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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 in the JB Room, Walthew House, 112 Shaw Heath, Stockport at 10.45 on Wednesday 13 June 2012.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	MEETING GOVERNANCE

	1
	Apologies
	Verbal


	To receive and note
	10:45
	R Gill


	2
	Declarations of Interest


	Verbal


	To receive and note
	10:50
	R Gill

	3
	Approval of the Minutes of the meeting held on 9 May 2012

	
[image: image2.emf]DRAFT sCCG 

Governing Body Minutes Part I 9 May 2012.doc


	To receive and approve
	10:55
	R Gill

	4
	Actions Arising

(including an amendment to the SCCP Executive Committee minutes of March 2012)
	
[image: image3.emf]Item 4 - Actions 

arising from Governing Body Meeting of 9 May 2012 Part I.doc


	To receive and note
	11:00
	R Gill

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


	11:05
	R Gill

	INFORMATION

	6
	Report of the Accountable Officer (designate) including
-  an update from the Clinical Strategy Board of 1 May 2012
-  a summary of NHS 111 Procurement Strategy for Clusters / CCGs
- minutes of the Shadow Health and Wellbeing Board of 7 March 2012
- minutes of the Health and Wellbeing Integrated Commissioning Board of 5 March 2012
-  and the programme for the 
27 June Governing Body development day

	
[image: image4.emf]Item 6a - GMCSB 

summary paper 1 May 2012.doc



 EMBED AcroExch.Document.7  [image: image5.emf]Item 6b - 

Summary_111_Procurement_Strategy.May2012.pdf



 EMBED Word.Document.8 \s [image: image6.emf]Item 6c - Shadow 

HWB Board Minutes - 7 March 2012.doc



 EMBED Word.Document.8 \s [image: image7.emf]Item 6d - HWBICB - 

5 March 2012.doc



	To receive and note
	11:10
	R Gill

	7
	Report of the Chief Operating Officer (designate)


	Verbal
	To receive and note
	11.15
	G Mullins

	8
	Reports of the Locality Council Committee Chairs

	Verbal
	To receive and note
	11.20
	S Johari
A Johnson
H Procter V Mehta

	9
	Patient Story: The Expert Patient Programme

	Video
	To note
	11.25
	R Gill

	STRATEGY DEVELOPMENT

	10
	2012/13 Annual Business Plan
	To follow
	To receive and note
	11:30
	T Ryley

	11
	Dementia Care in Stockport in 2012/13  
	
[image: image8.emf]Item 11 - Dementia 

Care In Stockport.doc


	To receive and note
	11:40
	N Alkemade/
Dr N Hussain


	STRATEGY IMPLEMENTATION

	12
	Policies Awaiting Final Approval

	
[image: image9.emf]Item 12 - Policies 

Awaiting Final Approval Jun2012.doc


	To approve
	11.50
	V Owen-Smith

	13
	Public Health Offer to Stockport Clinical Commissioning Group:
Draft Memorandum of Understanding for 2012/13


	
[image: image10.emf]Item 13 - Public 

Health OIffer to CCG.doc


	To approve
	11.55
	V Owen-Smith

	ASSURANCE

	14
	Safeguarding Children
- Action plan following the Joint Ofsted /CQC Inspection of Safeguarding and Looked After Children’s Services February 2012
- Safeguarding Children Annual Report 2011/12

	
[image: image11.emf]Item 14a - Action 

plan following the Joint Ofsted  CQC Inspection of Safeguarding and Looked After Children Services February 2012.doc
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Safeguarding Children Annual report 2011-12.doc


	To receive and note
	12:00
	G Mullins

	15
	Contract and Performance Report
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Commissioning Report.pdf



 EMBED AcroExch.Document.7  [image: image14.emf]Item 15b - 

Performance report (1) v2.pdf



 EMBED AcroExch.Document.7  [image: image15.emf]Item 15c - 

Performance report (2) v2.pdf



 EMBED AcroExch.Document.7  [image: image16.emf]Item 15d - Contract 

Risk Report.pdf



 EMBED AcroExch.Document.7  [image: image17.emf]Item 15e -  

Performance Improvement.pdf


	For discussion at 

Bi-lateral meeting
	-
	M Chidgey

	16
	Finance Report as at Month 1
	
[image: image18.emf]Item 16 -  Finance 

Report as at Month 1 – 30 April 2012.doc



 EMBED Excel.Sheet.8  [image: image19.emf]Item 16a - Section A 

April 12.xls


	For discussion at 

Bi-lateral meeting
	-
	G Jones

	17
	Quality Report
	
[image: image20.emf]Item 17 - June 2012 

SCCP Executive Quality Report - V1.doc
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1 NHS Greater Manchester Quality Report 30 April 2012.pdf



 EMBED AcroExch.Document.7  [image: image22.emf]Item 17b - Appendix 

2 SNHSFT Annual Quality Report 2011-12.pdf
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3 April 2012 SNHSFT Part 1 Quality Board Report - May 2012.pdf



 EMBED AcroExch.Document.7  [image: image24.emf]Item 17d - Appendix 

4 Child Health Profile 2012 Stockport (2).pdf



 EMBED Word.Document.8 \s [image: image25.emf]Item 17e - Appendix 

5 ChiMat Health Profile 2012 - commentary on key outliers.doc


	For discussion at 

Bi-lateral meeting
	-
	T Ryley

	ANY OTHER BUSINESS

	18
	Any other business as raised in agenda item 5
	Verbal
	
	12.10
	R Gill

	
	Date, Time and Venue of Next meeting

The next Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 11 July 2012 at 10:00 in the Boardroom, floor 7, Regent House, Heaton Lane, Stockport, SK4 1BS.

Other potential agenda items should be notified to sto-pct.SCCP@nhs.net by Tuesday 3 July 2012.


Chair:  		Dr Ranjit Gill


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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		Committee Date 13 June 2012

		Agenda Item No: 12



		Policies Awaiting Final Approval 



		Summary: 

		This paper informs the committee of new policies that have been agreed at Clinical Policies Committee (CPC) and require final ratification at the Governing Body of the CCG.   



		Link to Annual Business Plan:

		Effective use of resources is an essential part of QIPP. This process ensures the control of new developments in-year. 



		Action Required: 

		· approve additions and amendments to the Treatment List

· note the costing implications of NICE Technology Appraisals and the commissioning position for NICE Interventional Procedure Guidance

· note that preliminary enquiries following the publication of NICE Clinical Guideline 137: Epilepsy 

· note Clinical Policies Committee consideration that there are mechanisms in place to identify gaps in compliance with NICE clinical guidelines and Stockport NHS Foundation Trust compliance with NICE Technology Appraisals / relevant Interventional Procedure Guidance.  However the Clinical Policies Committee would like the Governing Body of the CCG to note that there is currently no procedures in place to assure compliance with NICE quality standards, and that these are due to be published by NICE on a regular basis in the future.

· note that the Clinical Policies Committee have identified that there are no weight management services (except bariatric surgery) for individuals aged 14 to 18 despite a growing number of morbidly obese patients in this age bracket.



		Potential Conflict of Interests

		None 



		Clinical Exec Lead:

		Dr Sasha Johari



		Presenter / Author:

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



		Committees / Groups Consulted:

		Clinical Policies Committee (CPC) May 2012 





Compliance Checklist:


		Documentation

		

		Statutory and Policy Requirement

		



		All mandated sections above completed

		(

		Change in Financial Spend: Finance Section below completed 

		N/A



		Page numbers 

		(

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

		(



		Paragraph numbers in place

		(

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

		(



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

		N/A

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		N/A



		All text single space Arial 12. 

		(

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

		N/A



		

		

		Any form of change: Risk Assessment Completed and included 

		X



		

		

		Any impact on staff: Consultation and EIA undertaken 

		N/A





Policies Awaiting Final Approval

1. 
Purpose and Introduction


1.1 The paper highlights the latest clinical policy position in a number of areas. 


2. 
Additions and amendments to the Treatment List 


2.1 
The committee 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 Technology Appraisals

4.1 
The Committee are asked to review and note the costing impact statement summary of recent technology appraisal issued by NICE in Appendix 2.

5. 
NICE Interventional Procedure Guidance


5.1 
The committee is asked to note the commissioning position for the NICE interventional Procedure Guidance in Appendix 3.  

6.
Duty to Involve

6.1
Due to the technical nature of policy discussions around new treatments and medications, initial recommendations to the Clinical Commissioning Pathfinder (CCP) are made on a clinical basis by professional representatives on the Clinical Policies Committee (CPC).


6.2
The Governing Body of the CCG, which takes the ultimate decision on changes to policies, includes a representative from Stockport’s Local Involvement Network.


6.3
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.


7.
Equality Analysis


7.1
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.


7.2
We recognise that all decisions with regard to health care have a differential impact on the protected characteristic of disability. However, in all cases, decisions are taken primarily on the grounds of clinical effectiveness and health benefits to patients. 


7.3
Where a major impact is identified, the committee will endeavour to eliminate any unlawful negative impacts, mitigate any unfair or greater impacts and ensure that potentially positive impacts, which could help reduce inequalities faced by a particular group, are taken and promoted.


7.4
One differential impact has been identified in the recommendations, relating to the policy not to commission circumcision for religious or cultural reasons. This decision will have a higher impact on service users from the Jewish faith. The Clinical Policies Committee takes the view that such interventions are of low priority for NHS funding as this is a personal choice, not a medical intervention.

Appendix 1


		Procedure

		Commissioning Position

		Policy Statement



		Male circumcision

		Circumcision is considered a low priority treatment and will only be considered for a small number of therapeutic reasons: 


· Pathological phimosis where inability to retract the foreskin is due to permanent scarring of the preputial orifice.


· Penile Malignancy


· Severe recurrent attacks of balanoposthitis (inflammation of the glans and foreskin).


· Recurrent febrile UTIs particularly with high grade ureteric reflux where circumcision would reduce further infections.  


· Tight symptomatic phimosis in over 16 year olds.


Circumcision for religious, cultural or lifestyle reasons is not commissioned as it is low priority for NHS funding.


Circumcision to reduce future risk of contracting conditions including penile cancer or sexually transmitted diseases (including HIV/AIDS) is not commissioned owing to a lack of evidence of clinical and cost effectiveness



		NHS Stockport Local Policy Statement No. 14



		Intravenous immunoglobulin (IVIG) for Melanoma Associated Retinopathy (MAR)

		This treatment is commissioned on an individual patient basis as there is limited published evidence of effectiveness.  

		NHS Stockport Local Policy Statement No. 40



		Collagenase (Xiapex ®) injections for Dupuytren’s contracture

		NHS Stockport commissions collagenase injections for Dupuytren’s contracture where the following criteria are met:


· The patient has a metacarpophalangeal joint contracture of 30 degrees or more; or any degree of proximal interphalangeal joint contracture;


· The patient has no more than two joints per hand affected;


· The patient has a palpable cord; and


· Percutaneous needle fasciotomy is not suitable.

		NHS Stockport Local Policy Statement No. 162



		PleurX peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites

		NHS Stockport commissions PleurX peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites based on the evidence and recommendations made in NICE Medical Technology Guidance (MTG)9.



		NHS Stockport Local Policy Statement No. 166



		Capsaicin patch (Qutenza®) for the treatment of neuropathic pain

		NHS Stockport commissions capsaicin patch (Qutenza®) where the following criteria are met:


· The patient has severe, non-diabetic neuropathic pain unresponsive to multimodal neuropathic analgesics;


· The patient’s pain significantly impairs activities of daily living as demonstrated on the Brief Pain Inventory; and


· The patient is under the care of a specialist pain clinic.

		NHS Stockport Local Policy Statement No. 167



		Device-guided breathing techniques (Resperate®) for the treatment of hypertension

		NHS Stockport does not commission device-guided breathing techniques (Resperate®) for the treatment of hypertension owing to inadequate evidence of benefit over other relaxation techniques



		NHS Stockport Local Policy Statement No. 168








Local Policy Statement No: 14


POLICY STATEMENT


TITLE/TOPIC:

Male circumcision


ISSUE DATE: 
May 2012


COMMISSIONING RECOMMENDATION:

Circumcision is considered a low priority treatment and will only be considered for a small number of therapeutic reasons: 


· Pathological phimosis where inability to retract the foreskin is due to permanent scarring of the preputial orifice.


· Penile Malignancy


· Severe recurrent attacks of balanoposthitis (inflammation of the glans and foreskin).


· Recurrent febrile UTIs particularly with high grade ureteric reflux where circumcision would reduce further infections.  


· Tight symptomatic phimosis in over 16 year olds.


Circumcision for religious, cultural or lifestyle reasons is not commissioned as it is low priority for NHS funding.


Circumcision to reduce future risk of contracting conditions including penile cancer or sexually transmitted diseases (including HIV/AIDS) is not commissioned owing to a lack of evidence of clinical and cost effectiveness.


An evidence review undertaken by the Priorities Support Unit of Solutions for Public Health, Indications for Male Circumcision in Children and Adults, February 2008, is available here or on the document below:




[image: image1.emf]K:\Useful information\


PSU indication for male circumcision in children and adults.pdf




Local Policy Statement No: 40


POLICY STATEMENT


TITLE/TOPIC:

Intravenous immunoglobulin (IVIG) for Melanoma Associated Retinopathy (MAR)


ISSUE DATE: 
May 2012


COMMISSIONING RECOMMENDATION:


This treatment is commissioned on an individual patient basis as there is limited published evidence of effectiveness.  An evidence review is attached.


DATE FOR REVIEW:



This statement will be reviewed in light of new evidence or further guidance from NICE.


Local Policy Statement No: 40


Evidence review


Intravenous immunoglobulin (IVIG) for the treatment of melanoma associated retinopathy (MAR)


What is it?


Melanoma associated retinopathy (MAR) is a complication of melanoma where the vision is affected.  It is thought to be a result of the immune system producing antibodies against the melanoma that attack certain cells in the retina.  


An autoimmune condition is one where the patient’s immune system is attacking normal body cells.  IVIG is sometimes used in these conditions to try and prevent the immune system working in this inappropriate way.


Search Strategy


A literature search of the Cochrane Collaboration database was undertaken for the term melanoma associated retinopathy and for the term immunoglobulin.  


MEDLINE were searched for entries with an abstract and in English, containing the terms retinopathy, melanoma and immunoglobulin.  


In addition, the NICE website and SMC websites were searched for guidance on the use of IVIG in melanoma associated retinopathy.


Summary of the evidence


Please note that this is not a comprehensive systematic review.   Information has been extracted from abstracts only and no critical appraisal of the papers included has been undertaken.


No systematic reviews or RCTs were identified.  Only one case series and one case report were identified which did support the use of IVIG for the treatment of melanoma associated retinopathy.


NICE and SMC have not issued guidance on the use of IVIG in melanoma associated retinopathy.


The evidence 


		Levels of evidence



		Level 1

		Meta-analyses, systematic reviews of randomised controlled trials



		Level 2

		Randomised controlled trials



		Level 3

		Case-control or cohort studies



		Level 4

		Non-analytic studies e.g case reports, case series



		Level 5

		Expert opinion





One case series was identified.


1. Keltner JL, Thirkill CE, Yip PT.  Clinical and immunologic characteristics of melanoma-associated retinopathy syndrome: eleven  new cases and a review of 51 previously published cases.  Journal of Neuro-Ophthalmology, Sep 2001.  21;3:173-87.

This cases series includes 62 patients with MAR.  Seven patients sustained visual improvement with various treatment regimens especially with IVIG and cytoreductive surgery (metastasectomy).   


One case report was identified.


2. Subhadra C, Dudek AZ, Rath PP, Lee MS.  Improvement in visual fields in a patient with melanoma-associated retinopathy treated with intravenous immunoglobulin.  Journal of Neuro-Ophthalmology, Mar 2008.  28;1:23-6.

This case report reviews a 56 year old patient with MAR who had continuing worsening of vision following resection of lymph node metastasis and radiation therapy.  The patient was treated with IVIG and visual fields improved over the following year.  However there was no improvement in the function of the retina as measured by the electroretinogram.


Liz Wilding


Staff Grade in Public Health


Stockport PCT 


February 2009


Local Policy Statement No: 162


POLICY STATEMENT


TITLE/TOPIC:
Collagenase (Xiapex ®) injections for Dupuytren’s contracture


ISSUE DATE: 
May 2012


COMMISSIONING RECOMMENDATION:


NHS Stockport commissions collagenase injections for Dupuytren’s contracture where the following criteria are met:


· The patient has a metacarpophalangeal joint contracture of 30 degrees or more; or any degree of proximal interphalangeal joint contracture;


· The patient has no more than two joints per hand affected;


· The patient has a palpable cord; and


· Percutaneous needle fasciotomy is not suitable.


An evidence review is attached.


DATE FOR REVIEW:


This statement will be reviewed in light of new evidence or further guidance from NICE.


Local Policy Statement No: 162


EVIDENCE SUMMARY


Collagenase (Xiapex ® in the EU and Xiaflex ® in the USA) for the treatment of Dupuytren’s contracture.


What is it?


Dupuytren’s contracture is a fixed deformity of the hand where a finger is bent towards the palm and cannot be straightened.  The deformity is caused by excessive collagen deposition forming cords in the hand. The usual treatment is surgery.


Collagenase is an enzyme that breaks down collagen.  If the enzyme is injected into the collagen cord it weakens it so that the finger can then be made to straighten, breaking the cord. 


Search Strategy


The NICE, SMC, All Wales Medicines Strategy Group, NETAG and GMMMG websites were searched for guidance on the use of collagenase for Dupuytren’s contracture.


A literature search of the Cochrane Collaboration database was undertaken for the term collagenase and the term Dupuytren’s.


MEDLINE were searched for entries with an abstract and in English, containing the terms: 


· Collagenase AND Dupuytren*


· Xiapex AND Dupuytren*


· Xiaflex AND Dupuytren*


Summary of the evidence


Please note that this is not a comprehensive systematic review.   Information has been extracted from abstracts only and no critical appraisal of the papers included has been undertaken.


NICE and GMMMG have not issued guidance on collagenase for Dupuytren’s contracture.  SMC initially issued guidance in August 2011 that did not recommend its use however, in May 2012 SMC issued revised guidance which recommends its use in moderately severe disease which involves no more than two joints.  The All Wales Medicines Strategy Group issued guidance in November 2011 which only recommends its use when the condition is severe and involves no more than two joints. NETAG issued guidance in March 2012 which only recommends its use when the condition is severe and involves no more than one cord or joint.


One economic evaluation, three RCTs and two case series were found that support the use of collagenase for Dupuytren’s contracture.


		Number of study in evidence below

		Type of study

		Number of patients

		Success rate

		Recurrence rate



		2

		RCT

		33 (62 joints)

		21 of 23 in the treatment group 


None in the placebo group

		5 at 24 months



		3

		RCT

		308

		68% in the treatment group


6.8% in the placebo group

		



		4

		RCT

		66 (66 joints)

		44.4% in the treatment group


4.8% in the placebo group

		



		5

		Case series

		35 (49 joints)

		34 joints returned to within 5 degrees of normal

		



		6

		Case series

		8 (8 joints)

		

		6 at 8 years





Points to bear in mind:


The recurrence rate after surgery is high, reported as up to 60%.


Longer term follow-up data for collagenase is limited but indicates a recurrence rate comparable to, and not exceeding, that which would be expected with existing surgical treatments.


Postsurgical care consists of splints for up to three months and manual physiotherapy.


Collagenase is injected on one day in an out-patient clinic.  The patient then returns to the clinic the next day for manipulation of the joint.


Repeated treatments of collagenase are often required before the joint could be fully extended.


Only one cord/joint can be treated at a time with collagenase.


Collagenase has not been directly compared with any surgical treatment. 


Costs:


Collagenase


£780 per injection 


In the studies there was average of two injections per cord required


Each injection requires two out-patient attendances (the trauma and orthopaedics tariff is £86) 


Therefore average cost to treat one cord/joint is £1,904


If three injections are required the cost is £2,856


Palmar Fasciectomy costs vary depending on the coding used: 


£2,592 plus the cost of splints and physiotherapy


£3,408 for a day-case admission plus the cost of splints and physiotherapy


£5,108 for an elective inpatient admission plus the cost of splints and physiotherapy


Surgery could be less costly than collagenase in some patients as only one cord can be treated at a time with collagenase whereas it is possible that multiple cords in the same hand could be treated in one surgical episode.


The evidence 


		Levels of evidence



		Level 1

		Meta-analyses, systematic reviews of randomised controlled trials



		Level 2

		Randomised controlled trials



		Level 3

		Case-control or cohort studies



		Level 4

		Non-analytic studies e.g case reports, case series



		Level 5

		Expert opinion





SMC Guidance issued 8th August 2011


Collagenase clostridium histolyticum injection (Xiapex®) is not recommended for use within NHS Scotland


SMC Guidance issued 14th May 2012


Collagenase clostridium histolyticum (Xiapex®) is accepted for restricted use within NHS Scotland.  Its use is restricted to as an alternative to limited fasciectomy in adult patients with Dupuytren’s contracture of moderate severity (as defined by the British Society for Surgery of the Hand (BSSH), with a palpable cord and up to two affected joints per hand, who are suitable for limited fasciectomy, but for whom percutaneous needle fasciotomy is not considered a suitable treatment option.


All Wales Medicines Strategy Group guidance issued November 2011


Collagenase Clostridium histolyticum (Xiapex®) is recommended as an option for restricted use within NHS Wales for the treatment of Dupuytren’s contracture in adult patients with a palpable cord. 

Collagenase Clostridium histolyticum (Xiapex®) should be restricted for use as an alternative to fasciectomy in a subset of adult patients with a total of two or less affected joints per hand where percutaneous needle fasciotomy is not appropriate, using up to three injections per cord, with no more than six injections per patient.


NETAG issued 20th March 2012


The North East Treatment Advisory Group recommends collagenase (Xiapex®) for Dupuytren’s contracture limited to one joint or cord and where the flexion contracture is greater than 40º from the horizontal plane.


Economic evaluation


1. Chen NC, Shauver MJ, Chung KC.  Cost-effectiveness of open partial Fasciectomy, needle aponeurotomy and collagenase injection for dupuytren contracture.  Journal of Hand Surgery – American volume, Nov 2011.  36;11:1826-34.


This cost-utility analysis found that open partial fasciectomy is not cost-effective; needle aponeurotomy is cost-effective if the success rate is high and collagenase injection is cost-effective if the cost per injection is less than $945.


Level 2 evidence – three RCTs were identified.


2. Badalamente MA, Hurst LC.  Efficacy and safety of injectable mixed collagenase subtypes in the treatment of Dupuytren’s contracture.  Journal of Hand Surgery – American Volume, Jul 2007.  32;6:767-74.


In this double-blind, placebo-controlled trial patients with flexion deformities of the metacarpophalangeal (MCP) and/or the proximal interphalageal (PIP) joints of 20 degrees or greater were randomised to either injections with collagenase or placebo.  Patients who completed this phase could enter an open-label extension.  Thirty-three of 35 patients entering the double-blind phase completed the study and 19 entered the open-label extension.  In the double-blind phase success was defined as contracture correction to within 5 degrees of normal with normal being 0 degrees.  Success was achieved in 16 of 23 patients treated with 1 injection of collagenase and in 21 of 23 patients treated with up to 3 injections of collagenase.  No placebo treated patients achieved success.  In the open-label extension 17 of the 19 patients achieved success in at least one joint.  Overall of 62 joints treated in 35 patients 54 joints achieved success.  The mean number of injections required for success was 1.5 in the double-blind phase and 1.4 in the open-label phase.  Over the 24 months following the last injection five joints had a recurrence.  Adverse events were mild and resolved over several weeks.  


3. Hurst LC, Badalamente MA, Hentz VR, Hotchkiss RN, Kaplan FT, Meals RA, Smith TM, Rodzvilla J.  Injectable collagenase clostridium histolyticum for Dupuytren’s contracture.  NEJM, Sept 2009.  361;10:968-79.


AND


Witthaut J, Bushmakin AG, Gerber RA, Cappelleri JC, Le Graverand-Gastineau MP.  Determining clinically important changes in range of motion in patients with Dupuytren’s Contracture: secondary analysis of the randomized, double-blind, placebo-controlled CORD I study.  Clinical Drug Investigation, Nov 2011.  31;11:791-8. 


This prospective double-blind, placebo-controlled, multicentre trial known as CORD-I enrolled 308 patients with joint contractures of 20 degrees or more. Patients were randomly assigned to up to three injections of collagenase or placebo at 30 days intervals.  One day after injection joints were manipulated.  Success was defined as a reduction in contracture to 0 to 5 degrees of full extension 30 days after the last injection.  Collagenase significantly improved outcomes compared to placebo with success in 68% of joints compared to 6.8% of joints treated with placebo.  The range of motion in the joints was significantly improved after injection with collagenase (from 43.9 to 80.7 degrees) compared with placebo (45.3 to 49.54 degrees).  A clinically important difference in range of movement was estimated to be 13.5 degrees.  The most commonly reported adverse events were localised swelling, pain, bruising, pruritis and transient regional lymph node enlargement and tenderness.  Three treatment related serious adverse events were reported – two tendon ruptures and one case of complex regional pain syndrome.


4. Gilpin D, Coleman S, Hall S, Houston A, Karrasch J, Jones N.  Injectable collagenase Clostridium histolyticum: a new nonsurgical treatment for Dupuytren’s disease.  Journal of Hand Surgery – American Volume, Dec 2010.  35;12:2027-38.


This trial consisted of a 90 day prospective, placebo-controlled double-blind phase and a 9 month open-label extension.  Patients with contractures affecting metacarpophalangeal (MCP) or proximal interphalangeal (PIP) joints were randomised to up to three injections of either collagenase or placebo.  Success was defined as a reduction in contracture to 0 to 5 degrees of normal 30 days after the last injection.  66 joints in 66 patients were included in the study, 45 treated with collagenase and 21 with placebo.  Statistically significantly more joints were treated successfully with collagenase than placebo (44.4% v 4.8%).  The mean percentage decrease in degree of joint contracture from baseline to 30 days after last injection was 70.5% in the collagenase group and 13.6% in the placebo group.  The mean increase in the range of motion was significantly greater in the collagenase group compared to placebo (35.4% compared to 7.6%).  Efficacy after open-label treatment was similar to that after the double-blind phase with 50.7% of all joints achieving 0 to 5 degrees of normal.    


Level 4 evidence – two case series were identified.


5. Badalmente MA, Hurst LC.  Enzyme injection as nonsurgical treatment of Dupuytren’s disease.  Journal of Hand Surgery – American Volume, Jul 2000.  25;4:629-36.


This was a phase II study including 35 patients with Dupuytren’s disease.  The first 6 patients were treated following a dose escalation protocol and received 300, 600, 1,200, 2,400, 4,800 and 9,600 units of collagenase injected into the cord causing the contracture.  There were no beneficial effects from these injections.  The remaining 29 patients (with contractures in 34 metacarpophalangeal (MCP) joints, nine proximal interphalangeal (PIP) joints and one thumb) were treated with injections of 10,000 units of collagenase.  Twenty-eight of the 34 MCP joint contractures corrected to normal extension (0 degrees) and two of the 34 corrected to 5 degrees of normal extension.  In the patients with PIP joint contracture four of the nine corrected to normal, one corrected to within 10 degrees of normal, two corrected to within 15 degrees of normal and there were two failures.  


6. Watt AJ, Curtin CM, Hentz VR.  Collagenase injection as nonsurgical treatment of Dupuytren’s disease: 8-year follow-up.  Journal of Hand Surgery – American Volume, Apr 2010.  35;4:534-9.


This article reported the 8 year follow up results in a subset of patients treated with collagenase injections for Dupuytren’s contracture.  Twenty-three patients who participated in a phase II clinical trial of collagenase were contacted by phone.  Eight patients were enrolled and completed a questionnaire and had independent examination of joint motion by a single examiner.  Six had been treated for isolated metacarpophalangeal (MCP) joint contracture and two for isolated proximal interphalangeal (PIP) joint contracture.  In the MCP group average contracture was 57 degrees pre-injection, 9 degrees 1 week after injection, 11 degrees and 1 year and 23 degrees at 8 years.  Four of the 6 experienced recurrence.  In the PIP group average contracture was 45 degrees pre-injection, 8 degrees 1 week after injection, 15 degrees and 1 year and 60 degrees at 8 years.  Both patients had experienced recurrence at 8 years.  No patient had had further intervention on the treated finger.  Patients rated the success of the treatment as 60%.  88% of the patients stated that they would have further injection for treatment for their Dupuytren’s contracture.  


Liz Wilding


Specialty Doctor in Public Health


NHS Stockport 


March 2012 


Local Policy Statement No: 166


POLICY STATEMENT


TITLE/TOPIC:
PleurX peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites. 


ISSUE DATE: 
April 2012


COMMISSIONING RECOMMENDATION:


NHS Stockport commissions PleurX peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites based on the evidence and recommendations made in NICE Medical Technology Guidance (MTG)9


DATE FOR REVIEW:


This statement will be reviewed in light of new evidence or further guidance from NICE.


Local Policy Statement No: 167


POLICY STATEMENT


TITLE/TOPIC:
Capsaicin patch (Qutenza®) for the treatment of neuropathic pain. 


ISSUE DATE: 
May 2012


COMMISSIONING RECOMMENDATION:


NHS Stockport commissions capsaicin patch (Qutenza®) where the following criteria are met:


· The patient has severe, non-diabetic neuropathic pain unresponsive to multimodal neuropathic analgesics;


· The patient’s pain significantly impairs activities of daily living as demonstrated on the Brief Pain Inventory; and


· The patient is under the care of a specialist pain clinic.


An evidence review is attached.


DATE FOR REVIEW:


This statement will be reviewed in light of new evidence or further guidance from NICE.


Local Policy Statement No: 167


EVIDENCE SUMMARY


Capsaicin patch (Qutenza®) for the treatment of neuropathic pain.


What is it?


Qutenza® (trial drug code NGX-4010) patches contain the active ingredient capsaicin, which is the substance found naturally in red chilli peppers that gives them their heat.  The patches are applied to the skin to relieve nerve pain that has resulted from damage to nerves in the skin.  This damage may have been caused by diseases such as shingles (postherpetic neuralgia), HIV infection (HIV-associated distal sensory polyneuropathy) and diabetes (diabetic neuropathy).


Capsaicin works by desensitising the pain receptors found in the skin.  When activated by painful stimuli pain receptors send nerve signals to the spinal cord and brain that result in the perception of pain.  When capsaicin binds to these pain receptors it initially causes a painful burning sensation.  However, with continued application of the capsaicin, the pain receptors become overloaded and desensitised and this makes them less responsive to painful stimulation.  This relieves the nerve pain.


Qutenza® patches are applied to the painful area by a doctor or a nurse wearing special gloves.


Search Strategy


The NICE, SMC, All Wales Medicines Strategy Group, NETAG and GMMMG websites were searched for guidance on the use of capsaicin patches for the treatment of neuropathic pain. 


A literature search of the Cochrane Collaboration database was undertaken for the term capsaicin.


MEDLINE were searched for entries with an abstract and in English, containing the terms capsaicin AND pain AND patch, the term Qutenza and the term NGX-4010.


Summary of the evidence


Please note that this is not a comprehensive systematic review.   Information has been extracted from abstracts only and no critical appraisal of the papers included has been undertaken.


NICE included a do not do recommendation in NICE CG96 – Neuropathic pain published in March 2010 which stated: In view of the limited evidence available, the use of topical capsaicin is not recommended across all neuropathic pain conditions in non-specialist settings.


SMC issued guidance in February 2011 that recommends capsaicin as an option for the treatment of peripheral neuropathic pain in non-diabetic adults who have not received adequate benefit from, or are intolerant to, conventional treatments.  


