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NHS Stockport Clinical Commissioning Group Governing Body
Part 1
A G E N D A 
The next meeting of the Stockport Clinical Commissioning Group Governing Body will be held at Houldsworth Mill, Stockport at 10.00 on Wednesday 12 December 2012.
	
	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 14 November 2012

	
[image: image2.emf]DRAFT sCCG 

Governing Body Minutes Part I 14 November 2012 (2).doc


	To receive and approve
	10:10
	J Crombleholme

	4
	Actions Arising


	
[image: image3.emf]Item 4 - Actions 

arising from Governing Body Meeting of 14 November 2012 Part I.doc


[image: image4.emf]Item 4b Melanoma 

update  for Dec gov body (2).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
	For discussion
	10.25
	J Crombleholme

	7
	Quality Report
	
[image: image5.emf]Item 7 Governing 

Body Quality Report Dec 2012 FINAL.docx


	For discussion
	10.35
	M Chidgey

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

Commissioning Report (MC) v2.docx



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

Risk Report.pdf



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

report 2012-13.pdf



 EMBED AcroExch.Document.7  [image: image9.emf]Item 8C2 

Performance report 2012-13.pdf



 EMBED Word.Document.12  [image: image10.emf]Item 8D GM Trauma 

System.docx


	For discussion
	10.55
	M Chidgey

	9
	Finance Report 
	
[image: image11.emf]Item 9-Finance 

Report October 2012.doc



 EMBED Excel.Sheet.8  [image: image12.emf]Item 9b.xls


	For discussion
	11.05
	M Chidgey

	10
	Reports of the Locality Council Committee Chairs


	Verbal
	To receive and note
	11.15
	S Johari

A Johnson

H Proctor

V Mehta

	11
	Report of the Chair
	Verbal
	To receive and note
	11.25
	J Crombleholme

	12
	Report of the Chief Clinical Officer
· -  Including minutes of the Health and Wellbeing Integrated Commissioning Board of 26 September 2012 and the shadow Health and Wellbeing Board of 26 September 2012
· -  summary paper from the Greater Manchester Clinical Strategy Board of 2 October, 30 October and 4 December 2012
	
[image: image13.emf]Item 12a HWBICB - 

26 September 2012.doc



 EMBED Word.Document.8 \s [image: image14.emf]Item 12b Shadow 

HWB Board Minutes - 26 September 2012.doc


[image: image15.emf]Item 12c GMCSB 

summary paper 2 10 2012 (2).doc


[image: image16.emf]Item 12d GM CSB 

summary paper 301012.doc



 EMBED Word.Document.8 \s [image: image17.emf]Item 12e GM CSB 

summary paper 041212.doc


	To receive and note
	11.30
	R Gill

	13
	Report of the Chief Operating Officer
	
[image: image18.emf]Item 13 COO Update 

Dec GB.doc


	To receive and note
	11.40
	G Mullins

	14
	New CCG Policies and NICE Guidance Update

	
[image: image19.emf]Item 14 Dec 2012 

Policies Awaiting Final Approval.doc



 EMBED AcroExch.Document.7  [image: image20.emf]Item 14b.pdf


	For note
	11.50
	V Owen-Smith

	15
	Greater Manchester and Cheshire Vision for Cancer 
	
[image: image21.emf]Item 15a Cancer 

Vision cover sheet.doc



 EMBED AcroExch.Document.7  [image: image22.emf]Item 15b 2012 10 17 

A Greater Manchester  Cheshire Vision for Cancer- FINAL-HTP-028.pdf


	
	12.00
	A Johnson

	16
	Association of Greater Manchester CCGs Governance Arrangements
	
[image: image23.emf]Item 16 a GM 

Constitution GB Dec (2).doc



 EMBED Word.Document.12  [image: image24.emf]Item 16b GM CCG 

Constitution Ver 8 -RP (2).docx


	For approval
	12.10
	R Gill

	17
	NHS Stockport CCG and NHS Greater Manchester Board Assurance Frameworks
	
[image: image25.emf]Item 17a Board 

Assurance Framework December 2012.docx



 EMBED Word.Document.8 \s [image: image26.emf]Item 17b NHS SCCG 

submission to NHS GM BAF December 2012.doc


	To review and approve
	12.20
	T Ryley

	18
	Any other business as raised in agenda item 5
	Verbal
	
	12.25
	J Crombleholme

	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 9 January 2013 at 10:00 at Regent House, Stockport.

Potential agenda items should be notified to sto-pct.SCCP@nhs.net by Friday 14 December 2012.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Update on malignant melanoma trends

1
Background


The JSNA spine chart (presented to the Governing Body in Septermber)  indicates that Stockport is an outlier for incidence of malignant melaoma (significantly more cases than would be expected)


2
Review of trends 2001-2010

Table 1: Number of new cases of malignant melanoma by year of diagnosis, and number of deaths by year of death
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This table shows that incidence (number of new cases in our population/ year) rose from 2004. 
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Further information reveals that although incidence rates in Stockport appear higher in all reporting periods than those for England, these differences have only been statistically significant since 2004-2006 (for incidence in male and female combined). Stockport has a higher incidence than the NorthWest for the period 2003-2008

For 2002-2008 (5 reporting periods), incidence rates for women were significantly higher than the NW and England & Wales but for males, the only significant difference was in 2005-7.

There is no significant difference in incidence or mortality between males and females in Stockport


There are no significant differences in mortality rates between Stockport and the NW or England


Table 2 shows that the number of deaths is higher in affluent areas and table 3 shows the distribution by age.

Table 2: Mortality from malignant melanoma of the skin all ages within Stockport PCT by IMD 2007 taken from Public Health Mortality File

		

		Persons

		Male

		Female



		Most Deprived

		9

		7

		2



		2nd Most Deprived

		17

		6

		11



		Mid Deprived

		29

		12

		17



		2nd Least Deprived

		31

		18

		13



		Least Deprived

		39

		18

		21





Table 3: Number of new cases and deaths by age group
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The following are taken from the SW public health observatory (http://www.swpho.nhs.uk/skincancerhub/resource/view.aspx?QN=SCPR_DEFAULT)

		Indicator

		Value

		Number

		England average



		Malignant Melanoma (DSR 2007/9)

		 

		 

		 



		Incidence all age1

		19.2

		195

		16



		Incidence under 752

		17.56

		155

		14.3



		Mortality - All age3

		2.6

		32

		2.6



		Mortality - Under 754

		2

		19

		2



		Contributory Factors

		 

		 

		 



		IMD Average Score

		18.1

		

		21.6



		Ethnicity (% 2009 classed as white)

		93

		 

		87



		Population age - 2009 (Estimate > 75)

		8.5

		24,200

		7.8



		Sunshine Hours (yearly av 1961-90)

		1,388

		 

		1,420



		Sunbed outlet density (Total/100000)

		17.1

		

		8.9



		Sunbed outlet density (per 15-34 years)

		73.6

		 

		37.5



		General Health (2007-9)

		 

		 

		 



		Male life expectancy at birth

		78.1

		

		78.3



		Female life expectancy at birth

		82.6

		 

		82.3



		Early deaths from cancer (DSR/100000)

		114

		

		112.1



		Early deaths from circulatory diseases

		75.2

		 

		70.5






[image: image3]

3
Recommendations

· That we ensure that recommendations from the skin cancer sub group of the GM cancer network are disseminated routinely

· That we work with local Authority colleagues to ensure that the dangers of unhealthy sun exposure and of sunbed use are widely promoted

· That we monitor mortality trends actively over the next 3 years


· That a public health trainee work with the cancer registry to try and determine the reasons for the increased incidence, whether this is genuine or related to better access/ diagnostics and to analyse stage at presentation.
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Meeting Date: 12 December 2012						Agenda item 7

Quality Report



		Summary















		This is the monthly quality report to the CCG. 



1. Key messages report following the Quality & Provider Management Committee (Q&PM) meeting November 2012



2. Stockport Community Contract meeting



3. Early Warning System preliminary discussions



4. MidwiferySafeguarding concerns



5. CQUIN 2013/14 priority setting workshop



		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 Ash Patel



		Presenter / Author: 



		Mark Chidgey



		Committees / Groups Consulted:



		Quality & Provider Management Committee 





Compliance checklist:

		Documentation 

		

		Statutory and Local Policy Requirement 

		



		

All sections above completed 



		

		Change in Financial Spend: Finance Section below completed 

		To follow



		

Page numbers



		

		Service changes: Public consultation completed and reported in document

		



		

Paragraph numbers in place



		

		Service changes: Approved Equality Impact Assessment included as Appendix

		



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



		

		Patient level data impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		

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

		



		



		

		Any form of change: Risk Assessment completed and included 

		



		

		

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

		







1. Summary

Contract monitoring meetings with Providers, service specific steering groups, smaller specifically arranged meetings with key personnel and formal letters are all options we use to monitor and address quality issues, however there remains an element of silo-working in this respect and further coordination of effort is required. Meeting structures with Stockport NHS Foundation Trust are currently being reviewed to help meet this objective and to ensure more comprehensive assurance. 



2. Key messages from the Quality & Provider Management Committee

An advert has been placed on the CCG website to recruit a Nurse / AHP member of the Q&PM Committee. Once recruited this will mean that membership of the Committee is complete. 



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

· Discussion around the design of an ‘Early Warning System’

· Stroke performance at Stockport NHS Foundation Trust 

· Summary and discussion of the Stockport NHS Foundation Trust’s Quality Report to the Board and action plans

· Quarter 2 performance against CQUIN targets

· Review of Serious Incidents 

· Serious safeguarding concerns within maternity services at Stockport FT 

· Summary of Pennine Care’s November Quality Meeting 

· CQC concerns raised about two Nursing Homes within Stockport

· CQUIN 2013/14 workshop – priorities and next steps 



Early Warning System

The development of a true Early Warning System was highlighted as priority at the CCG’s Authorisation day. A small working group has been identified following the Q&PM Committee meeting to discuss what an EWS might look like and how it might be introduced. Linkage to a potential CQUIN goal for 2013/14 with Stockport FT will be considered. 



CQUIN 2013/14 proposed priorities

As a result of the recent workshop, the six themes deemed to be of the highest priority which NHS Stockport would like to proceed to more detailed CQUIN indicators n 2013/14 are: 

· Patient / carer empowerment 

· Long term conditions 

· Early warning system 

· Staff development / strong clinical leadership 

· Health inequalities

· “Pathways pushing to primary care”(interfaces between primary and secondary e.g discharge, referral thresholds and prescribing).



A letter has been sent to Stockport FT communicating this proposal and asking whether they agree with the broad themes and offering to engage in the design and further prioritisation of specific indicators. 



3. Stockport NHS Foundation Trust  (Acute)



Stroke

Although the FT has made improvements in a number of areas, there remains a performance gap between Stepping Hill, the other two hyper acute units in Greater Manchester; Fairfield General and Salford Royal, and the expected specification. NHS Stockport are seeking further assurances from the Trust that they can achieve core targets and significantly expand the stroke specification in advance ofany decisions about further centralisation of the stroke service.



Weekend mortality

A CQUIN was agreed with regard to the above. As part of this the SFT Medical Director presented at a meeting the action plan for improvement. There is a known correlation with the level of Senior Clinicians on duty during weekends. NHS Stockport has met with Stockport FT to discuss this andhas communicatedour expectations and priorities as commissioners. 



Midwifery Supervision at Stockport NHS Foundation Trust 

Following a request from NHS North of England, Stockport FT have reported their compliance with the necessary NMC and Local Supervisory Authority guidance for upholding of safety and quality of midwifery care for women and babies. 

Stockport FT is currently compliant with the 15:1 ratio of supervisors. Two midwives have recently completed Supervisor of Midwives training and once appointed by the LSA Midwifery Officer this will lower the ratio further.

Supervisors of Midwives (SOMs) are allocated a day per month to carry out their duties. If there is high clinical demand this is expected to take priority with the supervision day taking place at a later date. However in the main time is allocated for the SOMs to carry out their duties. There is a SOM available 24/7 for all staff regardless of their employment status or their role within the midwifery service.

The main aims of the midwifery supervision are:

· Fulfils statutory requirements

· Monitors standards of midwifery practice

· Facilitates  the sharing of good practice

· Offers leadership & support to all midwives including safeguarding issues

· Contributes to risk management & clinical governance

· Supports women accessing care choices

In all clinical areas there are information boards with information about SOMs. This is intended bother for parents to be as well as clinical staff. A recent LSA audit showed that the majority of parents to be were aware of the role of the SOMs and how to contact them should they need support/advice at any stage in their pregnancy or post-natally.






Maternity Services Safeguarding Concerns

An issue has been identified within maternity at SFT where women with identified vulnerabilities have failed to be appropriately recognised and managed through safeguarding procedures. This has been recognised by the FT, was added to their corporate risk register and referenced within the November report to SFT board. There is an action plan in place, however further assurances are needed and close monitoring will be in place through the safeguarding lead. Further updates to the committee will be provided. 

Serious incidents 

There were two serious incidents reported in November, relating to care received in anAcute setting. 



One has attracted adverse media coverage and public concern and relates to a 20 year old male patient who attended ED at Stepping Hill on 11-10-12 and was deemed fit for discharge. The patient then re-attended less than 24 hours later in cardiac arrest and died. The patient was also previously taken to and discharged from Leighton Hospital in Crewe and Wythenshawe Hospital in September.  The investigation is ongoing. 



The second incident involved a failure to act upon test results and the patient later died. An RCA investigation is also under way. 



4. Stockport NHS Foundation Trust (Community) 



Contractual arrangements 2013/14

It is likely that the community contract with Stockport NHS Foundation Trust will remain separate from the contract for Acute services in 2013/14. Reporting systems, which have gone some way towards integration, will need to be reviewed in light of this. 



Community Contract meeting

The community contract meeting has a number of standing items relating to quality. Part of the remit of the group is to review quarterly reports relating to incidents, infection prevention, patient experience, safeguarding, complaints, audit and NICE guidance. Any areas causing concern will be escalated to the Q&PM Committee and then to the Governing Body where appropriate. Reports for complaints, safeguarding adults and NICE guidance were not sent for review and will be requested retrospectively. 



In terms of pressure ulcers (previously identified by the Governing Body as a concern), there has been a significant reduction in the overall number of pressure ulcer incidents -103 in quarter 1  to  78 in quarter 2. This reduction can be accounted for by the greatly reduced number of category 2 pressure ulcers(Quarter 1 = 80, Quarter 2 =55).



Serious Incidents 

NHS Stockport has received notification of four new serious incidents all of which relate to grade 3/4 pressure ulcers acquired whilst on the District Nursing case load. The Trust has confirmed that they are investigating the incidents. 







5. Pennine Care 

No major quality concerns were highlighted at the November Quality Group meeting between Commissioner and Trust representatives. The next Quality Group is on 7 December. 



We have however received notification of one serious incident relating to a Stockport patient. Patient 1 (female aged 41 yrs) has been charged with the murder of her partner (patient 2) following his death as a result of stab wounds. The alleged perpetrator has appeared in court but there are no further details of the outcome as yet. 



In addition to the police investigation, the incident will be investigated in line with Pennine Care’s Serious Incident policy and will be performance managed by the SHA, NHS HMR and NHS Stockport as the relevant associate commissioners. 



6. BMI The Alexandra

The Quality Assurance Officer is due to meet representatives from the provider to discuss areas where the organisation is not achieving against key performance and quality indicators. Further clarity is needed regarding participation in patient surveys as well as staff receiving mandatory training. 



7. Conclusion 

[bookmark: _GoBack]Consideration of the organisational risks associated with quality has been identified as key to the remit of the Q&PM. Of particular importance is the establishment of a quality impact assessment process for the organisation’s QIPP plans. 
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NHS Stockport - Contract Risk Report - Oct 2012

FINANCIAL PERFORMANCE RISK ASSESSMENT NORTH OF ENGLAND PROVIDER OVERVIEW (issued in November 12) |
(Under) / Over = Forecast Annual Mixed Sex VTE 6 Week
Mu"iple Performance (Under) / Over Perfor_m_ance . . RTT Admitted 62 Day Cancer C-Diff (Sep-12  A&E 4 hour wait (Jul  Di; lic Wait
Provider  Annual Budget M7 Performance & Clinical Financial
NHS Providers Agreement £000 £000 £000 Risk Legal Risk Risk U R ) e EDE ) iy
Acute and Specialist
Stockport NHS Foundation Trust £143,457 -£248 £0 <@ @ A ) ) ) @ @ @ @
Central Manchester University Hospitals FT £27,233 £666 £631 @ @ @ @ @ @ @) @ @ @
University Hospitals of South Manchester FT £25,343 £457 £783 P @ @ @) @) @) @) @) @ @
The Christie FT £15,980 -£323 -£463 @ @ A @ @ @ @ @ @
Cardiac & Stroke Services 4 £9,728 £0 £0 @ @ <
Salford Royal NHS Foundation Trust £7,059 £235 £258 @ @ A @ @ @ @ @ @ @
East Cheshire NHS Trust £2,744 £59 £102 @ @ A @ @ @ @ @ @ @
Pennine Acute NHS Trust £1,958 £77 -£131 @ @ A @ @ @ @ @ @ @
Non-Contract Activity v £2,948 -£409 -£1,126 A @ A
BMI - Alexandra Hospital £4,445 £626 £1,073 A @ @
Tameside Acute Foundation Trust £1,277 £10 £16 & @ @ @) @ @ Q €] @
Spire Hospitals £0 £105 £180 A @ @
Alder Hey Children's Trust £795 £0 £0 @ @ @ @ @ @ @ @
NWSCT NCAs v £1,164 £0 £0 @ @ @
Trafford Healthcare NHS Trust £383 £28 £48 A @ @
Southport & Ormskirk NHST £204 £0 £0 <@ @ @ ) (€) () () () () (C)
Wrightington Wigan and Leigh NHS Trust £485 -£54 -£93 @ @ A @ @ @ @ @ @ @)
Walton Centre for Neurology and Neurosurgery NHST £143 £0 £0 @ @ @ @ (] (] @ @
South Manchester Private Clinic £298 £0 £0 @ @ 2
Weight Management £100 £17 £30 (] @ A
Liverpool Womens NHS Foundation FT £45 £0 £0 (] @ (] @ @ @ @ @ @ @
Downs Screening £66 £0 £0 (] @ @
Sheffield Teaching Hospital NHS Foundation Trust £196 £0 £0 @ @ @
David Ormerod Hearing Centres £19 -£4 -£7 (] @ @
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 £0 £0 ] A
£248,582 £1,089 £1,301
Mental Health and Learning Disabilities
Pennine Care NHS Foundation Trust £23,847 £0 £0 Ay @ @
Stockport Learning Disability Partnership £1,475 £416 -£713 (0] @] (0]
Secure Services £5,366 £140 £240 Ay @ @
Calderstones NHS Trust £813 £0 £0 ] @ ]
Cheshire & Wirral Partnership NHST £274 £0 £0 (0] @] (0]
Manchester Mental Health & Social Care Trust £282 £0 £0 (0] @] ]
Greater Manchester West Mental Health Trust £330 £0 £0 O O Q
IAPT £252 £5 £0 L) @ )
£32,639 -£271 -£473
Primary Care
GP & Dental Tier 2 £43 £0 £0 @ A @
East Cheshire H-Pylori £22 £0 £0 (] @ (]
Charter Medical Gastroscopies £194 £0 £0 @ @ A
Alliance MR Imaging £116 £0 £0 (] A A
IS CATS £1,056 £0 £0 @ @ @
CATS & Tier 2 v £79 £0 £0 (] @ (]
Community Health Stockport £27,336 £0 £0 2 @ (]
Ultrasound Now £334 £47 £81 (] @ A
Central & Eastern Cheshire PCT £124 £0 £0 @ (€] @
Tameside & Glossop PCT £91 £0 £0 @ @ @
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NHS Stockport - Contract Risk Report - Oct 2012

[ FINANCIAL PERFORMANCE | RISK ASSESSMENT | NORTH OF ENGLAND PROVIDER OVERVIEW (issued in November 12) |
(Under) / Over = Forecast Annual (e O TE G
Ili\”::l\:liz:' Annual Budget Perf':)l\rlln;ance (g:rt:z::r:a?l‘:r nglriwi?:':e Financial AU GEpEnET CEiEE  AEOED i & & o Wait
NHS Providers Agreement £000 £000 £000 Risk Legal Risk Risk % (Augia) T (@tzns) ro) (04Hov 12) (Sep12) 12 (ugi2)

NHS Manchester £67 £0 £0 O O O

£29,462 £47 £81
Patient Transport
North West Ambulance Trust £7,760 £0 £0 & Q@ N

£7,760 £0 £0
Other
Continuing Care £15,284 £145 £382 YAN &
Other Non NHS £4,630 £59 £9 A A A
NHS Funded nursing care £1,821 £10 £17 A @] (0]
Reablement £5,662 £0 £0 (0] A (0]
Individualised Packages of Care £2,821 -£292 -£500 A <& A
NWSCT Management Costs £116 £0 £0 (0] @] (0]
Spec. Commissioning Admin £213 £0 £0 €] O €]

£30,548 -£78 -£03
Voluntary Sector
Eating Disorders £75 £0 £0 @ @ @
S'port Joint Care £62 £0 £0 (] [ @
Signpost £60 £0 £0 @ [ @
MIND £60 £0 £0 (] @ (]
Call Carers £50 £0 £0 (] @ @
Age concern £40 £0 £0 (@] @ (@]
Other Voluntary Organisations £9 £0 £0 @ @ @
Home-Start Stockport £32 £0 £0 (@] P> €]
Ageing Well £19 £0 £0 @ [ @
The Stroke Association £16 £0 £0 (@] @ €]
Beacon Counselling £10 £0 £0 (@] @ €]
Rainbow Family Trust £4 £0 £0 Q@ (<3 Q@

£435 £0 £0
Hospice and Palliative Care
St ann's hospice £486 £0 £0 A A (0]
Beechwood Cancer Care Centre £258 £0 £0 €] A €]
£745 £0 £0
Total Commissioned £350,171 £787 £816
12% 28% 9%
71% 60% 68%
Best Case Forecast Worst Case
-£1,184 £816 £3,266
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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 £511
included in contract.
Total £7,050 £4,600
Contract Risk Report Section B
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Effective Laboratory
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Leadership Levers Improvement Plan
*CQUIN - £627,000(per *Assure for A&E / MAU
Dr Ash Patel annum). that Staffing = Demand
Mark Chidgey «Contract Penalty —
£43,000 (per quarter) .Cbhalnge of Consultant
*Reform Fund (£?) 10D pians.
Providers *Performance Notices *Review “New Model”
sImprovement Meetings. _
SFT *Process Mapping «24/7 Hospital — SAU /
GAU.
*DH Improvement Team || .;plement Ambulatory
*Monitor Briefing Care Pathways.
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Leadership Levers Improvement Plan
*Direct to CT.
Dr Ash Patel *Contract Penalty -

Andrea Dayson

Providers

SFT
UHSM
CMFT
SRFT

£200/month
*Performance Notices

«Improvement Meetings.

*Process Mapping

*DH Improvement Team
*Monitor Briefing

*Process for admission to
stroke beds< 4 hours

*Bed Clearance policy for
stroke beds.

*Patient flow and bed
capacity

*RCA Breach Analysis
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Leadership Levers Improvement Plan
*Review & redefine
Dr Andy Johnson *Contract Penalty - Urgent 2ww processes.
Elaine Whittaker £62,000/quarter
*Performance Notices *Review Colorectal
«Improvement Meetings. Pathway
Providers *Process Mapping
*Review Upper Gl
SFT *DH Improvement Team Pathway
UHSM *Monitor Briefing
CMFT *GP referral processes.
The Christie

*RCA Breach Analysis
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RTT Data October 2012 required:- 90% 95% 92%
.................... Total Pathways atMonth End " % Pathways under 18 weeks "
Admitted Non-admitted Incomplete Admitted Non-admitted Incomplete
Pathways Pathways Pathways Pathways Pathways Pathways
[scca | 1893 : 7694 19537 | 92.9% 96.6% 94.3% I
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General Surgery

r-\ll Others

100.0%
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Board Report - Key Performance Indicators

Board Date: December 2012
Monitoring Date: September 2012

Performance Ratings - Forecast Outturn

Indicators reported as "Red"

Ref

Description

Report Status

Category

SHA Headline
Measures

PHQ23

A&E - Total Time in the A&E Department

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

Turnaround

Other
Operating
Framework

15

13

SQU06_02

TIA

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

and treated within 24
hours

Turnaround

Previous
Standards
Maintained

PHQ13

Mental Health - Improved access to psychological services

The proportion of
people who complete
treatment who are
moving to recovery.

Performance

Performance Ratings - In Month

PHQ26

MSA breaches

Number of mixed-sex
accommodation
breaches.

Performance

PHQ31

Coverage of NHS Health Checks

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

NHS Health Check
(sQu27)

Performance

PHQ31

Coverage of NHS Health Checks

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

Health Check.

Performance

CCG

Choice - Use of Choose and Book

Percentage of GP
referrals to first

outpatient services

booked using Choose

SHA Headline
Measures

PHQ17 3a

Emergency admissions for acute conditions not usually
requiring hospital admisson

Performance

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

Activity & Reform

Section C

PHS09

First outpatient attendances following GP referral

infections
First outpatient
attendances
(consultant-led)
following GP referral in
G&A specialties

Activity & Reform

PHS10

First outpatient attendances

FIFSToutpatient

(consultant-led) in G&A

ivity & Reform

PHS12

Number of A&E attendances

Number of

at Type 1 A&E
departments

Activity & Reform

PHS14

Di ic Activity — Er py based tests

Number of diagnostic
endoscopy
test/procedures

Activity & Reform

VSC26

Alcohol related harm

Rate of Emergency
Hospital Admissions
for alcohol related
harm (in 40% most
deprived population)

PHS06

Non elective FFCEs

Activity & Reform

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

Activity & Reform

PHS07

GP Written Referrals to Hospital

Page 1 of 4

Written referrals from
GPs for a first
outpatient appointment
in G&A specialties

Activity & Reform

May 12





NHS Sto portCIlnlcaCmmlssmnlngG up

No.

