWBICB - 

28 November 2012.doc


[image: image16.emf]Item 11E GM CSB 

Summary Paper 05 02 13.doc



 EMBED Word.Document.12  [image: image17.emf]Item 11F GM AHSN 

draft board paper for CCGs.docx


	To receive and note
	11.25
	R Gill

	12
	Report of the Chief Operating Officer
	
[image: image18.emf]Item 12A COO 

Governing Body update Feb (2).doc



 EMBED PowerPoint.Show.12  [image: image19.emf]Item 12B Complex 

Plan-on-page v8.pptx


	To receive and note
	11.35
	G Mullins

	13
	Innovation and Policy Update
	
[image: image20.emf]Item 13 Innovation 

and Policy Report Feb 2013.doc


	To receive and note
	11.45
	V Owen-Smith

	14
	Funding Approval for Additional Primary Care Capacity
	
[image: image21.emf]Item 14 Funding 

Approval for Additional Primary Care Capacity.docx


	For approval
	11.55
	R Roberts

	15
	Funding Approval for IV Therapy
	
[image: image22.emf]Item 15 Funding 

Approval for IV Therapy.doc


	For approval
	12.05
	M Chidgey

	16
	Transfer of Assets and Liabilities
	
[image: image23.emf]Item 16 Closedown 

Report December 2012.doc


	To approve
	12.15
	G Jones

	17
	Confirmed minutes of the Audit Group of 23 October 2012
	
[image: image24.emf]Item 17 Audit Group 

Minutes 231012v3.doc


	To note
	12.25
	G Jones

	18
	Complaints six-monthly report
	
[image: image25.emf]Item 18 

COMPLAINTS REPORT 1st half 1st April 2012-30th September 2012 (3).doc


	To receive and note
	12.30
	G Mullins

	19
	NHS Stockport CCG Board Assurance Framework
	
[image: image26.emf]Item 19 Board 

Assurance Framework February 2013.doc


	To review and approve
	12.40
	G Mullins

	20
	Any other business as raised in agenda item 5
	Verbal
	
	12.45
	J Crombleholme

	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 13 March 2013 at 10:00 at The Village Hotel, Cheadle, Stockport.

Potential agenda items should be notified to sto-pct.SCCP@nhs.net by Friday 22 February 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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CLINICAL STRATEGY BOARD

AGENDA ITEM NO


Meeting date: 

		REPORT OF:




		Sponsored by Leila Williams – Director of Transformation NHS Greater Manchester.





		DATE OF PAPER:

		21/01/2012





		SUBJECT:




		NHS GM & Cheshire - Specialist Cancer Surgery - Framework Commissioning Specification (HPB, URO, GYN & OG)





		IN CASE OF QUERY, PLEASE CONTACT

		Mick Dolan


07875 363 263


mickdolan_cancer@hotmail.co.uk






		PURPOSE OF PAPER:


The Clinical Strategy Board is asked to endorse the ‘Specialist Cancer Surgery – Framework Commissioning Specification’ agreed at the NHS GM Specialist Cancer Surgery Convention (9th & 10th January 2013).


This clinically driven event agreed specifications that will prepare the way for the delivery of world class services in the following configuration of services that go beyond minimum national standards. 


· HPB - a single Greater Manchester & Cheshire specialist surgical service operating from a single university teaching hospital site; 


· URO - a single specialist surgical service operating across two university teaching hospital sites plus the surgical service at The Christie;


· GYN - a single Greater Manchester & Cheshire specialist surgery service operating across two university teaching hospital sites;


· OG - a single Greater Manchester & Cheshire specialist surgical service operating across two university teaching hospital sites.  

· One GYN and One UROL specialist cancer surgery site must be co-located to create a joint Greater Manchester & Cheshire ‘Pelvic Cancer’ Service. The benefits of co-location with specialist rectal cancer surgery should be further explored by the Shadow GM & Cheshire Provider Cancer Board.
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NHS GM & Cheshire – Specialist Cancer Surgery – Framework Commissioning Specification (HPB, URO, GYN & OG)

Executive Summary


The Clinical Strategy Board is asked to endorse the ‘Specialist Cancer Surgery – Framework Commissioning Specification’ agreed at the NHS GM Specialist Cancer Surgery Convention (10/1/2013).


1      
Background  


1.1 A huge commitment was made by the people in our cancer system at the NHS GM sponsored Cancer Summit (September 2012) which demonstrated a collective will to improve local services and to be recognised internationally for how cancer is managed and treated across our conurbation. Following publication of the NHS Greater Manchester & Cheshire Cancer Vision (October 2012
) we are now acting to take forward the commitments we made relating to specialist cancer surgery as part of this process.

· NHS GM to organise a ‘Convention’ style discussion to finalise commissions for the following specialist cancer surgical services: Gynaecology (GYN), Hepato-Pancreato-Biliary (HPB); Upper Gastro Intestinal - Oesohago-gastric (OG) and Urology (URO).


· NHS GM to work with local, NCAT and other commissioning bodies to produce clear, unified, specifications for further improvement by local (lead) surgeons and managers at the ‘Convention’. 

· The new system will be bold and ambitious - where necessary to provide the best possible services for patients, service specifications will go beyond the minimum, national IOG standards. 

· Commissioners to formally procure (2013) these services from an integrated provider system, with lead organisations for each pathway.

2
The GM Specialist Cancer Surgery Convention (9th & 10th January 2013)

2.1 
NHS GM produced and circulated a draft commissioning framework specification (December 2012) which was debated by the participants of the NHS GM Specialist Cancer Surgery Convention held at the Reebok Stadium on the 9th and 10th January 2013.


2.2
This clinically driven event was attended by 57 participants including; lead surgeons and oncologists from local NHS Trusts currently providing these services (22) together with their Chief Executives, Executive Leads and Medical Directors; patient representation; invited CCG Chairs, CCG Commissioning Leads, National Commissioning Board representatives, North West Specialised Commissioning, NHS GM, Healthier Together and the National Cancer Action Team.


2.3
The aim of the Cancer Surgery Convention was to achieve system wide agreement on a specification that would enable the delivery of world class GYN, HPB, OG and URO specialist cancer surgery services. Delivery of the specification would subsequently ensure, as a minimum that our cancer system met the national
 Improving Outcomes Guidance (IOG) and National Commissioning Board specifications in this area - going beyond the guidance to ensure we developed service specifications that were future proofed. As part of the development of the specification NHS GM has worked closely with colleagues working at national level to ensure that the work we have undertaken in developing service specifications is consistent with this direction of travel. 

2.4
Further details on the development of the draft specification, the drivers for its development, the Specialist Cancer Surgery Convention, its design and the participants are provided within Appendix A (see below).


3
The Specialist Cancer Surgery Commissioning Specification (GYN, HPB, OG and URO) 

3.1
On the 10th January the NHS GM Specialist Cancer Surgery Convention agreed a specification for the reconfiguration of GYN, HPB, OG and URO specialist cancer surgery services that will prepare the way for the delivery of world class services in the following configuration of services that go beyond minimum national standards. 


· HPB - a single Greater Manchester & Cheshire specialist surgical service operating from a single university teaching hospital site
; 


· URO - a single specialist surgical service operating across two university teaching hospital sites plus the surgical service at The Christie;


· GYN - a single Greater Manchester & Cheshire specialist surgery service operating across two university teaching hospital sites;


· OG - a single Greater Manchester & Cheshire specialist surgical service operating across two university teaching hospital sites. 

· One GYN and One UROL specialist cancer surgery site must be co-located to create a joint Greater Manchester & Cheshire ‘Pelvic Cancer’ Service. The benefits of co-location with specialist rectal cancer surgery should be explored by the Shadow GM & Cheshire Provider Cancer Board.


3.2 Note: For this purpose the term "university teaching hospital" includes the University Hospital of South Manchester, Central Manchester University Hospitals, Salford Royal and The Christie only.

3.3 The specification developed and improved at the Cancer Surgery Convention is designed to see the establishment of new, single services for specialist gynaecology, urology, HPB and oesophago-gastric cancer surgery. As such it is designed to enhance service provision and is not simply a modification or rationalisation of existing arrangements.


3.4 The agreed specification also requires the development of academic and research links and integration with other providers across the whole cancer pathway including the full range of non-surgical treatments and diagnostics. It was also agreed that for contracting purposes and to ensure the operational implementation of the single service model that a Lead Provider and a single Clinical Lead will need to be identified for each service.

3.5 The full and final Framework Commissioning Specification for GYN, HPB, OG and URO specialist cancer surgery services, agreed at the Specialist Cancer Surgery Convention, is included at Appendix A.


4 Next Steps

4.1 Subject to endorsement by this group the Shadow GM & Cheshire Cancer Provider Board will formally respond to the specification as an integrated provider system, identifying the sites at which surgery will be undertaken and Lead Provider arrangements (February/ March). It is envisaged that where these sites meet the agreed specification, the proposals will be considered and endorsed for implementation at the final NHS GM Board in March. This process was agreed at the Cancer Summit held in September 2012.


4.2 Note patient representatives have been involved in the Cancer Summit, the development of the draft specification (through a focus group brought together for this purpose) and the Specialist Cancer Surgery Convention. Following completion of the final specification further discussions will be held with patient representatives on the GMCCN Tumour Site Specific Reference Groups for these services, the original focus group and relevant associations to determine further advice on provider implementation. This advice will be reported to the NHS GM Board in March.


4.3 If the Shadow GM & Cheshire Cancer Provider Board is unable to reach agreement, both on the Lead Provider for each of the single services and the sites from which the service will be provided, in advance of the final NHS GM Board meeting (March 2013), a formal procurement of these services against the agreed specification will be initiated. The specification described here has been clinically driven and informed, and requires single integrated services, from lead providers across University Teaching Hospital sites. Given the collaborative process we have undertaken to engage stakeholders in the development of the specification this would represent a waste of time and money, which we cannot afford – commissioners should not expect to trigger this process.

5 Recommendations


5.1 As commissioners we have successfully met our commitment from the Cancer Summit which was to develop a single, unified commission for these specialist surgical services. The engagement in this process has been excellent and the agreement of ‘world class’ specifications has created genuine excitement and ambition amongst many in our clinical community. It is hoped that the momentum developed from the implementation of these specifications will help catalyse the improvements required in our management and treatment of cancer across all elements of service provision and commissioning – as prioritised at the cancer summit.

5.2 Implementation of this specification will mean that the cancer system in Greater Manchester & Cheshire can look forward, with great hope and expectation, to further collective work within our new commissioning and provider system on the remainder of the Cancer Summit agenda that will save significantly more lives in our community. A cancer agenda that will require ‘world class’ primary prevention, early detection and recognition, primary care, community care, survivorship, and IM&T programmes.

5.3 The Clinical Strategy Board is asked to endorse this specification to be used in the future commissioning of these services during 2013/14 subject to the completion/ agreement of:


· robust provider implementation plans for each specialist service


· cost neutral financial plans


· detailed capacity plans and specifications for inclusion in revised contracts.

NAME & Designation: Leila Williams, Director of Transformation NHS GM.

Date: 21st January 2013.

� See the following link for further information � HYPERLINK "http://www.gmccn.nhs.uk/hp/OurWork/HealthierTogether" �www.gmccn.nhs.uk/hp/OurWork/HealthierTogether� 



� DH/ NICE Improving Outcomes Guidance (IOG) and draft National Commissioning Board specifications (January 2013) for the provision of specialist cancer surgery - currently out to consultation.



� The two providers of the HBP specialist cancer surgery, Central Manchester University Hospitals and Pennine Acute Hospitals NHS Trust are already in advanced discussions about establishing one Greater Manchester & Cheshire service and have prepared recommendations for endorsement by their Trust Boards and the Shadow GM Cancer Provider Board.
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Agenda item 
)GREATER MANCHESTER ACADEMIC HEALTH SCIENCE NETWORK – CONFIRMATION OF GM AHSN MEMBERSHIP

Explanatory note: 

In anticipation of confirmation of AHSN designation, a range of practical pieces of work are  needed to develop the membership architecture and governance of GM AHSN, in line with the proposals set out in the recently submitted prospectus. The draft below illustrates the proposed format for a paper which could be used as the basis for confirming sign up of individual organisations as members of GM AHSN. 

David Dalton

………………………………………………………………………………………………………

DRAFT

Board Approval for membership of Greater Manchester Academic Health Science Network

1. Introduction

In June 2012, the Department of Health set out a process to establish Academic Health Science Networks (AHSNs) across England. The purpose of AHSNs is to help transform health outcomes and the delivery of healthcare in England by bringing together the local NHS, higher education institutions and industry to focus on improving the identification, adoption and spread of innovative health care across a network. The intention is to establish AHSNs across the whole of England by April 2013.

The Greater Manchester system has responded to this initiative by developing a proposal for a Greater Manchester AHSN (GM AHSN). The network includes the population of Greater Manchester (2.7m), East Cheshire (0.4m) and East Lancashire (0.5m).  Appendix A of this paper sets out the proposed organisational form and membership of the AHSN. 

2. GM ASHN Prospectus

A prospectus document and outline business plan, describing the aims and objectives of GM AHSN, was submitted to the Department of Health on 1st October 2012. Copies of the prospectus document, business plan and subsequent “100 day plan” (setting out GM AHSN’s key activities during the first 100 days of designation) have been shared with all proposed member organisations. Feedback and comments from members have also been gathered via the website for GM AHSN (www.gmahsn.org). 

3. Confirmation of GM AHSN Membership

The Executive Board of GM AHSN will be established in line with the structure described in Appendix A, to include representation from members and key partners within GM AHSN. The intention is to create the GM AHSN board in shadow form during 2012, in preparation for confirmation of AHSN status. It is anticipated that, subject to successful designation, the GM AHSN would become operational from April 2013.

To support the above process, Board level confirmation of membership status and consent to the proposed governance arrangements, is now required. This will provide evidence of member support for GM AHSN, enable the membership voting structure and AHSN executive board arrangements to be put in place ready for designation, and will support the next phase of further engagement and involvement of proposed member organisations in the development and establishment of GM AHSN.

4. Benefits and Obligations

By confirming membership of GM AHSN, organisations will have access to the full range of improvement and support activities which will enable systematic implementation of GM AHSN objectives.This will include involvement in the AHSN’s development of strategies to increase levels of industry investment in GM AHSN,and the scale and scope of clinical trials.  Members will also benefit from structured participation in the roll out of new technologies to support data sharing to improve patient experience and outcomes. Participation in the GM AHSN will also assist organisations achieve required standards for national and local CQUIN payments linked to AHSN objectives (e.g. 6 High Impact Innovations)

In return, organisations will be expected to recognise and support the collective decision making structures proposed within GM AHSN and work proactively with designated delivery partners on agreed improvement programmes. Organisations will also be expected to be active participants in agreed programmes of work to implement approved technologies and priority NICE guidelines (as defined by the GM AHSN clinical domains); and in the structured roll out of selected IT programmes (e.g. FARSITE). Members will also need to participate in work sponsored by GM AHSN to support systematic and reliable implementation of approved innovations.

CCGs will of course be mindful of the terms of their authorisation which includes a requirement to have arrangements in place to support the adoption of innovation. (see appendix B for the relevant extract taken from national guidance).

Further work, as part of the next stage of the AHSN designation process, will define the nature of the contributions that member organisations will be asked to make during the first five years of the GM AHSN licence period. Agreements are already in place with memberorganisations that incorporate GM AHSN and AQuA membership within a single annual fee.   It is envisaged that annual member contributions will take account of the resources already being made to existing improvement programmes (where components of work will be aligned to reflect GM AHSN priorities)to minimise or remove the need for any element of additional contribution from GM AHSN member organisations. Further details on the specifics of this arrangement will be made available at the earliest opportunity.

5. Recommendations

Board members are asked to:

(i) Confirm _________________________’s membership of GM AHSN, under the terms of the proposed governance arrangements;

(ii) note proposed arrangement to confirm financial structure for supporting GM AHSN activities by aligning existing resources to GM AHSN priority areas wherever possible to minimise or remove the requirement for additional financial contributions from GM AHSN member organisations


OD Strategy  ( Inc Expanded Joint Commissioning, Membership, Organisational Forms)  

IM&T Strategy 

13. Reduce Potential years of life lost (PYLL) from causes considered amenable to healthcare (Total and by locality) (1a)

14. Reduce < 75 mortality from cancer (1.4)

Emergency admissions for alcohol related liver disease

CONTEXT:  Stockport has a practice population of just under 300,000. The population is slightly older than average and in terms of deprivation whilst a prospering town  is the third most polarised in health inequality terms. The CCG budget is c£350million The CCG is forecasting delivery of a small surplus in its shadow year. There is co-terminosity with the Local Authority and one medium sized DGH serving the borough. In terms of Health Outcomes Stockport has worse than expected for its peer group and slightly below average. The area has much higher than expected  hospitalisation especially of adults with ambulatory care sensitive conditions and children. Currently patient experience of GP services and Out of Hours is good and the CCG is meeting its NHS constitution requirements  with the exception of significant problems with A&E waiting times.  

COLLECTIVE AMBITION:  Purpose: We exist so that Stockport’s people will access high quality health services that empower them to live healthier, longer and more independent lives 

Vision: The CCG aims to be known and respected for: consistently achieving and often exceeding local and national quality standards; delivering an increasing proportion of services out-of-hospital; being innovative and financially sustainable; reducing the gap in health outcomes; being an excellent membership organisation and great place to work.  

Values: We will be quality obsessed, primary & community focussed, innovative, collaborative, distributive and professional

Strategic Aims

1. Transform adult long-term conditions management and complex care 

2. Improve the care of children and adolescents  

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

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

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

Strategic Outcomes (national mandate)

1. Reduce unplanned hospitalisation for Chronic ACS conditions (2.3i) &  for acute conditions not usually requiring hospital admission (3a)

2. Reduce A&E attendances 

3. Reduce all non-elective admissions (FFCE)

4. Proportion of people feeling  supported to manage their condition (2.1) 

5.  Emergency readmissions within 30 days of discharge from hospital (3b)



6. Reduce unplanned hospitalisation for asthma, diabetes, epilepsy in < 19’s. (2.3ii)

7. Reduce emergency admissions for children with Lower Respiratory Tract infections (3.2)

8.  Reduced outpatient activity 

9.  Continue to keep levels of prescribing spend below inflation

10.  Reduce elective admission  activity (FFCE)

11. Reduce incidence of healthcare associated infections (5.2)

12. Full compliance with NHS constitution requirements  & Improvement in Friends & Family Test  (4.3) and Primary Care & Hospital Surveys. 

Key Work Programmes  Running in 2013-14

Stockport One Service 

NHS Stockport CCG  Plan-on-a-Page  Draft v8  1st Feb 2013

Enhanced Primary Care ( Part1) LTC,/GSF/Dem’

Complete IAPT roll-out 

Hospital Unscheduled Care

GP Referral Management Scheme 

Follow-up reform 

EUR & Thresholds 

Prescribing 

Enhanced Primary Care (Part 4) - Early Identification 

Quality Strategy /Friends and Family 

Enhanced Primary Care (Part 3) – C Difficile  

Paediatric Pathway Review 

Exec Lead

		TOP 7 RISKS: Risk Description		Impact		Level		Controls and Mitigation 

		Additional demand above that anticipated through modelling historical data and current demography (such as accelerated birth rate)  		Negative impact on investment  plan with potential failure to deliver statutory duty 		Red		Financial contingency set above national requirements / Risk share arrangements with providers / close monitoring and acceleration of CIP plans 

		The quality and timeliness of commissioned services is inadequate
		Patient Care and Experience harmed. Reputational damage and resource redirected to addressing short-term goals 		Red		Robust planning  and performance management of providers/ resource flexibility (via CSU)


		Organisational capacity and capability of local providers, the CSU and CCG itself insufficiently developed 		Inability to flex workforce or address performance leading to slower delivery of significant dimensions of programme  and business as usual		Red/Amber 		Cyclical review of internal OD plan / CSU relationship management / provider development & market management

		Financial imbalance caused by unforeseen additional costs (such as transition resource allocations, overhead requirements, trust over-performance and changes in national guidance)		Negative impact on investment  plan with potential failure to deliver statutory duty 		Red/Amber		Financial contingency set above national requirements / Horizon scanning process as part of risk management  / Contract management of over-performance

		Lack of membership engagement to support implementation of plans 		Slower delivery of activity management plans and quality improvements 		Amber		Locality committee and planning structure / distributive model / clear clinical engagement

		Inadequate stakeholder engagement fails to take providers and public with us in transformation 		Slower delivery of transformation plans		Amber		Partnership approach to planning / clinically-led public engagement 



Specialist Community Services (EOL, IV, Dementia)

Additional Primary Care Capacity 

Enhanced Primary Care (Part 2) - Children 

Dr Idoo

Dr  Briggs

Dr Idoo

Dr  Briggs

Dr Patel

Dr Patel

Dr Briggs

Dr Briggs

Dr Owen-Smith

Dr Idoo

Dr Briggs

Dr Briggs

Dr Patel

Dr Patel

Dr Briggs

Three Year - Ambition 

In each locality patients with Long-Term  or complex conditions will experience high quality anticipatory & integrated care. There will be  improved access to high quality primary care services  24/7, &  there will be a jointly commissioned single integrated 24/7 service  with medical consultants, social care staff, nurses & allied health professionals proactively managing patients & able to rapidly draw on specialist support for example diagnostics or dementia. Patients requiring acute admission will be pulled along evidence based pathways by the locality team to return home as soon as possible. Shared electronic information systems and tele-care will underpin integration.  Over three years this will result in 3500  fewer admissions (9%) and 3 less medical wards being needed, and 1200 fewer attendances at A&E (1.7%)

Children with long-term  & complex conditions will be managed through enhanced access and review in primary care  supported by specialist locality based  community paediatric nursing teams. Children attending hospital will only be admitted when it is clinically necessary & coding will reflect  nature of admission.  Children’s mental health services including access to psychological therapies will be expanded. Over the next three years this will result in 300 less admissions and 300 fewer attendances. 

In each locality patients will receive high quality clinically cost effective treatment & medication. GPs through a system of peer review, expert audit and feedback, enhanced access to diagnostics, and a network of practice referral and prescribing administrators  will ensure latest guidelines & formularies are followed, & patients do not receive treatments  or referrals that do not benefit them. Contract mechanisms will ensure that patients only access treatment of proven therapeutic value. The majority of follow-up activity will either take place remotely or in primary care.  Over 3 years this will result in 6500 fewer referrals (8%) , no further increase in elective surgery, only a moderate increase in the prescribing budget, & 45,000 (19%) fewer face-to-face follow-up procedures.   

Services in Stockport will meet every commitment in the NHS constitution in full. Major reform will have been completed in unscheduled  to ensure waiting times in A&E are sustainably delivered.  Incidences of healthcare related harm including HCAI’s will have dropped significantly and in the case of MRSA been eradicated. Patient experience of local  health services in terms of compassion, communication, dignity & respect, cancelations & reported outcomes will have improved significantly, and as result patient reported satisfaction will increase.  

Everywhere in Stockport there will be an increase in uptake rates  for cancer screening, immunisation, vaccination, & health checks. People living in more deprived areas of Stockport will be just as likely to uptake screening, have their immunisations, & have a health check. There will be an increase in the numbers of patients being referred to & accessing lifestyle support & prevention  services. 

Patients with harmful drinking wherever they are seen within the Health System will have a brief intervention & where appropriate referral to lifestyle services 

Enhanced Primary Care (Part 5) - Alcohol

Dr Briggs
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Stockport Primary Care Trust


Management of Complaints

Stockport Primary Care Trust and 


Independent Practitioners

Biannual

2012 – 2013

Gaynor Mullins


Chief Operating Officer

1.
Introduction  

This report provides information on complaints and contacts received by NHS Stockport PALS and Complaints Department during the period 1st April 2011 to 30th September 2012. 

The PALS and Complaints team are the point of contact for patients and the public who require information about their local NHS. 


In addition to complaints, the department also deals with various types of contact from the public such as compliments, comments, concerns or enquiries.

Below is a brief overview of the type of contacts that the team have dealt with in the first 6 months of 2012/13. 

		Type of contact

		Description

		Number of contact type



		Compliment

		Compliments about any of our services and staff.

		5



		Comment

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

		3



		Enquiry (logged on database)

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

		64



		Concern

		Similar to complaints but not in a formal way. Need investigating.

		82



		Telephone enquiries




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

		1982



		Total contacts (excluding formal complaints)

		

		2136





Themes


· Ambulance Transport Bookings criteria


· Request for claiming back care costs

· Choose & Book


2.
Complaints Received 

There were a total of 75 complaints recorded from 1st April 2012 to 30th September 2012 regarding the PCT and Independent Practitioners, compared to 79 for the same period for 2011/12.

		

		Independent Practitioners

		PCT Commis-sioning

		PCT

		PCT joint complaint

		Other PCT

		NHS Trusts & Ind. Sector Providers

		Out of Hours

		Stepping Hill Hosp

		SMBC

		Total



		1st half 2012/13

		28

		4

		4

		5

		0

		3

		1

		28

		2

		75



		1st half 2011/12

		31

		16

		8

		5

		1

		3

		3

		12

		0

		79



		1st half 2010/11

		28

		10

		5

		4

		0

		4

		0

		14

		0

		65





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

For the first half of 2012/13 the Complaints Department received the following number of complaints about our Independent practitioners: 

		Independent. Practitioner

		No. of complaints



		GPs

		21



		Dentists

		6



		Pharmacies

		1



		Optometrists

		0





The number of GP complaints for the same 6 months for the previous year was 22 complaints. This indicates that the first half of this year’s GP complaints have increased compared to last year. 

All complaints received about the PCT are monitored in order to identify trends and themes.  The complaints are categorised into subjects/themes and the table below gives an indication of this: 

		

		Access to services & waiting times

		Admin arrangements

		Dignity & Respect

		Alleged breach of consent

		Communication

		Other

		Staff attitude

		Clinical treatment

		Referral process

		Transport



		GPs

		6

		2

		-

		-

		2

		1

		3

		6

		1

		-



		Dentists

		-

		-

		-

		-

		1

		1

		-

		4

		-

		-



		Pharmacists

		-

		-

		-

		-

		-

		1

		-

		-

		-

		-



		Opticians

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



		Commissioning

		1

		-

		1

		-

		-

		-

		-

		2

		-

		-



		PCT 

		1

		-

		-

		1

		1

		-

		1

		-

		-

		-



		PCT joint 

		-

		1

		-

		-

		2

		-

		-

		2

		-

		-



		Other PCT

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



		Other NHS Trusts & IS Providers

		1

		-

		-

		-

		-

		-

		-

		2

		-

		-



		Out of Hours

		-

		-

		-

		-

		-

		-

		-

		1

		-

		-



		Stepping Hill Hospital

		1

		-

		1

		1

		1

		1

		2

		20

		1

		-



		SMBC

		-

		-

		-

		-

		1

		-

		1

		-

		-

		-





3.
Performance Monitoring   

100% of Independent Contractor complaints were acknowledged within three working days. 68% of these were responded to within the agreed response time. The complaints which were responded to after the agreed timescale were of a complex nature and for some, the Medical Director added further questions for the GP practices to answer.

Where time limits were not achieved, complainants were kept informed of progress

For the rest of the complaints for this half of the year which relate to PCT Commissioning, PCT, PCT joint complaint, NHS Trusts & Independent Sector Providers, all were acknowledged within three working days. 

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

No complaints have been upheld by the Health Service Ombudsman.


4. Service Improvements


As a result of the complaints received, the following service improvements have been made: 


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

· Regarding communication with a patient, the Practice involved has highlighted the area of correspondence to patients to prevent missing out names in future and also offered to send reminder to patient every 6 months for diabetic check should the patient want this.

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


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


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


5.
Current Issues


It is likely that complaints about GP, Dentist, Pharmacy and Optometry will be dealt with by the National Commissioning Board Local Area Teams from 1st April 2013.
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1.  Purpose


This updates Governing Body members on a number of items.


2.   ED Performance at Stockport Foundation Trust

Governing Body members are aware of the work being done to improve the 4 hour ED performance target at Stockport NHS Foundation Trust.  Monitor has taken regulatory action at Stockport NHS Foundation Trust to improve performance within the A&E department for the benefit of patients.


The regulator has found the Trust in significant breach of its terms of authorisation due to successive failure to meet its A&E healthcare target for four out of the last six financial quarters.


The CCG continues to work with Stockport NHS Foundation Trust to address the issues, and continues to meet with Executives at the Trust weekly.  More information is included in both the Performance and Quality reports today.

3.  CCG Authorisation

Governing Body members will be aware the CCG has been authorised.  We have been authorised with two conditions:

		· CCG must have a clear and credible integrated plan that meets authorisation requirements 

· CCG must have detailed financial plan that delivers financial balance, sets out how it will manage within its management allowance, and is integrated with the commissioning plan

		



		

		

		 





We are working on the rectification plan to remove these conditions.  The plan will need to be submitted and signed off by the Local Area Team by 22nd February 2013, and the NCB will consider the plan/submission on 22nd March 2013.

4.  2013/14 Plans 



Attached is the plan on a page submitted to the Local Area Team on 25th January 2013.  Further work is being undertaken to refine the plan in the light of additional guidance and increased clarity about our resource allocations, and to develop the detailed implementation plans that support the plan. CCG executive team members met with the Local Area Team to discuss the first cut submissions on 1st February.  This was a positive meeting, recognising that additional detailed work needs to be done to further develop the pans.


5.  NHS 111


· The NHS 111 service has been introduced by the DH and commissioned on a NW footprint with a GM sub footprint. 


· NHS 111 will create a single entry point to the urgent care system (999 continues for emergencies).


· 21st March 2013 – Service commencement/Soft launch


· 11th April 2013 - Hard Launch with advertising to the public.


· NHS Direct is the provider of the service.


· NHS Blackpool will manage the NHS 111 contract for the NW.  NHS Tameside and Glossop are the Lead for the NHS 111 Greater Manchester collaborative contract.


· NHS 111 will provide call handling and triage through NHS Pathways and will direct patients to the most appropriate local service using a locally populated Directory of Services (DoS). 


· Mastercall Healthcare will sit behind NHS 111 and will continue to provide Out of Hours General Practitioner clinical services.


· The service has been commissioned in accordance with equality polices. 


Governance


· There is a Greater Manchester Mobilisation Project Group. 


· The Greater Manchester Governance Committee met in December and January and will meet on 13th February 2013.   Interim Clinical Lead is Dr. Jerry Martin. This meeting is attended by all CCG NHS 111 Clinical Leads.   


· The Department of Health must approve the Greater Manchester Mobilisation before it can go live.   Dr. Nicholas Reeves is attending the 13/2 meeting to test readiness.


· Post launch there will be four Local Clinical Assurance Groups for Greater Manchester.   Stockport, Trafford and Tameside and Glossop will meet fortnightly to audit calls, review complaints, serious incidents etc.

Mobilisation in Stockport


· A Local Mobilisation Steering Group has met between December 2012 and March 2013 to guide the local mobilisation of the service and to identify and manage the risks.   There is representation from all key Stakeholders and LINK as public representation with Dr Simon Woodworth as the Chair.


· There is Local Communications Plan. A briefing note has been sent to all GPs and Stakeholders and an NHS 111 Engagement Event was held on 6th February 2013 at the Britannia Hotel for Stakeholders


Resources/Investments


· We are currently working through any resource implications for the new service. In addition, we will need to commission maintenance of the DoS from the Commissioning Support Unit from the £25 per head management cost allowance. There are risks associated with increased demand for services, and this will be kept under review by the Unscheduled care Board.

Risks


· Risks have been identified for the introduction of the new service, including the demand/financial one identified above.  The Local Clinical Assurance Group will play a key role in managing risks associated with implementation including communications and patients being directed into the appropriate services.    

· A report on the early impact of NHS 111 will be presented to the Governing Body in April 2013.


Gaynor Mullins


Chief Operating Officer



 Page 2 of 4



[image: image1.png]
_1421839727.doc
[image: image1.jpg]NHS

Stockport Clinical Commissioning Group






		Meeting Date: 

13 February 2013 

		Agenda Item No:  19



		Board Assurance Framework






		Summary: 

		The purpose of this report is to inform the members of the current content of the NHS Stockport CCG Board Assurance Framework.



		Link to Annual Business Plan:

		This report forms part of the ‘reform’ strategic theme.



		Action Required: 

		The members are asked to approve the current risk assessments and revised owners.






		Potential Conflict of Interests

		None.



		Clinical Exec Lead:

		Dr R Gill



		Presenter / Author:

		G Mullins



		Committees / Groups Consulted:

		None. 





Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		Y

		Service Changes: Public Consultation Completed and Reported in Document 

		n/a



		Paragraph numbers in place

		Y

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a



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

		n/a

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		Y

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

		n/a



		

		

		Any form of change: Risk Assessment Completed and included 

		n/a



		

		

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

		n/a





Board Assurance Framework


1.0 Purpose


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


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

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

2.2      The attached report reflects the discussions by the Operational Executive Committee on 6 February 2013. At this meeting there were no changes made to the strategic risk ratings.

3.0
Actions required

3.1
The members are requested to review the attached Board Assurance Framework and to decide if they agree with the current risk assessments and owners.