The All Wales Medicines Strategy Group issued guidance in February 2012 that states that capsaicin is not recommended for use on its own for the treatment of peripheral neuropathic pain in non-diabetic patients however, it is recommended as an option for the treatment of peripheral neuropathic pain in non-diabetic patients in combination with other medicinal products for pain in patients who have not received adequate benefit from, or are intolerant to, conventional treatments. 


NETAG issued guidance in October 2011 that states that capsaicin is not recommended for the treatment of neuropathic pain.


GMMMG has not issued guidance on the use of capsaicin patches for the treatment of neuropathic pain.


A Cochrane review with a search date to May 2009 concluded that a single application of a high dose (8%) capsaicin patch may provide a degree of pain relief to some patients with painful neuropathic conditions.


One economic analysis was found that supported the use of capsaicin patches for postherpetic neuralgia.  One meta-analysis was found that supported the use of capsaicin patches for postherpetic neuralgia.  Seven RCTs were found; four supported the use of capsaicin patches for the treatment of postherpetic neuralgia and one did not, one study supported the use of capsaicin patches for the treatment of painful HIV-associated distal sensory polyneuropathy while one did not.  Four case series were found; one supported the use of capsaicin patches for the treatment of HIV neuropathy and three supported the use of capsaicin patches for the treatment of HIV neuropathy and postherpetic neuralgia.


The evidence 


		Levels of evidence



		Level 1

		Meta-analyses, systematic reviews of randomised controlled trials



		Level 2

		Randomised controlled trials



		Level 3

		Case-control or cohort studies



		Level 4

		Non-analytic studies e.g case reports, case series



		Level 5

		Expert opinion





NICE CG96 – Neuropathic pain March 2010


Do Not Do Recommendation


In view of the limited evidence available, the use of topical capsaicin is not recommended across all neuropathic pain conditions in non-specialist settings.


SMC Feb 2011


Capsaicin (Qutenza) is accepted for restricted use within NHS Scotland.


Indication under review: For the treatment of peripheral neuropathic pain in non-diabetic adults either alone or in combination with other medicinal products for pain.


SMC restriction: use of this product is restricted to the treatment of adults with post-herpetic neuralgia (PHN) who have not achieved adequate pain relief from, or who have not tolerated, conventional first and second-line treatments. Treatment should be under the supervision of a specialist in pain management.


Evidence was presented for patients with PHN only. Capsaicin patch significantly reduced pain scores compared to a low-concentration control patch in three clinical studies. The manufacturer did not submit data on the use of capsaicin patch in other neuropathies therefore SMC cannot recommend its use in these patient groups 

All Wales Feb 2012


Capsaicin patch (Qutenza®) is not recommended for use alone for the treatment of peripheral neuropathic pain (PNP) in non-diabetic adults.


Capsaicin patch (Qutenza®) is recommended as an option for restricted use within NHS Wales for the treatment of peripheral neuropathic pain (PNP) in non-diabetic adults in combination with other medicinal products for pain and in patients who have not received adequate benefit from, or are intolerant to, alternative conventional treatments.


The company submission provided evidence on the cost effectiveness of capsaicin patch (Qutenza®) as an add-on treatment in patients who were refractory to or intolerant of usual first or second line treatments.


Capsaicin patches (Qutenza®) should be administered by healthcare professionals who have completed the approved training and in a specialist clinic setting.


AWMSG is of the opinion that capsaicin patch (Qutenza®) is suitable for specialist only prescribing within NHS Wales for the above indication.


NETAG October 2011


The NHS North East Treatment Advisory Group does not recommend the use of Qutenza® for neuropathic pain.


The group was concerned about the clinical efficacy of treatment and considered that it did not represent a cost-effective treatment option.


One economic analysis was identified.


1. Armstrong EP, Malone DC, McCarberg B, Panarites CJ, Pham SV.  Cost-effectiveness analysis of a new 8% capsaicin patch compared to existing therapies for postherpetic neuralgia.  Current Medical Research & Opinion, May 2011.  27;5:939-50.


This economic analysis used data from clinical trials on the proportion of patients achieving at least a 30% reduction in their postherpetic pain.  The effectiveness results indicated that 8% capsaicin patch was significantly more effective than oral therapies.  The incremental cost-effectiveness ratio for the 8% capsaicin patch was within the accepted threshold for the cost per QALY gained compared to tricyclic antidepressants, duloxetine, gabapentin and pregabalin. 


Level 1 evidence – one Cochrane review was identified.


2. Derry S, Lloyd R, Moore RA, McQuay HJ.  Topical capsaicin for chronic neuropathic pain in adults.  Cochrane Database of Systematic Reviews 2009, Issue 4.  Art. No.: CD007393. 


This Cochrane review had a search date of May 2009 and searched for randomised, double-blind, placebo-controlled trials of at least six weeks’ duration using topical capsaicin to treat neuropathic pain.  The review included eight studies, two of which compared a single application of high dose (8%) capsaicin patch with a placebo patch.  The review calculated that the number-needed-to-treat (NNT) for pain relief of >30% over 12 weeks was 12.  The review concluded that a single application of a high dose (8%) capsaicin patch may provide a degree of pain relief to some patients with painful neuropathic conditions.


Level 1 evidence – one meta-analysis was identified.


3. Irving GA, Backonja M, Rauck R, Webster LR, Tobias JK, Vanhove GF.  NGX-4010, a capsaicin 8% dermal patch, administered alone or in combination with systemic neuropathic pain medications, reduces pain in patients with postherpetic neuralgia.  Clinical Journal of Pain, Feb 2012.  28;2:101-7.


This was an analysis of data from four controlled postherpetic neuralgia studies evaluating the effect of NGX-4010, a capsaicin 8% patch, administered either alone or with systemic neuropathic pain medications.  In the studies 302 NGX-4010 and 250 control patients were using at least one systemic neuropathic pain medication whereas 295 NGX-4010 and 280 control patients were using no systemic neuropathic pain medication.  During weeks 2 to 8 NGX-4010 patients reported statistically significantly greater improvements in pain scores than control patients both in patients using systemic pain medications and in patients not using systemic pain medications.


Level 2 evidence – seven RCTs were identified.


4. Simpson DM, Brown S, Tobias J.  Controlled trial of high-concentration capsaicin patch for treatment of painful HIV neuropathy.  Neurology, Jun 2008.  70;24:2304-13.


This double-blind, multicentre trial randomised 307 patients with painful HIV-associated distal sensory polyneuropathy to either an 8% capsaicin patch or a placebo low dose capsaicin patch.  There was a statistically significantly greater reduction in the mean pain score in the capsaicin group than in the placebo patch group.  One third of patients in the capsaicin group reported a >or=30% reduction in pain after treatment compared with 18% of the patients in the placebo patch group.


5. Backonja M, Wallace MS, Blonsky ER, Cutler BJ, Malan P Jr, Rauck R, Tobias J.  NGX-4010, a high-concentration capsaicin patch, for the treatment of postherpetic neuralgia: a randomised, double-blind study.  Lancet Neurology, Dec 2008.  7;12:1106-12.


This double-blind trial randomised 402 patients with postherpetic neuralgia to a single 60 minute application of either an 8% capsaicin patch (n=206) or a placebo low dose (0.04%) capsaicin patch (n=196).  Patients who were treated with the capsaicin patch had a statistically significantly greater reduction in pain compared with the patients treated with the placebo patch.  In addition, significantly more patients in the capsaicin group had a >or=30% reduction in pain after treatment (42%) compared with the patients in the placebo patch group (32%).


6. Webster LR, Tark M, Rauck R, Tobias JK, Vanhove GF.  Effect of duration of postherpetic neuralgia on efficacy analyses in a multicenter, randomized, controlled study of NGX-4010, an 8% capsaicin patch evaluated for the treatment of postherpetic neuralgia.  BMC Neurology, 2010.  10;92:1471.


This trial randomised 155 patients with postherpetic neuralgia of less than 6 months duration to a single application of either an 8% capsaicin patch or a placebo low dose (0.04%) capsaicin patch.  The mean reduction in pain score from baseline to weeks 2-8 was greater in the capsaicin treatment group compared with in the placebo patch group however, the difference was not significant.  In addition, more patients in the capsaicin group than in the placebo patch group considered themselves improved but again the difference was not significant.


7. Backonja MM, Malan TP, Vanhove GF, Tobias JK.  NGX-4010, a high-concentration capsaicin patch, for the treatment of postherpetic neuralgia: a randomized, double-blind, controlled study with an open-label extension.  Pain Medicine, Apr 2010.  11;4:600-8.


This trial included a four week double-blind phase followed by an open-label extension phase lasting up to 48 weeks, where patients could receive up to three additional treatments no sooner than 12 weeks after initial treatment.  The double-blind phase randomised patients with postherpetic neuralgia to receive a single application of either an 8% capsaicin patch or a placebo low dose (0.04%) capsaicin patch.  The mean reduction in pain score from baseline to week 4 was statistically significantly greater in the capsaicin group than in placebo patch group.  The mean pain score decreased in both groups in week 1 after treatment however, they score remained relatively stable through to week 12 in the capsaicin group but returned to near baseline during weeks 2-4 in the placebo patch group.


8. Webster LR, Malan TP, Tuchman MM, Mollen MD, Tobias JK, Vanhove GF.  A multicenter, randomized, double-blind, controlled dose finding study of NGX-4010, a high-concentration capsaicin patch, for the treatment of postherpetic neuralgia.  Journal of Pain, Oct 2010.  11;10:972-82.


This trial randomised 299 patients with postherpetic neuralgia to a single application for 30, 60 or 90 minutes of either an 8% capsaicin patch or a placebo low dose (0.04%) capsaicin patch.  The mean reduction in pain score from baseline to weeks 2 to 8 was statistically significantly greater in the total capsaicin treated group and in the 90 minute application capsaicin group compared with the placebo patch group.


9. Irving GA, Backonja MM, Dunteman E, Blonsky ER, Vanhove GF, Lu SP, Tobias J.  A multicenter, randomized, double-blind, controlled study of NGX-4010, a high-concentration capsaicin patch, for the treatment of postherpetic neuralgia.  Pain Medicine, Jan 2011.  12;1:99-109.


This trial randomised 418 patients with postherpetic neuralgia of at least 6 months duration to a single application for 60 minutes of either an 8% capsaicin patch or a placebo low dose (0.04%) capsaicin patch.  Patients who were treated with the capsaicin patch had a statistically significantly greater reduction in pain compared with the patients treated with the placebo patch.  In addition, significantly more patients in the capsaicin group had a >or=30% reduction in pain after treatment (46%) compared with the patients in the control group (34%).


10. Clifford DB, Simpson DM, Brown S, Moyle G, Brew BJ, Conway B, Tobias JK, Vanhove GF.  A randomized, double-blind, controlled study of NGX-4010, a capsaicin 8% dermal patch, for the treatment of painful HIV-associated distal sensory polyneuropathy.  Journal of Acquired Immune Deficiency Syndromes, Feb 2012.  59;2:126-33.


This double-blind trial randomised 494 patients with pain due to HIV-associated distal sensory polyneuropathy to a single application for 30 or 60 minutes of either an 8% capsaicin patch (n=332) or a placebo low dose (0.04%) capsaicin patch (n=162).  Pain reduction was not statistically significantly different between the total capsaicin treated group and the total placebo patch group, between the 30 minute capsaicin treated group and the 30 minute placebo patch group or between the 60 minute capsaicin treated group and the 60 minute placebo patch group.


Level 4 evidence – four case series were identified.


11. Simpson DM, Estanislao L, Brown SJ, Sampson J.  An open-label pilot study of high-concentration capsaicin patch in painful HIV neuropathy.  Journal of Pain & Symptom Management, Mar 2008.  35;3:299-306.


This open-label, 12 week pilot study included 12 patients with moderate-to-severe pain in both feet due to HIV-associated distal sensory polyneuropathy or antiretroviral toxic neuropathy treated with a single 60 minute application of an 8% capsaicin patch.  There was statistically significant reduction in pain score from baseline.  Eight of the 12 patients had a >or=30% reduction in their pain following treatment.


12. Simpson DM, Gazda S, Brown S, Webster LR, Lu SP, Tobias JK, Vanhove GF.  Long-term safety of NGX-4010, a high concentration capsaicin patch, in patients with peripheral neuropathic pain.  Journal of Pain & Symptom Management, Jun 2010.  39;6:1053-64.


This series included 106 patients with postherpetic neuralgia or painful HIV-associated distal sensory polyneuropathy who had previously had a >or=30% reduction in pain score with an 8% capsaicin patch.  Patients were treated with up to three additional treatments with an 8% capsaicin patch at intervals of >or=12 weeks.  The study concluded that repeated treatments with an 8% capsaicin patch administered over a one year period are generally safe and well tolerated. 


13. Webster LR, Peppin JF, Murphy FT, Lu B, Tobias JK, Vanhove GF.  Efficacy, safety, and tolerability of NGX-4010, capsaicin 8% patch, in an open-label study of patients with peripheral neuropathic pain.  Diabetes Research & Clinical Practice, Aug 2011.  93;2:187-97.


This open-label, uncontrolled study included 25 patients with postherpetic neuralgia, one patient with HIV-associated distal sensory polyneuropathy and 91 patients with painful diabetic polyneuropathy treated with a single 60 or 90 minute application of an 8% capsaicin patch.  Twelve of the patients with postherpetic neuralgia and 40 of the patients with diabetic polyneuropathy had a >or=30% reduction in pain following the treatment.


14. Webster LR, Peppin JF, Murphy FT, Tobias JK, Vanhove GF.  Tolerability of NGX-4010, a capsaicin 8% patch, in conjunction with three topical anesthetic formulations for the treatment of neuropathic pain.  Journal of Pain Research, 2012.  5:7-13.


This open-label, multicentre study included 117 patients with postherpetic neuralgia, HIV-associated distal sensory polyneuropathy or painful diabetic polyneuropathy treated with an 8% capsaicin patch and pretreated with one of three different lidocaine topical anaesthetics.  The reduction in pain from baseline to weeks 2 to 12 was approximately 30% and was similar among the different topical anaesthetics.  The percentage of responders ranged from 45 to 50%.


Liz Wilding


Specialty Doctor in Public Health


NHS Stockport 


May 2012


Local Policy Statement No: 168


POLICY STATEMENT


TITLE/TOPIC:
Device-guided breathing techniques (Resperate®) for the treatment of hypertension. 


ISSUE DATE: 
May 2012


COMMISSIONING RECOMMENDATION:


NHS Stockport does not commission device-guided breathing techniques (Resperate®) for the treatment of hypertension owing to inadequate evidence of benefit over other relaxation techniques.


An evidence review is attached.


DATE FOR REVIEW:


This statement will be reviewed in light of new evidence or further guidance from NICE.


Local Policy Statement No: 168


EVIDENCE SUMMARY


Device-guided breathing techniques for the treatment of hypertension.


What is it?


Device-guided breathing techniques use a portable electronic device that promotes slow, deep breathing, an example is Resperate®.  The device uses chest sensors to measure breathing, and then a computerized unit creates a melody to synchronize with breathing. The melody is supposed to slow breathing, with long exhalations.  Device-guided breathing techniques are intended to be used for at least 15 minutes a day, three to four days a week.  The deep-breathing exercises are supposed to lower both systolic and diastolic blood pressure - the top and bottom numbers in a blood pressure reading.


Search Strategy


The NICE website was searched for guidance on the use of device-guided breathing techniques for the treatment of hypertension


A literature search of the Cochrane Collaboration database was undertaken for the term Resperate.


MEDLINE were searched for entries with an abstract and in English, containing the terms:


· Resperate


· Device AND “blood pressure” AND respirat*


· Device AND hypertension AND respirat*


· Device AND “blood pressure” AND breath*


· Device AND hypertension AND breath*


Summary of the evidence


Please note that this is not a comprehensive systematic review.   Information has been extracted from abstracts only and no critical appraisal of the papers included has been undertaken.


NICE has not issued guidance on the use of device-guided breathing techniques for the treatment of hypertension.


One meta-analysis was found that did not support the use of Resperate® for the treatment of hypertension.  Seven RCTs were found; three supported and four did not support the use of device-guided breathing techniques for the treatment of hypertension.  One case control study was found that supported the use of device-guided breathing techniques for the treatment of hypertension.  Two case series were found that supported the use of device-guided breathing techniques for the treatment of hypertension.


The evidence 


		Levels of evidence



		Level 1

		Meta-analyses, systematic reviews of randomised controlled trials



		Level 2

		Randomised controlled trials



		Level 3

		Case-control or cohort studies



		Level 4

		Non-analytic studies e.g case reports, case series



		Level 5

		Expert opinion





Level 1 evidence – one meta-analysis was identified.


1. Mahtani KR, Nunan D, Heneghan CJ.  Device-guided breathing exercises in the control of human blood pressure: systematic review and meta-analysis.  Journal of Hypertension, May 2012.  30;5:852-60.


This systematic review and meta-analysis included eight trials of the Resperate® device involving a total of 494 adult patients.  The study concluded that there is evidence that short-term use of the Resperate® device may reduce both systolic and diastolic blood pressure.  However, five of the eight trials were sponsored by or involved the manufacturers of the device and when these trials were excluded the remaining trials showed no benefit from the device.  


Level 2 evidence – seven RCTs were identified.


2. Grossman E, Grossman A, Schein MH, Zimlichman R, Gavish B.  Breathing-control lowers blood pressure.  Journal of Human Hypertension, Apr 2001.  15;4:263-9.


This trial randomised 33 patients with uncontrolled hypertension to 10 minutes a day for 8 weeks of either active treatment with guided breathing to music (n=18) or control treatment of listening to music (n=15).  There were statistically significantly greater reductions in mean systolic and diastolic blood pressures from baseline measured in both clinic and home settings in the active treatment group compared to the control group.  Ten of the 18 in the active treatment group were defined as responders compared with two out of 14 in the control group.  


3. Schein MH, Gavish B, Herz M, Rosner-Kahana D, Naveh P, Knishkowy B, Zlotnikov E, Ben-Zvi N, Melmed RN.  Treating hypertension with a device that slows and regularises breathing: a randomised, double-blind controlled study.  Journal of Human Hypertension, Apr 2001.  15;4:271-8.


This trial randomised 65 patients with hypertension either receiving antihypertensive drug therapy or unmedicated to 10 minutes daily for 8 weeks of either active treatment with a device which guides the user towards slow and regular breathing using musical sound patterns (n=32) or control treatment of listening to quiet music (n=29).  Medication remained unchanged for 2 months prior to and during the study.  There were greater reductions in mean systolic and diastolic blood pressures and mean arterial pressure in the active treatment group compared with the control group however the differences were only statistically significant for the reduction in diastolic blood pressure and mean arterial pressure. 


4. Elliot WJ, Izzo JL Jr, White WB, Rosing DR, Snyder CS, Alter A, Gavish B, Black HR.  Graded blood pressure reduction in hypertensive outpatients associated with use of a device to assist with slow breathing.  Journal of Clinical Hypertension, Oct 2004.  6;10:553-9. 


This trial randomised 149 patients with hypertension in a 1:1 ratio to either active treatment with a device to slow breathing and a home blood pressure monitor or a control group issued with just a home blood pressure monitor.  Greater decreases in systolic blood pressure were observed in patients who spent more than 180 minutes over 8 weeks using the device to slow breathing compared with those who spent less than 180 minutes over 8 weeks using the device to slow breathing and those who just monitored their blood pressure.


5. Logtenberg SJ, Kleefstra N, Houweling ST, Groenier KH, Bilo HJ.  Effect of device-guided breathing exercises on blood pressure in hypertensive patients with type 2 diabetes mellitus: a randomized controlled trial.  Journal of Hypertension, Jan 2007.  25;1:241-6.


This trial randomised 30 patients with type II diabetes mellitus and hypertension to 8 weeks of either active treatment with the Resperate® device or control treatment of listening to music.  There were no significant difference in the change in blood pressure from baseline between the two groups.


6. Pandic S, Ekman I, Nord L, Kjellgren KI.  Device-guided breathing exercise in the treatment of hypertension – perceptions and effects.  CVD Prevention and Control, 2008.  3;3:163-9.


This trial randomised 53 patients with hypertension to 16 weeks of either active treatment with the Resperate® device (n=31) or control treatment of listening to music (n=22).  The systolic and diastolic blood pressures reduced from baseline in both groups however there was no significant difference between the two groups.


7. Altena MR, Kleefstra N, Logtenberg SJ, Groenier KH, Houweling ST, Bilo HJ.  Effect of device-guided breathing exercises on blood pressure in patients with hypertension: a randomized controlled trial.  Blood Pressure, 2009.  18;5:273-9.


This trial randomised 30 non-diabetic patients with hypertension to 9 weeks of either active treatment with the Resperate® device or control treatment of listening to music.  There were no significant differences in the change in blood pressure from baseline between the two groups.


8. Schein MH, Gavish B, Baevsky T, Kaufman M, Levine S, Nessing A, Alter A.  Treating hypertension in type II diabetic patients with device-guided breathing: a randomized controlled trial.  Journal of Human Hypertension, May 2009.  23;5:325-31. 


This trial randomised 66 patients with non-insulin dependent type II diabetes mellitus and hypertension, either receiving antihypertensive drug therapy or unmedicated, to either treatment with the Resperate® device (n=33) for 15 minutes each day for 8 weeks together with their usual medication or a control group who continued their regular treatment (n=33).  Medication remained unchanged for 4 weeks prior to and during the study.  Mean systolic and diastolic blood pressures were reduced in the Resperate® group but not in the control group.


Level 3 evidence – one case control study was identified.


9. Meles E, Giannattasio C, Failla M, Gentile G, Capra A, Mancia G.  Nonpharmacologic treatment of hypertension by respiratory exercise in the home setting.  American Journal of Hypertension, Apr 2004.  17;4:370-4.


This study included 73 patients with mild hypertension, either receiving antihypertensive drug therapy or unmedicated.  Forty-seven patients were treated with 15 minutes per day for 8 weeks of device-guided breathing and 26 patients were included in a control group.  The patients in the treatment group had statistically significant reductions in mean systolic and diastolic blood pressures compared with baseline whereas the patient in the control group had only small non-significant reductions compared with baseline.


Level 4 evidence – two case series were identified.


10. Rosenthal T, Alter A, Peleg E, Gavish B.  Device-guided breathing exercises reduce blood pressure: ambulatory and home measurements.  American Journal of Hypertension, Jan 2001.  14;1:74-6.


This case series included 13 patients with hypertension treated with device-guided breathing exercises daily for 8 weeks.  The study found that there were clinically significant reductions in blood pressure after 8 weeks compared with baseline.


11. Viskoper R, Shapira I, Priluck R, Mindlin R, Chornia L, LAszt A, Dicker D, Gavish B, Alter A.  Nonpharmacologic treatment of resistant hypertensives by device-guided breathing exercises.  American Journal of Hypertension, Jun 2003.  16;6:484-7.


This case series included 17 patients with resistant hypertension treated with device-guided breathing exercises for 15 minutes every day for 8 weeks.  There were statistically significant reductions in mean systolic and diastolic blood pressure compared with baseline; 14 of the patients (82%) were considered responders to the treatment.


Liz Wilding


Specialty Doctor in Public Health


NHS Stockport 


May 2012
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Appendix 3




NICE Interventional Procedure Guidance

		NICE IPG Number

		Month issued

		Specialty

		Procedure

		NICE recommendation

		NHS Stockport Commissioning Position



		423

		Apr-12

		Focal therapy using cryoablation for localised stage prostate cancer

		Oncology

		Current evidence on focal therapy using cryoablation for localised prostate cancer raises no major safety concerns. However, evidence on efficacy is limited in quantity and there is a concern that prostate cancer is commonly multifocal. Therefore this procedure should only be used with special arrangements for clinical governance, consent and audit or research.  Clinicians wishing to undertake focal therapy using cryoablation for localised prostate cancer should take the following actions: inform the clinical governance leads in their Trusts; ensure that patients and their carers understand the uncertainty about the procedure's efficacy and the risks (specifically the risk of sexual dysfunction), and provide them with clear written information; and in addition, the use of NICE's information for patients (Understanding NICE guidance) is recommended.  Patient selection and treatment should be carried out by a multidisciplinary urological cancer team.  NICE encourages further research into focal cryoablation for localised prostate cancer. This should take the form of controlled studies comparing the procedure against other forms of management. Studies should clearly define patient selection criteria and should report outcomes including local recurrence in the long term.  Clinicians should collect data on all patients undergoing focal cryoablation (including details of case selection, methods of follow-up and outcomes) for local audit. Clinicians should enter details about all patients undergoing focal therapy using cryoablation for localised prostate cancer onto the European Registry for Cryosurgical Ablation of the Prostate (EuCAP) register and review clinical outcomes locally.

		Not commissioned owing to inadequate evidence of efficacy



		424

		Apr-12

		Focal therapy using high-intensity focused ultrasound (HIFU) for localised prostate cancer

		Oncology

		Current evidence on focal therapy using high-intensity focused ultrasound (HIFU) for localised prostate cancer raises no major safety concerns. However, evidence on efficacy is limited in quantity and there is a concern that prostate cancer is commonly multifocal. Therefore, this procedure should only be used with special arrangements for clinical governance, consent and audit or research.  Clinicians wishing to undertake focal therapy using HIFU for localised prostate cancer should take the following actions: inform the clinical governance leads in their Trusts; ensure that patients and their carers understand the uncertainty about the procedure's efficacy and the risks (specifically the risk of sexual dysfunction), and provide them with clear written information; and in addition, the use of NICE's information for patients (Understanding NICE guidance) is recommended.   Patient selection and treatment should be carried out by a multidisciplinary urological cancer team.  NICE encourages further research into focal therapy using HIFU for localised prostate cancer. This should take the form of controlled studies comparing the procedure against other forms of management. Studies should clearly define patient selection criteria and should report outcomes including local recurrence in the long term.  Clinicians should collect data on all patients undergoing focal HIFU (including details of case selection, methods of follow-up and outcomes) for local audit and for submission to national and/or international registers when these become available. The European Registry for Cryosurgical Ablation of the Prostate (EuCAP) register is being developed to receive data on focal therapy using HIFU for localised prostate cancer. When this facility is available clinicians should submit data on all patients undergoing focal therapy using HIFU for localised prostate cancer to that register.

		Not commissioned owing to inadequate evidence of efficacy



		425

		Apr-12

		Endoscopic balloon dilatation for subglottic or tracheal stenosis

		Gastroenterology Gastrointestinal surgery                                 Respiratory

		Current evidence on the safety and efficacy of endoscopic balloon dilatation for subglottic or tracheal stenosis is inadequate in quantity and quality. Therefore this procedure should only be used with special arrangements for clinical governance, consent and audit or research.  Clinicians wishing to undertake endoscopic balloon dilatation for subglottic or tracheal stenosis should take the following actions: inform the clinical governance leads in their Trusts; ensure that patients and their carers or parents understand the uncertainty about the procedure's safety and efficacy, and provide them with clear written information; in addition, the use of NICE's information for patients ('Understanding NICE guidance') is recommended; and clinicians should submit details of all patients undergoing this procedure to the International Registry for Airway Stenosis (IRAS).  Further information from research and collaborative data collection would be useful. This should include clearly defined patient selection criteria and long-term outcomes. NICE may review this procedure on publication of further evidence.

		Not commissioned owing to inadequate evidence of efficacy and safety



		426

		Apr-12

		Micropressure therapy for refractory Ménière's disease

		ENT

		Current evidence on the safety of micropressure therapy for refractory Ménière's disease is inadequate in quantity. There is some evidence of efficacy, but it is based on limited numbers of patients. Therefore this procedure should only be used with special arrangements for clinical governance, consent and audit or research.  Clinicians wishing to undertake micropressure therapy for refractory Ménière's disease should take the following actions: inform the clinical governance leads in their Trusts; ensure that patients understand the uncertainty about the procedure's efficacy and provide them with clear written information; in addition, the use of NICE's information for patients ('Understanding NICE guidance') is recommended; and audit and review clinical outcomes of all patients having micropressure therapy for refractory Ménière's disease.   NICE encourages further research into micropressure therapy for refractory Ménière's disease. Research studies should report long-term outcomes, in particular the need for subsequent surgical treatment.

		Not commissioned owing to inadequate evidence of efficacy and safety





Appendix 4 – Clinical Policy Committee (CPC)

Minutes of the meeting held on Wednesday 23rd May 2012

		

		Action Required and initials

		Clinical Lead



		Present


· Dr Vicci Owen-Smith – Deputy Director of Public Health (VOS)


· Jane Cromblehome (Chair) – Non executive Director (JC)


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


· Roger Roberts, – Associate Director of Medicines Management (RR)


· Mike Lappin – LiNK representative (ML)


· Lisa Williams – Commissioning Support Manager (LAW)

· Dr Liz Wilding – Speciality Doctor in Public Health (Clinical effectiveness lead) (EAW)




		

		



		1. Apologies


· Catherine Jackson – Nurse member (CJ)




		

		



		2. Minutes from Previous Meeting


The minutes were confirmed as accurate however ML would like the minutes to be amended to reflect that under agenda item 14 a. ‘LPS no 161 – Eculizumab (Soliris ®) for indications other than paroxysmal nocturnal haemoglobinuria’ it had been discussed that the cost of Eculizumab for paroxysmal nocturnal haemoglobinuria is approximately £250k per patient per year.



		

		



		3. Matters Arising

a.  CG 128 Autism: Recognition, referral and diagnosis of children and young people on the autism spectrum.   This had previously been referred to The Maternity Board for review and to CAMHS for comment (Oct 2011). A response had been received from the consultant paediatrician who confirmed compliance, However it was agreed that this issue would be raised with the Children’s and Adolescent Mental Health Lead to ensure compliance. The CAMHS lead has responded in an email (8.2.12) as follows ‘I will need to collate some more information for this. Generally the picture is positive and there has been good multiagency work on this and there are pathways in place. I am aware of a particular gap for children who are at school but not yet 5 years old as they are falling between the Child Development Unit (pre-school service) and CAMHS (who start the ASD assessment process at 5 years). I am not sure how much of a problem this really is yet. I will do a report for the next meeting. 