Vionitoring erformance
Board Report - Key Performance Indicators
Board Date: December 2012
Monitoring Date: September 2012 RAG Status
Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan | Feb Mar YTDéI:;;nhly Current [FOT Comments
NHS Operating Framework Preventing people from dying prematurely -
Ambulance - Category |% Category A incidents, which resulted in an A
A 8 Minute Response |emergency response arriving within 8 minutes. SHA Actual | 75% |@ 76.7% |@ 75.4% |@ 79.6% |@ 78.7% |@ 78.6% |@ 75.6% |¥ 74.6% @ 77.0% O AN GMAS Data
Ambulance - Category |% Category A incidents, which resulted in a N
A 19 Minute Time vehicle arriving within 19 minutes of the request CCG  |Actual | 95% |[& 94.6% |& 93.8% |@ 95.7% |@ 95.6% |@ 96.3% |& 94.5% |& 93.8% P 94.9% Q AN GMAS Data
% 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% @ 831% @ |@
suspected cancer
. |% patients receiving first definitive treatment for
e vty |cancer witin 62-days of refertalfom an NS [COG [Actual| 90% | @ 100.0% @ 100.0% | & 83.3% |@ 100.0% | 75.0% |® 100.0% ® 5% | @ |@
Cancer Screening Service
% patients receiving first definitive treatment for
cancer within 62-days of a consultant decisionto |CCG |Acual | 85% |@ 100.0% |@ 100.0% |@ 88.9% |@ 100.0% |® 66.7% |& 40.0% @ 863% @ |@
upgrade their priority status
% patients receiving first definitive treatment
o S ot e CCG  |Actual | 96% |@ 98.3% |@ 100.0% |@ 99.1% |@ 100.0% |@ 99.2% |@ 99.0% @ 93% @ |@
% patients receiving subsequent treatment for
camer within 31 days where troatment i surgery [CCG  [Aetial | 94% |@ 93.3% (@ 100.0% (@ 100.0% |@ 100.0% |@ 95.0% |@ 100.0% @ %82% | |D
Cancer waits - 31 % patients receiving subsequent treatment for
days cancer within 31-days where that treatmentisan [CCG  |Actual | 98% |@ 100.0% |@ 100.0% |@ 100.0% @ 100.0% |& 96.4% |@ 100.0% ® 9293% |@ |O
Anti-Cancer Drug Regime
% patients receiving subsequent treatment for
cancer within 31-days where that treatmentisa  |CCG  |Actual | 94% |@ 100.0% |@ 100.0% |@ 100.0% @ 100.0% |@ 100.0% |@ 100.0% @1000% @D |D
Radiotherapy Treatment Course
NHS Operating Framework Enhancing quality of life for people with long term conditions
:\/Ifnlal I;Igaltlh - Early Nurlrlpetr of nel\{v calses of psychosis served by ccG Plan 46 1 3 5 3 3 4 4 4 4 5 5 5 | . O O
ntervention in early intervention teams
Psychosis Actual o 0 @ 3 ® 9 @ 4 @ 3 @ 3 ® 6 -
- Crisis .
g:z;i:t’ilia:-tlr;me Number of Home Treatment Episodes oca Plan 562 47 47 47 47 47 47 47 47 47 47 | 47 47 o 44 0 s
Treatment Actual ® 37 & 39 (& 43 @ 66 (@ 4 [ 3B (O 4 =
Mental Health - Care  |Percentage of patients on Care Programme
Programme Approach |Approach discharged from inpatient care CCG  |Actual | 95% |@ 100.0% |@ 91.7% |@ 100.0% & 90.9% |@ 100.0% |@ 100.0% (@ 100.0% @ 975% (@ |@
(CPA) followed up within 7 days
Percentage of people who have depression Plan | 7.9% 1.6% 1.8% 21% 2.4% N
and/or anxiety disorders who receive CCG @ 1.85% O '\
:\/Ienlal I-;ealth 3 ) psychological therapies (SQU16) Actual @ 1.7% @ 2.0% -
mproved access to
sychological services ; Plan | 45.2% 44.9% 45.1% 45.3% 45.4%
psy g vTv:Z ;;rr(;p;rél‘z: o:op:esc;;lsewho complete treatment ccG & 36.0% 0 0
9 v Actual P 346% & 37.4%
. Survey results for
People with Long Survey results for July11-March12 GpP do not all
Term Conditions % of people with a long-term condition who are Plan All English PCTs 69.6% September_1 2—Mgrch13 Al comspl;rx:g: oser:ot;e?;an
feeling independent  [supported by health and social care servicesto  |{CCG sfwng:;—srr;;”gsfor /N 70.2% ./\ _,.-’\\ is therefor E&W Average
and in control of their |manage their condition (SQU28) Actual Survey results for July11-March12| | 70.29 September! 2-March13 — — score. Results published
condition Stockport PCT — e pStock ort PCT twice per year.
Emergency Spells Pan | 2181 | 182 182 182 182 182 182 182 |182| 182 | 182|182 | 182
chronic ambulatory  (Emergency admissions for chronic ambulatory |~ an ® 179 a
z:;z;s)r:]ssn:\;uns) care sensitive conditions in people aged over 18 Actual & 208 |[© 216 |®@ 170 |® 180 |® 164 |@® 136 L
rl.]anIgnr)ed_ Rate of emergency admissions episodes in Plan 318 27 27 27 27 27 27 27 27 27 27 | 27 27
ospitalisation for | f h X i cecG @ 2 A\
asthma, diabetes and people under 19 for _ast ma, diabetes or epilepsy @ 5 AN
epilepsy in under 195 |P®" 100,000 population Actual P 29 @ 25 @ 23 | @ 24 |® 14 |© 35
NHS Operating Framework Helping people to recover from episodes of ill health or following injury
OOy scute|R@E Of emergency admissions of persons with  |cCG |Plan | 3658 | 305 305 305 305 305 305 305 |305| 305 |305|305]| 305
conditions not usuall acute conditions (ear/nose/throat infections, & 347 0 0
requiring hospital Y kidney/urinary tract infections, heart failure)
ad?'nissgn P usually managed in primary care Actual o 360 (& 364 |[& 345 & 355 (& 394 @ 264
NHS Operating Framework Ensuring that people have a positive experience of care
M for SFT; Actual
patom oporenc of 1T Experieneof ol cae a0 pore 0007 ! SN N PN N

Section C
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No. |Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan | Feb Mar wnéﬂ:;“my Current |FOT Comments
- Sy Pt TS T TSSPUTSSS O TS Care oAy oo 7 — oSt O peT oA
hospital care Commission Inpatient Survey (For SFT) Actual A 735 I ??;/;‘geﬁ?;" for National
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% @ 93.1% O O
the period on an adjusted basis
Percentage of non-admitted pathways within 18
Referral fo Treatment || &\ <'for non-admitted patients whose clocks ~ |SHA  |Actual | 95.0% |@ 97.4% |@ 97.0% |@ 97.5% @ 97.1% |@ 97.0% |@ 96.3% |@ 96.6% @ 97.0%
Pathways
stopped during the period
Percentage of incomplete pathways within 18
weeks for patients on incomplete pathways at the [SHA  |Actual | 92.0% (@ 94.8% |@ 94.9% |@ 95.0% |@ 94.4% |@ 94.5% |@ 94.8% |@ 95.6% @ 94.9% O O
end of the period
. . . Percentage of patients waiting 6 weeks or more
Diagnostic Waits  |¢ >89 & PO 9 SHA  |Actial | 1.0% |@0.76% |@0.12% |@0.50% |@0.32% |@0.34% |@0.22% |@0.38% @ o038% @ |@
A&E - Total Time in  |Percentage of patients who spent 4 hours or less
the ASE Department _|in AGE SHA Actual | 95% |& 94.1% |® 94.3% |& 92.4% |@ 952% |¥ 89.2% |@ 96.9% |& 91.1% & 93.3% Q Q SFT
Percentage of patients seen within two weeks of
an oraont G rofemal for suspactod santer CCG  |Actal| 93% |@ 96.4% @ 97.3% |@ 96.4% |@ 96.2% |@ 97.5% |@ 94.0% ® 9%3% @ |@
Cancer 2 Week Waits [Percentage of patients seen within two weeks of
an urgent referral for breast symptoms where ~ |CCG  |Actual | 93% |@ 90.6% |@ 98.3% |& 92.4% |@ 97.3% |@ 98.2% |& 92.1% @ 8% | |D
cancer is not initially suspected
MSA breaches Number of mixed-sex accommodation breaches. [SHA  |Actual 0o | 1 @ o @ o @ 0 @ o @ 0 & 02 O Q SCCG
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 s
HCAI - MRSA aureus (MRSA) bacteraemia cca Actual @ 1 @ o @ o @ o0 ® 1 ® 2 & o067 0 £
Number of Clostridium difficile infections (CDIs), Plan 128 12 12 12 12 10 10 10 10 10 10 | 10 10 N
- CDI . 11. FA
HCAI - CD for patients aged 2 or more SHA Actual @ 10 @ 7 @] 9 <o 18 o 16 @ 9 @ 5 Q [ 3
. Percentage of adult inpatients who have had a A
VTE Risk assessment |\ e i = Cc o csment on admission to hospital SHA Actual | 90% |@ 95% |@ 94% |@ 94% |@ 95% |@ 94% |@ 94% @ 94% O VAN SFT
NHS Operating Framework Public Health
Number of 4-week smoking quitters that have Plan 1911 385 431 662 Quarterly data estimated
9 433 -
Smoking Quitters attended NHS Stop Smoking Services CCG @ 461 O AN on actual modelled as per
Actual @ 461 — earlier years.
% of people eligible for the programme who have Plan | 20.2% 5.06% 5.06% 51% 51%
been offered an NHS Health Check CCG O 4.47% Q Q
Coverage of NHS (sQu27) Actual ©4.38% & 4.55%
Health Checks Pl 13.9% 3.43% 3.44% 3.5% 3.51%
% of people eligible for the programme who have an 9% K o . o 0% K o o
received a NHS Health Check. cce o & 3.26% S 3.15% @ 3.20% Q Q
. Non-elective FFCEs in general & acute (G&A) Plan 35765 2924 2948 2891 3036 2762 2859 3056 3018 | 3112 | 3047|2809 | 3303
N | FFCE: NS
on elective FFCES | oo cialies COG  aoua & 296|0 3327[0 29810 3334[0  3128|0 2979 ® e @ |©
GP Written Referrals |Written referrals from GPs for a first outpatient CCG Plan 65203 5487 5382 5764 5781 5068 5657 5439 5287 | 4643 | 5142|5390 | 6163 ® 0 0
to Hospital appointment in G&A specialties Actual QP 5528 |® 6,417 |® 5522 | 6320 |9 5636 |9 5650 5,846
f?rtsr;ec:urtepfaetrirear:? fora  |ooterrals other than from a GP for a first . Plan 45094 3743 3688 3969 3885 3415 3793 3883 3558 | 3529 | 3767|3583 | 4281 ® O O
appointment outpatient appointment in G&A specialties Actual @ 3152|@ 3510|@ 2912|@ 3521 |@ 3249|@ 3,060 3,234
First outpatient ! ; g Plan 55203 4409 4342 4960 4943 4238 4953 4853 4715 | 4249 | 4224|4371 | 4946
ctemances plowng (75 2AFerL e creseried o o ws @ |
GP referral 9 P Actual @ 4344 |9  5279|@ 4481 (@ 5175|9 4993 |@ 4797
First outpatient First outpatient attendances (consultant-led) in cCcG Plan 89620 7331 7112 8014 8009 6901 7999 7740 7602 | 6864 | 6998 | 7087 | 7963 @ 0 0
attendances G&A specialties Actual O 7065[0 85990 7212[0 8360[® 8171|@ 7,802 7.868
. Number of G&A elective admissions Finished First Plan 41900 3444 3280 3540 3780 3185 3594 3695 3645 | 3199 | 3241|3380 | 3917 |~ N
Elective FFCES | Gonsultant Episodes (FFCES) CCG  [Aoua © 3255 [& 3835 |@ 259 @ 3664 [& 3458 |® 3319 ® v @ A
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 & 8076 0 0
attendances departments Actual O 7691 [& 8460 [& 7933 [& 8481 | 8012 [O 8017
Diagnostic Activity — Plan 9950 789 794 832 907 813 874 887 865 740 771 | 798 | 880
Endoscopy based Number of diagnostic endoscopy test/procedures |CCG o 928 Q Q
tests Actual @ 935 @ 1021 @ 793 (& 90 & 893 (& 879 |[& 1013
i ic Activity — . .
zgr?-ré?c}fscg pl\;l y :\lu:;lber ofd diagnostic non-endoscopy oG Plan 89395 6467 7024 7245 7552 6770 7453 7825 7814 | 7388 | 7474|7623 | 8760 ® 7283 0 N
based tests estprocedures Actual & 6547 (@ 7741 |@ 6566 | 7589 |[@ 7317 |@ 7287 | 7937 —
Numbers waiting on an  |Number of incomplete Referral to Treatment (RTT) s
Incomplete RTT pathway|pathways at the end of the period CCG Actual | 17854 |@ 17726 | 18245 | 18943 |& 19408 |& 19914 | 19826 & 19010 0 AN
- . Plan 52.2 52.7 53.1 53.6 54.0 54.5 54.9 554 | 558 |56.3|56.7| 57.3 A
Health Visitor Numbers |Number of health visitors (FTE) CCG Actual D 516 | 516 | 56 & 56 | 516 | 56 o 52 VAN O
NHS Oy Fi k REFORM
Commissioning Percentage of general practice lists reviewed and Plan N N
coa development (PHF06) |'cleaned' CccaG Actual AN AN
___|Ghoice - Bookings to | Percentage of bookings made through Choose and . Plan 80% 81% 82% 83% 84% 85% 86% 87%| 88% [89%|90%| 90% | N N
Section C Page 3 of 4 06/12/2012





No. |Indicator Detailed Descriptor Type 12-13 Plan Apr May Jun Jul Aug Sep Oct Nov Dec Jan | Feb Mar VTDF(&:;'(MV Current |FOT Comments
CCG _|Services wnere Named | BOOK (CAB) 10 Sefvices where there was at least one |GGG 7. B837% |/ % 7
Consultant Available  [named clinician listed on the system Actual QD 76% |[© 80% |@ 84% |@ 85% |@ 87% |@ 89% Y Y
Choice - Use of Choose |Percentage of GP referrals to first outpatient services o, o, o, o, o, o, o, o,
coa  |Shoice - e e e ek (OB CCG  |Actual| 90% |& 56% |& 55% |& 55% (& 53% |& 58% |& 52% @ 5% | |
o Percentage of GP referrals to first outpatient services!
CCG ﬁzgg}eendtejsfsoefcrof g:);hzirsusing Choose and Book with non-NHS|CCG Actual | 6.5% |& 6.3% @ 7.0% |@ 71% |& 63% (@ 6.7% |@ 8.8% @ 7.0% O O :g::r;:?fer::j-above
Information to patients in |Percentage of patient population able to access their Plan
CCG General Practice GP medical records electronically and have registered |CCG
(PHF10) to do so. Actual
OTHER INDICATORS (2011/12 Operating F k)
SQU06_| % who have had a stroke who spend at least 90% of
o1 oo indicator their time in hospital on a stroke unit Other  |Actual | 80% |@ 86.2% |@ 91.4% |@ 81.3% |@ 93.0% |@ 83.8% |@ 80.6% @ 86.0% O
SQUo6_ % at high risk of Stroke who experience a TIA and are
o f sk of Stoke who experien Other |nctal | 60% |& 9.1% |® 10.0% (& 10.0% |@ 21.7% |& 14.3% |& 25.0% @ 150% |
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|156| 15.6 @ 13 O Annual target is sum of
01 |Care - Acute patients (aged 18+) Actual & 16 3 19 [ 13 @ 15 Q@ 1 @ 5 month-end figures
% who have seen a midwife/maternity healthcare
SQU12 |Maternity 12 weeks professional, for health/social care assessment of Other |Actual | 90% ¢ 88.9% @ 90.6% < 89.8% O
needs, risks and choices by 12wks Bdays of pregnancy.
SQUO2 [End of Life Care 7 of dealhs that ocaur at home (ine Care Homes) = |y |actual | 36.1% |@ 38.1% (@ 38.3% |@ 39.2% |@ 38.6% |@ 38.8% @ 39.2% |® 39.8% @ 38.9%
rolling 12 months data
i issi Plan 1957 169 159 173 172 157 172 156 174 153 167 | 156 | 150
VSC26 |Alcohol related harm Rate of EmergencycHospnal Ad_mlssu)ns 1or_alcoho| Other O 178 O
related harm (in 40% most deprived population) Actual & 177 |9 199 @ 182 & 190 @ 141
Section C
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1.  Purpose


This paper is to seek views on the establishment of an Association of Greater Manchester Clinical Commissioning Groups and agreement for this CCG to participate in this Association.


2.   Summary


The attached paper describes how the 12 CCGs in Greater Manchester have developed arrangements to enable them to work together on matters of mutual benefit.  There are a number of reasons for this :


· The 12 CCGs have inherited a number of GM wide issues and approaches from the previous 10 PCTs which need to be continued. eg. The lead commissioning arrangements for some specialised services such as stroke and the Christie.


· The need for CCG to collaborate to be, and seen to be, an effective single “voice” for CCGs in their relationship with Providers.

· There is a need for legally robust GM wide governance arrangements for some strategic change programmes. E.g.  Making it Better, Healthy Together.


· There is benefit in adopting as far as possible the same policies and procedures e.g. NICE guidance. 


· There is value in being able to represent the views of the 12 CCGs collectively to other agencies and processes. eg The Local Area Team (LAT) , AGMA.


The paper describes the membership of the Association, representation from each CCG, how a chair and vice-chairs will be identified, the voting regime, how the legality of any decisions will be ensured, the possibility of wider meetings, the definition of Level A and B decisions and the need for support capacity.  Also attached are appendices describing forms to mandate CCG officers for  Level B decisions , for the identification of the chair and vice-chairs and a draft template for association papers.


3.  Constitution


If agreed, the CCG would need to change its Constitution to reflect the existence of the GM Association.  The GM Constitution has been drafted in a way that allows CCGs to do this.  We have collectively commissioned advice on the appropriate wording of that change.  


4.  Recommendation


It is recommended that:


1. Stockport  CCG join the Association of Greater Manchester CCGs in the terms outlined 

2. Our constitution is amended accordingly to facilitate this.

Dr R Gill


Senior Clinical Officer



Gaynor Mullins


Senior Managerial Officer 

Version 1 August 2011
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Greater Manchester Major Trauma Network



Greater Manchester Major Trauma System –

Business Case for the Major Trauma Centre Collaborative financial position 

1. Context 

The reform of trauma care services is a national initiative aimed at reducing death and disability following injury.  The Revised NHS Operating Framework 2010/11 and NHS Operating Framework 2011/12 required all SHAs to have plans for regional trauma networks by March 2011, to implement these in 2011/12 and to ensure that regional trauma networks were operational by April 2012.

The starting point for this work has been the Intercollegiate Group on Trauma Standards report (December 2009) and the East Midlands Trauma Standards.  In the North West, these standards have now been superseded by the NW Trauma standards proposed by the NW Clinical Reference Group and endorsed by the NW Integrated Trauma System Board in October 2011. It is against this specification that the Greater Manchester Major Trauma Centre Collaborative has planned its service. 



2. Background 

The North West performance with respect to major trauma survival is demonstrably poor in comparison to the rest of England. This is particularly evident when a comparative analysis in survival between the North West and London is made.  As recently as 2010 (see chart below), there was a greater than twofold difference in the major trauma survival outcome between the two areas.
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The paradigm shift in Trauma management in the UK was generated by the 2007 NCEPOD report which starkly revealed the often poor standard of care delivered to major trauma patients. The report stated that 60% of patients with an injury severity score (ISS) of greater than or equal to 16 received a standard of care less than good practice. The reasons for this included the following:

· Disorganised pre-hospital care

· Inadequate airway management

· Low frequency (< one per week)

· Inadequate trauma team response

· Lack of seniority in immediate hospital care

· Lack of appreciation of seriousness

· Lack of urgency

· Incorrect decision making



A central theme underlying the deficiencies of care related to the paucity of Consultant involvement in Trauma patient’s management. This manifested itself in poor decision making, often characterized by delays in essential treatment steps particularly with regards to definitive airway care.

A further theme detailed the significantly poorer outcomes for head injury patients who are managed in a centre other than a recognised neurosciences Unit.

This has especial relevance for the North West as over 2000 patients from the 6500 NW 2010 TARN recorded cases were accounted for by head injury or cervical spine fracture. 

Tragically, between the years 2007 and 2010 TARN has recorded 33 head injury deaths in Greater Manchester with a survival probability >50%.

Finally, analysis of the TARN data has clearly demonstrated a correlation between a lack of senior clinical involvement at the outset of the major trauma patient’s hospital journey and delays in necessary CT imaging.

3. Major Trauma Centre Collaborative- building the case for change.

The commentary detailed above underlines an unequivocal need for change. In addition, to gain maximal, early impact on survival, it would appear logical to focus improvements in care on three fundamental principles-

1) Ensuring Consultant staff are involved from the outset in the management of all major trauma patients.

2) Delivering access to CT imaging within challenging time frames - this is particularly important with respect to imaging of the brain following head injury.

3) Mandating care to defined head injury patients occurs within the designated neuroscience centre.

The Greater Manchester Major Trauma Centre Collaborative has been designed to address these essential pillars of modern trauma care. 

The unique geography of our conurbation and the consequent 45 minute journey isochrones  to the Collaborative partners  lends itself to Trauma patients accessing care from the MTCC in a time critical way.

The Trauma system (VSTR) based around Melbourne, Australia is generally recognized as the ‘gold standard’    This is emphasized by  evidence that after  adjusting for age, gender, cause of injury, head injury severity, Glasgow Coma Score, and Injury Severity Score, TARN cases were 3.22 (95% CI: 2.84, 3.65) times more likely to die compared to VSTR cases.

An overarching principle of treatment in this system encompasses the maxim that the right Trauma patient is dispatched to the right Hospital at the right time.

Principles of treatment 

To deliver the patient rapidly and safely to a hospital that can manage the definitive care of their injuries irrespective of where they suffer those injuries. 

The MTCC has wholeheartedly endorsed this direction of travel enshrining bypass protocols for major Trauma across the conurbation as an integral and pivotal component of the collaborative.

This particularly applies to head injury patients (GCS 12 or less) with due cognizance being afforded to the data from TARN with respect to mortality from this condition. 

As such, the critical role of NWAS in ensuring the correct patient disposition must be both recognized and emphasized as must reference be made to the imperative for there to be reliable and robust arrangements for rehabilitation across the conurbation.

4. Major Trauma System - Model

The North West is recognised by the Department of Health as having the most complex major trauma system to develop. The challenge for our North West Major Trauma System and bespoke local networks is to ensure that we realise the opportunity to save lives, reduce avoidable disability and improve patient outcomes and system productivity.

NHS North West Major Trauma Board has co-designed and endorsed plans for the implementation of a North West Major Trauma System comprising five sub- regional major trauma collaborative networks, operating as a single North West system when required.

These include for adults: North Cumbria; Lancashire and South Cumbria; Greater Manchester; Cheshire and Merseyside. There will be a separate North West major trauma system for children. 

The Greater Manchester Major Trauma Network comprises:



· A major trauma centre collaborative which provides the full MTC functionality

· Trauma units acting as inbound staging posts where, if necessary, patients with catastrophic injuries can be stabilised before transfer on to the appropriate major trauma centre. 

· All Greater Manchester DGHs playing a vital role in the rehabilitation and reablement pathway.  



The MTCC function is based on clinical and system collaboration between Central Manchester, Salford Royal and South Manchester Foundation Trusts. As of April 2012, this collaborative provides major trauma centre care in a co-operative system across Greater Manchester inclusive of three Trusts, Stockport, Oldham and Wigan, that have been designated as Trauma Units. 







5. Major Trauma Centre Collaborative



Acknowledging that no one hospital could meet the requirements to be a MTC, early consensus was achieved between SRFT, UHSM, CMFT and NWAS to develop a Major Trauma Centre Collaborative (MTCC) as part of the Greater Manchester Trauma System. A MTCC working group was established, which included Medical Directors from each organisation and a number of operational and planning leads.



The over-arching aim is to design a new system that delivers real improvements for patients yet is pragmatic, reliable and cost efficient.  

The key features of the major trauma system are as follows:



· Patient condition will determine location of clinical assessment and treatment (supported by protocols)

· The principal pathology will determine the hospital site within the MTCC where the patient will be treated.   

· Major trauma patients will bypass the Trauma Units with the provisos the patient can be transported to the MTCC within 45 minutes AND providing there is NOT an immediate need for definitive airway management or an immediate need to deal with exsanguinating haemorrhage 

· Head injury patients across the conurbation with a GCS of 12 or less will be transported directly to SRFT utilising a defined ‘bypass protocol’ thereby securing the necessary neuroscience care.

· Shorten time from injury to definitive treatment

· Clinical discussions will be consultant led to minimise inappropriate ’hand‐offs’ between specialties.

· Optimise rehabilitation input during pathway and achieve best functional outcome

· Deliver family centred care wherever possible.

· Specialist clinical teams will be deployed according to patient need. E.g. a head injury with a lower limb injury would be treated at SRFT and if necessary specialist vascular input would be provided by the vascular team travelling, if the patient’s clinical condition dictated, from UHSM or CMFT to SRFT. 

The joint proposal from UHSM, CMFT & SRFT to develop an MTCC was accepted by NHS North West and the NW Integrated System Board at the end of November 2011. This was followed by an accreditation process which was also managed through this Board. An external peer review was held on the 21st March 2012 to assess compliance against the NW Standards for MTCs. Confirmation was received on the 31st March 2012 that Prof Stephen Singleton, Medical Director of NHS North of England, had accepted the recommendations of the NW Major Trauma review panel that Salford, Central Manchester and South Manchester FTs should each be accredited with effect from 2nd April 2012 as a Major Trauma Centre for Adults, as part of the Greater Manchester Major Trauma Centre Collaborative.

6. Key Deliverable Components



· Bypass of patients to collaborative partners according to agreed protocols and dependent on the primacy of the patient’s injury.

· All Greater Manchester Head Injury patients with GCS 12 or less will bypass to SRFT (unless there is necessity to secure the airway to maintain life) ensuring these patients receive appropriate neuroscience care including imaging in a structured, defined and timely fashion.

· GM Trauma Units will be kite marked to stabilise and then expeditiously transfer the small number of patients presenting with acute airway embarrassment or exsanguinating haemorrhage.

· All trauma patients presenting to ANY Collaborative site will be received by a consultant who has received bespoke training as a Trauma Team Leader.

· Necessary CT Imaging of any Trauma patient at ANY Collaborative site will be conducted expeditiously according to agreed protocols. 

· Clearly defined, Consultant led agreed protocols will prevent clinical ‘handoffs between specialities, remove barriers to care and ensure expeditious treatment.

· Strong governance arrangements within the Collaborative will ensure there is the opportunity for reflection, learning and any consequent changes in practice following peer case review.

The key outcome is to realign GM Trauma mortality such that it is commensurate with the rest of England’s performance.

Egress from MTC

Proposals have been considered for a system of incentivisation (or application of penalties) that facilitate the egress of patients from the MTC partners back to local centres for their ongoing Rehabilitation. At this stage focus has remained on the potential for operational solutions in this regard but it remains an option to consider more contractual based means.

Capacity Beyond 2012/13

Given that the implementation of the Major Trauma pathways are on a phased basis through 2012/13 the adequacy (or otherwise) of the capacity put in place in the GM Collaborative Trusts will not be fully understood until the full pathway is up and running.  There are also obvious implications relating to future designation and re-accreditation in terms of confirming recurrent commitments or, in the case of de-designation of any provider, potential exit costs. 

These discussions are anticipated to be a major part of the ongoing dialogue and engagement with GM and Specialised Commissioners, in particular to take forward the I&E implications on a recurrent basis.

7. Conclusions and recommendations

[bookmark: _GoBack]Colleagues are asked to recognise the decision to establish the MTC Collaborative in Greater Manchester and to acknowledge and approve the release of non-recurrent support, or local “top up” to the MTC partner organisations for 2012/13. Colleagues are also asked to acknowledge and to continue to support the MTC partners and Specialised Commissioning in progressing the recurrent arrangements for managing Major Trauma across Greater Manchester from April 2013.
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The Creation of an Association of Greater Manchester Clinical Commissioning Groups





Background



The 12 Clinical Commissioning Groups in Greater Manchester wish to develop arrangements to enable them to work together on matters of mutual benefit.  There are a number of reasons for this :



· The 12 CCGs have inherited a number of GM wide issues and approaches from the previous 10 PCTs which need to be continued. eg. The lead commissioning arrangements for some specialised services such as stroke and the Christie.


· The need for CCG to collaborate to be, and seen to be, an effective single “voice” for CCGs in their relationship with Providers


· There is a need for legally robust GM wide governance arrangements for some strategic change programmes.eg  Making it Better, Healthy Together which allow and ensure mutual accountability between CCGs when one leads on behalf of all on a particular issue..


· There is benefit in adopting as far as possible the same policies and procedures eg NICE guidance. 


· There is value in being able to represent the views of the 12 CCGs collectively to other agencies and processes. eg The Local Area Team (LAT) , AGMA.



Notwithstanding the benefits of working together each of the 12 CCGs are independent organisations with prime accountability to their (GP Practice) members. Thus any arrangement which describes how the 12 CCGs work together must acknowledge this position. It is a case of clarifying  and documenting how the 12 CCGs can work together on appropriate matters within any legal constraints. There is a tension between the two (legitimate) approaches of ‘starting small and building up incrementally’ and needing ‘an immediate robust governance arrangement to make possibly difficult legal decisions’. 



This document seeks to describe how this working together approach might be achieved.  





Name



The way by which the 12 CCGs in Greater Manchester work together shall be known as the Association of Greater Manchester CCGs. This association is not an organisation with an independent identity. It is the arrangement by which CCGs work together describing the membership, governance, decision making processes and support capacity.





Purpose



 The purpose for which the Association is to be established are described above and also include ;



· To support CCGs in sharing information and good practice and offering each other support when necessary and possible.

· To provide a focus for the development and reporting of joint work across the CCGs and reducing unnecessary duplication of effort

· To provide a properly constituted forum for issues where CCGs consider it beneficial to their own objectives to have a collective decision of the GM CCGs in the spirit of mutuality, or to address issues necessitating formal agreement by the GM CCGs.

· To provide a basis for Collaborative Commissioning between CCGs in Greater Manchester consistent with the intentions of the Health and Social Care Act 2012.

 



Membership



The 12 CCGs in Greater Manchester will be the members of the Association of Greater Manchester CCGs (AGMCCGs). The (Greater Manchester) Local Area Team of the National Commissioning Board may, for certain issues, contribute funds and therefore effectively be a member of the Association. If voting is required at a meeting to determine the way forward on any issue only members can vote. 



When appropriate individuals from other organizations will attend association meetings but will not be members of the association.





Representation from Individual CCGs 



It is an expressed wish of the workshops which have led to the development of this arrangement that the currently separate meetings of senior clinical leads (at the GP Clinical Council) and senior managerial leads (at the Chief Officers group) are brought together.



Therefore it is proposed that the Association Governing Group (the senior governance arrangement of the Association) is formed from 2 representatives from each CCGs namely the Chief Clinical Officer and the Chief Managerial Officer. Either of these may be the CCGs Accountable Officer and this will vary from CCG to CCG.



If voting is required of members to determine the way forward on any issue at this Association Governing Group only members can vote and each CCG has one vote. 





Chairmanship and Vice-Chairmanship



In the spirit of the current reforms it has been decided that the chair of the Association Governing Group  will be a clinician. Individuals can put themselves forward for this role against a simple job specification (attached as appendix 2). If necessary an election will then be held amongst the candidates using a single transferrable vote system. i.e the least supported candidate is eliminated and second/third preference votes are assigned until an individual has at least 16 votes. On this one Association issue up to 24 individuals can vote in this process not just 12 as there are 2 representatives from each CCG. Appendix 2 also describes the election process. It is envisaged that the CCG from which the Chairman comes will be re-imbursed to the value of 1 clinical session per week in view of the likely time commitment needed on GM matters. 



It is proposed that there are 2 vice-chairs –one managerial and one clinical – who  will be identified using an equivalent single transferrable vote process. This will be progressed once the chairman is identified so a geographic spread can be achieved if this is thought necessary.  



The Association Governing Group Chairman and two vice-chairmen will serve until March 2014 initially and thereafter for each financial year. In January each year views will be sought as to whether there should be a change in the  post holders. If any post is requested to be re-appointed to by at least 9 of the 12 CCGs an appointment/election will be held. The existing  role holders may stand for re-election. If the Association Governing Group chair or vice-chair cease to be the representative of their CCG then they will cease to be the chair or vice-chair of the association. 





Voting



It is the intention of the Association to value the (possibly) differing views of individuals and individual CCGs and to work by consensus. However there may be occasions when it important to be absolutely clear about the view of the Association Governing Group.



Therefore at any meeting of the Association a resolution put to the vote of the meeting shall be decided on a show of hands unless a poll is (before or on the declaration of the result of the show of hands) demanded, either:


· by the Chair of the Association; or

· by at least nine members  present in person


Unless a poll be so demanded a declaration by the Chair of the committee that a resolution has, on a show of hands, been carried or carried unanimously or by a particular majority, or lost, shall be made and an entry to that effect in the minutes of the proceedings of the Association shall be conclusive evidence of the fact without proof of the number or proportion of the votes recorded in favor or against such resolution. The demand for a poll may be withdrawn.



If a poll is duly demanded it should be taken in such a manner as the Chair of the committee directs and the result of the poll shall be deemed to be the resolution of the meeting. In the case of an equality of votes whether on a show of hands or on a poll the Chair of the committee at which the show of hands takes place or at which the poll is demanded shall be entitled to a second or casting vote.