G Mullins


6 February 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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Health and Wellbeing Integrated Commissioning Board

– 28 November 2012



HEALTH & WELLBEING INTEGRATED COMMISSIONING BOARD

		Meeting:

		28 November 2012



		At:

		4.00 pm





PRESENT


PRESENT

		Mike Greenwood

		-

		Chair, NHS Stockport (Chair) in the chair



		Cllr Sue Derbyshire

		-

		Leader of the Council (Policy, Reform & Finance) Stockport Council (Vice-Chair)



		Cllr John Pantall

		-

		Executive Councillor (Health & Wellbeing), Stockport Council



		Jane Crombleholme

		-

		Chair, Stockport Clinical Commissioning Group





Also In attendance

		Eamonn Boylan

		-

		Chief Executive, Stockport Council



		Michael Cullen




		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Terry Dafter

		-

		Service Director (Adult Social Care), Stockport Council



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		Steve Houston




		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Cllr Tom McGee




		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Vicci Owen Smith

		-

		Deputy Director of Public Health, NHS Stockport



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters



		-

		Integrated Commissioning Policy Co-ordinator, Stockport Council



		Andrew Webb

		-

		Corporate Director for People, Stockport Council





Apologies


Apologies for absence were received from Cllr Kevin Dowling and Gaynor Mullins. 


1. MINUTES

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

2. MATTERS ARISING


There were no matters arising.

3. DECLARATIONS OF INTEREST


No declarations of interest were made.


4. FUTURE GOVERNANCE OF THE SECTION 75 AGREEMENT


The Chair stated that further consideration needed to be given to the future governance arrangements for the Section 75, including the composition of the Integrated Commissioning Board.

RESOLVED – That the Head of Health & Wellbeing be requested to report to the next meeting on future governance arrangements.

5. FINANCE UPDATE

A joint report of the Locality Director of Finance (NHS Stockport) and the Strategic Accountant (Stockport Council) was submitted (copies of which had been circulated) providing an update on the 2012/13 outturn position for the second quarter for the pooled and aligned budgets within the Section 75 agreement.


Members discussed the ongoing Disability Review and the continuing pressures on the Learning Disability Budget. In particular the opportunities for reducing costs through increased use of personal budgets was discussed.


It was stated that the Clinical Commissioning Group was sharing its QUIPP Plan with both the Foundation Trust and the Council to ensure that all were aware of potential changes in service or funding decisions and so each organisation could prepare and budget accordingly. Members welcomed these efforts to jointly plan.


RESOLVED – That the report be noted.

6. ANY OTHER BUSINESS

There was no other business to consider.

The meeting closed at 4.15 pm
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Greater Manchester Clinical Strategy Board


Tuesday 5th February 2013 


1. Introduction


The purpose of this briefing paper is to outline the agenda items considered and key decisions taken by the GM Clinical Strategy Board at its meeting on Tuesday 5th February 2013.
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1.2 Minutes and action log of the meeting held 8 January 2013


The minutes of the meeting held on 8 January 2013 were accepted as an accurate record with the following updates:


Tuberculosis


It was requested that CSB review the January decision and ensure that CCGs have assurance for how to manage potential risks within health economies in terms of Tuberculosis services.


It was agreed that Jerry Martin would raise the specific local and then wider GM concerns with Melanie Sirotkin and ask the GM Public Health Network to propose actions and next steps.


1.3 Clinical Strategy Board Forward plan


The Clinical Strategy Board noted the forward plan.


1.4 Matters arising


a. EU Brussels Office


The January CSB received a detailed paper regarding the future of the EU Brussels office requesting that GM CCGs consider if they will require this resource to continue.  This paper was considered by CCG Council, Chief Finance Officers and Heads of Commissioning with clear feedback about lack of clarity on benefits delivered for investment.  The January CSB agreed that the resource may be of benefit to providers and requested that a discussion takes place with the chair of the emerging GM Academic Health Science Network.  The meeting also wanted to understand the views of other NW CCGs and it was confirmed that no views have been sought from the other NW CCGs to date.


The Clinical Strategy Board:


(i) Agreed that GM CCGs were not able to support the continuation of the EU Brussels office from 2013/14 as there was no evidence of significant benefits offered by the resource to CCGs.


(ii) Noted that there was a similar organisation funded through the AGMA structures if such a resource was ever required


2 Policy and Strategy


2.1   Work programme update


The CSB received a paper updating on the progress of the work of the NHS GM Service Transformation Directorate during January 2013.


The paper updated the Board on the progress of the following work programmes:


· Healthier Together 


· Major Trauma


· Making it Better  (detail at Appendix A)


· Healthy Futures  (detail at Appendix B)


· New Deal for Trafford 


· GM Cluster QIPP (detail at Appendix C)


· GM Cluster SHA QIPP Assessment


· GM Cluster QIPP Finance


· GM Cluster SHA QIPP Milestone Tracker Performance Reporting


The Board considered 4 key sections:


· Section 3 - Major trauma and the confirmation of the Major trauma Centre collaboration accreditation process.


· Section 4 and appendix A – The Making it Better Closure Report and legacy arrangements


· Section 5 and appendix B – Healthy Futures legacy arrangements.


· Section 6 – The New Deal for Trafford – the final recommendations paper was considered by the Board of NHS GM on 24th January 2013.


The Clinical Strategy Board:


(i) Noted the contents of the report


(ii) As regards Major Trauma:


Agreed the process of Assurance of Refresh for the existing three Major Trauma Units (Wrightington, Wigan & Leigh FT, Stockport FT and the Royal Oldham Hospital) from 1st April 2013 for no more than one year.


Agreed that Alan Campbell and NHS Salford CCG would be the lead CCG for the refresh process and receive a final recommendation for endorsement.  It was noted that the CSB has previously requested that such processes should be clinically led and that the agreement of Alan Campbell as lead would be on an interim basis until a clinical lead can be agreed.


(iii) As regards Making it Better:


Endorsed the proposal that the future accountability for continued delivery of the stated outcomes for MiB moving into 2013/14 should be led by the Children's Network working in conjunction with CCG contract leads.


It was noted that it is the responsibility of CCGs to monitor and ensure the delivery of quality services and that assurance will be provided by the Network in conjunction with CCG leads.


It was agreed that the CCG Chief Officers would agreed a process to discharge their responsibility to ensure the original aims of Making it Better are sustained, as well as ensuring high quality services for the population of GM and provide quarterly reports to the CSB and from April 2013 through the Association of GM CCGs.  This process would be presented to March CSB for approval.


(iv) As regards Healthy Futures:


It was noted that the NE Sector had developed and agreed a recognisable process for the continued and sustained delivery of Healthy Futures from April 2013, but noted that the lessons learned are in the process of being collated and will continue to emerge.  


(v) As a final reflection, the CSB recognised the need to ensure the benefits, outcomes and lessons learned of all previous major service redesign are maintained as appropriate as the healthcare system moves to the new commissioning landscape, but also inform the development of Healthier Together.


2.2 OGC gateway action plan


Following the review of the Healthier Together programme in December by the Gateway (Health) Review Team, an action plan has been developed that sets out the actions and associated timelines for resolution / implementation.  The Board received and considered this action plan.  


The Clinical Strategy Board:


(i) Considered and noted the action plan.


2.3
Healthier Together governance


The CSB considered a paper setting out a proposal for endorsement by the Clinical Strategy Board regarding the future governance arrangements for the Healthier Together Programme with effect from April 2013. 


The paper proposed that a lead CCG be established and that a sub-committee of the lead CCG be established as the decision making body for the Healthier Together programme.  This committee would be known as the Association of Greater Manchester CCGs Healthier Together Committee (AGM-CCG-HTC). 


The paper also proposed the establishment of the Healthier Together Programme Operational Group (HTPOG) which will replace the Large Scale Change Board. 


The Clinical Strategy Board:


(i) Considered and endorsed the proposed future governance arrangements for the Healthier Together Programme but agreed that the proposal needed to be revised in the light of the discussion and be presented back to the March Board to ensure full CCG engagement.


(ii) Agreed that GM CCGs were committed to the agreement of functional governance arrangements and acknowledged the responsibility of the Association of GM CCGs to deliver service transformation across GM and requested that the governance should be agreed by the end of March 2013.


(iii) Considered but could not agree the role of the lead CCG as described in the report and deferred this decision to the March CSB.


(iv) Recognised that the established governance arrangements should be developed in the context of and aligned to the wider GM Public Service Reform programme to ensure joint leadership across the health and social care system.


2.4
 Implementing the recommendations from the Breast Service Review 2009.


The CSB received a briefing note to ask the CSB to commit to a commissioning strategy to develop a world class breast service across GM which is equitable and viable for the future.


The Lee Report (2010) considered the configuration of Breast MDTs across the GMCCN footprint and concluded that they were safe but not future proof.  Lee stated that to future proof breast services, non-screening units will not be viable due to recruitment issues and the extension of the screening programme (47-75 years) with subsequent reductions in women presenting symptomatically.


The recommendations made in the report were to give the network organisations hosting breast units adequate time to reconfigure services into a model that would provide equitable services for all GMCCN patients. A small subgroup has been working on plans for alignment in the first instance but there is acknowledgement that it would be important to avoid any unnecessary investment in alignment if a final decision to integrate was made.  There has been clinician engagement in this process and commissioners are aware that costs will be incurred. Since then, the National Breast Screening Programme standards have been published and there is now a national shortage of breast radiologists, both of which make an integrated model more realistic and pragmatic.


The paper presented four options, which the strategy will expand upon for CSB consideration:


· Alignment of teams


· Integration of teams – maintain surgery at Pennine


· Integration of all teams


· Integration of teams and establishment of NE sector breast screening assessment service at Pennine


The Clinical Strategy Board:


(i) Endorsed the proposal to work up the options and develop a commissioning strategy for a fully integrated GM breast service, which should be more radical than presented in the paper (as per the recommendation of the Large Scale Change Board).


(ii) Requested that the commissioning strategy is developed by the GM service transformation team and is presented back to the Association of CCGs within 3 months (May 2013); and that it should describe a zero financial impact across GM and be clear on the commissioning accountabilities and responsibilities for CCGs and the National Commissioning Board.


2.5
Outcomes from the GM Cancer Summit – cancer specialist surgery specifications


The Clinical Strategy Board was asked to endorse the ‘Specialist Cancer Surgery – Framework Commissioning Specification’ agreed at the NHS GM Specialist Cancer Surgery Convention (9th & 10th January 2013).


This clinically driven event agreed specifications that will prepare the way for the delivery of world class services in the following configuration of services that go beyond minimum national standards. 


· HPB - a single Greater Manchester & Cheshire specialist surgical service operating from a single university teaching hospital site; 


· URO - a single specialist surgical service operating across two university teaching hospital sites plus the surgical service at The Christie;


· GYN - a single Greater Manchester & Cheshire specialist surgery service operating across two university teaching hospital sites;


· OG - a single Greater Manchester & Cheshire specialist surgical service operating across two university teaching hospital sites.  


· One GYN and One UROL specialist cancer surgery site must be co-located to create a joint Greater Manchester & Cheshire ‘Pelvic Cancer’ Service. The benefits of co-location with specialist rectal cancer surgery should be further explored by the Shadow GM & Cheshire Provider Cancer Board.


It was noted that the specifications have been considered by CFO’s and HoCs at their January meetings.


The Clinical Strategy Board:


(i) Endorsed the ‘Specialist Cancer Surgery – Framework Commissioning Specification.


(ii) Noted the involvement of patients in the development of the Framework.


(iii) Requested that immediate work is undertaken to outline the impact assessment for the population of GM.


(iv) Noted that GM providers are expected to present a fully agreed proposal through the recently established Provider Board to the March 2013 Board of NHS GM; and that they are clear on the consequence of not reaching a unanimous agreement, which will be progression to competitive tender.


(v) Recognised that delivery of the proposed Framework would ensure that the health economy of GM is IOG compliant where it hasn't been previously.


3
Commissioning business


3.1 
Centralisation of hyper-acute stroke services: Review of model options (interim report)


The Cardiac & Stroke Network Team was asked by the January 2013 CSB to explore 3 different options regarding the further centralisation of stroke services in order to report to the April CSB meeting. 


The CSB received an interim paper outlining the proposed approach. In particular, the paper highlighted some concerns with the one site option which have become immediately apparent.  As a result of these concerns, the CSB was asked to endorse an approach which effectively concentrated the option appraisal on the 2 and 3 site options respectively.  


The paper provided some provisional information regarding potential timelines associated with a 1, 2 or 3 site GM hyperacute stroke service. 


The Clinical Strategy Board:


(i) Noted the contents of the paper


(ii) Endorsed the recommendation from the Network that the focus of the options appraisal from this point should be on the 2 and 3 site options respectively – that is, effectively to remove a single site option from the process.


(iii) Requested that the requirements to ensure delivery of rehabilitation services are included within all option modelling.


3.2 
NHS 111 briefing


The Clinical Strategy Board received an update on the mobilisation of the NHS 111 Service.


It was noted that in order to meet the tight mobilisation timescales, the Clinical Governance Committee, Heads of Commissioning and Chief Officers considered the issue of on-going maintenance of the NHS 111 Directory of Service (DoS) and the views of these groups was feedback to the CSB as part of this item verbally.


The Clinical Strategy Board: 


(i) Noted the NHS 111 briefing and milestone plans distributed with the papers.


(ii) Considered the recommendation from the Chief Officers regarding the on-going maintenance of the NHS 111 Directory of Service (DoS) and agreed that where possible the maintenance of the DoS should be undertaken once for all CCGs, but recognised that there is a requirement for some local expertise and that all CCGs should have a named link person to ensure the NHS 111 DoS is maintained and accurate.


(iii) Noted that this agreement would be outlined to the DH at the GM 111 review meeting on 13 February 2013.


(iv) Noted that the requirements of each CCG will be different and that each will need to consider their local requirements and what (if any) support they would want from GM Commissioning Support Unit (CSU).


(v) Requested that Chief Officers consider and agree the assurance process to deliver DoS maintenance, agree the role of CSU and ensure a regular reporting process to Association of GM CCGs to be confirmed to the March CSB. 


3.3  
PTS Out of hours tender evaluation report 


The CSB received a paper detailing the outcome of the GM tender for Patient Transport Services Out of Hours, and to seek endorsement from the Board of the recommendation of the preferred bidder.  


The Clinical Strategy Board:


(i) Endorsed the recommended preferred bidder as bidder 1.


(ii) Requested details of the non-recurrent financial implications of the procurement process and choice of bidder.


(iii) Requested that to inform future procurement processes, CCGs task the CSU to undertake a review of specification content to outline the non-recurrent exit costs that should be made explicit at procurement stage.


4.
Performance


4.1 GM Contract Steering Group


The CSB considered the report of the January Contract Steering Group.


The paper outlined the progress to date that is being developed between CCGs and Specialised Commissioning to mitigate the risk and impact of the migration of specialised services to specialised commissioning on CCGs that was raised at the January meeting.


Whilst not in the paper, the Board received the outcome of the discussions and proposed approach as agreed by the February Contract Steering Group.


The Clinical Strategy Board endorsed the recommendations of the January Contract Steering Group (CSG) that:


(i) Whilst the national guidance states the final date for contract sign off as being 31 March, the CSG will work with each CCG to look to deliver contract agreement by end Feb 2013 and sign off where possible by 15/03/13.


Noted that the February meeting of the GM CSG took place on 4 February 2013 and that the recommendations as outlined in the paper distributed to the meeting had been superseded by the discussion of the February meeting.


The CSB endorsed the following recommended approach of the CSG to deliver contract sign off by 15 March 2013:


(i) Both providers and commissioners (CCG and NCB) confirmed their intention to work towards contract sign off by 15 March 2013, but that this will be challenging due to the need to agree contract price and activity schedules within the contracts between all commissioners.


(ii) Noted that CQUINs, KPIs and aggregate contract heads of terms discussions are all progressing through contract negotiations and that the February meeting did not highlight any risks to contract sign off.


(iii) Endorsed the CSG view that in order to deliver contract sign off, there should be 1 contract for each provider that all co-commissioners sign up to and that all commissioners should have sight of and work on the whole contract and contract sum for each provider and that this process would be led by each lead CCG.  The key to timely contract sign off will be the agreement and clarity on the risk share arrangements between CCGs and NCB commissioners.


(iv) Noted that CCGs will continue to progress contract negotiations on a whole contract basis, but that CCGs will only sign a contract when all commissioners sign up to and understand the basis of the risk share.  Where the risk share agreements are not taken, CSB noted that contract sign off by 15 March would be at significant risk.


(v) Recognised the bi-weekly and weekly process that was undertaken by NHS GM in February and March 2012 to deliver timely contract sign off for 2012/13 and the capacity requirements to do this.  Requested that Chief Officers agree a process to assure themselves and NHS GM for 2013/14 and themselves on future contract processes, that all requirements to deliver  timely contract sign off are progressing as planned or are completed.


(vi) Noted that significant risks had emerged that could impact and delay contract sign off with Pennine Acute Trust and that similar challenges may emerge for other challenged acute and Foundation Trusts.  


4.2 
Specialised Commissioning


4.2 a) 
Renal PTS


The CSB received a briefing on an issue that required resolution in GM PTS services for haemodialysis patients at 3 satellite dialysis units. The attached paper describes the background to this issue.


Background:


NHS Blackpool led a North West tender for PTS services which has now reached a conclusion. For Greater Manchester PTS services, Arriva Passenger Services Ltd has been awarded the contract to provide Non-Emergency Patient Transport Services in the Greater Manchester Area from April 2013.  However, within Greater Manchester there are additional local contracts in place for the provision of PTS for haemodialysis patients and a decision is required as to whether these additional contracts continue alongside the Arriva contract.  


This was discussed at the Greater Manchester CCG Chief Finance Officers (CFOs) meeting held on Friday 18th January 2013. 


The Clinical Strategy Board endorsed the views of the Chief Finance Officers that:


(i) The EasyGo subcontract through CMFT should be continued up to contract termination in January 2014. A review of whether to extend the EasyGo contract or move the service over to Arriva will be taken at the GM Heads of Commissioning and Chief Finance Officer meetings in May 2013 and recommendations presented back to Association of GM CCGs in June to give sufficient time either to re-negotiate the contract with EasyGo or negotiate with Arriva.


(ii) The SRFT transport contract for Bolton and Wigan dialysis units in 2013/14 should be continued but with a review to be undertaken in year as part of the contract negotiation process for 2014/15.


(iii) A recommendation of moving the EasyGo transport support to Macclesfield Dialysis Unit to be made to Eastern Cheshire CCG to help inform their decision making process.


(iv) An agreement that Arriva be the transport provider for patients transferring to the new dialysis unit in Stockport (opening April 2013).


(v) An agreement to the transport provider for the new Oldham dialysis unit (opening November 2013) be made as part of the discussions at Greater Manchester Heads of Commissioning and Chief Finance Officers meetings in May 2013.


(vi) A recognition that the funding and commissioning of renal PTS is a CCG responsibility and that funding will form part of the CCG allocations for 2013/14. This funding will not form part of the NHS CB specialised commissioning budget from April 2013 as PTS is not a prescribed service and is not in the specialised commissioning ‘Identification Rules’ that will determine the NHS CB allocation. CCGs require assurance that adequate funding will be provided through the reconciliation processes.


4.2 b) 
Integrated commissioning across pathways of care


The Director of Commissioning for Specialised Commissioning presented an item to the CSB outlining the issues for consideration between CCGs and the GM Area teams and Mersey Area teams as regards Specialised Commissioning.


The Clinical Strategy Board:


(i) Noted and highlighted the imperative to align business planning processes across all commissioners.
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5
Reports


5.1 NW Specialised Commissioning Operating Group agenda and papers


The Clinical Strategy Board:


Noted that there was no meeting of NW SCOG in February, that the last meeting would take place in March 2013 and that the new governance arrangements for specialised commissioning will commence from April 2013.


5.2  Lead commissioner – Month 8


The Clinical Strategy Board:


 (i) Noted receipt of report following the meeting.


(ii) Requested that the performance section of the agenda is considered at the start of the March meeting.


5.3 NHS 111 Programme Board minutes.


The Clinical Strategy Board:


 (i) Noted receipt of meeting papers for information.


6. AOB


6.1 IAPT BSL


The CSB noted receipt of acknowledgment from the team leading the IAPT BSL pilot, following decision of October CSB.


The letter confirms that:

· The service is currently being evaluated through UClan and University of Manchester and this evaluation process will support the decision making process on the future of the service and an interim report will be presented to GM.


· The service will cease for GM in September and all reporting and support that goes with it unless further funding from September 2013 is agreed.


· As NHS GM and GM CCGs have agreed to fund the pilot for 6 rather than 12 months the amount payable is £68,341.00.  GM CCGs will be invoiced directly and requested confirmation of the appropriate finance lead.

The Clinical Strategy Board:


(i) noted the acknowledgment letter.


(ii) Requested that the Association of GM CCGs review the position regarding the IAPT BSL pilot in May informed by the evaluation process the pilot is currently going through.


(iii) Requested that CFO's identify a CCG finance lead to process invoice requirements.


6.2 AHSN governance paper


The CSB noted the need for all CCGs to consider a paper requiring approval of the membership of the GM the AHSN.


The Clinical Strategy Board:


(i) Requested that it was distributed to all CCGs after the meeting for CCG Governing Body meetings to consider and that it would be formally considered by the March CSB.


6.3 March CCG Council meeting


The CSB was asked for views on the convening of one final adhoc GM Council meeting before the end of March 2013.  The purpose of this meeting would be to ensure the Association of GM CCGs has all infrastructures in place to commence from the 1 April 2013.


The CSB agreed this would be a useful meeting to take place.


6.4 Chair reflections 


The Chair reflected with colleagues on some of the difficulties in chairing this CSB including lack of clarity on timelines and requirements from work streams that are presented, non-adherence to date for submission of papers and lack of clarity on when and when not CCGs will cooperate.


The Chair asked all members to consider their leadership role in the management and delivery of major service redesign across GM and ensuring pan-GM work can be progressed through CCG and NCB leadership


7.  Date and Time of Next Meeting


Tuesday 5th March 2013.  9am-12.30pm, Regent House, Stockport.
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Integrated Commissioning


WHAT?


Shared priorities and outcomes based on evidence


Work across single pathways of care


Consistent approaches with providers


Strong clinical and patient voice in commissioning











HOW?


Joint contracting approaches


Use of powerful data


Effective commissioning relationships through collaborative groups


Alignment of work programmes / timetables








3 Broad Categories of Prescribed 


Specialised Services








Majority of funding in specialised commissioning











Highly specialised 








 Specialised services (1)








Episodic specialised services








 Specialised services (2)








‘Pathway’ specialised services








Nationally commissioned








Heart and lung transplantation








Very low patient numbers 








Treatment of rare eye conditions








Examples:








Rare conditions








Fewer hospitals








Examples:








Paediatric and Neonatal Intensive care








 Severe burn care








Long term conditions








Examples:



































Kidney care








Mental health








Cardiac care









































Integrated outcomes 


Integrated Commissioning -Health 








Delaying need for support


(social)








Prevent people from dying early


(nhs ) 








Healthier longer


(public health)

















Primary Care


(Area Team


And CCGs)








Screening 


(AreaTeam ) 








General Acute and Community


(CCG) 








Specialist treatment


(Area Team)




















Commissioning integrated care across the kidney care patient pathway





10% of the general population has some form of kidney disease.





Many kidney patients also have hypertension and diabetes – effective management of these conditions through effective management within the early parts of the pathway can prevent 


or delay progression.























Shared outcome


Prevention / delay in kidney disease through early identification and management














Local Authority


Lifestyle changes to lower risk of hypertension and diabetes support prevention of kidney disease








Primary care


Management of chronic kidney disease through vascular risk reduction


Screening through QOF and Health Checks


End of life care











Secondary care


Management  within general nephrology clinics


Majority of Acute Kidney Injury














Specialised care


Preparation and choice


Provision of dialysis and transplant care 






































Commissioning integrated care across the obesity patient pathway





Bariatric surgery should be regarded as a life saving treatment undertaken when all other options have been attempted


Specialist weight management  which includes psychological interventions such as cognitive behavioural therapy offer a sig opportunity to  address reasons behind obesity


Prevention through initiatives such as dietary advice, exercise and medication in primary care offer a holistic approach to obesity 


Obesity represents one of the most significant health issues facing the NHS.


It leads to higher rates of cardiovascular disease, many cancers, respiratory and joints problems, increased risk of diabetes and kidney disease.


Significant societal issue.











Shared outcome


Reduction in levels of morbid obesity








Local Authority


HWB focus on wider determinants of health. 


Public health responsibility for addressing obesity in the popn.








Primary care


Prevention through dietary and weight management advice


Screening through Health Checks








Secondary care


Specialist weight management service








Specialised care


Bariatric surgery









































Contracts 


NHS Commissioning Board will contract with providers for


Specialised services 


Screening services/Imm &Vac


Child Health /Health Visitors


Offender


Military 





A lead Area Team will co-ordinate all schedules – one NHS CB agreement per provider





LA will contract for some screening services (no co-ordination)








Securing 2013-14


National Specifications – consultation ended


Specifications will be in contracts: providers to assess gap and implementation issues – limited clinical derogation


Funding for services 


Budget between CCG and NHS CB not in right place


Scale of QIPP /CIP significant and often dependent on shared priorities across pathways


Quality must be maintained


High service demands and technological advancement 








Way forward –risk management principles  





We will have an in year facility between commissioners to correct for technical coding and budget risks


A global income agreement with Trusts will be developed between commissioners – terms locally agreed 


Contract (s) will be co-ordinated between CCG’s and NHS CB to support effective risk management 


Where possible a single contract will be developed 


Local negotiations will determine the contract type within a risk management approach.


Providers will not be exposed to financial risk due to budget realignment 








Next steps in joint contracting


Mapping of 2012/13 provider funding from old system to new commissioners


CCG and NHS CB co-ordinated contract offers and contract management


Alignment of assumptions between commissioners


Contract offers from 8th February 2013


Agree majority by 15th March 2013











Next steps in joint planning


Share ‘Plan on a Page’ – confirm and challenge


CSU specification to address need for data


Contract leads for every provider to be identified and shared


Agreement on key service areas for joint working


Progress through collaborative groups and work programmes e.g. Healthier Together
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EXECUTIVE SUMMARY

The NHS Greater Manchester Cancer Summit of September 2012 agreed seven key
aspirational goals for future services across the Greater Manchester & Cheshire Cancer
System. The key overall goal is for Greater Manchester & Cheshire cancer services to
become ‘world class’. This concept was not defined in practical terms.

Within that context, the Cancer Summit also highlighted the need for change in four key
cancer surgery specialties, stating that: ‘By 1°' April 2013, to have made progress on the
implementation of new specifications for the following specialist surgical services:
gynaecology (GYN); hepato-pancreatico-biliary (HPB); upper gastro-intestinal [OG,
oesophago-gastric) and urology [URO, prostate, bladder and renal]. Where necessary to
provide the best possible services for patients, service specifications to go beyond minimum
national (I0G) standards’.

On the 10" January the NHS GM Specialist Cancer Surgery Convention agreed the
‘framework commissioning specification” described in this document to meet this key
Greater Manchester & Cheshire cancer system objective for the four surgical disciplines.
This clinically driven event agreed specifications that will prepare the way for the delivery of
world class services in the following configuration of services that go beyond minimum
national standards’.

e HPB - a single Greater Manchester & Cheshire specialist surgical service operating from a
single university teaching hospital site >;

e URO - assingle specialist surgical service operating across two university teaching
hospital sites plus the surgical service at The Christie;

e GYN - asingle Greater Manchester & Cheshire specialist surgery service operating across
two university teaching hospital sites;

! The Convention was attended by 57 participants including; lead surgeons and oncologists from local NHS Trusts currently providing these
services together with their Chief Executives, Executive Leads and Medical Directors; patient representation; invited CCG Chairs, CCG
Commissioning Leads, National Commissioning Board representatives, North West Specialised Commissioning, NHS GM, Healthier
Together and the National Cancer Action Team.

* DH/ NICE Improving Outcomes Guidance (I0G) and draft National Commissioning Board specifications (January 2013) for the provision of
specialist cancer surgery - currently out to consultation.

*The two providers of the HBP specialist cancer surgery, Central Manchester University Hospitals and Pennine Acute Hospitals NHS Trust
are already in advanced discussions about establishing one Greater Manchester & Cheshire service and have prepared recommendations
for endorsement by their Trust Boards and the Shadow GM Cancer Provider Board.
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e OG - asingle Greater Manchester & Cheshire specialist surgical service operating
across two university teaching hospital sites.

e One GYN and One UROL specialist cancer surgery site must be co-located to create a
joint Greater Manchester & Cheshire ‘Pelvic Cancer’ Service. The benefits of co-
location with specialist rectal cancer surgery should be explored by the Provider
Cancer Board.

Note: For this purpose the term "university teaching hospital" includes the University Hospital of South Manchester,
Central Manchester University Hospitals, Salford Royal and The Christie only.

This specification agreed at the Specialist Cancer Surgery Convention is designed to see the
establishment of new, single services for specialist gynaecology, urology, HPB and
oesophago-gastric cancer surgery. As such it is designed to enhance service provision and is
not simply a modification or rationalisation of existing arrangements.

The agreed specification also requires the development of academic and research links and
integration with other providers across the whole cancer pathway including the full range of
non-surgical treatments and diagnostics. It was also agreed that for contracting purposes
and to ensure the operational implementation of the single service model that a Lead
Provider and a single Clinical Lead will need to be identified for each service.

The commissioning view of what ‘world class’ should mean is for the cancer surgery
providers to be in a position to offer ‘the very best of the best’ quality services in every
respect. Commissioning must be directed at securing excellent clinical leadership, team
working and real job satisfaction in order to deliver excellence in: clinical service and
outcomes; innovation; education; surgical training; research; organisation; administration;
and, value for money.

The providers need to determine how to fulfil their own interpretation of ‘the very best of
the best’, knowing that their performance will be judged by their surgical peers, their
specialty associations, their patients and the National Cancer Action Team (NCAT).

The commissioning function is therefore to help the providers establish a new specialist
cancer surgery service framework, with the explicit objectives of:

e ‘Future-proofing’ each specialty surgical service;

e Setting the stage for the Greater Manchester & Cheshire Cancer Provider Board
through its membership to begin to:

o Develop a programme to consistently provide ‘the very best of the best’
quality services and clinical outcomes; and

o Build a growing national and international reputation.
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e Agreeing a new, very focused set of measurable parameters that explicitly track the
quality of clinical outcomes to the satisfaction of the patient, provider and
commissioner.

The framework ‘world class’" commissioning specification for specialist cancer surgery
described in this document requires a fundamental system change — as directed at the
Cancer Summit. The commissioning specification presented here is built on the premise that
it is absolutely necessary to establish real economies of scale if providers are ever to be able
to seriously aspire to be ‘the very best of the best’ and to overcome the recognised
constraints of having too many ‘centres’ across Greater Manchester & Cheshire, currently
undertaking too few operations to achieve the Cancer Summit’s declared ‘world class’ goal.

The final commissioning framework specification agreed at the Cancer Surgery Convention,
and described in this document, will be recommended to the GM Clinical Strategy Board for
endorsement in February after which the Shadow GM & Cheshire Cancer Provider Board will
be responsible for identifying the sites at which surgery will be undertaken and ‘Lead
Provider’ arrangements (February/ March). It is envisaged that where these sites meet the
agreed specification, the proposals will be considered and endorsed for implementation
during 2013, at the final NHS GM Board in March.

If the GM & Cheshire Cancer Provider Board is unable to reach agreement, both on the Lead
Provider for each of the single services and the site/s from which the service will be
provided, in advance of the final NHS GM Board meeting (March 2013), a formal
procurement of these services against the agreed specification will be initiated. The
specification is clinically driven and informed, and requires single integrated services, from
lead providers across University Teaching Hospital sites. Given the collaborative process
undertaken to engage stakeholders in the development of the specification, procurement
would represent a waste of time and money, which the system cannot afford.

NHS Greater Manchester as the sponsor of this process entirely appreciates the degree of
change entailed in this framework specification. Nevertheless, it is regarded as an essential
first step, putting in place the right circumstances from which the Greater Manchester &
Cheshire cancer surgery services can at last proceed to plan and implement the move
toward becoming ‘world class’. The specification does indeed ‘go beyond minimum national
(I0G) standards’, in order to be quite clear about the commitment to remove any residual
constraints to the Greater Manchester & Cheshire cancer system’s capability to provide ‘the
very best of the best’ cancer surgery services and clinical outcomes.

The framework specification described in this document brings new, complex logistical
challenges to ensure that these new services and their consultant surgical teams are fully
resourced and supported. Whilst the outputs from the Cancer Convention were designed to
inform implementation of the specification, the management of the service (workload, case-
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mix, impact on local services, infrastructure, people and resource implications, etc.) is a
matter for Clinical Leads and Lead Providers to determine through the development of
formal operational plans.

Once the operating sites have been finally determined through the Provider Board process
Senior Project Managers will need to be appointed at the earliest opportunity to work
alongside a single accountable Clinical Lead who will work in partnership with provider
organisations and their clinicians to identify the risks to success and produce a detailed
implementation programme that addresses and manages these risks to the satisfaction of
the designated Lead Providers.

PREAMBLE

Impact of the Cancer Summit

NHS Greater Manchester held a Cancer Summit in September 2012. The outcome was a
paradigm shift in approach to service commissioning and provision. The new commitment
made by all parties was also an acknowledgement that, while the GMCCN incremental
approach to service improvement had achieved much over the past 11 years, much more
still needed to be done. In particular, it has proved impossible for the GMCCN to deal
definitively with the obstacles of: the historical non-strategic nature of acute cancer service
developments; and, the strong competitive instincts of the individual service providers
operating in the NHS internal market.