LAW advised that this report was still outstanding and that a reminder had been sent. Defer until June Agenda.

b. CG 137 The epilepsies: the diagnosis and management of the epilepsies in adults and children in primary and secondary care. This guidance has been discussed previously when it was agreed that some further exploratory work was undertaken. The following was reported:

a. VOS advised that she had been researching what on-line sharing was available for GP’s and she agreed to share this with GP’s and arrange a meeting/training for them.

b. VOS advised that she had been in touch with Epilepsy Action and that she would arrange a meeting with them to hear their views.

c. VOS has spoken with The Medical Director at The Emergency Department at Stepping Hill who confirmed that there was a pathway for patients who presented in A &E who had not had a seizure before. He agreed to confirm this via email but at the time of writing this had not arrived VOS to chase up.

d. LAW advised that she had asked Salford Royal to undertake a baseline audit so that any gaps could be identified. This had also been requested from the LD lead but to date had not been received. 

e. VOS advised that she had been trying to identify someone in Public Health who may be able to undertake future work around checking to see whether there were any risks and/or gaps when new NICE Clinical Guidance and Public Health Guidance  was issued. 

f. ML had anecdotal evidence that patients were waiting 9 months for a first outpatient appointment to see a neurologist. He also felt that it was discriminatory not to have a specialist nurse available for adults.

g. VOS advised that there was no lead commissioner and that currently there is reliance on the Network to commission services. Therefore it was agreed that the whole pathway needs to be reviewed and gaps identified so that The Clinical Commissioning Group could decide what should be commissioned and how this should be done. As there is no lead commissioner VOS agreed to flag this as an issue to The Governing Body via the reporting mechanism from CPC to SCCP.

h. LAW advised that she had been in contact with the neurologist from Salford who advised that there is a clinical psychology service at Stepping Hill however there is a considerable delay of many months. He feels that this will get worse in the future and that it is very important that patients with non-epilepsy attack disorder are seen quickly in order to optimize outcomes. He feels that the clinical psychology service is not fit for purpose. However he can refer patients to the neuropsychology service at Salford Royal but again there are delays and it is his experience that people are referred back to local psychology services. It was also agreed that the lead commissioner should be contacted to determine whether there was a service specification or whether there had been any work undertaken at a Greater Manchester Level in relation to epilepsy services.

c. Collagenase injections for Dupuytren’s contracture. See later agenda item.

d. NICE TA 220 – Psoriatic Arthritis – Golimumab. EAW had received an email from Stepping Hill that confirmed that they were compliant with this TA.

e. CG 139 Prevention and control of healthcare- associated infections in primary and community care.  LAW advised that the Public Health Specialist in Health Protection had been contacted and she had agreed to provide a report identifying any gaps in the service when compared to these clinical guidelines.

f. TA 249 Dabigatran etexilate for the preventions of stroke and systemic embolism in atrial fibrillation. VOS advised that work was being undertaken outside this committee by STAMP who will make a report to The Operational Executive at the appropriate time. RR confirmed that they have discussed when the drug should be used as first line treatment and were now looking at when and how to swap patients from warfarin to dabigatran. This work was being undertaken jointly with the anti-coagulant clinic and the pathology labs to minimise patient risk. As NICE had been unable to produce a costing statement LAW had been asked to confirm whether there is a provision of £500k in the budget for this.

g. MTG 9 – The PleurX Peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites. See later agenda item.

h. PH 37 – Identifying and managing tuberculosis among hard to reach groups.  LAW advised that the Public Health Specialist in Health Protection had been contacted and she had agreed to provide a report identifying any gaps in the service when compared to these public health guidelines.



		June Agenda 

VOS – GP training/meeting


VOS – arrange meeting with Epilepsy Action


VOS – to chase email from MD at ED.


LAW – to chase.


VOS


EAW via report to SCCP.


VOS agreed to meet with the neurologist.


LAW to contact lead commissioner.


July 2012 Agenda 


LAW to confirm provision


July 2012 Agenda

		



		4. Compliance Report


Next report due July 2012 



		N/A

		



		5. NICE Clinical Guidance (CG) 


None this month



		N/A

		



		6. NICE Technology Appraisals (TA)

a. TA 250 –Eribulin for the treatment of locally advanced or metastatic breast cancer. Eribulin is not recommended, within its licensed indication, for the treatment of locally advanced or metastatic breast cancer that has progressed after at least two chemotherapy regimens for advanced disease. The Group therefore agreed not to commission this drug for this indication.

b. TA 251 – Dasatinib, nilotinib and standard-dose imatinib for the first line treatment of chronic myeloid leukaemia. NICE states that this guidance partially updates NICE technology appraisal guidance no 70.  Standard-dose imatinib is recommended as an option for the first-line treatment of adults with chronic Philadelphia-chromosome-positive chronic myeloid leukaemia (CML). Nilotinib is recommended as an option for the first-line treatment of adults with chronic phase Philadelphia-chromosome-positive CML if the manufacturer makes nilotinib available with the discount agreed as part of the patient access scheme. Dasatinib is not recommended for the first-line treatment of chronic phase Philadelphia-chromosome-positive CML. NICE states that this guidance is applicable to secondary and tertiary services. NICE state this will not impact on PbR but there may be additional costs where nilotinib is preferred ahead of standard dose imatinib. The group agreed to follow this guidance.

c. TA 252 – Telaprevir for the treatment of genotype 1 chronic hepatitis C. Telaprevir in combination with peginterferon alfa and ribavirin is recommended as an option for the treatment of genotype 1 chronic hepatitis C in adults with compensated liver disease who are previously untreated or in whom previous treatment with interferon alfa (pegylated or non-pegylated) alone or in combination with ribavirin has failed, including people whose condition has relapsed, has partially responded or did not respond. NICE state this guidance is applicable to secondary care only. NICE state this will impact on PbR and it is anticipated that there will be an increased spend on drugs that are likely to be high cost drug exclusions. Although NICE have produced a costing template, it is complex and a request has been made to NICE for guidance on how to use it. Therefore at the moment no costing statement is available. 

d. TA 253 – Boceprevir for the treatment of genotype 1 chronic hepatitis C.  Boceprevir in combination with peginterferon alfa and ribavirin is recommended as an option for the treatment of genotype 1 chronic hepatitis C in adults with compensated liver disease who are previously untreated or in whom previous treatment has failed.  NICE state this guidance is applicable to secondary care only. NICE state this will impact on PbR and it is anticipated that there will be an increased spend on drugs that are likely to be high cost drug exclusions. Although NICE have produced a costing template, it is complex and a request has been made to NICE for guidance on how to use it. Therefore at the moment no costing statement is available. 

e. TA 254 – Fingolimod for the treatment of highly active relapsing-remitting multiple sclerosis. Fingolimod is recommended as an option for the treatment of highly active relapsing-remitting multiple sclerosis in adults, only if they have an unchanged or increased relapse rate or ongoing severe relapses compared with the previous year despite treatment with beta interferon and the manufacturer provides fingolimod with the discount agreed as part of the patient access scheme. NICE state this guidance is applicable to secondary care only and they are unable to predict the impact on PbR. However a request has been made for assistance in completion of the costing statement. That said The Group were advised that this guidance is in line with our current policy and the Greater Manchester pathway,



		EAW to report to The Governing Body.


EAW to report to The Governing Body.


EAW to report to The Governing Body.


LAW to issue costing statement when guidance received.


EAW to report to The Governing Body.


LAW to issue costing statement when guidance received.


EAW to report to The Governing Body.


LAW to issue costing statement when guidance received.

		



		7. NICE Interventional Procedure Guidance (IPG)

a. IPG 423 – Focal therapy using cryoablation for localised prostate cancer. Current evidence on focal therapy using cryoablation for localised prostate cancer raises no major safety concerns. However, evidence on efficacy is limited in quantity and there is a concern that prostate cancer is commonly multifocal. Therefore this procedure should only be used with special arrangements for clinical governance, consent and audit or research. The Group therefore concluded that this procedure should not be commissioned owing to inadequate evidence of efficacy. 

b. IPG 424 – Focal therapy using high-intensity focussed ultrasound for localised prostate cancer.  Current evidence on focal therapy using high-intensity focused ultrasound (HIFU) for localised prostate cancer raises no major safety concerns. However, evidence on efficacy is limited in quantity and there is a concern that prostate cancer is commonly multifocal. Therefore this procedure should only be used with special arrangements for clinical governance, consent and audit or research. The Group therefore concluded that this procedure should not be commissioned owing to inadequate evidence of efficacy.  It was also agreed that the EUR database would be checked to see if this procedure had been requested previously. 

c. IPG 425 – Endoscopic balloon dilatation for subglottic or tracheal stenosis. Current evidence on the safety and efficacy of the endoscopic balloon dilatation for subglottic or tracheal stenosis is inadequate in quantity and quality. Therefore this procedure should only be used with special arrangements for clinical governance, consent and audit or research.  Therefore the Group concluded that this procedure should not be commissioned owing to inadequate evidence of efficacy and safety. 

d. IPG 426 – Micropressure therapy for refractory Meniere’s disease.  Current evidence on the safety of micropressure therapy for refractory Meniere’s disease is inadequate in quantity. There is some evidence of efficacy, but it is based on limited numbers of patients. Therefore this procedure should only be used with special arrangements for clinical governance, consent and audit or research. Therefore the Group agreed that this procedure was not commissioned owing to inadequate evidence of efficacy and safety. 



		EAW to report to Governing Body.


Disseminate


EAW to report to Governing Body.


Disseminate


LAW to check past databases.


EAW to report to Governing Body.


Disseminate


EAW to report to Governing Body.


Disseminate




		



		8. NICE Medical Technology Guidance (MTG) 


None this month



		

		



		9. NICE Quality Standards


None this month




		

		



		10. Cancer Drug Policies (reviewed annually)


None this month




		

		



		11. Business Cases


None this month



		

		



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


None this month





		

		



		13. New/Amendments to Local Policy Statement (LPS)

a. LPS No 166 – The PleurX Peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites. Last month NICE issued MTG 9 which recommended the use of PleurX Peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites. Following this recommendation The Group agreed that a local policy statement in line with the guidance should be drafted. This local Policy Statement was therefore adopted.

b. Capsaicin patch (Qutenza ®) for pain. The Pain Clinic at Stepping Hill had requested to use Capsaicin patch to treat pain and an evidence review was carried out. The review concluded that there was a good level of evidence that supported the use of capsaicin patch for the treatment of non-diabetic neuropathic pain and therefore The Group concluded that this treatment should be commissioned for 20 patients per annum (cost £3k per patient per year) who have not achieved adequate pain relief from, or who have not tolerated, conventional first and second-line treatments and where treatment is under the supervision of a specialist in pain management.  The Group also agreed that Prior Approval was not needed by Stepping Hill Hospital, however if the number of patients exceeded 20 per annum then an audit would be undertaken. It was also agreed that a report would be requested in 12 months’ time to determine the number of patients treated and their response to treatment. 

c. Collagenase for Dupuytren’s contracture. Following a number of requests from patients and from Stepping Hill an updated evidence review was carried out as other advisory groups such as SMC and NETAG had updated their guidance. The Group reviewed the evidence and concluded that the treatment was clinically effective and that it was less invasive. Therefore it was agreed that this should be commissioned in line with SMC’s guidance (dated May 2012) provided that the patient has disease at least as severe as that stated in the current LPS for surgery for Dupuytren’s contracture.

d. MoreLife Residential Weight Management Programme for teenagers.  Following an individual request it has been identified that there is a gap in service for obese children between the ages of 14 and 18 who are trying to seek non-surgical help with their weight.  The Group discussed this issue and as no evidence was presented regarding the MoreLife Programme or other residential programmes they were unable to reach a decision regarding whether this should be commissioned for this group of patients. There was some concern around how the teenagers would cope when they returned home.  However, some members felt that any weight lost whilst during this time would lower the child’s health risks; others felt that this programme would not reduce the long term health risks which were more important. It was acknowledged that Manchester had also been asked to send a patient on this programme.  The Committee were also made aware of a 1:1 weight management programme for this age group that NHS Bolton provide. The Group were advised that outcome data had been requested from the provider of The MoreLife Programme but that this had not arrived. The Group therefore agreed that The Clinical Commissioning Group should develop a service option for 14-18 year olds and that once this was in place decisions would be made on a case by case basis. 



		EAW to report to Governing Body.


Disseminate


EAW to draft LPS and notify provider and request report in 12 months.


EAW to draft a LPS and share across Greater Manchester.


Weight Management Team to develop service options.

		



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

a. LPS No 166 – The PleurX Peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites. The group reviewed the policy and felt that it was not discriminatory. 

b. Capsaicin patch for pain. The Group reviewed the proposed policy and felt that it was not discriminatory.

c. Collagenase for Dupuytren’s contracture. The Group reviewed the proposed policy and felt that it was not discriminatory.

d. MoreLife Residential Weight Management Programme for teenagers. The Group felt that not having a service for this group of patients was discriminatory.



		

		



		15. Clinical Pathway Changes


None this month




		

		



		16.  Agree report from CPC to The Governing Body of SCCP


It was agreed that along with providing a copy of these minutes the following should be highlighted to The Governing Body of The Clinical Commissioning Group


· The gaps in the Epilepsy service and the length of time patients wait to be seen.


· That there is no quality assurance lead, and


· There is no lead to ensure that assurance is obtained around NICE guidelines being implemented.




		EAW to report to Governing Body

		



		17. Any Other Business


a. Device-guided breathing techniques for the treatment of hypertension. Following a request to provide this on an FP10 an evidence review was undertaken. This concluded that the device was no better that than any other relaxation technique and therefore was not commissioned.

b. Circumcision. Following a request it had been identified that circumcision was not available to adults (aged over 16) who had a tight phimosis and were unable to retract the foreskin. The urologists at Stepping Hill agreed that this should be an indication for the procedure and therefore it was agreed that the policy should be amended so that adult patients with a tight phimosis who were symptomatic could undergo circumcision.



		EAW to draft local policy statement.


EAW to draft local policy.

		



		18. Date of next meeting


20th June 2012 (note change of date and venue)


9am to 11am, Floor 7 Meeting Room (Front)


(Please email apologies and agenda items to lisaa.williams@nhs.net by 11th June 2012)
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Indications for Male Circumcision in Children and Adults 



 
February 2008 



 
Summary 
 



 11,000 circumcisions per year are carried out in England on children and a further 
11,000 are carried out in adults. 



 Rates of circumcision in children have been falling steadily over the past 20 years 
but it is still the third commonest elective procedure. 



 Indications for circumcision include medical (of which the commonest is phimosis); 
routine (usually defined as for the prevention of infections or cancer) and ritual 
(usually defined as for religious or other cultural reasons). 



 The cost of a circumcision (adult or child) is about £1,000. 
 There is now wide concensus that phimosis in childhood is largely physiological 



and not an indication for circumcision. 
 Topical steroid may bring about retractability in boys with ‘physiological’ phimosis 



as an alternative to surgery but the need for any treatment in this group should be 
questioned. 



 There is wide concensus that circumcision for phimosis should only be undertaken 
where the preputial orifice is abnormal and scarred. 



 Paraphimosis is not a routine indication for circumcision since it can usually be 
reduced under anaesthesia. 



 Balinoposthitis is only an indication for circumcision when it is recurrent and 
troublesome. 



 Systematic review evidence demonstrates circumcision reduces the incidence of 
urinary tract infection.  The number needed to treat in boys with no history of 
infection is 111, falling to 11 and 4 in boys with recurrent infection and high grade 
vesico-ureteric reflux respectively. 



 There is insufficient evidence to support the use of circumcision to prevent adult 
phimosis, sexually transmitted infections (including HPV and HIV in low prevalence 
populations) or penile cancer. 



 A cost-utility study from the US concluded that routine neonatal circumcision was 
not cost-effective for the prevention of future pathologies (including STIs and penile 
cancer) over the course of a lifetime and had an overall negative health impact. 



 The Royal College of Surgeons supports only scarring of the preputial orifice as an 
absolute indication for circumcision. 



 Male circumcision for any indication (including lifestyle and religious) is legal under 
English law.  Nevertheless there is considerable debate about whether it should be 
carried out for any reason other than immediate medical need in boys too young to 
give informed consent. 



 There is little literature on adult circumcision.  Phimosis is the commonest 
indication and is generally accepted as pathological in this age group. 



 PCTs should review their existing policies and circumcision activity levels to 
identify opportunities for disinvestment. 



 PCTs should include a view on priority of circumcision for religious or lifestyle 
reasons in their policies. 
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1.  Introduction 
 
In 2004-5 over 11,000 circumcisions were undertaken on children in English NHS trusts, 
making it the third commonest elective surgical procedure in children, after tonsillectomy 
and grommets.1  In addition, around 11,000 circumcisions are carried out each year on 
adult males.2  Indications for circumcision, the surgical removal of the penile foreskin 
(prepuce), are usually divided into three categories: medical (ie for therapeutic benefit in 
an immediate medical condition); routine (ie as a prophylactic measure against possible 
future conditions); and ritual (ie as a religious or cultural practice).  This paper will focus 
on the evidence for the role of circumcision as a therapeutic intervention in medical 
conditions and the evidence for its prophylactic use in order to inform South Central 
Priorities Committees’ policy consideration of this procedure.  Priorities Committees may 
also wish to take a view on the priority for NHS funding of circumcision for religious, 
cultural or other lifestyle reasons. 
 
2.  Historical context and national activity trends 
 
The practice of circumcision became widespread in English-speaking countries from the 
nineteenth century onwards.  The majority were routine circumcisions, founded on the 
hope that they would reduce the incidence of venereal disease and, subsequently, genital 
cancers.  The prevalence of circumcision varies considerably both geographically and 
socio-economically.  In the USA, the prevalence of circumcision is estimated at around 
85%.3  In the UK, at the inception of the NHS, it was around 20%.    Within the UK, there 
was a marked association with socio-demographic advantage.  One British survey, dating 
from the mid-twentieth century, found a prevalence of 60% in university students, varying 
from 50% in grammar school boys to 84% in those from public schools.  It has been 
pointed out that ‘until recently, a sizeable proportion of male members of the English 
medical profession would themselves have been circumcised.’4 
 
Over the latter part of the twentieth century, the practice of routine circumcision, and the 
overall incidence of circumcision, dwindled to leave an estimated prevalence of 
circumcision of around 5.6% in English boys aged up to 15 by the 1990s.  Although 
ostensibly, these were ‘medically indicated’ procedures, the prevalence still considerably 
exceeded that in Scandinavian countries, where it was consistently under 2%.5 
 
The incidence of circumcision has continued to decline over the period 1994 – 2005.  A 
recent analysis of HES data showed that the number of circumcisions in boys aged under 
18 years of age for medical indications in England fell from 18,554 in 1994-5, to 9,899 in 
2004-5, a 47% decline.  Over the same period, circumcision for non-health reasons 



                                                 
1 Cochrane, H and Tanner, S, Trends in Children’s Surgery 1994-2005: Evidence from Hospital Episode Statistics 
Data (2007: Department of Health) 
2 Rickwood, AMK, ‘Medical indications for circumcision’, British Journal of Urology International, 83(1999), pp.45-
51. 
3 Elder, JS, ‘Surgery illustrated – circumcision’, British Journal of Urology International, 99(2007), pp.1553-1564. 
4 Rickwood, AMK, ‘Medical indications for circumcision’, British Journal of Urology International, 83(1999), pp.45-
51. 
5 Rickwood, ‘Medical indications for circumcision’. 
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(routine and ritual) rose from 821 to 1,409, a 72% increase.6  The trends are shown in 
table 1 and figure 1. 
 
Table 1.  Finished consultant episodes for circumcision, England 1994-2005 (boys aged 
under 18 years). 



Circumcision 94-5 95-6 96-7 97-8 98-9 99-00 00-01 01-02 02-03 03-04 04-05 
Medical  18,554 17,756 14,324 12,489 12,946 10,751 10,125 9,985 10,216 10,343 9,899 
Routine 821 718 883 867 1,010 855 971 980 1,174 1,281 1,409 



 
Figure 1.  Finished consultant episodes for circumcision, England 1994-2005 (boys aged 
under 18 years). 
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Rickwood found that, in the former Mersey region, 90% of circumcisions in boys were 
coded as being for ‘phimosis’.  This compared with 89% for England as a whole.  9% 
were for ‘balinoposthitis’ and 1% for other indications.  These proportions had remained 
stable over 20 years.7 
 
Around 11,000 circumcisions are performed in England per year on adults and there is 
little variation in rates between regions.  Since the 1990s there has been a gradual 
increase in rates in older men, aged over 35 years.  79% of procedures are carried out for 
phimosis.8 
 
 
3.  Current activity – national and South Central 
 
Funnel plots showing standardised procedure rates for all ages, adults and children by 
PCT are shown in Appendix 1.  The South Central rate is slightly below that for England.  
However, there is considerable variation between PCTs, with certain PCTs being outliers 
in terms of higher than average rates.  Investigation of this would be appropriate and 
there may be opportunities for disinvestment. 



                                                 
6 Cochrane, H and Tanner, S, Trends in Children’s Surgery 1994-2005: Evidence from Hospital Episode Statistics 
Data (2007: Department of Health) 
7 Rickwood, ‘Medical indications for circumcision’. 
8 Rickwood, ‘Medical Indications for Circumcision’ 
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4.  Indications for circumcision and comparator treatments 
 
In children, the commonest medical indications for circumcision are: 
i)  phimosis (90%) 
ii) balanoposthitis (9%) 
iii)other – including paraphimosis (1%) 
 
Comparator treatments include ‘no intervention’ and topical steroid creams for phimosis 
and reduction under anaesthetic for paraphimosis. 
 
For preventive indications, including urinary tract infection, sexually transmitted infection 
and HIV, the comparator is usually no intervention.9 
 
 
5. Clinical Effectiveness 
 
a)  Medical indications 
 
i)  Phimosis in children 
 
There is a considerable literature on the definition of ‘phimosis’, whether it should be 
considered ‘pathological’ or ‘non-pathological’ and the natural history of prepuce 
development throughout childhood. 
 
The term phimosis is used to designate an unretractable foreskin.  The natural history of 
preputial development has been well described, on the basis of serial observation of 
cohorts of boys, by Gairdner (1949), Oster (1968) and more recently in Japanese boys by 
Kayaba et al (1996).10  At birth, the prepuce is almost always non-retractable and this is 
usually associated with a degree of preputial adherence.  By the age of 5, 10% of boys 
still have an unretractable prepuce, whilst 75% have some degree of adhesions.  By age 
14, the prevalence of unretractable foreskin has fallen to 1% whilst around 10% of boys 
may still have some adhesions.  By 16, the prevalence of both unretractability and 
adhesions has fallen to 1%.  Thus, most ‘phimosis’ in boys should be regarded as 
physiological and developmental rather than pathological.  The use of circumcision in this 
group is not generally supported.11 
 
We identified one randomised controlled trial comparing steroid cream with placebo 
cream in boys with phimosis (Esposito et al, 2007).  240 boys aged 3 – 13 years with 
varying degrees of unretractable foreskin were randomised to receive either a mild topical 
steroid cream or a placebo cream.  Treatment was applied twice a day for 4 weeks.  
Therapeutic success was defined as full retractability.  Results indicated a success rate of 
65.8% in the treatment group, compared with 16.6% in the placebo group.  The definition 
of phimosis used and the age group of the boys studied were such that it would appear 
the subjects had ‘physiological’ phimosis and therefore the need for any treatment would 



                                                 
9 Ibid; Malone, P., ‘Medical aspects of male circumcision’, British Medical Journal, 335(2007), pp.1206-9. 
10 Quoted in Rickwood, ‘Medical Indications for Circumcision’ 
11 Rickwood, ‘Medical indications for curcumcision’ and Malone, ‘Medical aspects of male circumcision’ 
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be open to debate.12  The findings of this trial are in line with those of earlier studies, 
which also appear to have included boys with ‘physiological’ phimosis.13 
 
There is no evidence to indicate that boys with physiological phimosis persisting beyond 
any certain age are more likely to develop a pathological phimosis at a later stage.14  
Rates of circumcision in adults for phimosis have tended to rise as rates of circumcision in 
children have fallen.  However, as it is not possible to identify any risk factors in children 
that would identify those likely to develop pathological phimosis as adults, this is not an 
argument for increasing rates of circumcision in childhood.15 
 
There appears to be concensus that phimosis should be considered ‘pathological’ where 
the preputial orifice is abnormal - ‘white, scarred and indurated’.16  This appearance is 
nearly always associated with the finding of balanitis xerotica obliterans (BXO) on 
histology, in contrast with ‘physiological’ phimosis where histology is normal.  Presenting 
symptoms include secondary unretractability of the foreskin, dysuria and urinary retention.  
This condition is rare before the age of 5 and reaches a peak incidence around puberty.  
Population studies suggest that between 0.8 – 1.5% of boys have been affected by age 
17.  There is concensus that BXO constitutes an indication for circumcision although we 
could find little trial evidence for this.17  One small RCT randomised 40 boys with BXO 
(which had been graded into 4 severity based groups) to receive potent topical steroid 
cream or placebo.  After 5 weeks, severity of BXO was re-evaluated and circumcision 
was carried out on all subjects.  Seven patients dropped out.  In the steroid group, 7 boys 
improved clinically vs. none in the placebo group.  The authors concluded that potent 
topical steroid may improve BXO in histologically early and intermediate stages of the 
disease.  These results would appear insufficient to make any recommendation on 
change of practice in BXO.18 
 
ii)  Balanoposthitis 
 
Clinically this is characterized by oedema and erythema of the prepuce and purulent 
discharge from the preputial orifice.  Infection is commonly due to Esherichia coli or 
Proteus vulgaris.  Approximately 10% of children are affected during childhood.  
Response to antibiotics is good and recurrent episodes are rare.  We could find no trial 
evidence relating to circumcision for this indication but there appears to be concensus 
that it should only be considered in those with recurrent and troublesome episodes.19 
 



                                                 
12 Esposito C, Centonze A, Alicchio F, et al, ‘Topical steroid application versus circumcision in pediatric patients with 
phimosis: a prospective randomized placebo controlled clinical trial’, World Journal of Urology, published on line 
December 2007, DOI 10.1007/s00345-007-0231-2 
13 Lund L, Wai KH, Miu LM, et al, ‘Effect of topical steroid on non-retractile prepubescent foreskin by prospective 
randomized double-blind controlled study’, Scandinavian Journal of Urology and Nephrology, 267(2000), pp.267-9; 
Lindhagen T, ‘Topical clobetasone propionate compared with placebo in treatment of unretractile foreskin’, European 
Journal of Surgery, 162(1996), pp.969-972. 
14 Malone, ‘Medical aspects of male circumcision’ 
15 Rickwood, ‘Medical indications for circumcision’ 
16 Ibid., see also Malone, ‘Medical aspects of male circumcision’ 
17 Ibid 
18 Kiss A, Csontai A, Pirot L, et al, ‘The response of balanitis xerotica obliterans to local steroid application compared 
with placebo in children’, The Journal of Urology, 165(2001), pp.219-220. 
19 Ibid 
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iii)  Paraphimosis 
 
Paraphimosis occurs when the foreskin has been manually retracted and not 
subsequently pulled back over the glans.  This causes constriction with swelling of the 
distal penis and acute discomfort.  We could find no trials relating to management of the 
condition but there is consensus that it responds to reduction under local anaesthesia and 
there is no evidence that circumcision is subsequently required.20 
 
b)  Prevention 
 
i)  Recurrent urinary tract infection in childhood 
 
We found a systematic review of randomised trials and observational studies on 
circumcision for the prevention of urinary tract infection in boys (Singh-Grewal et al, 
2005).21  This was a good quality review with a clear search strategy, defined population 
and outcome and clear selection criteria.  They identified one randomised controlled trial, 
four cohort studies and seven case-control studies.  They concluded that circumcision 
significantly reduced the risk of UTI (OR=0.13, 95% CI 0.08-0.20, p<0.001).  Given a risk 
of UTI in normal boys of 1%, the number needed to treat in this group was 111.  In boys 
with recurrent infection or high grade vesico-ureteric reflux, the risk of UTI recurrence is 
10% and 30% and the NNT is 11 and 4, respectively.  The authors conclude that the data 
does not support the use of routine circumcision in boys without urinary tract abnormality 
and no history of UTI.  It should be considered in boys with recurrent UTI or high grade 
vesico-ureteric reflux.   
The results of this review are in line with earlier studies dating back to 1982.22 
 
ii)  Sexually transmitted infections 
 
Van Howe (1999) reviewed 31 studies to determine whether circumcision influenced the 
incidence of STIs.  Data was retrospective and classic criteria for causality (Bradford Hill) 
were applied.  The data indicated that there was a higher incidence of genital ulcer 
disease and human papillomavirus in circumcised men and a higher incidence of 
urethritis in uncircumcised.23  Subsequent work has shown that aspects of sexual 
behaviour are more important for HPV than circumcision status.24 
 
Three randomised controlled trials have shown that medically performed circumcision can 
reduce the acquisition of HIV infection in men by at least 50%.  The studies were carried 
out in populations in East and Southern Africa where HIV prevalence is high.25  



                                                 
20 Ibid 
21 Singh-Grewal D, Macdessi J, Craig J, ‘Circumcision for the prevention of urinary tract infection in boys: a 
systematic review of randomised trials and observational studies’, Archives of Disease in Childhood, 90(2005), 
pp.853-858. 
22 See discussion and references in Malone, ‘Medical aspects of male circumcision’. 
23 Van Howe RS, ‘Does circumcision influence sexually transmitted diseases? A literature review, British Journal of 
Urology International, 83(1999), pp. 52-62. 
24 Van Howe RS, Cold CF, Lajous M, ‘Human papilloma virus link to circumcision is misleading’, Cancer 
Epidemiology and Biomarkers Preview, 15(2006), pp.405-6; and discussion in Malone, ‘Medical aspects of male 
circumcision’. 
25 Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, Puren A. Randomized, controlled  
intervention trial of male circumcision for reduction of HIV infection risk: the ANRS 1265 trial. PLoS Med  











7  |   PRIORITIES SUPPORT UNIT : COMMISSIONING REPORT 
 
 
  
Preliminary data on women in one of these studies suggest an increased risk of HIV 
infection from circumcised men, possibly because intercourse is resumed before the 
wound is healed.26  These trials raise issues regarding the feasibility and acceptability of 
circumcision as a population programme and the results are applicable to settings of high 
HIV prevalence, which is not currently the case in the European setting.27 
 
iii)  Penile cancer 
 
Penile cancer is rare, with only 400 new cases diagnosed in the UK per year.  It is more 
common in uncircumcised men.  A recent population-based case control study carried out 
in the US (Daling et al, 2005) was based on 137 men diagnosed with penile cancer and 
671 controls.  Men who had not been circumcised in childhood had an increased risk of 
invasive cancer (OR 2.3, 95% CI 1.3-4.1) but not of in situ cancer (OR 1.1, 95% CI 0.6-
1.8).  However, invasive cancer was strongly associated with phimosis in adulthood (OR 
11.4, 95% CI 5-25.9).  If men with phimosis in adulthood were excluded, the risk of 
invasive cancer in men not circumcised in childhood was not elevated. (OR 0.5, 95% CI 
0.1-2.5).  Cigarette smoking and HPV infection were also both strongly associated with 
invasive cancer.28 
 
c)  Circumcision in adults 
 
We could find no systematic reviews or trials concerning indications for circumcision in 
adults.  The commonest indication in adults is phimosis and it seems to be generally 
accepted that this will be true phimosis in this age group.29 
 
d)  Conclusions 
 
There is no evidence to support circumcision for non-retractile foreskin in infants and boys 
up to the age of at least 16 (the greatest age for which epidemiological data are available) 
since non-retractability can be regarded as part of normal physiological development. 
 
There is concensus that circumcision in cases where the preputial orifice is abnormal and 
scarred is appropriate.  There is insufficient evidence that an alternative treatment (potent 
topical steroid) is an appropriate alternative in routine clinical practice. 
 
There has been an increase in adult circumcisions for phimosis as childhood circumcision 
rates have fallen.  However, since it is impossible to predict which children will go on to 
develop true phimosis as adults, this is not an argument for increasing childhood 
circumcision rates. 
 



                                                                                                                                                                 
2005;2:e298;  Bailey RC, Moses S, Parker CB, Agot K, Maclean I, Krieger JN, et al. Male circumcision for  
HIV prevention in young men in Kisumu, Kenya: a randomised controlled trial. Lancet 2007;369:643-56;  
Gray RH, Kigozi G, Serwadda D, Makumbi F, Watya S, Nalugoda F, et al. Male circumcision for HIV  
prevention in men in Rakai, Uganda: a randomised trial. Lancet 2007;369:657-66. 
26 Gray, Kigozi, Serwadda et al, ibid. 
27 Karim, QA, ‘Prevention of HIV by male circumcision’, British Medical Journal, 335(2007), pp.4-5. 
28 Daling JR, Madeleine MM, Johnson LG, et al, ‘Penile cancer: importance of circumcision, human papillomavirus 
and smoking in situ and invasive disease’, International Journal of Cancer, 116(2005), pp.606-16. 
29 Rickwood, ‘Medical indications for circumcision’. 
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Circumcision may be associated with reduced rates of ulcerating sexually transmitted 
infections and HPV infection.  However, lifestyle factors are likely to be equally important 
in transmission. 
 