 Every Member i.e CCG shall have one vote. Any other individuals attending the meeting shall not have a vote.







The Legality of Any Collective Action



On most issues any agreements reached in the Association will actually be implemented through the actions of individual CCGs. For example agreement through the Association to adopt a common approach to contracting for a particular service or organisation such as a CQIN measure will be implemented through the 12 CCGs having similar terms in their contracts for the service or organisation.



On some matters however the 12 CCGs may choose to act and implement an issue as if they were one organisational/legal identity. An example may be the wish to consult collectively on a major service reconfiguration and make a subsequent collective decision which is legally sound. 

The NHS Act States in Section 14Z3 Arrangements by clinical commissioning groups in respect of the exercise of functions

Any two or more clinical commissioning groups may make arrangements under this section.

The arrangements may provide for--

(a)       one of the clinical commissioning groups to exercise any of the commissioning functions of another on its behalf, or

(b)       all the clinical commissioning groups to exercise any of their commissioning functions jointly.


Therefore it is proposed that the 12 CCGs would nominate one of them to be the lead

 organisation on a a particular issue (the lead CCG). 



The collaborating CCGs would delegate relevant functions to the lead CCG on terms that the lead CCG must sub-delegate to a sub-committee to exercise the specific delegated function as follows.

The lead CCG would establish the collaborative committee to exercise the delegated functions.  Its terms of reference (including representative membership from each collaborating CCG equivalent to the Association membership ) would be in terms agreed with each of the collaborating CCGs.  The terms of reference could further provide that any decision-making would be void if the committee operated outwith the terms of reference  and ways of working of the Association of GM CCGs.

The collaborative committee would make decisions in accordance with the agreed terms of reference, which would include voting etc identical to the Association Governing Group approach.

For discussions and decisions on the particular issue which has been agreed would dealt with this way the meetings will be identified as an Association Governing Committee meeting rather than an Association Governing Group meeting to signify there formal status as sub-committees of an individual CCG . 

These arrangements will also allow (but not require) for an independent chair for meetings of any particular Association Governing Committee to be identified if this is thought helpful. This (possible) independent chair will be agreed by a meeting of the Association Governing Group. 

In order for  its constitution to comply with para 7(4) of Schedule 1A of the NHS Act 2006 the lead CCGS constitution must provide that the governing body may establish a committee whose members include employees and/or governing body members of one or more other CCGs. Reciprocal arrangements may be need for ‘non’lead CCGs’. 

Arrangements will be made for all CCGs to act as both a lead and non-lead CCG as the particular lead CCG may vary dependent on the issue in hand.

This overall arrangement will be established through a collaboration agreement which the 12 CCGs will sign.













Wider Meetings



From time to time it may be helpful for the Association to arrange a wider meeting and, particularly, invite GP members of the individual CCGs to attend to explain the role of the Association and seek views about the way forward on a particular issue.



Taking Decisions



In accordance with previously established practice across the Greater Manchester PCTs it is proposed that we have 2 categories of joint action between CCGS; 


· level A collaborative  (electing to work together and implementing through individual CCG actions) and 


· level B  collegiate (formal collaboration and implementing as if one CCG ).





Items/papers submitted to the Association Group  or any sub-gropup it may establish will make explicit  which level any discussion/decision is being held under  (see Appendix 3). It is anticipated the vast majority of items will be at level A. As mentioned above Level A decisions will be implemented through the coordinated implementation actions of individual CCGs. ‘Below Level A’ there may be many discussions about issues but this is essentially exchanging information and knowledge between CCGs and individuals.



Exceptionally however there may be occasions when a Level B decision is necessary.  



Where possible the monthly Association Governing Group will identify in their forward planning those decisions that will require level B decision making.  In so doing the following criteria will be used to assess whether an issue is subject to a level B approach. 


· Where the issue under discussion comes under the remit of the collaborative commissioning programme and cannot be implemented by the harmonised actions of individual CCGs.

· Where a proposal cannot be implemented unless it is implemented on a Greater Manchester wide basis.

· Where it is necessary to avoid potential legal challenge that the lead/non-lead CCG model as described above is adopted . This will be for the specific issue under consideration.



Level B decisions can only be made by the Association Governing Committee (acting as the properly constituted sub-committee of the lead CCG for the particular issue) and then only where each CCG representative who votes at that meeting has been appropriately mandated by the CCG Governing Body.  Each CCG will have one vote. This will require a specific entry in each CCGs Constitution to enact.   



The process for agreeing Level B decision-making is as follows.



· The monthly Association Governing Group will make an initial decision that an issue will be subject to Level B (Collegiate) decision-making at a future meeting .  This decision must be unanimous for the Level B process to continue.

· The Chief Clinical and Managerial officers nominees are expressly empowered by the CCGs Governing Body to attend the Association Governing Committee and vote on a level B decision.  In all but exceptional circumstances CCG Governing Bodies are responsible for mandating the these individuals to vote on a level B issue.  In extreme and unlikely exceptional circumstances the CCG Chairman can mandate the nominees, and will advise the CCG Governing Body accordingly at the next CCG Governing Body meeting.  All CCGs will complete the delegation form (Appendix 1) for each level B decision made 

· It is the responsibility of each CCG to ensure there are appropriately authorised persons present at the meeting to vote as required on a level B decision.

· All level B decisions will be based on majority voting with the majority required to be nominally a minimum of 9 of the 12 member CCGs and will be binding on all 12 CCGs. It should be the case that all 12 CCGs are represented at the meeting but in the unusual circumstances where a CCG cannot be represented in person then that CCG will submit a written statement clarifying that CCGs agreement (or not).

· Decisions taken at level B are only binding when taken by the committee within an agreed scheme of delegation as agreed by the lead CCG for that issue  and where there is a quorum.

· A quorum in any group is defined by a minimum of 9 CCGs present either in person or by written notification  by those expressly mandated by CCG Governing Bodies to vote on a level B decision. 

· A majority vote is defined as a minimum of 9 CCGs.

· Each CCG has one equal vote.

· As an Association Governing Committee meeting (i.e. a sub-committee of the Lead CCG on that issue) is different from an Association Governing Group meeting  a register of Level B decisions taken will be maintained by the Association and tabled at the monthly CCG Association Governance Group.  This register will indicate whether a level B decision was unanimous, or which CCGs voted for or against a particular decision.

· Level B decisions are binding on all GM CCGs.  The only circumstance when a level B decision is not binding on a CCG is if the level B decision is in contravention of directions handed down by the Secretary of State or the NHS Commissioning Board to a CCG.  In these circumstances an individual CCG will be excluded from the ambit of the level B decision.

· All members of the Association shall be notified of any Level B decision made by the Asoociation  Governance Committee.

· The Level B decision made by the Association shall be reported back to each CCG including the lead CCG (for which the Association is effectively a sub-committee of the CCG  for that particular issue).



So to be absolutely clear with terminology



· Meetings of the Association members when Level A decisions are taken are labelled Association Governance Group meetings 


· Meetings of the Association members when Level B decisions are taken are labelled Association Governance Committee meetings 



 





Support to the Association of GM CCGs



In order to support the collective work of the Association a small administrative staff will be needed. The most senior of this staff will be called the Associate Director of the GM CCGs and  he/she will report to the Chair of the Association. 



It will be necessary to decide which CCG hosts this administrative function. It is possible that this would be the CCG from which the Chair is elected. It will be necessary to identify the capacity need in this adminstartive function and this can only be done once the parallel work on the scope to which the GM CCGs wish to collaborate is further progressed. 






Appendix 1



Delegation of Authority from CCG Governing Body to the CCG Representative on the Association of Greater Manchester CCGs Governing Committee 

which is a legally constituted committee of xxxxx…. CCG 

for the purpose of taking a delegated decision on  yyyyyy.. issue...



1. It has been agreed that xxxxx….. CCG will lead on decision making on issue yyyyy… amongst the 12 GM CCGs.


2. xxxxx… CCG has established a sub-committee comprising 2 representatives (clinical and managerial) from each of the 12 CCGs in Greater Manchester. Decision making over issue yyyyy.. has been fully delegated by xxxx  CCG to this sub-committee. This sub-committee is also the Association of Greater Manchester CCGs Governing Committee.


3. In order that representatives from each of the 12 CCGs in Greater Manchester have the authority to make this decision the constitution of the Association of Greater Manchester CCGs  requires that the CCG Accountable Officer or nominee is expressly empowered by its CCG Governing Body to vote on a Level B decision at the Association Governing Committee.


4. That the issue under consideration necessitates a Level B decision will be determined in advance by a unanimous vote by the Association Governing Committee 


5. In all but exceptional circumstances an individual CCG Governing Body will empower its Accountable Officer or nominee to vote on a Level B decision. 


6. It is the responsibility of every CCG Governing Body to ensure that there is an appropriately authorized person at the Association Governing Committee where a Level B vote is to be held.


7. This form should be completed for every separate Level B decision made by the Association Governing Committee.  The secretary of each GM CCG should hold the original form, and a copy should be sent to the Association secretary..



Name of CCG_________________________________________________________



Chair________________________________________________________________



Level B Issue and lead CCG_____________________________________________________



Date of Association Governing Committee where level B vote is to take place___________



CCG Accountable Officer or nominee attending:___________________________________



Date Level B matter discussed at CCG Governing Body________________________________



If not discussed at CCG Governing Body, provide details of the exceptional circumstances that prevented this__________________________________________________________



Signed: Chair________________________________________    Date____________



Signed: Accountable Officer or nominee________________________ Date_____________


Appendix  2



Identifying the Chair of the Governing Committee of the

Association of Greater Manchester Clinical Commissioning Groups



It is proposed that the Association Governing Group (the senior governance meeting of the Association is formed from 2 representatives from each CCG namely the Chief Clinical Officer and the Chief Managerial Officer. Either of these may be the CCGs Accountable Officer and this will vary from CCG to CCG.



It has been decided that the Chair of the Association Governing Group will be a clinician. Individuals can put themselves forward for this role. If necessary an election will then be held amongst the candidates using a single transferrable vote system. i.e the least supported candidate is eliminated and second/third preference votes are assigned until an individual has at least 16 votes. (note that up to 24 individuals can vote in this process not just 12 as there are 2 representatives from each CCG). It is envisaged that the CCG from which the Chairman comes will be re-imbursed to the value of 1 clinical session per week in view of the likely time commitment needed on GM matters



It is proposed that there are 2 vice-chairs –one managerial and one clinical – who will be identified using an equivalent single transferrable vote process. This will be progressed once the chairman is identified so a geographic spread can be achieved if this is thought necessary.  



The Association Governing Group Chairman and two vice-chairmen will serve until March 2014 initially and thereafter for each financial year. In January each year views will be sought as to whether there should be a change in the  post holders. If any post is requested to be re-appointed to by at least 9 of the 12 CCGs an appointment/election will be held. The existing  role holders may stand for re-election. If the Association Governing Group chair or vice-chair cease to be the representative of their CCG then they will cease to be the chair or vice-chair of the association. 



Proposed Job Specification for Chair of the Association Committee



Individuals are requested to submit a simple (max 2 page) application letter-essentially a ‘Dear Colleague’ letter- particularly highlighting their experience and expertise against 4 criteria.



· Evidence of effective chairmanship and leadership of multi-professional and multi-organisational meetings so as to achieve as far as possible progress through consensus

· Evidence of recent involvement and commitment to GM wide groups and discussion processes 

· Ability to ‘find the time’ to chair and lead the Association including attending meetings with internal colleagues or external stakeholders sometimes at personally inconvenient times.

· Evidence of ‘keeping colleagues informed’ about any activities and decisions taken as chair of an existing group or organisation.

 
Applications to be either the chair should be sent to Richard Popplewell at richard_popplewell@sky.com by December 14th who will arrange for any necessary elections to be conducted before January 2013. 




Appendix 3

Proposed Template for the Front Sheet of any paper to any meeting of the

Governing Group of the 

Association of Greater Manchester Clinical Commissioning Groups

Including an example issue



		Date of Meeting

		1 January 2013



		Issue under Consideration

		Agreement on specific contract terms for inclusion in all GM provider contracts for 2013/14. To include CQIN measures xxxx to yyyy



		Decision/Opinion Required

		Agreement to adopt across GM the CQIN measures as outlined 



		Item is for Information

Level A Decision

Level B Decision

		Level A – All CCGs are expected to include these terms in contracts they negotiate with GM providers for 2013/14 and advise explicitly if this has or has not been achieved.



		Author of Paper and contact details

		



		The item has been discussed previously at these meetings 

		GM CFOs meeting December 2012

GM H o Cs meeting December 2012









Note 

· Items for information are where colleagues want to share knowledge on particular issues but no specific action is required at the current time.

· Level A items are where a decision is required and individual CCGs are expected to action the outcome through their individual CCG processes.

· Level B items are where a decision binding on all CCGs is required using the governance arrangements of the Association. 
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		Committee Date: 12December 2012

		Agenda Item No: 8



		

Contract and Performance Report for 2012/13 Plan



		Summary: 

		· ED performance will not be achieved in q3.

· C-Diff cases improvement.

· TIA performance some improvement.

· Financial over-performance at UHSM, CMFT and BMI.

· Improvements in Cancer and headline stroke measures maintained.

· Contract transition progressed.





		Link to Annual Business Plan:

		Financial risk on contracts.



Reducing re-admissions payments is a key deliverable of QIPP.



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



		Action Required: 

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





		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		Ranjit Gill



		Presenter / Author:

		Mark Chidgey



		Committees / Groups Consulted:

		







Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		

		Service Changes: Public Consultation Completed and Reported in Document 

		



		Paragraph numbers in place

		

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		



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

		

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		

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

		



		

		

		Any form of change: Risk Assessment Completed and included 

		



		

		

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

		










Contracts & Performance Board Paper
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		12thDecember 2012



		Agenda item  8





		Contract & Provider Performance 

		Period covered 

April 2012 to October2012

		







Summary

· ED performance will not be achieved in  q3.

· C-Diff cases improvement.

· TIA performance some improvement.

· Financial over-performance at UHSM, CMFT and BMI.

· 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.



		Issues

		Key Providers



		Lead Manager

		Narrative

		Actions



		Performance &



Clinical  Risks
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Stockport FT

The Christie

UHSM FT

CMFT





GPs

Nursing homes.

Stockport FT

Other NHS Trusts



All NHS Trusts











Stockport FT

UHSM FT

CMFT















Stockport FT

UHSM FT

CMFT



		



Mark Chidgey

		



A&E 95% target– The improvement in September has not been maintained in October or November. Activity levels appear to now be maintained around a new (higher) average level. The focus of improvement work continues to be on implementing the new model of care at SFT and delivering actions from external reviews.



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.



SFT have provided a trajectory which shows planned improvements should result in consistent achievement from the end of January 2013. 





Cancer 62 days –The target will beachieved for the second successive quarter and this has resulted in a change to “amber”. Clinically led Performance Improvement processes continue with SFT.



C-Diff –The attached tables show that we were within 1 case of plan at the end of October.Preliminary  figures for November indicate that we should be below target by the end of the month.

.

MRSA – During October there were two MRSA cases, as the target for the year is 5 of which 4 have now occurred this places the target on red for the remainder of the year.



Stroke –The admitted target continues to be achieved.

Performance on TIAs at 25% whilst improved remains significantly below the 60% target. However in October there was a significant improvement in the timeliness of GP referral which is essential to delivery.





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.



























.











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. Activity information showsa high level of GP referrals into the system (elective & urgent) as well as high A&E attends. The potential remains for these to translate into over-performance either as activity or through associated costs eg PbR excluded drugs.



[bookmark: _GoBack]Readmissions: Agreeent has now been reached with CMFT for the basis of the readmissions adjustment and a value finalised for Q2. With UHSM the value has been agreed but our associated investment plan needs to be approved by a UHSM panel in January.



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 have until the end of December to provide the necessary documentation to support their claim and each case will then need to be individually assessed. 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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Greater Manchester Clinical Strategy Board

Tuesday 4th December 2012

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 4th December 2012.


Attendance:




Terry Atherton
(chair)

NHS GM



Jerry Martin


NHS Bury CCG




Stephen Liversedge

NHS Bolton CCG




Chris Duffy 


NHS HMR CCG




Simon Wootton

NHS North Manchester CCG


Mike Eeckelaers

NHS Central Manchester CCG




Bill Tamkin


NHS South Manchester CCG




Ian Wilkinson


NHS Oldham CCG




Hamish Stedman

NHS Salford CCG




Annette Johnson

NHS Salford CCG




Paul Bishop


NHS Salford CCG




Andy Sutton


Wigan Borough CCG




Steve Allinson


NHS Tameside & Glossop CCG




Vikram Tanna


NHS Tameside & Glossop CCG  


Jerry Hawker


Cheshire CCGs



Kate Ardern


GM DsPH




Jenny Scott


Specialised Commissioning




Warren Heppolette

NHS GM



Anne Talbot


NHS GM  




Phil Harris


NHS GM


1.1 Apologies:




Raj Patel (Chair)

NHS GM 


Tim Dalton


NHS Wigan Borough CCG


Martin Whiting


NHS North Manchester CCG




Ash Patel


NHS Stockport CCG




Nigel Guest


NHS Trafford CCG  




Claire Yarwood

NHS GM 


Trish Bennett


NHS GM 


Helen Stapleton

NHS GM


In attendance:



Leila Williams


NHS GM


Julie Rigby


NHS GM




Jonathan Martin

NHS GM




Alex Heritage


NHS GM





Jess Williams


NHS GM




Julie Daines


NHS Oldham CCG


Sue Sutton


NHS GM


Craig Harris


NHS Manchester




Andrew White


GM CSU

1.2 Minutes and action log of the meeting held on 30th October  2012.

The minutes of the meeting held on 30 October were accepted as an accurate record / with the following changes:

· That the item describing the major trauma infrastructure investment specifically reference the recurrent cost increased modeled from the effects of Best Practice Tariff.

1.3 Clinical Strategy Board Forward plan

The Clinical Strategy Board noted the forward plan.

1.4 Matters arising


a. CSB strategy session feedback

The Board referred to the work ongoing to establish the arrangements for an Association of GM CCGs.  

The Clinical Strategy Board:


(i) Undertook to progress the changes to the Clinical Strategy Board operations in the light of the further successful development of the CCGs’ approach to formal collaboration.

2 Policy and Strategy

2.1   Work programme update

The Clinical Strategy Board received a paper updating on the progress of the work of NHS GM Service Transformation Directorate, in particular:

· Healthier Together 


· Making it Better 


· Healthy Futures 


· New Deal for Trafford 


· Major Trauma


· GM Cluster QIPP (detail at Appendix 1)


· GM Network led QIPP Level 3 Scheme – Acute Oncology (detail at Appendix 2)


· SHA Triangulation


The Clinical Strategy Board:


(i) Noted the updates from the Service Transformation Directorate. 

(ii) Noted the conclusion of the implementation of the Making it Better programme and commended the team’s work on the successful delivery of this large scale change.

2.2 Healthier Together vision documents 


The GM Clinical Vision documents provide a summary of the first 3 steps of the Healthier Together Programme. Based upon robust data, intelligence and a series of clinical congresses and public meetings, the Vision documents set the future aspirations for Greater Manchester services:  


· A Greater Manchester Vision for Urgent, Emergency & Acute Medicine 

The Board noted the following points in discussion:


· The need to include the role of diagnostics in the Emergency Floor concept;


· The importance of integrated IM&T;


· The appropriateness of the title, and whether it may be more accurately described as an ‘assessment unit’?


· The intention of confirming the approach as the ‘Manchester Model’ and the appropriateness of that heading;


· The recognition that the model can work within or across localities depending on the local configuration and availability of services; and


· The importance of CCGs leading the detailed design and application in localities with Health & Wellbeing Board partners.


· A Greater Manchester Vision for Primary Care 


The Board noted the following points in discussion:


· The need to understand the vision within a plan for the future of primary care estate;


· The role of NHS 111 in this proposed approach;


· The importance of integrating the primary care vision with the concept of the Emergency Floor;


· The need to develop the levers and incentives which might drive the ambitions for federation and collaboration in primary care;


· The challenges of effectively governing this change between the NHS CB as the commissioner, ad the CCGs as organised expression of practice membership at the ‘place’ level and primary care provision itself; 

· The importance of framing the offer to the public and recognising where the NHS must manage expectations;


· The opportunity to influence the primary care contract to support delivery against the vision;


· The possible need to consider collective pump priming to develop the new primary care delivery models and the relevance of Community Budget approaches to this endeavour; and


· The opportunities to consider new approaches to building social capital. 

The Clinical Strategy Board:


· Noted the contents of the attached papers


· Endorsed each GM Clinical Vision document


· Advised that further enhancement or amendments to the Vision documents

· Noted that the January Board will receive a vision document for Medicine and Frail Elderly.


2.3 Neurosciences - Neuro-rehabilitation

The Clinical Strategy Board received a paper providing an update on the issues related to patient flow through neuro-rehabilitation services, the recommendations from the peer review and requesting work to develop a new tariff structure for 2013/14.

Patient flow through neuro-rehabilitation services has been recognised as problematic particularly for the Neurosciences Centre. It has become increasingly clear that the existing problems with patient flow have been exacerbated by the increase in admissions to the Neurosciences Centre as a result of major trauma. Problems with patient flow are having an adverse impact on full implementation of the major trauma system which has been delayed, for the present until January 2013.

The Board emphasised its support to develop a more sustainable approach to the management of each unit of provision for Neuro-rehabilitation, potentially through ‘prime vendor’ approaches as previously advocated by the Network Board.


The Board also noted potential links to the children’s network, housing providers and employment support.

The Clinical Strategy Board:


· Noted the contents of the paper;

· 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; and

· Acknowledged the need for each CCG to provide the name of a commissioning contact for each CCG to support further work related to neuro-rehabilitation.


2.4 Major trauma

The Clinical Strategy Board received a paper outlining two separate but related proposals seeking commissioner support to the infrastructure costs associated with the introduction of the GM Major Trauma System.   It described:


· 2012-13 income and expenditure assumptions for the Major Trauma Centre Collaborative responding to work undertaken by commissioning and provider finance and contract colleagues


· Infrastructure and capacity requirements for NWAS following modelling work undertaken by CapGemini on the impact and implications of Major Trauma for ambulance service performance and capacity.


CSB noted that at the request of this Board, the paper was considered in its second iteration by Heads of Commissioning and Chief Finance Officers at their November meetings.  

The Board reaffirmed its intention to explore the delivery of ambulance service performance at the CCG level.


The Clinical Strategy Board:


· Confirmed its support for the use of the GM Safe & Sustainable facility to fund the 2012-13 “Top Up” (£4.2m revenue and £1.5m capital across the three providers in the MTCC). 


· Confirmed its support for the use of the GM Safe & Sustainable facility to provide additional ambulance resources and associated funding to meet the requirements of the major trauma pathway for 2012-13 (£1.05m cost to be spilt on a weighted capitation basis in line with protocols).


2.5 The Christie Chemotherapy Strategy 

The Clinical Strategy Board received a paper providing a perspective from the lead commissioner - NHS Oldham - on the Christie Chemotherapy Strategy.


Board noted that work is in progress to develop a GM and Cheshire Cancer Network chemotherapy strategy which builds on the Christie strategy but makes it fit for Network use and includes horizon scanning and resource implications of new drugs and delivery models.

Cheshire CCGs were represented in the discussion and Jerry Hawker urged an approach which was organisationally neutral and developed from a clear needs and outcome viewpoint.


The Board also raised the opportunities for ‘Chemotherapy at Home’ approaches and confirmed the need to align the development of the strategy with the changes to chemotherapy commissioning arrangements.

The Clinical Strategy Board:


· Noted the comments made by commissioners and 


· Endorsed the completion of a network chemotherapy strategy, with the aim:


- to improve the overall quality of service provision for both patients and staff, 


- ensure equity of chemotherapy provision, 


- consider chemotherapy closer to home and 


- to ensure the best use of resources. 

Noted that the final Paper will be presented for CSB endorsement in January 2013 & that we ensure that the Cheshire CCGs are again invited to attend

3
 Commissioning business

3.1 PTS Procurement – Award and Mobilisation update


The Clinical Strategy Board received an update on the progress of the mobilisation of the GM PTS contract awarded to Arriva Transport Solutions Limited, as well as the resource and governance proposals to deliver mobilisation of the PTS contract for service commencement on 1 April 2013.  


Arriva Transport Solutions Limited is the agreed preferred bidder for Greater Manchester, for delivery of the new Patient Transport Service, which is due to commence on 1 April 2013.  


The Clinical Strategy Board:


· Noted the progress being made since completion of the procurement phase;


· Confirmed support for the governance arrangements proposed to oversee mobilisation of the new contract for PTS services across Greater Manchester.


· Supported provision of a 0.5 WTE recourse for the operational manager role to support the mobilisation phase, until 31 March 2013. 


3.2 Personal Health Budgets

The Clinical Strategy Board received a paper outlining a proposal for the GM Clinical Commissioning Groups through the Clinical Strategy Board to support the roll-out of Personal Health Budgets across GM in Continuing Healthcare.


The paper outlined:


· The background to the NHS Manchester Personal Health Budgets pilot


· Government direction for the Pilot


· Preparation for the roll-out in Continuing Healthcare across Greater Manchester


Board noted that this paper has been considered by Heads of Commissioning and Executive team of NHS GM and its proposals supported.

The Clinical Strategy Board: 


· Reviewed the document and agreed support for roll-out of Personal Health Budgets in Continuing Healthcare across Greater Manchester including support for direct payment status


· Recommended a £5k contribution from each CCG to support the continuation of the PHB project in readiness for April 2014 implementation of Continuing Healthcare

· Recommended that the existing Personal Health Budget Project Team is continued in the new structure after April 2013 for 2013/14.

During the course of the discussion a growing concern was expressed about the level & scale of non-core financial commitments that the CCGs are being asked to assume from 1 April 2013. This reflects not only those accepted to date but also the potential of further commitments in the pipeline that have yet to surface. It was suggested that the CSB on behalf of the Cluster should scope these alongside a similar exercise by DOFs on behalf of each locality.


The Clinical Strategy Board:


(i) Requested that officers and CFOs 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).

3.3  Lucentis and Avastin – wet AMD 

The Clinical Strategy Board received a briefing on recent developments regarding the use of Lucentis and Avastin in Greater Manchester and the impact of current commissioning and changes to pricing. 


The purpose of the paper was to make GM CSB members aware of the issues with the growth in anti VEGF treatments and impact on the GM economy. 


The paper: 


· Reviewed the current GMMMG Avastin position statement and consider if it is still fit for purpose 


· Reviewed commissioning of Avastin in GM and make recommendation for continued usage 


· Considered the new Patient access Scheme and impact on GM and consider future actions 


· Considered current commissioning arrangements of all anti VEGF treatments 


· Horizon scanned future activity Consider the case for initiation of service redesign work

		



		The Clinical Strategy Board: 



		· Supported the review of the current Avastin position statement and confirm if it is still fit for purpose or should be withdrawn. 



		· In light of 1, supported a review of commissioning of Avastin in GM and make recommendation for continuation or cessation of non-trial use of Avastin. 



		· Approved service redesign and recommissioning work to start with input from all areas of expertise. 



		· Supported that current NHS and independent sector providers should work with this review and ensure that this joint working is mandated in provider contracting and at the conclusion of this work, the revised model of care is transferred to contracting intentions at trust and primary care provider level. 





3.4  Specialised Commissioning

The Clinical Strategy Board received two reports from Specialised Commissioning:


a) Southport Spinal Injuries Regional Centre

b) Renal PTS in Greater Manchester.


The Clinical Strategy Board:


(i) Noted the work underway to support more effective patient flow into and from the NW regional spinal injuries unit.

(ii) Resolved to receive a further paper relating to renal PTS in January.

3.5 Academic Health Science Network

The Clinical Strategy Board received a verbal update on the development of the GM Academic Health Science Network and the proposed approach to membership.

The Clinical Strategy Board:

(i) recognized the late circulation of the paper and resolved to consider a proposal separately from Ian Wilkinson on behalf of the AHSN.

4.
Performance


4.1 GM Contract Steering Group


The Clinical Strategy Board received a report detailing the discussions of the November meeting of the GM Contract Steering Group.  


		The Clinical Strategy Board:



		· Endorsed the view of the Contract Steering Group that the responsibility for negotiation timetable and plans will remain the responsibility of CCGs for 2013/14 contracts.



		· Noted the position as regards pathology block contracts and ensure contract leads discuss issues with the Pathology network to resolve them



		· Endorsed the CSG recommended approach of applying a fixed penalty to The Christie contract for 62-day KPI and negotiate this as close as possible to £600k.



		· Endorsed the Contract Steering Group recommendations that:



		· AQP contracts should be extended



		· External resource should be engaged to deliver timely submission of transfer scheme information to deliver contract transition



		· PCTs retain leadership of contract transition and contract sign off for 2012/13.



		· Noted that Contract Steering Group approved the first option as regards CQIUNs in the 2012/13 AQP community contracts and that lead commissioners should look to guide providers that it would not be practical to enforce for this year 2012/13, but get views for 13/14.





5. REPORTS

5.1 NW Specialised Commissioning Operating Group agenda and papers

The Clinical Strategy Board:


(i) Noted the contents of the papers. 

5.2  Lead commissioner – Month 6

The Clinical Strategy Board noted that this would be distributed to CCGs following the November Contract Steering Group.

5.3 NHS 111 Programme Board minutes.


The Clinical Strategy Board noted the minutes of the meeting. Sue Sutton and Jerry Martin provided a verbal update on mobilization progress, making specific reference to:

· The good progress on the development of the Directory of Service (GM showing 98% completion against a national target of 80%);


· The importance of settling the approach to the future maintenance of the DOS to sustain the likelihood of successful of the NHS111 service;


· The need to engage with and support the development of the GM approach to clinical governance.