It was agreed that a whole system change is now essential to help Greater Manchester &
Cheshire create the circumstances and standards for delivering the very best ‘world class’
cancer outcomes, and, further, that this transformational change could only be introduced,
guided and developed through a new collaborative commissioner / provider framework. In
essence, the joint commitments made at the Cancer Summit are for:

e The commissioners to prepare Greater Manchester & Cheshire level specifications

that:
o Take a whole system cancer pathway approach to service contracting;
o Focus on clinical outcomes, service improvement and innovation;
o Are referenced to ‘world class’ criteria; and
o Are designed around ensuring that all patients will receive the very best

cancer management along every element of the pathway.

e The individual cancer service providers to operate through a new ‘Greater
Manchester & Cheshire Cancer Provider Board’. The board will provide a single
integrated response on behalf of all provider members, with the service offering
designed to meet the commissioning criteria for ‘world class’ standards.

7
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The Cancer Summit seven aspirational objectives

The activities of the commissioning / provider relationship are governed by seven key

aspirational Greater Manchester & Cheshire level cancer system objectives. They are:

A

An ambition to be ‘world class’;

A commitment to eliminate inappropriate waiting;

The prioritisation of prevention and detection workstreams;

The early and rapid development of fully integrated IT / data systems;

A commitment to develop public awareness campaigns and a greater focus on
improving public health;

New leadership and governance arrangements for the provision and commissioning
of cancer care, expressed as:

‘A new system that commissions for health outcomes and agrees contracts for the
delivery of whole system pathways with lead NHS Trusts — using incentives and
penalties to support delivery through an integrated provider system’

‘Establishment of a Greater Manchester & Cheshire Cancer Provider Board (agreed
by 1°' April 2013) to deliver single, unified Greater Manchester & Cheshire Clinical
Commissioning Group (CCG) commissions for each cancer pathway’

‘CCGs will act as one commissioner for cancer services and will, with specialist
commissioners where necessary, commission whole pathways of care, from
prevention through detection, screening, diagnostics, treatment, survivorship and
end of life care’

The provision of specialist surgical & other services beyond minimum standards,
expressed as:

‘By 1°' April 2013, to have made progress on the implementation of new
specifications for the following specialist surgical services: gynaecology, hepato-
pancreatico-biliary; upper gastro-intestinal [oesophago-gastric] and urology. Where
necessary to provide the best possible services for patients, service specifications to
go beyond minimum national (I0G) standards’.

The implications for specialist cancer surgery

The commitments made at the Cancer Summit indicate that it is no longer acceptable for
the four specialist cancer surgery disciplines: hepato-pancreatico-biliary (HPB); urology
(URO); gynaecology (GYN); and, oesophago-gastric (OG); simply to be directed to move from
their current I0G non-compliant states to IOG compliant states.
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Whilst I0G compliance is recognised as an important step in the right direction for quality
improvement, it only establishes the minimum nationally acceptable level of cancer quality
standards, as expressed by surgeons not having to perform more than a set minimum
number of operations each year for IOG compliance.

In essence, the new Cancer Summit has committed Greater Manchester & Cheshire
surgeons and their services to ‘go beyond minimum national (I0G) standards’. This sets a
tougher quality threshold, reflecting increasing acceptance of the growing evidence base
that the very best clinical outcomes are being achieved by surgeons organised into highly
specialised teams, operating in dedicated, more centralised services responsible for large
catchment populations.

There is robust evidence that a patient suffering from a cancer amenable to surgery is given
the best chance of a high quality clinical outcome, i.e. of surviving the necessary major
operation and being cured of the cancer, by having that surgery performed by specialist
cancer surgeons providing a service looking after a large catchment population and
performing high volumes of surgery.

The message is clear — the present system of delivery, with the four specialist cancer surgery
services spread across ten different locations, needs to be reconfigured, it needs to set a
new strategic direction of travel if it is to provide the best outcomes for their patients. The
vision and commitment of the Cancer Summit is to transform these services from being non
I0G compliant to being capable of providing ‘world class’ specialist cancer surgery services.

Across the Greater Manchester & Cheshire cancer system it is recognised that, with regard
to OG, HPB, GYN and URO cancer surgery services, there continues to be too many surgical
centres managing too few patients. This means that no centre is yet in a position to be able
to offer the ideal circumstances for generating ‘world class’ quality clinical outcomes for
their patients.

The summary surgery stats for HPB, URO, GYN and OG specialist cancer surgery

These stats are not presented in order to be challenged as to their pin point accuracy- they
are indicative only and are included simply to confirm that these four surgical disciplines are
all low volume surgery businesses. However, it must be remembered that each cancer
service also has a substantial non-cancer workload as the same surgeons and their specialist
expertise are required for both disease categories.

The table below provides a Greater Manchester & Cheshire level understanding, using the
cancer surgery results from 2011-12 to establish the consultant resources and surgical
activity baseline. The numbers do not include the benign workload.
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NHS GREATER MANCHESTER & CHESHIRE

SURGERY OVERVIEW 2011-12 0G HPB GYN URO
Consultant surgeons (wte) 14 9 8 13
Total operations / year 152 330 901 665
Operations /surgeon / year 10.9 36.7 112.6 51.2
ANNUAL FIGURES
Catchment population 3.0million 3.2 million 3.2 million 3.2 million
Oesophagus|Stomach| | Liver |Pancreas|Biliary| |Ovary|Uterus|Cervix|Vulva| [ Kidney [Bladder|Prostate
Cancer incidence /100,000 16 12 9 12 1.2 2041 226 | 93 | 39 132 | 203 | 1225
GMCCN new cancers /year 480 360 288 384 38 653 | 723 | 298 | 125 422 650 3920
Pre-op diagnostics (80%) 384 288 230 307 31 522 | 579 | 238 | 100 338 520 3136
Number of resections 77 75 214 107 9 506 | 204 | 58 | 133 269 113 283
Overall resection rate 16.0 20.8 743 279 | 234 77.5| 282 | 19.5 | 106.6 63.7 | 174 7.2
WEEKLY AVERAGES
Oesophagus|Stomach| | Liver |Pancreas|Biliary| |Ovary|Uterus|Cervix|Vulva| [ Kidney |Bladder|Prostate
Pre-operative diagnostics 7 6 4 6 1 10 11 5 2 6 10 60
Operations 1.5 1.4 4.1 2.1 0.2 97 [ 39 | 11| 26 5.2 2.2 5.4
SMDT decisions re surgery 9 7 6 7 1 13 14 6 2 8 12 75

The table illustrates the number of surgeons across Greater Manchester & Cheshire
undertaking major cancer surgery, totals the Greater Manchester & Cheshire system
operations and calculates the operations per surgeon per year. It also shows the expected
number of new cancers each year from the Greater Manchester & Cheshire population
bases and assumes 80% on average would be investigated for major surgery. The operation
numbers are based upon the annual return for 2011-12, giving the overall resection rate.
The calculated weekly averages provide an idea of the scale of the cancer team’s weekly
core clinical workload: the minimum number of patients being reviewed at the SMDT with a
positive decision for surgery; those likely to having sophisticated diagnostics and the
number of patients having an operation.

BECOMING ‘WORLD CLASS’ = SYSTEM CHANGE

Moving towards ‘world class’ cancer standards

The commissioners need to prove their ‘world class commissioning’ credentials, while the
prime challenge for the Greater Manchester & Cheshire Provider Board is to design a ‘world
class’ specialist cancer surgery service that overcomes the Greater Manchester history of
non-strategic acute service developments and integrates the competitive service instincts of
individual cancer providers who operate in the NHS internal market.

These agendas will test the commitments made at the Cancer Summit and the joint resolve

for partnership working, sustained effort, patience and persistence to arrive at the right

decisions that meet the agreed ‘world class’ objective. The transformation entails a new,

exciting journey that starts with 10G compliance, transits through ‘going beyond minimal
10
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national (I0G) standards’ and ends at being recognised as ‘world class’. It is a journey that is
profoundly challenging, yet must be taken, if we are to successfully establish Greater
Manchester & Cheshire’s credentials for both ‘world class’ commissioning and ‘world class’
cancer surgery provision.

Clearly, careful joint planning is critical to successfully managing the risks and minimising the
pain of transformation and system change. However, NHS Greater Manchester as the
sponsor for this work has taken the view that the commissioning specifications must be
based upon criteria that reflect the primary ambition of the Cancer Summit for Greater
Manchester & Cheshire cancer services to become ‘world class’, not based upon criteria
that could be categorised as ‘going beyond minimal national (I0G) standards’. The new
Greater Manchester & Cheshire Cancer Provider Board is invited to take the same view. This
approach raises four key points for commissioners and providers to explore and reach
agreement upon:

The interpretation of ‘world class’;
The steps and the sequencing of the transformation programme;
Managing the risks to success; and

P wnN e

The timescales for that whole system change.
A simple definition of ‘world class’ cancer surgery

The commissioning view of ‘world class’ is that it means the provider services having the
necessary circumstances and resources to be in a position of consistently offering every
patient the ‘very best of the best’ quality cancer surgery outcomes.

Both commissioners and providers are breaking new ground on this subject. They both need
to present their respective views on what ‘world class’ means in reality. They both need to
work together to make sure the new specifications have a strong consensus, reflecting the
intentions of the Cancer Summit and encompassing the spirit, passion and commitment that
has created the new paradigm for the Greater Manchester & Cheshire cancer system to
become the very best.

To interpret this further, it is taken to mean that a provider can only earn the accolade of
being ‘world class’ by objective confirmation and robust evidence of leading edge quality
and excellence in all aspects of its service offering, including: specialist skills and expertise;
clinical outcomes; clinical and organisational innovation; being entirely patient centred,
open and transparent; care is timely and seamless, fitted into the relevant whole system
cancer pathway; information and communication is timely and seamless; leading education,
surgical training and research skills and achievements; lean organisational infrastructure;
state of the art facilities and equipment; full integration with the local diagnostic / referral
teams; full integration with the Christie Cancer Centre services; and, all delivered within a
financial envelope that is sustainable, affordable and represents value for money; etc.

11
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There obviously therefore needs to be an effective system and process in place whereby the
providers regularly assess and report to the commissioners with regard to:

e Structure and service design;
e Clinical and organisational performance; (NCAT peer review; cluster peer review)
e The ‘Provider Reputation’ as reflected by:
The views of the patient (customer satisfaction);
The judgement of subject matter experts, namely other senior health
professionals offering similar services elsewhere in the same, or in other
health systems internationally (the industry experts);
o Attracting a clinical clientele from beyond the Greater Manchester &
Cheshire boundaries;
o The increasing number of peer reviewed clinical, academic and research
publications;
o Greater Manchester & Cheshire cancer surgery becomes known and
respected on the world stage;
o Etc.

PREPARING THE DRAFT COMMISSIONING
FRAMEWORK SPECIFICATION

NHS Greater Manchester led the development of a draft Commissioning Framework
Specification (December 2012) which was developed for consideration at the NHS GM
sponsored Specialist Cancer Surgery Convention held on the 9™ and the 10" January 2013.
The drivers for the development of the draft document described below remain relevant to
the final framework.

The starting point was that the 3.268 million population served by Greater Manchester &
Cheshire only generates small numbers of HPB, URO GYN and OG cancers each year and
therefore small numbers of operations. The surgical management of these patients must
now be reconfigured into dedicated single services (and the minimum number of associated
sites) of cancer surgery excellence if Greater Manchester & Cheshire is ever going to be in
the position of enabling the providers to develop ‘the very best of the best’ cancer surgery
clinical outcomes.

The graphic below summarises the approach the commissioners are taking to set specialist
cancer surgery provision across Greater Manchester & Cheshire on the road to becoming
‘the very best of the best’ and the progressive service objectives that need to be met on the
way.

12
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1. Informing the commissioning process: listening to the experts
Throughout this process we have been rightly reminded by the clinical experts on the need
to focus on the whole surgical story, not just the cancer surgical activities, and to ensure
that commissioners’ views also take into account:

e The fact that the patients needing complex benign surgery will require the same
level of surgical expertise and care in the same setting;

e The responsibilities of the whole surgical team towards providing 24/7 continuity of
care;

e The wider cancer MDT contribution towards the overall effectiveness of the surgical
care;

e The additional network dimensions and duties;

e The essential input from related specialty teams in diagnostics, anaesthesia, critical
care, interventional radiology, theatres, etc.;

e The fact that there is no solid evidence base that links a particular volume of surgical
business with generating ‘the very best of the best’ cancer surgery clinical outcomes;

e The complexity of the logistics and support resources needed to the optimum
delivery of a high volume cancer surgery service. and

13
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e The particular concern about the SMDT ‘bottleneck’, when fewer services with larger
numbers of patients may mean not having enough time to review all patients
properly.

The commissioning approach was developed after consulting with the relevant Greater
Manchester & Cheshire cancer surgical leads, with nationally recognised specialist cancer
surgeons as nominated by NCAT, and with Greater Manchester & Cheshire patient
representatives.

Appendix 1 lists the international cancer surgery centres that were identified as leading
institutes and Appendix 2 lists all the relevant reports and publications used to inform the
commissioning debate on what ‘world class’ commissioning should mean for specialist
cancer surgery.

Appendix 3 lists the local and national experts that contributed to the commissioning
debate articulated in the initial draft document. The shape of this final Framework
Commissioning Specification was informed and agreed by the 57 participants at the
Specialist Cancer Surgery Convention held on the 9™ and 10" (see below and Appendix 4),
including the designated Lead Surgeons from all of the providers currently providing these
services.

2. Informing the commissioning process: the new framework specification must not

be linked to 10G guidance
The decision was taken that any new framework specification must not be referenced to
I0G guidance criteria. Any such linkage carries the implication that future cancer services, by
only complying with minimum quantitative standards, will never be in a position to provide
‘the very best of the best’ quality clinical outcomes, i.e. achieving the minimum means not
achieving the optimum, which in turn is not the same as achieving ‘the very best of the best’.

The natural starting point for developing the ‘world class’ commissioning proposition for the
low volume surgical ‘businesses’ of HPB, URO, GYN and OG cancer surgery was: to think of
commissioning just one Greater Manchester & Cheshire service/centre for each surgical
discipline, i.e. for each service/ centre to manage the highest possible number of surgical
cancer patients, as generated from being responsible for the largest available Greater
Manchester & Cheshire catchment population of 3.2 million. (3.0 million for 0G").

The commissioners’ ‘bigger is better’ approach of course brings a new dilemma. The cancer
surgery evidence base to date has focused on declaring minimum surgical volumes, not
optimum volumes for the best outcomes. There is no real evidence base that helps the

* patients diagnosed at Mid Cheshire NHS Foundation Trust are referred to a specialist centre at University
Hospital of North Staffordshire NHS Trust, part of Greater Midlands Cancer Network
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Greater Manchester & Cheshire commissioners or providers to answer the question - at
what point does big become too big and the service quality starts to decay? Is one Greater
Manchester cancer surgery service/ centre for a 3.2 million catchment population too
difficult to implement, too high risk? Can the necessary economies of scale be successfully
managed? Will that level of economy of scale create unique advantages for our patients or
will it bring new disadvantages? How will we avoid failure to deliver the necessary
concentration of resources and logistical support to match the economy of scale?

These are all tough questions but the commissioners believe it is not possible to become
‘the very best of the best’ without coming up against these fundamental issues and then
setting out to answer the questions for ourselves with the committed aim to be successful
and show others the way forward.

One thing is certain: change on such a scale will only be successful if the process is clinically
owned, directed and driven forward by the surgical teams themselves. The commissioners
consider it essential that the consultants are reassured that ‘there is a now a clear, Cancer
Summit driven direction required by local commissioners’.

The Cancer Surgery Convention, including our systems lead surgeons, was expected to
endorse the framework commissioning specification ‘in principle’, to identify the risks to
successful implementation, work out potential solutions and determine/ agree the actions
necessary for everyone to have confidence that the new surgical agenda will be fully
implemented during 2013.

3. Informing the commissioning process: the commissioning specification must
ensure economies of scale, larger catchment populations and concentration of
surgical expertise

In order to meet these criteria, the draft commissioning framework specification:

) Used the catchment population as the determinant for setting the total workload
of each centre

) Allocated the whole Greater Manchester & Cheshire catchment population to
each centre, in order to maximise the total workload for each centre;

) Dispensed with the concept of service quality being measured on the basis of
minimum surgical volumes for a surgeon or a service;

J Rejected the idea that centres looking after lower catchment populations are in a
position to provide the very best of the best clinical outcomes;

) Provided a new focus and impetus for providers to materially improve the
surgical management of five cancer types: OG cancer; HPB cancer; Renal cancer;
Bladder & Prostate cancer; and GYN cancer;
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J Mandated the establishment of a Greater Manchester & Cheshire Pelvic cancer
surgery centre, to explicitly ensure: robust team working across the two cancer
teams; and, that GYN cancer patients needing complex surgery also have direct
access to the appropriate co-located specialist urological cancer surgeon
whenever clinically required;

J Formalised the concept of two consultants operating on the same patient for
some complex operations;

J Formalised the concept of sub-sub-specialist surgeons to concentrate surgical
expertise further and drive forward the delivery of the ‘very best of the best’
patient outcomes;

J Directed the use of robotic surgery for radical prostatectomies as the standard
approach to this surgery and the testing of such surgery in other complex surgical
procedures; and

J Directed that the specialist renal cancer surgery centre is co-located with renal
medicine services.

4. Informing the commissioning process: taking account of service developments
elsewhere

The rationale for the draft framework specification was influenced by a number of
potentially ‘world class’ international and UK provider organisations highlighted to us by
clinicians during the preparation of this document (see appendix 1). The draft framework
specification was recognised as ambitious but it was not unique — even within the UK large
volume specialist cancer surgery services are being developed to support catchment
populations similar to the Greater Manchester & Cheshire Network for example:

) HPB — UCL/ Royal Free merger and Newcastle Upon Tyne Hospitals NHS
Foundation Trust

J Urology — designation of two centres (one for Prostate/ Bladder Cancer, one for
Renal Cancer) will be completed and London Cancer (Integrated Cancer Provider)
by the end of February 2013.

Two large GYN and OG centres operational/planned that were highlighted to us include:

J GYN —City Hospital, Birmingham (1.8m+ catchment population)

J OG — competitive tender for the provision of single centre providing specialist
cancer surgery for population of Merseyside, Cheshire South and parts of
Lancashire (1.82m, c. 120 oesophageal and gastric surgical resections) will be
completed by the end of March 2013.
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5. Informing the commissioning process: agreeing the size of the consultant surgical
team

Having drawn up a draft commissioning framework specification, it was considered essential
to also have a view upon the size and composition of the consultant surgical team. The team
needs to enjoy the highest possible levels of job satisfaction and the best possible work-life
balance. The team needs to be able to effectively and sustainably undertake: 24/7
continuous specialist surgery care; network support; SMDTs; outpatients; network outreach
sessions; education; training in surgical techniques; audit & research; and representing and
promoting the service to patients and the professional community.

It is therefore proposed to commission surgical teams with a minimum of 6 surgeons for a
satisfactory work-life balance for the dedicated on-call, rising to a maximum of 8, to ensure
continuity of patient care and equitably provide the key surgical aspects of the weekly team
commitments.

Based upon the draft framework specification, the team and key surgery numbers and
surgeon workloads would look like:

Average surgical volumes Total

Specialt T Annual per surgeon ki
pecialty eam operations wee.y

Annual Weekly operations

0G 8 152 19 0.37 2.9

HPB 8 214 26.8 0.5 4.1

GYN 8 901 112.6 2.1 17.3

URO (Renal) 8 269 33.6 0.65 5.2

URO (Bladder/Prostate) 8 369 49.5 1 7.1

6. Informing the commissioning process: taking account of co-dependencies and the
need of specialty co-location

It is essential that both the commissioning and provision of specialist cancer surgery do not
make decisions for each specialty in isolation. The natural clinical relationships between
specialties and the immediate availability of essential supplementary skills and expertise,
must also be satisfied in order be in a position to deliver ‘the very best of the best’ clinical
outcomes. Subject to further debate, the framework commissioning specification states
that:

e All designated Greater Manchester & Cheshire cancer surgery centres must have on
site access to critical care, high dependency, 24/7 interventional radiology; and,
sophisticated cancer diagnostics;

e The GYN cancer surgery centre must be on the same site as the URO surgery centre
that does Bladder & Prostate cancer;
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e GYN must have formal surgical links, (not necessary on the same site) with:
Colorectal surgery; Plastics surgery; and HBP surgery;

e The URO cancer surgery centre must be on the same site as the renal medicine
service; and

e 0OG must have formal surgical links (not necessarily on the same site) with: Colorectal
surgery; HBP surgery; and thoracic surgery.

In arriving at these statements, the commissioning specification sought to answer ‘YES’ to
the following questions on whether co-locations and co-dependencies should be mandatory
or not: Will it make the surgical experience safer for patients?; Will it improve the patient
experience (more patient-centred, shorter length of stay, fewer transfers)?; Will it improve
the quality of patient outcomes?; Will it make better use of available resources and provide
better value for money (reduces unnecessary duplication, builds in economies of scale,
generates higher productivity)?

7. Informing the commissioning process: measuring clinical performance and the
quality of clinical outcomes

The latest NHS Outcomes Framework for 2013/14 highlights the need to improve cancer
survival under Domain 1, ‘Preventing people from dying prematurely’.

Moving to ‘the very best of the best’ standards means moving to much more meaningful
measurements of performance against these standards. The Greater Manchester &
Cheshire commissioners and Provider Board need to agree how to measure ‘the very best
of the best’, putting in place a new, measurable set of real key performance indicators that
focus directly on the quality of surgery clinical outcomes, as seen from both the professional
and patient perspective.

Subject to further debate, the surgery clinical quality indicators should include: access to the
service; timeliness and seamlessness of the patient flow through their cancer surgery
episode; in-hospital mortality; morbidity; complications; premature mortality within 18
months of operation, with review of the surgical decision for each death (should the
operation have been undertaken at all?); disease free interval; and, the patient’s own
assessment of the post-surgery quality of life.

The draft Greater Manchester & Cheshire world class commissioning framework
specification for specialist cancer surgery

Based upon the seven steps described above that were used to inform the commissioning
process, the new system design tabled for debate at the Specialist Cancer Surgery
Convention proposed the following specialist cancer surgery services:
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e One Greater Manchester & Cheshire service on one site for HPB cancer surgery >;
e Two Greater Manchester & Cheshire services for URO cancer surgery organised into:

o One Greater Manchester & Cheshire service on one site for Renal cancer
(Upper urinary tract) surgery;

o One Greater Manchester & Cheshire service on one site for Bladder &
Prostate (Lower urinary tract) surgery; °

e One Greater Manchester & Cheshire service on one site for GYN cancer Surgery;

(Co-located with the one centre for Bladder & Prostate to create a joint Greater Manchester
& Cheshire centre for Pelvic Cancer Surgery); and

e One Greater Manchester & Cheshire service on one site for OG cancer surgery.

The draft commissioning specification defined a ‘centre’ as meaning one dedicated Greater
Manchester & Cheshire service providing complex surgical care in a University/ Cancer
Centre based location, supported by all necessary resources for that function.

Ideally each service would provide surgery at one University/ Cancer Centre based location.
Only under exceptional circumstances would consideration be given to two locations.
Within this context it was proposed that the developing Cancer Provider Board, local
surgical communities, NCAT representatives and patient representatives work with
commissioners at the Greater Manchester Cancer Surgery Convention (9th and 10th January
to consider) to consider the following specific issues:

J Single clinical leads/ provider organisations accountable to the Provider Cancer
Board for each ‘specialist surgical service’ and ‘tumour group pathway’;

) Ensuring that the new specialist cancer surgery centres are clinically fully
integrated with the local referral / diagnostic teams and also with all the non-
surgical cancer services provided by the Christie Cancer Centre;

>t is important to acknowledge and give due credit to the Greater Manchester & Cheshire work already in
progress towards this new proposed system - The two providers of the HBP specialist cancer surgery, Central
Manchester University Hospitals and Pennine Acute Hospitals NHS Trust are already in advanced discussions
about establishing one Greater Manchester & Cheshire centre for the 3.2 million catchment population;

® This system design proposal to separate the specialist surgical management of Renal and Bladder & Prostate
Cancer is based upon the precedent set by the expert urology surgeon group advising upon the London Cancer
specifications. Clearly, it is a fundamental system change that challenges current practice. It is argued that it
creates a new sub-sub-specialisation focus on each cancer type, an essential pre-requisite for delivering ‘the
very best of the best’ patient outcomes. The Greater Manchester & Cheshire urological surgery group are
invited to debate this proposal to determine whether they agree with the expert advice of their colleagues or
whether to develop a better system design proposal.
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] Validating / amending / agreeing the proposed service co-locations and
dependencies to inform the selection of locations for the designated services;

. In the wider context, acknowledging that the goal of becoming ‘world class’ can
only be achieved by fully co-ordinating the Greater Manchester & Cheshire
specialist cancer surgery programme with the philosophy, expertise, reputation
and international branding of the Christie Cancer Centre, and consider what that
might mean in practice e.g. adding real credibility to the whole programme and
the surgical fraternity; using the Christie and its branding, to ‘accredit’ the whole
system pathways, to ‘market’ the network service, to maximise the effectiveness
of the SMDTs, peer review, quality assure clinical performance measurement,
leading the coordination of translational research activities; etc;

J Access to robotic surgical equipment considered essential for the future
provision of specialist urology cancer surgery, and to rigorously test the
effectiveness or otherwise of this modality in other complex cancer operations;

J Access to specialist reconstructive plastic surgery considered ‘best in class’ for
some GYN surgical procedures; and

J Maximising the management and effectiveness of SMDTs — with the potential for
more than one SMDT (same pathway, same standards, same range and access to
services) if required to ensure efficient referral from catchment population and
‘best practice’ decision making.

In arriving at the draft commissioning framework specification, the scene was set for
providers to now proceed to build ‘world class’ surgery services into each Greater
Manchester & Cheshire specialist cancer surgery service, driven by the service having access
to, and responsibility for, the management of a substantially larger number of cancer
patients generated from the full Greater Manchester & Cheshire catchment of 3.2 million
for HPB, URO and GYN and 3.0 million for OG cancer.
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THE NEW COMMISSIONING FRAMEWORK
SPECIFICATION FOR GREATER MANCHESTER &
CHESHIRE SPECIALIST CANCER SURGERY

The draft commissioning framework specification was debated on the 9™ and 10" January
at the NHS GM Specialist Cancer Surgery Convention. This clinically driven event was
attended by 57 participants including; lead surgeons and oncologists from local NHS Trusts
currently providing these services (22) together with their Chief Executives, Executive Leads
and Medical Directors; patient representation; invited CCG Chairs, CCG Commissioning
Leads, National Commissioning Board representatives, North West Specialised
Commissioning, NHS GM, Healthier Together and the National Cancer Action Team (see
Appendix 4). The participants at the convention agreed the final ‘framework commissioning
specification’, as described in this section, to meet the key Greater Manchester & Cheshire
cancer system objective for the four surgical disciplines. The final revised specifications were
accepted as preparing the way for the eventual delivery of world class services in the
following configuration of services that go significantly beyond minimum national
standards’.

e HPB - a single Greater Manchester & Cheshire specialist surgical service operating
from a single university teaching hospital site 8,

e URO - a single specialist surgical service operating across two university teaching
hospital sites plus the surgical service at The Christie;

e GYN - a single Greater Manchester & Cheshire specialist surgery service operating
across two university teaching hospital sites;

e OG - a single Greater Manchester & Cheshire specialist surgical service operating
across two university teaching hospital sites.

e One GYN and One UROL specialist cancer surgery site must be co-located to create a
joint Greater Manchester & Cheshire ‘Pelvic Cancer’ centre’.

” DH/ NICE Improving Outcomes Guidance (I0G) and draft National Commissioning Board specifications (January 2013) for the provision of
specialist cancer surgery - currently out to consultation.

& The two providers of the HBP specialist cancer surgery, Central Manchester University Hospitals and Pennine Acute Hospitals NHS Trust
are already in advanced discussions about establishing one Greater Manchester & Cheshire service and have prepared recommendations
for endorsement by their Trust Boards and the Shadow GM Cancer Provider Board.

9 - . ) . -
It was highlighted that the Pelvic Centre also needed to provide a complex colo-rectal cancer surgery service. This will need to be taken
into account and coordinated with the clinical lead for colo-rectal cancer surgery
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Note: For this purpose the term "university teaching hospital" includes the University
Hospital of South Manchester, Central Manchester University Hospitals, Salford Royal and
The Christie only.

This specification agreed at the Specialist Cancer Surgery Convention is designed to see the
establishment of new, single services for specialist gynaecology, urology, HPB and
oesophago-gastric cancer surgery. As such it is designed to enhance service provision and is
not simply a modification or rationalisation of existing arrangements.

The agreed surgical specification also requires the development of academic and research
links and integration with other providers across the whole ‘A to Z’ of the cancer pathway
(particularly including the full range of non-surgical treatments, diagnostics, rehabilitation,
end-of-life care, etc) to ensure that all the surgical patients receive seamless cancer care
throughout their management. It was also agreed that for contracting purposes and to
ensure the operational implementation of the single service model that a Lead Provider and
a single Clinical Lead will need to be identified for each service.

AGREEING THE SERVICE CRITERIA FOR THE NEW
COMMISSIONING FRAMEWORK SPECIFICATIONS

In addition to agreeing the final shape of the ‘commissioning framework specification’ the
convention explored the concept of what was meant by a ‘single service’ and agreed a set of
principle criteria. These will be subject to more detailed exploration and iteration at the
detailed commissioning and service planning stage.

Criteria for a single service

The final commissioning framework specifications are all based upon the concept of each
cancer surgery discipline operating as a single service, independent of the number of sites
responsible for delivery. It was agreed at the surgery convention that the criteria for a single
service are:

e A single commissioning budget would be developed to contract with a single statutory
body i.e. Prime Vendor/Lead Provider for each service.

Commissioners assumed that the Shadow GM & Cheshire Provider Board would agree the
statutory body/ prime vendor/ lead provider for each service.

e Asingle Clinical Director would be identified to lead each of the four services.

Commissioners assumed that the Shadow GM & Cheshire Provider Board would agree a
process and recruit to each position.
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e FEach service must have a single set of governance arrangements, clinical guidelines, a
single pathway and operational policy.

The single service must ensure equitable access to diagnostics, treatment and care for the
whole of the Greater Manchester & Cheshire Population — the same service, delivered in the
same way, to the same standards, within the same timescales and with equity across
postcodes.

e Where procedures are performed on two sites each site must serve a defined
geographical population. There must be no competition for patients between sites as
they are part of the same service/ team.

e Each service will operate a single 24/7 Emergency Consultant On-Call Consultant with
patients attending/ being admitted and surgeons attending the surgical site most
appropriate to patient geographylo.

General Commissioning Criteria

The set of criteria statements listed below, revised after the Convention, apply to all four
specialist cancer surgery disciplines. The statements confirm the commitment of the whole
cancer system (commissioners and providers) to:

e Make sure that patients are put first in this new system design programme;

e Implement fundamental system change as the primary driver for Greater
Manchester & Cheshire cancer system to deliver the Cancer Summit vision;

e Mandate the Greater Manchester & Cheshire system to break with tradition; and

e Direct their Specialist Cancer Surgery Services towards the new goal, previously
unobtainable, of having an international reputation for delivering ‘the very best of
the best’ quality surgical clinical outcomes.

The statements address: The Patient Perspective; System design; Clinical workforce; The
model of care, including essential co-locations; specialty interdependencies; and, Complex
surgery.

1 The commissioner’s pre-requisites on ‘single service provision’ were accepted by the Convention, with the
exception of the operational implementation of the single 24/7 Consultant On-Call model. It was agreed that a
single 24/7 Consultant On-Call model should be in place for each service but that the operation of this
requirement would be further explored by clinicians and providers to determine implementation in the best
interest of the patients health outcomes.
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1. THE PATIENT PERSPECTIVE

1.1 | know your reputation:

| need to be totally confident in my choice of surgeon, the team and the cancer hospital.

| want to be treated in a service that has a great reputation and that | can trust to give me
the very best treatment and attention.

| want to know that the service makes sure that the cancer services provided at my local
hospital have the same great reputation.

| want to know the names of the cancer team, their cancer qualifications and their cancer
experience.

I want to fully understand my cancer, my chances of ‘beating it" and where | can find more
information.

The hospital website gives me all the necessary information to reassure me, helps me to
make the best choice and keeps me fully informed.

Evidence: The cancer service website provides open and transparent non-technical
information about: what the service has done to earn its reputation; who the team
members are; their service; the cancer pathways; their results (patient outcomes); how
these compare with other services doing the same type of work; my own cancer pathway;
and anything else the team thinks | should know about.

1.2 | have quick access:

The thought that | have cancer, or might have cancer, or might need a big operation is
devastating — | do NOT want to wait one minute longer than | have to, to know exactly what
I am facing and what you are going to do about it.

After treatment is finished, | still have rapid access to the cancer team.

Evidence: Documented procedures of how every cancer patient accesses the cancer
pathway as an urgent priority, with waiting times that are ‘the very best of the best’, and
can re-access the service directly.