Adult circumcision appears to be associated with reduced transmission of HIV infection, 
at least to men, in high prevalence settings.  However, circumcision may increase 
transmission to women.  The findings of these studies are not readily transferable to low 
prevalence populations and do not currently constitute any basis for a population 
circumcision programme for either adults or children in the UK. 
 
Risk of penile cancer is elevated in men who were not circumcised in childhood.  
However, since this is a rare cancer, absolute risk remains low.  Daling’s study indicates 
that the excess risk may be mediated through the risk of phimosis in adulthood rather 
than lack of circumcision per se. 
 
 
9.  Safety  
 
Circumcision is associated with well documented complications which vary in incidence 
from 0.034-7.4%.30  Complications vary with technique used but include minor problems 
such as bleeding, excess skin remaining, adhesions, poor cosmetic appearance, 
granuloma formation, denuding of penis, rotation or chordee of penis and meatal 
stenosis.  Major complications include penile amputation and urethral fistula.  Altered or 
reduced penile sensation is also reported. 
 
 
10.  Ethical, legal and social issues 
 
There are no legal restrictions on male circumcision for medical, preventative, ritual or 
lifestyle indications, in contrast to the position for female circumcision.31  A number of 
legal cases have established that ritual circumcision of male children is lawful, provided 
both parents consent.  This position is taken in the ethical guidance for doctors published 
by the BMA.32  However, the guidance stresses the need for doctors to make the interests 
of the child paramount, and includes the statement:  ‘parental preference alone is not 
sufficient justification for performing a surgical procedure on a child.’  
 
There is, however, a considerable debate and spectrum of opinion, regarding the 
appropriateness of childhood circumcision for non-medical reasons (and one would, 
perhaps, have to consider those procedures undertaken for ‘physiological’ phimosis within 
this category), given that the patient is unable to give informed consent.  The question ‘is 
infant male circumcision an abuse of the rights of the child?’ was recently debated in the 
British Medical Journal.33 
 



                                                 
30 Malone, ‘Medical aspects of male circumcision’. 
31 See UK Female Genital Mutilation Act, 2003. 
32 The Law and Ethics of Male Circumcision – Guidance for Doctors, BMA, 2006; available on line at:  
http://www.bma.org.uk/ap.nsf/Content/malecircumcision2006.  
33 Hinchley G, ‘Is infant male circumcision an abuse of the rights of the child? Yes’; and Patrick K, ‘No’, British 
Medical Journal, 335(2007), pp.1180-1. 
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In both the UK and the USA there are active lobby groups campaigning against 
circumcision for indications not based on evidence of immediate clinical need.  They 
argue strongly on the basis of the need for informed consent by the patient (rather than 
parents) and also from the basis that much of their membership considers circumcision to 
have adversely impacted their experience of sexual intercourse as adults.34 
 
On the other hand, survey data from the US indicates that circumcision may be sought be 
parents (on behalf of male children) and adult males due to beliefs that circumcision 
makes the penis more aesthetically pleasing and enhances sexual performance.35 
 
 
11.  NHS Cost 
 
i)  Children 
 
The 2008-9 tariff cost for ‘penis minor open procedure’ is £698.  An uplift of 12% is 
applicable for children, giving a total of £782 per episode.  The children’s surgical 
outpatient tariff is £192 for first attendance and £124 for follow up.36  Thus, the cost per 
circumcision, based on initial consultation, surgery and one follow up appointment is 
£1,098.37 
 
ii)  Adults 
 
The 2008-9 tariff cost for ‘penis minor open procedure’ is £698.  Depending on whether 
the procedure is carried out within general surgery or urology, the cost of an initial 
outpatient appointment is £160 or £163 and follow up £80 or £79, giving a total cost of 
£938 – 940. 
 
12.  Cost-effectiveness 
 
We found one cost-utility analysis of routine neonatal male circumcision  (Van Howe, 
2004).  This compared routine circumcision to no intervention in the US setting.   
Outcomes included in the model were cumulative incidence rates of surgery related 
complications, cumulative incidence rates of other penile-related conditions in both 
circumcised and uncircumcised males, age distributions of onset of phimosis, balanitis, 
STDs, HIV and penile cancer.   The author concluded that routine neonatal male 
circumcision was more costly than non-circumcision and had an overall negative impact 
on health over the course of a life-time.38 
 



                                                 
34 See NORM-UK:  http://www.norm-uk.org ; and NORM: http://www.norm.org.  There is evidence to support altered 
penile sensation in circumcised men – see Malone, ‘Medical aspects of male circumcision’. 
35 Fink KS, Culley CC and DeVellis RS, ‘Adult circumcision outcomes study: effect on erectile function, penile 
sensitivity, sexual activity and satisfaction’, Journal of Urology, 167(2002), pp.2113-2116. 
36 DH, Payment by Results – National Tariff 2008-9, available online at: 
http://www.dh.gov.uk/en/Managingyourorganisation/Financeandplanning/NHSFinancialReforms/DH_081226.  
37 DH, Payment by results – National Tariff 2008-9. 
3838 Van Howe RS, ‘A cost-utility analysis of neonatal circumcision’, Medical Decision Making, 24(2004), pp.584-
601; see also NHS Economic Evaluation Database, Centre for Reviews and Dissemination, available on line at: 
www.crd.york.ac.uk.  
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13.  Policy context 
 
i)  Royal College of Surgeons, 2001 
 
The RCS published an intercollegiate  statement regarding male circumcision in 2001.  
This gave the following indications for circumcision: 
  The one absolute indication for circumcision is scarring of the opening of the foreskin 
making it non-retractable (pathological phimosis). This is unusual before 5 years of age.  
 Recurrent, troublesome episodes of infection beneath the foreskin 
(balanoposthitis) are an occasional indication for circumcision.  
 Occasionally specialist paediatric surgeons or urologists may need to perform 
circumcision for some rare conditions.39 
 
 
14.  Options 
 
1.  PCTs should review their policies on circumcision to ensure that these are clearly in 
line with current evidence/consensus.  The following issues should be addressed: 
i)  circumcision for ‘physiological’ phimosis, ie in the absence of scarring of the preputial 
orifice, should not be supported on clinical or cost-utility grounds; 
ii) PCTs should consider what priority they would wish to give circumcision for the 
prevention of recurrent urinary tract infection given the evidence of the systematic review 
cited above; 
iii) routine circumcision for the prevention of sexually transmitted infection (including HIV 
in low-prevalence populations); adult ‘pathological’ phimosis and penile cancer is not 
supported by the current evidence either on clinical or cost-utility grounds. 
 
2.  PCTs may wish to review their local activity rates for circumcision and request audits 
from providers to determine how many procedures are currently being undertaken for the 
indications considered above.  There may be opportunities for disinvestment. 
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39 Royal College of Surgeons, British Association of Paediatric Surgeons (2001), available on line at:  
http://www.baps.org.uk/documents/Circumcision%20statement%20RCS.htm.  
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Summary 


• Performance Turnaround Process instigated. Priority areas remain; A&E, Cancer 62 days, Stroke & C-Diff. 


• There are no new material financial risks. 


•  A report showing full assurance on contract processes has been completed by internal audit. 


• Transition risks will be reported to the board from next month. 
 


Background 
The activity and financial information to which this report relates is attached as section B. 
Commissioner Performance information is covered within section C with the most recent SHA overview of provider performance 
included within section B. 
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The priority of performance improvement 
was agreed at the last board. The process 
requested by the board is set out in section 
D. This process is now being mobilised.  
 
Lead Managers and Clinicians have been 
identified for each of the 4 key targets and 
weekly meetings are now in diaries to 
ensure that pace and focus are maintained.  
 
A detailed action plan from each manager is 


 
GM to lead turnaround 
process. 
 
 
 
 
 
 
 
 
 







  


Section A Page 5 of 7 June 12 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


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


due imminently and will replace the more 
general objectives worked to in 11/12. For 
this reason the exception reports to which 
board members will be accustomed are not 
yet included. 
 
A brief update on each of the prioritised 
targets is set out below. 
 
A&E 95% target – The performance 
improvement in Q4 was not maintained in 
April 2012. Performance in May has 
improved but the Q1 target is at significant 
risk. A meeting has been scheduled 
between Director leads of both 
organisations. 
 
Cancer 62 days – It is expected that SFT 
will achieve the target in May, however due 
to breach sharing this may not be sufficient 
to deliver the commissioner target. For this 
reason the focus remains on delivering the 
42 day target consistently. 
 
 
C-Diff – Targets were delivered by SFT in 
11/12 but 12/13 sees a reduction in the 
allowable number of infections which is more 
stringent. 
 
For those patients where the source of 
infection was not deemed to be SFT 
(community) then the 11/12 target was not 
achieved  and  the 12/13 target is more 
stringent than 11/12. Early indications for 
April are encouraging. 
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Stroke  –.Performance in Q4 showed 
improvement which was sustained in April 
and is now recognised through the control 
chart methodology. Performance on TIAs 
continues to be poor. 
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Mark Chidgey The transition of contracts to new 
commissioners is a very significant and vital 
piece of work in 12/13. Work is ongoing, 
most significantly with SMBC. 
 
From June the board will be notified of the 
risk score on each contracts progress / level 
of preparedness for transition to one or more 
of the new commissioners. 
 
The most significant current risk relates to 
BMI where the DH and BMI continue to 
negotiate on CNST. 
 


Board to note plan and 
high level transition 
activities. 
 
 
 
 
 
 
 
MC to agree deed of 
variation before 30th 
June. 
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Mark Chidgey The position on risks scored over 12 is:- 
 
High Cost Patients: One long stay patient 
has been discharged by UHSM resulting in a 
charge of £50K. A formal request has been 
raised to UHSM to verify this charge. 
 
Volume over-performance: This risk is 
significantly mitigated through contract 
terms. April’s activity information does not 
show this risk materialising. 
 
Readmissions: CCG leaders are fully 


 
 
MC to continue 
verification and dispute 
processes, 
 
 
 
 
 
 
 
AP / CB to progress 
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our starting position is with risk on at least 4 headline 
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Performance Improvement Proposal 
 
1 Summary 
 
1.1 Stockport CCG can evidence a proven capability to address and 


improve performance issues. Successes in the most recent 12 month 
period include:- 


 


• VTE assessment. 


• 18 weeks. 


• Flu vaccination. 
 
1.2 However, the most recent performance report to the board highlighted 


four national or high profile targets where performance is not 
acceptable and improvement must be viewed as an organisational 
priority. Failure to deliver this improvement is likely to impact on 
authorisation. These measures are :- 


 


• A&E 4 hour target. 


• Clostridium DIfficile. 


• Cancer 62 day target 


• Stroke (bed target and TIA).   
 


1.3 Whilst our approach to data and information does not endorse the use 
of league tables there is a harsh reality that these are part of the 
performance regime within which we operate. Stockport is currently 51st 
out of 52 commissioning organisations based on the SHA performance 
dashboard. The selection of targets, methodology and scoring are all 
debatable but the fact that we are not currently commissioning services 
that meet national expectations in these four areas is unarguable.  


 
1.4 In developing an organisation which is obsessed with quality then the 


commissioning of services which meet at least the expected national 
targets should be viewed as an early essential stage in commissioning 
excellent services for our population. 


 
1.5 Performance on the category A ambulance target is not being achieved 


and for now falls outside of the scope of the proposed process. This 
position will be reviewed again when we have received confirmation of 
the lead commissioners plans and assurance on delivery. 


 
2 Approach and Process 
 
2.1 It is vital that the profile of these issues along with the consequences of 


non delivery are understood and owned by all of the leadership team.  
 
2.2 As a starting point for this we need to adopt the mindset that with 


regards to performance we are an organisation in turnaround. 
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2.3 Following on from this for those measures that have been prioritised we 
need to understand, agree and own the following. 


 


• Target 


• Leadership 


• Accountability 


• Levers.   


• Actions 


• Timescales 
 


Appendix 2 summarises this for each target 
 
2.4 The over-arching process itself is, in summary, one of relentless focus 


on improvement from a senior level. There will be a weekly 
performance meeting with two of the performance targets covered at 
each.  


 
2.5 The meeting process will seek to:- 


 


• Challenge assumptions and pace. 


• Support the managers delivering change. 


• Enable access to senior decision makers for rapid decision making 
and removal of obstacles to delivery. 


• Ensure that the senior leadership is comprehensively and 
continually briefed on progress, risks and issues. 


 
2.6 As we are in a turnaround scenario there needs to be a pace and 


boldness to decision making which otherwise may not be present. This 
is demanded by the urgency of the situation and will necessitate difficult 
decisions, potentially comparable to those whereby in financial 
turnaround services were closed.  


 
2.7 Performance meetings will commence the week beginning 11th June.  
 







 


M Chidgey Page | 5 Improving Performance 


Appendix 1 – SHA Performance Dashboard Extract 
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Appendix 2 – Summary of Priority Indicators 
 
 A&E C-Diff Cancer Stroke 
Target for 
success 


95% within 4 hours for a 
4 week consecutive 
period. 
 
and 
 
Commissioner statement 
of “significant confidence 
in continued delivery” 
 


Commissioner target 
achieved for a three 
month consecutive 
period. 
and 
 
A reduction in variation 
for prescribing of PPIs 
and broad range 
antibiotics. 
 
 


85% of patients at SFT 
receiving first definitive 
treatment within 62 days 
for 8 week consecutive 
period. 
 
and 
 
SFT achieving the 42 
day target for a 6 week 
consecutive period. 
 


80% of patients 
spending at least 90% of 
time in a designated 
stroke unit. 
 
and 
 
Commissioner support in 
principle for extension of 
stroke service at SFT 


Leadership Dr Ash Patel Dr Cath Briggs Dr Andy Jones Dr Ash Patel 
Accountability Diane Jones Sarah Turner Elaine Whittaker Andrea Dayson 
Levers  
CQUIN ����    


Contract 
Penalty 


���� ���� ���� ���� 


Reform Fund ����    


Performance 
Notices 


���� ���� ���� ���� 


GP 
Improvement 
meetings 


���� ���� ����  


Provider 
Improvement 
Meetings 


���� ���� ���� ���� 


Process 
mapping 


���� ���� ���� ���� 







 


M Chidgey Page | 7 Improving Performance 


 A&E C-Diff Cancer Stroke 
Prescribing 
black list 


 ����   


Prior Approval  ����   


DH 
Improvement 
Team 


���� ���� ���� ���� 


Escalation 
Process 


����    


Monitor 
Briefing 


���� ���� ���� ���� 


     
Action Plan 
including 
clear timeline 


To be provided in attached format and sent to MC by 8th June 2012 


Reporting 
frequency / 
Trajectory 


To be agreed with Dan Byrne and provided to MC by 8th June 2012 
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PART 1: STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE 


Stockport NHS Foundation Trust is committed to putting patients first which means that we strive 
every day to provide the very best, safe and effective care to patients and their families. All our 
services aim to: 


• Provide safe, effective, evidence-based care to every patient  


• Treat all patients and family members with compassion, dignity and respect  


• Support and develop a dedicated, compassionate, skilled workforce 


• Achieve this whilst remaining a financially resilient organisation and a valuable asset to 
the communities the Trust serves. 


 
At the beginning of 2011/12, the Trust took on Tameside and Glossop Community Healthcare 
services, previously managed by Tameside and Glossop Primary Care Trust, and started to plan 
for the transfer of Stockport Community services on 1st April 2012. The integration of community 
services into the Foundation Trust will further strengthen the drive to improve quality and in 
particular, the experience of patients and their families in seamless pathways of care. 
 
In essence, quality drives the organisation through an infrastructure involving a dedicated Quality 
Improvement Team, Quality Boards in every Business Group and a Board of Directors whose 
meetings begin with an in-depth monthly review of quality across the Trust. Our strategic goals 
reflect the importance of quality, with improvement objectives which address issues of Patient 
Safety, Clinical Effectiveness, and the Patient and Family Experience. 
 


Patient Safety objectives included meeting stringent national targets for infection prevention, 
reducing patient falls and pressure ulcers, and ensuring safe management of diabetes. The Trust 
achieved all infection prevention targets and its pressure ulcer goal.  Whilst good progress has 
been made, there is still further work to be done on patient falls. 
 


Clinical Effectiveness objectives included further reduction in patient mortality, delivery of evidence 
based care as part of the regional Advancing Quality initiative and meeting national targets for risk 
assessment of VTE (venous thromboembolism or blood clots). The Trust has achieved all of these. 
 


Improving Patient and Family Experience objectives included the monitoring and continuous 
improvement of nursing care standards in our hospital wards, a commitment to learning directly 
from patients, family members and carers by gathering feedback and learning from results, 
responding to and learning from complaints, and improving the dignity and comfort of people at the 
end of life. 73% of patients expected to die were on the End of Life Care Pathway at the time of 
their death, ensuring high standards of care, a 6% rise on 2010/11 figures.   
 


Quality improvement for our patients is a continuous commitment, which requires investment in 
and development of our workforce. Our success to date is the result of the dedication of our staff 
and we are proud to have such a talented and committed workforce that continually strives to 
improve outcomes for our patients. Unfortunately during 2011/12, the Saline Contamination 
Incident in July saw the Trust become the focus of an ongoing major Police investigation and 
national and international media attention which appeared to question our standards of patient 
safety. I believe however that we are a safe Trust with an excellent record on quality where the 
safety of patients will always be our highest priority. 
 


Contributors and reviewers of this report include Trust Directors, senior managers and Clinical 
Directors of the Trust’s Business Groups and departments, the Trust’s Council of Governors, NHS 
Stockport, members of the Stockport LINK and the Stockport Overview and Scrutiny Committee.   
 


I believe that the facts and evidence in this document are correct and that it provides an accurate 
view of services provided during 2011/12. I am confident that they may be independently verified. 
This document has been approved by the Board of Directors. 
 
Ann Barnes 
Acting Chief Executive  
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PART 2: PRIORITIES FOR IMPROVEMENT AND STATEMENTS OF 
ASSURANCE FROM THE BOARD OF DIRECTORS 


2.1  Priorities for Improvement  
 


2.1.1  Quality improvement priorities for 2011/12 
 
The quality improvement priorities identified by the Trust during 2010/11 for clinical improvement in 
2011/12, agreed by the Board of Directors and by the Council of Governors as part of the Annual 
Plan, were: 
 


1. To provide Safe Patient Care: 
 
a) Hospital acquired MRSA Bacteraemias: Have fewer or no more than the national target 


(4) 


b) Hospital acquired Clostridium Difficile Infections:  Have fewer or no more than the national 
target (71) 


c) Reduce hospital acquired device related bacteraemias by 10% over 2010/11 results 


d) Reduce harm from falls: reduce incidence of falls graded major and above by 10% 


e) Reduce hospital acquired pressure ulcers: reduce incidence of pressure sores grade 2 
and above by 20% 


f) Improve diabetes care: Reduce the number of inpatient severe hypoglycaemic events by 
10% and achieve a sustained reduction in inpatient hypoglycaemic events 


2. To reduce Patient Mortality by providing Evidence-based Care: 
 


a) Advancing Quality: achieve CQUIN targets in AMI, Heart Failure, Hip and Knee 
Replacement, Pneumonia, and Stroke 


b) Assess all patients for VTE risk, achieving the national target of 90% 


c) Reduce unadjusted pneumonia mortality by 10% by March 2012 


d) Reduce unadjusted sepsis mortality by 10% by March 2012 


3. To provide a good Patient and Family Experience: 
 
a) Improve standards in all areas of the Trust: achieve 90% in the Nursing Care Indicators 


across all 8 areas 


b) Collect and act on feedback from patients and family members: Engage with patients, 
carers and family members by a variety of methods to identify areas of improvement in 
patient care 


c) Respond to patient complaints within 25 days, achieving 85% compliance 


d) Provide compassionate dignified care at the end of life, achieving 70% of patients 
expected to die are on LCP at time of death 


e) Ensure that patients with dementia and their family have a positive experience 


 
The Trust’s performance in 2011/12 against these Quality Improvement objectives has been 
reported on a monthly basis in the Board of Directors’ Quality Board Report, which has been 
published on the Trust website since October 2011.  The annual performance for 2011-2012 is 
detailed below.  
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1. To provide Safe Patient Care: 
 
a) Hospital acquired MRSA Bacteraemias: Have fewer or no more than the national target 


(4) 


 


2 inpatients acquired MRSA 
bacteraemia during 2011/12.  The Trust 
had fewer infections than the target of 4 
set by the Department of Health. Next 
year’s target of zero hospital acquired 
MRSA bacteraemia is ambitious; 
however, the Infection Prevention Team 
is committed to meeting it. 
 
 
 


 
b) Hospital acquired Clostridium Difficile Infections:  Have fewer or no more than the 


national target (71) 


70 inpatients acquired Clostridium Difficile 
(C. Diff) during 2011/12. The Trust had 
fewer infections than the target of 71 set 
by the Department of Health. Next year’s 
target is 54. In order to continue the 
downward trend the Trust has reviewed 
practice, particularly around isolation and 
antibiotic compliance, and it will continue 
to collaborate with primary care across 
the health economy. 
 
 


 
 
c) Reduce hospital acquired device related bacteraemias (DRB) by 10% over 2010/11 


results 


 
 
The challenge set for 2011/12 was a 
10% reduction in DRB’s. 38 inpatients 
experienced a device-related 
bacteraemia which equates to a 24% 
reduction which is an excellent 
achievement.  The Trust is committed to 
continue this improvement into 2012-
2013, with a focus on particular types of 
DRB. 
 
  


MRSA Total Vs DoH Target


MRSA -
SHH
CUM
Total


DoH
Target
for SHH


CDT Total Vs DoH Target


C.diff by
3 day
rule -
SHH
CUM
Total


DoH
Target
for SHH


Device Related Bacteraemia Total Vs SHH Target


Device
Related -
SHH
CUM
Total


SHH
Aspiratio
nal
Target
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d) Reduce Clostridium Difficle infections in Tameside and Glossop in-patient facilities 
 
 


 
The challenge set for 2011/12 was 
14.  The in-patient facilities had 1 
patient with CDiff. Next year’s 
target is 2. In order to continue the 
downward trend the Trust has 
reviewed practice and will continue 
to collaborate with primary care 
across the health economy. 
 
 
 
 
 


 
e) Reduce MRSA Bacteraemias in Tameside and Glossop in-patient facilities 


 
 
The challenge set for 2011/12 
was 3 and during the last twelve 
months 0 in-patients acquired 
MRSA bacteraemia.  . Next 
year’s target is 1 however; the 
staff and the Infection Prevention 
Team are committed to meeting 
this target. 
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f) Reduce harm from falls: reduce incidence of falls graded major and above by 10% 


During 2011/12 there were 1572 reported patient falls and the majority of these incidents caused 
no harm (1202).  Of the remainder, 330 resulted in minor cuts/bruises, and 40 were major/severe 
incidents (emergency treatment/fractures).   This is a total of 370 falls causing some harm in 
2011/12.    The Trust did not achieve its goal of 10% reduction of falls graded major and above in 
2011/12. 
 
The Trust has continued with its multi-factorial falls prevention programme, consisting of bed/chair 
sensor alarms, low profiling beds, specialised falls training and review of Trust policies and 
procedures including the integration with community services.   Changes have been implemented 
regarding lying and standing blood pressure and completion of bed rail risk assessments. The 
Trust has participated in the Safety Express Project (reducing harm across the whole health 
economy), and won the award for Whole Health Economy Engagement through the work with 
Stockport PCT/Care Homes.     During the year, we also introduced a slipper project with Age UK 
in Stockport, which means that following completion of the falls risk assessment and in consultation 
with the family/patient, we provide a pair of slippers which then go home with the patient.  A 
number of patients have been provided with these slippers which have helped to prevent falls. 
 
The Trust has again participated in the North West Falls Audit, consisting of a review of 60 case 
notes against set criteria and completion of a service evaluation.  The final report is due during 
May 2012 and any actions will be reviewed and recommendations considered and implemented. 
 
 
Work has also been undertaken at Tameside and Glossop Community Healthcare Business Group 
to ensure consistency in reporting and definitions of harm from falls so as to align the reports with 
the Trust format. An attempt was made to retrospectively adjust the reported harms to reflect this 
change. This is reflected in the available data but does not accurately mirror Stockport Foundation 
Trust definitions as many classed as minor harms are due to first aid being recorded for checking 
the patient for injury rather than first aid for actual minor injury. The increase in intermediate care 
beds, an additional 17 beds from July 2011, has resulted in an increased number of falls than 
previously reported. This was recognised at an early stage and sensor alarms were ordered. The 
equipment is now fully installed. 
 
During 2011/12 there were a total of 235 reported patient falls. 222 were actual falls with 13 of the 
235 being reports of patients being lowered to the floor. There were 173 (out of 235) reported as 
resulting in  minor harm but the majority of these would be more correctly reported as no harm as 
the total number of reported injuries was 62 (including 6 reports of pain but no actual injury). The 
majority of injuries were bruises or abrasions. There were 3 patients who sustained fractures from 
falls. 2 out of the 3 were potentially avoidable as patients were mobilising against specific advice 
and had full capacity for understanding the advice given.   
 
The Business Group continues to integrate with Stockport Foundation Trust’s policies and 
procedures and two-way sharing of good practice.     
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g) Reduce hospital acquired pressure ulcers: reduce incidence of pressure sores grade 2 


and above by 20% 


The Trust objective for 2011/12 was to reduce the incidence of pressure ulcers of category 2 and 
above by 20%.  The Trust has been successful in achieving this objective, but this remains a 
challenging priority. 
 
A number of initiatives contributed to this improvement, including:- 
 


• Introduction of a 30 minute mandatory training session for all clinical staff on the prevention 
and management of pressure ulcers 


• Introduction of the Pressure Ulcer Prevention bundle (PUP) for all patients identified to be 
at risk of pressure damage which includes standardised Trust wide documentation and 
measures such as elevating heels 


• Launch of the Back to Basics campaign which includes the seven most important areas of 
basic nursing care relevant to pressure ulcers 


• Pressure Ulcer Classification Poster and pocket guide depicting the NPUAP (2009) 1-4 
pressure ulcer categories 


• Strengthening of the RCA investigation process when organisational acquired damage 
occurs 


• Purchase of additional pressure relieving cushions across the Trust 


 


Tameside and Glossop Community Health Care Business Group had a total of 30 acquired 
pressure ulcers at grade 2 or above. However, there was a change in how these were reported 
part way through the year so as to align the process with that used throughout the Trust. Only 
those presenting following 72 hours post admission are now reported as acquired. Prior to this 
change all those presenting after the initial patient assessment were considered to be acquired. 


 
Collaborative work with colleagues across Stockport Foundation Trust is on-going to ensure 
consistency in approach to both prevention and reporting of pressure ulcers.    
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h) Improve diabetes care: Reduce the number of inpatient severe hypoglycaemic events 


by 10% and achieve a sustained reduction in inpatient hypoglycaemic events 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
During 2011-2012 the Trust set an improvement goal of reducing the number of hypoglycaemic 
events of 0 - 2.5 mmol/l (severely low blood sugar) for the adult population by 10%.  This target 
has been achieved, assisted by the introduction of the following initiatives:- 
 


• Re-launch of hypoglycaemia workstream 


• Introduction of diabetic monitoring charts and prescription charts 


• 70% of all ward staff have  been trained to date in the use of the ‘Hypobox’ 


• National Hypoglycaemic Audit results for 2011-2012 are positive and show a marked 
improvement 


• Passwords for the use of point of care testing equipment have been reviewed 


 
 


2. To reduce Patient Mortality by providing Evidence-based Care: 
 
a) Advancing Quality: achieve CQUIN targets in AMI, Heart Failure, Hip and Knee 


Replacement, Pneumonia, and Stroke 


The regional Advancing Quality initiative requires all North West Trusts to audit the health records 
for all patients with a diagnosis of Acute Myocardial Infarction, Heart Failure, Pneumonia and 
elective Hip and Knee Replacements.  The medical notes are reviewed to determine whether 
patients received all the care the scientific evidence suggests will help them.   
 
When in hospital, the care received is tailored for individual patients.  For Advancing Quality, 
doctors, nurses and clinical staff across the North West of England have agreed a number of key 
things should happen, which are referred to as clinical process and outcome measures.  NHS 
North West determines whether individual Trusts have met predetermined ‘thresholds’ of care, as 
measured by a high percentage of patients receiving all care. 
 
Trusts have not received final verification of their achievements for Quarter 3 so results are 
estimates based on the most recent performance data.  Quarter 1 began on 1st April 2011.  Non 
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achievement of a threshold for one quarter will not result in failing to reach the year-end goal 
because the Strategic Health Authority judge results cumulatively over a whole year.  Early 
indications suggest all measure groups will be on track to reach year-long thresholds by the end of 
Quarter 3. 
 
PROMS 
 
Patient Reported Outcome Measures (PROMS) are a means of collecting information on the 
quality of care delivered to NHS patients as perceived by the patients themselves.  They consist of 
short, self-administered questionnaires which measure the patients’ health status or health related 
quality of life at a single point in time.   
 
The procedures for which we currently measure PROMS at Stockport NHS Foundation Trust are 
Hip replacements, Knee replacements and Groin hernias.  All NHS patients over the age of 12 who 
are undergoing one of these procedures will be invited to complete PROMS questionnaires. 
 
The questionnaires are administered at the pre-operative assessment appointment before their 
operation takes place and a follow up questionnaire is then sent by post after an appropriate time 
interval and the scores from the questionnaires compared. 
 
There are a range of applications to which the PROMS data can be put.  It can evaluate relative 
clinical quality of providers of the above procedures; it can be used for clinical audit and be used by 
GPs and patients exercising choice.  The data can also be used by commissioners of care, to 
establish the quality of services they are contracting for.  
 
With the improvement of clinical quality and outcomes for patients at the heart of NHS reforms, it is 
anticipated that more elective procedures will be included in PROMS data in the forthcoming years. 


 
 


b) Assess all patients for VTE risk, achieving the national target of 90% 


During 2011-2012 the Trust has achieved the target of 90%.  The 4 key changes that increased the 
compliance rate were:- 
 


1. Location of the VTE Risk Assessment incorporated into the inpatient prescription chart. 


2. The VTE Risk Assessment incorporated in the pre-op surgical checklist. 


3. A review of data capture compliance via an electronic patient information system (PAS) 


inputted by ward/department staff.  Daily monitoring by the VTE nurses using the electronic 


system provides prompt feedback, early identification of challenges and timely solutions. 


4. Establishment of an ambulatory clinic 
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c) Reduce unadjusted pneumonia mortality by 10% by March 2012 


d) Reduce unadjusted sepsis mortality by 10% by March 2012 


Last year’s Corporate Objectives incorporated a specific mortality reduction based on 10% 
reduction in Unadjusted Mortality in deaths coded for pneumonia and sepsis.  This objective was 
not achieved (see below for breakdown of year’s performance). 


 
 


 
 


The focus in these two areas will continue and will be incorporated in the overall strategy for 
mortality reduction.  The latest HSMR for both these diagnostic codes (Feb 2011-Jan 2012) is 
100.8 (sepsis) and 100.2 (pneumonia).  These levels indicate that mortality rate is ‘as expected’ 
compared to other organisations. 
 


3.  To provide a good Patient and Family Experience 
 
a) Improve standards in all areas of the Trust: achieve 90% in the Nursing Care Indicators 


across all 8 areas 


Delivering high quality and appropriate care to patients is of paramount importance.  The Trust 
must account for the quality of care we deliver and that care should be evidence based and 
appropriate to the needs of the patient. 
 
The Nursing Care Indicators (NCI) are designed to support nurses in practice to understand how 
they deliver care, and where improvements are needed. 
 