The Board acknowledged the importance of the DOS and enquired as to whether there was early intelligence relating to commissioned service gaps. It was noted that it may be too early to confirm such gaps, although an indication may be offered through QDOS testing which is available to localities. Once the service is operational the provider will be expected to identify and highlight potential service gaps as a matter of routine performance monitoring.


6.  Date and Time of Next Meeting


Tuesday 8th January, 9am-12.30pm, venue to be confirmed.
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		The attached paper contains the output from the NHS Greater Manchester Cancer Summit of 24 and 25 September.
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i. Statement from NHS GM Cancer Clinical Summit

The key issues impacting on Greater Manchester & Cheshire cancer services are well known to
healthcare professionals working in this area and were highlighted at the NHS GM Cancer Summit, held
on the 24" and 25" September 2012.

Although significant improvements have been made in the last decade our leaders know that, in
relation to health outcomes and experience of care, we are, as a whole system falling short of our
ambition to be amongst the best in the UK and in the world.

In the recent past we, as a cancer system, have managed services, strategies and policies according to
national and regional directives but we have not had the courage or necessary ambition to achieve the
cancer health outcomes our people deserve. The Healthier Together umbrella is designed to work in
partnership with new commissioners to engage local communities and frontline clinicians, and patients
and service users themselves, to drive the improvements that we need to see and to put clinicians,
patients, service users and members of the public at the heart of decisions about their care.

Over 140 people representing the Greater Manchester & Cheshire Cancer system attended the NHS
Greater Manchester (NHS GM) Cancer Summit over two days at Lancashire County Cricket Club
Conference Centre (The Point). Supported1 by NHS GM, the National Cancer Action Team (NCAT), NHS
North, the Greater Manchester & Cheshire Cancer Network (GMCCN) and Macmillan over two thirds of
the participants were clinicians. The participants included significant numbers of Chief Executive
Officers (CEOs), Clinical Commissioning Group (CCG) Chairs, patients, GPs, Surgeons, Oncologists,
Nurses, Public Health Consultants as well as other Executive/ senior management representatives from
all local Provider Trusts, CCGs, NHS GM and GMCCN.

This huge commitment made by the people in our cancer system demonstrated a collective will to
improve and to become the best. Proactive, passionate and enthusiastic about cancer care the
participants in this event fully engaged in the process to produce a radically new vision and framework
for taking forward the development of cancer services in Greater Manchester & Cheshire. Importantly
this vision was agreed by the leadership of our NHS Trusts, CCGs, GMCCN and NHS Greater Manchester.

As such the design and outputs from NHS GM Cancer Summit form the basis of the case for change and
vision described in this document — it is compelling. This vision provides the momentum for us to begin
our journey towards providing a truly world class cancer service for our patients. We are finally working
together for the benefits of patients, rather than working in competition with each other.

The actions identified to accelerate our progress to this vision of a new ‘cancer system’ and ‘cancer
leadership’ for Greater Manchester & Cheshire, now needs to be implemented and converted into the

bold new ‘model of cancer care’ the people of Greater Manchester & Cheshire deserve. It is a once
in a life time opportunity. It is a really exciting time.

Mike Burrows Mr Anthony Blower
Chair GMCCN & Medical Director GMCCN
CEO NHS Greater Manchester & Colorectal Surgeon Wrightington, Wigan & Leigh

Foundation Trust

' The following commercial sponsors also exhibited at the NHS GM Cancer Summit: Roche; Merck; Janssen; Bristol-Myers-Squibb Pharmaceuticals.
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ii. Executive Summary

The NHS Greater Manchester Cancer Summit held on the 24™ and 25" September 2012 brought
together local patients, hospital and public health specialists, GPs, representatives of the charitable and
academic sectors and leaders of our commissioning and provider organisations to consider how to make
cancer care great in Greater Manchester & Cheshire. They were given the opportunity to be bold and to
commit to a vision for cancer care which can compete with the very best in the world.

The NHS GM Cancer Summit process put participants in the shoes of patients and allowed them to think
as a system, not as individual clinicians, managers or organisations. Their vision for the future included a
small number of bold and ambitious aspirations for the future development of world class cancer
services in Greater Manchester & Cheshire. These are summarised below together with an example of
the many ideas for future consideration put forward by participants (page 23). A video compilation of
patient views, made to open the Cancer Summit will be made available from the GMCCN website in due
course.

“Being diagnosed with cancer is a difficult and
worrying time. | need to know my care is as good
as it can be — treating me as an individual,
as well as treating my cancer."

(lan, a lung cancer patient from Cheshire)

Aspiration Summit Ideas For Future Consideration

e Engage and work proactively with the media to communicate the
Greater Manchester & Cheshire Cancer story.

e Develop a simple clear Cancer Manifesto for Greater Manchester &
Cheshire, communicate it publicly as part of Healthier Together.

e Establish clear plans to be the best across all pathways and all aspects

A GMCCN Ambition to be . : .
of cancer detection, diagnosis, care and treatment.

‘World Class’.
e Importantly also be the best at supporting the health and wellbeing of

people beyond diagnosis and treatment addressing; physical,
psychosocial and the economic issues of cancer. Ensure appropriate
follow-up and aftercare; deal with the ‘after effects’ of treatment,
second cancers and Lymphoedema.

e Extended GP/ primary care access to appropriate diagnostic tests and
education for GPs to ensure all appropriate investigations are
undertaken before hospital appointment.

A GMCCN Commitment to e Wherever possible direct booking of hospital diagnostics by GPs/
Eliminate Inappropriate Waiting. primary care integrated with the booking of first hospital appointment
for suspected cancer.

e Action to eradicate unnecessary duplication of investigations along a
care pathway, through the robust application of protocols and
standardised processes in line with best practice guidelines.
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Aspiration

The Prioritisation of ‘Prevention’
& ‘Detection’ Work Streams.

The Early & 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/ Governance
Arrangements for the Provision
and Commissioning of
Cancer Care.

The provision of Specialist Surgical
& Other Services Beyond
Minimum National Standards

“A service an informed clinician would choose for
their ‘family and friends’ to be screened,
diagnosed and treated in, where their physical,
emotional and social needs would be fully
considered during and after treatment”

(Dr Wendy Makin, Christie NHS Foundation Trust)

Summit Ideas For Future Consideration

Increase the proportion of health commissioning investment on
primary prevention, early detection and screening services.

Use the ‘Christie’ Brand to promote cancer awareness and prevention
campaigns.

Make every NHS and other health/ public sector contact count to
provide brief interventions and advice on smoking/diet/obesity etc.

Establish ‘one-click’ access, by all clinicians across a care pathway, to
appropriate/ relevant sections of an integrated patient care record —
with real time collection and viewing of data.

Designation of ring fenced budgets to run public awareness and social
marketing campaigns by Health & Well Being Boards/ Local Authorities
and local Clinical Commissioning Groups, at GMCCN level.

Local and national campaigns tailored to specific populations using
socio-demographic profiling and other similar tools.

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

By 1st April 2013 to have made significant progress on the
implementation of new specifications for the following specialist
surgical services; Gynaecology, Hepato-Pancreato-Biliary; Upper Gastro
Intestinal and Urology. Where necessary to provide the best possible
services for patients, service specifications to go beyond minimum,
national® standards.

Acute Oncology Services to be substantially implemented at all Trusts
providing Urgent Care/ A&E services by April 1* 2013.

On the 2nd day of the Summit local commissioners and providers committed to taking forward changes
that it is hoped will save 1000+ lives a year and lead to a World Class cancer service for our population.

A blue-print for an integrated cancer system was created by the participants at the Cancer Summit and
has subsequently been endorsed by the National Clinical Director for Cancer, Professor Sir Mike

% The Improving Outcomes series of guidance (I0G) is currently the most authoritative evidence-based guidance defining minimum standards, population
and activity thresholds for each different cancer type. I0G is reaffirmed in the Government’s latest strategy for cancer (Improving Outcomes — A Strategy for

Cancer, 2011)
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Richards. The highlights of this new ‘cancer system’, ‘cancer leadership’ and bold new ‘model of
care’ are outlined overleaf and described in detail later in this document.

New System, New Leadership, New Model of Care

Establishment of a Greater Manchester & Cheshire
Cancer Provider Board (agreed by 1st April 2013), to
deliver a single, unified Greater Manchester &
Cheshire CCG Commissions for each Cancer Pathway.

By 1st April 2013 to have made significant progress on
the implementation of new specifications for the
following specialist surgical services; Gynaecology,
Hepato-Pancreato-Biliary; Upper Gastro Intestinal and
Urology. Where necessary to provide the best possible
services for patients, service specifications to go
beyond minimum, national (I0G) standards.

A significant start will have also been made on the
implementation of robust Acute Oncology Services to
be in place at all Trusts providing Urgent Care/ A&E
services (2013).

The Provider Board partnership will collaborate on
education, training and all forms of research. It will
also support (via contracts) primary care and other
providers to improve early detection and recognition,
appropriate referral rates, patient education and
screening rates.

The central role of ‘Public Health’ in saving lives is
recognised by all and will be a key component of the
new model of care.

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.

Commissioning approaches will seek service provision
from an integrated provider cancer system via formal
tendering of services. Commissions will be developed
for outcomes and improvement.

CCG commissioners will work with their constituents
to improve the contribution of primary care providers
(early detection, prompt referral for treatment and co-
ordinated after care) and vowed to hold them to
account.

Commissioners and providers share a belief that
services should be clinically led and centred on
patients. They are committed to involving patients at
the heart of their governance process, with the 3™
sector and Education/ Research directly involved e.g.
Manchester Academic Health Science Unit and
Macmillan.

Benefits to Patients

The new arrangements in Greater Manchester &
Cheshire will be designed to save lives, improve
patient experience, and optimise the quality of life
of individuals living with and after their cancer.

Most importantly services will be organised to
support pathways of care across organisational
boundaries. A system focussed on delivering a
better ‘patient experience’, where patients are
more satisfied and where their outcomes are
better both in terms of survival and quality of life.

Success will include better informed patients who
understand the benefits of the treatments they
are offered, including clinical trials and research.

The new system will focus on the needs of the
patient in a way that is not always possible under
the current model of care, which too often
delivers a disjointed and fragmented experience.
No longer will Trust ‘A’ compete with Trust ‘B’.

No matter where they live patients will be able to
access the best diagnostics, care and treatment
the system can offer for their particular cancer. At
all stages a patient will know that they are well
looked after.

Greater Manchester & Cheshire clinicians at local
hospitals will work in partnership with primary
care and other stakeholders to implement a
comprehensive, seamless clinical pathway for
every patient — specified to the highest standards
possible - led by clinicians and informed by
patients, not by organisational interests.

Our clinical and managerial leaders are committed
to giving patients a more powerful voice and
active involvement in decisions about their
treatment and care. Patients will also help set
priorities for service improvement as part of the
new governance arrangements.

The Cancer Summit concluded that later diagnosis
of cancer is a major factor in better survival rates
in GMCCN. The new approach will therefore
prioritise public and primary care awareness
campaigns, early diagnosis and detection
throughout the health and social care system.

Wherever patients access our system they will get
a standard, uniform and excellent level of care.





1. Introduction

Saving Lives

Ensuring high quality care for people with cancer has been a focal point for the NHS, nationally and
locally, for many years. Our collective ambition through GMCCN strategy has always been to:

e Drive up quality across the whole patient pathway and to improve outcomes

e Ensure that all sections of the population access available opportunities for prevention, early detection and
prompt diagnosis

e Enable coherent developments in the provider landscape in line with GMCCN strategy and vision

e Ensure opportunities to utilise resources efficiently and improve productivity levels are realised.

We are home to one of the leading Cancer Centres in the world; The Christie NHS Foundation Trust. The
Christie and our other NHS Trusts provide a number of internationally recognised treatment and
diagnostic services. It is also noteworthy in this context that Greater Manchester is already a world
leading centre for cancer research and cancer sciences including; the ‘Greater Manchester & Cheshire
Cancer Research Network’; the ‘Paterson Institute for Cancer Research’ and a new Institute of Health
Sciences (based at the Christie); The Christie NHS Research Division; and the Manchester Academic
Health Sciences Centre (MAHSC) partnership within which cancer as a domain has been prioritised,
linking research and education to clinical care.

With this background our ambition should be to deliver “World Class’ cancer services for our population
that achieve cancer outcomes that are amongst the best in the U.K and the world, as set out in the
‘Improving Outcomes: A Strategy for Cancer’ (DH, 2011). However, not all our services are excellent and
there are significant variations in outcomes across Greater Manchester & Cheshire.

The Cancer Peer Review programme and local clinical audits have highlighted the fact that the quality of
care is variable and could be better. There is also variation in access to prevention, screening,
diagnostics, treatment, aftercare and end of life services. Maintaining the status quo is not an option.

NHS Commissioners in Greater Manchester & Cheshire will need to invest more in cancer services
during the next decade. Getting the right treatment to the right patient using new and existing
diagnostics, technologies and drugs will increase the cost effectiveness of our care services. Increased
efficiency by better utilisation of expensive equipment, targeting expensive drugs to those that will
really get benefit and keeping patients out of hospital has to be part of our plan alongside earlier
diagnosis, tackling inequalities and industrialising primary prevention.

Cancer care in Greater Manchester & Cheshire has improved over the last decade. The GMCCN has
been instrumental in this but as indicated above there are areas that need significant improvement to
ensure our services are amongst the best in the UK and ultimately the world.

In 2011, based on achieving survival rates at the European average, the Government set a national
target (England) of saving 5,000 lives due to cancer by 2014/15. If England’s cancer survival equalled
Europe’s best, there would be an estimated 10,000 fewer deaths each year. This would mean saving
over 1000 lives per year in the area served by GMCCN and its commissioners.

7 High Quality + Safe - « Sustainable





Potential Lives Saved From Improving Lung Cancer Mortality Rates

Lung cancer deaths Greater Manchester Lung Cancer deaths: European Comparisons Greater Manchester

If the Greater Manchester & Cheshire Cancer Network ’ - Afull jumbo jet* crashinwhich
could achieve the national average mortality rates for lung Ty —— S ona dedRoud kb
cancer, then there would be 262 fewer deaths per year e~

Greater Manchester & Cheshire Cancer Network could achieve
e Based on achieving the
-ains peryear mortality
rate for lung cancer®
Based on achieving the
Swedish mortality rate for lung

729 fewer deaths per year - \cancer (the best performing

European comparator)*

Equivalent to a whole

primary school of people
who would be more likely
to go on to live longer, less #™*®
painful lives*

Creating Momentum for Change

In order to provide world class services across the whole of Greater Manchester & Cheshire, from all our
hospitals and providers, and to address the existing inequalities between our communities, will
potentially require radical change and reconfiguration of services. The challenge for the NHS in Greater
Manchester & Cheshire will be to provide all of its population (not just patients) with cancer services
that deliver the best possible outcomes and make the best use of resources.

This document makes a series of compelling arguments for going further with making changes to our
cancer services and outlines the vision that will be required to deliver high quality, safe and sustainable
services with world class cancer outcomes. The rationale being that:

e Services need to be transformed for the better with a focus on the patient and the need to tackle inequalities;
cancers should be prevented wherever possible.

e Llater diagnosis of people with clinically symptomatic cancer is a major factor in causing poorer relative one
year survival rates.

e Full utilisation of established screening and early detection programmes is required.

e There are several examples of excellent services across Greater Manchester & Cheshire but inequalities exist
in access to these services (diagnostics, treatments, urgent care, after/ community care and end of life care).

e A greater recognition is required of the importance of underpinning cancer research leading to translational
innovation and clinical trials.

e There is more work to do to standardise treatment and care across the network area and ensure that
consistently high quality services are available wherever they are provided.

e Specialist surgery should be centralised, but wherever possible common treatments should be localised -
comprehensive pathways should be commissioned so that organisational boundaries are not a limitation to
excellent care.

In recent years the numerous geographic and organisational boundaries between providers and
commissioners in Greater Manchester & Cheshire has hampered service development. As a result, a
significant number of our patients may not have fully benefited from advances in medical care and
clinical trials, as specialist staff, facilities and the patients themselves are spread across too many sites
and individual teams. For example, Greater Manchester has a particularly high level of pre-existing
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‘specialist’” surgical services in different acute Trusts which has made the centralisation of specialist
services more difficult to achieve than in most other Cancer Networks.

Whilst commissioning agencies have historically been committed to service improvement they have not
been co-ordinated enough and the problems this has caused have been compounded by long
established and strong institutional tensions between NHS Trusts, especially in the Manchester area.
Some cancer services can be commissioned locally, but integrated commissioning of the majority of
cancer services, due to its complexity, needs to be at the centre of the change process. The planning of
services in isolation does not take into account interdependencies and often leads to unsustainable
service models.

Interdependencies and patient pathway flows between care settings need to be recognised in
developing new delivery models, to ensure relationships are strengthened and not fractured. An
integrated approach is particularly important to support the more disadvantaged groups in Greater
Manchester’s diverse population and to tackle the inequalities that exist in health and in access to
health services, including urgent care. Greater emphasis needs to be given to population based
approaches to prevent cancer, screen for early detection and prompt earlier presentation with
symptoms.

Inclusion of the local Cancer Reform Programme within the Healthier Together programme has
prioritised it as a health agenda that really matters, attracting expert commissioning and provider
resources to help achieve the excellent services our population deserves. Public engagement through
this process, starting with publication of the outcomes from the ‘NHS Greater Manchester Cancer
Summit’ in this document, will facilitate the development of integrated, clinically robust and affordable
new models of care , that are informed by patient engagement and driven by clinicians in a bold,
ambitious fashion.

This document describes a mandate for the development of a radically new ‘cancer system’, ‘cancer

leadership’ and bold new ‘model of care’ agreed at the NHS GM Cancer Summit held on the 24™
and 25" September 2012.

As part of the Summit the vision, goals, actions and ideas described later in this document, were
committed to by the Leadership of our Provider, Commissioning, Cancer Network and Academic
organisations, and were supported by patients, the National Cancer Action Team (NCAT), NHS North,
local GP and acute hospital lead clinicians, lead managers, public health experts and Macmillan®.

* Over 140 people representing the Greater Manchester & Cheshire Cancer system attended the NHS GM Cancer Summit over two days at Lancashire
County Cricket Club Conference Centre (The Point). Over 2/3 of the participants were clinicians.
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1.1 A Vision for Cancer Services in Greater Manchester & Cheshire

At the NHS GM Cancer Summit held on the 24th and 25th September 2012 a vision and set of early
actions for the development of cancer services in Greater Manchester & Cheshire was agreed by the
Leadership of our Provider, Commissioning, Cancer Network and Academic organisations, and were
supported by patients, the National Cancer Action Team (NCAT), NHS North, local GP and acute hospital
lead clinicians, lead managers, public health experts and Macmillan.

‘Our Aspirations’ Newspaper Report — NHS GM Cancer Summit (24"’ & 25" September 2012)

GREATER MANCHESTER & CHESHIRE CANCER SUMMIT

| ' f
\ /

- Integrated Provider
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Eliminate Standards (2013)

y Waitine B Small Number of

Collaboration 1 r_‘ S [ “Treat the Objectives for
Agreed As ﬁ} ’] Cancer and Commissioners &
Way Forward L 4__;_;° —~ - care for the e Providers to be

L — N Patient” Focus b Developed

199 e Ut Coniutants wltrndtsns

The participants at the NHS GM Cancer Summit (2012) laid the foundations for future action to:

e Commission services that emphasise treatment of patients and people with cancer and not just the cancer
itself. Services that emphasise; patient carer experience; fair/ equitable access where waiting is eliminated®;
actual outcomes (measured by audit) across whole pathways; effectiveness; efficiency; accessibility;
relevance to needs; locality; health improvement and structural/ process considerations.

e Develop the commissioning of complete cancer pathways from primary prevention, through early detection
and diagnosis, screening, treatment, survivorship and end of life care — pathway by pathway identifying
structured, evidence based and strategic approaches, setting clear goals and milestones.

e Implement commissioning priorities that bring greater focus to the early (primary prevention, detection and
earlier diagnosis) and latter parts of cancer pathways (aftercare/ survivorship and end of life Care).

* The Cancer Summit agreed that waits should be eliminated in circumstances where clinically appropriate.
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e Commission services that require the management of cancer along pathways — developing appropriate
accountability frameworks with providers which deliver quality, outcome and financial requirements across
provider organisational boundaries.

e Commission services through an integrated provider cancer system that is given accountability for whole
pathway management.

e Actively consider new commissioning models such as lead or prime vendor systems based on coordinated
pathways of care in which quality, operational and financial metrics are managed in an integrated way.

e Further consolidate specialist services providing the critical mass to ensure world class patient outcomes,
excellent research and world class education.

e Agree frameworks for commissioning cancer services that are not over reliant on structural/ process
measures and where IT and data is fully integrated across organisational barriers.

e Develop services of sufficient critical mass to provide reliable outcome data.

A potential consequence of our vision will be the need to radically reform public health, primary,
community, and third sector and hospital services across Greater Manchester & Cheshire so as to
ensure sustainable, viable, cancer services and organisations. The commissioning of cancer services will
also need to be strengthened and co-ordinated across our local Clinical Commissioning Groups (CCGs).
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1.2 The National Context

Overview & Incidence

The coalition government set out its aspiration for cancer services in England ‘to deliver health
outcomes that are among the best in the world” in ‘Improving Outcomes: A Strategy for Cancer (DH:
January 2011)’. The national context is described fully in this policy document.

Over 250,000 people in England are diagnosed with cancer every year and around 130,000 die from the
disease. Currently, about 1.8 million people are living with and beyond a cancer diagnosis. National
surveys show that people fear cancer more than anything else.

Cancer is predominantly a disease of older people (except where smoking related) and because of the
advances of modern medicine many more are living in good health well beyond retirement. The UK’s
ageing population is likely to see the number of new cancer cases rise by 20% from a level of 318,000
cases per year in 2010 to 383,000 cases per year in 2021°. Tobacco smoking is by far the most important
risk factor for cancer in the UK, responsible for 60 000 cases (19.4% of all new cancers) in 2010°.

Mortality & Survival

Despite improvements in survival and mortality in recent decades, cancer outcomes in England remain
poor when compared with the best outcomes in Europe. Although improvements have been made in
the quality of cancer services, a significant gap remains in both survival and mortality rates.

Relative Survival Rates

ICBP: 1 year relative survival. Coleman et al, Lancet 2011 ' |CBP: 5 year relative survival. Coleman et al, Lancet 2011
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Incidence & Mortality Rates: European Comparison

Age Standardised Incidence Rate (per 100,000 for all cancers Age Standardised Mortaity Rate (per 100,000) for all cancers
{excl. non-metanoma skincancer) for all ages and genders (2008)

{excl. non-melanomaskin cancer) for all ages and genders (2008)
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Saving Lives
If England was to achieve cancer survival rates at the European average, then 5,000 lives would be

saved every year. If England was to achieve cancer survival rates at the European best, then 10,000 lives

would be saved every year.
‘Improving Outcomes: A Strategy for Cancer (DH: January 2011)’ outlined a range of actions that were
needed to respond to poor mortality and survival rates including action in the following areas:

e Reducing incidence of cancers preventable by lifestyle changes - tobacco smoking is by far the most important
risk factor for cancer in the UK, responsible for 60 000 cases (19.4% of all new cancers) in 2010.

e Accessible ¢ Sustainable
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e Improve access to screening for all groups. Cancer screening remains an important way to detect cancer early,
and in some cases, such as cervical screening, prevent cancers. Over 5% of all cancers are currently diagnosed
via screening, around a third of breast cancers are now diagnosed through screening.

e Achieve earlier detection and recognition of cancer. GPs see only circa 8/ 9 new patients with cancer per
annum.

e Achieve earlier diagnosis of cancer - later diagnosis in England is a major explanation for poorer survival rates.
If patients were diagnosed at the same earlier stage as they are in other countries, up to 10,000 deaths could
be avoided every year - 95% of patients present with symptoms and nearly a quarter of all cancers are
diagnosed through an emergency route.

e Ensure that all patients have access to the best possible treatment.

In addition to the delivery of improved survival and mortality rates, the government has also identified a
number of other significant challenges in particular:

e End of life care, as 28% of all deaths are due to cancer it is clear that many patients still require end of life
care services and support.

e As many patients live with and beyond cancer for long periods of time, the need to ensure that everything is
done to allow them to live as healthy a life as possible, for as long as possible.

e The variations in patients’ experience of care, and the need to make sure that feedback on patient experience
informs the design and delivery of services so they reflect what is important to all patients. The cancer patient
experience national survey 2011/12 reported 88% of patients rated their care ‘excellent’ or ‘very good’.

e The inequalities in cancer mean some groups in society have disproportionately poor outcomes.
Financial Impact of Cancer

As well as having a devastating human impact, cancer also has a significant financial impact on the NHS
and the wider economy. In 2008/09, it was estimated that NHS expenditure on cancer services was over
£5.1 billion, making it the third largest area of NHS programme expenditure7. The total cost of cancer to
society as a whole has been estimated at £18.3 billion for the same year8.

These figures are set to rise still further as incidence increases (cancer incidence can be expected to
increase by almost 2% per year, or an aggregate of 20% over the 10 year period from 2010 to 2021°,
people live to an older age (and therefore become more likely to get cancer and more likely to survive)
and new treatments become available.

A recent report from BUPA suggests that the costs of providing optimal care in Britain will rise by a
staggering 62% over the next decade'®. Cancer provides huge financial challenges to all health care
systems in an enormously difficult financial climate.

Government and local ambitions articulated in this document will need to be realised within the context
of the tighter financial environment facing all health economies. This represents a very significant
challenge in the context of an ageing and growing population, new technology and higher patient
expectations, all of which mean that underlying demand continues to grow rapidly.

7 Improving Outcomes — A Strategy for Cancer(January 2011).

8 Featherstone H and Whitham L, The Cost of Cancer, 2010, Policy Exchange http://www.policyexchange.org.uk/images/publications/pdfs/The cost of
cancer FINAL.pdf

° Cancer Diagnosis and Treatment: A 2021 Projection. Projection for UK. This reference is broadly in line with ‘Cancer incidence in the United Kingdom:
projections to the year 2030 M Mistryl, D M Parkin®, A'S Ahmad® and P Sasieni which forecasts c.30% increase in incidence by 2030

1% Cancer Diagnosis & Treatment: A 2021 Projection. BUPA - 2011.
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In thinking about how best to deliver efficiency savings over the coming years, commissioners will need
to build on the work already in train in relation to the following three areas for potential savings
highlighted in a recent (2010) National Audit Office report*.

e Use of radiotherapy machines varies over twofold per year, per machine, by centre. While there may be valid
reasons for these variations, the strategic development and localisation of these services needs to ensure that
existing and future capacity is used productively.

e Inpatient admissions per new cancer diagnosis varied significantly between PCTs from 1.7 to 3.2 between
PCTs in 2008/09. If every PCT met the inpatient admissions per new cancer diagnosis of the best performing
quartile, 532,000 bed days could be saved, equivalent to around £106 million each year

e Average length of stay for inpatient cancer admissions varied from 5.1 in the best PCT to 10.5 in 2008/09 If
every PCT had the same length of stay as the average for PCTs in the best performing quartile, then even with
no overall reduction in inpatient admissions, 566,000 bed days could be saved, equivalent to around £113
million each year™.

England has a higher bed utilisation for cancer than any other country. Almost 50% of spend on cancer
in England goes on inpatient care, and accounts for 12% of all inpatient bed days. The National Cancer
Action Team has stated that over 30% of all emergency admissions could be avoided and 25% could
have shorter lengths of stay.

Achievement of national best quartile benchmarks, by supporting patients to stay out of hospital,
providing alternatives to admission and reducing lengths of a stay of those patients that need to be
admitted could release significant savings. In the short term NHS Commissioners need to focus on
enhancing services that improve patient outcomes and decrease spending in areas that do not, such as
unnecessary bed days. Achieving this objective would have the potential to release savings for upstream
investment in primary prevention, raising awareness and earlier diagnosis, screening, primary care,
community and end of life services, but only if hospital services can be reconfigured and beds can be
decommissioned.

" NAO report Delivering the Cancer Reform Strategy (2010)
* National Audit Office Report (2010)
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2. Where are we now?

In July 2012 ‘The Cancer Case for Change’ (NHS GM, Safe & Sustainable) documents was endorsed by
both the Greater Manchester & Cheshire Cancer Network and the Clinical Strategy Board.

In addition as part of the Greater Manchester & Cheshire Cancer Summit (24th & 255 September 2012) a
detailed ‘Data Pack’ was prepared to provide participants with additional insight and information, which
was further supplemented at the event by presentations from:

e Stephen Parsons (Director, National Cancer Action Team) on the challenges faced by our Cancer Network
e Professor Sir Mike Richards (National Clinical Director for Cancer) on “What Does Great Look Like’.

This set of documents and presentations provides a detailed analysis on how the Greater Manchester &
Cheshire Cancer Network (GMCCN) currently compares with national and international benchmarks, the
challenges we face and the scope of the commissioning agenda for cancer services. Inspired by
Maxwell’s 6 dimensions of health care quality (BMJ 1984), in order to give an overview of the current
situation from a range of perspectives, this analysis covers in detail:

e Theincidence, prevalence, human and financial e Effectiveness of interventions, productivity and
impact of cancer efficiency

e Variations in clinical outcomes, survival and e Acceptability of services to the people who use
mortality them and patient satisfaction

e Health inequalities, equities of experience and e Research, education and clinical trials
outcomes e Cancer waits and access to treatment services

e Lifestyle and environmental factors including chemotherapy, radiotherapy and surgery

e The impact of behaviour and the belief systems of e Screening rates and indicators of late presentation
our local population e Models of provision and commissioning.

* Acute service configurations, the quality of
treatment including I0G guidance and Peer Review

A complete set of this data is available as a resource for local commissioners and providers on the
GMCCN website (refer to reference)®® . In summary the key issues impacting on Greater Manchester
& Cheshire cancer services are well known to healthcare professionals working in this area and have
been highlighted in this set of comprehensive analyses and the ‘Cancer Case for Change’. Although
significant improvements have been made in the last decade our clinical and managerial leaders
know that, in relation to health outcomes and experience of care, we are, as a whole system falling
short of our ambition to be amongst the best in the UK and in the world.