1.3 | can speak to the cancer team anytime:

| have the name and contact details of a senior cancer nurse who oversees my cancer
treatment on my behalf and keeps me updated about my progress.

| can contact the nurse at any time and can book a time to talk with my surgeon, or other
team members even at weekends.

Evidence: Documented system for all patients to be allocated ‘key workers’ as their
advocate and source of advice.

1.4 1 am shown respect:

| am treated as a person, not as a cancer condition.

| have privacy when | need it.

The environment must feel positive to me and my family/carer, not negative, or make me
feel more depressed than | already am.

Evidence: Documented procedure for how patients receive holistic cancer care.
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1.5 | don’t want the big decisions to be rushed:

I must be reassured that the surgical team have been given sufficient time, opportunity and
have all the information needed to make the right decision about whether | should have
surgery or not.

Evidence: Documented criteria for best quality surgical decision making and assuring the
effectiveness of the local SMDT meetings.

1.6 | can report my experiences immediately:

| want to be able to comment upon my own experiences of my cancer treatment whenever
| feel like it, and especially if | have something urgent to tell you about. (there is no point in
telling you later- if something needs to be sorted, it can only be sorted there and then -
afterwards is too late).

Evidence: Documented system and process to capture the patient experience in a live, real
time manner.

1.7 It’s my life, it’s my cancer, it’s my cancer records:

| want to be treated as a member of the cancer team so that | can help them make the best
decisions for me.

| want my own copy of my cancer pathway so that | know what should be happening.

| want to be able to add my own comments to my cancer record, so that everyone is
informed about my views and what | consider is important.

Evidence: username and password issued to each cancer patient to access a web based
version of the patient record and the patient’s cancer pathway. Other options for non IT
Literate patients.

1.8 | don’t want to travel more than |

absolutely have to:

My cancer team do telephone and ‘skype’ consultations routinely.

| get most of my tests and treatments at my local hospital where | can also see my specialist
or have a teleconference.

| only need to go to the cancer service site for special tests or if | need a big operation. |
don’t mind travelling as long as | know that it is the only way for me to get the best
treatment.' If | have to go there, | want help with my travel and parking costs.

Evidence: Documented ‘virtual’ service and local pathway services.

" “Commissioners View: Patients tell us that they want as much of their care as close as possible to their

homes. However we believe that patients are willing to travel a bit further for once in a lifetime specialist
treatments if they know that this will give them the best chance of controlling their cancer and reducing the
risk of long term side effects. The creation of single specialist cancer centres will undoubtedly mean some
patients requiring complex cancer surgery will have to travel further for treatment in Greater Manchester &
Cheshire. We know that this is difficult for some patients but we think that they will understand the benefits of
doing so. We are committed to asking patients to travel further only when it is absolutely necessary for them
to receive specialist care. On this basis only a relatively small number of patients will be affected by the
changes required by this framework commissioning specification”.
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2. SYSTEM DESIGN

2.1 Cancer surgery catchment populations and the number of required GM Greater
Manchester & Cheshire CCN cancer surgery services/ sites:

Each designated cancer surgery service will serve the catchment population equal to the
Greater Manchester & Cheshire population of 3.2 million (N.B. reduced to 3.0 million for
0OG) and will be configured as follows

e HPB - a single Greater Manchester & Cheshire specialist surgical service operating from
a single university teaching hospital site;

e URO - assingle specialist surgical service operating across two university teaching
hospital sites plus the surgical service at The Christie;

e GYN - asingle Greater Manchester & Cheshire specialist surgery service operating
across two university teaching hospital sites;

e OG - asingle Greater Manchester & Cheshire specialist surgical service operating across
two university teaching hospital sites.

e One GYN and One UROL specialist cancer surgery site must be co-located to create a
joint Greater Manchester & Cheshire ‘Pelvic Cancer’ Service. The benefits of co-
location with specialist rectal cancer surgery should be explored by the Provider
Cancer Board.

Evidence: Integrated provider response for no more services/ sites across Greater
Manchester & Cheshire than indicated above.

2.2 University links:

All selected Greater Manchester & Cheshire services must be enabled to deliver ‘the very
best of the best’ not just in the clinical arena, but with regard to cancer education,
academia, training in new surgical techniques, research and the translation of research
results into clinical practice.

This means all Greater Manchester & Cheshire services must be both sited and functionally
integrated into the Manchester group of University Teaching Hospitals.

Evidence: Provider statement describing the university links; their designated Greater
Manchester & Cheshire service/s; examples of current or planned activities in cancer
surgery education; surgical training; surgical research programmes; innovations in surgical
practice; etc.

2.3 Clinical leadership:

There is a clinical lead in place for each Cancer Surgery Service responsible for directing the
service, overseeing the pathway/s and providing expert advice to the commissioners.
Evidence: Provider response with nominated clinical leads, to be reviewed and approved by
the commissioner.
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2.4 Peer Review

In addition to the NCAT system of peer review, all Greater Manchester & Cheshire services,
in recognition of their ‘world class’ ambitions, are required to create a formal link with at
least one renowned similar cancer service based internationally, for the purposes of
independent peer review and assessment of their performance and progress towards their
objectives. Visits will be annually for 3 years in the first instance.

Evidence: Documented confirmation of an agreement with the international service

2.5 Co-locations:

All designated Greater Manchester & Cheshire cancer surgery services have on site access
to critical care.

All designated Greater Manchester & Cheshire services have on site access to 24/7
interventional radiology.

There is one mandatory surgical co-location criteria:

1. The Greater Manchester & Cheshire GYN service is co-located with the Greater
Manchester & Cheshire URO service on at least one site (creating one Greater Manchester
& Cheshire ‘Pelvic Cancer’ surgery centre on one location).

Evidence: Provider response to confirm critical care capacity; interventional radiology
services; plan to implement mandatory surgical co-locations.

2.6 Service co-dependencies: Each designated Greater Manchester & Cheshire service/ site
has formal arrangements to access key experts required from time to time to support the
specialist surgical team to provide ‘the very best of the best’ surgical care, for example,
between:

1. GYN & colorectal surgeons;

2. GYN & HPB surgeons;

3. GYN & plastic surgeons (vulva surgery);

4. HPB & Gastro-enterology

5. URO (Renal Cancer) & vascular and cardiac surgery services.

Evidence: Documented arrangements for how these co-dependencies are organised and
delivered in a clinically effective manner.

2.7 Cancer network relationships:

Each consultant surgeon in the designated Greater Manchester & Cheshire service supports
a formal programme to support all ‘feeder’ referral units across Greater Manchester &
Cheshire for the purposes of team building, optimising the referral system, keeping much of
cancer care local and driving forward the education and research agenda.

Evidence: Documented draft network support programme.

2.8 Communication and information:

All cancer staff have real time access to the patient’s information, can update the record
immediately after the patient interaction and so that the MDT is also immediately informed
and kept up to date.

All patients have access and input rights to a web based version of their cancer record.
Evidence: Appropriate information management systems and processes in use or at the
planning stage.
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2.9 Capacity planning:

Each service has all the necessary ‘tools’, i.e. the resources, capacities and facilities for
managing the anticipated cancer surgery workload and using that experience to move
towards delivering ‘the very best of the best’ clinical outcomes.

Evidence: Documented capacity plan and /or clear business plan to meet the required
capacity.

3. CONSULTANT SURGEONS

3.1 Clinical Leads There is an accountable Clinical Lead for each designated Greater
Manchester & Cheshire specialist cancer surgery service, responsible for governing and
reporting upon the clinical quality of the surgical service across the whole network and for
escalating any material issues for information and resolution.

Evidence: The provider produces a short list of clinical candidates and nominates their
preferred candidate, for ratification by the commissioners.

3.2 Size of the surgical teams:

Each consultant surgical team will comprise a minimum of 6 surgeons. Non clinical based
research into the efficacy of teams suggests c. 8 -10 wte would represent the optimum for
team working, professional relationships, equitable work demands and individual job
satisfaction. Providers are required to consider these dynamics alongside volume of work
considerations when planning workforce planning.

Evidence: Documented workforce plan and draft team job plans It is recognised that
establishing a team of c. 6-10 wte would require a combination of succession planning and
redeployment.

3.3 Team job plans:

Each Greater Manchester & Cheshire service has a draft team job plan derived from the
estimated clinical, network, administrative, educational, audit, research and other related
demands of the service.

Each consultant has a job plan based upon the team job plan.

Evidence: Documented draft team job plan and consultant job plans based upon a 6-8 wte
team size.

3.4 Sub-sub-specialisation within the team: With regard to the types of treatment that
occur most infrequently within each service, (e.g. bile duct cancers within the HPB service)
there will be pairs of ‘sub-sub-specialist’ surgeons within each team to focus and share the
responsibility of performing such surgery and providing continuity of care within this
context.

Evidence: Documented list of nominated surgeons for each of the most infrequent cancer

types.

3.5 Working across the network:

Each Greater Manchester & Cheshire service consultant has regular service commitments
on two locations, one at the Greater Manchester & Cheshire service site and the other at
one of the ‘feeder’ referral units.

Evidence: Documented in the team job plan and in the individual consultant job plan.
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3.6 Dedicated system of on-call:

The specialist surgery team provide dedicated 24/7 on call for their in-patient population
and for urgent specialist advice across the Greater Manchester & Cheshire.

The team do not provide cover for any other on-call system.

Evidence: Team on-call rotas.

4. WHOLE SYSTEM CARE

4.1 Greater Manchester & Cheshire cancer surgery pathways:

All patients are managed according to the Greater Manchester & Cheshire clinical and
organisational quality standards, as expressed in a set of agreed Greater Manchester &
Cheshire ‘best practice’ cancer surgery pathways. These pathways also describe how
patients access other treatment modalities: brachytherapy; ablation; etc

Evidence: Submission of a full set of surgery pathways: HPB [liver, pancreas, bile duct]; URO
[kidney; bladder; prostate]; GYN [ovary; uterus; cervix; vulva]; (OG [oesophagus; stomach];
all certified by the Clinical Lead as approved and used by the relevant surgical teams .

4.2 Cancer surgery care is seamless:

The surgical model of care must be delivered as a seamless element of the relevant whole
system cancer pathway.

Evidence: Provider templates that document time and procedure efficient and effective
patient flows in and out of the surgical component of the whole pathway.

4.3 Surgical care is mostly ‘local’:

Other than attendance at the designated Greater Manchester & Cheshire service site in
order to undergo sophisticated diagnostics, or admission for operation, the default is for all
patients to normally receive their pre- and post-operative care in the local referring service.
Evidence: Documented in the cancer surgery pathways.

4.4 Surgical access to members of the cancer MDT and other specialists:

A designated specialist cancer surgery service must have local access: to any member of the
cancer MDT; the full range of specialist diagnostics; ablative therapy cancer treatments;
and, to the full range of consultants in other co-dependent specialties (cardiac, respiratory,
care of the elderly, microbiology, etc) who need to contribute to the care of the cancer
surgery patient from time to time.

Evidence: List of specialist support staff and confirmation of the ease of access to specialist
advice and treatment.

4.5 One-stop diagnostics:

The default is to deliver all pre-operative diagnostic testing to inform the decision about
possible surgery as a one-stop patient experience.

Evidence: Sequential diagnostic procedures documented in the surgery pathways.

4.6 Quality of surgical decision making: There are explicit criteria to ensure that there is:
sufficient time allocated at the SMDT meetings to ensure both the surgeons and the
patients that the right surgical decision is made; and a formal process to review these
decisions in circumstances where the patient dies within the first year.

Evidence: Documented criteria for ensuring and measuring the effectiveness of the SMDT
and for review of the decision for surgery where there is a premature mortality.
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4.7 Fitness for surgery:

The default is for all patients being considered for complex surgery to undergo fitness
testing that includes determining their anaerobic threshold in order to help the responsible
surgeon make a fully informed decision with regard to offering surgery or not and for the
planning of the peri- and post-operative care.

Evidence: Documented as one of the sequential diagnostic procedures in the surgical
pathways.

4.8 Enhanced recovery:

The default is for all patients to be fully informed, engaged and contributing to their
enhanced recovery programme so that, and the service site can benefit from the system.
Evidence: Documented enhanced recovery procedures for the patient and the staff.

4.9 Access to critical care:

All patients have timely access to on-site high dependency / critical care whenever clinically
required.

Evidence: An analysis confirming that the available critical care capacity is sufficient to
meet both the anticipated needs of the cancer surgery workload and the critical care
demand from other on-site specialties.

4.10 Access to interventional radiology:

All patients have timely access to interventional and vascular radiology techniques
whenever clinically required.

Evidence: Documented 24/7 interventional / vascular radiology consultant on-call rota for
each Greater Manchester & Cheshire cancer specialist cancer surgery service.

4.11 All inclusive cancer surgery research:

The first default is for all patients to be invited to be entered into pre-, peri- and post-
operative clinical studies and /or surgical research trials.

The second default is for the clinical quality of the cancer surgery patient outcomes to be
tracked and reported via new parameters agreed by the commissioners and providers,
including: in-hospital mortality; morbidity; surgical complications; review of the surgical
decision to operate where the patient dies prematurely (within 18 months of surgery);
patient & carer experience; and, QOL measures.

Evidence: Documented procedure for the inclusion of all surgical patients to the service’s
clinical study and surgical research trials programme.

Provider system of information collection, interpretation and serial reporting upon the
clinical quality of cancer surgery outcomes.

List of agreed clinical outcome parameters. List of publications, on-going and planned study
and research activities.
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4.12 Research into improving the commissioning of specialist cancer surgery:

This framework commissioning specification, aimed at providing the circumstances for
Greater Manchester & Cheshire to deliver ‘the very best of the best’ cancer surgery clinical
outcomes is charting new territory. It is essential to have an operational research
programme to ensure satisfactory progress towards this objective or to identify any
supplementary actions required to keep the implementation on track.

Evidence: Provider recommendations for studies into service improvement likely to require
changes in commissioning specifications.

5. COMPLEX SURGERY

5.1 Only the specialist cancer surgery team undertakes complex surgery:

All patients requiring complex surgery and highly technical surgical / endoscopic treatments
will have such procedures carried out only in the relevant Greater Manchester & Cheshire
service by a member/s of the surgical team.

Evidence: Documented criteria for the range of procedures that may continue be
performed in local ‘feeder’ referral units with the approval of the specialist cancer surgical
team and the peer review team.

5.2 Two consultant operating:

Where it is anticipated that an operation is likely to be very complex / prolonged and /or
has been scheduled for 6 or more hours of theatre time, that operation is performed by
two consultant members of the same surgery multidisciplinary team.

Evidence: Documented in the surgical cancer pathways and identified in the team job plan.

5.3 Other surgical expert input:

Where it is anticipated that an operation may require surgical expertise from another
surgical discipline, the scheduling of the operation is dependent upon the availability of the
additional surgical expert.

Evidence: Documented in the surgical cancer pathways.

5.4 Access to robot assisted surgery:

All patients needing a URO cancer operation must have access to robot assisted surgery.

In appropriate circumstances some patients needing a HPB or GYN cancer operation may
have access to robot assisted surgery for the purpose of surgical research investigation into
the potentially increased levels of safety and effectiveness of this approach compared to
the standard surgical approach.

Evidence: There is a documented Greater Manchester & Cheshire level procedure for
patient access to robot assisted surgery.

5.5 Mentoring of new consultants:

A new member of the cancer surgery team is formally ‘buddied’ by a senior colleague for an
appropriate number of operations, it is suggested that at least the first 25 complex surgery
procedures to ensure satisfactory transfer of expert surgical knowledge and techniques.
Evidence: Documented in the surgical service policies and procedures.
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DEALING WITH THE IMPACT UPON OTHER ACUTE
SERVICES

It is recognised that the new system design for HPB, URO, GYN and OG specialist cancer
surgery will have significant consequences for acute services in general, e.g. how will 24/7
general surgery cover be maintained when some surgical capacity will have to transfer to
support the on-call system for the cancer surgery service?

These and other potential impacts need to be carefully and pro-actively managed in order
to ensure continuity of acute care, both for cancer and non-cancer services, during the
cancer surgery transformation.

Steps will be taken to ensure that the final agreed framework commissioning specification
for specialist cancer surgery is incorporated into the full NHS Greater Manchester Healthier
Together programme. This programme will oversee the implementation of the new system
design for specialist cancer surgery. The risks to other acute services, particular at the
district general hospital level, will be identified, quantified and managed in order to ensure
that the quality and sustainability of these services are preserved.

THE COMMISSIONING PROCESS

‘A Greater Manchester & Cheshire Vision for Cancer’, Healthier Together (September 2012)
states that NHS GM would on behalf of local CCGs (Greater Manchester & Cheshire) work
with NCAT and other national bodies to produce clear, unified, specifications for further
improvement by local (lead) surgeons and managers at the ‘Greater Manchester Cancer
Surgery Convention’. That document also stated that “new system will be bold and
ambitious - where necessary to provide the best possible services for patients, service
specifications will go beyond the minimum, national I0G standards”. The production of this
document is the first step in this process.

This final version of the specification has been agreed by the participants at the NHS GM
Specialist Cancer Surgery Convention. It is envisaged that it will lead to the following next
steps.

e A single formal response from the proposed Greater Manchester & Cheshire Shadow
Cancer Provider Board regarding the implementation of the specification including the
the identity of Lead Providers and the locations of sites within a single service model for
each surgical specialist service (February/ March 2013).
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e Endorsement of the Framework Specification and the Provider Board response by the
NHS GM Board, the Large Scale Change Board and Greater Manchester Clinical Strategy
Board (February/ March 2013). As part of this process commissioners will be asked to
commit to the procurement of these services, during the 2013 calendar year, as
identified in the specification and by the Provider Board — subject to the completion/
agreement of:

robust provider implementation plans for each specialist service
cost neutral financial plans
detailed capacity plans and

o O O O

detailed specifications for inclusion in revised contracts.

e The Greater Manchester Contract Steering Group and its constituent members will be
required to make provision for the in-year variation of local NHS acute contracts during
2013/14.

From April 1** 2013 the National Commissioning Board will become responsible for the
commissioning and contracting of specialised services including the areas of cancer surgery
covered by this document. National specifications have been produced for these service
areas, covering the minimum (IOG level) standards and requirements of cancer systems.
Whilst this is the case, as Greater Manchester and Cheshire commissioners and the Cancer
Provider Board will have committed to service changes that go beyond the minimum
standards — it is expected that North West Specialised Commissioning Managers will work
with local CCGs, the NCB Local Area Team and the Cancer Provider Board to complete the
implementation process agreed.

EVIDENCE OF PROGRESS

It is essential for all parties to see evidence of real progress as soon as possible, in order to
be reassured that the Cancer Summit and Specialist Cancer Surgery commitment is being
turned into reality and to encourage full ownership and engagement in the way forward, in
helping to ‘make it happen’. Three key ‘start up’ objectives need to be delivered:

1. Clinical leads agreed for each cancer surgery service;

2. Clinical Provider Board planning programme agreed and Senior Project Managers
appointed to lead; and in support of the single service approach.

3. Revised SMDT arrangements implemented for each cancer specialty by end June
2013
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APPENDIX 1: WORLD CLASS SURGICAL SERVICES

The rationale for the framework specifications described in this document have been
influenced by the following international and UK based centres identified by the clinicians
interviewed during the development of the paper.

URO

Vattikuti Urology Institute, Henry Ford Health System, Detroit, Michigan, USA

Martini-Clinic, Prostate Cancer Center Hamburg-Eppendorf, Hamburg, Germany
(Other notable German centres include: Dresden, Berlin, Munich and Dusseldorf)
Dana Farber Cancer Institute, Boston, Massachusetts, USA

The St Augustin group in Bordeaux, France

(Other notable French centres include: Toulouse, Paris and Lyon)

Johns Hopkins University's James Brady Buchanan Urological Institute, Baltimore,
USA

Erasmus Medical Center. Rotterdam, the Netherlands
(Other notable Dutch centres include: Amsterdam)

HBP / OG

Karolinska Institute, Stockholm, Sweden
Hiedelburg University Hospital, Germany
Cologne University Hospital, Germany

John Hopkins University Hospital, Baltimore, USA
Cancer Care, Ontario, Canada

University Hospital Verona, Italy

Mayo Clinic Clinic Cancer Centre, Minnesota, USA
Royal Free/ UCL, London, UK

MD Anderson, Texas, USA

Memorial Sloan-Kettering Cancer Center, New York, USA

Karolinska Institute, Stockholm, Sweden

Pan Birmingham Gynaecological Cancer Centre. City Hospital, Birmingham, UK
Newcastle Hospitals Cancer Care Centre, UK
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APPENDIX 2: BACKGROUND INFORMATION

This document draws its evidence and rationale from a range of documents and reviews as

listed below.

1.

10.

11.

Re: The Cancer Summit actions to support new ‘cancer system’, ‘cancer leadership’
the bold new ‘model of cancer care’ for Greater Manchester & Cheshire cancer
services - A Greater Manchester & Cheshire Vision for Cancer, Healthier Together
(September 2012).

Re: Local case for change (general cancer services) - Greater Manchester Cancer
Summit Data Pack (September 2012)

Re: Local case for change (general cancer services) — Safe & Sustainable, The Cancer
Case for Change (July 2011)

Re: Direction of cancer policy - Improving Outcomes: A strategy for cancer. Second
Annual Report. DH (December 2012)

Re: Domain 1 - Preventing premature mortality - The NHS Improving Outcomes
Framework. DH (November 2012)

Re: Organisation of Specialist Cancer Surgical Services - Cancer Services Case for
Change - Commissioning Support for NHS London (2010).

Re: Organisation of Specialist Cancer Surgical Services - A Model of Care for Cancer
Services, Clinical Paper, NHS London (2011).

Re: Co-location and service co-dependencies - A model of care for cancer services: Co-
dependencies Framework. NHS Commissioning support for London (2011)

Re: Evidence to suggest peri-operative mortality and long-term survival worsen as
hospital surgical volume decreases - K Bilimoria, DJ Bentram, JM Feinglass, et al,
‘Directing Surgical Quality Improvement Initiatives: Comparison of Perioperative
Mortality and Long-Term Survival for Cancer Surgery’, J Clin Oncol, 2008, 26:4626-4633.
Re: Relationship between high volume hospitals, long-term survival and peri-operative
mortality, including for complex cancer service:

a. HS Luft, JP Bunker & AC Enthoven, ‘Should operations be regionalized? The
empirical relation between surgical volume and mortality’, N Engl J Med., 1979,
301:1364-9

b. CB Begg, LD Cramer, WJ Hoskins & MF Brennan, ‘Impact of hospital volume on
operative mortality for major cancer surgery’, JAMA, 1998, 280:1747-51

Re: High volume hospitals have better outcomes for major cancer resections and other
high risk procedures:

a. (General) EA Halm, C Lee, MR Chassin, ‘Is volume related to outcome in health
care? A systematic review and methodologic critique of the literature’, Ann
Intern Med, 2002, 137:511-52
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12.

13.

14.

15.

b. (Urology) 162 M Nuttall, et al, ‘A systematic review and critique of the literature
relating hospital or surgeon volume to health outcomes for 3 urological cancer
procedures’, The Journal of Urology, 2004

c. (Pancreas) 163 T van Heek, et al, ‘Hospital Volume and Mortality After Pancreatic
Resection’, Ann Surg, 2005, 242(6): 781-790

d. (Cancer Procedure including Pancreas, Oesophago-gastric & Urology) Killeen et
al, ‘Provider volume and outcomes for oncological procedures’, Journal of the
Royal Society of Medicine, 2007, 100:122-124.

e. Trends in hospital and surgeon surgical volumes and operative mortality for
cancer resections. Annals of Surgical Oncology 13:851-858 (2006)

Re: Technological advances driving more centralisation of specialist services - NHS
London, Healthcare for London: A Framework for Action, 2007.
Re: Surgeons and their teams who see more of a particular diagnosis or perform a
greater number of specific procedures, for rare and common cancers, typically achieve
higher quality outcomes:
a. BE Hillner, TJ Smith & CE Desch, Hospital and physician volume or specialization
and outcomes in cancer treatment: importance in quality of cancer care, 2000
b. 167 FN Joudi & BR Konety, ‘The Volume/Outcome Relationship in Urologic
Cancer Services’, Supportive Cancer Therapy, October 2004, 2/1(42-6), 1543-
2912
c. 168 EL Hannan, AL Siu, D Kumar, et al, ‘The decline in coronary artery bypass
graft surgery mortality in New York State: the role of surgeon volume’, JAMA,
1995, 273:209-13.
Re: association between higher surgeon volume and better outcomes from surgeons
undertaking oesophagectomies , highlighted in the Cancer Reform Strategy -
Department of Health, Cancer Reform Strategy, 2007.
Re: Differences in mortality rates (10%) when high volume units were compared to
low volume units for a number of complex high risk surgical procedures, including
pancreatic cancer surgery and oesophageal cancer surgery - JD Birkmeyer, TA Stukel, AE
Siewers, et al, ‘Surgeon volume and operative mortality in the United States’, New
England Journal of Medicine, 2003, 27;349(22):2117-27.

36





NHS

Greater Manchester

Figure from Cancer Services Case for Change - Commissioning Support for NHS London
(2010)

Figure 27: Age adjusted mortality from cancer against annual
surgeon volume for four cancer surgical procedures
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16. Re: Combined benefits of centralisation (Pancreatic cancer surgery); surgeon training,
hospital resources, and public reporting of mortality data - B Langer, Role of volume
outcome data in assuring quality in HPB surgery, 2007.

17. Re: Arguments for centralisation of specialist services into fewer hospitals - NHS
London, Healthcare for London: A Framework for Action, 2007.

18. Re: Use of cardiopulmonary exercise testing to predict fitness for surgery and planning
of post-surgical care —

a. Preoperative Cardiopulmonary Exercise Testing. Continuing Education in
Anaesthesia, Critical Care & Pain, 10:2 p33-37 (2010)

b. Cardiopulmonary exercise testing as a risk assessment method in non-cardio-
pulmonary surgery: a systematic review. TB Smith et al, Anaesthesia 64: 883—
893, (2009)

19. Re: Volume and specialisation relate to clinical excellence, lower cost and better

outcomes (Sloanne Kettering New York) - Cancer Services Case for Change -
Commissioning Support for NHS London (2010).
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Figure from Cancer Services Case for Change - Commissioning Support for NHS London
(2010)

Figure 8: Risk adjusted mortality from cancer against length of stay
and number of patients treated (represented by size of circle) for
institutions in New York State
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20. Re: Peri-operative risk adjusted mortality, and long-term conditional survival
worsened as hospital surgical volume decreased for all cancer types - Bilimoria DJ et
al., ‘Directing Surgical Quality Improvement Initiatives: comparison of Perioperative
Mortality and Long-Term Survival for Cancer Surgery’ Journal of Clinical Oncology (2008)
26:28.

Figure from Cancer Services Case for Change - Commissioning Support for NHS London
(2010)

Figure 9: Associations between hospital surgical volumes and
peri-operative mortality and five year overall survival
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21.

22.

23.

24,

25.

26.

27.

28.

Re: Hospital mortality after surgery depends on the presence of teams with the ability
to recognise complications and act on them swiftly - Ghaferi, AA, Birkmeyer, JD, and
Dimick, JB, ‘Variation in Hospital Mortality Associated with Inpatient Surgery’, New
England Journal of Medicine, 2009.

Re: Minimum surgeon volumes for major oesophago-gastric and hepato-pancreato-
biliary (HPB) resections AND strong relationship between increasing hospital
(institutional) volume and reduced operative mortality in major oesophago-gastric and
hepato-pancreato-biliary resections with evidence that some long term outcomes are
improved - Association of Upper Gastrointestinal Surgeons, Guidance on Minimum
Volumes; Professor John Birkmeyer of the University of Michigan, a national leader in
surgical outcomes research, quality, and health policy, was also consulted. The initiative
received strong support from Sir Bruce Keogh, NHS Medical Director.

Re Colocation of HPB Services - British Association for the Study of the Liver, British
Society of Gastroenterology, The National Plan for Liver Services — A time to act:
Improving liver health and outcomes in liver disease, 2009.

Re: Evidence of outcomes: reducing mortality through centralisation of major surgery
(HPB) - Langer B, ‘Role of volume outcome data in assuring quality in HPB surgery’, HPB,
2007.

Re: Arguments to support the collocation of services; Specialist gynaecology cancer
surgery with specialist urology - A model of care for cancer services, Co-dependencies
framework, NHS London, August 2010.

Re: Dependencies and co-locations for specialist cancer surgery including: the
relationship between (cancer and other) surgical specialties; ITU/ HDU; interventional
radiology and specialist Imaging; specialist pathology services; pre-operative
assessment; enhanced recovery; clinical psychology; basic biomedical research and
clinical research; cancer nurse specialist; etc - A model of care for cancer services, Co-
dependencies framework, NHS London, August 2010.

Re: Radical prostatectomy performed at academic institutions is associated with
better outcomes than radical prostatectomy performed at nonacademic institutions -
Quoc-Dien Trinh, Jan Schmitges, Maxine Sun, Shahrokh F. Shariat, Shyam Sukumar,
Marco Bianchi, Zhe Tian, Claudio Jeldres, Jesse Sammon, Paul Perrotte, Markus Graefen,
James O. Peabody, Mani Menon, Pierre |. Karakiewicz; Radical Prostatectomy at
Academic Versus Nonacademic Institutions: A Population Based Analysis; The Journal of
Urology, Volume 186, Issue 5, Pages 1849-1854, (2011)

Re: Better Outcomes for Higher Institutional & Surgeon Volume — Henry Ford Health
System; News article; Higher Hospital Volume More Important Than Surgeon Experience
for Prostate Cancer Surgery (May 15, 2012)
http://www.henryford.com/body.cfm?id=46335&action=detail&ref=1605
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29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Re: Improved outcomes for high volume cystectomy centres - Michael P. Porter, John L.
Gore, Jonathan L. Wright; Hospital volume and 90-day mortality risk after radical
cystectomy: a population-based cohort study; World Journal of Urology, February 2011,
Volume 29, Issue 1, pp 73-77

Re: Improved outcomes (in-hospital mortality and hospital stay) for higher provider
volume (hospital and surgeon) for radical prostatectomies - Vishwanath S Hanchanale,
John E McCabe, Pradip Javlé; Radical Prostatectomy Practice in England, Urol J. 2010;
7:243 -8

Re: Improved outcomes for robotic surgery (Urology) - Quoc-Dien Trinh, Jesse
Sammon, Maxine Sun, Praful Ravi, Khurshid, R. Ghani, Marco Bianchi , Wooju Jeong ,
Shahrokh F. Shariat, Jens Hansen , Jan Schmitges , Claudio Jeldres, Craig G. Rogers,
James O. Peabody, Francesco Montorsi, Mani Menon , Pierre |. Karakiewicz;
Perioperative Outcomes of Robot-Assisted Radical Prostatectomy Compared With Open
Radical Prostatectomy: Results From the Nationwide Inpatient Sample; European
Volume 61, issue 4, pages e23-e40, April 2012

Re: Improved outcomes for robotic surgery (Urology) - Yu HY, Hevelone ND, Lipsitz SR,
Kowalczyk KJ, Nguyen PL, Hu JC; Hospital volume, utilization, costs and outcomes of
robot-assisted laparoscopic radical prostatectomy; J Urol. 2012 May;187(5)

Re: Improved outcomes for robotic surgery (Urology) - News article: Urology Times:
Robotic radical prostatectomy raises surgical volume, lowers morbidity; Based on
research by urologists at John Hopkins University (September 2012)
http://www.modernmedicine.com/modernmedicine/article/articleDetail.jsp?id=789359

Re: Advice on the development of robotic assisted radical prostatectomy in England -
Cancer Advisory Group, British Association of Urological Surgeons (2012)
Re: Role of robotic surgery (Gynaecology) - Robotic assisted surgery for gynaecology
cancer. Cochrane Systematic Review (2012)
Re: Role of robotic surgery (Gynaecology) - Robotic surgery for gynaecologic cancer. An
overview. Curr Oncol Rep 14:544-549 (2012)
Re: Recent GMCCN specialist cancer surgery reports:

a. HBP Service Review: Report to NWSCG. (2011)

b. GMCCN Cancer Peer Review Report: North Zone Peer Review Team (2011-2012)

c. GMCCN HPB Clinical Sub-Group. Annual Report (2011-2012)

d. GMCCN Urology Clinical Sub-Group. Annual Report (2011-2012)

e. GMCCN Gynaecology Clinical Sub-Group. Annual Report (2011-2012)

f. GMCCN OG Clinical Sub-Group. Annual Report (2011-2012)
Re: Argument for dedicated prostate cancer centres -The requirements of a specialist
prostate cancer unit: A discussion paper from the European School of Oncology.
European Journal of Cancer 47:1-7 (2011)
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39.

40.

41.

42.

43.