The 2011-2012 year has shown a marked increase in the achievement of 95% for the Nursing 
Care Indicators and over the last 5 months this figure has been consistently above the target set.  
Monthly results are monitored and areas scoring less than 95% result in action plans for 
improvement, monitored by the Heads of Nursing. 
 
b) Collect and act on feedback from patients and family members: Engage with patients, 


carers and family members by a variety of methods to identify areas of improvement in 


patient care 


Patient engagement remains a top priority for the Trust; during 2011/12, patient feedback was 
collected via Patient Feedback leaflets in all wards and departments - 2491 leaflets were 
completed by patients, visitors, and parents of children in hospital. Results were collated and 
reported to the relevant managers.  
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70% of the feedback comments received were positive, and included themes such as polite, 
friendly and professional staff, cleanliness of wards/departments, and patients being treated with 
respect. Areas where comments were less favourable concerned car parking and communication. 
 
As a result a number of changes have taken place including the installation of ramps for disabled 
parking bays adjacent to ED/Stockport Imaging Centre, a vending machine installed in the 
Children’s Department, and the introduction of a breakfast room on Maternity Ward 2. 
These reports are also used in training, to help promote good practice, and highlight areas where 
improvement is needed. For wards in particular, the results were displayed on a noticeboard to 
patients and visitors with a summary of any actions taken as a result of the feedback. 
 
Patient feedback is also received via the annual National Patient Satisfaction Surveys, and the 
newly introduced ‘iPad’ survey data collection, which allows the Trust to monitor patient and family 
experience ‘real-time’  on a monthly basis, providing a more statistical analysis of user satisfaction. 
Again this information is fed back to managers and departments for information and action. 
 
In addition, the Trust held 9 patient engagement events during the year, two more than the 
previous year. Topics included information on Pressure Ulcers, the Lifestyle Service and Equality 
and Diversity. 
 
The Trust also welcomed members of the Stockport LINk, who visited some of our services on 
‘Enter and View’ visits and provided valuable feedback on both patients’ and staff views. 
 
c) Respond to patient complaints within 25 days, achieving 85% compliance 


 
During 2011-12 the Trust received a total of 664 formal complaints compared with 632 in 2010-11, 
bearing in mind that the Trust has taken Tameside and Glossop Community Services increasing 
the size of the Trust. 86% of these formal complaints were responded to within 25 working days 
against a target of 85%. In addition to the response rate target the Trust has continued to ensure 
that every complaint is thoroughly investigated. During 2011-12 no complaints were upheld by the 
Parliamentary and Health Service Ombudsman.  
 
It is important that the learning from complaints is shared and during the year staff from Patient and 
Customer Services have participated in the Business Group Quality Boards and have continued to 
meet with representatives from across the Trust to discuss patient stories and actions taken to 
ensure services are improved where necessary. Complaints data is not only shared with the Board 
of Directors but also with Trust Governors. 
 
d) Provide compassionate dignified care at the end of life, achieving 70% of patients 


expected to die are on LCP at time of death 
 


The Trust is committed to providing a comfortable and dignified experience for those patients in 
hospital who are at the end of their life. During 2011-12 the Trust has continued to train clinicians 
to recognise the end stages of life and to discuss the options with patients and family to ensure the 
best possible experience, implementing the nationally recognised End of Life Care Pathway 
(Liverpool care Pathway).The Trust achieved a yearly average of 73% against a target of 70% 
demonstrating an improvement of 6% compared with 2010-11. In addition the Trust has developed 
a resource website and a guide to prognosis for all clinicians to assist them in providing the most 
appropriate care for patients at the end of their life. The Trust will continue to work with clinicians, 
patients and families to further improve services for people at the end of their life in 2012-13. 
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e) Ensure that patients with dementia and their family have a positive experience 
 


The Trust has developed a Dementia Strategy Steering Group working with partners in community 
and social care settings to improve the experience for patients with dementia. A consultant has 
been identified as the medical champion for dementia and a ward sister has been given dedicated 
time to develop training for clinical staff and to improve services wherever possible. During 2011-
12 the Trust made positive changes to improve the experience for patients with dementia, including 
training nursing staff in partnership with the Alzheimer’s Society, developing a Trust microsite with 
resource information for staff and improved ward signage for patients with dementia. The Trust has 
a robust action plan in place which is monitored through the steering group in order to further 
improve the care and treatment of dementia patients in 2012-13. 
 


2.1.2 Priorities for quality improvement in 2012/13 


For 2012/13, the Trust has agreed to the following quality improvement objectives covering patient 
safety, clinical effectiveness and the patient & family experience and these have been approved by 
the Board of Directors. As in previous years, these goals sit alongside other ‘compliance’ 
objectives in these areas which result from the NHS Foundation Trust Compliance Framework. 
 
These priorities were selected for a number of reasons. Some are a necessary continuation of a 
2011/12 goal that requires on-going focus, such as the targeted reduction in falls and pressure 
ulcers; some are the result of incidents which the Trust uses to learn from, for example, improving 
communication by focusing on safety huddles and handovers. Other priorities are derived from the 
views of patients and the Trust’s wish to learn from complaints, namely, the targeted reductions in 
complaints about appointments and staff attitude.  
 
Progress against all these objectives will be monitored, measured and reported throughout the 
organisation, from front line staff through the Trust assurance structure to the Board of Directors.  
 
1. Patient Safety / Clinical Effectiveness: 
 


a) To reduce weekend mortality over a 12 month period starting from an HSMR baseline of 111 
and by March 2013, to achieve an HSMR of 105 or less.  The focus on weekend mortality is 
a CQUIN measure and will assist the Trust to achieve a reduction in the overall hospital 
mortality. 


b) Reduce falls which cause harm by 10% with targeted intervention on older people’s wards 


c) Reduce the incidence of pressure ulcers category 2 and above by 30% 


d) Healthcare Associated Infections: Reduce the incidence of central line infections by 50% 


e) Healthcare Associated Infections: Reduce the incidence of Ventilator associated pneumonia  


f) To establish structured clinical handovers in all inpatient areas in the next 12 months.  This is 
part of a Trust wide initiative to improve patient safety by improving communication.  It would 
also incorporate the practice of patient safety huddles and the use of SBAR.  The Trust 
intends to implement all these components of an overarching communication improvement 
objective over a period of 24 months. 


 
2. Patient and Family Experience: 
 


a) All inpatient areas will achieve a mean nursing dashboard score of 90% 


b) Achieve a Trust complaints response rate of 85% 


c) Address themes to reduce complaints: 20% reduction in the number of complaints about 
appointments 


d) Address themes to reduce complaints: 10% reduction in the number of complaints about staff 
attitude  
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e) Demonstrate evidence of at least 2 areas of improvement in care from patient and family 
feedback  


f) Achieve a compliance rate of 75% of patients who are expected to die being on the End of 
Life Care Pathway at the time of death. 


 


2.2  Statements of Assurance from the Board of Directors 
 
During 2011/12, Stockport NHS Foundation Trust provided and/or sub-contracted the following 
NHS services:  
 
Medicine 


• Accident & Emergency 


• General Medicine 


• Medicine for Older People 


• Community Medicine 


• Genito-Urinary Medicine 


• Haematology 


• Dermatology 


• Neurology 


Surgery & Critical Care 


• Anaesthetics  


• General Surgery  


• Trauma & Orthopaedics 


• Urology 


• ENT  


• Ophthalmology  


• Oral Surgery  


• Breast Surgery  


Women’s and Children’s 


• Obstetrics  


• Gynaecology  


• Paediatrics  


Laboratory Medicine 


• Radiology 


• Pathology 


Tameside & Glossop Community Healthcare 


• District Nursing 


• Health Visiting 


• School Nursing 


Stockport NHS Foundation Trust has reviewed all the data available to them on the quality of care 
for these NHS services.  Further information is available from the Clinical Audit team, email 
clinical.audit@stockport.nhs.uk or from the clinical audit manager on 0161 419 5366. 
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2.2.1 Participation in clinical audits and national confidential enquiries  
 
During 2011/12, 39 national clinical audits and 2 national confidential enquiries covered NHS 
services that Stockport NHS Foundation Trust provides.  During 2011/12 Stockport NHS 
Foundation Trust participated in 72% of national clinical audits and 100% national confidential 
enquiries of the national clinical audits and national confidential enquiries which it was eligible to 
participate in. 
 
The national clinical audits and national confidential enquiries that Stockport NHS Foundation Trust 
was eligible to participate in during 2011/12 are shown on the following table and list.  
 
The national clinical audits and national confidential enquiries that Stockport Foundation Trust 
participated in, and for which data collection was completed during 2011/12, are listed below 
alongside the number of cases submitted to each audit or enquiry as a percentage of the number 
of registered cases required by the terms of that audit or enquiry. 
 
National reports received within the Trust are stored on a shared drive. They are copied to the 
relevant personnel and reviewed by the provider, either within the speciality or at one of the 
Quarterly Audit Days held within the Trust, where audit findings are disseminated and discussed. 
155 audits were presented at Quarterly Audit days during 2011/12. Action plans resulting from 
National and Local audits are submitted to the Clinical Audit Team and captured as received on the 
clinical audit database. Copies of the action plan are sent to the Business Groups for information 
and if appropriate discussion at the Business Group quality boards. 
 
A Quarterly summary report is provided to the Board of Directors for information and assurance 
that audit activity is taking place and is effective. The report includes details of the volume of 
activity and a brief detail of the outcome of the audits presented and some of the recommendations 
or actions being taken. A sample from July 2011 is shown below. The Medical Director attends the 
Board of Directors meeting to address any questions or comments arising. 
. 
A forward programme of audits for the following year is compiled and approved. The 2012/13 
forward programme was approved in March 2012 and incorporates audits from the integrating 
community services. The Clinical Audit policy and SOP have also been updated and approved to 
reflect the inclusion of community services. 
 
Tameside and Glossop Community Service joined the trust from April 2011; the year has been one 
of transition whereby policies, process and documentation have been adopted by the service and 
representatives have attended relevant committee meetings. During this transitional period TCS 
have continued to manage their audit activity. Registration into the Health Assure module will begin 
from 1st April 2012.  
 
The Clinical Audit Module of Health Assure software has been purchased by the Trust in order to 
improve the recording and governance of the audit activity. 
 
Below are two examples of improvements to care based on audit results:- 
 
Surgical Audit 2011 
The outstanding general surgical audit of 2011 was the clinical audit of the introduction of the 
Enhanced Recovery Programme (ERAS) in colorectal surgery in patients in Stepping Hill Hospital. 
In brief, ERAS aims to optimise the cardiac, respiratory, intestinal and musculo-skeletal status of a 
patient undergoing major surgery (such as colonic resection), in order to return them to normal 
health more quickly. This may have advantages in terms of reduced morbidity and length of stay. 
The ERAS Programme has been introduced nationally and we undertook the audit of our results 
against the national standards.  
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In summary, the audit revealed that we were well within national standards and were performing 
very well compared with other hospitals in the North West. Most importantly, in terms of patient 
safety we demonstrated that we were able to introduce a major change in practice without adverse 
effects on patient mortality. We did identify areas where the programme had not been followed and 
where further work was needed. The audit cycle was completed several times and has now been 
incorporated into the rolling programme.   
 
 
Effectiveness of External Cephalic Version (ECV) in Breech presentation 
This audit shows that changing the tocolysis and  gestation of referral as per recommendation 
increased the rate of vaginal deliveries which in turn reduced avoidable Caesarean sections for 
breech presentation. Quality of patient care improved as a result without the need for any extra 
resources and in fact making a small saving for the Trust. 
 
This audit was entered for the junior audit of the year award. 
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National Clinical Audits for inclusion in Quality Accounts 2011/12 
    Sample size  


Category Title 
Applicable 


to 
participate 


Do we 
participate 


Sent Approx 
Contact/Comments/ 
Trust involvement 


Peri – and 
Neonatal 


Perinatal mortality  (MBRRACE-UK) (ex CEMACH) Yes Yes  100%  


Neonatal intensive and special care (NNAP) Yes Yes  100%  


       


Children 


Paediatric pneumonia (British Thoracic Society) Yes No    


Paediatric asthma (British Thoracic Society) Yes No    


Pain management (College of Emergency Medicine) Yes Yes 100%   


Childhood epilepsy (RCPH National Childhood Epilepsy Audit) Yes Yes 100%   


Paediatric intensive care (PICANet) No 
   No service at SHH, 


details entered by 
transfer team 


Paediatric cardiac surgery (NICOR Congenital Heart Disease Audit) No    No service at SHH 


Diabetes (RCPH National Paediatric Diabetes Audit) Yes Yes 100%   


       


Acute care 


Emergency use of oxygen (British Thoracic Society) Yes No    


Adult community acquired pneumonia (British Thoracic Society) Yes No    


Non invasive ventilation (NIV) – adults (British Thoracic Society) Yes No    


Pleural procedures (British Thoracic Society) Yes No    


Cardiac arrest (National Cardiac Arrest Audit) Yes Yes 80%  
Only participated since 
October 


Severe sepsis and septic shock (College of Emergency Medicine) Yes Yes 100%   


Adult critical care (ICNARC CMPD) Yes No   Do not participate 


Potential donor audit (NHS Blood & Transplant) Yes Yes  100%  


 Seizure management (National Audit of Seizure Management) (NASH) Yes No    


       


Long term 
conditions 


Diabetes (National Adult Diabetes Audit) Yes Yes   Unknown at this stage 


Heavy menstrual bleeding (RCOG National Audit of HMB) Yes Yes 100%   
Chronic pain (National Pain Audit) Yes Yes   Unknown at this stage 


Ulcerative colitis & Crohn’s disease (National IBD Audit) Yes Yes 35/40  20/20 Crohn’s 15/15UC 


Parkinson’s disease (National Parkinson’s Audit) Yes No    


Adult asthma (British Thoracic Society) Yes No   Too late to register 


Bronchiesctasis (British Thoracic Society) Yes No    
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    Sample size  


Category Title 
Applicable 


to 
participate 


Do we 
participate 


Sent Approx 
Contact/Comments/ 
Trust involvement 


Elective 
procedures 


Hip, knee and ankle replacements (National Joint Register) Yes Yes 100%   


Elective surgery (National PROMs Programme) Yes Yes   Unknown at this stage 


Intra-thoracic transplantation (NHSBT UK Transplant Registry) No    No service at SHH 


Liver transplantation (NHSBT UK Transplant Registry) No    No service at SHH 


Coronary angioplasty (NICOR Adult Cardiac Interventions Audit) No    No service at SHH 


Peripheral vascular surgery (VSGBI Vascular Surgery Database) No    No service at SHH 


Carotid interventions (Carotid Intervention Audit) No    No service at SHH 


CABG and valvular surgery (Adult Cardiac Surgery Audit) No    No service at SHH 


       


       


Cardiovascu
lar disease 


Acute myocardial infarction & other ACS (MINAP) No Yes  100%  


Heart failure (Heart Failure Audit) Yes Yes  70%  


Acute stroke (SINAP) Yes Yes   Unknown at this stage 


Cardiac arrhythmia (Cardiac Rhythm Management Audit) Yes Yes   Unknown at this stage 


       


Renal 
disease 


Renal replacement therapy (Renal Registry) No    No service at SHH 


Renal transplantation (NHSBT UK Transplant Registry) No    No service at SHH 


       


Cancer 


Lung cancer (National Lung Cancer Audit) Yes Yes 100%   


Bowel cancer (National Bowel Cancer Audit Programme) Yes Yes 100%   


Head & neck cancer (DAHNO) Yes Yes 100%   


Oesophago-gastric cancer (National O-G cancer Audit) Yes Yes 100%   


       


Trauma 


Hip fracture (National Hip Fracture Database) Yes Yes  100%  


Severe trauma (Trauma Audit & Research Network) Yes Yes  >65% Target of >65% achieved 


Falls and non-hip fractures (National Falls & Bone Health Audit) Yes Yes 100%   


       


Psychologica
l conditions 


Prescribing in mental health services (POMH) No    No psychiatric service 


National audit of schizophrenia (NAS) No    No psychiatric service 


       


Blood 
transfusion 


Bedside transfusion (National Comparative Audit of Blood Transfusion) Yes Yes  100%  


Medical use of blood (National Comparative Audit of Blood Transfusion) Yes Yes   Still ongoing 
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National Confidential Enquiries 
Surgery in Children - report Oct 2011 
Perioperative care - report Dec 2011 
 
Current studies: 


• Cardiac arrest procedures - data collection complete 


• Subarachnoid Haemorrhage – ongoing 


• Alcohol related deaths from liver disease - ongoing  
 


Bariatric surgery - not relevant 
 
Sample of Audit Outcomes from July 2011 


Presentation Outcome Presentation Outcome 


TARN presentation 


TARN data used in 
Trauma unit bid. 
Gains expected: 


Early consultant input 
Reduced time to CT 
Rapid transfer out 


Management of 
Subdural Haematoma 


Identified a need for 
coagulation profile for patient 


group. Mortality outcomes 
comparable. 


Audit of Pre-Operative 
fasting guidelines and 


actual times in 
Paediatric elective 


cases at SHH 


Patient experience to 
be improved by the 
introduction of local 


guidelines. 


TB Audit 
Compliance indicated in 


relation to NICE guidelines. 


Anaesthetic reasons 
for cancellation of 
trauma patients 


All cancellations 
appropriate. 


Effectiveness of DC 
Cardioversion 


24% of selected patients 
appropriate for cardioversion.  


Recommendations made 
regarding treatment and follow 


up. 


Handover of 
responsibility for 


patients in the post 
anaesthetic care unit 


Action required to 
improve compliance 
levels therefore local 


guidelines to be 
produced. 


Management of 
Newborn with 


Meconium stained 
liquor 


Standards met, improvements 
to documentation identified. 


Timing of emergency 
surgery at SHH 


Information acquired 
will support CEPOD 


list. 


The Role of Medical 
Investigations in NAI 


Proforma has been updated 
and is included in junior doctor 
induction. Re-audit planned for 


2012. 
 
. 


Emergency Caesarean 
Section Audit 


Educate on accurate 
categorisation and 


recording. 


Compliance with 
protocol for imaging for 
skeletal survey in NAI 


New SOP agreed and in place 
for skeletal surveys 


ECV Re-Audit 


Recommendations 
from previous audit 


implemented improved 
success rate from 29% 
to 54%. Audit entered 
for Junior Doctor Audit 


Award. 


Vision Screening in 
Stockport Schools Re-


audit 


Demonstrated improvements 
since previous audit reduced 


duplication and amount of 
paper work. 


TVT-O Audit 
90.7% success rate 


plus 96.9% 
satisfaction. 


Audit of Squint surgery 
information leaflet from 


the patients’ and 
representatives’ 


perspective 
 


98% of patients satisfied with 
information. 80% understood 


their management. 


Clinical Risk – 
Antenatal 


Amendments are to be 
made to the EuroKing 


system to capture 
information required. 


Care Standards for 
Knee Arthroplasty - re-


audit 


Demonstrated compliance with 
time to x-ray. 







 


20 
 


Clinical Risk - labour 


A checklist has been 
devised for risk 


assessment which will 
improve Intrabartum 


notes. 


Readmission of spinal 
patients within 28 days 


of discharge 


On-going monitoring of Dr 
Foster data. 


Operative Vaginal 
Delivery re-audit 


A proforma is being 
incorporated into the 


ICP to improve 
documentation. 


 


DVT post knee 
replacement 


99.5% of patients received 
appropriate prophylaxis. 


Antibiotic allergy audit 


Improvement in 
compliance 


demonstrated since 
previous audit. 


Review of colorectal 
cancer follow-up (and 
telephone follow up) 


Telephone follow up service 
introduced and currently being 


evaluated 


Audit of ERAS results 
in SHH 


Evaluation of ERAS 
programme - excellent 
feedback from patient 
experiences and other 


improvements 
identified. 


Audit of blood tests 
performed on 


emergency general 
surgical admissions 


Identified unnecessary blood 
tests therefore new guidelines 


to be produced resulting in 
potential savings of £5k+ pa 


Audit to Assess the 
prescribing and 
administration of 


MRSA decolonization 
treatment of inpatients 


Inclusion of MRSA into 
mandatory training 


  


 


2.2.2 Participation in clinical research – Stockport NHS Foundation Trust is 
committed to research as a driver for improving the quality of care and patient 
experience 
 


The number of patients receiving NHS services provided or sub-contracted by Stockport NHS 
Foundation Trust in the period 2011/12 that were recruited during that period to participate in 
research approved by a research ethics committee was 1255 (2010/11 1164). 
 
Participation in clinical research demonstrates Stockport NHS Foundation Trust’s commitment 
to improving the quality of care we offer and to making our contribution to wider health 
improvement.  Our clinical staff stay abreast of the latest treatment possibilities and active 
participation in research leads to successful patient outcomes. 
 
Stockport NHS Foundation Trust was involved in conducting and/or recruiting to 101 research 
studies in the following Trust strategic priority areas during the reporting period:  
 


• Cancer – 34  


• Musculoskeletal – 15 


• Paediatrics and neonatal – 16 


• Vascular (stroke and cardiology) – 16 


• Workforce development and management – 3 


• Other – 17 
 
There were 64 members of the clinical staff participating in research approved by a research 
ethics committee at Stockport NHS Foundation Trust during 2011/12. These staff participated 
in research covering 22 medical specialties 
 
In the last three years, 68 publications have resulted in our involvement in research, which 
shows our commitment to transparency and a desire to improve patient outcomes and 
experience across the NHS. 
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Our engagement with clinical research also demonstrates Stockport NHS Foundation Trust’s 
commitment to testing and offering the latest medical treatments and techniques. 


 
 
2.2.3 Commissioning for Quality and Innovation - CQUIN  
 
The CQUIN payment framework links a proportion of the Trust’s income to the achievement of 
local quality improvement goals agreed with its commissioners. 
 
A proportion of Stockport Foundation Trust’s income in 2011/12 was conditional upon 
achieving quality improvement and innovation goals agreed between the Trust and any person 
or body they entered into a contract, agreement or arrangement with for the provision of NHS 
services, through the Commissioning for Quality and Innovation payment framework. 
 
Further details of the agreed goals for 2011/12 are available on request from John Pierse at 
john.pierse@stockport.nhs.uk or 0161 419 5164. 
 
The monetary total for the amount of income in 2011/12 conditional upon achieving quality 
improvement and innovation goals was £2.838m; the monetary total for the associated 
payment in 2011/12 was £2.494m. 
 


2.2.4 Registration with the Care Quality Commission (CQC) 
 
Stockport NHS Foundation Trust is required to register with the Care Quality Commission and 
its current registration status is ‘registered without conditions’.   
 
The Care Quality Commission has not taken enforcement action against Stockport NHS 
Foundation Trust during 2011/12. 
 
Stockport NHS Foundation Trust has participated in three special reviews or investigations by 
the CQC during 2011/12 relating to the following areas: 
 


1. Dignity and Nutrition Inspection Programme – 5th April 2011: all recommendations 


acted upon. Follow-up visit – 16th November 2011: full compliance 


2. Termination of Pregnancy Audit – 22nd March 2012: Report awaited 


3. Unannounced inspection – 26th March 2012: Final report awaited 


 


2.2.5 Information on the quality of data  
 
Stockport NHS Foundation Trust submitted records during 2011/12 to the Secondary Uses 
Service (SUS) for inclusion in the Hospital Episode Statistics, the source of published data.  
The percentage of records in the data: 
 


• Which included the patient’s valid NHS number was:  99.9% for admitted patient care; 
99.9% for outpatient care (excluding GUM) and 99.6% for accident and emergency 
care. 


 


• Which included the patient’s valid General Practitioner Code was: 100% for admitted 
patient care; 100% for outpatient care and 99.9% for accident and emergency care. 


 
The Trust’s Information Governance Assessment score as at March 2012 was 71% and was 
graded red.  However all of the 13 data quality indicators were green and overall the Trust 
scored red for only 3 of the 45 requirements. 
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The Trust will be taking the following actions to improve data quality: 


• continue to monitor data quality under a variety of KPIs and report on these; 


•  continue to undertake spot checks of patient recording activities in clinic, departments 
and wards;  


• review and update procedures for capture and handling of patient activity data; 


• issue mouse mats to all wards incorporating key data quality messages;  


• update training materials and amend in view of any data quality issues; 


• deliver training and refresher training to staff responsible for data capture including 
clinical coding.  


 
 
Stockport NHS Foundation Trust was subject to a Payment by Results clinical coding audit 
during the period by the Audit Commission.  The error rates reported in the latest published 
audit were considerably lower than the national average and are given below for diagnoses 
and treatment coding: 


• Primary Diagnosis  2.5%  


• Secondary Diagnosis   4.9% 


• Primary Procedure   3.5% 


• Secondary procedure  5.5% 
 


The services reviewed within the audit incorporated 100 General Surgery patient spells plus 
100 spells from a random selection of specialties.  Please note that the results of this audit 
should not be extrapolated further than the actual sample audited. 
 
 


PART 3: OTHER INFORMATION 


 


3.1 Overview of the quality of care 
 
Since Stockport NHS Foundation Trust began its explicit quality improvement strategy in 
2008/09, a number of the quality issues covered by our quality goals have remained fairly 
constant, and were included in the Trust’s 2010/11 annual quality report. These include: 
 
Patient Safety: 
 


• Infection Prevention – MRSA bacteraemia and C. Difficile infections 


• Falls 


• Pressure ulcers 


 


Clinical Effectiveness: 
 


• Mortality 


• Advancing Quality (reliable care) 


• VTE Risk Assessment 


 


Patient & Family Experience: 
 


• Complaints’ response rates 


• Care of the dying 


• Learning from Patient & Family experience 
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This section will demonstrate progress over time and wherever possible, the Trust’s 
performance compared to other providers. 
 


Patient Safety 
Infection Prevention – MRSA bacteraemia and C. Difficile Infections 


 


 


 


 


 


 


 


 


 


 


During 2007-2008 the Trust experienced a dramatic reduction in the number of Clostridium 
Difficile cases. This meant when the targets began in 2008, the trust had already made a 
significant reduction, so over the last 4 years the reductions have been minimal. The Trust, 
however, has always been below the trajectory set 
 


 


 


 


 


 


 


 


 


 


MRSA bacteraemia targets also began in 2008. 
The Trust experienced a huge reduction in hospital acquired MRSA bacteraemia cases in the 
first year and has remained under trajectory since. 
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Comparison with other Trusts across the North West for both Clostridium Difficile and MRSA 
bacteraemia is difficult due to:- 
 


• All Trusts starting point was different 


• All Trusts collect data slightly differently and therefore portray the information differently 
 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Publication of 2011-12 data is due out in the next 2 months. 
 
However, what we can say is:- 


• During 2007-2011 all the above Trusts have reduced Clostridium Difficile across the North 
West by between 43-69%. SNHSFT by 50.3%  


• During 2008-2011 all the above Trusts have reduced MRSA bacteraemia cases across 
the North West by between 33-100%. SNHSFT by 55.56% 
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Falls 


 
The above graph shows total numbers of falls, broken down by severity from April 2007 to 
March 2012.  Preliminary comparative data for 2011 from The North West Falls Audit, show 
that Stockport NHS Foundation Trust is one of the Trusts with the greatest improvement. 
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Pressure Ulcers 


 


The above graph shows the annual point prevalence from 2007 onwards. 


The National prevalence for pressure ulcers is 10.5%.  Stockport NHS Foundation Trust 


carried out point prevalence in March 2012 resulting in the prevalence being 9.4%. 


 


 


Clinical Effectiveness 


Mortality 


The Summary Hospital-level Mortality Indicator (SHMI) - Deaths associated with 
hospitalisation, England, October 2010 - September 2011 (As published by The NHS 
Information Centre April 2012). 
 
SHMI value for the Trust - 0.92 
 
Banding - “as expected” (random effects models with 95% control limits adjusted for over-
dispersion). 
 
Percentage of finished provider spells where the patient received palliative care - 0.2%. 
 
Percentage of deaths reported in the SHMI indicator where the patient received palliative care 
- 7.1%. 
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Advancing Quality 


 


 
The above graph shows the Trust has seen significant improvements to the delivery of patient 
care in all the Advancing Quality measure groups. The first year, 2008-09 of the AQ 
programme the Trust was delighted to be in the top 50% performing Trusts across the north 
West for hip and knee replacements. Year 2, 2009-10 the trust sustained the success in year 
1 for hip and knee and excelled into the top 25% performers for pneumonia. Year 3, 2010-11 
has seen the trust sustain this great achievement whilst improving significantly in Heart Failure 
over the 3 year programme.  
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VTE Assessment 


 


Following networking with 


exemplar sites the Trust 


launched a standardised 


approach to VTE risk 


assessment on the 1st 


September 2011 using the adult 


generic prescription chart and 


data capture via an internal 


electronic system. The graph 


above shows improvement 


during the last twelve months. 


 


Patient and Family Experience 


Complaints’ Response Rates 


The above graph demonstrates 


the improvements in complaints 


response times over a five year 


period. 


 
It can be seen from the graph 


above that the number of 


complaints has increased from 


407 in the financial year 2007/8 


to 663 in 20011/12. This rise is 


representative of the upsurge in 


hospital activity over the same 


period of time and the transfer of Tameside Community Services. However, despite this 


increase the Trust has managed to improve on the percentage of complaints being responded 


to within the Trust’s target of 25 working days from 70% to 86%. 


 


Care of the Dying 


 


The graph shows the % of people 


expected to die in the hospital 


who are cared for using the 


Liverpool Care Pathway which is 


best practice. 


The graph demonstrates 


increased usage in using the 


pathway over the last 4 years. 
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Learning from Patient and Family Experience 


For a number of years now the Trust has been involved in the annual National Patient 
Satisfaction Survey data collection. 
 
The results of these surveys provide the Trust with a snapshot of patient experience during a 
one month period each year, and covers topics such as the hospital environment, facilities, 
tests, treatment, and the interface with health care professionals.   
 
The results of these surveys are important to us, and action plans are developed both 
corporately and within the Business Groups to address any shortfalls identified.  They also 
provide reassurance where things are going well. 
 
As the data collection is part of a national process, there is usually a delay between the survey 
being carried out and the Trust receiving feedback.   Therefore, work has been undertaken to 
enable the Trust to monitor progress on the key topics highlighted above in a more robust way 
and ensure that the patient experience of our services remains a positive one, consistently 
and at all times 
 
The following highlights work undertaken to date: 
 
2008-2009 - Quarterly paper surveys, based on the Trust values in the Stockport ‘wheel’ 
were undertaken. 
 
2009-2011 -  Additional patient feedback leaflets were introduced with one aimed at general 


inpatients and one specifically for Parents in Paediatrics and one for patients 
who attend Out Patients settings.  The responses are collated centrally, and 
reports generated monthly and reported back to wards and departments for 
information and action as appropriate. 
 
A six monthly key issues report is also produced; highlighting progress and 
changes, and presented to a number of Trust Committees. 
 


2011-2012 - Additional Data collection using iPad technology has also recently been 
introduced.  Managed by Capita, the data collection is undertaken by our 
Volunteers and allows the Trust to capture the patient experience in real time.  
 
Reports are again provided monthly and presented to wards, departments and 
a number of Trust Committees.  
 


2012–2013 -  We are currently working on refining the process, to enable us to benchmark 
compliance against our national survey results, which will enable us to provide 
a more graphical picture of progress during the coming months. 
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3.2 Performance against key national priorities 
 
3.2.1 Achieving Emergency Department Standards 
2011/12 has been a challenging year for the Emergency Department. Over the year the 


department managed 86,459 attendances. This year there has been an increase in the 


severity of illness patients present with, this can mean a longer stay in the Emergency 


Department as such patients may require more complex tests or interventions to care for 


them. 