Interdependencies and patient pathway flows between care settings need to be recognised in
developing new delivery models, to ensure relationships are strengthened and not fractured. An
integrated approach is particularly important to support the more disadvantaged groups in our
diverse population and to tackle the inequalities that exist in health and in access to health services,
including unscheduled care. Greater emphasis needs to be given to population based approaches to
prevent cancer, screen for early detection and prompt earlier presentation with symptoms.

The case for changing the way we commission and deliver cancer services is compelling. A Greater
Manchester & Cheshire Cancer Programme will be at the heart of the Healthier Together process.

B http://www.gmcen.nhs.uk/hp/OurWork/HealthierTogether
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3.1 National Standards for Cancer across the UK

The coalition government set out its aspiration for cancer services in England ‘to deliver health
outcomes that are among the best in the world’ in /mproving Outcomes: A Strategy for Cancer
(I0SC; DH: January 2011)’. The national context is described fully in this policy document and it sets
out how commissioners are expected to improve outcomes for all cancer patients and improve
cancer survival rates — saving an additional 5,000 lives every year by 2014/15, aiming to narrow the
inequalities gap at the same time. The expectation that IOSC will be fully implemented has been set
out in recent ‘Operating Framework for the NHS in England’ (2011/12 and 2012/13).

In addition ‘Commissioning of Cancer Services (NCAT, July 2011)’provides further, detailed advice to
commissioners and providers on the implementation of 10SC, national standards and good practice.
It covers the following areas and should where possible be read in conjunction with this document.

e Prevention e Living With Cancer
e Earlier Diagnosis and Assessment e End of Life Care
e Treatment Services e Funding of Services.

e Inpatient Care

Further detailed information on the national approach to the above can also be found on the Cancer
Commissioning Toolkit website at www.ncin.org.uk/cancer_information tools/cct.aspx .

The library of Quality Standards being developed by NICE is also an important resource for
commissioners in identifying issues to prioritise and will enable scrutiny of the extent to which they
are commissioning high quality care. In developing a comprehensive suite of Quality Standards, NICE
has made good early progress on key topics such as patient experience, end of life care and breast
cancer, colorectal, lung, ovarian'®. Guidance for prostate cancer and chemotherapy are under
development.

¥ http://www.nice.org.uk/guidance/qualitystandards/QualityStandardsLibrary.jsp
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3.2 The Greater Manchester & Cheshire Vision of Best Cancer Care for Patients

The headline outputs from the NHS GM Cancer Summit were encapsulated in the commitments
made by a Leadership Panel™ (see below).

NHS GM Cancer Summit (24”’ & 25" September 2012) — “Moving from ‘Let’s Talk About It’ to ‘Let’s Just Do It"”

e .

Mike Burrows

an Wilkinson

Leila Williams

Chris Harriso ] David Dalton . ol |
! Caroline Shaw

See reference16 for full titles.

The commitments they made provide a framework for the future development of cancer services in
Greater Manchester & Cheshire.

e The establishment of a new Greater Manchester & Cheshire Cancer Provider Board. The new Board will

provide a single coherent provider response to complementary Greater Manchester & Cheshire wide
commissioning arrangements.

e Chris Harrison (Domain Lead for the MAHSC Cancer Programme and Medical Director, The Christie FT), on
behalf of provider organisations, will develop a formal proposal to go to Trust Board meetings — with a
view to the new arrangements being in place from April 1 2013.

e A commitment to have made a significant progress (1° April 2013) on the implementation of new
specifications for the following specialist surgical services; Gynaecology, Hepato-Pancreato-Biliary;

Upper Gastro Intestinal and Urology. Service specifications will go beyond minimum national (10G)
standards to provide the best possible services for patients.

e A commitment to have substantially implemented robust Acute Oncology Services at all Trusts providing
Urgent Care/ A&E services for patients in Greater Manchester and Cheshire by 1° April 2013.

> A video of the NHS GM Cancer Summit Leadership Panel can be found at http://youtu.be/WRv7VM83IGI (Part 1 - Panel)
http://youtu.be/HpMLQj7g5ww (Part 2 Q&A)

¥ NHS GM Cancer Summit Leadership Panel consisted of; Mike Deegan (CEO, Central Manchester CMFT); Brendan Ryan (Medical Director, UHSM FT);
Chris Harrison (Domain Lead for MAHSC Cancer Programme and Medical Director, The Christie FT); David Dalton (CEO, Salford Royal FT); Caroline Shaw
(CEO, The Christie FT); Leila Williams (Director of Transformation, NHS Greater Manchester); Raj Patel (Chair, Tameside CCG and Medical Director NHS
Greater Manchester); lan Wilkinson (Chair Oldham CCG); Mike Burrows (CEO, NHS Greater Manchester); Tony Blower (Medical Director, GMCCN).
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A single Greater Manchester Commission for each cancer pathway (across the whole of Greater
Manchester & Cheshire) will ideally be responded to by a single provider response in the form of a ‘prime
vendor’ arrangement, with one lead provider organisation for each cancer pathway.

Binding internal governance arrangements will be put into place within the Cancer Provider Board,
supported by independent clinical advice, to determine preferred options where there are potentially
competing provider collaborations, with decisions adhered to without recourse by all constituent
members of the Cancer Provider Board.

Open and transparent reporting of health related outcomes (e.g. audit results) alongside the results of
peer review would be a theme of the new Cancer Provider Board.

The Cancer Provider Board will also collaborate across all relevant non clinical care aspects of cancer
including, teaching and training and translational research.

The Cancer Provider Board will determine hospital provision across all elements of each cancer pathway
and will not be solely focussed on specialist care or I0G compliance e.g. inclusion of the prevention
agenda through meaningful engagement with Health & Well Being Boards and Local Authorities. The new
provider partnership would also seek to support and be held accountable (through contracts and
commissions) for working with primary care and other providers to improve early detection and
recognition, appropriate referral rates, patient education and screening rates.

The central role of Public Health in saving lives related to cancer is recognised by both commissioners
and providers and will be a key component of future integrated provider and commissioning
arrangements.

CCGs in Greater Manchester & Cheshire are committed to act as one commissioner for cancer services
and will seek to commission whole pathways of care from primary and secondary prevention, through
detection, screening, diagnostics, treatment, aftercare/ survivorship and end of life care.

CCGs are committed to developing clear specifications for cancer services beyond the minimum
standards, including 10G compliance for surgical services. Specifications and commissions will be
developed for outcomes and improved services not “compromise and fudge”. Commissioning approaches
will be purposely developed to seek service provision from an integrated provider cancer system through
the formal tendering of services. New contracting levers, including new payment mechanisms and the
potential for competitive procurement will ensure the integrated Cancer Provider Board is in the best
interests of patients.

CCG commissioners also made clear their intention to improve the contribution of primary care
providers to the local cancer agenda (early detection, prompt referral for treatment and co-ordinated
after care) and vowed to also hold these ‘small providers’ to account in their commissioning process.

Commissioners and providers shared a belief that the development of cancer services in Greater
Manchester & Cheshire should be:

o Clinically led
o Centred on patients/ carers and the health of the local population.

Both commissioners and providers committed to involving patients at the heart of their governance
process, with the expectation that the third sector and Education/ Research establishments would also be
involved e.g. Manchester Academic Health Science Unit (MAHSC) and Macmillan. Involving patients
would go beyond having patient advocates on Boards- they would also be central to the redesign and
development of cancer pathways.

CCG Leaders see this development of cancer services as a model for taking forward other programmes
within the Healthier Together Programme.
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4. What is the gap?

4.1 Force Field Analysis

At the NHS GM Cancer Summit a diagnostic was undertaken in which participants were asked to
consider the drivers and obstacles (restraining forces) for the following elements of cancer care:

e Prevention e Follow-up, aftercare and support
e Early diagnosis e End of Life
e Treatment (all types) e Decision making.

The results of this work are summarised below and provide an insight into what needs to change in
the Greater Manchester & Cheshire ‘Cancer Story’. Some forces can be both driving and restraining
forces - the relative scores'’ used by participants provide an indication of where future emphasis
should be placed by our system and the actions that may be necessary to drive progress.

Prevention

The insights highlighted by participants included; the requirement for the maximum integration of
health/ Local Authority strategy at a local and Greater Manchester level, as this agenda is seen as
expensive in the short term, with very few quick wins, a long term commitment is required.

Driving Forces Restraining Forces

| s 2 & I

* Political willto act(National & Local) given
* Government policy and legislation. Smoking strong industry lobby & lack of public
ban; Health & Safety occupstional support. Evidence base notcompulsive
exposure; minimum price of alcohol. and potential legal challenge.

* Nota quickfix. Longterm commitment
required inorder todemonstrate positive
outcomes. Commitmentundemined by
industryand parenting.

* Government initistives—health promotion/
educationand campaigns. 5 aday; healthy
living and exercise; HPV Vacc; Hep B Vacc,
etc.

Individual/ personal choice underminedby

‘peer pressure, finances, normalisstion of

alternative (unhealithy behaviors).

. Industry initistives—e.g. food Iabelling.

- Media —personslstoriesand celebrity
endorsemente.g. Jamie Oliver.

Prevention

* Lackofresources todevelopindustrial

S Individual desireto be healthy. .y
spproach. In current economic climats

- Non conflicted research including some alwaysfirstcostimprovementtarget. Lack
from Pharma companies. Health economic of understanding of Boards & Finance
studies. Directors.

* Genetic screening. * Lackof medis, marketing and advertising

championsand role models.
Relative Score Relative Score

"7 Each table at the NHS GM Cancer Summit weighted the driving and restraining forces for the theme they were asked to consider. In each case the
figures summarise the work of more than one table and contain the collective scores of the tables which considered each theme in question. In this
respect they provide only a relative score to provide a sense of how participants viewed the current dynamics of each theme.
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Early Diagnosis

The insights prioritised by participants included the need for; patient and professional education;

improved communication; prioritisation through policy and engagement of secondary care.

Driving Forces

- Medicaladvances. Developmentof IT &
technology e.s. PACS, predictive modelling/
risk management tools.

- Patient & professionaleducation/
awarensss.

= Nationzal awareness campaignsthroush
media, TV, radio, advertisins.

C Developmentof one stop clinics.

- N=tionsl priority and targets.

- Cost to economy.

= Nationsal Awareness and Early Diagnosis
Initiative [NAEDI) & NICE Guidance.

- Developmentand svailabilityof screening

services.

- Financial & contract incentives. Sharing of
relevantbenchmarks.

- Improvementsin Primary Care expertisa.
Relative Score

=D

%

Restraining Forces

AN

lagnosis

Early D

Historically not prioritised.

Poor patient [health campaigns) &
professional swareness of symptoms.
Variability inPrimary Care. Lasck of GP
time, clinical knowledge & experience.
Gap between GPsand specislists.

Insppropristereferralsclogsins up sy=stem.

Complexityof disgnostics. Accessto basic
dissnostics—coststo NHS.

Complexityof system & number of
institutions involved/ institutional
inflexibility. Non compliantservices.
Workforce; capacity due to competing
priorities and lack of skill=s.
Equity of access due to social and cultural
issues. lLow uptaks of sceening by
deprived and ethnic populstions.
Relative Score

122

Treatment (All Types)

The insights prioritised by participants included; I0G compliance, action to tackle lifestyles, improved

patient awareness; enabling patient decision making; designing incentives to commission improved
outcomes and to limit organisational self interest.

Driving Forces

- Hesalthier Together —acute surgery, urgsent
care andotherprogsammes.

. Outcome data; mortality; readmissions,
patient experience, NWCIS. National Access

Targets.
- Emphssisonesarly detection and screenins.
. 100G Compliance. PeerReview . MDTs.
L Patient awareness [power)—knowledge of

treatments & choice.

- Costv's income; require reductionsin bed
days e.g. fromEnhancaed Recovery.

- Research (trials) & scademic network.
Clinicalcommitment/ engsasementto ‘best
treatment’ for patients. Moleculartesting.

- System leadership. Commissioning
incentives/ penalties. Influence/ innovation
of The Christie/ MAHSC.

Relative Score

156

)\/

Restraining Forces

AN

Treatment {All Types

Inequality of Access; skills of specialists/
nurses & treastments. Nine to five service.
1I0G Compliance/implementation resisted
by self interested organissations, clinicians
& managers.

Low patientexpectations. Lack of patient
involvement. Patient expectationsfor
travel/ transport.

Variable primary care skills/ detection.
Late presentstion. Lifestylefactors.

Communication/co-ordination between
primary, secondary and tertisry services.
Differentisted IT and Data.

Lack of system leadership, wesk
commissioning & contracting. Power of
The Christie/ MAHSC.

Cost of service notfully coverad by tariffs.

Payment by activity not outcomes.
Relative Score

176
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Follow-Up, Aftercare & Support

The insights prioritised by participants included; this part of the cancer pathway has not been
prioritised by commissioners or providers and does not receive appropriate time or resources to
support the necessary improvement in follow-up, aftercare and support.

Driving Forces

V

Patient empowerment) aswareness. Third
sector agencies advocating on their behalf
Direct supportfor patients- Macmillan
Nurses/ advocates working between
primary & sscondary care.

Nationsal suidance. External review .

Integrated ‘Care Records’ - sl patient
activity linked togetherand available .
Opportunitiesto use new/ existing

technolosy to replace traditional follow-up.

Lifestyle educstion for patient=following

cancer e.g. Macmillan.

Cost of hospital acute follow-upon system.

New research & monitoring of ‘Iaste effects”

GP link—primary care notified of diagnosis

[within 24 hrs) +discharge (within 2 day=s).
Relative Score

<>

Follow Up, Aftercare & Support

Restraining Forces

A\

Poor coordinstion & cooperstion between
trusts. Inter provider services not co-
operating particulardy forrarer cancers.

Follow-up & sftercare notprioritised.
Financialincentives to support Sppropriste
follow-up notin place. No targsets/
commissioning incentives to support
Poor communication between
organisations/ teams leadsto patient
dissatisfaction e.g. inconsistent detsils of
patient journey, lack of aftercare planning
and post cancer expectstions.

Evidence base not sufficentlyarticulsted
to drive change. Lack of nonscuts
alternstives commissioned.

Lack of psycholosical supporte.s. feelinss
of helplessness and lossof contral.

Relative Score

End of Life

The insights prioritised by participants included; co-ordinated planning is required alongside
improved decision making across organisations if we are to take appropriate action; things will get
worse if we do nothing; there is limited scope for increased funding so the system should focus on
ensuring continuity 24/7, integration and training.

Driving Forces Restraining Forces

V
AN

Financefresourceissues withregard to:

Public expectstion— “people know itcan be o Vacant pallistive care consultant posts.
better”/ national guidance. o Hospice/ other services- inequity.

o Oncol ccess problem
Voluntary & charitable sector (Hospics, 0 OBy S e S

o Generalresourcesin community.

Mzcmillan, Agze Concern) redesisn work.
Benchmarking and patient experience.

Leadership & skills of individusal clinicians.
Specialist st=ff (Key Workers). Advanced
communication skilltraining.

Choice of location. Unmet need.
ClinicalUrgency. Patientspecificissues e g ;
pain, symptoms, etc.,

End of life pathways/protocolse.&5.
Liverpoolcare pathway. Planning for End of
Life. Advanced Care Planning Integrated
pathways and other tools.

Relative Score

111

End of Life Care

Lack of co-ordination & focus. Poor
communication between organisstions
and lack of integrstion especially st AZE.

Chsallenge of scsale:

o Geography

o Differentdisease/speciality needs.

o OOHs aswell asMon —Fri.

Lack of organisstional/ system ambition.
Not all st=ff competaent.

No authentic patient voice.

Relative Score

137
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Decision Making

The insights prioritised by participants included; most elements are in place, however good decision
making is dependent on the professionalism and dedication of individuals, which leads to variability;
processes need to be designed as if ‘we’ were the patient and focussed on improving patient
outcomes.

Driving Forces Restraining Forces

NV
AN

ISCUSSION

Other nationalguidance e.g. 18 weeks

. MDT & Peer Review process. waiting time & AEE standards.

o MDT=s may not be organised
effectively/resourced across organisations.
Lack of time. Variability of MDT leadership.

- Patient informsation—qusality & access
issues, specificto pathway, effects level of
understanding & ability tomake choices.

* Diagnostic capacity sharing not developed.

- Technology & disgnostics.
- Specialist nurses/MDT co-ordinators.

= Overall professionalism/dedication.

- Patient held records—information easily
accessible.

. National cancer guidance [NICE/IOG).

= Commissioning intentions/performance
targets. Funding regime.

* Fearofchange andinstitutional seif
interests leading to "turf battles’.

Number of IPTs & treastmentsites.
Difficulty with communicstion between
teams & organisations. IT & dsts not
shared between organisations/ hospitals.

- Patient, family, carer, support.
Commissioning of local services and
decision making includes users/patients.

- Existing payment mechanismsdrives
competition and not collaborstion.

Relative Score Relative Score

Decision Making & D

4.2 Translating Aspirations & Goals into Reality — Meeting the Challenge

The NHS GM Cancer Summit identified a small number of bold and ambitious aspirations for the
future development of world class cancer services in Greater Manchester & Cheshire which can be
summarised under the following headings.

e A GMCCN ambition to be ‘World Class’.

e A GMCCN commitment to eliminate inappropriate waiting.

e The prioritisation of ‘prevention’ & ‘detection’ work streams.

e The early and rapid development of fully integrated IT and data systems.

e Commitment to develop ‘Public Awareness’ campaigns and a greater focus on improving ‘Public Health'.

e New governance arrangements for the provision and commissioning of cancer care.

e The provision of ‘Specialist Surgical Services’ beyond minimum national standards — agreed and with
significant evidence of implementation by April 2013.

In addition the following resolutions were agreed to take forward work in these areas.

e Active collaboration between providers and commissioners is the preferred way forward.

e Services must be developed with the focus on treating the patient with cancer...not just the cancer.

e Only a small number of ‘system wide’ objectives (commissioners and providers) are required.

The outputs from the Summit in these areas are summarised below. They provide a clear illustration
of the gaps that need to be addressed and the range of actions that need to be considered as new
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models of care are developed by our commissioners and providers, following on from the NHS GM
Cancer Summit 2012 and as part of the Healthier Together Programme of work.

The actions mapped out below should be read in conjunction with ‘The Greater Manchester &
Cheshire Vision Of Best Cancer Care for Patients’ (see above, page 18) as agreed by the Leadership

Panel at the Cancer Summit) .

A GMCCN Aspiration to be ‘World Class’

Aspiration/
Goal

A GMCCN Ambition to be “World Class’

Addressing The Gaps - What Needs To Happen — Ideas for Consideration

* Develop asimpleclearCancer Manifesto for
Greater Manchester & Cheshire.

* Communicatethe manifesto, publiclyas part
of Healthier Together, seeking user
invelvement in its implementation. Develop a
slogan and use social and traditional media.

* Communicate manifesto toall stakeholders,
via IT systems, patientrecords &
prescriptions.

* Engage Health & WellBeing Boardson the
developmentof the manifestoand its
implementation.

* Engage the mediato communicatethe
Greater Manchesterand Cheshire Cancer
story acrossthe health economy, HWEs, LAS,
local business and educational
establishments.

* Alsopublicise new ‘models of care’, ‘“Cancer
system’ and ‘leadership’ arrangements.
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Establish wherewe are now incomparison to
national/ intemational benchmarks—with a view
to developing a systemwide, shared planwith
clear, incrementz| goals.

Benchmark all aspects of each cancer psthway,
including: primary prevention; early detaction and
screening; referral, assessment and disgnostics;
treatment; aftercare/ survivorshipand end of life
care.

Exceed |OG expectationsduring 2013,

Be the best st supporting cancersurvivors—
address; Lymphedema; psychological support;
health & wellbeing; afteraffects etc
Publizhclinical and patient reported outcomes,
survey resultsand information on researchand
developmentandthe uptake of clinicaltrials.
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A GMCCN Commitment to Eliminate Inappropriate Waiting

Aspiration/
Goal

A GMCCN Commitment to Eliminate Inappropriate Waiting

Addressing The Gaps - What Needs To Happen — Ideas for Consideration

* Develop ‘Chooseand Book’ for suspected .

cancers.

* Wherever possibledirectbooking of hospital | *

diagnostics by GP/ primarycare integrated
with the booking of first hospitsl
appointmentfor suspected cancer

* Cliniciansto work 3steams across pathways

— collaboration and lead provider b

arrangementsto be considered.

* All servicesto belOG compliantatthe
earliest opportunity.

* Action to eradicate unnecessaryduplicstion
of investigationsslong a care pathway
through therobust application of protocols

and standardised processesin line withbest | *
practice guidelines. .

* Share diagnostic capacity across NHS Trusts

e.g. endoscopies. .

* Commission tominimisetum roundtimes.

Expand out of hours accessto diagnosticstesting
and overnightreporting.

Assessthecumentleadtimes in each step of the
patient pathway. ldentify the bottle necks and the
exemplar practices. Reach agreementon the idesal
times and sppropriste pathway. Streamlining
pathwayswhere possible.

Extended GP/ primary care sccessto appropriste
diagnostic tests and educstionfor GPs toensuresll
sppropriste investigations sre undertaken before
first hospital sppointment

Rizk stratification of patientsto determine protocol
driven booking of multiple teststo determine
direct access specifications.

Cevelop ‘One stop clinics’ and Triple 3ssessment’.

Develop ‘Cut Of Hours' nursing and specialist
advice inthe community setting.

Acute oncology expansion to all siteson 24/7 basis.

The Prioritisation of ‘Prevention’ & ‘Detection’ Work streams

25

Aspiration/
Goal

The Prioritisation of Prevention’ & ‘Detection’” Work Streams (1)

Addressing The Gaps - What Needs To Happen — Ideas for Consideration

®* Use the Christie Brand to promote awareness
and prevention campaigns.

®* Linkwith HWP's and LA’sto target hardto
reach groupsthrough social marketing. Target
schoolsand incentivise engsgement. Build on
‘Olympic Legacy’ and utilize the powerof
‘celebrity’ culture.

* Workwith Iarge employersto increass
detectionand screening rates. Commission to
improve primary care pathwaysfor detection
and improve screening ratesto the best.
Commission secondary care providers to
support early detection.

® Review brief intervention strategies and roll
outon 3 widescale. Make every NHS and
other health/ public sector contactcount to
provide brief interventions and adviceon
smoking/diet/obesity etc. Train all NHS staff
to undertake brief interventions.

Workwith HWEBs and LAsto use their powers
and influence todirectly tackle smoking and
cbesity primarily asan employer, throush
schoolsand through local public policy.

Commission for all symptomatic patientstobe
seen withintwoweeks not just HSC205 referrals.

Support primary care practiceswhere poor
attendance or uptake of screening services are
identified. Publish performance dastsand
benchmark.

Develop toolsto screen/risk assess patientsfor
lung cancer in primarycare and other hesith
settings. Encoursge proactive referral and
interventions using predictive modeling and risk
assessment toolsinprimary care.

High Quality + Safe -«

» Sustainable






Aspiration/
Goal

The Prioritisation of ‘Prevention’ & ‘Detection’ Work Streams (2)

Addressing The Gaps- What Needs To Happen — Ideas for Consideration

*  Workwith HWBs, LAs, health providerand
health commissioning employsestoset
examples for a3 heslthy workforce.

* Develop moredirect socisl marksting
techniques e.g. obesity/ smoking as
unacceptableas drink driving.

®* Report small area smoking prevalence and
support primary careto target specific
populations. Use socic-demographic toolsto
target social marketing campaigns—focuson
why segmented populstions smoke and their
potentisl motivationstostop.

Createfinancialincentivesfor referrsls to
smoking cessation servicesfor all health
providers and public sector organisstions.

Increasethe proportion of heslth commissioning
spend on primary prevention , early detection
and screening services.

Commission co-operation/collaboration between
breastscreening programstoallow women
greaterchoice of screening sites.

Joint commissioning between public heslth and
primary care agencies of weight loss programs
such as Weight Watchers and Rosemary Conley.

The Early and Rapid Development of Fully integrated IT and Data Systems

Aspiration/
Goal

The Early and Rapid Development of Fully integrated IT and Data Systems

Addressing The Gaps - What Needs To Happen — Ideas for Consideration

* Develop pathway specific, patient journey
‘advocate spplication ‘ for phonesand
tablets.

* Establish ‘oneclick’ access, by all clinicians
acrossa care pathway, toappropriate)/
relevantsection of integrsted patient care
record.

* Standardise acrossthe Network codesin uss,
‘input’ and ‘output’ parmametersanddats
required for collection.

* Wherever possible establish ‘real-time’
collection and viewing of data.

Identify senior management, IT lesdsand usersto
participate inactiongroupto implementideas.

Invest inthe education and training of users and
receiversofdata. Allstaff to betrained inlT use
and for it to become compulsory(i.e. no hand
written notes).

Patient groups to workwith system to define
standard specification/ scope of information
provision to patients.
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Commitment to Develop ‘Public Awareness’ Campaigns and a Greater Focus on Improving ‘Public Health’

Aspiration/ A Commitment to Develop ‘Public Awareness’ Campaigns and
Goal “Public Health’ in General
Addressing The Gaps - What Needs To Happen — Ideas for Consideration

* The Canceragendaneeds to be prioritised * Links to schools. Social media, the OlympiclLegacy,

by HWEBs, especially awarenessand early supermarkets/ large employers and mental heslith
detection. CCGs willneed to supportthis providers should be actively pursued.
localhy.

* A GM wide strategy should be produced/ * “Everycontact counts” approach shouldbe
refreshed whichizevidence bazed and sdopted and awareness raising/ brief interventions
linked toprimary care vision and strategy. should becommissioned from all provider

* Loczl public awareness campaigns should be contracts.

integrated with national campaignswherever | * Designationof ring fenced budgets torun public
possible., turning national plans into local awareness and social marksting campsigns, by
delivery. Health & Well Being Boards/ Local Authoritiesand
local Clinical Commissioning Groups, ata Greater

* Loczl campsaignsshould: target the youns;
i > ¥ = Mzanchester & Cheshire level.

focus on general lifestyle issues with
designsted cancer elements; focuson * Local and nationalcampsignsshould betsiloredto

tackling inequslities. specific populations using socio-demographic

*  More specificcampaigns should be profiling and other similar tools.

considered for hard toreach groupsincluding
screeninsg.

New Governance Arrangements for the Provision and Commissioning of Cancer Care.

Aspiration/ New Governance Arrangements for the Provision and
Goal Commiissioning of Cancer Care

Addressing The Gaps - What Needs To Happen — Ideas for Consideration

® A unified commissioning and provider * MNetwork work programmes should bereviewedto
responseisrequired scross Grester take asccountof the NHS GM Cancer Summit
Manchester & Cheshire through collaborative outcomes.

REGuTange nES: -2 Wherever possible the new system should

* Provider and commissioning amrangements commissionfor health outcomes, contracting for
need to slignwith Grester Manchester and the deliveryof “whole cancer pathways with lead
Centraland East Cheshire geographical NHS Trusts —using incentives and penaltiesto
boundaries. support delivery through an ‘Intesrsted Provider

* Providers neaed toorganise themsslvesto System’.
form an integrated Cancer Provider System * Cancer educstion and training, primary prevention
[Cancer Provider Board); collaborating on the and support forearly detection and screening
deliveryof whole cancer pathways (whers should slso be commissioned from intesrsted
appropriate), sharing capacity and resources provider system.

g::ge;;f::::;t-ncscom.ss.med byauniiad] 2 Clearly defined specifications, outcomes and
standardswill berequiredfor each pathwayto
* Consider and develop a unified cancer support the new system.
commissioning approach acrossallCCGs. TA
commissioning led Cancer Board with
delegated authorityfrom CCGs, holding
providerstoaccount was proposed.

* The governancearrangementsfor GMCCN should
be revised —utilising Network resourcestosupport
the new ‘cancer systems’, model of care’ and
cancer leadership model

* Note: This proposal contradicted the vision described by the Leadership Panel at this event. Whilst this is the case the
call for a clear, unified commissioning response was reiterated many times during the Summit. The final sessions of the
Summit, within which role groups considered their responsibilities to action the outcomes of the Summit, were based on
the accepted response of the Leadership Panel.

The provision of Specialist Surgical Services Beyond Minimum National Standards
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Aspiration/
Goal

The provision of Fully Compliant 10G Specialist Surgical Services (April 2013)

{

SErvice s

2

¥ to pr

10 9o beyond

the best possible services for potients,
i . {ros) as)

Addressing The Gaps- What Needs To Happen — Ideas for Consideration

* Clearly defined specifications, outcomes and

standardswill berequiredfor each pathway
to supportthe newsystem, modelofcare &
cancer leadershipamangementsfor delivery
of IOG compliantservices by April 2013.

To supporttheabove processearly
commissions for thefollowing services will
need to be developed: Gynaecology, Hepato-
Pancresto-Biliary; Upper Gastro Intestinal
and Urolosy.

Specificationsand businesscaseswillneaedto
be signedoff by CCGsthroughthe NHSGM
ClinicalStrategy Board, incduding relevant usse
of penzalties and incentives.

Considerationshould begivento engasging
lesd cliniciansfrom acrossthe Network in s
‘Camp David style spproach inorder to
a3gree service specificationsin thebest

interests of patients.

High Quality + Safe -«

The processfor procuring |1OG servicesshould be
agreed by COGsthough the NHS GM Clinical
Strategy Board with input from Central and East
Cheshire. Providersthrough the ProviderCancer
Board) and constituent CCGswill be requiredto
Sign up to 3 process and the decisionsreached
within it - without individual recourse.

The specificstionsfor specialist surgical services
should go beyond the minimum standards with 3
view to commissioning “World Class’ services. They
should beclinically driven and informed by patients
views aswellasabalanced commissioning
framework

Accessible e Sustainable






Conclusion

The NHS GM Cancer Summit provided a clear mandate for the development of a radically new
‘Cancer System’, new ‘Cancer Leadership’ and bold new ‘Model of Care’ - to achieve the

‘world class’ outcomes that it has been demonstrated are both possible to attain and that our people
and patients deserve.