44,

45,

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

Re: Cancer service development (general) - Improving Outcomes; a Strategy for Cancer,
Department of Health (2011)

Re: Cancer service development (general) - Cancer Commissioning Guidance, National
Cancer Action Team (2009)

Re Cancer service development (general) - A guide to practice-based commissioners in
developing good cancer care services, National Cancer Action Team (2010)

Re: Cancer service development (general) - Cancer Commissioning Guidance,
Department of Health (2011)

Re: 10G Guidance (Gynaecology) - Improving Outcomes (I0G) in Gynaecological
Cancers, Department of Health (1999)

Re: Gynaecology specific measures - Manual for Cancer Services: Gynaecological
Measures, Version 2.1 — NCPR, National Cancer Action Team (2011)

Re: 10G Guidance (Upper Gl Cancers) - Improving Outcomes (I0OG) in Upper Gastro-
intestinal Cancers, Department of Health (2001)

Re: Upper Gl Specific Measures - Manual for Cancer Services: Upper Gl Measures,
Version 2.0 — NCPR, National Cancer Action Team (2011)

Re: Guidance on the provision of Oesophago-gastric and HPB specialist cancer surgery
- The Provision of Services for Upper Gastrointestinal Surgery, The Association of Upper
Gastrointestinal Surgeons (AUGIS), (2011)

Re: Guidance on the provision of Oesophago-gastric and HPB specialist cancer surgery
- AUGIS Guidance on Minimum Surgeon Volumes (2010)

Re: Review of local oesophago-gastric services - Greater Manchester oesophago-gastric
service review, Report of the external expert advisory group, Alderson (2009)

Re: Specification for specialist oesophago-gastric cancer surgery — Draft National
Commissioning Board Specification, Specialist Oesophago-gastric Cancer Surgery, NCAT/
National Clinical Reference Groups (September 2012)

Re: Specification for specialist pancreatic cancer surgery — Draft National
Commissioning Board Specification, Specialist Pancreatic Cancer Surgery, NCAT/
National Clinical Reference Groups (September 2012)

Re: Specification for specialist gynaecology cancer surgery - Draft National
Commissioning Board Specification, Specialist Gynaecology Cancer Surgery, NCAT/
National Clinical Reference Groups (September 2012)

Re: Specification for specialist urology cancer surgery (prostate, bladder and renal) -
Draft National Commissioning Board Specification, Specialist Urology Cancer Surgery,
NCAT/ National Clinical Reference Groups (September 2012)

Re: 10G Guidance (Urology) - Improving Outcomes Guidance: Urological Cancer, NICE
(2002)

Re Urology specific measures - Manual for Cancer Services: Urological Measures,
National Cancer Peer Review (2011)
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56.

57.

58.

59.

60.

61.

Re: Specification for specialist urology cancer services (prostate, bladder and renal) -
London Cancer: Service specification for urological cancers (May 2012)

Re: HBP cancer trends - Incidence and survival for hepatic, pancreatic and biliary cancers
in England between 1998 and 2007. Cancer Epidemiology 36: e207-e214 (2012)

Re: HBP cancer management - UK Guidelines for the management of patients with
pancreatic cancer, periampullary and ampullary cancers (2005) - currently being
updated in 2011-2012

Re: Defining ‘World Class’ - DH World Class Commissioning Programme

Re: Defining ‘World Class’ - World Class Commissioning: an introduction. Adding life to
years and years to life. DH (2009)

Re: Future priorities for commissioning (general) - Transforming our Health Care
System: ten priorities for commissioners. Kings Fund (2011)
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APPENDIX3: LOCAL AND NATIONAL EXPERT
CONTRIBUTION TO INITIAL DRAFT
SPECIFICATION DOCUMENT

Specialty

Name

Title & Organisation

oG

Jonathan Vickers

Salford Royal NHS Foundation Trust Cancer Lead.
Specialist Oesophago-gastric Cancer Surgeon at Salford

Royal NHS Foundation Trust.

Laura Formela

Chair Upper Gl (Oesophago-gastric) GMCCN TSSG.

Specialist Oesophago-gastric Cancer Surgeon at Salford
Royal NHS Foundation Trust.

Bill Allum

President of the Association of Upper Gastrointestinal

Surgeons Great Britain & Ireland.

Member NCB National Clinical Reference Group —
Specialist Oesophago-gastric Cancer Surgery.

Upper Gl surgeon at the Royal Marsden NHS
Foundation Trust.

HPB

Professor Ajith

Siriwardena

Lead HPB Surgeon at Central Manchester University

Hospitals NHS Foundation Trust.
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Specialty

Name

Title & Organisation

CMFT/ PAT -

Project Team

HPB

Hugh Mullen, Director of Operations at Pennine Acute

Hospital NHS Trust.

Darren Banks, Director of Strategy at Central
Manchester University Hospitals NHS Foundation
Trust.

Frank Burns (Independent Management Consultant)

Richard Charnley

Member NCB National Clinical Reference Group — HPB

Cancer Surgery.

Lead HPB Surgeon at Newcastle Upon Tyne Hospitals
NHS Foundation Trust.

URO

Maurice Lau

Chair Urology GMCCN TSSG.

Specialist Urology Cancer Surgeon at Salford Royal NHS
Foundation Trust and The Christie NHS Foundation
Trust.

Satish Maddineni

Deputy Chair Urology GMCCN TSSG.

Specialist Urology Cancer Surgeon at Salford Royal NHS
Foundation Trust and The Christie NHS Foundation
Trust.

44






NHS

Greater Manchester

Specialty Name Title & Organisation
John Hines Pathway Director for Urology Cancer, London Cancer.
Specialist Urology Cancer Surgeon at Barts Health NHS
Trust.
Vijay Ramani & UHSM | Lead Specialist Urology Cancer Surgeon at University
Surgical Team Hospital of South Manchester Foundation Trust.
Professor Noel Clarke Specialist Urology Cancer Surgeon at Salford Royal NHS
Foundation Trust and The Christie NHS Foundation
Trust.
Richard Clayton Lead Specialist Gynaecology Cancer Surgeon at Central
Manchester University Hospitals NHS Foundation
Trust.
G Brett Winter Roach Chair Gynaecology GMCCN TSSG.
YN

Specialist Gynaecology Cancer Surgeon at Salford
Royal Foundation Trust and The Christie NHS
Foundation Trust.

Sean Duffy

Medical Director Yorkshire Cancer Network.
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Specialty

Name

Title & Organisation

Member NCB National Clinical Reference Group —
Specialist Gynaecology Cancer Surgery.

Gynaecology Surgeon at The Leeds Teaching Hospitals
NHS Trust.

Service
Users

Patient Focus Group

Including: Patient 1 - Chronic myeloid leukaemia &
testicular cancer; Patient 2 - Larynx cancer & prostate
cancer; Patient 3 - Carer for a leukaemia patient &
gynaecology cancer investigation; Patient 4 - Gastric

Cancer; Patient 5 - Gastric Cancer.

Written Inputs from: HPB patient; Pancreatic Cancer
UK; Urology patient and Gynaecology cancer patient.
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APPENDIX 4: NHS GM SPECIALIST CANCER
SURGERY CONVENTION PARTICIPANTS

Convention held on 9" and 10" January at the Reebok Stadium.

Facilitators: Julie Beedon & Sophia Christie (Vista Consulting) — supported by Carol Golcher

Surname First Organisation Role
Name
1 | Jacobs lan MAHSC (Professor) Director, MAHSC
Vice President, The University of
Manchester
2 | Siriwardena | Ajith CMFT (Professor) Lead HPB Surgeon
3 | L Alan CMFT Lead Oesopho-gastric Surgeon
4 | Pearson Robert CMFT Medical Director
(Bob)
Also Oesopho-gastric surgeon
5 | Ryan Brendan UHSM Medical Director
Also Emergency Medicine
6 | Winter- Brett SRFT Chair Gynaecology GMCCN TSSG
Roach (The Christie)
Gynaecology Surgeon
Also has honorary Contract at The Christie
7 | Brookes Chris SRFT Medical Director
Critical Care
8 | Harrison Chris The Christie Medical Director
Lead Cancer, MAHSC
Clinical Director (Cancer), NHS London
9 | Shackley David SRFT Lead Urology Surgeon
10 | Heaton Gill CMFT Executive Director of Patient Services/Chief

Nurse/ Deputy CEO
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Surname First Organisation Role
Name
11 | Burrows Mike NHS GM CEO
GM LAT Director
12 | Williams Leila NHS GM Director of Transformation
13 | Mullen Hugh PAT Director of Operations
14 | Wilkinson lan Oldham CCG Chair
15 | Catania James SFT Medical Director
Care of Older People
16 | Sumner James SFT Acting Director of Operations
17 | Bridgeman | Ruth NCAT Director of the National Cancer Peer Review
18 | Vickers Jonathan | SRFT Cancer Lead
Oesopho-gastric Lead
19 | Saunders John Kendall Bluck Head of Global Health
Consultancy
Previously Medical Director in Bristol and
(UGI) Consultant Surgeon in various
locations.
20 | Dolan Mick Visible Solutions Managing Director
Consultancy
Previously Director of Commissioning in
Wigan.
21 | Daines Julie Oldham CCG Lead from Greater Manchester Contract
Steering Group.
Also Director of Finance Oldham CCG.
22 | Knowles Brian GMCCN Associate Director
23 | Barlow Helen GMCCN Associate Director
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Surname First Organisation Role
Name
24 | Blower Tony GMCCN Medical Director
Also Colorectal Surgeon at Wrightington,
Wigan & Leigh NHS Foundation Trust
25 | James Karen UHSM Acting CEO
26 | Formela Laura SRFT Chair Oesopho-gastric GMCCN TSSG
27 | Lau Maurice SRFT Chair Urology GMCCN TSSG
28 | Eeckelaers | Michael Central Manchester Chair
(Mike) CCG
29 | Deegan Mike CMFT CEO
30 | Sharma Neeraj CMFT Lead Urology Surgeon
31 | Brough Rick SFT Lead Urology Surgeon
32 | Clayton Rick CMFT Lead Gynaecology Surgeon (nominated by
CMFT) (Sharing attendance with Catherine
Holland)
33 | Bradley Sally PAT Medical Director
Previously GP and Director of Public Health
34 | Galloway Simon UHSM Lead Oesopho-gastric Surgeon
35 | Ramani Vijay UHSM Lead Urology Surgeon
36 | Foster Andrew Wrightington, Wigan | CEO
& Leigh NHS Trust
Also Chair of GM CEO Group.
37 | Rylands Alison NCB North Acting Chief Officer and Director of Public
Specialised Health
Commissioning North | North West Office
West North of England Specialised Commissioning
Group
38 | Stanley Martin NCB North
Specialised

Commissioning North
West
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Surname First Organisation Role
Name
39 | Clarke Noel The Chrsitie Lead Urology Surgeon (nominated by The
Christie)
(SRFT)
40 | Slade Richard SRFT Lead Gynaecology Surgeon (nominated by
(The Christie) SRFT)
41 | Livsey Jacqueline | The Christie Clinical Oncologist — Gynaecology and
Urology
42 | Wardley Andrew The Christie Medical Oncology & Clinical Director of The
Christie Early Phase Trials Unit
43 | Wilson Malcolm The Christie Director for Surgery
44 | Wright Tracey Cheshire CCG & GMMC Heads of Commissioning
GMCCN Heads of Representative
Commissioning
44 | Painter Emma London Cancer Pathway Manager — OG, HPB and GYN
45 | Makin David GMCCN Patient Chair
Group & Specification
Focus Group
46 | Norma Armston GMCCN Patient Vice Chair
Group & Specification
Focus Group
47 | Dalton David SRFT CEO
48 | Neville Simon SRFT Director of Strategy and Development
49 | Holland Catherine | CMFT Lead Gynaecology Surgeon (nominated by
CMFT) (Sharing attendance with Rick
Clayton)
Senior Lecturer and Cancer Gynaecology
Oncology Surgeon
50 | Charnley Richard Newcastle Hospital Participant National Reference Group (NCB)
NHS Foundation for HPB Specification
Trust
51 | Gill Ranjit Stockport CCG Chair
52 | Smith Mike UHSM Lead Gynaecology Surgery (UHSM)
Replacing Toli Onon.
53 | Shaw Caroline The Christie CEO
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Surname First Organisation Role
Name

54 | Mort Lesley Chair GM Heads of Commissioning Group
(Rep)

55 | Maddineni | Satish SRFT Deputy Chair TSSG Urology
Originally designated to organise post-
Summit response to configuration by TSSG.

56 | Adeyoju Banji SFT Consultant Urological Surgeon & Clinical
director, Stepping Hill Hospital NHS
Foundation Trust

57 | Barnes Ann SFT CEO
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Additional Primary Care Capacity

To Reduce Hospital Admissions





1. Introduction



1.1. This paper proposes investment in primary care to reduce hospital admissions.  This is in the context of the hospital repeatedly struggling to meet its ED waiting time target and the current Monitor review of this activity.



1.2. Practices currently are frustrated that they do not have time to more proactively manage patients that they know are on the edge of admission.  These people often require home visits.  Some may be couples where both have health problems and as long as they are well managed they cope at home but as one starts to struggle they both become at risk.  For these patients a full assessment is required and anticipatory plans developed to support them in the event of a crisis. 



1.3. Localities are interested in developing services locally to mange more patients in the community.  In parallel but not part of this bid is an IV service to be established in the community.  This will support this work.  





2. Service Proposal 



2.1. The proposal is that there is additional medical time to lead the work. In doing the reviews non-medical needs will be identified and local teams including social care, medication review and, possibly HCA, time for follow up will be developed in the localities.  



2.2. In the short term this service and the One Service will overlap.  When the One Service is ready this service will alter to work with the moderate risk group. By using the same processes for review and care planning it is hoped to facilitate the future transfer of appropriate patients into or out of the One Service.





3. Investment Proposal and decision required



3.1. Members are asked to support an investment of £600,000, non-recurrently in the first instance, to establish the service for 9 months.  This will allow review at 6 months for a possible extension.



3.2. [bookmark: _GoBack]Localities will write development plans for the use of the money and with the approval of the Governing Body the Operational Executive will review and approve appropriate plans.  The General Practice Development team working with the Service Reform team will support plan development and monitor progress in delivery of the service.



3.3. Monitoring of this project is through its effect on hospital admissions which will be tracked as part of the activity report supporting the annual plan and presented monthly to the Governing Body. 
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Greater Manchester Clinical Strategy Board

Tuesday 8th January 2013 

1. Introduction


The purpose of this briefing paper is to outline the agenda items considered and key decisions taken by the GM Clinical Strategy Board at its meeting on Tuesday 8th January 2013.
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Annette Johnson
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Alan Campbell


NHS Salford CCG




Cath Briggs


NHS Stockport CCG


Tim Dalton


NHS Wigan Borough CCG




Trish Anderson

NHS Wigan Borough CCG




Alan Dow


NHS Tameside & Glossop CCG


Steve Allinson


NHS Tameside & Glossop CCG




Vikram Tanna


NHS Tameside & Glossop CCG



Nigel Guest


NHS Trafford CCG




Kate Ardern


GM DsPH




Jenny Scott


Specialised Commissioning




Leila Williams


NHS GM


Anne Talbot


NHS GM  




Helen Stapleton

NHS GM


1.1 Apologies:
Martin Whiting


NHS North Manchester CCG




Simon Wootton

NHS North Manchester CCG





Caroline Kurzeja

NHS South Manchester CCG


Ian Wilkinson


NHS Oldham CCG


Claire Yarwood

NHS GM 


Trish Bennett


NHS GM 


Warren Heppolette

NHS GM


Phil Harris


NHS GM
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NHS GM
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NHS GM


Craig Harris


NHS Manchester
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NHS Manchester

Peter Elton


NHS Bury

Alan Higgins


NHS Oldham


Julie Bloor


CYPFN


Andrea Dayson

GMCCSN


Chris Linward


AQUA / AHSN

1.2 Minutes and action log of the meeting held on 4th December  2012.

The minutes of the meeting held on 4 December 2012 were accepted as an accurate record with the following updates:

The Healthier Together vision for Frail Elderly has been deferred until the February meeting.

It was noted that the Cheshire CCGs had requested to attend the full CSB meeting going forward as a number of service redesign issues impact on their population and a number of East Cheshire residents have pathway flows into GM.

1.3 Clinical Strategy Board Forward plan

The Clinical Strategy Board noted the forward plan.

1.4 Matters arising


a. EU Brussels Office

CSB considered a paper that was requested to be considered by Mike Burrows.  The PCTs historically funded this service through the GM Public Health Network. CSB was asked to consider the continuation of funding from 2013/14 and the paper has been updated following comments from Heads of Commissioning and CCG Council.  


The CSB considered if it was a reasonable to request that CCGs continue to fund the EU Brussels office in 2013/14.

The Clinical Strategy Board:

(i) Considered the paper and noted that the revised paper did not fully address the concerns raised by the Heads of Commissioning, Chief Finance Officers and CCG Council.

(ii) In order to reach an informed decision, CSB requested that Alan Campbell (Chief Officer designate NHS Salford CCG) discuss the potential alignment with the emerging Academic Health Science Network (AHSN) to ensure that any decision to discontinue funding was not detrimental to the AHSN. 


(iii) Agreed that Alan would feedback the outcome of the discussion to the CCGs electronically with a recommended position for agreement via email. 

b. Non-core CCG financial commitments 


At the December meeting, the CSB considered the Personal Health Budgets paper and as part of the discussion, a growing concern was expressed about the level and scale of non-core financial commitments that the CCGs are being asked to assume from 1 April 2013.  In order to address this concern, the CSB requested that Chief Finance Officers (CFO) establish a reliable tracker of those items which have a potential or explicit financial implication (both those already considered and those in the Forward Plan).  

It was confirmed to the CSB that CFO’s considered this at their December meeting and they are taking this work forward as part of the transition.  The group are developing a risk share process and will look to create a central log of such commitments to be managed through the CCG Association support team.  It was also noted that the Chief Officers will consider the tracking and identification of collaborative commitments to ensure they are agreed and aligned to the collaborative work programme at their January time out session.

The Clinical Strategy Board:

(i) Noted that the CFO’s had discussed the level and scale of non-core financial commitments that the CCGs were being asked to assume from April 2013 and that the CFO’s have initiated a process to develop risk sharing arrangements for CCGs, through which this would be covered.

(ii) Noted that this would align with the work being led by the Chief Officers to identify all the collaborative work programme commitments and agree future steps.


(iii) Requested that a list of legacy considerations for CCGs (individually and collaboratively) are presented to CSB before its final meeting in March. 

2 Policy and Strategy

2.1   Work programme update

The CSB considered a paper updating on the progress of the work of the NHS GM Service Transformation Directorate during November 2012.

The update focussed on:

· Governance of Healthier Together


· QIPP


· CCG Planning for 2013/14.

The Clinical Strategy Board:


(i) Noted the contents of the report

(ii) Noted that the Clinical Strategy Board in February 2013 will receive the Kidney Care Network paper which is currently being considered by commissioning leads in CCGs, along with the Healthier Together Gateway Review report.

(iii) Noted that Ian Williamson has been working with the Healthier Together team on behalf of the GM CCGs to develop the governance arrangements for Healthier Together moving through transition and beyond and that this work is aligned to the work to agree the governance of the Association of GM CCGs.


(iv) Recommended that a timeout session was convened between CCG clinical and managerial leads to discuss and agree the future governance and stewardship of the Healthier Together programme.


(v) Noted the benefits of the Association of CCGs consulting with Monitor in its revised role to outline the plans and aims regarding Healthier Together and to discuss the role that Monitor could have to support the intended CCG approach.

2.2 New Deal for Trafford

Following a 14 week consultation process, the New Health Deal for Trafford public consultation closed on the 31st October 2012.  Since this time, the Trafford Strategic Programme Board (SPB) has been undertaking a decision making process which will culminate with a formal recommendation from the SPB being considered by the Board of NHS Greater Manchester on the 24th January 2013.  


As part of this decision making process, a meeting of the Strategic Programme Board took place on the 19th December 2012 to review the evidence collated through the consultation process.  The meeting was held in public. This paper outlined the information presented, the discussion which took place and the proposals agreed within this meeting.  


The Clinical Strategy Board:

(i) Noted the contents of the paper.

(ii) Considered the information outlined in this report and approved the process for the paper to be considered by the Strategic Programme Board on the 15th January 2013, before final recommendations are made to the Board of NHS GM on 24th January 2013.

2.3
Vascular Services Review

The CSB considered a paper outlining the progress of the GM and Cheshire Vascular Services Review and members were asked to endorse the further recommendations made by the review team.  


This followed on from previous updates on progress given to the Clinical Strategy Board, with the last update being given on August 2012.  The paper highlighted a number of unresolved issues and gave recommendations for resolution.

It was confirmed that this paper was considered by the Large Scale Change Board at its December 2012 meeting.


The Clinical Strategy Board:

(i) Noted the paper and endorsed the recommended next steps to:

 - Take a more formal approach to the Vascular Services review.


 - Invite current providers of vascular surgical services to submit proposals for how they will deliver against the GM Quality Standards and national service specification.  This would be in line with the specialised commissioning approach where providers will be asked for convergence plans for all the Clinical Reference Group (CRG) national service specifications.

 - Pull together criteria for assessing the proposals, which should be undertaken by the review team and agreed with commissioners.

(ii) Noted the importance of the GM health economy acting as one as the owners of the Healthier Together programme as it progresses and engaging with Monitor on this discussion.


(iii) Noted that the outcome of the Review of the Lancashire and Cumbria process was due to be published imminently.

2.4
 Cancer Network Priorities

The GM and East Cheshire Cancer Summit that took place in September developed a mandate to establish a new form of network arrangements modelled on similar arrangements that have been developed in London.  At the core of this model is the establishment of two complementary arrangements, specifically a network of cancer providers and a collaborative cancer commissioning arrangement that operates in parallel with the provider network.  


Within GM and Cheshire to date a single network arrangement has existed.  This network has lacked a distinction between commissioner and provider arrangements.  Furthermore it has had an uneasy relationship with the cancer commissioning collaborative arrangements that have existed.  

The CSB was asked to consider the opportunity to establish a clear commissioning framework for cancer services within GM and put in place the arrangements to deliver this commissioning remit.  It was noted that this work could be shaped in parallel with the establishment of the provider network and the consequential clarification of the aspects of the current cancer network work streams that can be more appropriately delivered by those arrangements.  


The proposed considerations for the work would be:

· The governance arrangements that would need to be put in place across all commissioners, both CCG, area team and NCB, to shape the commissioning remit

· Analysis of the current work streams of the cancer network to determine the areas of responsibility that would need to be picked up by commissioners

· Consideration of the strategic clinical network resources in particular the resources required to undertake the commissioning remit and those that would be allocated to the provider network to enable it to deliver its responsibilities

· The consideration of the clinical knowledge and expertise that would be required to ensure commissioners have an informed view on cancer services

The Clinical Strategy Board:

(i) Considered the issues and endorsed the proposal that Janet Ratcliffe would lead the development of commissioning governance arrangements for Cancer services moving forward.

(ii) Requested that a proposal is developed and that Cheshire CCGs are included in the discussions and should be presented to CSB before its final meeting in March.


(iii) Recommended that the GM CCG Association consider membership of Cheshire CCGs in system reform discussions from April.

3
 Commissioning business

3.1 GM Paediatric bed pressures

The CSB considered a paper highlighting the paediatric bed pressures being experienced across GM. 


The paper described the current picture and proposed some recommendations for the Clinical Strategy Board to consider and decide upon in order to address the winter bed pressures.


The recommendations were:


Communication


In order to prevent the transfer of children outside of GM there will need to be rare occasions when clinical need will override parental choice. This will require commissioners support to develop a GM Communications Strategy which could be linked into the GM Choose well campaign messages.


Support from Primary Care


Limited access to primary care is a major contributor to under 16 attends at A&E. The provision of slots for same day appointments for children would be of particular benefit to reduce self-referrals to A&E. Commissioners are asked to support initiatives which provide access to primary care.  A mechanism of monitoring this will need to be agreed.


Upskilling Primary Care to Recognise and Manage a Sick Child in the Community


Access to primary care services is identified as limited; however there is also an issue of primary care clinicians being deskilled in managing paediatric cases. Commissioners are asked to consider a solution that enables GPs to increase their skills of primary care clinicians through training opportunities in PAOUs, referring to the under- utilised CCNT service and providing  easy access to specialist advice to reduce the need for children to attend hospital.


Redirecting Elective work


During the winter months, commissioners may want to consider redirecting scheduled work to those units which routinely have available bed stock. This will require negotiation/ agreement on payment but clinicians feel this is operationally possible to do and will not unduly disadvantage or inconvenience families. The system should be seen as a GM Paediatric Service. 


Bed Management


The Network view is that it is essential to develop a bed information system for paediatric beds, particular over the winter months to ensure the utilisation of the secondary bed stock. There is an existing system for Adult Critical Care (ICBIS) which is ‘hosted’ by Pennine Acute and with additional funding it may be possible to incorporate paediatric secondary care beds into this Bed Information System. Additionally the system could support the repatriation of children to prevent bed blocking at the tertiary centre.


Workforce


There is growing evidence that putting staff with advanced assessment skills at the front door of the A&E will reduce admissions.

The Clinical Strategy Board:

(i) Noted the contents of the paper

(ii) Considered and broadly supported the progression of the recommendations in the medium to long term, but as regards:


 - Recommendation 2 – Support from Primary care and recommendation 3 – Upskilling primary care to recognise and manage a sick child in the community, requested that these issues are raised with NHS GM to approve the principles, consider the approach and agree how this will be progressed.


 - Recommendation 6 – Workforce – noted that there needed to be greater clarity on the role of primary care to be able to progress a discussion on the role of Advanced Nurse Practitioners, and this issue should be considered as part of the primary care work stream in Healthier Together.  It was also recommended that this issue is raised with the Local Education Workforce Group to enable them to support the development of Primary care.


(iii) Requested that in the short term the operational issues that the paper outlines within paediatric services are addressed by CCG urgent care leads and ensure they are managing the impact of any activity surges throughout winter.

3.2 Integrated Stroke Service update

 The August CSB considered information presented across the 12 key indicators which measure stroke performance.  This highlighted serious inequities across performance, particularly across the district stroke centres (DSCs). The CSB agreed in principle to the further centralisation of hyperacute stroke services. 

The information also identified inequities across the 3 hyperacute stroke centres HASUs which would need to be rectified prior to full decision due to be made in January. The network support team and Lead Commissioner have been working with Stockport as a Primary Stroke Centre (PSC) to address this. 

The paper presented illustrated the performance against the stroke acute bundle of care in terms of delivery to specific target and comparison to the other hyperacute centres (HASUs) with Fairfield being the other Primary Stroke Centre (PSC). 


The paper also illustrated that Stockport PSC’s hyperacute performance is now comparable to that of its fellow PSC (Fairfield PSC) - and therefore at an acceptable level.

The Clinical Strategy Board: 

(i) Considered whether Stockport should be included as a Hyper Acute Stroke Centre moving forward with the further centralised model, which will lead to a significant increase in activity across all three HASUs.

(ii) Agreed that a three-site centralisation model should continue to be progressed, but that the Network should explore options to progress the model on the basis of one or two sites and look for further improved performance at Stockport FT.  The outcome of this requirement of Stockport to improve performance will inform the future model of centralisation.

3.3  Academic Health Science Network (AHSN) 

The CSB considered a paper with proposals aimed at resolving a number of practical issues in relation to the alignment between the AHSN and AQuA.  


The proposal was that a single £40,000 fee is charged to CCGs for AQUA membership that includes the AHSN at no additional expense.   Approximately £20,000 of this would be for AQuA activities that are not part of AHSN’s priorities and would come directly to AQuA; £20,000 would go to the AHSN. The AHSN, from its overall income, will then contract with AQuA to the value of this additional £20,000 per annum for the five year period of its operating licence.  AQuA will align half of its work programme with the AHSN’s priorities, in particular in relation to the 6 MAHSC Domains and high impact innovations, in return for this income stream.  There may also be opportunities for AQuA to earn additional income beyond this to support other aspects of the AHSN’s work as it develops.  


This approach to membership income would be a “triple win”.  The AHSN can demonstrate investment from the NHS into the AHSN; these NHS members will not need to pay more than the existing £40,000 per annum, and for this they will get both AQuA and the AHSN; AQuA will be able to retain its membership model (which has been strongly supported in Greater Manchester) whilst also aligning its work with the AHSN’s priorities.

It was noted that the Chief Finance Officers had considered and approved the proposal on the basis that this was delivered as part of the AQUA funding envelope that had already been agreed with CCGs.


The Clinical Strategy Board:

(i) Endorsed the proposal and the view of Chief Finance Officers that a single £40,000 fee is charged to CCGs for AQUA membership that includes the AHSN at no additional expense to CCGs than has been already agreed.

(ii) Endorsed the recommendation that emerging revised Clinical Networks use the assets available with the AQUA network.

3.4  Supra-district audit

The CSB considered a paper outlining the structure and function of Supra District clinical Audit.


It described previous and current Supra District Audit programmes and the process to agree funding.


It detailed the funding committed by PCTs in previous years and the recommended programmes and committed funding for Supra District Clinical Audit in 2013/14, as approved by the Supra District Clinical Audit Steering Group.

The Clinical Strategy Board:

(i) Noted the current provision for supra district clinical audit across GM. 

(ii) Approved the recommendation of the Supra District Clinical Audit Steering Group for the audits that were approved for 2013/14 and would ensure funding will be made available by CCGs in 2013/14 on a non-recurrent basis.

(iii) Requested that the Supra District Audit process is reviewed throughout 2013/14 to make an informed decision about its future.

(iv) 2013/14 should be used to determine the future of Supra District Clinical Audit and options for future alignment, which could include AQUA or clinical networks and ensure governance arrangements are reviewed and refreshed to reflect the new arrangements.


(v) Requested clarification from the CFO’s if the funding for Supra District Clinical Audit in 2013/14 will come from programme budgets or management cost allowance. 

3.5 Tuberculosis

a) Service specification


The CSB received a paper seeking approval to the introduction of a tuberculosis (TB) service specification that will support service improvement and strengthen service quality.


The Clinical Strategy Board:

(i) Approved the introduction of the Greater Manchester TB Service Specification in shadow form through the acute provider contracting process from 2013/14.

(ii) Requested that CCGs note the operational impact on the service during 2013/14 to inform any revisions in 2014/15.   

b) Collaborative commissioning of TB outcomes


CSB considered a paper presenting evidence of a growing problem of TB in GM.  The emerging view is the need for a collaborative commissioning response to TB, led by CCGs to review arrangements and develop a proposal to establish such an arrangement in GM.


The Clinical Strategy Board:


(i) Recognised the continuing growth in TB cases in GM as an urgent situation requiring a proportionate response.

(ii) Recognised the emerging view that a response to TB is best delivered through a CCG led collaborative commissioning response and that GM is an appropriate demographic and administrative footprint for this collaboration.

(iii) Was unable to identify management capacity to lead the further development of proposals for a collaborative commissioning arrangement on TB in GM, but agreed to use this an working example for CCGs to use to identify how to progress collaborative issues moving forward.  As such, requested that CCG Chief Officers agree at their January timeout session how they will work with the Local Authority and Public Health England colleagues to identify how a collaborative arrangement could be developed for TB and then apply the process consistently to future Association issues.

(iv) Requested proposals to the April 2013 meeting of the Association of GM CCGs in whatever forum is considered appropriate on the collaborative commissioning of TB outcomes in Greater Manchester.

3.6
Section 136


Following the Mental Health Oversight group lead by GM Police, it was agreed a small scoping exercise would be undertaken in relation to a co-ordinated GM approach regarding the management of Section 136 patients and referrals across the conurbation, with a team who could potentially attend A&E Departments and who are supported by the Acute Trusts and mental health providers.  

In 2012/13, the GM Mental Health Network hosted by NHS Manchester is forecasting to have a small under spend, and following this it was agreed commissioners would look at a small pilot project for the management of 136 patients to utilise the resource and to support Acute Trusts and mental health trusts working alongside GMP. This would enable the GM CCG Governing bodies post April 2013 to consider whether or not a more coordinated approach across GM on a collaborative basis would be a good model to adopt, delivering better outcomes for this patient group.


 The Clinical Strategy Board: 

(i) Supported the proposal described in the paper and endorsed the use of the current under spend in the mental health network to run a pilot for 6 months to create a rapid response team to manage patients on a s136 pathway to keep them out of A&E and reduce inappropriate use of other urgent care capacity.  This would be assessed using clear and agreed criteria to assess its efficacy, and the impact reported back to Association of CCGs in 6 months to confirm if it did reduce s 136 referrals.

(ii) Requested that following agreement, the evaluation markers are distributed to CSB members electronically for their approval.


(iii) Requested that the pilot is linked to existing case management approaches.

3.7
NHS 111 update


The Clinical Strategy Board considered an update on the mobilisation of the NHS 111 Service.

The Clinical Strategy Board:


(i) Noted the tight timescales for the work and that CCG Clinical Leads are required to: 


 - Contribute to the updating and making GM specific, the policies and procedures for the DH CG submission; 


 - Provide nominations for the workshop on 9 January; and


 - Discuss locally and provide a view to the CG Committee meeting on 16 January 2013, on the preferred sector model for the Local Clinical Assurance Groups


(ii) Endorsed the decision making process for the on-going maintenance of the Directory of Service to be: Clinical Governance Committee / Heads of Commissioning / Chief Operating Officers, and back to the CSB for final ratification.

(iii) Recommended that Chief Officers seek local assurance from their local leads that what they expect to happen regarding 111 is happening in their locality.

4.
Performance


4.1 GM Contract Steering Group


The CSB considered the report of the December Contract Steering Group.


The CSB noted an additional issue that was considered by the January Contract Steering Group regarding a process to mitigate the risk and impact of the migration of specialised services to specialised commissioning on CCGs.