• Number of patients presenting with major and minor conditions: 


 


• Number of patients presenting with the most complex needs: 


 


 


 
The Trust implemented a number of changes in 2011/12 which were designed to meet the 
National Clinical Standards for Emergency Care. These included a rapid initial assessment of 
patients, all patients who require it are assessed within 15 minutes of arriving in the 
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2011/12 - Admitted Performance ( target = 90%)


department and any diagnostic tests started. In addition the department has introduced a 
Senior Clinical review within 60 minutes. Performance against these and the other standards 
are shown below 
 


The Trust opened a dedicated Paediatric Emergency Unit in 2011/12. The Department  looks 
after children from birth to 15 years old and is open 24 hours a day. It is staffed by Registered 
Children’s Nurses and Emergency Department nurses and is led by an Emergency 
Department Consultant who specialises in the care of children.This has greatly improved the 
experience of children in the department offering separate child friendly facilities; the Trust has 
already seen an increase in the number of children attending Stockport Foundation Trust 
since the opening of the unit. 
 
3.2.2 Achieving National Referral to Treatment (RTT) Standards 
The requirement to achieve a referral to treatment standard of 90% of admitted patients 
treated within 18 weeks and 95% of non-admitted patients treated within 18 weeks was in 
place within 2011/12.  
 
The Trust had particular pressures on waiting times in Orthopaedics due to exceptionally high 
demand for those services locally and was unable to meet the required standard for admitted 
patients in early 2011. Working with commissioners, a plan was developed to increase 
capacity at the Trust to enable patients to be treated more quickly and also support an 
increased number of choices for patients to be treated in other hospital settings. 
  
This was implemented during spring and summer of 2011 with a target to achieve the 
admitted standard by September 2011. This was achieved and the Trust has been able to 
maintain this position going forward. The non-admitted standard has been achieved 
throughout. The charts below show the progress made within the year as described. 
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3.2.3 Achieving National Cancer Targets 
In 2011/12, 9,111 people were referred to the Trust by their GP/Dentist with suspected cancer 
(including 1,300 patients referred via the Breast Symptomatic Pathway), representing an 8.6% 
increase on the previous year.  Of these, 711 people were found to have a positive cancer 
diagnosis.  A further 892 people were diagnosed with cancer via a route other than a 
GP/Dentist referral, bringing the total to 1,603, an 8.7% increase on the previous year.  The 
NHS is committed to timely care for people with suspected or confirmed cancer and has 
established targets for the maximum time cancer patients should wait for specific types of 
care. The NHS requires that hospitals report quarterly on performance against the 
targets.  Stockport FT met the Cancer Waiting Times (CWT) quarterly targets in every quarter 
of 2011/12.   
 
2011/12 has continued to show high levels of referrals with suspicion of cancer.  The 
percentage of cancers diagnosed via these referrals (excluding Breast Symptomatic) is 
9.1%.  This is lower than the national average of 15% suspected cancer referrals having a 
positive diagnosis. 
 
The high level of referrals into the Trust via the 2 Week Wait (2WW) continued to put extreme 
demand on our Outpatient and Diagnostic areas, with a resultant pressure on achievement of 
the 62 day CWT target. However, by close working with all Tumour Group and Business 
Group Leads, we have been able to meet the standards for our patients during 2011/12. 
 
The table below shows the Trust’s Quarter by Quarter performance against the threshold set 
by the Department of Health.   
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Monitor's Compliance Framework: Cancer Performance - Stockport NHS Foundation Trust 


Report for period: FY 2011/12  Report date: 17/04/2012 


  


  
Score 


Q1 
Score 


Q2 
Score 


Q3 


Score Q4 
(see note 


1) 
Threshold Weighting 


Acute targets – national requirements             


All cancers: 31-day wait for second or subsequent treatment, comprising 
either: 


          


1.0  surgery 100.00% 100.00% 100.00% 96.43% 94% 


 anti cancer drug treatments 100.00% 100.00% 100.00% 100.00% 98% 


All cancers: 62-day wait for first treatment, comprising either:           


1.0  from urgent GP referral to treatment 86.07% 85.38% 89.87% 85.66% 85% 


 from consultant screening service referral 100.00% 100.00% 100.00% 50.00% 90% 


31-day rare cancer standard: No national target set 


Acute targets – minimum standards             


All cancers: 31-day wait from diagnosis to first treatment 97.83% 98.62% 99.60% 98.78% 96% 0.5 


Cancer: two week wait from referral to date first seen, comprising either:           


0.5  all cancers 95.06% 96.17% 96.82% 97.22% 93% 


 for symptomatic breast patients (cancer not initially suspected) 93.71% 97.72% 99.04% 93.75% 93% 


Notes: 


1) Q4 figures are 'latest view' as the reporting period does not close until 9th May 2012 


2) Any target with 5 cases or less in the quarter is excluded from monitoring 
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3.3 Proposed Indicators for inclusion in 2012/13 
 
The Department of Health and Monitor intend to require all NHS Trusts to report on a set of 
national indicators for the annual Quality Accounts for 2012/13. This follows advice from the 
new National Quality Board on strengthening Quality Accounts by increasing understanding 
of comparative performance. Although reporting on these indicators is not required for 
2011/12, Trusts can choose to include them in their 2011/12 Quality Accounts. The following 
table shows Stockport Foundation Trust’s position with regard to some of these indicators. 
 


Indicator summary Trust performance during 2011/12 


Summary Hospital-Level Mortality Indicator 


• SHMI value and banding 


• Percentage of admitted patients whose 


treatment included palliative care 


• Percentage of admitted patients whose 


deaths were included in the SHMI and whose 


treatment included palliative care 


 


 
0.92 – as expected 
 
0.2% 
 
 
7.1% 


Patient reported outcome scores for 
 


i) Groin hernia surgery 


ii) Hip replacement surgery 


iii) Knee replacement surgery 


The Trust has maintained our pre-operative 
returns above the target of 80% for 2011/12 


85% 


90% 


90% 


Emergency readmissions to hospital within 28 
days of discharge 
 


To be included from 2012/13 


Responsiveness to inpatients’ personal needs: 
Score based the average of answers to five 
questions in the CQC national Inpatient Survey 
 


Trust score from annual Inpatient Survey 2011: 
61.4% 


Percentage of staff who would recommend the 
provider to friends or family needing care: 
Percentage of staff who responded to the NHS 
Staff Survey that they agree or strongly agree 
that if a friend or relative needed treatment, they 
would be happy with the standard of care 
provided by the Trust. 
 


Trust score from annual National Staff Survey 
2011: 62%  
National average: 62% 


Percentage of admitted patients risk-assessed for 
Venous Thromboembolism 
 


90% 


Rate of C. difficile  
 


See page 5 


Rate of patient safety incidents and percentage 
resulting in severe harm or death 
 


Rate of 8.61% patient safety incidents; 1% 
resulted in severe harm or death 
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How to get involved 
At Stockport NHS Foundation Trust we actively encourage members to support, contribute 
and influence the hospital on development issues and future plans. We offer members the 
chance to: 


• Receive information about the hospital throughout the year, 


• Contribute ideas about the way the hospital runs and make suggestions for 
improvements, 


• Join special interest groups and attend ‘behind the scenes’ exclusive events to gain 
an inside view of the hospital, 


• Share with the hospital the needs and expectations of the local community , 


• Vote for, or stand for election to, the Council  of Governors to represent the views of 
the members, 


• Be consulted on the activities of, and attend open meetings for, the Council of 
Governors. 


 
The Trust will: 


• Promote the dates and times of our public board meetings and other information 
events 


• Hold an Open Day every two years for the public to visit our hospital site, with 
activities, information stands and tours 


• Use digital and social media platforms, such as websites, twitter and Facebook, to 
inform and engage with the public 


• Work closely with the local media  to engage with the public and promote our 
achievements and developments  


• Work with local partners, companies and residents as an active neighbor and good 
corporate citizen  
 


 
For more information or to register as a member visit www.stockport.nhs.uk/members-and-
public/or call 0161 419 5166. 
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Annex: Statements from Primary Care Trust, Local Involvement Network and 
Overview and Scrutiny Committee 
 
 
 
 
 
 
 
 
 


Annex: Statement of Directors’ responsibilities in respect of the quality report 
The directors are required under the Health Act 2009 and the National Health Service 
(Quality Accounts) Regulations 2010 as amended to prepare Quality Accounts for each 
financial year. 
Monitor has issued guidance to NHS foundation trust boards on the form and content of 
annual quality reports (which incorporate the above legal requirements) and on the 
arrangements that foundation trust boards should put in place to support the data quality for 
the preparation of the quality report. 
In preparing the quality report, directors are required to take steps to satisfy themselves that: 
 


• The content of the quality report meets the requirements set out in the NHS 
Foundation Trust Annual Reporting Manual 2011-12; 


• The content of the Quality Report is not inconsistent with internal and external 
sources of information including: 
o Board minutes and papers for the period April 2011 to June 2012 
o Papers relating to Quality reported to the Board over the period April 2011 to 


June 2012 
o Feedback from the commissioners dated XX/XX/2012 
o Feedback from governors dated XX/XX/2012 
o Feedback from LINks dated XX/XX/2012 
o The trust’s complaints report published under regulation 18 of the Local Authority 


Social Services and NHS Complaints Regulations 2009, dated XX/XX/20XX; 
o The 2011 national patient survey XX/XX/20XX 
o The 2011 national staff survey XX/XX/20XX 
o The Head of Internal Audit’s annual opinion over the trust’s control environment 


dated XX/XX/2012 
o CQC quality and risk profiles dated XX/XX/20XX 


 


• the Quality Report presents a balanced picture of the NHS foundation trust’s 
performance over the period covered; 


• the performance information reported in the Quality Report is reliable and accurate; 


• there are proper internal controls over the collection and reporting of the measures of 
performance included in the Quality Report, and these controls are subject to review 
to confirm that they are working effectively in practice; 


• the data underpinning the measures of performance reported in the Quality Report is 
robust and reliable, conforms to specified data quality standards and prescribed 
definitions, is subject to appropriate scrutiny and review; and the Quality Report has 
been prepared in accordance with Monitor’s annual reporting guidance (which 
incorporates the Quality Accounts regulations) (published at www.monitor-
nhsft.gov.uk/annualreportingmanual) as well as the standards to support data quality 
for the preparation of the Quality Report (available at www.monitor-
nhsft.gov.uk/annualreportingmanual). 
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The directors confirm to the best of their knowledge and belief they have complied with the 
above requirements in preparing the Quality Report. 
 
By order of the Board 
 
NB: sign and date in any colour ink except black 
 
..............................Date.............................................................Chairman 
 
..............................Date............................................................Chief Executive 
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Child Health Profile


March 2012   


Live births in 2010 3,472 89,199 687,007


Children (age 0-4 years), 2010 17,000 428,400 3,267,100
% of total population 6.0% 6.2% 6.3%


Children (age 0-19 years), 2010 66,700 1,667,400 12,417,500
% of total population 23.4% 24.0% 23.8%


Children (age 0-19 years) predicted in 2020 65,900 1,670,100 12,898,400
% of total population 22.5% 23.3% 23.0%


School age children from black/ethnic minority group 4,128 141,205 1,586,340
% of school age population (age 5-16 years) 12.9% 16.1% 24.6%


Stockport


This profile provides a snapshot of child health in this area. It is designed to help the local authority and primary care trust improve the 
health and well-being of children and tackle health inequalities.
This profile is produced by the Child and Maternal Health Observatory (ChiMat) working with North West Public Health Observatory 
(NWPHO).


Key findingsThe child population in this area Local North 
West


England


The health and well-being of children in 
Stockport is mixed compared with the 
England average.The infant mortality 
rate is similar to the England average 
and the child mortality rate is similar to 
the England average. 


Around 23% of the population of 
Stockport is under the age of 20. Around 
13% of school children are from a black 
or minority ethnic group. 


% of children living in poverty (age under 16 years) 16.6% 23.7% 21.9%


Life expectancy at birth
Boys 78.7 77.0 78.6
Girls 82.7 81.1 82.6


  Map of the North West area showing the relative levels of children living in poverty.


The hospital admission rate for alcohol 
specific conditions is higher than the 
England average. The percentage of 
children who say they have been drunk 
recently is similar to the England 
average.


GCSE achievement in this area is higher 
than the England average. 63.4% of 
young people gain five or more GCSEs 
at A* to C grade including maths and 
English. The percentage of young 
people aged 16 to 18 not in education, 
employment or training is similar to the 
England average.


Data sources: Live births, Office for National Statistics (ONS) 2010; population estimates, ONS midyear 
estimates 2010; population projections, ONS (based on 2008 mid year estimates); black/ethnic minority 
maintained school population, Department for Education 2011; children living in poverty, Her Majesty's 
Revenue and Customs (HMRC) 2009; life expectancy, ONS 2008-10


  Children living in poverty


The level of child poverty is better than 
the England average with 17% of 
children aged under 16 years living in 
poverty.


Children in Stockport have lower than 
average levels of obesity. 8% of children 
in Reception and 17% of children in Year 
6 are classified as obese. 55% of 
children participate in at least three 
hours of sport a week which is similar to 
the England average.


Contains Ordnance Survey data © Crown copyright database right 2012


% Children living in poverty


13.2 – 16.6


16.7 – 21.0


21.1 – 26.3


26.4 – 29.9


30.0 – 39.9


ChiMat is funded by the Department of Health and is part of YHPHO.
This profile is produced by ChiMat working with NWPHO on behalf of the Public Health Observatories in England.







Stockport Child Health Profile March 2012


These charts show the percentage of children classified as obese or overweight in Reception (aged 4-5 years) and Year 6 (aged 10-11 
years) by local authority compared to their statistical neighbours. This area has a lower percentage in Reception and a lower percentage 
in Year 6 classified as obese or overweight compared to the England average.


Childhood obesity


Children aged 10-11 years classified as obese or overweight, 2010/11 (percentage)


Children aged 4-5 years classified as obese or overweight, 2010/11 (percentage)
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All overweight children (including obese) Obese


North West


England


Young people aged under 18 admitted to hospital with alcohol specific conditions (rate per 100,000 population aged 0-17 years)


Young people and alcohol


Data source: Hospital Episode Statistics (HES), The NHS Information Centre for health and social care.


Note: This analysis uses the 85th and 95th centiles of the British 1990 growth reference (UK90) for BMI to classify children as overweight and obese.  I indicates 
95% confidence interval.


In comparison with the 2003-06 period, 
the rate of young people under 18 who 
are admitted to hospital because they 
have a condition wholly related to 
alcohol such as alcohol overdose is 
broadly similar in the 2007-10 period.  
Overall rates of admission in the 2007-
10 period are higher than the England 
average.


Data source: National Child Measurement Programme (NCMP), NHS Information Centre for health and social care.
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Stockport Child Health Profile March 2012


* European data are from 2004
Data source: Office of National Statistics (ONS)/ Teenage Pregnancy Unit Data source: Hospital Episode Statistics, NHS Information Centre


These charts compare Stockport with statistically similar areas (its 'statistical neighbours'), the England and regional average and, 
where available, the European average.


Teenage conceptions in girls aged under 18 years, 2007-09 
(rate per 1,000 female population aged 15-17 years)


Teenage mothers aged under 18 years, 2010/11 
(percentage of all deliveries)


In 2010/11, 1.6% of women giving birth in this area were aged 
under 18 years.  This is similar to the regional average.  This 
area has a similar percentage of births to teenage girls 
compared to the England average and a higher percentage 
compared to the European* median.


During the 2007-09 period, approximately 37 girls aged under 18  
 conceived for every 1,000 of the female population aged 15-17 
years in this area. This is lower than the regional average. The 
area has a similar teenage conception rate compared to the 
England average.
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 European data are from 2004


Breastfeeding initiation - 2010/11 (percentage of maternities 
where status is known)


A higher percentage of children (91%) have received their first 
dose of immunisation by the age of two in this area when 
compared to the England average.  By the age of five, the 
percentage of children who have received their second dose of 
MMR immunisation is lower with 85.9% of children being 
immunised.  This is higher than the England average.


In this area, 74.2% of mothers initiate breastfeeding when their 
baby is born. This is similar to the England average.  By six to 
eight weeks after birth 46.9% of mothers are still breastfeeding.


Data source: Vital Signs Monitoring Report, Department of Health Data source: NHS Information Centre for health and social care


Measles, mumps and rubella (MMR) immunisation by age 2 
years, 2010/11 (percentage of children age 2 years)
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Note: Where no data are available or have been suppressed, no bar will appear in the chart for that area.
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Local no. 
per year


Local 
value


Eng. 
ave.


Eng. 
worst


Eng. 
best


14 4.0 4.6 8.0 2.2


8 14.3 16.5 27.6 10.5


3,140 91.0 89.1 75.4 96.8


3,341 96.9 96.0 87.3 98.9


195 92.9 79.0 20.4 100.0


567 16.7 13.4 43.5 4.4


2,208 66.0 59.0 48.0 74.0


1,906 63.4 58.3 40.5 74.4


- - 12.8 0.0 40.0


610 5.8 6.0 11.4 2.7


200 720.0 1,160.0 2,410.0 390.0


8,605 16.6 21.9 50.9 7.4


109 0.9 1.9 7.3 0.1


295 49.0 59.0 142.0 20.0


8 14.8 23.6 64.2 2.1


213 7.6 9.4 14.6 5.5


474 16.6 19.0 26.3 10.3


18,279 55.5 55.1 40.9 79.5


207 37 4 40 2 69 4 15 319 Teenage conception rate (age under 18 years)


 18 Participation in at least 3 hours of sport/PE


 17 Obese children (age 10-11 years)


 16 Obese children (age 4-5 years)


t


Indicator


 14 Children in care


 13 Rate of family homelessness


 12 Children living in poverty (aged under 16 years)


 11 First time entrants to the Youth Justice System


Summary of child health and well-being in Stockport
The chart below shows how children's health and well-being in this area compares with the rest of England. The local result for each indicator is shown 
as a circle, against the range of results for England which are shown as a grey bar.  The red line indicates the England average. The key to the colour of 
the circles is shown below.  
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  5 Children in care immunisations


  4 Diphtheria, Tetanus, Polio, Pertussis, Hib immunisations (by age 2 years)


  3 MMR immunisation (by age 2 years)


  2 Child mortality rate (age 1-17 years)


  1 Infant mortality rate


 10 Not in education, employment or training


  9 GCSE achieved (5A*-C inc. Eng and maths) for children in care


  8 GCSE achieved (5A*-C inc. Eng and maths)


  7 Children achieving a good level of development at age 5


  6 Chlamydia diagnosis rate (age 15-24 years)


 15 Children killed/seriously injured in road traffic accidents


England average
25th percentile 75th percentile


Significantly worse than England average Not significantly different


Significantly better than England average Regional average


Significance not tested


207 37.4 40.2 69.4 15.3


55 1.6 1.5 3.5 0.3


- 1.0 0.7 1.5 0.2


49 81.5 61.8 154.9 18.6


- 16.0 15.0 23.0 3.0


20 61.1 63.5 163.6 19.8


- 3.0 4.0 13.0 0.0


- 3.0 4.0 9.0 1.0


2,548 74.2 74.5 39.0 94.7


510 14.8 13.6 32.7 3.1


1,021 1,704.1 1,466.0 2,547.7 890.7


- 63.0 64.0 56.0 74.0


59 98.5 109.4 722.1 36.8


132 220.3 158.8 359.5 34.3


Notes and definitions


1 Mortality rate per 1,000 live births (age under 1 year), 
2008-10
2 Directly standardised rate per 100,000 children age 1-
17 years, 2002-10
3 % children immunised against measles, mumps and 
rubella (first dose by age 2 years), 2010/11


10 % not in education, employment or training as a proportion of 
total age 16-18 year olds known to local Connexions services, 2010
11 Rate per 100,000 of 10-17 year olds receiving their first 
reprimand, warning or conviction, 2009/10
12 % of children aged under 16 living in families in receipt of out of 
work benefits or tax credits where their reported income is less than 
60% median income, 2009
13 Statutory homeless households with dependent children or 
pregnant women per 1,000 households, 2007/08
14 Rate of children looked after at 31 March 2011 per 10,000 
population aged under 18, 2011


25 % children (Years 8 and 10) who reported that they have 
taken cannabis or skunk one or more times in the last four 
weeks, 2009
26 % of children who reported that they had smoked at 
least one cigarette in the last 4 weeks, 2009
27 % of mothers initiating breastfeeding where status is 
known, 2010/11
28 % of mothers smoking at time of delivery where smoking 
status is known, 2010/11


8 % pupils achieving 5 or more GCSEs or equivalent 
including maths and English, 2010/11 (provisional)


15 Crude rate of children age 0-15 years who were killed or 
seriously injured in road traffic accidents per 100,000 population, 
16 % school children in Reception year classified as obese, 2010/11


19 Under 18 conception rate per 1,000 females age 15-17 years, 
2007-09 (provisional)


18 % children participating in at least 3 hours per week of high 
quality PE and sport at school age (5-18 years), 2009/10


20 % of delivery episodes where the mother is aged less than 18 
years, 2010/11


31 Inpatient admission rate per 100,000 population age 0-
17 years for mental health disorders, 2010/11
32 Crude rate of inpatient admissions for self-harm per 


9 % children looked after achieving 5 or more GCSEs or 
equivalent including maths and English, 2010/11 21 Weighted mean number of decayed, missing or filled teeth in 12 


 19 Teenage conception rate (age under 18 years)


Where data are not available or have been suppressed, 
this is indicated by a dash in the appropriate box.
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 25 Children and young people using drugs


 24 Hospital admissions due to substance misuse (age 15-24 years)


 23 Children and young people using alcohol


 22 Hospital admissions due to alcohol specific conditions


 21 Children's tooth decay (at age 12)


 32 Hospital admissions as a result of self-harm


 31 Hospital admissions for mental health conditions


 20 Teenage mothers (age under 18 years)


6 Positive chlamydia tests reported per 1,000 population 
aged 15-24 years, 2010/11
7 % children achieving a good level of development 
within Early Years Foundation Stage Profile, 2011 


5 % children in care with up-to-date immunisations, 2011


23 % children who reported that they had been drunk one 
or more times in the last four weeks, 2009


22 Crude rate per 100,000 under 18 year olds for alcohol 
specific hospital admissions, 2007-10


 29 Hospital admissions due to injury


 30 Children who have someone to talk to


 27 Breastfeeding initiation


 28 Smoking in pregnancy


 26 Children and young people smoking


29 Crude rate per 100,000 (age 0-17 years) for hospital 
admissions following all injury, 2010/11
30 % children who reported that they can talk to their mum 
or dad when they are worried, 2009


4 % children completing a course of immunisation 
against diphtheria, tetanus, polio, pertussis and Hib by 
age 2 years, 2010/11


17 % school children in Year 6 classified as obese, 2010/11


24 Directly standardised rate per 100,000 (age 15-24 
years) for hospital admissions for substance misuse, 2008-
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ChiMat Health Profile 2012 – Stockport Issues


Key Findings


The profile shows that the health of children in Stockport is generally better than, or similar to, the England average. Infant and child mortality rates are similar to average; the percentage of babies with a low birthweight is lower than average, and children in Stockport have lower levels of obesity than average.


Areas where Stockport benchmarks poorly are as follows:


· tooth decay


· smoking in pregnancy


· alcohol related admissions 


· injury related admissions


· self- harm related admissions


Tooth Decay


Data from the profiles is correct, but is taken from a sample of just 339 12 year olds screened in 2008/09. Of these the average number of decayed, missing or filled teeth (DMFT) was 0.96, compared to a national average of 0.74. These small scale surveys are completed most years and in all Stockport has higher rates of DMFT than the national average – usually attributed to the lack of fluoridation in the area. Stockport usually benchmarks to a North West level.


In 2007/08 the decennial large scale study of 5 year olds was undertaken and results show a significant link to deprivation, children in the most deprived areas have on average double the level of DMFT than the rest of the population (see tables and maps below).


We are also aware that Stockport is an outlier in terms of hospital admissions in children.


Action for CCG: The Health Partnership Board is looking at these key areas and is looking for a CCG rep

2007/08 – Oral Health of 5 year olds in Stockport


		 

		Index of Multiple Deprivation of Residence

		Total



		

		Most deprived

		Second most deprived

		Mid deprived

		Second least deprived

		Least Deprived

		Non-Stockport

		



		Sample Size

		248

		340

		430

		445

		543

		80

		2086



		Average number of teeth DMT

		2.38

		1.35

		1.05

		1.07

		0.78

		1.18

		1.20



		% teeth DMT

		12.31%

		6.97%

		5.43%

		5.53%

		4.00%

		6.08%

		6.17%



		% of children with at least 1 DMFT

		56.5%

		39.4%

		29.8%

		30.1%

		24.9%

		36.3%

		33.6%



		% Teeth DMF Category



		0-10%

		57.3%

		72.1%

		78.8%

		78.7%

		83.8%

		76.3%

		76.3%



		10-20%

		16.1%

		13.2%

		10.5%

		10.3%

		9.0%

		12.5%

		11.3%



		20-30%

		9.7%

		7.4%

		4.2%

		4.3%

		2.6%

		3.8%

		4.9%



		30-40%

		6.9%

		3.5%

		3.5%

		3.1%

		2.8%

		5.0%

		3.7%



		40-50%

		4.0%

		0.9%

		0.7%

		1.6%

		1.1%

		0.0%

		1.4%



		50-60%

		2.8%

		1.8%

		0.9%

		1.1%

		0.0%

		0.0%

		1.1%



		60-70%

		2.8%

		0.6%

		0.9%

		0.4%

		0.6%

		2.5%

		1.0%



		70-80%

		0.4%

		0.6%

		0.5%

		0.4%

		0.2%

		0.0%

		0.4%



		Sepsis



		0 - Absent

		89.9%

		95.6%

		97.2%

		97.3%

		98.7%

		95.0%

		96.4%



		1 - Present

		10.1%

		4.4%

		2.8%

		2.7%

		1.3%

		5.0%

		3.6%



		Plaque



		0 - Teeth appear clean

		39.9%

		43.8%

		46.3%

		49.2%

		47.7%

		53.8%

		46.4%



		1 - Little plaque visible

		43.1%

		41.8%

		42.3%

		40.9%

		41.8%

		35.0%

		41.6%



		2 - Substantial plaque visible

		16.9%

		14.4%

		11.4%

		9.9%

		10.5%

		11.3%

		12.0%
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Smoking in pregnancy


Data from the profiles is not quite correct, they have summed the quarterly results rather than used the reported year end figure – however this doesn’t materially affect the issue. 


Smoking in pregnancy is a problem area in Stockport, although smoking rates are lower in this group than in the population in general and are below the North West level, they are above the national average and continue to show little improvement. We know again this is an issue particularly of younger mothers in deprived areas, as smoking prevalence is higher and quit rates are lower making the inequalities gap even greater by delivery.

Action for CCG: This public health priority requires further action and we will share a report with the CCG, Maternity and Children’s Board and the public health consultant at the FT before the end of June.
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Smoking in pregnancy




The tobacco commissioner meets quarterly with the FT to assess performance and there was some improvement in 2010-11 with smoking at time of delivery reducing to 14% from 17% in 2009-1. This was probably due to changes in the programme that embedded co monitoring of all women at booking, an improved model of referral for pregnant women, and increased accuracy of SATOD data reporting. 

YTD suggests that this lower recorded rate may not be sustained. The pregnancy smoking cessation service has suffered some disruption this year as the specialist smoking cessation midwife left in December 2011 due to the threatened loss of funding for her post as part of PCT/FT maternity contract. The FT have appointed a temporary replacement, now extended to March 2013. New initiatives in rolled out from Jan 2012 include the pathway for smoking cessation support within the early pregnancy service to enable women who have miscarried to improve changes of having full-term, healthy pregnancies in future. 

Alcohol related admissions 


Data seems slightly lower than expected; 148 admissions for the three year period against a local value of 158 – but this doesn’t improve our position.


Alcohol admissions are a known issue for our total population, and this figure reflects that, rates are higher in the North West than the rest of England. 


Rates in the younger population are more stable than in the older population – we are not seeing a significant rise - and are mainly driven by admissions due to Mental and Behavioural conditions due to alcohol.


A new pathway was introduced in December 2010, for referral to the Mosaic service of children and young people (under 18) who attend the ED as a result of alcohol use. This generated 111 referrals in the first year, where there had previously been none. However, there remain challenges in contacting the 50% of referrals who are neither in school nor current clients of the service. No figures are available on the number of ED attendances due to alcohol. 


There is a strong programme of education in schools that includes the DAAW (drugs and alcohol awareness) week. 


Injury related admissions & self- harm related admissions


Data seems too high in the ChiMat Profile, local data is as follows:

		

		Number of admissions



		 

		2005/06

		2006/07

		2007/08

		2008/09

		2009/10

		2010/11



		TOTAL INJURY

		766

		795

		810

		784

		782

		803



		Self harm

		118

		107

		104

		113

		81

		113





		

		Crude rate per 100,000



		 

		2005/06

		2006/07

		2007/08

		2008/09

		2009/10

		2010/11



		TOTAL INJURY

		1232.6

		1302.0

		1333.5

		1301.4

		1301.5

		1340.2



		Self harm

		189.9

		175.2

		171.2

		187.6

		134.8

		188.6





Chi Mat Profile suggests a rate of 1,704.1 (1,021 admissions) for injuries in 2010/11 and 220.3 (132 admissions) for self harm – definitions (codes) are the same so I’m not sure why their data is so high.


National averages are 1,466.0 and 158.8 respectively so local estimated rates would benchmark in the not significantly different group.


We have an active group looking at child accident prevention; self-harm is a known gap. The child accident prevention group is using the recently publicised NICE guidelines on preventing unintentional injury on 0 – 15s to inform its actions. Activity of the group in 2011 – 2012 included:


· developing a child home safety equipment scheme in priority areas


· delivering a multi-agency child safety week campaign


· scoping the NICE guidance and deciding priorities


· data analysis


· increasing multi-agency engagement in this area


Capacity in this area is an issue. The NICE guidance recommends employment of a child accident prevention co-ordinator. Due to funding limitations we haven’t been able to progress this.


We will do some further work profiling the school demographics around self-harm.
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Stockport NHS Foundation Trust’s Definition of Quality 


The purpose of this organisation is to provide care that meets its commitment that Every Patient 
Matters.   


 
Every Patient Matters means that the Trust will: 


 Provide safe care in a clean environment to every patient,  


 Provide evidence-based care to every patient, with the aim that each patient will achieve the 
best possible health outcomes,  


 Treat all patients, family members, and staff members with respect, dignity and compassion,  


 Develop and support a dedicated, compassionate, skilled staff, and 


 Achieve the above while remaining a resilient organisation and a valuable asset to the 


communities the Trust serves.  


Agenda Item No: 
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Patient Safety 


 


Infection Prevention 


 
MRSA       


 
In March we have reported 0 MRSA 
Bacteraemia that was hospital acquired.  
 
 
We have achieved the target of <4 for 
2011-2012.  The target for 2012-2013 is 
0. 
 
 
 
 
 
 
 


 
Cumulative C. Difficile 


 
 
Stockport had 7 hospital–acquired 
Clostridium Difficile infections in March.  
 
We have achieved the target of ≤71 for 
2011-2012.  The target for 2012-2013 is 
54. 
 
 
 
 
 
 
 


 
 


Device Related Bacteraemia (DRB)  
 
There were 2 hospital- acquired DRB’s in 
March which were catheter related.   
 
We have achieved the internal target 
for 2011-2012. 
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Methicillin Sensitive Staphylococcus Aureus (MSSA) 


 


There were 4 MSSA in March.  1 was 


hospital-acquired and 3 were community 


acquired.  


During 2011/12 the Whole Health 


Economy was under its agreed 


trajectory by 6  


 


 


 


 


E Coli 


 
There were 15 E-Coli infections in 
March.  3 were hospital-acquired and 12 
were community acquired.  
 
During 2011/12 the Whole Health 
Economy was over its agreed 
trajectory by 9. 
 