The publication and communication of this document marks the start of a new era in tackling cancer
in Greater Manchester & Cheshire. From this point forward we must embrace the characteristics of
our newly defined approach and stop using behaviours and methods that have limited our success.

Whilst more detailed consideration will need to be given to commissioning and provider work to
develop and implement new models of care, that reflect the outputs of the Summit, the following
actions will be taken during the course of the next 100 days post publication of this document.

1.

29

Chris Harrison (Domain Lead for the MAHSC Cancer Programme and Medical Director, The Christie FT), on
behalf of provider organisations, will develop a formal proposal for the establishment of a new ‘Greater
Manchester & Cheshire Cancer Provider Board’ (December 2012). It is envisaged that the proposal will be
formally considered at Trust Board meetings — with a view to the new arrangements being in place from
April 1st 2013. To support this process NHS GM will work with CCGs to produce a specification outlining
commissioning expectations of an integrated provider system (November 2012).

During the same period, through the Clinical Strategy Board (with the inclusion of Cheshire CCGs), CCG
leaders will formalise and describe a unified cancer commissioning structure for Greater Manchester &
Cheshire, for full implementation post April 2013.

To facilitate the Cancer Vision, and backed by a potential £2m investment from Macmillan, NHS GM will
work with CCG Commissioners, the GMCCN team and the leadership of the evolving Cancer Provider
Board to support the development and re-design of cancer pathways to enhance primary care,
community care and survivorship in Manchester. Subject to further discussions a Memorandum of
Understanding will be signed in November 2012.

NHS GM will organise a ‘Convention’ style discussion (December 2012) to finalise commissions for the
following specialist cancer surgical services: Gynaecology, Hepato-Pancreato-Biliary; Upper Gastro
Intestinal and Urology. The design for these discussions will be communicated in October.

NHS GM will work with local CCG commissioners, NCAT and other national 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 10G standards.

Following further engagement with patients, NHS GM will with CCGs seek to formally procure (early 2013)
these services from an integrated provider system, with lead organisations for each pathway.

NHS GM will with CCG Commissioners, the GMCCN team and the leadership of the evolving Cancer
Provider Board oversee substantial implementation of Acute Oncology Services at all Trusts providing
Urgent Care/ A&E services, by 1st April 2013. NHS GM will with CCG commissioners seek to ensure a
formal contract and specification is agreed with an integrated provider system for this service, with a
clearly designated lead provider.
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Appendices

Appendix 1 - List of Abbreviations

A&E — Accident & Emergency

DH — Department of Health

GMCCN - Greater Manchester & Cheshire Cancer Network
CCG - Clinical Commissioning Group

HWBs — Health & Well Being Boards

I0G — Improving Outcomes Guidance

IPTs — Inter Patient Transfers

IT — Information Technology

FT — Foundation Trust

MAHSC — Manchester Academic Health Science Centre
MDT — Multidisciplinary Team

NAEDI - National Awareness and Early Diagnosis Initiative
NCAT - National Cancer Action Team

NICE — National Institute of Clinical Excellence

NHS GM — NHS Greater Manchester

NW(CIS — North West Cancer Intelligence Service

OOHs — Out of Hours

PACS - Picture Archiving and Communications Systems
Pharma — Pharmaceutical companies

Vacc - Vaccination
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1.  Recruitment to CCG Structure

There has been significant work to recruit to the CCG structure and identify and support staff who will transfer/be recruited to roles in one of the PCT successor organisations.


Of the 78 posts (excluding Governing Body Members) within the CCG structure, 70 are now recruited to and we expect that the remainder will be recruited by mid December. 

We are managing the transition from the old structure to the new.  However, this is a complicated process because different elements of the new structures are coming into effect at slightly different timescales and we have a duty to ensure that we continue to cover all our areas of responsibility.

This has been a difficult time for our members of staff who have faced significant uncertainty about their futures.  The Governing Body should be aware that throughout this difficult process people have been professional and   remained committed to getting on with their job and delivering objectives.  I am sure that Governing Body members will want to support me in thanking all staff for their professionalism throughout this process.

2.   CSU Service Level Agreement

The National Commissioning Board (NCB) required CCGs to sign a Service Level Agreement (SLA) for their Commissioning Support Services by 30 November 2012.  A template SLA has been issued by the NCB. This SLA is for an 18 month period.

The CCG has a SLA for £2.1M for the following range of services:


· HR


· IM&T


· Market Management (procurement)


· Business Intelligence


· Communications – digital design and social marketing


· Strategic Medicines Management Advice


· Total Provider Management (commissioning support)


· EUR


· Resilience


In addition, we have identified a resource for some additional service re-design expertise which we may commission from CSU.


We have agreed Heads of Agreement has been set out which enables us to develop the national agreement to include local priorities.  The aim is that this will be done in the next 2 months. 

3. QIPP

I reported last month that work had begun on re-freshing the QIPP plans.  This is underway and the intention is to use the pre-Governing Body session in January to discuss these in more detail.  By this time we will have received the Operating Framework, allocations and will have developed the plans and priorities in more detail.

4.  Action required of the Governing Body

The members are asked to note the contents of this update.

Gaynor Mullins


Chief Operating Officer 


Version 1 August 2011
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Greater Manchester Clinical Strategy Board

Tuesday 30TH October 2012

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 2 October 2012.


Attendance:




Raj Patel (Chair)

NHS GM




Terry Atherton
(vice chair)
NHS GM



Tim Dalton


NHS Wigan Borough CCG




Jerry Martin


NHS Bury CCG




Chris Duffy 


NHS HMR CCG




Lesley Mort


NHS HMR CCG




Jaki Heslop


NHS North Manchester CCG


Mike Eeckelaers

NHS Central Manchester CCG




Caroline Kurzeja

NHS South Manchester CCG




Ian Wilkinson


NHS Oldham CCG




Hamish Stedman

NHS Salford CCG




Annette Johnson

NHS Salford CCG




Paul Bishop


NHS Salford CCG




Cath Briggs


NHS Stockport CCG




Nigel Guest


NHS Trafford CCG  



Clare Watson


NHS Tameside & Glossop CCG




Kate Ardern


GM DsPH




Jenny Scott


Specialised Commissioning




Warren Heppolette

NHS GM



Claire Yarwood

NHS GM




Trish Bennett


NHS GM



Leila Williams


NHS GM  



Anne Talbot


NHS GM  




Phil Harris


NHS GM


Helen Stapleton

NHS GM


1.1 Apologies:




Stephen Liversedge

NHS Bolton CCG 


Martin Whiting


NHS North Manchester CCG


Simon Wootton

NHS North Manchester CCG


Bill Tamkin


NHS South Manchester CCG




Ash Patel


NHS Stockport CCG




Steve Allinson


NHS Tameside & Glossop CCG




Vikram Tanna


NHS Tameside & Glossop CCG  


In attendance:



Sue Pitt


NHS Tameside & Glossop  



Sue Mundy


NHS Manchester  



Janet Ratcliffe


NHS GM




Andrea Dayson

GMCCSN




Jonathan Martin

NHS GM




Alex Heritage


NHS GM





Naomi Duggan

NHS GM




Nicola Onley


NHS GM

1.2 Minutes and action log of the meeting held on 2nd October  2012.

The minutes of the meeting held on 2 October were accepted as an accurate record.

Clinical Strategy Board (CSB) noted the following updates from the meeting held on 2 October 2012.


1.2.1 Academic Health Science Network Steering Group.


The CSB noted and endorsed Dr Ian Wilkinson as the chair of the Academic Health Science Network (AHSN) Steering Group.


1.2.2 GM Cancer Summit – September 2012.


The CSB confirmed the outcomes of the Summit and that commissioners recognised the need for the collaborative unified commissioning of cancer services and that unified commissioning would be signed off initially by the CSB and be part of the succession plan of the Clinical Strategy Board beyond next April.

1.3 Clinical Strategy Board Forward plan

The Clinical Strategy Board noted the forward plan.

1.4 Matters arising


a. Major Trauma Network – Infrastructure and Investment


The Board received a verbal update on the progress to agree establishment costs for the major trauma centres and the role of NWAS within the Network.  Board was updated on the process to agree the costs, which has already been considered by Heads of Commissioning (HoC) and Chief Finance Officers (CFO).  

The Clinical Strategy Board:


(i) Noted the recommendation of the CFO’s that the infrastructure costs for the major trauma centres and 2012/13 NWAS arrangements would be affordable and drawn from the Safe and Sustainable levy for 2012/13.

(ii) Requested that CCG governing bodies and Boards consider a process paper outlining the recurrent financial implications prior to consideration by the December CSB.

(iii) Requested that HoCs and CFOs scrutinise the detail and implications of the revised paper.


b. Stroke centralisation – provider letters


Clinical Strategy Board was updated that the letters regarding stroke centralisation as agreed at the September Board have been sent to providers.  The letter to Stockport FT had additional elements added in by the lead commissioner regarding A&E performance and was sent as a co-signed letter from Raj Patel and Gaynor Mullins.


c. Community Budget Health and Social Care – interim report 


Clinical Strategy Board was updated on the outcome of the discussion at GP Council with Steven Pleasant on the community budget interim report.  The Council was supportive of the principles and philosophy of the programme, but wanted clarity on governance and assessment on outcomes.  There was also a consideration of the concept of deal flows, but Council was clear that accountabilities and responsibilities would need to be clearly defined.

2 Commissioning Business

2.1   Ambulance Service Commissioning

The Clinical Strategy Board received a paper updating on developments relating to ambulance service commissioning and performance since its decision to sustain collaborative arrangements and confirm NHS Blackpool CCG as the lead commissioner for the North West.


The paper outlined the development since that meeting of a GM Ambulance Service Strategic Leads group to facilitate direct contact between GM CCGs, the lead commissioner and NWAS executive team on issues affecting performance and reform across Greater Manchester.

The Clinical Strategy Board:


(i)  Noted the update.

(ii) Noted the establishment at a GM level with NWAS of the GM Ambulance Strategic leads Group as directed by the May CSB.


(iii) Supported the further engagement of GM CCGs in the work to develop the commissioning relationship with NWAS and address the operational issues through the group.

(iv) Endorsed the proposal that NHS Tameside and Glossop will act as the lead CCG for NWAS on behalf of the GM CCGs.

2.2 PTS and PTS OOH contract lead 


The Clinical Strategy Board endorsed the PTS preferred bidder report for the GM “Lot 5” at its meeting on 4 September 2012.  This endorsement was provided to the NW PTS Programme Board on 17 September 2012.  Following the meeting, outcome letters were then sent to the successful and unsuccessful bidders, and the Alcatel period began.  At the time of writing, the Alcatel period is still live.  

As part of planning for the mobilisation phase, the CSB was asked to validate that T&G CCG will be the contract lead for the PTS and PTS OOH contracts.  

The Clinical Strategy Board:


(i) Endorsed the recommendation that NHS T&G CCG will be the contract lead for both the PTS and PTS OOH contracts.

2.3 Military and Veteran Health

The Clinical Strategy Board received a paper describing the commissioning responsibilities of the NHS Commissioning Board and Clinical Commissioning Groups (CCGs) for military and veteran health (MVH) post April 2013.  


It outlined the options which the CCG Chief Officers are considering, for how CCGs can discharge their commissioning responsibilities post April 2013:


· Commissioning Support Units - CCGs need to consider whether the CSU would be best suited to provide the support for the kind of responsibilities and initiatives as described.  If so, this would need to be included in the agreement with the CSU.

· CCG commission - Each CCG would commission itself for its own CCG footprint, linking to the NW Armed Forces Network and Lead Local Area Team.

· Collaborative commissioning - A collaborative commissioning arrangement could be explored, with a lead CCG and built in support.  Learning taken from the existing GM work plan and governance arrangements could be used to inform the development of this work.  

It was confirmed that North Yorkshire and Humber will be the Lead LAT for MVH for the NHS CB commissioning responsibilities.  As there will be no GM LAT responsibility for MVH, CCGs are being asked to consider how they wish to take forward their commissioning responsibilities from 1 April 2013.  


The Clinical Strategy Board:


(i) Considered the 3 options presented to Chief Officers to enable CCGs to discharge their responsibilities as regards commissioning military and veteran health from April 2013. 

(ii) Noted the update and the responsibility of CCGs as regards commissioning of military and veteran health from April 2013.


(iii) Requested that the CCG Chief Officers support delivery of the military and veteran health plan by reviewing the options and agreeing a recommended approach for CSB to endorse.


2. Policy and Strategy

2.1  Service Transformation 

The Clinical Strategy Board received a report updating on the progress of the work of NHS GM Service Transformation Directorate.


The report covers progress on the following work programmes:


 - Healthier Together  


 - Making it Better 


 - Healthy Futures 


 - New Deal for Trafford 


 - Major Trauma


 - QIPP 

Board noted that most of the work streams have confirmed clinical champions and CCG leads, but gaps still exist for neurosciences, mental health and children’s work streams.


Board considered a detailed update on GM QIPP, as requested by September Board, on locality QIPP progress across GM, in its role to understand how GM as an economy can redesign services on a larger footprint to achieve the level of QIPP savings that CCGs may not be able to achieve on their own in future years.


It was noted that this report has been considered by Chief Finance Officers and Chief Officers and was approved. 

The Clinical Strategy Board:


(i) Noted the updates from the Service Transformation Directorate. 

(ii) Noted the changes to the Healthier Together Programme work streams as outlined in paragraph 2.5 of the paper to be:

Urgent & Emergency Care to include Acute Medicine


Primary Care to include Long Term Conditions


Neurosciences to be separated from Long Term Conditions as a separate work stream


A new work stream of Medicine and Frail Elderly to be included


Rehabilitation to be included with Medicine and Frail Elderly


A new work stream for Mental Health to be included


(iii) Noted the request for CCG leads for the 3 outstanding work streams of neurosciences, mental health and children’s and agreed that all CSB members would discuss CCG representation within CCGs.

(iv) Noted the report as attached at annexe 1 outlining the outcome of the QIPP deep dive undertaken by the GM PMO and CCG QIPP leads and updating on the Network-led QIPP schemes.


(v) Noted the concerns as outlined by the SHA and Board of NHS GM regarding the sustainability of the current reported financial position and the need to deliver this recurrently in 2012/13, in order to ensure continued delivery of QIPP by CCGs in 2013/14 and 2014/15.


(vi) Noted the request that all CCG Boards review QIPP plans at their next CCG Board meeting and that those CCGs who have been requested to provide an action plan by Board of NHS GM, do so by the end of November 2012.


3.2 Healthier Together vision

The Clinical Strategy Board considered the GM Healthier Together Clinical Vision documents summarising the first 3 steps of the Healthier Together Programme. Based upon robust data, intelligence and a series of clinical congresses and public meetings, the vision documents set out the future aspirations for Greater Manchester services.  The Board considered 6 of the 8 documents:  


· Vision document 1 - A Greater Manchester Vision for Emergency General Surgery;


· Vision document 2 - A Greater Manchester Vision for Neurological Conditions;


· Vision document 3 - A Greater Manchester Vision for Children’s Services;


· Vision document 4 - A Greater Manchester Vision for Cardiac Imaging;


· Vision document 5 - A Greater Manchester & Cheshire Vision for Cancer;


· Vision document 6 - A Greater Manchester Vision for Rehabilitation.


The Clinical Strategy Board:


(i) Noted the contents of each of the vision documents as work in progress

(ii) Endorsed each GM Healthier Together vision document on the condition that caveats and enhancements as requested in the meeting are made.

(iii) Requested that the individual vision documents are brought together to develop the full Healthier Together vision.

(iv) Requested that all CCGs should consider and discuss the documents within CCGs to inform the developing vision.


(v) Reaffirmed support for the principle of the programme to ensure the vision describes excellence in service delivery, but that it does so in the context of quality, the evidence base and affordability.

3.3 Healthier Together public discussion document and feedback

The Clinical Strategy Board received a paper updating on the progress relating to communications & engagement in support of the Healthier Together programme.


The paper outlined how the Healthier Together programme team will co-ordinate the communications and engagement function, which will then be delivered both centrally and locally. 



It was confirmed that conversations with the local population are now officially underway and this will continue with local communities to understand what’s important to patients and the public in GM. An ongoing conversation will continue across GM with a range of local patients, public, groups and the voluntary and community organisations, targeting specifically those who are deemed hard to reach and do not always have a voice. The aim is to have open, honest and transparent conversations about the future of health and care services.


The Clinical Strategy Board:


(i) Noted the progress of the communications and engagement work to begin public and patient consultations on the Healthier Together programme.

(ii) Noted that the paper updated on the specific public communication work, but did not outline the wider communications and engagement programme of Healthier Together and requested a paper to December Board.

3.4  Revised Greater Manchester Guidance on new oral anti-coagulant 

The Clinical Strategy Board received a paper updating on the revised GM guidance for prescribing new oral anticoagulants in light of the NICE technical appraisal (TA249 Atrial Fibrillation – Dabigatran Etexilate) published 15 March 2012, which was endorsed by GMMMG on 01/08/12.


This issue was considered by Clinical Commissioning Board (CCB) - predecessor to CSB in February 2012, when Board reaffirmed its support for the project and decision taken by the Commissioning Programme Board that Warfarin should remain the 1st line treatment choice for AF and that new oral anticoagulants (NOACs) should be reserved for use in high risk patients in accordance with the Greater Manchester algorithm and in whom Warfarin therapy is contraindicated, not tolerated or for those who cannot achieve a stable INR within 2-3 range.  NOACs should be used in line with GMMMG and Cardiac and stroke network treatment pathway and recommended that the outcome of the appeal to NICE on its Final Appraisal Documentation (FAD) published on 1 November 2011 is awaited.

The Clinical Strategy Board:


(i) Reaffirmed the decision of the CCB in February that Warfarin remains recommended first line treatment for patients with AF.

(ii) Recommended that GPs must have a full and informed discussion with patients before commencing a NOAC.

(iii) Recommended that patients taking a NOAC should have a regular follow up at least annually.

(iv) Recommended that GRASP-AF is re-run every 6 months to review prescribing trends and monitor anticoagulation.

4. Performance 

4.1  GM Contract Steering Group – October 2012

The Clinical Strategy Board received the report of the October meeting of the GM Contract Steering Group.  


The October meeting was the first Contract Steering Group that was extended and provider contract leads invited to attend.

a) GM CQUINs and KPIs

The Board was updated on the progress to develop GM KPIs and CQUINs and provide any further intelligence from the DH on this.


The previous CSB requested information on the current progress across GM to deliver the 6 high impact changes as outlined in the Innovation, Health and Wealth report 2011, along with circulation of the document detailing proposed GM KPIs, CQUINs and commissioning intentions.  


The Clinical Strategy Board:


(i) Endorsed the view of the Contract Steering Group that the date for delivery of negotiation timetables should be delayed until end of October until clarity can be agreed with Commissioning Support Unit on the role for 2013/14 contract negotiation.


(ii) Endorsed the recommendation of the Contract Development Group that the local surveys/questionnaires that comprise s.12 of contracts that are already in place should remain local.  If a GM survey is required, the Clinical Strategy Board will be asked to approve what would be required and what should be recovered (on the advice of the Contract Steering Group).


(iii) Endorsed the recommendation of the Contract Steering Group that the establishment of “Rules of Engagement” between providers and PCTs/CCGs should be implemented.

(iv) Noted the progress on the development of 4 potential Greater Manchester CQUINs themes of:


 - Academic Health Science Network (AHSN)


 - Reduction in avoidable and unavoidable readmission


 - Transfers of Care


 - Reduction in alcohol dependency


(v) Noted that the themes would be further developed by commissioners at the GM CQUIN workshop to take place on 5 December in conjunction with provider contract leads and requested that the January Board receives the final recommended position on GM CQUINs  as recommended by the workshop.


(vi) Noted the limitations to the Transfer of Care as a CQUIN where this would impact on social care and all were asked to consider how this could be addressed locally.

4.2 Specialised commissioning update

The Clinical Strategy Board received an update from Specialised Commissioning on the Major Trauma Centre accreditation and assurance process, the lead for which has been handed over from NHS NW to specialised commissioning.  The Board requested assurance that GM CCGs would be able to influence the accreditation process of the GM Centre and it was confirmed that the Local Area team Directors would be meeting to agree how this process could be progressed engaging all stakeholders.

The Clinical Strategy Board:

(i) Noted the need for CCG representatives to sit on the Specialised Commissioning Operational Group (SCOG), but were advised to await clarification of the Local Area Team specialised commissioning arrangements and revisit this requirement when this has been clarified.

5. REPORTS

5.1 NW Specialised Commissioning Operating Group agenda and papers

The Clinical Strategy Board:


(i) Noted the contents of the papers. 

5.2  Lead commissioner – Month 5

The Clinical Strategy Board noted that this would be distributed to CCGs following the November Contract Steering Group.

5.3 NHS 111 Programme Board minutes.


The Clinical Strategy Board noted the minutes of the meeting, but also noted that there had been subsequent meetings of the Programme Board.  


Board requested the current minutes to be presented to next Board.


6. AOB

6.1 Ketogenic diet in the management of childhood epilepsy.

The Clinical Strategy Board noted an issue raised by Dr Ian Wilkinson in the context of an EUR decision taken by Oldham CCG.


Board considered how matters ought to be communicated between the CCGs and the CSB going forward.


The Chair reminded members of the EUR function that has been developed within the CSU.

7.  Date and Time of Next Meeting


Tuesday 4th December 2012, 9am-12.30pm, St James House, Salford
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Capital Programme

		

										Original		CIG		Nov		Nov

				CAPITAL PROGRAMME 2011/2012						Plan		Proposed		YTD		YTD						11-12

										Budget		30 Nov 11		Budget		Actual		Variance				Forecast

										£'000		£'000		£'000		£'000		£'000				£'000

		A		FUNDING

				Capital Allocation 11/12						(1,665)		(1,665)		(555)		(555)		0				(1,665)

				Total Capital Resource Limit Funding (CRL)						(1,665)		(1,665)		(555)		(555)		0				(1,665)

				Planned Asset Sales/Disposals:-

				Great Moor Clinic						(140)		(140)		(140)		(140)		0				(140)

				Cheadle Heath Clinic						(130)		(130)		(130)		(130)		0				(130)

				EIS Medical Equipment						(157)		0		0		0		0				0

				Total Asset Sales/Disposals						(427)		(270)		(270)		(270)		0				(270)

				Total Funding (CRL + Disposals)						(2,092)		(1,935)		(825)		(825)		0				(1,935)

		B		EXPENDITURE

				Health Centre Refurbishment						200		593		50		1		49				593

				Crossley House						30		60		30		0		30				60

				Floor 2 Regent House						20		10		10		10		0				10

				Control of Infection Measures						35		68		35		12		23				68

				Fire Regulation Compliance						100		20		20		0		20				20

				Security						140		60		60		0		60				60

				Lighting						140		80		30		0		30				80

				Water Tank Replacement						55		0		0		0		0				0

				DDA Measures						160		80		0		1		(1)				80

				Replace Janitorial Units						160		40		0		0		0				40

				Wastes Disposal Measures						100		0		0		0		0				0

				General Backlog Maintenance						175		67		0		17		(17)				67

				Syringe Drivers						0		80		0		0		0				80

				GP Clinical System Solution						150		150		150		105		45				150

				IT Hardware Upgrades						50		50		50		0		50				50

				CoIN Network Infrastucture Upgrade						100		100		100		0		100				100

				Server Upgrades - Virtual Environment						50		50		50		0		50				50

				Community Health Stockport IM&T Infrustructure						427		427		240		0		240				427

				Total Allocated Budget						2,092		1,935		825		146		679				1,935

				Over/(Under) spend against CRL & Planned Disposals						0		0		0		(679)		679				0
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I&E

		STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2012/13														Appendix 1

		Month 7 - as at 31st October 2012

								CCG Financial Position - Month 7														Forecast

								CCG				Budget @		Spend @		Variance						12/13

								Responsibility				Mth 7		Mth 7		(under) / over						(under) / over

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

		Opening Resource Limit						(387,554)

		Anticipated Allocations						0

		(A) - INCOME (RRL)						(387,554)

		(B) - REVENUE EXPENDITURE

		Healthcare Providers:

		NHS Providers						241,981				141,149		141,231		82						(260)

		NHS Collaborative Comm						34,186				19,942		19,680		(262)						(358)

		Non NHS Providers						31,547				18,417		19,281		864						1,265

		Independent Providers						3,942				2,087		2,046		(41)						(70)

				Sub Total				311,656				181,595		182,238		643						577

		Primary Care:

		GMS & PMS						2,819				1,644		1,774		130						0

		Dental Services						0				0		0		0						0

		Prescribing						46,836				27,154		26,519		(635)						(1,812)

		Pharmacy						0				0		0		0						0

		Ophthalmic Services						0				0		0		0						0

		Developments						2,089				1,218		1,190		(28)						0

				Sub Total				51,744				30,016		29,483		(533)						(1,812)

		Reserves

		Reserves - Investments not released						11,342				0		0		0						3,252

		Reserves - CIP						(1,412)				0		0		0						0

		Reserves - Contingency						1,318				0		0		0						(998)

		Reserves - Target Surplus						917				535		0		(535)						(917)

				Sub Total				12,165				535		0		(535)						1,337

		Managed Services

		Estates						1,516				883		911		28						(103)

		Admin						10,473				5,880		5,149		(731)						(916)

				Sub Total				11,989				6,763		6,060		(703)						(1,019)

		Hosted Services						0				0		0		0						0

		TOTAL PCT - REVENUE						387,554				218,909		217,781		(1,128)						(917)

		CCG Report to Cluster Mth 5						392,311

		Gj Adjusts:-

		CIP DCB element						200

		Presc adjust						(432)

		NHS Comm tfr to LA						(4,617)

		GMS / PMS						708

		Mth 5 to CCG Gov Body						388,170
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Reserves & CIP

						SUMMARY OF RESERVES																		Appendix 2

						Month 7 - as at 31st Oct 2012

																				Reserves		Commits		Forecast Bals

																				Held Mth 7		Mth 7 onwards		Year End

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

				1)		Investments & Earmarked topslices														11,342		14,594		(3,252)

				2)		Contingency Reserve														1,318		320		998

				3)		Planned Savings Reserve														917		0		917

				4)		Cost Improvement Prog (Savings Target)								(see Table 1 below)						(1,412)		(1,412)		0

						Total Reserves														12,165		13,502		(1,337)

						Table 1 - CCG Cost Improvements

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

								Rec		NR		Total				CIP target				Savings		delivered (Mth 7)		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)				1,686		(522)

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

						Total		(4,929)		(2,173)		(7,102)				(6,902)				5,490		(1,412)
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Balance Sheet

														Appendix 3

				BALANCE SHEET 2012-13 as at 31 October 2012 (Month 7)

						Opening		Closing		Movement				Forecast

						Balances		Balances		in Balances				B/S

						1.4.12		31.9.12						31.3.13

						£000s		£000s		£000s				£000s

				Non-current assets:

				Property, plant and equipment		22,903		22,644		(259)				22,704

				Intangible assets		82		70		(12)				62

				Trade and other receivables		39		39		0				38

				Total non-current assets		23,024		22,753		(271)				22,804

				Current assets:

				Inventories		15		15		0				0

				Trade and other receivables		6,556		8,379		1,823				2,000

				Cash and cash equivalents		58		1,823		1,765				50

						6,629		10,217		3,588				2,050

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

				Total current assets		10,554		14,142		3,588				3,242

				Total assets		33,578		36,895		3,317				26,046

				Current liabilities

				Trade and other payables		(36,742)		(37,075)		(333)				(35,107)

				Provisions		(1,165)		(1,147)		18				(1,242)

				Borrowings		(142)		(149)		(7)				(153)

				Total current liabilities		(38,049)		(38,371)		(322)				(36,502)

				Non-current assets plus/less net current assets/liabilities		(4,471)		(1,476)		2,995				(10,456)

				Non-current liabilities

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

				Provisions		(2,611)		(2,611)		0				(1,369)

				Borrowings		(8,871)		(8,781)		90				(8,718)

				Total non-current liabilities		(11,727)		(11,637)		90				(10,330)

				Total Assets Employed:		(16,198)		(13,113)		3,085				(20,786)

				FINANCED BY:

				TAXPAYERS' EQUITY

				General fund		23,919		20,834		(3,085)				28,507

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

				Total Taxpayers' Equity:		16,198		13,113		(3,085)				20,786

				Summary:

				Trade and other receivables have increased by £1.8m largely due the contract payment of 1 month in advance for Community Services transferred to Stockport

				Foundation Trust as per the trems of the Business Transfer Agreement (BTA).

				Cash and cash equivalents have increased by £1.8m due to ensuring sufficient cash was drawn down in the event that debtor payments were not received in time

				to enable final settlement of cardiac collaboratively commissioned arrangements previously hosted by NHS Stockport.
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HEALTH & WELLBEING BOARD (SHADOW)

		Meeting:

		8 August 2012



		At:

		2.00 pm





PRESENT

		Cllr John Pantall

		-

		Executive Councillor (Health & Wellbeing), Stockport Council (Chair) in the chair



		Mike Greenwood

		-

		Chair, NHS Stockport (Vice-Chair)



		Cllr Sue Derbyshire

		-

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



		Cllr Kevin Dowling

		-

		Executive Councillor (Children & Young People), Stockport Council



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		John Leach

		-

		Chair, Stockport LINk



		Dr Stephen Watkins

		-

		Director of Public Health, NHS Stockport



		Chris McLoughlin

		-

		Service Director (Children’s Safeguarding & Prevention)





Also In attendance

		Eamonn Boylan

		-

		Chief Executive, Stockport Council



		Michael Cullen

		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Steve Houston

		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Maria Kildunne

		-

		LINk Senior Development Manager, Stockport LINk



		Gaynor Mullins

		-

		Chief Operating Officer, Stockport Clinical Commissioning Group



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Cllr Tom McGee

		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters

		-

		Integrated Commissioning Policy Co-ordinator, Stockport Council



		Janine Watson

		-

		Assistant Chief Executive (Communications & External Relations), Stockport Council





Apologies


Apologies for absence were received from Jane Crombleholme, Terry Dafter, Cllr Daniel Hawthorne, Andrew Webb 

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 8 August 2012 were approved as a correct record.