It was noted that the service scope for specialised commissioning will expand in 2013/14 and in GM specifically, there is a significant reduction in allocations to CCGs and increase to specialised commissioning as the funding will follow the activity.  There is some rationale for this in GM, due to the number of specialised services that the GM PCTs chose to retain and commission collaboratively.


GM did not anticipate the level of transfer between CCGs and specialised Commissioning, so difficulties and risks need to be addressed during 2013/14 to ensure a more accurate 2014/15 contract.


An added complication is that public health and primary care core (dental, 0-5 etc) have their own contracts.


This issue and a proposed approach was considered by the January Contract Steering Group and it is recommended that:


· 2013/14 is a transitional year and that CCG representatives and specialised commissioning representatives work to quickly develop a timetable and milestones that will enable commissioners to meet the challenges and ensure contracts are signed by 15/03/13.


· This process should be that contract meetings between providers and all their co- commissioners should take place at the same time, that the overall quantum of income to the provider for 2013/14 would be agreed based on a set of assumptions agreed by all commissioners.  2013/14 would then be used to test the assumptions and ensure that 2014/15 contracts are accurate.


· It was also recommended that contract timetables to negotiate and agree contracts should be aligned and all commissioners follow the same dates for each provider.


The Clinical Strategy Board endorsed the recommendations of the December Contract Steering Group that:


(i) As CQUIN thresholds are a national issue unless these are progressed nationally, CCG’s do not want to consider it on a Greater Manchester footprint. 


(ii) Work to agree a 62-day penalty with The Christie for 2012/13 should be ended and focus on the 2013/14 contract.

(iii) Noted the need for a common contracting process agreed by all commissioners for 2013/14 and endorsed the process as recommended by the January Contract Steering Group to mitigate the risk and impact of the transfers of specialised services in GM between CCGs and specialised commissioning.


(iv) Requested that Tim Barlow as chair of the GM Contract Steering Group clarify the full recommended position of Contract Steering Group and responsibilities for CCGs to progress the recommended approach and deliver contract sign off by 15/03/13.

a) GM CQUINs


The CSB received a briefing note updating on the progress to develop CQUINs at a GM level for inclusion in relevant GM contracts for 2013/14.

CQUINs have been developed in four areas:


· Avoiding Short Stay Admissions 

· Transfers of Care 

· Alcohol


· Academic Health Science Network (AHSN) 

The CQUINs have been developed in consultation with a range of commissioning and provider stakeholders.


b) GM KPIs

The CSB received a briefing note updating on the progress to develop KPIs for inclusion in all GM contracts for 2013/14.


Since July 2012, a working group has been reviewing existing GM KPIs with a view to ensuring appropriateness for all mandated KPIs as well as providing CCGs with optional KPIs to choose from. As part of this process CCGs, providers, clinicians, and Department of Health have been consulted to ensure that the outcome is a robust set of appropriate indicators.   


The Clinical Strategy Board:


(i) Noted the progress on development of GM CQUINs and KPIs 

(ii) Approved the GM CQUINs and KPIs following the approval of the Contract Steering Group and noted that the final versions would be published within the next week following cross – reference of the KPIs with the NHS standard contract.

(iii) Noted that the AHSN CQUIN would be delayed for a couple of weeks, due to delays in guidance on CQUIN prequalification that would have impacted on this CQUIN.


(iv) Approved the CQUIN split as recommended by Contract Steering Group that a minimum of 25% would be mandated and that the CQUIN money should be split equally between all 4 CQUINs = 6.25% each. CCGs can choose to use local CQUIN money to enhance the GM CQUINs should they consider this appropriate.


(v) Endorsed the recommendation that regional CQUINs for Advancing Quality should be included.


(vi) Recommended that CCGs consider the development of CQUINs in the future to ensure they deliver the key strategic objectives of CCGs.

4.2 Specialised Commissioning

The Clinical Strategy Board:

(i) Noted the formal Renal PTS update would be presented to February Board.

(ii) Noted that there would be a discussion at the February meeting to seek the views of CCG colleagues on how to build effective relationships around joint commissioning approaches and efforts to tackle shared priorities for health improvement.

5
Reports

5.1 NW Specialised Commissioning Operating Group agenda and papers

The Clinical Strategy Board:

(i) Noted that papers from the latest Specialised Commissioning Operating Group were available at the web link sent with the meeting papers.

(ii) Noted the key issues for CCGs to note were the Renal PTS and Spinal Injuries Unit papers.


(iii) Noted that Specialised Commissioning is forecasting a year end overperformance of £9m, but that due to the risk share agreement that there will be no impact on GM.

5.2  Lead commissioner – Month 6

The Clinical Strategy Board:


 (i) Noted receipt of report with papers for information.

5.3 NHS 111 Programme Board minutes.


The Clinical Strategy Board:


 (i) Noted receipt of meeting papers for information.

6.  Date and Time of Next Meeting


Tuesday 5th February 9am-12.30pm, Regent House, Stockport.


		Greater Manchester CLINICAL STRATEGY BOARD - RECORD OF ACTIONS  



		Date

		Owner 

		Agenda item

		Action 

		Status (open/Closed) 



		NEW ACTIONS



		08/01/13

		Alan Campbell

		1.4 a) EU Brussels Office

		Alan Campbell to discuss CCGs position on the continuation of EU Brussels funding with David Dalton to ensure that any decision not to fund was not detrimental to the AHSN.

Alan to feedback outcome of discussion to CCGs via email for a decision.

		FEBRUARY MATTERS ARISING


FEBRUARY MATTERS ARISING



		08/01/13

		Chief Officers

		1.4 b) Non-core CCG financial commitments

		Work with CFO’s to align non-core financial commitments and collaborative work programmes.  Legacy list to be presented to CSB before final meeting in March.

		Open



		08/01/13

		Leila Williams

		2.1 Work programme update

		Timeout session between CCGs and Healthier Together team to agree future governance arrangements as part of the Association of CCGs

		Open



		08/01/13

		Janet Ratcliffe


GM CCGs

		2.4 Cancer Network priorities

		Proposal to be developed in conjunction with GM and Cheshire CCGs on the development of commissioning governance arrangements for cancer services moving forward.


To be presented to CSB before final March meeting.


GM CCGs consider membership of Cheshire CCGs to the GM CCG Association.

		Open


Open



		08/01/13

		Raj Patel

		3.1 GM Paediatric bed pressures

		Raj to write to Rob Bellingham regarding recommendations 2 and 3 in the paper to understand how the Area team can support the CCGs through the development of Primary care

		Open



		08/01/13

		Andrea Dayson

		3.2 Integrated Stroke Update

		Cardiac Network to develop a timeline and process to present options for further centralization of stroke services across GM

		FEBRUARY AGENDA



		08/01/13

		Lesley Mort


Tim Barlow

		3.4 Supra District Audit

		Heads of Commissioning to develop a proposal to determine the future of Supra District Audit during 2013/14.


Chief Finance Officers to confirm source of SDA funding – programme budgets or management cost allowance.

		Open


Open



		08/01/13

		Chief Officers

		3.5 Tuberculosis

		Chief Officers to agree process at January timeout session for how to identify leadership for collaborative work programmes.


Proposal to be developed by April to be presented to the appropriate forum of CCG Association.

		Open


Open



		08/01/13

		Craig Harris

		3.6 S.136

		Evaluation criteria for the rapid response pilot to be agreed and sent to CCGs electronically for their approval

		Open



		08/01/13

		Tim Barlow

		4.1 Contract Steering Group – December

		Distribute note to clarify process, roles and responsibilities regarding contract meetings for 2013/14 contracts to include all commissioners.

		Open



		OUTSTANDING ACTIONS



		04/12/12

		Neurosciences Network


All CCGs

		2.3 – Neurosciences – Neuro-rehabilitation

		Requested that the network team work with commissioners to propose the approach to future management (for example through prime vendor models) identifying how that should be governed and enacted in contracts.

Each CCG to provide the name of a commissioning contact for each CCG to support further work related to neuro-rehabilitation.

		In progress


In progress



		02/10/12

		Sabrina Fuller / Jenny Scott

		4.4 Integrated Commissioning and delivery of evidence based interventions for 0-5’s.

		Ensure NCB specialised commissioning is included in broader discussions.




		In progress



		07/08/12

		CCGs

		4.2 Developing GM Offender Health Services

		CCGs to identify dedicated commissioning support and consider how they would work with the NCB Local Area Offender Health team responsible for the commissioning of specialised Offender Health Services (to be confirmed) to ensure that the care pathways are not affected by the transition to NCB and CCGs.

		In progress – request made to CCGs from Craig Harris via Chief Officers to confirm CCG intentions



		03/04/12

		CCG Chief Officers and Chairs

		1.4 a) Matters Arising – Partnership Governance

		Review the governance arrangements for the Clinical Strategy Board following the publication of the National review of Clinical Networks and Senates by Kathy McLean.

		TO BE CONSIDERED AS PART OF THE WIDER GOVERNANCE ARRANGEMENTS FOR CCG ASSOCIATION
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		Committee Date

13 February 2013

		Agenda Item No: 13



		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 be assured that the FT are developing enhanced systems around compliance with new NICE guidance in order to achieve NHSLA level 2 and will automatically provide CPC with copies of their baseline assessments for all new guidance.


· To agree that NICE quality standards should be reviewed through the quality and provider management committee rather than CPC.

· To note the following from STAMPs self-assessment against NPC best practice:


· Local formulary decision making 


· Need for clarification of budgetary responsibility and lines of accountability and reporting arrangements 


· Need for training to support Individuals in deliberation and decision-making (also applies to IFP and CPC members)

· RR advised The Group that there was a process in place for ensuring that NICE Guidance was included in the formulary and that this was led by Liz Bailey.


· Need to ensure we routinely communicate with neighbouring local formulary decision-making groups to share practice, particularly when there are cross boundary patient flows






		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) December 2012 and January 2013





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

		N/A



		Page numbers 

		(

		Service/Policy  Changes: Public Consultation Completed and Reported in Document 
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		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.  In particular, policies 224,225,226 and 227 have a particular impact on older patients protected under the characteristic of age in the Equality Act.  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 minute

		Implications including costs and equality impact (where applicable)




		Dissemination

		Compliance report



		TA266

		Mannitol dry powder for inhalation for treating cystic fibrosis

		

		No cost implications

		 Formulary

		



		TA267

		Ivabradine for treating chronic heart failure

		

		£16500 costing implications

		 Formulary

		



		PH41

		Walking and cycling: Local measures to promote walking and cycling as forms of travel or recreation

		For  H&WB board to note and assure

		

		H&WB Board

		



		PH42

		Obesity – working with local communities

		For  H&WB board to note and assure

		

		H&WB Board

		



		QS23

		Drug use disorders

		CPC have asked that the quality standards are reviewed by the joint commissioner for mental health and that she provides a report to CPC in March 2013 which details whether NHS Stockport is compliant.




		

		Gina Evans

		March 2013



		QS24

		Nutritional support in adults

		CPC have asked that the Quality and Provider Management Committee manage these standards

		

		Quality & provider mgt committee

		



		IPG432

		Laparoscopic gastric placation for the treatment of severe


obesity

		Not commissioned owing to limited evidence of efficacy

		

		FT

		



		IPG433

		Percutaneous laser atherectomy as an adjunct to balloon angioplasty (with or without stenting) for


peripheral arterial disease

		If not currently commissioned at SHH and SHH wish to start to providing this intervention a business case should to be submitted to annual prioritisation round unless the intervention is cost neutral or cost saving when a business case should be submitted to CPC for consideration of an in-year service development




		

		FT

		



		IPG434

		Radiofrequency cold ablation for respiratory papillomatosis

		Not commissioned owing to limited evidence of efficacy

		

		FT

		



		DG6

		Depth of anaesthesia


monitors – Bispectral Index (BIS), E-Entropy and Narcotrend-Compact M

		

		No action for CCG




		

		



		DG7

		SeHCAT (tauroselcholic [75


selenium] acid) for the investigation of diarrhoea due to bile acid malabsorption in people with


diarrhoea-predominant


irritable bowel syndrome (IBS-D) or Crohn's disease without ileal resection

		

		No action for CCG




		

		



		PHB4

		Health inequalities and population health

		Briefing – shared with H&WB chair

		

		H&WB chair

		



		PHB5

		NICE Guidance and public health outcomes

		Briefing- shared with H&WB chair

		

		H&WB chair

		



		PHB6

		Alcohol

		Briefing – shared with H&WB chair

		

		H&WB chair

		



		CMG46

		Management of hip fracture in adults

		CPC queried who is responsible for reviewing this document and it was agreed that investigations would be made into whether this is the service re-design team at The CSU or The CCG elective care board.

		

		Mark Chidgey 

		



		Addition to the grey list

		Fungal nail paint

		

		

		GPs

		



		Update on CG153

		Psoriasis: The assessment and management of psoriasis

		Majority of priorities are applicable to primary care and therefore AD and SJ will prepare a guidance summary for primary care which also includes formulary guidance.

		CPC are seeking assurance that FT dermatology services are robust

		

		March 2013



		Update on PH40

		Social and emotional wellbeing: early years

		CPC asked that this document is reviewed by the Health and Wellbeing Board and suggested they undertake a baseline audit to check for compliance

		

		H&WB Board chair

		



		TA268

		Ipilimumab for previously


treated advanced


(unresectable or metastatic)


melanoma

		The Technology Appraisal was noted

		

		Formulary

		



		TA269

		Vemurafenib for treating


locally advanced or


metastatic BRAF V600


mutation-positive malignant


melanoma

		The Technology Appraisal was noted however VOS agreed to review the costing implications before submitting to The Governing Body.




		The annual  cost to Stockport is £139000 PA – this is based on TWO patients a year receiving treatment and a progression free survival median of 5.3 versus 1.6 MONTHS. From 2013/14 expect this to come under NCB

		Formulary

		



		TA270

		Decitabine for the treatment of acute myeloid leukaemia (terminated appraisal)

		No action

		

		Formulary

		



		CG154

		Ectopic pregnancy and miscarriage – Diagnosis and initial management

		SJ advised The Group that the guidance recommends that patients have access to a 7 day per week early pregnancy service including scanning, however this is not available at Stockport NHS FT as the current services only runs 5 days per week. AD agreed to raise this with The Maternity Board who would be asked to review the guidance. AD will report his findings back to The Group in April 2013.




		

		Maternity Board

		April 2013



		PH43

		Hepatitis B and C: ways to promote and offer testing to people at increased risk of infection

		VOS suggested that all NICE Public Health Guidance is reviewed by The Health and Wellbeing Board. VOS/AD are drafting a process for this. In relation to PH43 VOS agreed to look into who would be the most appropriate person for ensuring that this guidance was reviewed. AD agreed to share the guidance with GP’s.

		

		DPH

GPs

		





Appendix 2: Additions to the treatment list

		Policy Statement 

		Title

		Category

		Commissioning Positition



		NHS Stockport Local Policy Statement No. 224

		B vitamins for Alzheimers

		Not supported

		In line with the GMMMG NTS guidance issued in September 2012 NHS Stockport does not commission the use of B vitamins in patients with Alzheimer’s disease



		NHS Stockport Local Policy Statement No. 227

		Ozurdex

		Prior approval - EUR team

		NHS Stockport commissions dexamethasone implant (Ozurdex®) for the treatment of post cataract macular oedema for patients with macular oedema of greater than 90 days duration and who have failed to respond to conventional treatment



		NHS Stockport Local Policy Statement No. 225

		Aclidinium bromide 

		Prior approval - EUR team

		In line with the GMMMG NTS guidance issued in October 2012 NHS Stockport commissions aclidinium bromide for maintenance bronchodilator treatment of Chronic Obstructive Pulmonary Disease (COPD) for those patients who are intolerant of tiotropium



		NHS Stockport Local Policy Statement No. 226

		Glycopyrronium bromide 

		Prior approval - EUR team

		In line with the GMMMG NTS guidance issued in October 2012 NHS Stockport commissions glycopyrronium bromide for maintenance bronchodilator treatment of Chronic Obstructive Pulmonary Disease (COPD) for those patients who are intolerant of tiotropium



		NHS Stockport Local Policy Statement No. 100



		Insulin pump therapy combined with continuous blood glucose monitoring for the treatment of type 1 diabetes

		Prior approval - EUR team 

		NHS Stockport commissions insulin pump therapy combined with continuous blood glucose monitoring for the treatment of type 1 diabetes, on a prior approval basis, for patients who: are under the care of a specialist centre; have received lifestyle advice suitable for insulin pump users; are motivated and comply with the insulin pump use; and fail to achieve a suitable HbA1c or are still experiencing significant hypoglycaemic episodes
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		Meeting Date: 


13 February 2013

		Agenda Item No: 15



		IV THERAPY SCHEME (OUTPATIENT PARENTERAL ANTIMICROBIAL THERAPY SERVICE –OPAT)





		Summary: 

		To propose the development of an IV therapy service which will enable clinically appropriate patients to be treated in their own homes, avoiding a referral/admission to hospital. 



		Link to Annual Business Plan:

		Reforming Emergency Care

Delivery of ED 4 Hour target



		Action Required: 

		To approve.



		Potential Conflict of Interests

		



		Clinical Exec Lead:

		Dr R Gill



		Presenter / Author:

		M Chidgey



		Committees / Groups Consulted:

		Operational Executive Committee
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		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a
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		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





IV THERAPY SCHEME (OUTPATIENT PARENTERAL ANTIMICROBIAL THERAPY SERVICE –OPAT)

1. Objective:


1.1
The CCG is looking at opportunities to reduce the number of attendances/admissions at Stockport FT and to improve the patient experience by avoiding the need to attend A&E and prevent healthcare admissions for a certain cohort of patients. The initial intention is reduce admissions by a minimum of 50 contacts per month.

2
INTRODUCTION

2.1
One of the schemes being considered is Outpatient Parenteral Antimicrobial Therapy Service (OPAT) which allows patients who are medically stable and whose only reason for admission is the requirement for IV antibiotic therapy, to be treated in an outpatient setting. The key objective of this IV antibiotic therapy service is to safely and effectively manage patients with infections as outpatients, ensuring that their treatment is optimised, appropriately delivered and supervised and that risks are minimised. Modern medical healthcare offers anti-infective treatment modalities not previously available to patients with infections. Administration of antimicrobial agents takes place in an outpatient or home setting, typically by a specialist nurse or self-administered via a peripherally inserted central catheter (PICC) or a midline catheter. There are also benefits in terms of reduction in the risk of acquisition of nosocomial infections such as MRSA and Clostridium difficile infection.


2.2
This model of IV Therapy allows efficient use of inpatient resources and can release capacity to help achieve key targets such as waiting times, access, patient satisfaction and patient choice. IV Therapy services reduce hospital staff workload and, because they can be largely nurse led, support a more efficient use of resources. This scheme present Stockport CCG with an opportunity to improve patient care and choice whilst deflecting some pressure from the Emergency Department (and ultimately 4 hour target)


2.3
Patient benefits 


· Potential to improve patient satisfaction


· Decreased Hospital acquired infection including Clostridium difficile 


· Admission avoidance/Reduced length of stay 


· Prevents social / psychological problems associated with admission 


· Allows choice of therapy to suit individual needs 


· Delivery of care in greater comfort and privacy 


· More rapid return to normality (work, education etc.) 


2.4
Healthcare services benefits 


· Hospital admissions avoidance


· Reduced inpatient stay, easing bed pressure and allowing bed reduction or reconfiguration 


· Improved efficiency of resource use including impact on waiting times 


· Reduced hospital staff workload 


· Early discharge of patients with healthcare associated infection 


· Delivery of IV therapy in the patient home or community clinic by a healthcare professional


· Delivery of IV therapy in a clinic 


· Delivery of IV therapy in an intermediate care setting 


2.4
QUALITY PREMIUM 


In addition to the benefits referred to above, the OPAT service also supports the new Quality Premium for improvements in the quality of services commissioned and improvements in health outcomes as it meets 3 of the National measures:


· Reducing avoidable emergency admissions


· Improving patent experience


· Preventing healthcare associated infections


3
INITIAL COMMISSIONING FINDINGS


3.1
The IV Service should be considered as an antibiotic regime for 8 core conditions:


Chest infections;


Cellulitis and soft tissue infection; 


Post-operative wound infection; 


Leg ulcer; 


Abscess;


Osteomyelitis; 


Diabetic foot; and


UTI/ESBL UTI. 


3.2 This service should initially offer 75 patient contacts per month equating to 225 patient contacts. Ideally, full clinical responsibility should remain with the Provider and summary care record will be issued at point of discharge.  The services could be expanded over time to incorporate other patient groups.

4.
Recommendation


4.1
The Governing Body is asked to agree to the CCG Executive securing a service for an initial 1 year pilot basis before going to full procurement should the pilot prove successful.   


Mark Chidgey

Director of Provider Management


Version 1 August 2011
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		STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2012/13														Appendix 1

		Month 9 - as at 31st December 2012

								CCG Financial Position - Month 9														Forecast

								CCG				Budget @		Spend @		Variance						12/13

								Responsibility				Mth 9		Mth 9		(under) / over						(under) / over

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

		Opening Resource Limit						(377,047)

		Anticipated Allocations						0

		(A) - INCOME (RRL)						(377,047)

		(B) - REVENUE EXPENDITURE

		Healthcare Providers:

		NHS Providers						238,342				179,470		180,989		1,519						1,876

		NHS Collaborative Comm						26,224				19,668		19,339		(329)						(358)

		Non NHS Providers						31,646				23,753		24,386		633						841

		Independent Providers						3,942				2,829		3,113		284						378

				Sub Total				300,154				225,720		227,827		2,107						2,737

		Primary Care:

		GMS & PMS						2,876				2,159		2,138		(21)						(28)

		Dental Services						0				0		0		0						0

		Prescribing						47,095				35,221		33,914		(1,307)						(1,876)

		Pharmacy						0				0		0		0						0

		Ophthalmic Services						0				0		0		0						0

		Developments						2,090				1,567		1,527		(40)						0

				Sub Total				52,061				38,947		37,579		(1,368)						(1,904)

		Reserves

		Reserves - Investments not released						12,394				0		0		0						682

		Reserves - CIP						(761)				0		0		0						0

		Reserves - Contingency						1,318				0		0		0						(998)

		Reserves - Target Surplus						917				688		0		(688)						(917)

				Sub Total				13,868				688		0		(688)						(1,233)

		Managed Services

		Estates						1,516				1,136		1,168		32						50

		Admin						9,448				7,026		6,457		(569)						(567)

				Sub Total				10,964				8,162		7,625		(537)						(517)

		Hosted Services						0				0		0		0						0

		TOTAL PCT - REVENUE						377,047				273,517		273,031		(486)						(917)
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Reserves & CIP

						SUMMARY OF RESERVES																		Appendix 2

						Month 9 - as at 31st December 2012

																				Reserves		Commits		Forecast Bals

																				Held Mth 9		Mth 9 onwards		Year End

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

				1)		Investments & Earmarked topslices														12,394		13,076		682

				2)		Contingency Reserve														1,318		320		(998)

				3)		Planned Savings Reserve														917		0		(917)

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

						Total Reserves														13,868		12,635		(1,233)

						Table 1 - CCG Cost Improvements

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

								Rec		NR		Total				CIP target				Savings		delivered (Mth 9)		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 December 2012 (Month 9)

						Opening		Closing		Movement				Forecast

						Balances		Balances		in Balances				B/S

						1.4.12		31.12.12						31.3.13

						£000s		£000s		£000s				£000s

				Non-current assets:

				Property, plant and equipment		22,903		22,600		(303)				22,704

				Intangible assets		82		67		(15)				62

				Trade and other receivables		39		39		0				38

				Total non-current assets		23,024		22,706		(318)				22,804

				Current assets:

				Inventories		15		0		(15)				0

				Trade and other receivables		6,556		5,995		(561)				3,000

				Cash and cash equivalents		58		3,366		3,308				50

						6,629		9,361		2,732				3,050

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

				Total current assets		10,554		13,286		2,732				4,242

				Total assets		33,578		35,992		2,414				27,046

				Current liabilities

				Trade and other payables		(36,742)		(33,249)		3,493				(31,601)

				Provisions		(1,165)		(3,095)		(1,930)				(6,937)

				Borrowings		(142)		(150)		(8)				(153)

				Total current liabilities		(38,049)		(36,494)		1,555				(38,691)

				Non-current assets plus/less net current assets/liabilities		(4,471)		(502)		3,969				(11,645)

				Non-current liabilities

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

				Provisions		(2,611)		(635)		1,976				0

				Borrowings		(8,871)		(8,754)		117				(8,718)

				Total non-current liabilities		(11,727)		(9,634)		2,093				(8,961)

				Total Assets Employed:		(16,198)		(10,136)		6,062				(20,606)

				FINANCED BY:

				TAXPAYERS' EQUITY

				General fund		23,919		17,857		(6,062)				28,327

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

				Total Taxpayers' Equity:		16,198		10,136		(6,062)				20,606
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		 Date:  13 February 2013



		Agenda Item No: 16



		Transfer of Assets & Liabilities


(PCT Handover & Closedown)



		Summary: 

		To update members on the policy and principles for the transfer of assets & liabilities currently held by Sending organisations which will be abolished on 31st March 2013.





		Link to Annual Business Plan:

		



		Action Required: 

		To Note the process by which assets & liabilities are being transferred to the new Receiving organisations wef 1st April 2013.



		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		



		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

		N

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a



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

		n/a

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		N

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

		n/a



		

		

		Any form of change: Risk Assessment Completed and included 

		n/a



		

		

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

		n/a





‘Handover & Closedown’ of PCT Assets & Liabilities

1. Introduction

1.1
The Dept of Health has issued guidance that sets out the policy and principles for the discharge of claims, liabilities and financial assets currently held by Sending organisations which, under the Health & Social Care Act 2012 (the Act), will be abolished on 31st March 2013 i.e. SHAs & PCTs.

1.2
Strategic Health Authorities and Primary Care Trusts will be abolished on 31st  March 2013 so all their assets and liabilities must be identified and disposed of or discharged prior to 31st March, or agreed for transfer.  Under this NHS Transition, SHA and PCT assets and liabilities will be split between different ‘Receivers’ and, in some cases, multiple ‘Receivers’ will require access to an asset or be assigned a liability.  Therefore the process adopted for the NHS Transition needs to be sufficiently robust so that all assets and liabilities are identified correctly and by reference to their registered legal owner and that no asset or liability remains unaccounted for.

1.3
For ease of understanding, the Transfer Schemes are split into 3 discrete areas:-


· Staff transfers

· Property (Estates) – [ref Annex A]

· Other – Contracts (Clinical & Non clinical), IT assets, office equip, lease cars, Intellectual Property Rights, records management, disputes etc) – [ref Annex 2]

The most detailed elements of the transfer are captured under the ‘Other’ category above.

Locally within GM, PCTs have been working via GM PCT Closedown process managed by GM Cluster. This approach provides an assurance mechanism on behalf of the GM Transition Programme to provide confidence that by the 31st March 2013 all PCTs have transitioned their functions and have been closed down to allow for the Receiver Organisations to start operating effectively from day one.

The Closedown Lead for Stockport PCT is Gary Jones.

2. Policy & Principles

2.1
Where functions transfer, the general intention is any claim, liability and financial asset, which relate to that will follow.  There are however some exceptions to this, for example, there will be instances where the NHS Commissioning Board (NHSCB) take historical NHS Litigation Authority (NHSLA) indemnified clinical negligence claims, including those incurred but not reported (IBNR)) relating to new functions of CCG’s or Local Authorities.


2.2
The following principles have been established to assist PCTs with completion of their transfer documentation and instructions for transfer schemes, and ensure a consistent approach to the transfer of liabilities and potential liabilities (and financial assets) across the system. 


In light of the provisions of the Act, the following principles apply in respect of claims, liabilities, potential liabilities and financial/associated assets:


(a) Liabilities that can and should be discharged or terminated should be by 31st March 2013 either by:


· notice of termination or break (if appropriate and possible);


· financial settlement; or


· in accordance with a deed of termination and/or release clause.


(b) Liabilities that correspond to an asset which relate to a particular function should transfer with that asset from a sender to a receiver by reference to the destination of the function.


(c) Liabilities that correspond to a function or policy that is being moved from a sender should transfer to the nominated receiver for that function.  


(d) Discrete, and current assets and liabilities (i.e. expected to be discharged within three months), even if associated with a function continuing in 2013/14 will transfer to the Department of Health. This is to ensure that continuity of service is preserved.


(e) Liabilities relating to a SHA/PCT as a statutory body in its own right that do not relate to an ongoing function such as VAT or tax liabilities, will transfer to the Department of Health.


(f) Employer liabilities will transfer to the new employer, where an individual’s employment is transferred to a receiver organisation.


(g) Where employment of staff ceases prior to 1st April 2013, the employer liabilities related to those staff members will transfer to Department of Health. 


(h) The arrangement for liabilities relating to claims associated with the NHS Litigation Authority risk pooling schemes are set out in paragraph 3.8 below.  


3.
Timescales

3.1
The PCT (as a Sending Organisation) will be responsible for completing the schedule of assets & liabilities to be transferred and who they will transfer to. The PCT is required to engage with the Receiving Organisations to review and agreed the schedule of assets to be transferred. This will then inform the Transfer Scheme document which must be with the Dept of Health by 28th February for signing by a representative of Secretary of State for Health. 

3.2
The timescale agreed locally within GM is as follows:-


· By 4th Feb - PCT finalises Annex 2 and submits to GM Cluster / DoH

· Period 5th Feb to 22nd Feb – PCT engages with RO’s to review schedule of assets & liabilities.

· 22nd Feb – finalised agreed version sent to GM Cluster


· 28th Feb – Transfer Scheme in final form ready for SoS to sign


3.3
The PCT will be engaging with CCG colleagues between 5th ~ 22nd Feb to agree the schedule of assets & liabilities transferring to the CCG on 1st April 2013.

3.4
The timescale for the agreement of staff transfers has been set as 15th March 2013 which is later than the Annex A & Annex 2 timescales.

3.5
The Transfer Scheme, showing the assets & liabilities transferring to the CCG on 1st April 2013, will be brought before the CCG Governing Body on 27th March 2013 for approval. 


4 Recommendation

4.1
The Governing Body is asked to:-


(i) note the process by which assets and liabilities are being transferred from the Sending organisation i.e. Stockport PCT. 

(ii) note that the Governing Body will be required to approve the Transfer Scheme at its meeting on 27th March 2013.

Gary Jones


Chief Finance Officer (Designate)
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		Shadow Stockport Clinical Commissioning Audit Group - 23 October 2012






		Summary: 

		These are the confirmed minutes of the Audit Group meeting of 23 October 2012.



		Link to Annual Business Plan:

		This report relates to the good governance of the organisation.



		Action Required: 
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		Potential Conflict of Interests
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		R Gill



		Presenter / Author:
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Confirmed Minutes 


Shadow Stockport Clinical Commissioning Audit Group


10.00 am Tuesday 23rd October 2012


Floor 7 Board Room


Present:



Mr J Greenough
(JG)
Lay Member (Finance) (Chair)


Mr G Hayward

(GH)
Lay member (Co-opted)


Mrs R Mirza

(RM)
Lay member (Co-opted)


In attendance:




Mr G Jones

(GJ)
Director of Finance Designate


Mr T Ryley

(TR)
Director of Strategic Planning & Governance 

Mr J Farrar

(JF)
External Audit


Mr D Swift

(DS) 
Internal Audit (Audit North West)


Mr J Marsden

(JM)
Local Counter Fraud Specialist (Audit North West)


Mr D Dolman

(DD)
Associate Director of Finance


Mrs E Biglen

(EB)
PA


37.742  Welcome, Apologies and Declaration of Interest


Chair welcomed everyone to the meeting and acknowledged apologies from Paul Pallister. 


Geoff Hayward declared an interest as a member of the South Manchester CCG Governing Body. 


Chair commented that there had been further discussion around the conflict of interest issue since the last meeting. GH commented that similar discussions have been taking place around other areas on this same issue as there are different approaches being taken given differences in structures. TR explained that the CCG Constitution sets out the arrangements for managing conflicts of interest as agreed by the Governing Body. TR advised that guidance is expected from the Local Area Team of the NCB around this very issue.


JM asked to be involved to ensure this was checked against the Bribery & Corruption Act requirements.


37.743
Minutes of the last meeting held on 14th August 2012


GH wished to record an amendment to the minutes on 37.773 that he would report to the South Manchester CCG and not the GM Cluster Audit Committee as recorded.  The minutes were then agreed as a correct and true record of the meeting.   


37.744
Matters arising


37.721- GJ confirmed he had received no information from the Cluster and would therefore continue to keep reporting all risks with a score >15 until March 2013 when current Cluster arrangements cease.


37.727 – GJ advised that all Stockport policies would be signed off under the usual arrangements.


37.736 – item on main agenda.


37.737 GJ confirmed the Audit letter was on the website.


37.739 – item on main agenda.


37.745
Risk & Governance Issues


Draft Risk Strategy


TR explained that this had been brought to the previous Audit Group meeting and that the strategy now incorporated all the changes agreed. TR commented that management of risks should become easier to manage given the CCG workforce will reduce to c70 staff in total. GH advised that a training programme should be implemented and planned so that all training is categorised between Essential /Desirable / Nice to have.


TR thanked members for their comments and would ensure these are reflected in the final version.


Audit Committee Terms of Reference


TR presented the Audit Committee Terms of Reference and asked that these be approved.