 
 
 
 
 
 
 
 
 


 
 
The Infection prevention team has achieved 4 out of the 5 trajectories set either externally or 
internally during 2011/12. 
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‘New’ Reporting Arrangements 
 


Clostridium Difficile 


From this financial year mandatory reporting is based on new guidance on C. Diff testing, that requires 


positive toxin and GDH testing in contrast to previous which relied on just a positive toxin test. 


This new approach would promote more effective and consistent diagnosis of C. Diff.  It is expected 


that this guidance would be associated with a ‘one off’ reduction in the first year. 


Device Related Bacteraemias 


From April 2012, the Trust will be adopting the following definitions: 


 


 A DRB is defined as a bacteraemia that has occurred before or within 48hours after removal of 
the device with a positive culture of the same micro-organism from the urine, line tip or other 
device tip and with no other possible site of the infection either clinically or microbiologically. 


  


 DRB associated to the Trust will be defined as those patients who had a device inserted in the 
Trust and develops an infection associated with the device at any time during their stay 


 


 Or a patient who has been discharged with a device inserted within the Trust and who within 
48hours is readmitted with an infection as defined above. 


 


 


Think Glucose Update 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


During 2011-2012 the Trust set an improvement goal of reducing the number of hypoglycaemic events 
of 0 - 2.5 mmol/l (severely low blood sugar) for the adult population by 10%.  The graph demonstrates 
that we achieved our goal in this area which has been helped by the following initiatives:- 
 
 


 Relaunch of hypoglycaemia workstream 


 Introduction of diabetic monitoring charts and prescription charts 
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 70% of all ward staff have  been trained in the use of the Hypobox  


 National Hypoglycaemic Audit results for 2011-2012 are positive and show a marked 
improvement 


 Passwords for the use of point of care testing equipment have been reviewed 


 


Reducing Patient Falls Update 
 
There have been 4 severe (fractures) 
patient falls between 1st March and 31st 
March.    There have been no major or 
catastrophic incidents. 
 
Work has commenced to reduce the 
number of falls within the next 12 months 
with targeted intervention on older 
people's wards.  In order to achieve a 
baseline, audits will take place in May 
2012. 
 
The Assistant Director of Nursing (Quality) 
and Assistant Risk Manager (falls lead) 
attended a Falls Safe Conference in 
Manchester in March 2012, and 


networked with Trusts to ascertain current projects in use to reduce falls.    The audits being planned 
are based on findings from this project.      
 
Training and implementation of the bed/chair sensor alarms has now been completed at The Lakes, 
Tameside and Glossop Community Business Group, with on-going refresher training planned. 
 


Pressure Ulcers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Cumulative incidence for 2011-2012 was 3.12% (Target 3.1%) so the Trust achieved the CQUIN target 
threshold for ‘Good’ which was <5%, but not ‘Great’ which was 2.5%.  
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Achievements over the last 12 months include:- 
 


 Mandatory training established for all Clinical staff. To date 1585 have attended training this 
year and includes Acute & Community nursing staff (all grades) medical colleagues, and AHP. 


 Pressure Ulcer classification poster and pocket guide devised. 


 P.U.P (Pressure Ulcer Prevention) Bundle and Back to Basics mnemonic ‘No Ulcer’ launched 
which introduced standardised strategies to be implemented to reduce pressure ulcers in the 
clinical setting. 


 100% compliance of the pressure ulcer safety cross, which measures pressure ulcer incidence. 


 Purchase of 58 Electric beds, 100 cushions, 18 Low beds and pressure area care mini tender 
process completed (but not yet awarded). 


 All hospital acquired category 3&4 pressure ulcers have a full RCA investigation with an action 
plan for lessons learnt identified. 


 80% pressure relieving equipment requests are now made electronically during normal working 
hours Monday to Friday 9am to 5 pm. 


 Pressure ulcer prevention trigger card launched in conjunction with ‘Your Turn’ charity to alert 
non statuary providers of care to risks and early signs of pressure damage. 


 Tissue Viability and wound care preceptorship competencies devised and launched. 


 Assistant Practitioner Tissue Viability (band 4) appointed. 


Next year, how we record and report on Incidence will change as we will be using total number of 
inpatient admissions (Including all day cases) as a pressure ulcer incidence denominator as opposed 
to bed numbers. This is so we can benchmark our pressure ulcer incidence figure with neighbouring 
trusts and it is the agreed denominator for both the Greater Manchester CQUIN and North West 
Transparency Pilot which will be measuring incidence of pressure ulcer HARMS. 
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Clinical Effectiveness 


 


Mortality 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Additional Information 
 
Metric Comparative Performance 
SHMI 92.2   than expected 
HSMR 95.5  expected 
Length of stay 101.8  expected 
Readmissions 100.7  expected 


 
 


Patient Safety Indicators (PSI’s) 
 
Significantly High Risk  Accidental Puncture or Lacerations 


 Deaths in Low Risk Diagnosis Groups 


 Decubitus Ulcers 


Within Expected Range  Deaths after surgery 


 Infections Associated with Central Lines 


 Obstetric Trauma - Caesarean Delivery 


 Obstetric Trauma - Vaginal Delivery  with Instrument 


 Obstetric Trauma - without Vaginal Delivery 


 Post-operative Hip Fracture 


 Post-operative Physiologic and/or Metabolic Derangements 


 Post-operative PE or DVT 


 Post-operative Respiratory Failure 


 Post-operative Sepsis 


 Post-operative Wound Dehiscence  
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Since November 2011, Dr Colin Wasson (Associate Medical Director for Quality and Safety) has been 
conducting Mortality Case Review.  In the first 10 weeks he reviewed every death and issued a weekly 
newsletter summarising findings and trends.  He identified cases that required discussion at relevant 
Mortality and Morbidity Meetings.  Details of these cases have been forwarded to appropriate Leads 
who have been required to feedback action plans.  He is currently reviewing approximately 60% of 
hospital deaths and issuing a monthly newsletter. 
 
This initiative has raised significant interest from Consultants who have been encouraged to provide 
comments.  It has provided intelligence on the mortality profile which would help in the drawing up of a 
coherent strategy for reducing mortality underpinned by clinical engagement. 
 
Review also confirmed excess weekend mortality.  The latest information suggests that reasons 
behind this are complex and almost certainly reflective of local health economy weekend health care 
provision. 


 
 
Pneumonia and Sepsis 
 
Last year’s Corporate Objectives incorporated a specific mortality reduction based on 10% reduction in 
Unadjusted Mortality in deaths coded for pneumonia and sepsis.  This objective was not achieved (see 
below for breakdown of year’s performance). 


 
 


 
 
The focus in these two areas will continue and will be incorporated in the overall strategy for mortality 
reduction.  The latest HSMR/SHMI for both these diagnostic codes are: 
 
 


 Pneumonia Sepsis 


SHMI 90.41 111.98 


HSMR 96.05 111.03 
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Palliative Care Coding 
 
The Board are aware of the influence of rate of Palliative Care coding with comparative mortality 
metrics, particularly HSMR. The board are aware that both Dr Foster and SHMI  have provided 
evidence of  wide variation in the use of Palliative Care Coding, in the absence of a clear definition that 
is resonant with current clinical practice.  Rates as high as 50% have been reported.  A sensible target 
should be between 15% - 20% based on the intelligence found from the extensive work Dr Wasson 
has done.  Information of trend for the Trust over last 13 months is provided. 


 
 
 
 
 
 
 
 


 


 


VTE Assessment Update 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
During March we achieved 92.56% on Thromboprophylaxis; the Trust has now achieved, consistently 
over the last six months, 90% and above.  The compliance rate now gives us the opportunity to apply 
to Kings Hospital, London for VTE Exemplar Status as a Trust.  This means the Trust can become a 
resource college for best practice in VTE and allows us to join the network of hospitals with existing 
track record of excellent VTE management.  We in effect become a ‘Kite Mark’ for excellence in VTE 
care. 
 
The VTE Ambulatory clinic has had an extremely busy month.  Discharge rates from the wards for 
patients with confirmed VTE remain high and consistent.   
 
2012-2013 will focus on Exemplar Status for the Trust, documented evidence of written information 
given to patients and carers, and the need for second assessment of VTE on all inpatients. 
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The Advancing Quality Programme 
 
The overall progress of the AQ programme remains good and the Trust continues to demonstrate 
success within the programme. The Trust continues to provide robust and reliable data for all clinical 
measure groups. The Audit Commission will visit the Trust on Thursday 19th April to carry out an 
external audit of Year 4 Quarter 1 & 2 data. Casenotes have been pulled and prepared in advance of 
this visit. 
 


Advancing Quality Heart Failure Measures 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Heart Failure Educator continues to sustain the excellent progress achieved to date and the 
measure group is well on course to achieve the CQUIN threshold of 75.08% for Quarter 3. November 
compliance was 92% (composite process score)  
 
 
Advancing Quality Acute Myocardial Infarction (AMI) Measures 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The measure group continues to sustain the excellent progress, meeting the CQUIN threshold of 95% 
again in November. The measure group is well on course to achieve the CQUIN threshold for Quarter 
3. 
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Advancing Quality Hip and Knee Replacement Measures 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The measure group continues to sustain the excellent progress, meeting the CQUIN threshold of 95% 
again in November. The measure group is well on course to achieve the CQUIN threshold for Quarter 
3. 
 


Advancing Quality Stroke Measures 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


The AQ standard for stroke is higher than the National standard which the Trust is currently achieving. 
Increased access to ring fenced beds has led to improvements against the AQ standard but further 
work is required.  One area that adversely affects our position is the overlap in ED at midnight, even if 
the patient has been seen and moved within 4 hours the crossover at midnight sees this counted as a 
full day and can have a serious impact on the time spent in the stroke unit, work will be carried out to 
expedite patients arriving close to midnight. A new stroke proforma has been introduced to monitor 
direct admissions to the stroke unit and will identify areas of improvement; initial results show a marked 
improvement. 
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Advancing Quality Pneumonia Measures 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
After some problems around CURB 65 documentation, the measure group has met the CQUIN target 
of 86.86% for the last three months, achieving a compliance of 87.57% (composite process score) for 
November. The measure group is on target to achieve the CQUIN threshold for Quarter 3. 
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Patient and Family Experience 
 


Nursing Care Indicators 
  
 
 
In March the Trust achieved an 
overall score of 95%. 
 
The Nursing Care Indicators have 
been reviewed and amendments 
have been made, a new indicator 
will be introduced from April 2012 
which is ‘Privacy and Dignity’.   
 
The Trust target for 2011-2012 was 
to achieve 95%, this has been 
achieved consistently for the last 5 
months.   
 


The results of the Nursing Care Indicators will be displayed on the Nursing Dashboard monthly. 
 
 


Delivering Same Sex Accommodation (DSSA) 
 


There have been 0 non justified breaches of same sex accommodation in March 2012. 
 


Patient and Family Complaints 
 


 


In February 87% of complaints 
were responded to in 25 working 
days. 
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End of Life Care 
 
76% of patients expected to die 
were cared for on the end of life 
care pathway in March 2012.  
 
The overall % of expected deaths 
on LCP for the period 1st April 
2011- 31st March 2012 is:  73%. 
 


 
 
 
 
 


 
 


Patient Feedback and Engagement 


The first prostatectomy in the UK using a hand-held robot was successfully performed at our hospital 
on Friday 23rd March.  The operation was undertaken by leading urologist Neil Oakley and received 
widespread media coverage. 


Robots have been used in a few hospitals in the UK over the last few years to perform laparoscopic or 
‘key-hole’ surgery, which involves less invasive techniques for the patient, and improved safety and 
recovery times. Up until now however, these robots have been large and expensive, each costing 
around £1.8 million, with large running costs.  The new motorised, hand held surgical instrument costs 
around 95% less. The full name of the new device is the Kymerax precision-drive articulating surgical 
system, developed by the Japanese Terumo Corporation.  


 


National Outpatient Survey 2011 


Following a brief report on this in the Board of Directors Quality Report in March 2012, a summary of 
the results and comparison with the 2009 results is attached at Appendix 2, for further information.  
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Appendix 1 - Clinical Audit 
 
 
 


Clinical Audit 


The Stockport Foundation Trust 
Quarterly Audit Report for Board of 
Directors Meeting:  April 2012 
 
 
 


 
 
Stockport NHS Foundation Trust’s Clinical Audit  
The Forward Programme for 2012/13 was approved at the Clinical Effectiveness Committee on the 
14th March. This incorporates Tameside and Stockport Community Services. 
The audit module of Health Assure has been purchased; transfer of open and planned activity into the 
software is currently underway. This will improve the recording and reporting of data, allowing access 
for any user to view current status. Example of dashboard; 
 


 


 
Current Audit Activity 
The Trust is currently participating in 40 National audits as shown at Appendix 1 
There are currently in excess of 300 open audits  
At the Oct/Nov Quarterly Audit Events: 252 people attended. There were a total of 37 audits presented. 
A sample of these is shown at Appendix 2. 
At the January Quarterly Audit Events: 216 people attended. There were a total of 36 audits presented 
22% of the audits presented were re-audits. 
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Governance  
 Forward Programme approved 


 Community Services incorporated into Audit policies and documents. 


 Health Assure implemented to capture and report on audit activity. 
 
Appendix 1 


National Audits with Stockport FT participation  
As of 4th April 2012 


Number 
 


Title 
 Business 


Group 
1234  National Care of the Dying Audit - Hospitals 3rd Round  Corporate 


736  National Audit of Health Promotion in Hospital  Corporate 


1084  NPSA Nasogastric Tubes Audit  Corporate 


1302  MRSA Now Study  Corporate 


1569  National Back Pain Management by Occupational Health Services  Corporate 


1603  National Cardiac Arrest Audit  Corporate 


     


519  TARN  Cross Cutting 


1013  Potential Donor Audit  Cross Cutting 


1092  Inflammatory Bowel Disease 3rd Round  Cross Cutting 


679  National Falls Audit and Bone Health  Cross Cutting 


     


1228  National Oesophago-Gastric Cancer Audit  D&CS 


136  National invasive cancer of the cervix audit  D&CS 


1034  LUCADA (National Lung Cancer Audit)  D&CS 


1033  DAHNO (National Head & Neck Cancer Audit)  D&CS 


1032  NBOCAP (National Bowel Cancer Audit)  D&CS 


1558  National Audit of Breast Orientation Markers  D&CS 


1602  HCAI Point Prevalence Survey  D&CS 


1688  National Comparative Audit Medical Use of Blood  D&CS 


1690  National Comparative Re-Audit Bedside Transfusion Practice  D&CS 


     


1116  CEM- Feverish Child Audit  Medicine 


1229  Cardiac Rhythm Management  Medicine 


1115  CEM: Vital Signs Audit  Medicine 


1626  National Diabetes Inpatient Audit 2011  Medicine 


1117  CEM - Renal Colic  Medicine 


914  Association of British Clinical Diabetologists Audit of the Use of Liraglutide  Medicine 


518  MINAP  Medicine 


1070  SINAP - Stroke Improvement National Audit Programme  Medicine 


1601  National Heart Failure Audit  Medicine 


     


1015  National Elective Surgery PROMS  SCC 


1010  National Stoma Audit (Problematic Stomas)  SCC 


975  Mandatory Surveillance of SSI in Orthopaedic Surgery  SCC 


563  National Hip Fracture Audit  SCC 


1654  National Joint Register  SCC 


1681  National Pain Audit  SCC 


     


996  Heavy Menstrual Bleeding  W&C 


1278  Emergency Caesarean Section Audit - Category 1 & 2  W&C 


385  National Neonatal Audit Programme  W&C 


1016  CMACE (Centre for maternal and child enquiries – ex CMACH)  W&C 


978  National Diabetes Audit - Paediatrics   


1568  Epilepsy 12   
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Appendix 2 


  
 


Audit Outcomes – October/November 2011 
  


Radiology Audit Lead: Dr. O. Rauf 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment  


1591- 
Dr. O Rauf 


CTPA audit Reduce patient harm 
Following this audit it was recommended to 
change the documentation to improve the 
collection of data with risk or Well’s score. 


1676- 
Dr Maryna 
Lewinski 


CT head lens 
exclusion re-audit 


Reduce patient harm 


The number of patients with lens exclusion has 
increased from 8% in 2008 to 33% in 2010. 
This demonstrates an improvement but is still 
not at the standard of 100% lens exclusion. 


 


Anaesthetics and Critical Care Audit Lead: Dr. J. Rigg 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment 


1619 –   
Dr. N. Fraser 


Audit of spinal 
procedures in pain 
sessions 


Reduce patient harm 
Improve patient 
experience 


76% of patients receiving radio frequency 
treatment experienced pain reduction against a 
standard of 70% which is an improvement. 


519- 
Mr. A. Gray 


TARN presentation 
Reduce patient harm 
Reduce patient 
mortality 


Dissemination of Trust TARN data. 
Data collection extremely robust 
CQUIN standard of median time to CT scan 
not met. Compliance with all others. 


1596- 
Dr. R. Lindsay 


Re-audit of ambu bags 
in theatre 


Reduce patient harm  
Current practice is adhering to the 
recommended practice with 100% compliance. 


1661 –  
Dr. M. 
Hariprasad 


Appropriate disposal of 
waste in theatres 


Reduce patient harm 


The findings from this audit identified that an 
increase in the number of clinical waste bins in 
recovery is required and education of staff 
needs to continue for correct usage. 


1303 – 
Dr. J. Rigg 


Comparison of ASA 
grading by anaesthetic 
staff 


Reduce patient harm 
Reduce patient 
mortality 


Overall consistency of ASA grading of patients 
is low and in line with previous studies. ASA 
grading is a simple, poorly defined grading 
system, however. As a result, a further 
questionnaire on grading will be sent out to 
departmental members to achieve grade 
consistency in emergency cases as this is 
where discrepancies occur. 


1592 – 
Karen Berry 


Catheter related sepsis 
Reduce patient harm 
Reduce patient 
mortality 


Improved compliance with all aspects of the 
CVC unit guidelines 
No catheter related blood stream infections 
noted but one device related bacteraemia 
(small sample size). Most blood cultures done 
appropriately. 
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Obstetrics & Gynaecology Audit Lead: Dr. M. Kamran 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment  


1164 – Dr Mona 
Kamran 


Management of 
Shoulder Dystocia 


Reduce patient 
mortality 
Reduce patient harm 
Improve patient 
experience 


Recommendations from this audit have started 
to be implemented. There is now a continuous 
audit using the RCOG Shoulder Dystocia 
proforma to collect the data which will be fed 
back at regular intervals 


1311 – Valerie 
Clare 


Handover of Care 
(onsite) ‘CHAPS 
TOOL’ 


Reduce patient 
mortality 
Reduce patient harm 
Improve patient 
experience 


The tool is well embedded into clinical practice. 
Between 83-93% of the C.H.A.P. part of the 
tool was completed. A re-audit is planned for 
one year’s time once recommendations have 
been actioned. 


1652 - Lyn 
Buckley 


Gynaecology Record 
Keeping 


Reduce patient 
mortality 
Reduce patient harm 
Improve patient 
experience 


The actions recommended for this audit will be 
implemented during the new trust record 
keeping audit – getting more medical staff 
involved with data collection. 


1299 - Dr 
Rachel Owen 


FBS Audit 


Reduce patient 
mortality 
Reduce patient harm 
Improve patient 
experience 


FBS results were documented in 100% of 
labour records of those notes audited. A 
sticker has been introduced as part of the 
action plan to improve overall documentation. 


1278 - Stacey 
Longworth 


Caesarean Section 
Audit 


Reduce patient 
mortality 
Reduce patient harm 
Improve patient 
experience 


This is an on-going monthly audit, data is fed 
back by the Midwifery team at monthly 
meetings to help improve compliance. As a 
result an SBAR is now being completed every 
month.  


1298 - Stacey 
Longworth / 
Julie Estcourt 


Caesarean Section 
Wound Infection Audit 


Reduce patient 
mortality 
Reduce patient harm 
Improve patient 
experience 


From the recommendations the practice of 
using antibiotics prior to incision of knife was 
adopted in September 2011. Also the 
recommendations of the use of chloroprep and 
no shaving have also been introduced. 


1304 - Dr Sam 
Hogg / Dr M 
Kamran 


Management of Post-
Partum Haemorrhage 


Reduce patient 
mortality 
Reduce patient harm 
Improve patient 
experience 


The audit found compliance in a number of 
areas including: appropriate fluid resuscitation 
& bladder care, appropriate use of oxytocics & 
necessary interventions, women cared for on 
the appropriate unit and good documentation 
of blood transfusions & procedures performed. 


 


Medicine Audit Lead: Dr Kayan 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment 


679 – 
Dr. T. 
Chattopadhyay 


National falls audit and 
bone health 


Reduce patient harm 
Improve patient 
experience 


There is no fracture liaison service in 
Stockport, which results in poor prevention of 
fractures. It also highlighted that improvements 
need to be made in post op falls risk 
assessment and management 


1556 – 
Dr. S. Bonney 


Audit of patients with 
pneumonia admitted 
with respect to the AQ 
pneumonia targets 


Reduce patient harm 


Documentation shows that the specific type of 
pneumonia was not being documented, 
resulting in 48% of wrong antibiotic treatment 
and failure to meet CURB65 target. Actions 
have been implemented, which included a flow 
chart pathway management of antibiotics and 
further training to junior doctors. Re Audit 
planned for 2012-2013. 
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1582 – 
Dr. S. Maxwell 


Time to needle audit 
and antibiotic update 


Reduce patient harm 


Standard was IV antibiotics should be 
administered within one hour. Audit covered 49 
patients with data collected over May – June 
2011. Results showed some improvement. 
Recommendations included further training of 
all staff with use of posters and teaching. 
Failure to administer antibiotics within hour 
should include documentation in notes of the 
reason. 


1146 – 
Mr. D. Knass 


Adherence to 
guidelines for the 
management of 
patients with warfarin 
induced over 
anticoagulation 


Reduce patient harm 


Adherence to the trust’s guidelines in the 
management of over anti-coagulated patients 
was met, however further improvements are 
necessary to ensure Trust costs are reduced. 


1309 – 
Dr. N. Kong 


Management of 
diabetic ketoacidosis 


Reduce patient harm 
Improve patient 
experience 


The local DKA prescription regime was used 
almost universally. Most patients were 
reviewed and followed up by specialist 
diabetes service.  


1098 – 
Dr. K. Kayan 


Prescribing practice 
audit 


Reduce patient harm 
Improve patient 
experience 


Introduce e-prescribing to reduce prescribing 
errors as results were similar to previous 
audits 
Education of doctors about good prescribing. 


 
 
 


Paediatrics Audit Lead: Dr. O’Connor 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment 


1579- 
J. Hawkes 


CNST – fetal anomaly 
audit 


Reduce patient harm 
Improve patient 
experience 


The audit has demonstrated compliance by 
achieving the minimum of 75% for level 1 and 
level 2 of the requirement guidelines and is 
now working towards achieving level 3 by 
demonstrating 85% compliance rate for 2012-
2013. 


1584- 
Dr. Kandasamy 


Management group B 
strep 


Reduce patient harm  
Reduce patient 
mortality 
Improve patient 
experience 


Compliance has been demonstrated but 
working towards achieving 100% compliance. 
Recommendations will be embedded and a re-
audit has been planned for 2012-2013. 


1616- 
Carole Moore 


Cause of concerns Reduce patient harm 


Audit demonstrates increasing numbers of 
forms completed, sharing increased 
awareness of information sharing as per 
safeguarding training. Further Audit is required 
to identify if the risk of adult behaviour on 
children is being identified appropriately by the 
Emergency Department is currently in 
progress. 
 


1598- 
Dr. Keengwe 


Constipation and NICE 
guidelines 


Reduce patient harm 


Actions to develop a guideline in order to 
standardise the management of constipation 
according to NICE guidance have been 
implemented. Re Audit planned for 2012-2013 
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Ophthalmology Audit Lead: Mr. N. Chaudhary 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment 


1628- 
Miss A. 
Maino/Katie 
Hallows 


Pre-audit of botulinum 
toxin A use in 
strabismus patients 


Reduce patient 
mortality 
Reduce patient harm 


Departmental standards to be developed and 
future audit planned as a result of data. 
Patient information leaflet to be produced plus 
a botulinum toxin proforma. 


1125- 
Tracy 
Sanderson/Ashli 
Milling 


Outcomes of 
strabismus surgery 


Reduce patient harm 


Third of patients obtained near and distance 
angle within 10 dioptres at final assessment 
(best practice). 
50% near and distance angle within 20% 
dioptres (in some cases this result would be 
desirable) 
80% improvement in cosmesis. 


1665- 
Margaret Rome 


Amblyopia treatment 
2009 


Reduce patient harm 
Improve patient 
experience 


296 cases reviewed plus treatment. To 
continue to collect data with regard to 
discharges from 2010 onwards. 


1625- 
Sandra Teague 


Record keeping audit Reduce patient harm 


Notes audited against current Trust record 
keeping standards. Several areas reached 
100% and staff advised collectively of any 
areas of concern. 


1664- 
Mr. K. Ikram/Dr. 
L. Steeples 


Corneal graft outcomes 
from Stepping Hill 
Hospital – comparison 
to UK national data 


Reduce patient harm 
Improve patient 
experience 


Limited numbers and data restricting 
comparison with national data and only 
concerns a single surgeon. Plans for electronic 
data base for corneal grafts and further data 
collection in the future. 


 
 


Trauma & Orthopaedics Lead: Mr. A. Lavender 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment 


1561 – 
Mr. M. 
Ravenscroft 


Mortality audit Reduce patient harm 


For the period April – October 2012 Neck of 
femur mortality rate was 5% (in hospital 
deaths) compared with the national average of 
8.4% 30 day mortality 


 
 


General Surgery Audit Lead: Mr. E. Clark 


Audit 
Number & 
Project Lead 


Presentation 
Strategic 
Objective 


Comment 


1621 –  
Mr. S. Rai 


Colorectal Enhanced 
Recovery Programme 


Reduce patient harm 
Improve patient 
experience 
Reduce patient 
mortality 


Intraoperative results are well above 
benchmark for other hospital sites: 
100% avoidance of long acting sedatives, 
administration of appropriate antibiotics, 
individualised goal directed fluid therapy, and 
hypothermia prevention 
Post op results: 4 out of 6 areas above 
benchmark for other hospital sites. Targeted 
nausea and vomiting treatment and 
mobilisation fell slightly short. To continue 
collecting data. 
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1238- 
Dr. M. Taylor 


Isolation precaution 
guidelines audit 


Reduce patient harm 
Improve patient 
experience 


Overall, relatively good understanding of 
appropriate isolation of patients with infections, 
hand hygiene and use of personal protection 
equipment. Need identified for further 
education/dissemination of information. 


1200 –  
Mr. E. Clark 


Audit on present 
practice of prescribing 
antibiotic prophylaxis 
and treatment of 
diagnosed cases of 
acute appendicitis at 
SHH 


Reduce patient harm 
Reduce patient 
mortality 


SHH perioperative guidelines for 
appendectomy surgery state antibiotics, 
dosage and timeframe. The audit showed that 
49% of patients receive the correct regime and 
none met the timeframe.  90% received 
antibiotics. Decision made to draw up 
departmental guidelines to improve practice. 


604 
Mr. A. Gray 


TARN (overview)  


TARN data reported to the Trust do not 
accurately reflect care where patients 
transferred out. Overall doing well, with well 
above average survival. 
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Appendix 2 - National Outpatient Survey 2011 
 
 


 
 


 
National Outpatient Survey 2011 – Summary of results 


 
The survey is carried out to:- 


 Obtain feedback on  9 aspects of care and treatment 


 Nationally benchmark Trust performance  


 Improve services 


Our Trust response rate was 47% compared 
to the national response rate of 53% 


 
Compared to 2009 survey results:- 


 Reduced % of green ratings 


 Reduced % amber ratings 


 Increased % red ratings 


 1 Question had improved RAG rating 


 11 Questions had worse RAG rating 


 25 Questions showed no change 


 3 New questions added 


 


RAG 
Rating 


2009 
Survey 


2011 
Survey 


 


3 7.5% 9 23% 
 


30 75% 28 72% 
 


7 17.5% 2 5% 
 


Overall the Trust performed poorer compared to 2009 results.  


Results in the lowest 20% of all Trusts 
benchmarked are :- 
 Before treatment did staff explain what would happen 


 Before treatment did staff explain any risk / benefits 


 Did the doctor seem aware of your medical history 


 If you had important questions to ask, did you get an 
answer you could understand 


 How much information about your treatment were you 
given 


 Did staff explain how to take new medications 


 Did staff explain the purpose of medications 


 Did staff tell you about medication side effects 


Results borderline to lowest 20% 
are:- 
 Did a member of staff explain how to take 


new medications 


 Did the doctor explain reasons for 
treatment in a way you understood 


 Did the doctor listen to what you had to 
say 


 Did you have confidence in him / her 
 


Results with top 20% RAG rating:- 
 Were you given a choice to appointment 


times 


 Did staff explain the need for test in a way 
you understood 


An action plan has been drawn up and will be presented to the PEWAC committee 
for approval & completion. 
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. .
.


.


V4323%;;-.2I*.+%D*2-.2I*&G$G*2*&.2$$;.Q%+.'*B*;$)*'.2$.G*%+:&*.%?:2*.I$+)32%;.?%&*.%4'.%+.%.&*+:;2.
2I*&*.%&*.+$G*.3++:*+.Q32I.2I*.2&%4+;%23$4.$D.2I*.2$$;.2$.2I*.4$4.%?:2*.?%&*.*4B3&$4G*428.


.
/8H81.. EKL. M&*%2*&. ,%4?I*+2*&. Q3;;. G%]*. %. +3543D3?%42. ?$42&37:23$4. 2$. 7$2I. 2I*. 4%23$4%;. '*7%2*. $4.


'*B*;$)345.%.D3&G.?$GG3++3$4345.%))&*?3%23$4.$D.KWTF.34.$&'*&.2$.&*':?*.I%&G+.2$.)%23*42+.%?&$++.
2I*.QI$;*.+-+2*G.$D.G%4-.)&$B3'*&+8.


 


/8H8/.. P$.34D;:*4?*.2I*.4%23$4%;.'*7%2*.EKL.M&*%2*&.,%4?I*+2*&.I%+.$DD*&*'.2I*.%))&$%?I.$D..?&*%2345.%.
+2&%2*53?.?$GG3++3$4345.$B*&B3*Q.$D.34'3B3':%;.$&5%43+%23$4%;.)&$5&*++.2$Q%&'+.KWT..2I%2.Q3;;!.


.
 . (&$B3'*.?$GG3++3$4*&+.Q32I.%4.$B*&B3*Q.$D.K%&G.W&**.T%&*.%?I3*B*G*42.7-.%;;.)&$B3'*&+..
 . V'*423D-. T$GG3++3$4345. %?23$4+. X34. -*%&Y. %4'. D:2:&*. 342*423$4+. X34'3B3':%;. $&5%43+%23$4%;.


'*B*;$)G*42.4**'+.%4'.D:2:&*.T9UVE.'*B*;$)G*42Y..
 . V4?$&)$&%2*.%;;.)&$B3'*&+.KWT.%?I3*B*G*42.342$.2I*.M,.%4'.E.$D.@.C%+I7$%&'.&*)$&2345..
 . V'*423D-.?I%G)3$4+.%4'.%&*%+.$D.5$$'.)&%?23?*..
 . V'*423D-.QI*&*.2%&5*2*'.+:))$&2.3+.4**'*'.2$.'*B*;$).%&*%+.R:3?];-..


.
/8H8H.. V4.$&'*&.2$.+:))$&2.7$2I.?$GG3++3$4*&+.%4'.)&$B3'*&+.Q32I.2I*.%?I3*B*G*42.$D.2I*.KWT.T9UVEF.