2. DECLARATIONS OF INTEREST


The following interest was declared:-

Personal Interest


		Councillor




		Interest



		Sue Derbyshire

		Agenda item 6 (i) ‘LGA Peer Review of Safeguarding services for children and young people’ as she had taken part as a member of an LGA Peer Review.





3. CLINICAL COMMISSIONING GROUP COMMISSIONING PLAN

Dr Ranjit Gill (Stockport CCG) submitted the Integrated Commissioning Plan 2012-16 for Stockport Clinical Commissioning Group (copies of which had been circulated). Dr Gill made a presentation highlighting the vision and values that underpinned the development of the Plan.

The presentation focussed on the following issues:-

· Focus on prevention and locality working, with the aspiration to increase the proportion of total spend on primary care;


· Inclusive development process, involving clinical conversations with GP and Acute Trusts, as well as drawing on data and priorities from the JSNA and the Health & Wellbeing Strategy.

The following comments were made/ issues raised:-


· Links with Greater Manchester Community Budget pilots – this had informed the development of the local Plan.


· Partners were aware of the principles and priorities of the Plan, although further discussion was needed on the implications for service delivery and how they best could assist with delivering the Plan. There was a significant role for the Health and Wellbeing Board in providing leadership, particularly in relation to encouraging the public in taking responsibility for their own health and coordinating the message about the nature of the significant change.

· The Plan represented a significant challenge to all partners, not least the CCG, in delivery, particularly in view of the diminishing resources available. The changing focus of provision from acute to primary and to prevention would present difficulties in the movement of resources between different organisations, though it was encouraging that partners were engaging in the discussions about this and recognising the need for change. Further discussion was needed about how existing integrated commissioning arrangements could be developed to ensure they could meet future challenges.

· Member organisations of the Board also had a responsibility as employers to ensure the health and wellbeing of their staff, such as requiring health screening or flu vaccinations for those working with vulnerable people.


The Chair summarised the main themes to have emerged from the discussions:-


· The pressures on resources and the need to shift resources to meet priorities.

· Engagement with the public to influence lifestyle choices and manage messages about change.

· Need to influence wider determinants of health inequalities.

· The importance of the role of employers in the health of their employees.

RESOLVED – That the Stockport Clinical Commissioning Group Commissioning Plan 2012-16 be welcomed.


4. DISCUSSION PAPER: SECURING WIDER ENGAGEMENT IN HEALTH AND WELLBEING IN STOCKPORT

The Chair submitted a report (copies of which had been circulated) setting out the issues to be considered by the Board to develop an effective voice for stakeholders, service users, carers and staff in the work of the Health & Wellbeing Board, and invited the Board to discuss the options.

The Chair highlighted a number of issues;


· Stockport Health and Wellbeing Board would have a key role in providing strategic



leadership and oversight across many complex systems and organisations.


· The Board has made a commitment, through the Joint Health and Wellbeing Strategy, to be a driver for integration, change management and leadership within the health and social care economy in Stockport. Part of this was to enable integration and collaboration across the health and social care economy but also acknowledging the broader determinants of health, including economic wellbeing. 

· The Board’s role in driving integration would involve ensuring the effective engagement of all relevant partners and providers, which was widely accepted as good practice. At a local level, this discussion would also form part of a broader set of issues to be resolved across the Stockport Partnership.

The Chair outlined some of the related existing and emerging governance and accountability arrangements in Stockport, which included arrangements being developed through local HealthWatch, Health Scrutiny and the Clinical Commissioning Group. It was clarified that the report was not seeking to replicate any of these areas but was primarily focusing on the need to develop partnership and provider engagement arrangements to support the effective operation of the Board, which took into account existing engagement structures.

Board Members discussed the issues raised in the report and the following comments were made:-

· It was important not to duplicate existing bodies or groupings. Healthwatch would provide a significant mechanism for public and stakeholder engagement, as would the new patient reference groups.  It was also clarified that Healthwatch was designed to be a consumer voice; it would also continue to link to Third Sector groups and carers, etc. It could not be expected to represent the Foundation Trust, major health providers, the police or fire service or other major areas of health and social care provision; and that it was this broader partnership/provider structure which had prompted the discussion paper.

· There was increased emphasis amongst partners on locality working, but there were areas where engagement remained low.

· The Board had a focus on reducing inequalities, but this also linked with the wider work on inequalities being undertaken by the Stockport Partnership which in turn had a structure and arrangements to engage stakeholders in that agenda.  

RESOLVED – (1) That the report be noted.

(2) That the Board’s preferred option be to develop a single forum or reference group to access expertise and experience from key stakeholder and partners (including the larger providers), noting that wider public and partner engagement was currently undertaken  by the Stockport Partnership, and that further proposals be developed and submitted to a future meeting.


(3) That the Head of Health & Wellbeing (Stockport Council) be requested to map the existing engagement activity undertaken by partners, including LINk and the emerging Clinical Commissioning Group arrangements, and submit this information as part of the proposals on a Health & Wellbeing reference group.

5. DEVELOPING AN OUTCOMES MONITORING FRAMEWORK FOR THE JOINT HEALTH & WELLBEING STRATEGY

Eleanor Bannister (Head of Public Health Intelligence) submitted a report (copies of which had been circulated) inviting the Board to consider proposals for the monitoring of the delivery of the Joint Health & Wellbeing Strategy through the development of an outcomes framework. 

It was proposed to report to the Board on performance on three occasions per year, based on a mixture of national and local indicators, but presented in commentary form. This would be complemented by an Annual Report prepared for emerging issues from the Joint Strategic Needs Assessment.

Members welcomed the proposals and the move away from indicator driven reporting and stressed the need to be able to ‘read across’ a number of plans and strategies.


RESOLVED – That the proposed Outcomes Framework for the Joint Health & Wellbeing Strategy and reporting arrangements as detailed in the report be approved, with the first draft report being submitted to the next meeting at which leads for the headline themes would be identified.

6. INFORMATION EXCHANGE

(i)
LGA Peer Review of safeguarding services for children and young people

Chris McLoughlin (Stockport Council) submitted a note (copies of which had been circulated) on a proposed LGA Peer Review that would take place in Stockport.


RESOLVED – That the proposed LGA Peer Review be welcomed.


(ii)
Public Health Transition Update


A note was submitted (copies of which had been circulated) updating the Board on progress with Public Health transition from NHS to the Council 


RESOLVED – That the report be noted.


8. ANY OTHER BUSINESS


NICE 


The Chair reported that representatives of the National Institute for Clinical Excellence (NICE) would be hosting an event in Stockport on 16 January 2012 as part of the development of their Public Health guidance and encouraged members to attend.

The meeting closed at 3.50 pm
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Greater Manchester Clinical Strategy Board

Tuesday 2nd October 2012

Summary Briefing Paper

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 2 October 2012.


Attendance:




Raj Patel (Chair)

NHS GM




Terry Atherton
(vice chair)
NHS GM



Tim Dalton


Wigan Borough CCG




Jerry Martin


Bury CCG




Stephen Liversedge

Bolton CCG




Chris Duffy 


HMR CCG




Simon Wootton

North CCG


Mike Eeckelears

Central CCG




Bill Tamkin


South CCG




Hamish Stedman

Salford CCG




Annette Johnson

Salford CCG




Nigel Guest


Trafford CCG




Steve Allinson


Tameside and Glossop CCG




Vikram Tanna


Tameside and Glossop CCG




Leila Williams


NHS GM




Jenny Scott


Specialised Commissioning




Helen Stapleton

NHS GM




Anne Talbot


NHS GM


1.1 Apologies:




Martin Whiting


North CCG




Ian Wilkinson


Oldham CCG




Ash Patel


Stockport CCG




Kate Ardern


GM DsPH




Warren Heppolette

NHS GM




Claire Yarwood

NHS GM




Anita Rolfe


NHS GM




Phil Harris


NHS GM

In attendance:



Sue Gibson


NHS GM




Sue Pitt


NHS Tameside and Glossop




Sue Mundy


NHS Manchester




Will Blandamer

Manchester Council




Sabrina Fuller


NHS GM





Joy Arrandale


NHS East Lancashire PCT




Kay Helliwell


SignHealth

 

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

The minutes of the meeting held on 4 September were accepted as an accurate record.

The meeting noted the following key updates:


GM and Cheshire and Central Lancashire and Cumbria Vascular Reviews.


It was confirmed that discussions are ongoing within Wigan and Bolton and across the 2 NW vascular reviews.  Further detail will be presented to a future Clinical Strategy Board.

Effective use of Neurosurgery and spinal surgery services in GM

It was confirmed that the GM Neurosciences Network and Specialised Commissioning Team have commenced work with the CCGs in Manchester to support service developments in this area.


NHS 111 and PTS developments


It was confirmed that CCG Chief Officers are in the process of considering different models for contract management of NWAS contracts currently managed through NHS Blackpool.


Academic Health Science Network (AHSN)


It was confirmed that the AHSN Steering Group is keen to ensure that primary and social care representatives are involved in the development of the GM AHSN.

The action log was considered and updated.

1.3 Clinical Strategy Board Forward plan

The Clinical Strategy Board noted the forward plan.

1.4 Matters arising


a) GM Cancer Summit 24th – 25th September 2012 -  Feedback

Raj Patel updated the Clinical Strategy Board on the discussions and outcomes of the GM Cancer Summit.


A provider Board is to be established to enable a joined up provider approach and a single point of contact for the development of cancer services across GM.  The Board will have an independent chair and commissioners will be invited to attend.


Providers and Commissioners confirmed their commitment to ensure that fully IOG compliant services are developed across GM.


The CSB:

(i) Noted the role of commissioners to ensure a rapid reform of the cancer commissioning arrangements in response to the agreed objectives from the Summit, to ensure the stated commissioning intention of achieving IOG compliant services across GM is delivered.

(ii) Requested that where provider Boards exist to inform the development of services, they are aligned under the Healthier Together governance arrangements.

2 Policy and Strategy 

2.1 Service Transformation - Work programme update

The CSB received a paper updating the Board on the progress of the work of the Service Transformation Directorate of NHS GM including:

· Healthier Together (formerly Safe & Sustainable)


· Making it Better 


· Healthy Futures 


· New Deal for Trafford 


· Major Trauma


· QIPP

The CSB:

(i) Noted the update and that 5 clinical champions had now been appointed to 5 of the Healthier Together programme work streams.

(ii) Noted that NHS Greater Manchester was currently rated by the SHA as amber for QIPP performance and that a detailed report would be presented to the next meeting, outlining the issues and progress made across Greater Manchester on QIPP reporting, and the results of a QIPP deep dive that has taken place in localities facilitated by QIPP leads.


(iii) Requested that the QIPP report is considered by Chief Officers and Chief Finance Officers before presentation to the next Clinical Strategy Board.

3 Performance

3.1 Greater Manchester Contract Steering Group – Sept 2012

The CSB received the report of the September meeting of the GM Contract Steering Group.  


The CSB:


(i) Noted and endorsed the report as the report of the GM Contract Steering Group for September 2012.

(ii) Endorsed the approach approved by the Contract Steering Group on contracting for AQP in terms of the approach to moderation, management of conditions precedent, allocation of lead commissioners and contract mobilisation.

3.1 a) GM CQUINs & KPIs


The CSB received an update on the work to develop GM KPIs and CQUINs for 2013/14 contracts.


There was no paper with this item as the proposals had only been considered by the Contract Steering Group the day before.


Proposed approach to GM KPI’s

Work has commenced across CCGs/PCTs to review the 2012/13 KPIs and although there is a view to build on this approach, only KPIs that are judged to be valid and add value will be agreed in future.


In terms of new KPIs, it was confirmed that the DH was considering its approach to KPIs for 2013/14 and that it had confirmed that RTT, C-Difficile and cancer targets would be retained as KPIs.  The KPIs will be published as part of the national contract publication, which is not expected until January.  The KPIs will be aligned to the NCB business plan and outcomes framework.


The Contract Steering Group recommended that the review of 2012/13 KPIs is completed and results shared with the November meeting.  Progress on GM KPIs for 2013/14 will continue but cannot be finalised until the national contract is published.  The outcomes and implications of this will be discussed at the Contract Steering Group and presented to CSB for final approval.


Proposed approach to GM CQUINs

The DH have confirmed that there will be CQUIN schemes for 2013/14, but there is no clarity on what will be mandated and the percentages.


Previously, the CSB had requested GM CQUINs to be developed on Healthier Together and the Academic Health Science Network.


It was confirmed that following submission by all GM CCGs on their priorities for GM CQUINs, 3 priority areas have emerged: transfers of care, alcohol reduction and avoidable and unavoidable admissions.


The DH has confirmed that in order to qualify to receive CQUIN monies, providers will be expected to demonstrate that they have implemented the six high impact innovations as outlined in the Innovation, Health and Wealth report (2011).  No providers will be able to access any CQUIN money without demonstrating this.  It is not clear if the requirement will be implement some or all of the high impact innovations, but it is expected that delivery will need to be demonstrated by March 2014.


The Contract Steering group recommended that a range of CQUINs should be developed at a GM level that CCGs can choose from and some will be mandated and some will be optional.  The key will be to ensure that any approach is more flexible than this year. 


The CSB:

(i)   Noted the timescales for publication of requirements from the DH.


(ii)   Recognised that a GM process should complement the national requirements.


(iii) Considered and endorsed the approach to GM KPIs and CQUINs for 2013/14, as recommended by the Contract Steering Group, and requested an update on progress to the next meeting.


(iv) Requested that a summary progress report on the delivery of the high impact innovations across GM is circulated to CCGs.


(v) Noted the complexity of commissioning arrangements as a result of commissioning reforms and requested that work is aligned across all commissioning organisations for the 2013/14 contracts.


(vi) Noted that there was enough time to develop the KPIs and CQUINs in time to negotiate them into 2013/14 contracts.

3.1b) GP Commissioning Intentions


The CSB received a verbal update on the process to collate GM commissioning intentions.


The list was compiled from decisions of CSB in 2012, and from GM network and programme leads, and was considered by the Contract Steering Group at its October meeting.


It was confirmed that CCG contract leads can share this list with their providers to outline the commissioning intentions of CCGs across GM for 2013/14, but that a further work up of the intentions was required to ensure they were fit for purpose for contracts.

The CSB:

(i) Noted the progress and requested that the summary paper outlining GM CQUINs, KPIs and commissioning intentions as presented to the October Contract Steering Group was circulated to all CCGs for a decision via email to be endorsed at the next CSB.


3.1c) Any Qualified Provider 


The CSB considered a paper (that was circulated late) updating CCGs on the progress to implement Any Qualified Provider in community services across GM.


The CSB:


(i) Noted the progress made to implement AQP collaboratively across the 12 GM CCGs including confirmation of the providers who had been accredited to provide adult hearing, podiatry and direct access diagnostic services (MRI head and neck and NOUS) as listed in sections 1.1.1 – 1.1.3 of the paper.

(ii) Noted that contract mobilisation was underway and was scheduled to be     completed by mid October 2012.


(iii) Noted the issues outlined in section 2 as the impact and implications for AQP moving forward as implementation moves from GM- coordinated to CCGs.

(iv) Noted the proposed actions and leadership responsibilities to manage the issues and requested that the GM Chief Officers ensure AQP implementation is considered as part of the collaborative working arrangements.

4 Commissioning Business

4.1  NHS 111 Procurement – Award and Mobilisation update 

The CSB received a paper updating on the NHS 111 Procurement mobilisation process.


Following the North West procurement at three “lot” levels, contracts have been awarded and the mobilisation phase is now beginning.  The paper describes the work involved to mobilise the service and suggests how Greater Manchester can organise itself in order to deliver what is required at CCG and Cluster levels, and ensure links to the North West Programme.


The CSB:

(i) Noted the contents of the report and the procurement update

(ii) Supported the GM mobilisation plan and noted the role of the 111 NW Programme Board to deliver mobilisation across the three NW footprints.


(iii) Supported the establishment of a GM level mobilisation project team to coordinate delivery of the GM plan, but requested that the team ensures local Directories of Service are fit for purpose at a GM level and that work is undertaken to describe GM and local clinical governance arrangements as part of the mobilisation, to ensure full understanding of the impact of 111 at a GM and local level.


(iv) Considered the capacity and responsiveness requirements required to support delivery at a CCG level and requested work is undertaken to clarify the impact on primary care in and out of hours through the implementation of 111, and that any analysis that has been undertaken to date is circulated to CCGs to assist and inform their local urgent care planning.


(v) Noted the risks and implications of not delivering the mobilization plan and agreed to ensure that all CCGs consider their local primary care resource requirements and ensure consideration is given to how CCGs will organize their local response.

4.2 Community Budget Health and Social Care theme - interim report 

The Clinical Strategy Board received a paper, which: 


· Introduced the Clinical Strategy Board to the Community Budgets Programme


· Provided an overview of the GM Public Sector Partnership work on Community Budgets


· Updated the Clinical Strategy Board on the emerging narrative from the work that is being used to prompt public sector reform over the next 3-5 years in GM


· Aimed to secure commitment from the Clinical Strategy Board to the work.

The CSB:

(i) Noted the programme as outlined in the paper and that the paper will also be considered by the GP Council on 9 October 2012 and the Combined Authority on 26 October.

(ii) Broadly supported the principles behind the community budgets in health and social care programme, but could not endorse the 12 recommendations outlined within the paper, due to concerns over the governance arrangements for the programme and where accountability will ultimately lie to deliver the recommendations.


(iii) Recognised that CCGs will be the final arbiters of GM health spend on this programme as it progresses and the need for further considerations of the programme to be aligned with local and GM collaborative discussions.

4.3  IAPT BSL Pilot Service

The CSB received a paper requesting that the Greater Manchester PCTs/CCGs, through the Greater Manchester Clinical Strategy Board, support the continuation of the NW  IAPT BSL service pilot for the deaf in 2013/14, so that the population of Greater Manchester continue to have access to this service.


The first draft of this paper was consider by the Greater Manchester Heads of Commissioning and Chief Finance Officers and further information was requested by both groups to enable them to make a recommendation to the Greater Manchester Clinical Strategy Board.


The paper summarised the first draft and then looks to address the issues raised by the Heads of Commissioning and Chief Finance Officers.


Each of these groups has had an opportunity to consider the revised paper and their views were clarified to Board.


It was confirmed that the CSB was asked to endorse the further funding of the pilot service for 12 months (March 2013-March 2014) to enable a full evaluation of the service and its impact on the deaf community.


The CSB:


(i) Endorsed the view of the Chief Finance Officers and Heads of Commissioning that further GM PCT/CCG funding of the pilot should be approved on a 6 month basis from January 2013, but that a full evaluation of the service is presented for consideration by Chief Finance Officers and Heads of Commissioning to inform a decision on whether the pilot should be commissioned or decommissioned as a service in line with wider CCG commissioning intentions.


(ii) Noted that the pilot was innovative in its approach, but highlighted concerns about the lack of clarity on the governance and accountability arrangements for the pilot.


(iii) Requested that whatever decision is taken in June 2013, that an exit management strategy for the patients being treated by the pilot service is agreed.

4.4 Integrated commissioning and delivery of evidence-based interventions for 0-5s: the AGMA community budgets programme

The Clinical Strategy Board received a paper briefing on the future commissioning responsibilities for improving public health outcomes for 0-5s.

The paper looked to receive CSB support for the AGMA 0-5s community budget theme proposals as a means of achieving more effective and cost-effective commissioning for this group. 


From April 2013:


· Responsibility for the funding and commissioning of children’s public health from pregnancy to five years old will transfer to the NHS Commissioning Board. 

· Local authorities will be accountable for delivery of related public health outcomes including breast-feeding, smoking at time of delivery, childhood obesity and oral health. They will also have responsibility for public health outcomes for 5-11 year olds. 

· Clinical commissioning groups will be responsible for the commissioning of acute and community children’s services, CAMHS and maternity services and mental health services for parents as well as assuring safeguarding.


The diversity of commissioning arrangements carries risk in terms of lack of clear accountabilities and failure to identify potential risks to a child’s development or safety. 

The CSB:

(i) Noted the future commissioning arrangements for 0-5s and the accompanying risks in terms of loss of accountability and failure to identify risks to children’s development and safety and to intervene early. 

(ii) Noted the work of the Early Years AGMA community budget steering group and endorsed the proposals for next steps in the development of an effective, evidence-based cost effective approach to universal provision, assessment and targeted interventions for 0-5’s.

(iii) Noted the role of commissioners of maternity, community and acute children’s services:

 - to agree to receive and consider, as a collaborative and as individual CCGs, detailed proposals on an integrated approach to commissioning for improved public health outcomes for 0-5s

 - to support the principles and development of this approach.

 - to act as champions as health and Wellbeing Board members for the proposed approach.

4.5  Update on Transition of Specialised Services

The Clinical Strategy Board received an update on specialised services from Jenny Scott.

The key messages:


1. Specialised Commissioning Operational Group


Work is underway to outline the quality requirements and document the risks of transition and migration and an update will be provided to the next Operational Group.


2. Clinical Advisory Group


The Clinical Advisory Group for prescribed services report has been published on the DH website.  It contains the national definition set and final recommendations for specialised services on what will be commissioned as part of the NCB commissioning portfolio.


3. Summit on Specialised Services


A 2-day summit on specialised services looked at the work of the 60 Clinical Reference Groups to understand progress and agree next steps on the commissioning products.


18 Quality dashboards are to be developed and Trusts will be required to submit information to all 18 and they will enable the comparison of local providers against the national picture.


4. Major trauma


A pressure area for GM is the transfer of patients into and out of the regional spinal injury Unit in Southport.  The short and longer term issues have been discussed to look to agree a way forward.  A follow up meeting will take place on 15 October and the Board noted the locality considerations of discharge and patient flow for spinal injuries and the impact on the progression of the Major Trauma Network.


5. REPORTS

5.1 NW Specialised Commissioning Operating Group 

The CSB:


(i) Noted the minutes of the NW Specialised Commissioning Operational Group from 3 September 2012.

(ii) Requested that in future a link is sent out to the NW Specialised Commissioning website to enable CCGs to access the papers and that the Specialised Commissioning team highlight areas for CCG attention.

5.2  Lead commissioner – Month 3


The CSB: 


(i) Noted the lead commissioner report for collaboratively commissioned contracts for 2012/13 – month 3 and that the report is considered by the GM Contract Steering Group.

(ii) Agreed that CCG Board should consider the report as part of monthly contract performance reports.

6. AOB

None tabled.


7.  Date and Time of Next Meeting


Tuesday 30th October 2012, 9am-12:30pm, St James House, Salford

followed by the Extended Strategy Session from 1 – 5 pm. – same venue
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		NHS Stockport submission to the NHS Greater Manchester Board Assurance Framework



		Summary: 

		This report contains the return made from NHS Stockport CCG in December 2012 towards the NHS Greater Manchester Board Assurance Framework for January 2013.



		Link to Annual Business Plan:

		Good governance is integral to our delivery of the annual operational plan.



		Action Required: 

		The members are asked to review and approve the content.



		Potential Conflict of Interests

		None.



		Clinical Exec Lead:

		Dr R Gill



		Presenter / Author:

		T Ryley



		Committees / Groups Consulted:

		Operational Executive on 5 December 2012.
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NHS Stockport submission to the NHS Greater Manchester Board Assurance Framework

1.0
Purpose


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


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

2.0
Rationale

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


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

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


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


4 This is marked as amber whilst we await the delayed Francis 2 report (now expected in January 2013)

5 Rated as ‘amber’ whilst the CCG develops its plans


6 Rated as ‘green’ as this is on track to be completed by March 2013


7 Rated as ‘green’ following the 31 October Panel Day and receipt of only five ‘red’ indicators


8 Rated as ‘green’ as this is currently on track.


3.0
Next Steps


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


T Ryley

6 December 2012 


Version 1 August 2011
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Health and Wellbeing Integrated Commissioning Board

– 26 September 2012



HEALTH & WELLBEING INTEGRATED COMMISSIONING BOARD

		Meeting:

		26 September 2012



		At:

		3.55 pm





PRESENT


Mike Greenwood – NHS Stockport (Chair) in the chair

Councillor Sue Derbyshire – Leader of the Council and (Policy, Finance & Reform), Stockport Council (Vice Chair)


Councillor Kevin Dowling – Executive Councillor (Children & Young People), Stockport Council


Councillor John Pantall – Executive Councillor (Health & Wellbeing), Stockport Council

Also In attendance

		Eamonn Boylan

		-

		Chief Executive, Stockport Council



		Michael Cullen

		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Steve Houston

		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Dr Ranjit Gill

		-

		Chief Clinical Officer, Stockport Clinical Commissioning Group



		Gary Jones

		-

		Acting Locality Director of Finance, NHS Stockport



		Cllr Tom McGee

		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Chris McLoughlin

		-

		Service Director (Children’s Safeguarding & Prevention)



		Gaynor Mullins

		-

		Chief Operating Officer, Stockport Clinical Commissioning Group



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters

		-

		Integrated Commissioning Policy Co-ordinator, Stockport Council



		Dr Stephen Watkins

		-

		Director of Public Health, NHS Stockport





Apologies


Apologies for absence were received from Jane Crombleholme,


Terry Dafter and Andrew Webb

1. MINUTES

The Minutes (copies of which had been circulated) of the meetings held on 8 August  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. PHASE 1 INTEGRTATED COMMISSIONING REVIEW REPORT

A joint report of the Service Director (Adult Social Care) (Stockport Council), Interim Managing Director (NHS Stockport) and the Corporate Director, Corporate and Support Services (Stockport Council) was submitted (copies of which had been circulated) summarising the initial findings of Phase One of the review of Pooled Budgets and Integrated Commissioning in Stockport, following agreement of the Review Scope at the meeting on 11 August 2012.

It was emphasised that the review would provide an opportunity to revisit the Section 75 Agreement to make sure it best reflected the changing health and social care economy and supported the delivery of the Joint Health and Wellbeing Strategy.


Members welcomed the positive analysis achieved so far and the commitment shown to enhancing joint commissioning arrangements beyond April 2013.


RESOLVED – That the report be noted.

5. FINANCIAL UPDATE

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

RESOLVED – That the report be noted.

6. ANY OTHER BUSINESS

There was no other business to consider.

The meeting closed at 4.20 pm
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Board Assurance Framework





		Summary: 

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



		Link to Annual Business Plan:

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



		Action Required: 

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





		Potential Conflict of Interests

		None.



		Clinical Exec Lead:

		Dr R Gill



		Presenter / Author:

		T Ryley



		Committees / Groups Consulted:

		NHS Stockport CCG Operational Executive on 5 December 2012 
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Board Assurance Framework





1.0 Purpose



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





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



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



2.2	Strategic Risk 9: ‘Inadequate systems for managing quality and safety of service provision’ has been maintained at a ‘red’ rating for a second month. The QIPP and demand management risks are also still rated as ‘red’.



2.3      The rating for Strategic Risk 3: ‘Workforce capacity and capability is insufficient’ has been lowered to amber to reflect the ending of the staffside consultation on the local structure and the recruitment which is taking place.  



2.4      The Operational Executive reviewed the proposed ratings and ownership of these strategic risks at their meeting on 5 December 2012. The ownerships have changed as follows:

           Strategic risk 5 has moved from Dr J Idoo to Dr R Gill.

           Strategic risk 7 has moved from Dr J Idoo to Dr V Owen-Smith.

           Strategic risk 8 has moved from Dr J Idoo to Dr A Patel.  





3.0	Actions required



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

	



T Ryley

5 December 2012 



		











		

		

		

		

		

		

		

		

		

		



		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

		 (
T
)QIPP savings target not delivered  threatening financial stability and future investments in quality 

		CD for GP Development

		 (
C
)

		

		

		

		

		

		

		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

		

		 (
C
)

		

		

		 (
T
)

		

		

		GB Quality report including Quality Impact Assessment 

		

		Establish QIA process 



		

		

		

		

		

		

		

		 (
T
) (
T
)

		

		

		

		

		

		



		

		

		

		

		

		

		 (
C
)

		

		

		

		

		

		

		



		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 

		

		

		 (
C
)

		

		

		

		

		GB Finance Report 

		

		Contingency  and 

Horizon-scanning 



		

		

		

		

		

		

		

		 (
T
)

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		



		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 

		

		

		 (
C
)

		

		

		

		

		GB Performance Report and project plan tracking 

		

		Activity Management Plan 



		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		



		CCG allocation assumptions are over optimistic  

		6

		In-year financial position and stability jeopardised or local investments delayed

		Chief Finance Officer 

		

		

		 (
C
)

		 (
T
)

		

		

		

		GB Finance Report 

		

		Contingency  and 

Horizon-scanning 
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		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 

		

		

		 (
C
)
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		GB Quality Report outlining adoption of NICE etc.

		

		Process for monitoring NICE 
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		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 

		

		

		 (
C
)

		

		

		

		

		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

		 (
C
)

		

		

		

		

		 (
T
)

		

		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 
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C
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)

		

		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 
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T
)

		

		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 
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)

		 (
T
)

		

		 (
T
)

		

		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 
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		Audit Group minutes and reports  

		

		Procurement Strategy 
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		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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		Committee Date 12th December 2012

		Agenda Item No: 14



		Policies Awaiting Final Approval 



		Summary: 

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



		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 advise about cancer drug commissioning post 2013


· To note the unchanged position on drugs for erectile dysfunction: 


· To receive a prioritised list on gaps identified where best practice differs from NICE guidance reviewed in the previous 6 months (see enclosed tool) 



		Potential Conflict of Interests

		None 



		Clinical Exec Lead:

		Dr Cath Briggs



		Presenter / Author:

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



		Committees / Groups Consulted:

		Clinical Policies Committee (CPC) November 2012 
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Policies Awaiting Final Approval

1. 
Purpose and Introduction


1.1 The paper highlights the latest clinical policy position in a number of areas. 


2. 
Additions and amendments to the Treatment List 


2.1 
The Governing Body is asked to note the additions and amendments to the Treatment List in Appendix 1.  

3. 
Additions and amendments to the prescribing Black List 


3.1 
There are no additions and amendments to the prescribing Black List this month.  

4. 
NICE Guidance and Technology Appraisals

4.1 
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.