The Committee were satisfied with the content and were happy to formally approve the paper.


Terms of Reference Remuneration Committee 


Members discussed the membership of the Remuneration Committee noting that under the current national arrangements that only Governing Body members can attend. Discussion ensued around the potential for having external people to attend the Committee given issues of quoracy. Chair asked that Internal Audit review from a legality perspective as this is something which should be considered. DS agreed to check on this matter.


Action: DS to check whether national guidance allowed external people to sit on Remuneration Committee and report back to the next meeting


Risk Report


Chair questioned if this report was different to the report that went to the Governing Body. TR clarified that the Audit Group receive the operational risks and the Governing Body receive the strategic risks. TR explained that the risk register had been restructured to reflect new CCG manager responsibilities. JG asked for reassurance that where risk owners had changed that these risks were being controlled. TR explained that risks overall are being managed but recognised that gaps had to be managed as part of the transition where staff were migrating into new jobs.  


GJ advised that he was the lead responsible for PCT closedown and responsible for managing and reporting progress on the 8 work stream areas. GJ explained that this is being managed by a GM Cluster Steering Group and that there is much reporting associated with closedown progress and tracking delivery of key milestones. GH commented on the ever changing world of the DoH and stressing the importance of keeping on track with these changes as they came through.  


GJ explained that a key area of risk lay with the transfer of money and responsibilities to the new Commissioners post 1st April 2013. GJ informed members of the process by which the PCT monies for 12/13 were being allocated across the new commissioners as part of the Baseline Review exercise, and that the funding for 13/14 will be based on a new allocation formula and may bring financial risks across the new commissioner landscape. It is expected that the DoH will announce the new allocations for 13/14 around mid December.


TR confirmed that the strategic risks are going to the Governing Body and also stated that the risk register had been reviewed by Internal Audit.


GH advised that there was a need to look at records management and GJ confirmed this was already part of PCT Closedown.


Draft Standards of Business Contract Policy


TR informed the Committee that these had been adopted from the current Greater Manchester policy. TR confirmed that minor changes had now been incorporated and he asked that this document be approved by the Audit Group.


JM recommended an extra paragraph be inserted under Section 12 ‘Counter Fraud’ around the need to encourage an open, honest and transparent working practice. Members were happy to approve the Policy noting this minor addition.


Action:  JM to submit a paragraph on Counter Fraud


Counter Fraud Update


JM gave an update on his planned counter fraud activities around NFI, ESR and creditor payments. 


JM updated members on the ongoing fraud case explaining how the investigation had progressed and the current status. Members explained that this investigation included both the Police and Counter Fraud given the nature of the fraud. GJ explained that this case had already been reported to both the Governing Body and GM Cluster Audit Committee. JM agreed to provide routine updates as the investigation progresses. It was agreed that JM would ask the Police what information we could share with Practices as part of general awareness and then follow up with fraud awareness training.  It was agreed that JM meet with GJ about a training course for practice managers.  


Action:  JM to meet with GJ to agree a fraud training programme at which all Practice Managers are required to attend


37.746
External Audit Report (verbal)


JF gave a verbal update to the Committee explaining that all 2011/12 audit work is now  complete. Members were reminded that Grant Thornton have been awarded the contract for external audit and that the Audit Commission staff currently providing services to Stockport will TUPE over on 1st November 2012.  JF confirmed that Mick Waite will be Audit Lead and Chair requested a meeting with Mick Waite before the next Audit Group meeting.


Action:  EB to arrange a meeting before Christmas for JG/MW/JF and GJ.


Action:
Ask MW to the next Audit meeting.


37.747
Internal Audit Reports



Progress Report 


DS presented the Internal Audit Progress Report up to 30th September 2012 confirming that work was progressing in line with plan.


Audit Strategy & Plan for CCGs 2013-14 & 2015-16


DS presented the Plan explaining this was a generic plan which had been tailored specifically for Stockport CCG. GJ commented that the CCG had agreed to extend internal audit provision with Audit North West for a further year until March 2014 to ensure stability over the transition period.


Audit Standards


DS presented the paper which was issued in July 2012.  The standards reiterate what is already in the plan.


Audit Charter 2011-12


DS presented this paper informing the Committee that it sets out what the client wants and where the responsibility lies.  It was recommended to change the wording to ‘organisation’ in the document.


Action:  DS to send the document to GJ with the recommended changes and then onto the Governing Body


37.748
Director of Finance Routine Reports



Audit Group Workplan 2012/13


GJ presented the Audit Group Workplan which incorporated the reporting requirements of the NHS Greater Manchester Audit Committee. The Committee accepted the amended workplan noting that the next agenda will include a large number of items.  GJ agreed to review this and defer items where appropriate to the next meeting in the New Year.


Members noted the increasing importance around Risk Management and Governance and asked that TR be present at all meetings subject to availability.  GJ explained that Dr Andrew Johnson will also be joining the Committee and will be formally invited to attend the next meeting. GJ explained that Dr Johnson had been missed off the circulation list for today’s meeting and that he had sent his apologies for this.


Losses and Special Payments (including Debtors >£5K)


GJ advised that the losses reported in July related to the replacement cost of vaccines lost during a power outage at a Health Centre.


Debtors >£5k


GJ explained that the majority of these debts related to amounts owed from other GM PCT in respect of Cardiac services which Stockport hosts. GJ was keen to point out that these balances will change given that the final values have been confirmed by the Trusts.


The debt with a dental practice has already been placed with our legal advisors and is being progressed via formal legal route and timescales. Members expressed concern on the extended length of time taken to recover the debt. GJ understood this concern explaining that the recovery process allows for appeals and challenges and that this had prolonged the timescale. GJ confirmed that the critical date was now 31st October by which time all monies are due and non payment would result in immediate action via legal processes.


GJ reminded members that the PCT raises numerous debts throughout the year and generally most debts are duly recovered. GJ explained that efforts will be made to clear all overdue debts by 31st March 2013.


Action: GJ to update members on recovery of dental debt.


Register of Waivers


The Group acknowledged there were no Waivers.


Register of Sealing


GJ informed the Committee that the Seals book was now held by GM Cluster and we had to now contact them to determine if any new entries had been made since the last meeting.  GJ confirmed that none had been used in the period from 1st July 2012 to 30th September 2013.


37.749
Any other business



Chair offered his and the Committee’s congratulations to GJ on his appointment as DOF.


JG asked GH and RM if they were interested in continuing to attend the Audit meetings until the 31st March 2013. Both GH and RM were happy to continue as co-opted members of the Group until this time. 


37.750
Dates of future meetings


The next date of Thursday, 22nd November was cancelled.  A future date would be circulated.  
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		Finance Report as at Month 9 – 31st December 2012



		Summary: 

		To present the financial position for the CCG as at Mth 9 (31st December 2012) 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 Mth 9 and proposed actions to mitigate risk exposure in delivering target surplus in 12/13.



		Potential Conflict of Interests
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		Clinical Exec Lead:

		Ranjit Gill



		Presenter / Author:

		Gary Jones



		Committees / Groups Consulted:
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Financial Position as at Month 9

1. Introduction

1.1
This report presents the financial position for the CCG as at 31st December 2012 (Month 9).  

1.2
Appendix 1 sets out the spend position for the CCG both at Month 9 and the forecast position at this date. The finance report will highlight any inherent risks in delivering against our planned target surplus in of £917k in 12/13. 


1.3
Members are asked to note that the Month 9 expenditure position attached 
mainly reflects the actual spend and activity to Month 8 together with 
estimated spend for Month 9 where necessary i.e. NHS acute activity and 
prescribing.

2. CCG Financial Position at Month 9 & Forecast at this date

2.1 The financial position of the CCG shows a £486k surplus as at Mth 9 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 9 shows an under spend of £486k. 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 volatility is Healthcare commissioning which has deteriorated by c£1m with a total forecast overspend of £2.7m (£1.8m o/spd forecast at Mth 8). We continue to mitigate the impact of these shifts through planned deferral of investments as set out in the risk table below. Whilst our year to date performance on CIP has been good, delivering £6.1m of CIP to date (89%), some elements of recurrent savings have not been delivered in line with planned measures and therefore been delivered via other saving measures. 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 investment sums held in reserves.

It is important 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 £300,154k which has a year to date overspend of £2,107k. 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).  

2.4  
Prescribing – prescribing data up to November 2012 has been published to date. An estimate has therefore been made of the costs for December 2012 based on local trends. Actual prescribing costs to November 2012 show a real 5.8% fall compared to November 2011.

Prescribing CIP of £1,652k has already been deducted 
off the prescribing budget and therefore the forecast £1.88m underspend represents additional savings to the CIP already achieved.

The latest forecast from the NHSBA (to November 12) shows a stabilising forecast expenditure position and given this ‘steady state’ our forecast surplus has been increased to c£1.88m. The continued reduction in spend reflects both the continued efforts of practices and reduction in Category M drug costs. 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 £0.7m 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 table below summarises the main areas of risk that the CCG faces in 12/13 around secondary care demand and non delivery of residual CIP. This gives a scale of the challenge we are currently working with. Members should note this is prudent but real risk based on current knowledge. The table also shows the potential funding sources to help mitigate against this 
risk.


[image: image1]

As can be seen from the table above, our worst case position i.e £6.9m total overspending on commissioning would still result in delivery of our £0.9m surplus. Given the imminent abolition of PCTs we are expected to settle on a final value with Providers and cash settle before 31st March. This will ensure we have a fixed position on our forecast on the healthcare budgets in advance of year end. 

3. Recommendation

3.1.1
The Governing Body is asked to:-


(i) note the financial position of the CCG as at Month 9 (31st December 2012). 

(ii) note the key areas of downside risk and actions to mitigate these pressures to ensure delivery of target surplus in 12/13.

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

Gary Jones


Chief Finance Officer (Designate)


Downside Risks







£m







Secondary Care overperformance  & Readmissions (worst case)







3.2







CHC Restitution







3.0







Non Delivery of QiPP (NR)







0.7







Total Risk exposure







6.9







Mitigating factors (offsets against Risks above)







Contingency support







(1.0)







Slippage on invests & earmarked sums 







(3.4)







Planned Underspend (reserve)







(0.9)







Admin underspends







(0.6)







Prescribing Savings (Locally determined)







(1.9)







Total Mitigating Factors







(7.8)







Downside Risk impact - Bottom line deficit







(0.9)







Target Surplus







(0.9)







Unfunded Risk / 







  (benefit)







0
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		Committee Date: 13February2013
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		Contract and Performance Report for 2012/13 Plan



		Summary: 

		· ED target not achieved for Q3 and forecast to not achieve for Q4.

· C-Diff performance shows continuedimprovement.

· Financial over-performance increased.

· 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:

		Operational Executive
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		Contract & Provider Performance 

		Period covered 

April 2012 to January2013

		







Summary

· ED target not achieved for Q3 and forecast to not achieve for Q4.

· C-Diff performance shows continued improvement.

· Financial over-performance increased.

· 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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Mark Chidgey

		



A&E 95% target– December and January performance has continued to consistently be below the required levels. January’s performance has been at a level which means that the Q4 target will now not be achieved.



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. We will continue to work with Monitor and SFT with the shared aim of ensuring that services for Stockport patients meet and exceed national standards. 



SFT have failed to achieve the agreed trajectory for consistent delivery from20thJanuary 2013. We will now work with SFT and monitor to agree a revised, realistic trajectory.





Cancer 62 days –The target will beachieved for the third successive quarter. There is some risk around the January position but it is anticipated that Q4 will also be achieved. .



C-Diff –The attached tables show that we were 1 case below plan at the end of November. Preliminary figures for December and January indicate that further improvement has been achieved.

.

MRSA – Further MRSA cases in November and December (yet to be formally reported) mean that the target for the year will be exceeded. 



Stroke –The admitted target continues to be achieved.

The PerformanceImprovement in October has not been maintained. Further communications to GPs and improvement meetings with SFT are planned.





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 12/13 &13/14 QIPP plan. 





		



Continue contract process.
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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 on 1st April 2013. Good progress is being made and the transfer schemes are expected to be completed on schedule. An additional board meeting will be required to receive these after the GM PCT board has met on the 25th March.



		









.





		Financial Risk

		















		Mark Chidgey

		The position on risks scored over 12 is:-



High Cost Patients: A number of long stay patients have been discharged resulting in significant costs.



Volume over-performance: Whilst this risk is mitigated through contract terms at SFT. As predicted the higher than planned GP referrals and ED attendances have translated into additional contractual costs either through activity or PbR excluded drugs.  Validation checks have been carried out and minimal new contract challenges have been applicable..



Readmissions: Agreement has been reached with CMFT for the basis of the readmissions adjustment. The presentation to the UHSM panel was agreed with some further information requested..



Retrospective CHC Claims Procedures are being followed to assess these claims. Additional capacity has been agreed for the CHC team to assist in managing this significant task. Patients had until the end of December to provide the necessary documentation to support their claim. A final reminder has been sent to those who have not achieved this. As we progress through the process the financial impact of this process will be more readily quantified.

		



All patients have been verified.
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NHS Stockport - Contract Risk Report - Dec 2012

| FINANCIAL PERFORMANCE RISK ASSESSMENT H NORTH OF ENGLAND PROVIDER OVERVIEW (issued in December 12)
(Under) / Over = Forecast Annual (e T O
Multi
oLl
NHS Providers Agreement £000 £000 £000 Risk Legal Risk____Risk EDE (AR ) AT GE=ED ) GE=ED

Acute and Specialist
Stockport NHS Foundation Trust £143,457 £428 £570 & [€) L @ @ @ €] €] €] €]
Central Manchester University Hospitals FT £29,839 £1,100 £1,467 @ @ () () () () @ () @
University Hospitals of South Manchester FT £27,780 £671 @ @ () @ () @ Q @ ()
The Christie FT £15,983 -£413 @ A () e () () () ()
Cardiac & Stroke Services v £4,686 -£41 €] ®
Salford Royal NHS Foundation Trust £7,059 £228 @ @ () @ () @ (]
East Cheshire NHS Trust £2,744 £208 @ () () ) ) () () ()
Pennine Acute NHS Trust £1,958 £87 @ @ @ @ @ (] (]
Non-Contract Activity v £2,291 -£587 @ A
BMI - Alexandra Hospital £4,445 £1,062 <& @
Tameside Acute Foundation Trust £1,277 -£11 @ @ () () @ @ @ @ (] (]
Spire Hospitals £0 £99 A @ @
Alder Hey Children's Trust £795 £0 @ @ @ @) €] €] €] €]
NWSCT NCAs v £1,702 £0 @ ) C)
Trafford Healthcare NHS Trust £383 £44 A @ @
Southport & Ormskirk NHST £224 £0 @ @ ] () €] () () €] e (]
Wrightington Wigan and Leigh NHS Trust £485 -£99 @ @ AN @ @ () () @ (] (]
Walton Centre for Neurology and Neurosurgery NHST £143 £0 £0 @ @ @ @ () () @ (]
South Manchester Private Clinic £298 £0 £0 @ [€)
Weight Management £100 £58 £77 @ @ A
Liverpool Womens NHS Foundation FT £123 £0 £0 @ @ @ @ @ @ @ @ @ (]
Downs Screening £66 £ £0 [€) & @
Sheffield Teaching Hospital NHS Foundation Trust £256 £ £0 [€) [€) ()
David Ormerod Hearing Centres £19 -£6 -£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 £24 £31 (] A A

£248,603 £2,851 £3,802
Mental Health and Learning Disabilities
Pennine Care NHS Foundation Trust £23,847 -£31 -£41 A (€] Q
Stockport Learning Disability Partnership £1,475 -£535 @ @ ()
Secure Services £5,366 £180 £240 A @ ®
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 £73 £97 @ @ @
IAPT £252 £0 £0 () @ (]

£32,619 -£307 -£409
PrimaryCare
GP & Dental Tier 2 £43 20 g0 (] @
East Cheshire H-Pylori £22 £0 £0 @ ]
Charter Medical Gastroscopies £194 £0 £0 @ @
Alliance MR Imaging £115 £0 £0 @ A A
IS CATS £1,056 £0 £0 @ ) C)
CATS & Tier 2 v £79 £0 £0 @ ) C)
Community Health Stockport £27,413 20 g0 A @ @
Ultrasound Now £334 63 £84 | (] <& A
Central & Eastern Cheshire PCT £124 £0 £0 @ [€) ()
Tameside & Glossop PCT £91 £0 £0 @ @ @
NHS Manchester £67 £0 £0 (] @ @

£29,538 £63 £84
Patient Transport
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NHS Stockport - Contract Risk Report - Dec 2012

“ FINANCIAL PERFORMANCE RISK ASSESSMENT “ NORTH OF ENGLAND PROVIDER OVERVIEW (issued in December 12)
(Under) / Over = Forecast Annual Mixed Sex VIE 6 Week
Mu"iple Peﬂormance (Under) / over Perfor.m.ance " . RTT Admitted 62 Day Cancer C-Diff (Oct-12 A&E 4 hour wait Wait
Provider Annual Budget M9 Performance & Clinical Financial
NHS Providers Agreement £000 £000 £000 Risk Legal Risk Risk i s A o) W) K odia (D ) ()
North West Ambulance Trust £7,760 -£1 -£1 & [@] A
£7,760 -£1 -£1
Other
Continuing Care £15,284 £260 £346 @
Other Non NHS £4,630 £6 £9 \ A
NHS Funded nursing care £1,821 £29 £39 A @ @]
Reablement £5,662 £0 £0 @ N @
Individualised Packages of Care £2,821 -£663 -£884 A @ AN
NWSCT Management Costs £116 £0 £0 @] @ @
Spec. Commissioning Admin £213 £0 £0 [@] [@] @)
£30,548 -£368 -£491
Voluntary Sector
Eating Disorders £75 £0 £0 @ @ @
S'port Joint Care £62 £0 £0 @ @ @
Signpost £60 £0 £0 @ @ ]
MIND £60 £0 £0 @ < C)
Call Carers £50 £0 £0 @ @ @
Age concern £40 £0 £0 @ @ @
Other Voluntary Organisations £9 £0 £0 @ @ @
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 £0 €] 3 @
£435 £0 £0
Hospice and Palliative Care
St ann's hospice £486 £0 £0 N N @
Beechwood Cancer Care Centre £258 £0 £0 [@] @)
£745 £0 £0
Total Commissioned £350,249 £2,239 £2,985
10% 28% 9%
68% 60% 68%
Best Case Forecast Worst Case
£985 £2,985 £5,146
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Commissioning Budgets - Key Variance and Risk Analysis

Commissioning Issues & Risks

Included in
Forecast /
Worst Case Contingency
Risks Narrative Likelihood Impact Risk Score Value £000 £000
Contract Term allows for up to
Readmissions SFT (Technical) £0.6m recovery of readmissions by 4 4 16 £600 £600
SFT
Retrospective CHC Cases Claims received, potentlal value 4 4 16 £0
yet to be determined
) Primarily high cost patients eg
Contract Over-performance TAVI / Critical Care 3 4 12 £1,250 £750
Readmissions UHSM Process ”Obﬁ;&”a"sed with 3 4 12 £1,000 £650
Contract Over-performance Vo_IL_Jmes above contracted level - 3 4 12 £2,000 £1,489
mitigated through contract terms
Contract Term allows for up to
Readmissions SFT (Real) £0.6m recovery of readmissions by 2 4 8 £600 £600
SFT
Contracts are funded for CQUIN
CQUIN above 85% delivery of 85% - this will be 2 3 6 £800 £0
challenging for Trusts to deliver
Readmissions CMFT Process not agreed but deduction 2 3 6 £800 £800
included in contract.
Total £7,050 £4,889
Contract Risk Report Section B
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Monitoring 2012-13 Commissioner Performance

Board Report - Key Performance Indicators
Board Date: February 2013
Monitoring Date: November 2012

Performance Ratings - Forecast Outturn

Indicators reported as "Red"

Ref Category Description Report Status Category
Sm:::glsne 3 5 PHQ23 SHA ReLE- To;:;:?ﬂfelgt‘he SEE Percentage of patients who spent 4 hours or less in A&E Turnaround
Framework reaches umber of mixed-sex accommodation breaches. erformance
Other Operatlng 15 12 PHQ26 SHA MSA b h Number of mixed dation b h Perf
Previous Standards 5 5 PHQ27 5.2 8":;“n HCAI - MRSA Number of Meticillin Resistant Staphylococcus aureus (MRSA) Activity &
Maintained e 9 bacteraemia Reform
aintaine Framework
PHQ13 8‘:_;““ Mental Health - Improved access to | The proportion of people who complete treatment who are moving Performance
Fr‘;mewfrk psychological services to recovery.
Other . . .
. . . Percentage of GP referrals to first outpatient services booked
Performance Rati ngs - In Month CCG gr;:;aet‘:wr:g ) Choice - Use of Choose and Book using Choose and Book (CAB) Performance
: Other Emergency admissions for acute Rate of emergency admissions acute conditions (ear/nose/throat L
SHA Headline 0 9 PHQ17 3a  |Operating conditions not usually requiring infections, kidney/urinary tract infections, heart failure) usually A;:;,:r‘r,n&
Measures Framework hospital admisson managed in primary care
PHS09 8":;“" First outpatient attendances following| First outpatient attendances (consultant-led) following GP referral Activity &
FrF;mewcg'k GP referral in G&A specialties Reform
Other Activity &
PHS10 Operating First outpatient attendances First outpatient attendances (consultant-led) in G&A specialties Refor‘r,n
Framework
Other Activity &
PHS12 Operating Number of A&E attendances Number of attendances at Type 1 A&E departments Refor‘r,n
Framework
(S Diagnostic Activity — Endosco Activity &
PHS14 Operating 9 based t‘e,sts Py Number of diagnostic endoscopy test/procedures Refor‘r,n
Framework
Other Activity &
PHS06 Operating Non elective FFCEs Non-elective FFCEs in general & acute (G&A) specialties Refor‘r,n
Framework
PHS07 8‘:_;““ GP Written Referrals to Hospital Written referrals from GPs for a first outpatient appointment in Activity &
Fr‘;mewfrk P G&A specialties Reform
. o . . .
SQUOG_02 Previous TIA % at high risk of Stroke who ex;?erllence a TIA and are assessed Tornarennd
standards and treated within 24 hours
VSC26 Previous Alcohol related harm Rate of Emergency Hospital Admissions for alcohol related harm Activity &
standards (in 40% most deprived population) Reform
Section C Page 1 of 4 Feb 13





NHS Stockport Clinical Commissioning Group
Mlonitoring 2012/13 Performance

Board Report - Key Performance Indicators

No.

Board Date: February 2013
Monitoring Date: November 2012 RAG Status
Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan | Feb Mar VTD::':;“NV Current |FOT
NHS Operating Framework Preventing people from dying prematurely -
Ambulance - Category % Category A incidents, which resulted in an SHA |acwal | 75% |@ 76.7% |@ 75.4% |@ 79.6% |® 78.7% |@ 78.6% |@ 75.6% |® 74.6% | 73.2% @ 76.5% O
A 8 Minute Response |emergency response arriving within 8 minutes. ° e e o7e e 27e o7 270 e 7o L8
Ambulance - Category |% Category A incidents, which resulted in a vehicle
A 19 Minute Time arfiving within 19 minutes of the request CCG [Actual | 95% |& 94.6% |[& 93.8% (@ 95.7% |@ 95.6% |@ 96.3% |& 94.5% |[& 93.8% [P 94.5% & 94.8% Q
% patients receiving first definitive treatment for
cancer within 62-days of an urgent GP referral for |SHA [Actual | 85% |@ 86.0% |@ 85.5% |@ 90.9% |® 86.4% |@ 87.3% |® 94.3% |@ 96.0% |@ 90.2% @ 88.1% O O
suspected cancer
-+ |% patients receiving first definitive treatment for
Cancer 62 Day Walls | o within 62-days of referral from an NHS ~ |CCG [Actal | 90% |@ 100.0% |@ 100.0% |® 83.3% |@ 100.0% [& 75.0% |@ 100.0% |@ 100.0% |@ s ® 935% @D |@
(aggregate measure) 5 .
Cancer Screening Service
% patients receiving first definitive treatment for .
cancer within 62-days of a consultant decision to  |CCG [Actual | 85% |@ 100.0% |@ 100.0% (@ 88.9% |@ 100.0% |& 66.7% (& 40.0% |& 63.6% |@ ##### @ 86.3% | AN
upgrade their priority status
% patients receiving first definitive treatment within o o o o o o o o o o
e T et CCG [Acwal | 96% |@ 98.3% |@ 100.0% |@ 99.1% |@ 100.0% [@ 99.2% |@ 99.0% |@ 98.1% |@ 97.3% @ 9.:3% (@D |D
% patients receiving subsequent treatment for
cameer within 31-cays whora boatment s surgery |CCC [ | 94% & 93.3% (@ 100.0% |@ 100.0% (@ 100.0% (@ 95.0% (@ 100.0% |@ 95.7% |® #itt @ 982% (@ |@
Cancer waits - 31 days|% patients receiving subsequent treatment for
cancer within 31-days where that treatmentis an  [CCG |Actal | 98% |@ 100.0% |@ 100.0% |@ 100.0% |@ 100.0% |& 96.4% |@ 100.0% |@ 100.0% |@ ## @ 93% (@ |@
Anti-Cancer Drug Regime
% patients receiving subsequent treatment for
cancer within 31-days where that treatmentisa ~ [CCG |Actal | 94% |@ 100.0% |@ 100.0% |@ 100.0% |@ 100.0% |@ 100.0% |@ 100.0% |@ 100.0% |@ # @ 1000% @ |@
Radiotherapy Treatment Course
NHS Operating Framework Enhancing quality of life for people with long term conditions
Mental H.ealt'h - Early !\lumber gf new cases of psychosis served by early Plan 46 1 3 5 3 3 4 4 4 4 5 5 5
Intervention in intervention teams CCG o Py 0 ) 3 ) p ) 2 ) 3 > 3 ) 5 * 1 @ 4 O O
Psychosis ctual
Mental Health - Crisis i Plan | 562 47 47 47 47 47 47 47 47 47 | 47 | 47 | 47 .
Resolution Home Number of Home Treatment Episodes cCcG — o o m o 5 o o u o = o = 1o w0 &> 46 Q
Treatment ctual _
Mental Health - Care |Percentage of patients on Care Programme
Programme Approach [Approach discharged from inpatient care followed |CCG [Acual | 95% |@ 100.0% [@ 91.7% |@ 100.0% |& 90.9% |@ 100.0% |@ 100.0% |@ 100.0% |@ ##### @ 978% (@ |@
(CPA) up within 7 days
Percentage of people who have depression and/or Plan 7.9% 1.6% 1.8% 2.1% 2.4%
anxiety disorders who receive psychological CCG @ 1.85% O
Mental Health - therapies (SQU16) Actual @ 1.7% @ 2.0% —
Improved access to 45.29 44.9% 45.1% 45.3% 45.4%
: N i Plan . 99 19 39 49
psychological services T:e proportion oI people who complete treatment CCG ° ° ° i 2 O 42.5% Q 0
who are moving to recovery. Actual & 40.5% D 44.6%
People with Long . Survey results for July11-March12 69.69% Survey results for September12-
Term Conditions % of people with a long-term condition who are an All English PCTs o7 March13 All English PCTs .
feeling independent  |supported by health and social care services to CCG [/ 70.2% |/
and in control of their  |manage their condition (SQU28) Actual Survey results for July11-March12 70.2% Survey results for September12- =
condition Stockport PCT — ) March13 Stockport PCT
Emergency Spells
chronic ambulatory Emergency admissions for chronic ambulatory cCcG Plan 2181 182 182 182 182 182 182 182 182 182 182 | 182 182 & 187
care ;gnsmve care sensitive conditions in people aged over 18 Actual > 207 |0 217 |@ 170 @ 181 |® 166 |@ 163 |©@ 224 |® 169 [
conditions (adults)
Unpllanr?ed. Rate of emergency admissions episodes in people Plan 318 27 27 27 27 27 27 27 27 27 27 | 27 27
hospitalisation for . "
asthma, diabetes and under 19 for asthma, diabetes or epilepsy per CCG @ 29 L
epilepsy in under 195 100,000 population Actual P 29 @ 25 @ 23 @ 24 @ 14 & 37 P 36 & 42
NHS Operating Framework Helping people to recover from episodes of ill health or following injury
Emergenc! . .
admisgsioni for acute Rate of emergency admissions °f.P9'59”5 with CCG |Plan 3658 305 305 305 305 305 305 305 305 305 | 305 |305| 305
" acute conditions (ear/nose/throat infections,
conditions not usually |°. ) S 4 & 349 0 Q
iring hospital kidney/urinary tract infections, heart failure) usually
I:;Iqr::;:ogn ospital managed in primary care Actual O 358 Q 365 O 346 Q 354 O 397 /. 304 O 357 Q 314
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No.

Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan | Feb Mar "Dér‘:;"hly Current |FOT
NHS Operating Framework Ensuring that people have a positive experience of care
Pati . Patient Experience of hospital care, as reported by CCG (Plan 76.1
atient experience of ) - ) A 735 N iy
hospital care patlent§ |rj respon;es to the Care Quality VAN . \ -\
Commission Inpatient Survey (For SFT) Actual 735
Percentage of admitted pathways within 18 weeks
for admitted patients whose clocks stopped during |SHA [Actual | 90.0% |@ 93.6% |@ 93.2% |[@ 92.7% |@ 93.4% |@ 93.0% |@ 93.0% |@ 92.9% |@ 94.3% @ 93.3% O O
the period on an adjusted basis
Referral to Treatment |Percentage of non-admitted pathways within 18
Pathways weeks for non-admitted patients whose clocks ~ [SHA |Actual | 95.0% (@ 97.4% (@ 97.0% |@ 97.5% |@ 97.1% |@ 97.0% |@ 96.3% |® 96.6% (@ 96.5% @ 96.9% (@D |D
stopped during the period
Percentage of incomplete pathways within 18
weeks for patients on incomplete pathways atthe [SHA |Actual | 92.0% @ 94.8% (@ 94.9% |@ 95.0% |@ 94.4% |@ 94.5% |@ 94.8% |@ 95.6% (@ 95.7% @ 95.0% (@D |D
end of the period
. . " Percentage of patients waiting 6 weeks or more for o, o, o, o o o o, o o,
Diagnostic Waits | #28°0F 7 P SHA |Acwal | 1.0% |@0.76% |@0.12% |@0.50% |@0.32% |[@0.34% |@0.22% |@0.38% |@0.28% @ 036% (@D |D
Dot 1 A Do hep 200 of patiento who spent §hOUIS orless lgua Jacual | 95% | 94.1% | & 943% |® 92.4% |@ 95.2% | 89.2% |@ 96.9% | 91.1% | 933% @ 933% [ [P
Percentage of patients seen within two weeks of o o, o o o, o o, o o,
o oraont G raforral for suspected santer CCG |Actal | 93% |@ 96.4% |@ 97.3% |@ 96.4% |@ 96.2% |@ 97.5% |@ 94.0% |@ 96.2% |@ 96.0% @ 9%.2% (@D |D
Cancer 2 Week Waits [Percentage of patients seen within two weeks of
an urgent referral for breast symptoms where ~ |CCG [Acwal | 93% |® 90.6% |@ 98.3% |& 92.4% |@ 97.3% |@ 98.2% |& 92.1% |@ 99.2% |@ 95.8% @ 955% (@D |D
cancer is not initially suspected
MSA breaches Number of mixed-sex accommodation breaches. [SHA |Actual 0o @ 1 @ 0 @ 0 @ o0 @ o0 @ o0 @ o0 @ 0 @ 041 O Q
NHS Operating Framework Treating and caring for people in a safe environment and protecting them from avoidable harm
Number of Meticillin Resistant Staphylococcus Plan 5 1 0 1 0 0 1 0 1 0 1 0 0
HCAI - MRSA 3
C. S aureus (MRSA) bacteraemia cee Actual @ 1 @ o |® o @ o | 1 o 2 | 1 @ o M Q 0
-~ e . Pl 1 1 1 1 1 1 1 ~
HCAI- CDI Nu;nb;erof C(Iio:tndlum difficile infections (CDIs), for|g,,, |72 128 12 12 12 12 10 0 0 0 0 0 0 0 @ s7 O A
patients aged 2 or more Actual @ 10 @ 7 @ 9 [ 18 |[¢ 16 |® 9 |[@ 10 |®@ 8
. % adult inpatients who have had a VTE risk o o o o o o o o A
VTE Risk assessment assessment on admission to hospital SHA |Actuial | 90% |@ 95% (@ 94% (@ 94% |[@ 95% |@ 94% |@ 94% (@ 94% @ 94% O N
NHS Operating Framework Public Health
Number of 4-week smoking quitters that have Plan 1942 462 406 413 661 N
Smoking Quitters attended NHS Stop Smoking Services CCG @ 451 O AN
Actual & 461 @ 440
% of people eligible for the programme who have Plan | 20.2% 5.06% 5.06% 5.1% 5.1% N
been offered an NHS Health Check CCG P 4.47% Q N\
Coverage of NHS (sQu27) Actual < 4.38% & 4.55%
Health Checks P ——— ho h Plan | 13.9% 3.43% 3.44% 3.5% 3.51%
% of people eligible for the programme who have an 9% 43% 44% 5% 51% o A
received a NHS Health Check. CeG o 3 3.06% ® 3.15% @ 3.20% | .
) Non-elective FFCEs in general & acute (G&A) Plan | 35765 2924 2948 2891 3036 2762 2859 3056 3018 3112 | 3047 | 2809 | 3303
N lective FFCE: o CCG
on electve FFVES speciatties Actual & 296|® 33260 29830 3335|®  3118[@ 2960(& 3276 [¢ 3310 ¢ um O |9
GP Written Referrals  |Written referrals from GPs for a first outpatient cca Plan 65203 5487 5382 5764 5781 5068 5657 5439 5287 4643 | 5142|5390 | 6163 ¢ Q Q
to Hospital appointment in G&A specialties Actual O 55280 6417|Q 5520 63200 5636[Q 56500 6700 |@ 5201 5,872
f?s";ifufg:tfi;ﬂf fora o terrals other than from a GP for a first outpatient| s Plan | 45094 3743 3688 3969 3885 3415 3793 3883 3558 3529 | 3767|3583 | 4281 ® O O
appointment appointment in G&A specialties Actual @ 3152[@ 3510|@ 2912|@ 3521 |@ 3249(@ 3060 (@ 3595 (@ 3,170 3,271
First outpatient . - . Plan | 55203 4409 4342 4960 4943 4238 4953 4853 4715 4249 | 4224 | 4371 | 4946
attendances following fFIIrISt qutpgtch’e ntfatter:glarg;; (Cons.uln.a nt-led) CCG 5034 Q 0
GP referral ollowing GP referral in GEA specialties Actual @ 43080 5206|@ 4463 5154 |0 4970 |@ 4849 (O 5870 (O 5389
First outpatient First outpatient attendances (consultant-led) in ccG Plan 89620 7331 7112 8014 8009 6901 7999 7740 7602 6864 | 6998 | 7087 | 7963 s Q 0
attendances G&A specialties Actual O 70280 85830  7,198]®  8337|®  8147|0  7,943|Q  9,246|& 8,751 8,154
R Number of G&A elective admissions Finished First Plan 41900 3444 3280 3540 3780 3185 3594 3695 3645 3199 |3241]3380| 3917 A
Flective FFGES __|Consultant Episodes (FFCES) CCC [hcua © 359 [0 3842 @ 262 [@ 3666 [ o461 @ 3089 [& 3860 [& 3846 o w6t O |/
Number of A&E Number of attendances at Type 1 A&E ccG Plan 92681 7826 8176 7881 8021 7489 7622 7846 7440 7485 | 7419|7088 | 8388 8074 Q 0
attendances departments Actual © 7689 [© 8458 [& 7931 [& 8480 [ 7975 [ 7968 | 8019 [O 7687
giadgnostic '?)CﬁVi'é’— Number of i o end " g oG Plan 9950 789 794 832 907 813 874 887 865 740 771 | 798 | 880 PR Q 0
ndoscopy base umber of diagnostic endoscopy test/procedures
tests Actual O 935 & 1021 | @ 793 (& 9%0 (& 893 |& 879 |[& 1013 (& 950
E?grlis:ifﬂi\fﬁxiglm Number of diagnostic non-endoscopy e |Pan | 89395 6467 7024 7245 7552 6770 7453 7825 7814 7388 | 7474|7623 | 8760 | _ | ~
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No. |Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan | Feb Mar Rate) Current [FOT
ests | |lestprocedures 77 Jactua O 6547 [0 7741 |@ 6566 |& 7589 |& 7317 |@ 7287 |& 7937 |@ 6577 s
Numbers waiting on an |Number of incomplete Referral to Treatment (RTT)
e ety o CCG [ncual | 17854 (@ 17726 |@ 18245 |& 18943 |& 19408 | 19914 & 19826 |& 19537 | 18802 @ 19050 ([ |/

- . Plan 52.2 52.7 53.1 53.6 54.0 54.5 54.9 55.4 55.8 56.3 | 56.7 | 57.3
Health Visitor Numbers  |Number of health visitors (FTE) CCG ol 3 516 |0 516 1@ 516 5 516 & 516 @ 516 @ 52 AN O
NHS Operating Framework REFORM
Commissioning Percentage of general practice lists reviewed and Plan N
cca development (PHF06)  |['cleaned CCG Actual AN AN
Choice - Bookings to Percentage of bookings made through Choose and Plan 80% 81% 82% 83% 84% 85% 86% 87% 88% [89% [90% | 90% . R
CCG  [Services where Named |Book (CAB) to services where there was at leastone  (CCG 89% |/
Consultant Available named clinician listed on the system Actual O 76% |& 80% |@ 84% |@ 85% |® 87% |[@ 89% |@ 88% | 88% L3 L
Choice - Use of Choose |Percentage of GP referrals to first outpatient services
cca  [ohoke booked iaing Ghosce andt Baok (OAB) CCG [nctal | 90% |& 56% |& 55% |& 55% |[& 53% |& 58% |& 52% |& 55% & 60% 56% | |
Choice - Use of the Percentage of GP referrals to first outpatient services
CC6  |oepencen secor [200led using Choose and Book wih ran kS| CCG sl | 6.5% O 63% (@ 7.0% |@ 7.1% |[& 63% [@ 67% |@ 88% (@ 65% |@ 7.1% o 7.0% (@ |@
Information to patients in |Percentage of patient population able to access their Plan . N
cca General Practice GP medical records electronically and have registered |CCG
(PHF10) to do so. Actual £, £
OTHER INDICATORS (2011/12 Operating Framework)
SQU06_ % who have had a stroke who spend at least 90% of o o o o o o o o o
01 |o e indioator iheir time in hospital on a stroke unit Other|acwal | 80% |@ 86.2% (@ 91.4% |@ 81.3% |@ 93.0% |@ 83.8% |@ 80.6% |@ 90.7% | 80.6% ®s59% (@D |
S O oroKe o oxberience a TR NI e | Other [acal | 60% @ 9.1% (@ 10.0% |® 10.0% (& 21.7% |® 14.3% |& 25.0% |& 25.0% |& 18.8% @ 167% |[Q |
SRS10_|Delayed Transfers of Number of delayed transfer of care for acute adult Other Plan 187 15.6 15.6 15.6 15.6 15.6 15.6 15.6 15.6 156 [15.6|15.6| 15.6 o 12 O
01 [Care - Acute patients (aged 18+) Actual @ 16 @ 19 @ 13 @ 15 @ 11 @ 5 @ 8 @ 10
% who have seen a midwife/maternity healthcare
SQU12 |Maternity 12 weeks professional, for health/social care assessment of Other|Actual | 90% O 88.9% @ 90.6% P 89.8% 0
needs, risks and choices by 12wks Bdays of pregnancy.
SQUO2 [End of Life Care e e . ome (ino Care Homes) = ogher|acual | 36.1% |@ 38.1% |@ 38.3% |@ 39.2% |@ 38.6% |@ 38.8% |@ 39.2% |@ 39.8% |@40.2% @ 39.0% |
VSC26 | Alcohol related harm Rate of EmergencyoHospital Admissions for alcohol Other Plan 1957 169 159 173 172 157 172 156 174 153 | 167 | 156 | 150 & 169 O
related harm (in 40% most deprived population) Actual Qo 171 & 187 @ 163 <& 187 |& 161 & 177 & 166 |@ 144
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Commissioning for Quality and Innovation (CQUIN) 2013/14

Pre-qualification criteria, National CQUIN goals, Regional CQUIN goals


1.0
INTRODUCTION AND BACKGROUND


1.1
The CQUIN framework was introduced in April 2009 as a national framework for locally agreed quality improvement schemes. It enables commissioners to reward excellence by linking a proportion of English healthcare providers’ income to the achievement of local quality improvement goals. The framework aims to embed quality within commissioner-provider discussions and to create a culture of continuous quality improvement, with stretching goals agreed in contracts on an annual basis.

1.2
The Government has committed to extending the scope and value of the CQUIN payment framework to support local quality improvement goals within the context of an NHS payment system that supports quality and efficiency. The CQUIN framework will be important for implementing NICE Quality Standards, for improving patient experience and for driving improvement against outcomes (including Patient Reported Outcomes Measures).

1.3
From April 2012, informed by an independent evaluation report (expected in


March 2012), the NHS Commissioning Board will assume responsibility for


leading use of the framework and will agree its financial value with Monitor


(subject to legislation). The Commissioning Board will need to decide how the


framework can operate most effectively to drive ambitious improvement against outcomes within the new commissioner and provider landscape.


1.6
Over the next 5 years NICE will develop a broad library of around 150 Quality Standards. Quality Standards on stroke treatment and rehabilitation, dementia care, the prevention of venous thromboembolism and specialist neo-natal care have already been published.


1.7
Alongside provider benchmarking and competition, the CQUIN framework is a lever available to commissioners to support their implementation. An exemplar CQUIN goal based on the Quality Standard for Stroke is available on the NHS Institute website. In future Quality Standards will be published with defined provider-level indicators which can be included within provider CQUIN schemes if agreed locally.


2.0
NHS Commissioning Board Guidance 


2.1

The NHS Commissioning Board issued draft guidance in December 2012 on the pre-qualification criteria for CQUIN 2013/14 relating to the 6 high impact Innovations, and the proposed National indicators. 

The full guidance can be accessed via the following link 
http://www.commissioningboard.nhs.uk/files/2012/12/cquin-guidance.pdf. A summary is provided below. 

3.0
SIX HIGH IMPACT INOVATIONS


3.1
Innovation Health and Wealth, Accelerating Adoption and Diffusion in the NHS DH 2011, set out that from April 2013 compliance with high impact innovations would become a prequalification requirement for CQUIN. By 31 March 2013, providers will need to have put in place measures to meet the criteria set out below in order to qualify for the release of any 2013/14 CQUIN funding. Whilst the minimum requirements for providers are set nationally, providers will need to work with local commissioners to ensure that plans are aligned with local commissioning strategies.



3.2
Local commissioners will be responsible for assessing whether providers meet the prequalification criteria. Prequalification criteria apply equally to clinical commissioning group (CCG) commissioned services and NHS CB commissioned services. CCGs may wish to assess jointly with the relevant NHS CB direct commissioning team whether prequalification criteria are met jointly where they both hold contracts with a provider. 

3.3
In order for providers to qualify for CQUIN payments, they will need to satisfy at least 50 per cent of the pre-qualification criteria that apply to them. The table in appendix 1 sets out the pre-qualification criteria and which criteria apply to which service type. 

4.0
2013/2014 NATIONAL CQUINS 

4.1
CQUIN for 2013/14 is set at a level of 2.5 per cent value for all healthcare services commissioned through the NHS Standard Contract. One fifth of this value (0.5 per cent of overall contract value) is to be linked to the national CQUIN goals, where these apply. 


4.2
There are four national CQUIN goals for 2013/14, which are: 


· Friends and Family Test – where commissioners will be empowered to incentivise high performing Trusts; 


· Improvement against the NHS Safety Thermometer (excluding VTE), particularly pressure sores; 


· Improving dementia care, including sustained improvement in Finding people with dementia, Assessing and Investigating their symptoms and Referring for support (FAIR); and 


· Venous thromboembolism (VTE) – 95 per cent of patients being risk assessed and achievement of a locally agreed goal for the number of VTE admissions that are reviewed through root cause analysis. 


4.3
National CQUIN goals apply equally to services commissioned by the NHS CB and by CCGs using the NHS Standard Contract. The table below sets out the contract types to which national CQUIN goals apply. 

[image: image1.emf]

4.4
The allocation of the 2.5% CQUIN money available is as follows:


· 20% National CQUIN (where applicable)


· 5% Regional CQUIN 


· 25% GM CQUIN


· 50% Local CQUIN


4.5
There is detailed draft guidance in relation to the reallocation of money when the national CQUINs do not apply.


5.0
REGIONAL CQUINS


5.1
Although it has not been formally agreed it is likely that the regional (AQ) CQUINs will remain with an additional stretch.


5.2
These are the advancing quality CQUINs which cover:


Acute:

· AMI (Acute Myocardial Infarction)


· CABG (Coronary Artery Bypass)


· Heart Failure


· Hip and Knee


· Pneumonia


· Stroke


· Patient Experience


Mental Health


· Dementia


· Psychosis


6.0
NHS GREATER MANCHESTER CQUINS

6.1
Named GM leads have progressed the following CQUINs proposed by Clinical Strategy Board (CSB).  


· Academic Health Science Networks (AHSN)

· Avoiding Short Stay Admissions 

· Transfers of Care 

· Alcohol. 

6.2
Initially CQUIN development underwent local consultation to better understand issues and aspirations. This initial learning formed the basis of the Commissioner/Provider workshop December 2012 where 80 representatives from a broad spectrum of providers, commissioners and Public Health across GM attended. Output from the workshop underwent further consultation to shape the proposals. 


6.3
Final indicators for all GM CQUINs apart from the indicator relating to AHSN were approved and signed off by the Clinical Strategy Board on 8 January. They have been distributed to commissioners and providers for further local negotiation. 

The indicator relating to the Academic Health Science Network (AHSN) needs further work and is likely to follow at the end of January. 

7.0
NHS Stockport Local CQUINs

7.1 
Following an internal workshop for clinicians and managers within the PCT to review the Stockport Joint Strategic Needs Assessment and internal commissioning plans the PCT identified a number of key themes. These were then grouped prioritised into six areas. 

7.2

The six themes deemed to be of the highest priority are listed below with the names of the Leads in each area and progress to date. 

		CQUIN area

		Progress to date



		Patient / care empowerment




		A workshop is due to be held for patient panel members / members of carer's group Signpost, local authority on 6th Feb. An indicator will be developed following this meeting



		Long term conditions




		Await update



		Early Warning System




		Discussions have taken place internally but it remains unclear how this might progress to a provider CQUIN 



		Staff development / strong clinical leadership




		A CQUIN has been developed around Safeguarding adults training. The FT has been consulted. 



		Health Inequalities




		A CQUIN has been developed around breastfeeding and linked to the Baby Friendly initiative. The FT has been consulted. 



		Interfaces and communication between primary and secondary care




		A draft indicator has been developed. Await further update. 





These priority areas have been communicated to Stockport NHS Foundation Trust and have initial sign up from them. The intention is to have a final CQUIN scheme ready before the end of February 2013. 


8.  CQUINs agreed for Pennine  


: -

 


· Year 2 of the RAID (Rapid Assessment Interface Discharge)


· Parental Mental Health


· Physical Health Checks for people with Serious Mental Illness


· Addressing inequalities for people with learning disabilities accessing mental health services


 


8.1
Greater Manchester Mental Health CQUINs


 


· Improved safety of medication (with a focus on clozapine)


· Reducing short stay in-patient admissions (focus on admissions of less than 3 days)


· Improving transfer of care


· Alcohol


Appendix 1 

The pre-qualification criteria (including which criteria apply to which service


type.)
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at REGENT HOUSE, Stockport


ON wEDNESDAY 9 January 2013 

PART I


Present

		

		



		Ms J Crombleholme

		Lay Member (Chair)



		Mr J Greenough

		Lay Member



		Mr G Jones

		Chief Finance Officer Designate



		Mrs G Mullins

		Chief Operating Officer Designate



		Dr R Gill

		Chief Clinical Officer 



		Dr S Johari

		Locality Chair: Heatons and Tame Valley (Vice-chair)



		Dr V Mehta

		Locality Chair: Cheadle and Bramhall



		Dr H Procter

		Locality Chair: Stepping Hill and Victoria



		Dr J Idoo

		Clinical Director for Service Transformation



		Miss K Richardson

		Nurse Member



		Dr M Ryan

		Secondary Care Consultant



		Dr C Briggs

		Clinical Director for Member Support



		Dr A Johnson

		Locality Chair: Marple and Werneth



		

		



		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



		Mr T Ryley

		Director of Strategic Planning and Governance



		Mr P Horrocks

		NHS Greater Manchester Board Member



		

		



		APOLOGIES



		



		Dr A Patel

		Clinical Director for Market Management and Quality



		Dr V Owen-Smith

		Public Health Consultant



		

		





1/13 APOLOGIES


Apologies were received from A Patel and V Owen-Smith.


2/13 DECLARATIONS OF INTEREST

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


K Richardson declared to the members that she has now been appointed as Lay Nurse Member for the NHS Bury Clinical Commissioning Group with effect from 1 January 2013.


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


3/13 MINUTES OF THE MEETING OF THE SHADOW NHS STOCKPORT CLINICAL COMMISSIONING GROUP GOVERNING BODY OF 12 DECEMBER 2012 

It was agreed that the minutes of the meeting of the shadow NHS Stockport Clinical Commissioning Group Governing Body meeting held on 12 December 2012 be accepted as a correct record of the meeting with the following amendment:


214/12: ‘It has been useful to meet with Dr Burrows to provide a link into the Foundation Trust and a direct GP-to-consultant interface’.

4/13 ACTIONS ARISING

The members reviewed the outstanding items.


011112: To raise at the Maternity Board the issue if GPs receiving antenatal information. S Johari informed the members that this has been done. This item can be removed from this list

021112: For the Quality and Provider Management Committee to review the TIA pathway. It was agreed that this action would be deferred until the March 2013 meeting


The Governing Body noted the updates.


5/13 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 additional items, and T Ryley stated that he also had one further item for discussion.


6/13 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

S Johari informed the Governing Body that there is a further meeting of the Locality Council Committee chairs next week.


H Procter updated the members that she is still involved in the interview process for the Senior Area Business Manager role.


V Mehta mentioned that he is holding his next Locality Council Committee later this month and, at this, he is hoping to get some feedback from his locality’s GPs on the proposed strategic aims.


The Governing Body noted the updates.


7/13 REPORT OF THE CHAIR

J Crombleholme informed the members that she has been invited to be involved in the recruitment of the new Chief Executive at Stockport NHS Foundation Trust.


The Governing Body noted this update.


8/13 REPORT OF THE CHIEF CLINICAL OFFICER

R Gill informed the members that Hamish Stedman has been elected Chair of the Association of Greater Manchester CCGs.


The Governing Body noted the update.


9/13 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins informed the members that additional evidence has been submitted as part of the authorisation process, and we await the review and assessment of this.


We have now signed a memorandum of understanding with the Commissioning Support Unit, and this will form the basis of the service level agreement going forward. We are working with the CSU on its mobilisation in preparation for 1 April 2013.


The Governing Body noted the updates.


10/13 FINANCE REPORT

G Jones presented the finance report for the month ending 30 November 2012. He informed the members that this year’s CIP target is nearly achieved although it is not necessarily being delivered in those areas as planned. He added that he is fairly confident that the CIP target will be achieved for 2012/13. There is work ongoing to address debtors.


J Crombleholme asked what provision is being made for the Continuing Healthcare restitution cases. G Jones replied that this has been factored into the financial plans. R Gill noted that this financial pressure had not been identified early enough, and G Mullins explained to the members that additional steps have been built into the planning process to prevent any such reoccurrence.


R Gill asked the current position regarding Winter monies. G Jones explained that we have received two amounts of funding. The first is approximately £500k which is earmarked for the Foundation Trust; there is a second amount of approximately £430k which is intended for local authority-related Winter pressures. He added that agreement needs to be reached with both the Foundation Trust and local authority as to how these monies are to be spent.


G Mullins reminded the members that such monies are non-recurrent, and are usually announced suddenly with only a short window of opportunity for spending. While we have some agreed initiatives where we would like to invest to ease Winter pressures the fact that the money is non-recurrent does present some challenges.


The Governing Body noted the financial position at month six and approved the proposed actions to mitigate risk exposure in delivering the target surplus for 2012/13.


11/13 SAFEGUARDING CHILDREN AND VULNERABLE ADULTS: POLICY AND TRAINING STRATEGY

M Chidgey presented the Safeguarding Children and Vulnerable Adults policy and training strategy. He explained that this has been revised following feedback received during the authorisation assessment process, and it now includes a process for out of area placements.


He drew the members’ attention to page 13 of the document where the roles and responsibilities are clearly set out. He informed the members that the people who have been recruited to the additional safeguarding posts within the CCG (for vulnerable adults and for looked-after children) are expected to be in post by 1 March 2013.


T Dafter mentioned that he and G Mullins have started discussions regarding closer working of the CCG’s and local authority’s safeguarding teams. He offered to report back on the progress of these discussions at a future meeting.


R Gill observed that Dr A Ghafoor is retaining his role as Designated Doctor and therefore the document’s structure chart needs amending to reflect this.


V Mehta asked if safeguarding is adequately reflected within the organisation’s strategic risks and G Mullins replied that this is covered within the ‘Inadequate systems for managing quality and safety of service provision’ strategic risk.


J Crombleholme advised the members that C Briggs is currently fulfilling the Board-level safeguarding role, adding that we still have concerns regarding the levels of assurance being provided by one of our providers and this is reflected in the Board Assurance Framework.


The Governing Body approved the revised policy and training strategy.


12.05 M RYAN LEFT THE MEETING.


12/13 COMPLIANCE REPORT

T Ryley presented the compliance report which provides an update on the CCG’s legal and statutory responsibilities.


J Greenough noted that some of the indicated as rated as being a ‘risk’ such as the one regarding patient experience. T Ryley explained that the CCG does not have a sufficiently systematic process for monitoring and evaluating patient satisfaction.


T Ryley informed the members that one indicator relating to staff working with vulnerable people is not yet scored due to the lack of capacity currently within our safeguarding team. He reminded them that M Chidgey has just provided an update on this recruitment.


J Crombleholme 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. M Chidgey explained that his team is working with the local authority to attain the required levels of assurance that our patients are receiving safe care.


J Crombleholme voiced her concern regarding the lack of assurance for CRB checks. T Ryley explained that we are not receiving the necessary information from the CSU Human Resources team. He added that the CCG is planning to build a separate database of our own in order to be able to track this information better.


The Governing Body noted the update, approved the Annual Equality Publication, and agreed the Equality Delivery System scores.


13/13 NHS STOCKPORT CCG BOARD ASSURANCE FRAMEWORK 

T Ryley presented the Board Assurance Framework and asked the members to review the proposed ratings.


J Crombleholme suggested developing this framework in order to reflect the previous month’s position.


M Chidgey added that the Quality and Provider Management Committee discussed the proposal to separate the single strategic risk of ‘Inadequate systems for managing quality and safety of service provision’ into two separate risks and are firmly in favour of retaining one, comprehensive strategic risk for this area of responsibility.


The Governing Body approved the current risk assessments and owners on the Board Assurance Framework.


14/13 ANY OTHER BUSINESS

There were three items of additional business.


T Ryley reminded the members that the public have the right to present the CCG with a petition and, as a result, he has recently received a petition from a Stockport branch of a group called 38 Degrees. He explained that the group were largely reassured by the CCG’s constitution but raised some concerns regarding the procurement strategy and he will discuss these with M Chidgey outside of this meeting.


T Stokes asked if a decision has been made regarding the location of any future out of hours provision. R Gill responded that no decision has yet been made by the CCG as to the siting or specification of the future provision for out of hours services. 

T Stokes continued that Stockport LINk has conducted a recent survey on care homes, and asked if the Governing Body is assured regarding the services it commissions from care homes. M Chidgey replied that we are developing our assurance processes, for example by recruiting to the additional safeguarding roles and working on building an ‘early warning system’, but currently we do not have the levels of assurance we would wish. He explained that this afternoon the CCG is conducting its first walkaround at Stockport NHS Foundation Trust in a move away from solely reviewing assurance reports to actually seeing what care is being provided.


There were no further items of additional business.

15/13 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 February 2013 at Regent House, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.30.
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Meeting Date: 13 February 2013    				Agenda item No: 7

Quality Report



		Summary















		This is the monthly quality report to the CCG. 

Consisting: 



1. Key messages report following the Quality & Provider Management Committee (Q&PM) meeting November 2012



2. Quarter 3 summary of serious incidents 



3. A&E performance – regulatory action taken by Monitor



		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



		Presenter / Author: 



		Mark Chidgey



		Committees / Groups Consulted:

		Quality & Provider Management Committee 







Compliance checklist:

		Documentation 

		

		Statutory and Local Policy Requirement 

		



		

All sections above completed 



		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		

Page numbers



		Y

		Service changes: Public consultation completed and reported in document

		N/A



		

Paragraph numbers in place



		Y

		Service changes: Approved Equality Impact Assessment included as Appendix

		N/A



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



		N/A

		Patient level data impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		Y

		Change 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. Key messages from the Quality & Provider Management Committee

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

· Safeguarding processes and concerns within Provider organisations.

· The LINk report entitled ‘Home after Hospital for Nursing and Care Homes.

· Discussion around the design of a local ‘Early Warning System’ and how it fits with work being done on a national and Greater Manchester level.

· Stockport NHS Foundation Trust (SNHSFT) update on performance within urgent care and ED

· Summary and discussion of the SNHSFT’s Quality Report to the Board and action plans

· Review of Serious Incidents 

· CQUIN 2013/14 

· Agreed to focus on the Francis Report findings at the February meeting.



2.1	Safeguarding 

No major concerns were expressed regarding safeguarding arrangements and training at Beechwood, Mastercall, BMI: The Alexandra or Cheadle. 



Updated assurances have recently been received from SNHSFT relating to both child and adult safeguarding processes. The Trust’s action plans continue to be monitored closely at face-to-face meetings with the Director for Nursing. Whilst there are no new risks, concerns remain regarding the uptake of the relevant level of safeguarding adult training amongst Acute staff.



Two of Stockport’s Nursing Homes, Arbour Court and Appleton Manor, have received negative assessments by the CQC. NHS Stockport is working closely with the Local Authority to ensure any safeguarding and other quality concerns are addressed as quickly as possible. All residents have been contacted by the local authority and the CQC is monitoring both nursing homes on weekly basis.  The Committee felt satisfied and assured of the standard of care and wellbeing of the residents.



2.2 	LINk Report

Two members of the LINk attended the Committee meeting to present the report. Although the limitations of the report were noted, in terms of the anecdotal nature of the issues raised and the size of the sample, the Committee agreed that further assurance was needed. The issues identified were:

· Malnutrition and dehydration following a stay in hospital 

· Residents developing bedsores whilst in hospital

· Items being reported missing when residents are returned from hospital 

· Problems with discharge notes and information 

· Residents returning home in late hours.



SNHSFT has sent a formal response to the LINk clarifying their incident reporting procedures and other relevant policies however it was agreed that further clarity was needed regarding the scale of the concerns raised and that a request would be sent to the FT for further information. 



2.3	Early Warning System 

The PCT has discussed the design of an early warning system with colleagues at NHS Greater Manchester. There is similar work being done by the NCB Local Area Team to ensure improved communication and relationships between commissioning and regulatory organisations. The proposed Quality Surveillance groups will be a vital part of this. A Stockport-focused EWS will need to fit within this regional structure. 



Stockport NHS FT have indicated their willingness to work with the commissioner to develop the EWS.



2.4	Stockport NHS Foundation Trust 

The most recent quality related performance information showed the following:

· Stockport had the highest flu vaccination levels in Greater Manchester 

· On target or under trajectory with regards to C Diff and MRSA respectively

· No mixed sex accommodation breaches

· Performing in the 3rd quartile with regard to SINAP. The two other hyper acute units, Salford Royal and Fairfield General being in the top (1st quartile).



Stroke

Stroke performance continues to be a serious concern at SNHSFT and is subject to regular performance turnaround meetings. The next meeting, which will include the FT’s Business Managerfor the Department of Medicine for Older People, will concentrate on processing TIA referrals, suggested KPIs and the financial proposal to introduce weekend clinics.  



Dr Foster Report (HSMR)

SNHSFT’s mortality rate as measured by Hospital Standardised Mortality Ratio (HSMR) hasrecently been shown to be above expected levels. The Trust has consistently hovered above and below the upper control limit although the latest figures do seem to suggest an improvement. In the latest quality dashboard issued by NHS Greater Manchester, the Trust is within the expected control limits (data from Oct 2011 to September 2012). The Dr Foster report published in December 2012 also showed SNHSFT to be within the control limits. Monitoring the mortality rate remains a key area of focus and NHS Stockport has agreed with the Trust that the CQUIN indicator relating to weekend mortality will be revised and maintained in the 2013/14 contract. 

Community Services 

There have been no serious concerns raised about the provision of community services. The Trust’s quarterly reports will be reviewed as part of the contract monitoring meeting with the Trust and a full update on the quality of community services will be presented to the Quality & Provider Management Committee. 



2.5	Serious Incidents 

In following serious incidents were reported to NHS Stockport via the STEIS system in quarter 3. 



		SNHSFT (Acute)

		SNHSTFT (Community)

		Pennine Care MH



		Pressure ulcer grade 3

		Pressure ulcer grade 3

		Homicide



		Pressure ulcer grade 3

		Pressure ulcer grade 3

		Suicide (community patient not in receipt)



		Adverse media /unexpected death 

		Pressure ulcer grade 4

		Unexpected death likely suicide



		Failure to act on test results

		Pressure ulcer grade 3

		



		Pressure ulcer grade 3

		Community acquired MRSA

		



		Pressure ulcer grade 3

		

		



		C Diff (part 2 of death cert)

		

		







The homicide reported by Pennine Careis subject to a Domestic Homicide Review which NHS Stockport’s Safeguarding Lead is fully involved in. 



All serious incidents will be investigated by the respective Trusts and the final report will be reviewed by the PCT as commissioners prior to closure on the STEIS system. At a meeting on 30th January the Chief Clinical Officer reviewed a number of reports and was able to approve closure of seven incidents.  



2.6	Pennine Care

The quality schedule and CQUIN schedule for Pennine Care is monitored and discussed at monthly meetings with all collaborative PCTs and Trust representatives. A more detailed update will be included in a future report. 



2. Stockport NHS Foundation Trust 

The position on performance on the 95% A&E 4 hour target has not changed significantly.  The quarter’s performance is currently 81.62% and year to date performance is 91.50%.  Patients are experiencing waits that are too long on a regular basis.



The Q&PM committee discussed the measures taken by the CCG to monitor ED performance and quality of care.  These include CCG daily monitoring of performance and pressures at the hospital and commissioner support to the Trust’s operational team.  There is a weekly ED review meeting between the CCG CAO and COO and the Trust’s CEO and Medical Director.  The Stockport Unscheduled Care Board and a new Quality Monitoring meeting led by Dr Cath Briggs will also address the quality of care in ED.   The Q&P committee agreed to request further assurance on the safe care of patients in ED from the ED Clinical Director



Monitor’s Provider Regulation Executive took the decision on 28 January 2013 that the Trust is in significant breach of its Authorisation. The two breach terms are: Condition 5:  governance duty; and Condition 6: healthcare targets and other standards duty. 



The Trust is required to report regularly to Monitor on progress towards delivery of its A&E target and agreed milestones from the Trust’s urgent care action plan.  Monitor expects the Trust to commission a follow up report from the KPMG Board effectiveness and risk management review recommendations and to provide regular updates on progress in implementing the recommendations.  The Trust will meet with Monitor on a monthly basis until Monitor is assured that the Trust is returning to full and sustainable compliance with its Authorisation. 



[bookmark: _GoBack]The Trust has instigated an internal escalated response to the ED pressures.  This takes the form of a tactical and a strategic task force meeting daily to improve patient flow and reduce delays in the hospital.The Trust has also instigated internal CQC compliance spot checks. Three patients and their relatives were interviewed during an ED inspection on 23rd January.  The feedback from these three patients was very positive and no quality concerns were raised. 



3. 2013/14 contracts – KPI and CQUIN schedules

A full update regarding the 2013/14 CQUIN schedule is included in a separate report. 



Work is ongoing to agree local CQUIN and KPI schedules for both the community and acute contract with SNHSFT and the NHS contract with BMI The Alexandra. 



There is a collaborative approach to agreeing the quality schedule and CQUIN scheme for the Pennine Care contract, which is being led by NHS HMR, with extensive involvement from NHS Stockport’s Joint Commissioning Lead. 



4. Conclusion 

As the CCG nears full authorisation and the commissioning support unit comes into being there will inevitably be a period of instability. There is however a commitment across Greater Manchester for all organisations and individuals to work together to ensure quality is maintained and nurtured within the new commissioning system. 



There is a requirement for a formal ‘Quality Handover’ in order to acknowledge the change of responsibility and accountability of the ‘sending and receiving’ organisations. The CCG Chief Clinical Officer, Chief Operating Officer and Governing Body nurse have all been notified of this by NHS Greater Manchester and a formal handover meeting will follow shortly.  

6



image1.png

INHS

Stockport Clinical Commissioning Group







_1421834084.doc


[image: image1.png]NHS

Stockport Clinical Commissioning Group






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 deferred to March



		050912

		Complaints Annual Report


To bring a six-monthly update

		133/12

		9 January 2013

		T Ryley


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



		011212

		Contract and Performance

To bring a revised position regarding readmissions at University Hospital of South Manchester

		212/12

		13 February 

		M Chidgey



		021212

		Report of the Chair


For Operational Executive and the Quality and Provider Management Committee to comment on the Stockport LINk report regarding local care homes

		215/12

		13 February

		G Mullins/M Chidgey



		031212

		New CCG Policies


To provide clarification regarding familial hyperlipidemia

		218/12

		13 February

		V Owen-Smith



		041212

		Association of Greater Manchester CCGs Governance Arrangements

To amend the NHS Stockport CCG constitution to reflect this

		220/12

		13 March

		T Ryley



		051212

		Board Assurance Framework


To separate quality and safety aspects of commissioning in the 2013/14 review

		221/12

		10 April

		T Ryley


Update: this is to be removed following the decision by the Quality and Provider Management Committee.



		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
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