5. 
NICE Interventional Procedure Guidance


5.1 
There is no NICE Interventional Procedure Guidance this month. 

6.
To note the unchanged position on drugs for erectile dysfunction: Following an Individual Funding Request CPC reviewed the local policy to provide 4 treatments (not tablets) per 4 weeks to see whether the amount of treatments could be increased for eligible patients. The Group noted that the policy (as with other policies) is stricter than Department of Health Guidance which although recommends 4 treatments per month it goes on to say that further treatments can be prescribed if the GP, in his clinical judgement, feels that it is appropriate to prescribe more. The group acknowledged that the reason for a restriction on the number of treatments prescribed per month is on the grounds of affordability and that currently prescribing in this area is £350,000pa. Therefore to allow an increase in the amount prescribed would lead to financial pressure and CPC acknowledged that in this regard NHS Stockport had a legal duty to balance the books. Therefore no change in the current policy was recommended.


7
To receive a prioritised list on gaps identified where best practice differs from NICE guidance reviewed in the previous 6 months (see enclosed tool). A review of the CPC minutes from June 2012 had found that the following gaps had been identified and these were prioritised as follows:


· Epilepsy Pathway. The gaps identified were around training of GP’s and the publication of patient information/literature to enhance self-care. The Group concluded that these gaps SHOULD be prioritised and this will be reported to The Governing Body.


· Lower limb peripheral vascular disease. A gap around the provision of Doppler machines and training of GP’s to use the equipment had been highlighted and The Group concluded that this gap COULD be prioritised.


· DNA testing for familial hyperlipidaemia. No DNA testing for familial hyperlipidaemia is available and therefore this had previously been identified as a gap. However DNA testing doesn’t not change the management or treatment of the condition. Therefore this is NOT prioritised. 


· Adult ADHD – diagnosis and treatment. The Group are unclear whether there are any gaps in this service and if so what they are. Therefore investigations need to take place to determine whether there are any gaps and the adult mental health commissioner will be asked to provide this.


8
Duty to Involve

8.1
The Governing Body of the CCG has delegated the ultimate decision on changes to policies to the CPC.

8.2
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 Local Involvement Network.

8.3
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.


9.
Equality Analysis


9.1
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.


9.2
We recognise that all decisions with regard to health care have a differential impact on the protected characteristic of disability.  In particular, policy 223 has a differential impact on patients with a disability. However, the decision was based on clinical effectiveness and health benefits to patients.  As such, the decision is objectively justifiable.

Appendix 1

		Guideline


No

		Title

		CPC decision

		Implications including costs and equality impact (where applicable)




		Dissemination

		Compliance report



		TA265

		Denosumab for the


prevention of skeletal-related


events in adults with bone metastases from solid tumours

		Implement within 3 months. Consider CQUIN for ensuring compliance with thresholds for all NICE TAs

		Costing tool: £328,000


Q. Who will be the lead commissioner post April 2013 for Christies and therefore who will monitor that prescribing is in line with NICE guidance

		FT

		



		CG152

		Crohn’s Disease: Management in adults, children and young people

		Although it is not specified in this guidance it is thought that the guidance applies to secondary care, primarily. Therefore AD agreed that he would contact Stepping Hill and arrange for the baseline audit tool to be completed. He will also check whether they treat children with Crohn’s Disease. The report will be shared with The Group in early 2013.


VOS agreed that she would contact The Medical Director at Stepping Hill to see, if in the future, they would be willing for a NHS Stockport representative to attend their clinical effectiveness meeting and if this was not possible if they would share the minutes with us from this meeting

		 

		FT

		Baseline tool April 2013



		CG153

		Psoriasis: The assessment and management of psoriasis

		This guidance is applicable to primary, secondary and tertiary care services. The Group acknowledged that they were aware of issues in dermatology at Stepping Hill Hospital, however AD agreed that he would arrange for the baseline audit tool to be completed and that he would also obtain clarification from NHS Salford that they were compliant with this guidance. AD also agreed to contact SJ and Dr Alison Buckley (local GP) to determine how this guidance will affect primary care.




		NICE state this guidance is applicable to primary, secondary and tertiary care services




		FT/ Salford FT

		Baseline tool April 2013



		PH40

		Social and emotional wellbeing: early years

		This guidance was noted and concerns were raised around whose responsibility the implementation fell to, i.e. social or health care. Therefore AD agreed to draw up a summary of the guidance and identify what the key issues are

		

		

		



		*ESUOM1

		Significant haemorrhage following trauma: tranexamic acid




		The guidance was noted and AD agreed to contact Stepping Hill to determine if they had a major haemorrhage protocol and whether tranexamic acid was part of it.


 

		

		

		



		LPS 223

		Visual tinted lenses for Irlen’s syndrome

		NHS Stockport does not commission the provision of Tinted visual lenses for Irlen's Syndrome owing to a lack of evidence

		The Group recognised that the policy had a greater impact on the protected  characteristic of those people with a learning disability

		Websites and Stockport providers

		N/A
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Actions arising from Governing Body Part 1 Meetings

		NUMBER

		ACTION

		MinutE

		DUE DATE

		Owner and Update



		020912

		Minutes of the meeting of 8 August 2012 


To arrange for the influenza local enhanced scheme to be taken to the NHS GM DCB 

		124/12

		10 October

		G Jones


Update: This was done during November.



		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



		040912

		Patient Story


To provide an explanation of services available to children with complex needs

		130/12

		12 December

		M Chidgey



		050912

		Complaints Annual Report


To bring a six-monthly update

		133/12

		9 January 2013

		T Ryley



		060912

		Joint Strategic Needs Assessment Update


To conduct trend analysis on malignant melanomas

		134/12

		12 December 

		V Owen-Smith


Update: This is included in today’s meeting.



		080912

		Report of the Accountable Officer


To hold a focused discussion of the Healthier Together programme

		137/12

		12 December

		J Crombleholme



		090912

		Policies Awaiting Final Approval


To bring a prioritised list (including costings) to inform next year’s planning



		138/12

		12 December

		V Owen-Smith



		041012

		Reports of the Locality Council Committee Chairs

To send G Mullins his locality’s analysis of ED attendances

		160/12

		14 November

		A Johnson



		011112

		Quality Report


To raise at the Maternity Board the issue of GPs receiving antenatal information 

		183/12

		9 January 2013

		S Johari



		021112

		Quality Report


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

		183/12

		12 December

		H Procter



		031112

		Board Assurance Framework


For Operational Executive to review ownership of the strategic risks

		193/12

		12 December

		T Ryley


Update: this has been done and is included in today’s report.





Stockport Clinical Commissioning Group 



12 December 2012 



Item 4











PAGE  




_1416308541.doc
[image: image2.png]NHS

Stockport Clinical Commissioning Group












		 Date:  12 December 2012




		Agenda Item No: 9



		Finance Report as at Month 7 – 31st October 2012
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		To present the financial position for the CCG as at Mth 7 (31st October 2012) and forecast for 12/13.





		Link to Annual Business Plan:

		As per Financial Plan set out in 12/13 Strategic Plan.
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Financial Position as at Month 7

1. Introduction


1.1
This report presents the financial position for the CCG as at 31st October 2012 (Month 7).  

1.2
Appendix 1 sets out the spend position for the CCG both at Month 7 and the forecast position at this date. The finance reports 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 7 expenditure position attached mainly reflects the actual spend and activity to Month 6 together with 
estimated spend for Month 7 where necessary i.e. NHS acute activity and prescribing.

2. CCG Financial Position at Month 7 & Forecast at this date

2.1 The financial position of the CCG shows a £1,128k surplus as at Mth 7 and a forecast surplus of £917k. This shows that our year to date performance is better than target and reflects the improved positions across Healthcare, Prescribing and Admin (pay, non pay & recharges). Based on current assumptions we remain on target to deliver against our savings target in 12/13. 

2.2 The bottom line position for the CCG as at Month 7 shows an under spend of £1,128k. Within this position there is a mixture of both over and under spending budgets and these areas remain consistent month on month. Whilst Healthcare commissioning continues to be an area of risk, with a year to date net overspending of £643k, the overspend amount is reducing and therefore has a beneficial impact on bottom line position. The forecast position on healthcare has also improved from a £1.4m overspend last month to a £0.6m overspend this month. Whilst our year to date performance on CIP has been good, delivering £5.5m of CIP to date (80%), 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 non recurrent £1.4m will be delivered via a mixture of:-


I. Stretched targets on underspending budgets i.e. prescribing & admin pay & non pay.

II. Slippage on investment sums held in reserves

2.3
NHS & Non NHS Healthcare – the CCG budget for Healthcare Providers is £311,656k which has a year to date overspend of £643k (reported £786k over in Mth 6). 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).  Members are asked to note that the forecast position now includes a broad estimate of the financial impact of CHC restitution claims.

2.4  
Prescribing – prescribing data up to September 2012 has been published by the NHS Business Authority to date. An estimate has therefore been made of the costs for October 2012 based on local trends. Actual prescribing costs to 


September 2012 show a real 5.8% fall compared to September 2011.

Members are reminded that the prescribing CIP of £1,652k has already been
fully embedded within the prescribing budget and therefore any underspend reported against Prescribing is additional to the £1.6m CIP already achieved. 

The latest forecast from the NHSBA (to Sept 12) continues to show significant improvement month on month and given this consistency we have increased our forecast surplus to c£1.8m (reported £0.6m forecast surplus in Mth 6). Given that the NHSBA forecasts become more robust around Sept/October time we believe it is appropriate to align our local forecast with the national forecast assumptions at this time. This has had a significant benefit on our bottom line forecast position. This reduction in spend reflects both the continued efforts of practices and reduction in Category M drug costs. 

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 overcommit c£1.3m of reserves which mainly reflects an estimated cost pressure c£3m arising from CHC Restitution cases We have been able to contain this pressure via a combination of improved financial positions on prescribing, healthcare commissioning and planned slippage on reserves.  The slippage on reserves reflects those areas we have reported on previously. 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 shown in Appendix 2.  Members will note that we have already embedded and delivered CIP savings of £5,490k (80%) against our £6,902k CCG target. The remaining non recurrent CIP of £1.4m is to be delivered via mixture of prescribing savings, administration underspends and deferral of planned investments. 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.png]Lo icie m

Secondary Care overperformance & Readmissions (worst case] 25
CHC Restitution 20
Non Delivery of QiPP (NR) 14

Total Risk exposure

Contingency support (1)
Investment slippage (Mth 5) (23)
Additional Slippage & support (Mth 5] (L8)
Admin underspends (2.0)
Prescribing Savings (Locally determined) (18)

Total Mitigating Factors

Target surplus (0.9)






As can be seen from the table above, our worst case position i,e £3.5m overspend on Healthcare Commissioning and £1.4m QiPP not delivered,  would result in a £0.2m bottom line deficit resulting in a risk of c£1.1m in delivering our £0.9m savings target. 

The impact of CHC restitution has already been factored into our forecast position but members are asked to note that this figure is only an estimate at this stage given the significant caseload numbers still under review. It should therefore be noted that this estimate will be subject to change, either better or worse.

3. Recommendation


3.1.1
The Governing Body is asked to:-


(i) note the financial position of the CCG as at Month 7 (31st October 2012). 

(ii) note the key pressures reflected within our forecast assumptions and the impact of downside risks should these materialise during the remainder of the financial year.

(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)


1
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NHS STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at REGENT HOUSE, Stockport


ON wEDNESDAY 14 November 2012 

PART I


Present

		

		



		Ms J Crombleholme

		Lay Member (Chair)



		Mr J Greenough

		Lay Member



		Dr V Owen-Smith

		Public Health Consultant



		Mrs G Mullins

		Chief Operating Officer Designate



		Mr G Jones

		Chief Finance Officer Designate



		Dr S Johari

		Locality Chair: Heatons and Tame Valley (Vice-chair)



		Dr V Mehta

		Locality Chair: Cheadle and Bramhall



		Dr A Johnson

		Locality Chair: Marple and Werneth



		Dr H Procter

		Locality Chair: Stepping Hill and Victoria



		Dr J Idoo

		Clinical Director for Service Transformation



		Miss K Richardson

		Nurse Member



		

		



		IN ATTENDANCE



		



		Mr P Pallister

		Head of Corporate Governance and Risk



		Mr T Stokes

		LINk Representative



		Dr D Jones

		Director of Service Transformation



		Mr M Chidgey

		Director of Provider Management



		Mrs L Hayes

		Head of Communications



		Cllr J Pantall

		Chair of the shadow Health and Wellbeing Board 



		

		



		APOLOGIES



		



		Dr M Ryan

		Secondary Care Consultant



		Dr A Patel

		Clinical Director for Market Management and Quality



		Dr R Gill

		Chief Clinical Officer 



		Dr C Briggs

		Clinical Director for Member Support





177/12 APOLOGIES


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


178/12 DECLARATIONS OF INTEREST

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


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


179/12 MINUTES OF THE MEETING OF THE SHADOW NHS STOCKPORT CLINICAL COMMISSIONING GROUP GOVERNING BODY OF 10 OCTOBER 2012 

It was agreed that the minutes of the meeting of the shadow NHS Stockport Clinical Commissioning Group Governing Body held on 10 October 2012 be accepted as a correct record of the meeting.


180/12 ACTIONS ARISING

The members reviewed the outstanding items.


030412: To bring the revised Risk Management Strategy. This revised strategy was approved by the Audit Group in October 2012 and this item can now be removed from this list


010812: To share the consultation document with the members. G Mullins reminded the members that the interim structure has been shared and it was agreed that this item can be removed from the list

020812: To finalise the details of the Influenza Enhanced Scheme. C Briggs informed the members that this has been done. It was agreed that this item can now be removed 


010912: To look into the CCG obtaining authority to be able to agree its own local enhanced schemes. G Mullins informed the members that no CCG in Greater Manchester has such authority. It was agreed that this action can now be removed from the list


020912: To arrange for the Influenza Enhanced Scheme to be taken to the NHS GM DCB. C Briggs explained that this is expected to happen next week

040912: To provide an explanation of services available to children with complex needs. M Chidgey requested that the due date for this action be put back to December 2012


070912: To provide financial modelling of the cost implications of the wet age-related macular degeneration pathway. This was discussed during Part 2 this morning and therefore can be removed from the list of actions


011012: To ask the Patient Reference Groups for suggestions for new patient stories. L Hayes informed the members that this request has been made. This action can now be removed from the list


021012: To report on the Continuing Healthcare retrospective claims. M Chidgey informed the members that this is included in today’s finance report; this action can therefore be removed from the list


031012: To bring a revised plan for meeting the £2.237m shortfall in the Cost Improvement Plan. G Jones informed the members that this is included within today’s finance update. This item can be removed from the list

051012: To inform the members of what is included within the £25 per head of population. G Mullins reminded the members that this information has been circulated. This item can therefore be removed from the list.  


The Governing Body noted the updates.


181/12 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 one item for discussion.


182/12 PATIENT STORY

The members viewed a video of two patients describing their experiences of being diagnosed with dementia and of living with the condition.


A Johnson reminded the members that this can be a scary diagnosis for many patients, and H Procter explained that the video did not reference the support requirements for the carers of people with dementia which can also impact upon the quality of life for the dementia patient. T Stokes supported this view, stating that his work with LINks shows that the carers can sometimes need more support than the patients themselves.


H Procter informed the members that a dementia masterclass is being held in the coming weeks and that this will provide the opportunity to communicate the range of support services available for both patients and their carers.

The Governing Body noted the contents of the patient story.


183/12 QUALITY REPORT

M Chidgey presented the monthly quality report. He explained that the priorities for the Quality and Provider Management Committee are the introduction of commissioner walkarounds at Stockport NHS Foundation Trust, the establishment of an early warning system to pull together and analyse both hard and soft data on our providers, and the strengthening of our safeguarding capacity.


M Chidgey informed the members that, following feedback received during the Authorisation process regarding our current quality ‘early warning system’ he has started discussions with the NHS Greater Manchester Director of Nursing concerning devising something more appropriate. V Owen-Smith suggested setting up a working group to develop a mechanism for analysing systematically the wide sources of data available. J Idoo added that this is an area where we could engage in some joint working with the local authority, for example, specifically focused on safeguarding information.


With reference to the CQuIN summary V Owen-Smith expressed disappointment with the lack of some smoker status information for one of the indicators. H Procter explained that GPs do not always receive full or timely information whilst patients are receiving antenatal care and S Johari stated that through the Maternity Board the Foundation Trust have agreed to write to GPs to inform them who is pregnant (specifically in relation to ‘flu immunisation) and he offered to take this issue back to the Maternity Board.


J Greenough noted the high waiting times for cognitive behavioural therapy at Pennine Care Mental Health NHS Foundation Trust; H Procter explained that the committee has asked for details of their planned trajectory to improve this position.


J Greenough asked the reasons for the poor performance by Stockport NHS Foundation Trust regarding the TIA target. M Chidgey explained that there is a combination of issues such as the GP referrals not being made soon enough and the Foundation Trust only running clinics Monday to Friday. J Greenough asked if there was enough resource being directed at addressing this area of under-performance. H Procter replied that the Masterclass on this topic to educate practices was held only three weeks ago so it is too soon to tell if that has helped and A Johnson added that the TIA process changed very suddenly and suggested that some of the issues could be due to the bedding in of the new system.


H Procter assured the members that the Quality and Provider Management Committee would continue to monitor performance in this area closely. M Chidgey added that the focus of the stroke performance turnaround group is now moving to TIA (because the stroke target is now being consistently met).


T Stokes expressed surprise that a step in the process included the use of fax machines. H Procter explained that not all NHS data systems are compatible which is why fax is sometimes used, and added that the Quality and Provider Management Committee will review the process when it meets next week. J Idoo asked if the Foundation Trust has any plans to introduce a seven day service and M Chidgey answered that this is the case.


J Crombleholme stated her concern with the gaps in safeguarding assurance contained within the quality report.


The Governing Body supported the actions being taken to drive up the quality of commissioned services.


184/12 CONTRACT AND PERFORMANCE REPORT

M Chidgey presented the monthly contract and performance report. He informed the members of the following key points:


· Emergency Department – there are still concerns with performance at Stockport NHS Foundation Trust as the improvement made in September has not been maintained for October or November. The focus remains the implementation of a new medical model at the Foundation Trust and delivering actions from external reviews

· Cancer 62 days – this target will be achieved for the second successive quarter


· Clostridium Difficile – improved performance for September and October means that we are one case off trajectory

· Stroke – the admitted target continues to be achieved


· TIA performance is significantly below target. As part of the further planned centralisation of services the CCG is requiring assurance that providers can deliver the required specification.

M Chidgey explained that the work continues on transitioning contracts to their new commissioners. He explained that he will report to the Governing Body any contracts which are not transitioning appropriately.


We have received slightly over 400 Continuing Healthcare initial claims, and the claimants have until the end of December to submit a full claim. The team has been provided with additional support to enable it to meet this challenge. This is an issue for all Primary Care Trusts.


J Greenough asked if the CCG is open to any challenge from Stockport NHS Foundation Trust regarding contracted activity levels. M Chidgey explained that there are some areas of over-spend and some areas of under-spend, and that the CCG has provided additional support for the Foundation Trust in some areas. 


A Johnson raised the issue that some of the graphs provided in the contract and performance report are open to mis-interpretation as they show only the position for Stockport NHS Foundation Trust whereas the CCG’s full position takes account of activity at other Foundation Trusts such as University Hospital of South Manchester and Central Manchester University Hospital. H Procter suggested that additional charts could be provided to reflect activity by other providers.


V Owen-Smith asked what work is underway with these other two Foundation Trusts to manage activity levels. M Chidgey explained that he and V Mehta are members of the South Manchester Leadership Board and this topic will form part of its discussions. We have weaker links into Central Manchester and so will be focusing more work to address this. G Mullins added that she is also meeting with the Chief Operating Officer of South Manchester CCG and will be discussing the opportunities for joined-up working.


The Governing Body supported the actions being taken to improve the areas of under-performance.


185/12 FINANCE REPORT

G Jones presented the monthly finance report. He informed the members that he is still forecasting an underspend of £917,000 for the year against the full-year budget of £389,339,000 for the CCG. 

He informed the members that we have been told there will be no support provided by NHS Greater Manchester for the Continuing Healthcare claims. A Johnson asked if the full impact of these is to be taken this year and G Jones responded that the costs are to be recognised in this year’s budget. J Greenough stated that he is assured that the CCG is financially on track although he is uncomfortable that savings made during the year are being consumed by areas of over-activity and also that the Continuing Healthcare pressure was not known at the start of the year. G Mullins pointed out that this additional Continuing Healthcare pressure has been noted on all central finance returns made this year.


G Jones concluded by informing the members that we will be showing that our cost improvement plans have been delivered this year although these savings have not all come from the expected areas.


The Governing Body noted the financial position at month 6 and supported the actions being taken to deliver the target surplus for 2012/13.


186/12 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

S Johari informed the members that his Locality Council Committee met last week. Their discussions were focused mainly on QOF plans; these are going well. His members are keen on introducing peer review and some targeted education sessions. There is the concern that the increasing workload in general practice is not recognised, for example, the additional work involved in registration for the Care Quality Commission.


He added that he has passed the assessment process for CCG Chairs.


A Johnson explained that his Locality Council Committee is meeting after today’s Governing Body meeting. He supported the views provided by S Johari regarding QOF progress and practice workloads. He explained that any additional requests made by the CCG may suffer as a consequence of these workloads.


A Johnson also asked if today’s meeting of the Governing Body is quorate. It was confirmed that the meeting is quorate because there are at least nine members in attendance, at least five of whom are practising clinicians, at least two of whom are Locality Council Committee chairs or their deputies, and at least two of whom are non-clinical members.


H Procter informed the members that the Stepping Hill and Victoria Locality Council Committee is next meeting on 5 December 2012. They will be looking at referral management with some targeted education and sharing best practice across the locality. She added that, due to workloads, it may become even harder to motivate the GPs.


V Mehta informed the members that some of his locality’s practices are at breaking point; this is due to a combination of increased patient expectations, CQC registration requirements and further demands made by the CCG. 


He noted that there have been some recent positives such as the improvements made regarding Clostridium Difficile rates. He suggested that this success is in part due to the work being financed appropriately. 


He continued that he has seen similar concerns in south Manchester from his work on the South Manchester Leadership Board. The board is considering the possible impacts on providers if the emergency department at Trafford general closes. He added that he has shared with South Manchester CCG the feedback which we received from the authorisation process.


He concluded by informing the members that two of the Manchester CCGs have received approximately £2m of funding from MacMillan for this year to improve the primary care cancer pathways and asked the members if we should be approaching MacMillan ourselves to enquire about any potential funding opportunities.


G Mullins acknowledged that there is an issue regarding GP resourcing and explained that she has asked the Director of Member Relations to lead a piece of work to help address this.   

The Governing Body noted these updates by the Locality Council Committee chairs and congratulated S Johari in passing the assessment process for CCG Chairs.


187/12 REPORT OF THE CHAIR


J Crombleholme reminded the members that in this morning’s Part 2 meeting they had discussed Unscheduled Care Reform and the wet AMD pathway.


The Governing Body noted the update.


188/12 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins provided the members with the following updates:


· Following the authorisation panel day on 31 October the CCG has remaining five ‘red’ Key Lines of Enquiry. There are three related to QIPP, one for safeguarding and one for the quality ‘early warning system’. This result is still subject to mediation


· On 1 October 2012 it became illegal in the United Kingdom for healthcare commissioners and service providers to discriminate on the grounds of age. She has shared with the members a briefing note which has been circulated to staff


· The staff consultation on the proposed structure of NHS Stockport CCG has now closed and recruitment into the roles has started and it is hoped that most people can be appointed by the end of November. There is the challenge of releasing people from their current responsibilities in order to be able to take up their new responsibilities

· The Continuing Healthcare team are busy working through the retrospective claims. We have so far received 147 completed claims


· The Governing Body is already aware that the CCG has signed a service level agreement with the Greater Manchester Commissioning Support Unit for the provision of a number of services. G Mullins asked the Governing Body for authority to be delegated to the Accountable Officer and to the Chief Operating Officer to negotiate and agree the full SLA within the terms previously agreed by the members.


J Crombleholme asked if there is training being delivered to support the new anti-age discrimination legislation. G Mullins explained that this will be written by the Head of Compliance once in post, and M Chidgey added that this legislation will be incorporated into new contracts either as a standard contract clause or, if not, as a standalone key performance indicator.


The Governing Body noted the update and approved delegated authority to the Accountable Officer and to the Chief Operating Officer to negotiate and agree the full service level agreement with the Greater Manchester Commissioning Support Unit within the terms previously agreed.

189/12 POLICIES AWAITING FINAL APPROVAL

V Owen-Smith presented a report informing the members of the new policies that have been agreed at the Clinical Policy Committee. 

She proposed a change of approach starting from the next meeting whereby the members are provided with the agenda of the Clinical Policy Committee and the summary decisions but no longer receive the detailed evidence evaluations. She also suggested that a summary of compliance against NICE guidance be included twice-yearly. In order for this change to take place the Governing Body is required to delegate decision-making authority to the Clinical Policy Committee.


V Owen-Smith explained to the members the amendments to the treatment list:


· There has been a 24-fold increase in the cost of Epanutin. This is an anti-epileptic and there are clinical concerns around swapping stable patients to alternative medications


· The committee is planning to ask Stockport NHS Foundation Trust to identify a summary of the baseline assessment tool results and details of any significant gaps identified for each new NICE clinical guideline


· The policy change for cosmetic treatments is merely a change to the wording


· With regards to Zostavax we are awaiting national guidance which is expected soon.


The Governing Body ratified the new policies and approved delegated responsibility for decision-making to the Clinical Policy Committee to enable the revised reporting procedures.


190/12 SURGE AND RECOVERY PLAN

M Chidgey presented a brief report to provide the members with assurance that there is a robust surge and escalation plan for the Stockport health economy.


He explained that this is a summary document and that there are detailed plans behind it. There is work currently underway to draw up a prioritised list of potential supporting activity should additional money be made available at short notice as was the case earlier this year.


A Johnson asked if there had been any GP involvement in drawing up these plans.


M Chidgey explained that the plan represents a combination of guidance from NHS Greater Manchester and output from Stockport’s Resilience Group. A Johnson suggested that this summary plan does not reflect the GP perspective.


The Governing Body noted the contents of the assurance report.


191/12 THE STOCKPORT ONE SERVICE

D Jones presented a report informing the Governing Body of the Stockport One service. This service aims to transform health and social care in Stockport by introducing a sustainable, integrated, person-focused, high-quality and cost-effective service. 


She explained that the initial phase is starting on 26 November in two GP practices and includes both health and local authority professionals. There is an issue with district nurse resource. In December the team will be seeing a small number of patients and developing co-care plans.


D Jones informed the members that this service forms part of the CCG’s QIPP plans; the service was set up on the assumption of a £1.5m investment delivering a net saving of £3m costs. She explained that these financial estimates are being reviewed as part of the CCG’s current six-week QIPP programme review.


J Pantall suggested that it would be helpful for the Stockport One service to be considered formally within the local authority system and suggested that a joint health/social care paper could be taken to the shadow Health and Wellbeing Board. He added that the Health Scrutiny Committee might also be interested in this service. J Crombleholme supported this suggestion and D Jones agreed to discuss this further with J Pantall outside of the meeting.


A Johnson mentioned that there is still some ambivalence towards the service from some GPs and J Idoo suggested that she raise this as a discussion piece at this afternoon’s meeting of the Marple and Werneth Locality Council Committee.

V Mehta asked what can be done to address the resource issues for the district nurses. D Jones explained that each member organisation is supportive however the district nursing service is currently on escalation and therefore it does not seem right to take out resource to support the Stockport One and further destabilise the district nursing service.


The Governing Body noted the contents of the update.


192/12 MINUTES OF THE AUDIT GROUP OF 14 AUGUST 2012

G Jones presented the approved minutes of the Audit Group of 14 August 2012. He informed the members that the focus of the meeting had been to review documentation in readiness for the CCG authorisation process. The committee had also reviewed the internal audit and Audit Group workplans for 2012/13.


J Crombleholme asked if the two former NHS Stockport PCT Non-executive Directors are staying on the Audit Group until the end of this financial year; J Greenough replied that they are doing so. A Johnson added that he is now a member of the Audit Group.


The Governing Body noted the content of the report.


193/12 BOARD ASSURANCE FRAMEWORK

T Ryley presented a report detailing the current status of the Board Assurance Framework. He explained that this represents the opinion of the Operational Executive as at 7 November 2012. 


He added that, as the CCG is starting to recruit into its new structure, it is hoped that the rating of the strategic risk relating to workforce capacity and capability will improve soon. He informed the members that the rating for the strategic risk relating to the quality and safety of services has been heightened due to recent information received regarding a lack of assurance for one of our providers’ safeguarding processes.


V Owen-Smith queried the ownership of some of the strategic risks, and T Ryley agreed to discuss ownership the next time the Board Assurance Framework was discussed by the Operational Executive.


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


194/12 ANY OTHER BUSINESS

T Stokes asked if it would be possible to include the waiting times for community services within the Governing Body’s reports. M Chidgey reminded the members that the waiting times were contained within the Community Health Stockport performance reports prior to the move to Stockport NHS Foundation Trust. He explained that in principle the waiting times can be reported but that he would like to consider the most effective way of doing so. He asked if the GPs would find such information useful and A Johnson replied that they would.


T Stokes also informed the Governing Body that the Stockport LINk is conducting a survey regarding the use of hearing aids and offered to share the findings.


There were no further items of additional business.

195/12 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 12 December 2012 at Houldsworth Mill, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.17.
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