EKL. M,. %4'. J9:J. I%B*. ?$;;%7$&%2*'. 2$. '*B*;$). %4'. 2*+2. %))&$%?I*+. 2$. %?I3*B345.
3G)&$B*G*42+. 34.R:%;32-. 2I%2.)&$':?*.7$2I.$:2?$G*+.%4'.)$+323B*.*A)*&3*4?*+. D$&.7$2I.)%23*42+.
%4'.+2%DD8..


.
/8b. EKL. M&*%2*&. ,%4?I*+2*&. I%+. +*?:&*'. %. '*'3?%2*'. ?;343?3%4. QI$. Q3;;. Q$&]. Q32I. %;;. )&$B3'*&+.


34?;:'345.4:&+345.%4'. &*+3'*423%;. +*?2$&+.%+.Q*;;. %+.TTM.T;343?3%4+F. )&$B3'345. 2%&5*2*'. +:))$&2.
QI*&*.4*?*++%&-8..


.
/8b81. V2. 3+.342*4'*'.2I%2..%.?&$++.)&$B3'*&.?$;;%7$&%23B*.Q3;;.*4%7;*.4*Q.Q%-+.$D.Q$&]345.2$.7*.%'$)2*'.


%4'. 2I&$:5I. 2I3+F. 2I*.)&$D3;*. $D. I%&G. D&**. ?%&*.%?&$++. 2I*.QI$;*.$D.M&*%2*&.,%4?I*+2*&.Q3;;. 7*.
&%3+*'8..


.
3 2011/2012 Acute Never Events (NEs)
.
H81.. PI*.E%23$4%;.(%23*42.L%D*2-.J5*4?-.XE(LJY.'*D34323$4.$D.%.E*B*&.@B*42.XE@Y.3+!..
.


cJ. +*&3$:+F. ;%&5*;-. )&*B*42%7;*. )%23*42. +%D*2-. 34?3'*42. 2I%2. +I$:;'. 4$2. $??:&. 3D. 2I*. %B%3;%7;*.
)&*B*42%23B*.G*%+:&*+.I%B*.7**4.3G);*G*42*'.7-.I*%;2I?%&*.)&$B3'*&+8d1.


.
H8/.. V4.J)&3;./00^F.2I*.E%23$4%;.(%23*42.L%D*2-.J5*4?-.;%:4?I*'.2I*.E*B*&.@B*42+.)$;3?-F.D$;;$Q345.32+.


)&$)$+%;. 34.High Quality Care for All.  @35I2.E*B*&.@B*42+.Q*&*.'*D34*'8. .J.-*%&.$4F. 2I*.E(LJ.
&*)$&2*'. 2I%2.4%23$4%;;-.111.E*B*&.@B*42+.I%'.$??:&&*'. 34./00^e10. X_f.*B*42+.Q*&*.Q&$45.+32*.
+:&5*&-F.b1.Q*&*.G3+);%?*'.4%+$g5%+2&3?.2:7*+Y8.


.
H8H.. W$&. 2I*. /011e1/. ?$42&%?2F. 2I*. C*)%&2G*42. $D. K*%;2I. ):7;3+I*'. %4. :)'%2*'. ;3+2. $D. %. 2$2%;. $D. /_.


E*B*&.@B*42+8/. . PI*.EKL.+2%4'%&'. ?$42&%?2+. D$&. %?:2*F.G*42%;. I*%;2I.%4'. ;*%&4345.'3+%73;323*+F.
?$GG:432-.%4'.%G7:;%4?*.+*&B3?*+.G%4'%2*. 2I*. 34?;:+3$4.$D. 2I*.4%23$4%;. ;3+2.$D. c4*B*&.*B*42+d.
Q32I.?;*%&;-.'*D34*'.?$4+*R:*4?*+.$D.7&*%?IF.38*8.?$+2.&*?$B*&-.X2I3+.'$*+.4$2.?$B*&.+*?2$&+.QI3?I.
%&*.4$2.?$B*&*'.7-.EKL.+2%4'%&'.?$42&%?2+F.*858.)&3G%&-.?%&*.$&.+$?3%;.?%&*.)&$B3'*&+Y8.


.


1
.I22)!eeQQQ84&;+84)+%84I+8:]e&*+$:&?*+eh@42&-V'b_i6HH1^..
/
.C*)%&2G*42.$D.K*%;2I.X/011Y.PI*.;3+2.$D.j4*B*&.*B*42+Z./011e1/8..%B%3;%7;*.%2!.
I22)!eeQQQ8'I85$B8:]e)&$'k?$4+:Gk'Ie5&$:)+e'Ik'3532%;%++*2+e'$?:G*42+e'3532%;%++*2e'Ik1/b_608)'D..


!#







 !"#$%&'"(%)*&+",%-./01/.#$%&'.,**2345"678.,%-.9:%;32-.#$%&'.<*)$&2=1>8'$?.
. .
.


.


H8b. E*B*&.*B*42+.%&*. +$G*QI%2.'3DD*&*42. 34.4%2:&*. D&$G.$2I*&. 34?3'*42+F. 34. 2I*. +*4+*. 2I%2. 2I*-.%&*.
%++:G*'.2$.7*.;%&5*;-.%B$3'%7;*.2I&$:5I.%'I*&*4?*.2$.%B%3;%7;*.5:3'%4?*8..J.E*B*&.@B*42.G%-.
X7:2. '$*+. 4$2. I%B*. 2$Y. G*%4. 2I%2. &*;*B%42. 5:3'%4?*. I%+. 4$2. 7**4. 3G);*G*42*'. $&. D$;;$Q*'.
+:DD3?3*42;-.Q*;;8.


.
H8_.. T:&&*42.)&$?*++*+.2&*%2.E*B*&.@B*42+. 34. 2I*.+%G*.Q%-.%+.+*&3$:+. 34?3'*42+F.QI3?I.G*%4+.2I*-.


%&*. &*)$&2%7;*. 2$. 2I*.T%&*.9:%;32-.T$GG3++3$4.%+.Q*;;.%+. 2I*.E%23$4%;.<*)$&2345.%4'.l*%&4345.
L-+2*GF. %&*. 34B*+235%2*'. 34?;:'345. %. '*2%3;*'. &$$2. ?%:+*. %4%;-+3+F. %4'. &*+:;2345. ;*%&4345. %4'.
%?23$4.);%4+.%&*.G$432$&*'8.


.
H8O.. T$GG3++3$4*&+. %&*. &*R:3&*'. 2$. 34?;:'*. E*B*&. @B*42+. 34. 2I*3&. ?$42&%?2+F. 2$. *4+:&*. %))&$)&3%2*.


&*)$&2345F.%4'.2$.):7;3+I.2I*.4:G7*&.%4'.2-)*+.$D.*B*42+.%44:%;;-F.%4'.D&$G.J)&3;./010F.2$.&*?$B*&.
2I*. ?$+2. $D. 2I*. I*%;2I?%&*. 2&*%2G*42e)&$?*':&*. $D.G$+2. E*B*&. @B*42+. X%;2I$:5I. 2I*-. I%B*. 2I*.
'3+?&*23$4.2$.Q%3B*.?$+2.&*?$B*&-Y8...


.
H8f.. PI3+. &*)$&2. 34?;:'*+. 2I*. '%2%. $4. E*B*&. @B*42+. D$&. M&*%2*&. ,%4?I*+2*&. 34. /011e1/8. .\*. I%B*.


&*?$&'*'.1/.E@+.34./011e1/.%?&$++.O.2&:+2+8.mD.2I*./_.4%23$4%;;-.'*D34*'.2-)*+.$D.E@+F.$4;-.2I&**.
I%B*.7**4.&*)$&2*'.;$?%;;-.':&345.2I*.-*%&.X%+.34'**'.34.2I*.)&*B3$:+.-*%&Y!.


.


Never event Number of incidents 
across Greater 


Manchester - 2011/12


,3+);%?*'.E%+$g5%+2&3?.2:7*.. 1.


<*2%34*'.D$&*354.$7n*?2.. 6.


\&$45.+32*.+:&5*&-. H.


.


Trust Number of Never Events -
2011/12


L%;D$&'.<$-%;. H.


(*4434*.J?:2*. _.


L2$?])$&2. 1.


#$;2$4. 1.


P%G*+3'*. 1.


(*4434*.T%&*. 1.


.
H86.. (%23*42.+%D*2-.'*)*4'+.$4.%.?:;2:&*.$D.$)*44*++.%4'.;*%&43458..VD.+2%DD.D**;.2I&*%2*4*'.%+.%.&*+:;2.


$D.%4. 34?3'*42F. 2I*-.Q3;;.%B$3'.&*)$&2345.+:?I.*B*42+F.QI3?I.*4'%45*&+. 3G)$&2%42. ;*%&4345.7-.2I*.
+-+2*G8. .(&$B3'*&.$&5%43+%23$4+.Q3;;.7*.%2.'3DD*&*42.)$342+.$4. 2I*3&. n$:&4*-. 2$.'*B*;$)345.+:?I.%.
?:;2:&*8. .V2. 3+.)$++37;*.2I%2.2I3+.%4'.$2I*&.D%?2$&+.G%-.34D;:*4?*.2I*.?$G);*2*4*++.$D.&*)$&2345.$D.
E*B*&.@B*42+.34.34'3B3':%;.$&5%43+%23$4+F.%4'.2I*&*.3+.4$.5:%&%42**.2I%2.&*)$&2345.3+.?$G);*2*8.


.
3.9 Next steps:
.
H8^81. PI3+.34D$&G%23$4.I%+.&*?*42;-.7**4.+I%&*'.Q32I.M&*%2*&.,%4?I*+2*&.?;343?%;.;*%'*&+.XD&$G.)&$B3'*&.


%+. Q*;;. %+. ?$GG3++3$4345. $&5%43+%23$4+Y8. . T;343?%;. ;*%'*&+. &*+)$4'*'. B*&-. )$+323B*;-. 2$. 2I*.
34B32%23$4. 2$.+I%&*. ;*++$4+.7*2Q**4.$&5%43+%23$4+. 2$.G%A3G3+*. ;*%&4345F.%4'.Q*.%&*.);%44345. 2$.
D%?3;32%2*.%.D$&:G.D$&.'$345.+$8..J4.%''323$4%;.*%&;-.D$?:+.$D.2I3+.Q$&].Q3;;.7*.2$.*4?$:&%5*.&*)$&2345.
$D.E*B*&.@B*42+F.+$.2I*-.'$.4$2.5$.:4&*)$&2*'.%4'.2I*3&.34B*+235%23$4.)&$B3'*+.D:&2I*&.$))$&2:432-.
D$&. ;*%&4345. %4'. +I%&345. ;*++$4+F. Q32I. 2I*. %3G. 2$. Q$&]. 2$Q%&'+. *;3G34%2345. +:?I. *B*42+8. . PI*.
342*423$4. 3+. 2$. +2%&2. Q32I. %. D$?:+. $4. E*B*&. @B*42+F. 7:2. %;+$. +I%&*. ;*++$4+. $4. $2I*&. +*&3$:+.
34?3'*42+.34.D:2:&*8.


.


!$







 !"#$%&'"(%)*&+",%-./01/.#$%&'.,**2345"678.,%-.9:%;32-.#$%&'.<*)$&2=1>8'$?.
. .
.


.


.


.


.
4 Clinical Commissioning Group Board Nurse Recruitment Process
.
b81.. PI*. TTM. #$%&'. E:&+*. <*?&:32G*42. (&$?*++. Q3;;. &*%?I. ?$G);*23$4. 34. ,%-8. m4. ,%-. ^2IF. %4.


%++*++G*42.?*42&*.)&$B3'*'.%.D$&:G.D$&.2I*.G%n$&32-.$D.TTM.&*)&*+*42%23B*+.2$.2*+2.$:2.2I*.+]3;;+F.
]4$Q;*'5*.%4'.*A)*&3*4?*.$D. 2I*.?%4'3'%2*+.+I$&2;3+2*'.D&$G.%));3?%23$4+. 2$. 2I*.4%23$4%;.%'B*&2.
$4.EKL.n$7+8.


.
b8/.. J;;.M,.TTMZ+.I%B*.?I$+*4.2$.:+*.2I*.n$7.'*+?&3)23$4.2I%2.Q%+.?$;;*?23B*;-.'*B*;$)*'.:+345.2I*.


4%23$4%;. 5:3'%4?*. %4'. %'B3?*. D&$G. 2I*.<$-%;.T$;;*5*. $D.E:&+345.QI3?I. '*+?&37*+. 2I*. 4**'. D$&.
7$%&'.4:&+*+.2$.I%B*.vision, presence, profile and impact.


b8H.. PI*. &$7:+2. &*?&:32G*42. %4'. +*;*?23$4. )&$?*++. Q3;;. )&$B3'*. TTMZ+. Q32I. *B3'*4?*. D$&. 2I*3&.
%:2I$&3+%23$4.)&$?*++8.


.
b8b.. PI*.EKL. l*%'*&+I3). %?%'*G-. %&*. )&$B3'345. %. TTM. 7$%&'. 4:&+*. '*B*;$)G*42. ?$:&+*. D$&. 2I*.


4*Q;-.%))$342*'.7$%&'.4:&+*+.34.$&'*&.2$.*4+:&*.2I%2.;*%'*&+I3).+]3;;+.?$4234:*.2$.'*B*;$).%;$45.
Q32I.2I*+*.4*Q.&$;*+8.


.
b8_.. EKLM,.I%+.+:7G322*'. 2I*.%7$B*.)&$?*++. 2$.EKL.E$&2I.$D.@45;%4'. XE$@Y.%+.%.5$$'.)&%?23?*.


*A%G);*.2I%2.?%4.7*.+I%&*'.Q32I.$2I*&.(TPZ+.%4'.TTMZ+.%?&$++.2I*.E$@8.
.
.
5 Reccomendations
.
_81. EKL.M&*%2*&.,%4?I*+2*&.#$%&'. %&*. %+]*'. 2$.4$2*. 2I*. ?$42*42+. $D. 2I*. &*)$&2. %4'. 2I*. $45$345.


Q$&].


Hilary Garratt
Executive Director of Nursing, Quality and Performance
.


!%
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NHS Stockport Clinical Commissioning Group


Monitoring 2012/13 Performance


Board Report - Key Performance Indicators


Board Date: June 2012 30/04/2012 31/05/2012 30/06/2012 31/07/2012 31/08/2012 30/09/2012 31/10/2012 30/11/2012 31/12/2012 31/01/2013 28/02/2013 31/03/2013


Monitoring Date: April 2012


No. Indicator Detailed Descriptor Type
Plan / 


Actual


12-13 


Plan
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD


Current 


RAG 


Status


Forecast 


RAG Status
Comments


AAAA Example Indicator Example Indicator Example Actual 75% 74.5% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 70.0% 78.1%


PHQ01


Ambulance - Category A 


8 Minute Response Time


Percentage of Category A incidents, which 


resulted in an emergency response arriving 


within 8 minutes. (HQU03_01) 


SHA Actual 75% 76.7% 75.4% 76.0%


PHQ02


Ambulance - Category A 19 


Minute Transportation Time


Percentage of Category A incidents, which 


resulted in a vehicle arriving within 19 minutes 


of the request (HQU03_02)


CCG Actual 95% 94.6% 93.8% 94.2%


PHQ03


Percentage of patients receiving first 


definitive treatment for cancer within 62-


days of an urgent GP referral for 


suspected cancer (SQU05_03)


SHA Actual 85% No data


PHQ04


Percentage of patients receiving first definitive 


treatment for cancer within 62-days of referral 


from and NHS Cancer Screening Service 


(SQU05_04)


CCG Actual 90% No data


PHQ05


Percentage of patients receiving first definitive 


treatment for cancer within 62-days of a 


consultant decision to upgrade their priority 


status (SQU05_05)


CCG Actual 90% No data


PHQ06


Percentage of patients receiving first definitive 


treatment within 31 days of a cancer diagnosis 


(SQU05_06)


CCG Actual 96% No data


PHQ07


Percentage of patients receiving subsequent 


treatment for cancer within 31-days where that 


treatment is surgery (SQU05_07)


CCG Actual 94% No data


PHQ08


Percentage of patients receiving subsequent 


treatment for cancer within 31-days where that 


treatment is an Anti-Cancer Drug Regime 


(SQU05_08)


CCG Actual 98% No data


PHQ09


Percentage of patients receiving subsequent 


treatment for cancer within 31-days where that 


treatment is a Radiotherapy Treatment Course 


(SQU05_09)


CCG Actual 94% No data


Plan 42


Actual No data


Plan 563


Actual No data


Plan 95%


Actual No data


Plan 7.9% 1.6% 1.8% 2.1% 2.4%


Actual No data


Plan 45.2% 44.9% 45.1% 45.3% 45.4%


Actual No data


Plan


Actual No data


Plan 2181 175 175 164 181 160 159 201 188 212 194 176 196


Actual 163


Plan 318 24 28 22 20 15 37 37 31 29 26 23 26


Actual 29


Cancer 62 Day Waits (aggregate 


measure)


PHQ16


2.3.ii 


Unplanned hospitalisation for 


asthma, diabetes and epilepsy in 


under 19s


PHQ12
Mental Health - Care 


Programme Approach (CPA)


Percentage of patients on Care Programme 


Approach (CPA) discharged from inpatient 


care who are followed up within 7 days 
CCG


Rate of emergency admissions episodes in 


people under 19 for asthma, diabetes or 


epilepsy per 100,000 population


CCG


CCG


The proportion of people who complete 


treatment who are moving to recovery.
CCG


PHQ14


2.1


People with Long Term 


Conditions feeling independent 


and in control of their condition 


% of people with a long-term condition who 


are supported byhealth and social care 


services to manage their condition (SQU28) 


PHQ13
Mental Health - Improved access 


to psychological services


Percentage of people who have depression 


and/or anxiety disorders who receive 


psychological therapies (SQU16)


Preventing people from dying prematurely


Mental Health - Crisis Resolution 


Home Treatment


Number of Home Treatment Episodes


(SQU14)


Cancer waits - 31 days


CCG


Enhancing quality of life for people with long term conditions


PHQ10
Mental Health - Early Intervention 


in Psychosis


Number of new cases of psychosis served by 


early intervention teams 


(SQU13)


CCG


PHQ15


2.3.i 


Unplanned hospitalisation for 


chronic ambulatory care 


sensitive consitions (adults)


Rate of emergency admissions for chronic 


ambulatory care sensitive conditions in people 


aged over 18 per 100,000 population


CCG


PHQ11


CCG
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No. Indicator Detailed Descriptor Type
Plan / 


Actual


12-13 


Plan
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD


Current 


RAG 


Status


Forecast 


RAG Status
Comments


CCG Plan 3657 282 298 305 301 290 261 307 291 345 336 304 337


Actual 299


Plan


Actual No data


PHQ19


Percentage of admitted pathways within 18 


weeks for admitted patients whose clocks 


stopped during the period on an adjusted 


basis


SHA Actual 90.0% 93.6% 93.6%


PHQ20


Percentage of non-admitted pathways 


within 18 weeks for non-admitted patients 


whose clocks stopped during the period 


SHA Actual 95.0% 97.4% 97.4%


PHQ21


Percentage of incomplete pathways within 


18 weeks for patients on incomplete 


pathways at the end of the period


SHA Actual 92.0% 94.8% 94.8%


PHQ22 Diagnostic Waits
Percentage of patients waiting 6 weeks or 


more for a diagnostic test.
SHA Actual 1.0% 0.8% 0.8%


PHQ23
A&E - Total Time in the A&E 


Department


Percentage of patients who spent 4 hours 


or less in A&E (HQU10) 
SHA Actual 95% 94.1% 94.3% 94.2%


PHQ24


Percentage of patients seen within two weeks 


of an urgent GP referral for suspected cancer 


(SQU05_01)


CCG Actual 93% No data


PHQ25


Percentage of patients seen within two weeks 


of an urgent referral for breast symptoms 


where cancer is not initially suspected 


(SQU05_02)


CCG Actual 93% No data


PHQ26 MSA breaches 


Number of mixed-sex accommodation 


breaches.


(HQU08)


SHA Actual 0 1 1


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


Actual No data


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


Actual No data


PHQ29 VTE Risk assessment


Percentage of adult inpatients who have 


had a VTE risk assessment on admission 


to hospital (SQU01)


SHA Actual


Plan 1942 462 406 413 661


Actual


Plan 20.2% 5.06% 5.06% 5.06% 5.06%


Actual


Plan 13.9% 3.43% 3.44% 3.49% 3.51%


Actual


Public Health


PHQ30 Smoking Quitters


Number of 4-week smoking quitters that have 


attended NHS Stop Smoking Services


(SQU18)


CCG


PHQ31 Coverage of NHS Health Checks 


% of people eligible for the programme who 


have been offered an NHS Health Check 


(SQU27)


Referral to Treatment Pathways


Cancer 2 Week Waits 


Number of Clostridium difficile infections 


(CDIs), for patients aged 2 or more


(HQU02)


SHA


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


PHQ27


5.2.i
HCAI - MRSA


Number of Meticillin Resistant Staphylococcus 


aureus (MRSA) bacteraemia 


(HQU01)


CCG


PHQ28


5.2.ii
HCAI - CDI


CCG


% of people eligible for the programme who 


have received a NHS Health Check (SQU27)                                                                                                                        
CCG


Ensuring that people have a positive experience of care 


PHQ18
Patient experience of hospital 


care


Patient Experience of hospital care, as 


reported by patients in responses to the Care 


Quality Commission Inpatient Survey


(HQU04)


CCG


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


PHQ17


3a


Emergency admissions for acute 


conditions that should not usually 


require hospital admisson


Rate of emergency admissions of persons 


with acute conditions (ear/nose/throat 


infections, kidney/urinary tract infections, heart 


failure) usually managed in primary care
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No. Indicator Detailed Descriptor Type
Plan / 


Actual


12-13 


Plan
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD


Current 


RAG 


Status


Forecast 


RAG Status
Comments


Plan 35,765 2,924 2,948 2,891 3,036 2,762 2,859 3,056 3,018 3,112 3,047 2,809 3,303


Actual 2,955


Plan 65,203 5,487 5,382 5,764 5,781 5,068 5,657 5,439 5,287 4,643 5,142 5,390 6,163


Actual 5,528


Plan 45,094 3,743 3,688 3,969 3,885 3,415 3,793 3,883 3,558 3,529 3,767 3,583 4,281


Actual 3,152


Plan 55,203 4,409 4,342 4,960 4,943 4,238 4,953 4,853 4,715 4,249 4,224 4,371 4,946


Actual 4,261


Plan 89,620 7,331 7,112 8,014 8,009 6,901 7,999 7,740 7,602 6,864 6,998 7,087 7,963


Actual 6,971


Plan 41,900 3,444 3,280 3,540 3,780 3,185 3,594 3,695 3,645 3,199 3,241 3,380 3,917


Actual 3,233


Plan 92,707 7,826 8,177 7,881 8,023 7,490 7,622 7,848 7,443 7,487 7,421 7,092 8,396


Actual 7,696


Plan 9,950 789 794 832 907 813 874 887 865 740 771 798 880


Actual 935


Plan 89,395 6,467 7,024 7,245 7,552 6,770 7,453 7,825 7,814 7,388 7,474 7,623 8,760


Actual 6,547


PHS16


Numbers waiting on an 


Incomplete Referral to Treatment 


pathway


Number of incomplete Referral to Treatment 


(RTT) pathways at the end of the period 
CCG Actual 17,854 17,726


Plan


Actual


Plan


Actual


Plan


Actual


PHF08
Choice  - Use of Choose and 


Book


Percentage of GP referrals to first outpatient 


services booked using Choose and Book 


(CAB)


CCG Plan 90%


Plan


Actual


Plan


Actual


SQU06_0


1


Percentage of people who have had a stroke 


who spend at least 90% of their time in 


hospital on a stroke unit 


Other Actual 80% 83.3%


SQU06_0


2


Percentage of people at high risk of Stroke 


who experience a TIA and are assessed and 


treated within 24 hours 


Other Actual 60% 14.3%


Plan


Actual


SQU12 Maternity 12 weeks 


% of women in the relevant PCT population 


who have seen a midwife or a maternity 


healthcare professional, for health and social 


care assessment of needs, risks and choices 


by 12 weeks and 6 days of pregnancy. 


Other Actual 90%


Plan


Actual No data


Plan


Actual No data


Stroke indicator 


Diagnostic Activity – Endoscopy 


based tests 


Number of diagnostic non-endoscopy 


test/procedures


First outpatient attendances (consultant-led) 


following GP referral in G&A specialties 


(SRS13)


Number of diagnostic endoscopy 


test/procedures


PHF07


Choice - Bookings to Services 


Where Named Consultant Led 


Team was Available


Percentage of bookings made through 


Choose and Book (CAB) to services where 


there was at least one named clinician listed 


on the system


PHF09
Choice - Use of the independent 


sector 


Percentage of GP referrals to first outpatient


services booked using Choose and Book


(CAB) that are at non-NHS providers 


CCG


REFORM


PHS15


CCG


CCG


CCG


CCG


CCG


OTHER INDICATORS


PHF10 Information to patients


Percentage of patient population who belong 


to general practices where patients are able to 


access their medical records electronically and 


where patients have registered to be able to 


access their medical record electronically


CCG


Diagnostic Activity – Non-


Endoscopy based tests 


PHS14


PHS17 Health Visitor Numbers Number of health visitors (FTE)


PHS11 Elective FFCEs 
Number of G&A elective admissions Finished 


First Consultant Episodes (FFCEs) (SRS15)
CCG


First outpatient attendances (consultant-led) in 


G&A specialties (SRS14)
CCGPHS10 First outpatient attendances 


CCGPHS12 Number of A&E attendances 
Number of attendances at Type 1 A&E 


departments (SRS16 )


PHS06 Non elective FFCEs 


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


appointment in G&A specialties (SRS11)
CCG


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


specialties (HRS06)
CCG


PHS08
Other referrals for a first 


outpatient appointment 


Referrals other than from a GP for a first 


outpatient appointment in G&A specialties 


(SRS12)


CCG


PHS09
First outpatient attendances 


following GP referral 
CCG


RESOURCES 


SRS10_0


1


Delayed Transfers of Care - 


Acute


Number of delayed transfer of care for acute 


adult patients (aged 18+) per 100,000 


population


Other


PHF06 Commissioning development
Percentage of general practice lists reviewed


and 'cleaned'


SQU02 End of Life Care
Percentage of deaths that occur at home (inc 


Care Homes)
Other


Rate of hospital admissions per 100,000 for 


alcohol related harm
OtherVSC26 Alcohol related harm
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NHS Stockport - Contract Risk Report  - April 2012


NHS Providers


Multiple 


Provider 


Agreement


Annual Budget                    


£000


(Under) / Over 


Performance  


M1                               


£000


Forecast Annual 


(Under) / Over 


Performance                                


£000


Performan


ce & 


Clinical 


Risk


Legal 


Risk


Financial 


Risk


Transition 


Risk


RTT Admitted 


95th percentile 


(Feb 12)


62 Day Cancer 


(Feb 12) C-Diff (11/12)


A&E 4 hour wait 


(Apr 12)


Mixed Sex 


Accomodation 


(Mar 12)


VTE 


Assessments 


(Mar 12)


6 Week 


Diagnsotic Wait 


(Feb 12)


Acute and Specialist


Stockport NHS Foundation Trust £141,921 -£94 -£94


Central Manchester University Hospitals FT £26,722 £13 £13


University Hospitals of South Manchester FT £24,693 £7 £7


The Christie FT £15,980 £0 £0
Cardiac & Stroke Services ���� £9,728 £0 £0


Salford Royal NHS Foundation Trust £7,059 £23 £23


East Cheshire NHS Trust £2,744 £78 £78


Pennine Acute NHS Trust £1,958 -£15 -£15


Non-Contract Activity ���� £2,878 £0 £0


BMI - Alexandra Hospital £4,445 £0 £0


Tameside Acute Foundation Trust £1,277 -£10 -£10


Spire Hospitals £0 £0 £0


Alder Hey Children's Trust £795 £0 £0


NWSCT NCAs ���� £486 £0 £0


Trafford Healthcare NHS Trust £383 £0 £0


Southport & Ormskirk NHST £224 £0 £0


Wrightington Wigan and Leigh NHS Trust £485 -£14 -£14


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


South Manchester Private Clinic £298 £0 £0


Weight Management £100 £0 £0


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 £0 £0


University College London Hospitals £10 £0 £0


Lancashire Teaching Hospitals FT £7 £0 £0


Making it Better £650 £0 £0


£243,313 -£13 -£13


Mental Health and Learning Disabilities


Pennine Care NHS Foundation Trust £23,847 £0 £0


Stockport Learning Disability Partnership £933 £0 £0


Secure Services £5,366 £0 £0


Calderstones NHS Trust £813 £0 £0


Cheshire & Wirral Partnership NHST £274 £0 £0


Manchester Mental Health & Social Care Trust £282 £0 £0


Greater Manchester West Mental Health Trust £330 £0 £0


IAPT £252 £0 £0


£32,097 £0 £0


Primary Care


GP & Dental Tier 2 £43 £0 £0


East Cheshire H-Pylori £22 £0 £0


Charter Medical Gastroscopies £194 £0 £0


Alliance MR Imaging £116 £0 £0


IS CATS £1,566 £0 £0


CATS & Tier 2 ���� £79 £0 £0


Community Health Stockport £27,281 £0 £0


Ultrasound Now £334 £0 £0


Central & Eastern Cheshire PCT £124 £0 £0


Tameside & Glossop PCT £91 £0 £0


NHS Manchester £67 £0 £0


£29,917 £0 £0


Patient Transport


NORTH OF ENGLAND PROVIDER OVERVIEW (issued in May 12)RISK ASSESSMENTFINANCIAL PERFORMANCE
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NHS Stockport - Contract Risk Report  - April 2012


NHS Providers


Multiple 


Provider 


Agreement


Annual Budget                    


£000


(Under) / Over 


Performance  


M1                               


£000


Forecast Annual 


(Under) / Over 


Performance                                


£000


Performan


ce & 


Clinical 


Risk


Legal 


Risk


Financial 


Risk


Transition 


Risk


RTT Admitted 


95th percentile 


(Feb 12)


62 Day Cancer 


(Feb 12) C-Diff (11/12)


A&E 4 hour wait 


(Apr 12)


Mixed Sex 


Accomodation 


(Mar 12)


VTE 


Assessments 


(Mar 12)


6 Week 


Diagnsotic Wait 


(Feb 12)


NORTH OF ENGLAND PROVIDER OVERVIEW (issued in May 12)RISK ASSESSMENTFINANCIAL PERFORMANCE


North West Ambulance Trust £7,760 £0 £0


£7,760 £0 £0


Other


Continuing Care £15,861 £0 £0


Other Non NHS £2,035 £0 £0


NHS Funded nursing care £1,821 £0 £0


Reablement £4,535 £0 £0


Individualised Packages of Care £2,821 £0 £0


NWSCT Management Costs £116 £0 £0


Spec. Commissioning Admin £213 £0 £0


£27,403 £0 £0


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


Ageing Well £19 £0 £0


The Stroke Association £16 £0 £0


Beacon Counselling £10 £0 £0


Rainbow Family Trust £4 £0 £0


£435 £0 £0


Hospice and Palliative Care


St ann's hospice £486 £0 £0


Beechwood Cancer Care Centre £258 £0 £0


£745 £0 £0


Total Commissioned £341,670 -£13 -£13 68 68 68 0


6% 28% 13%


21% 12% 19%


74% 60% 68%


Best Case Forecast Worst Case


-£2,013 -£13 £4,487
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Commissioning Budgets - Key Variance and Risk Analysis 


Commissioning Issues & Risks


Risks Narrative Likelihood Impact Risk Score


Worst Case 


Value   £000


Included in 


Forecast / 


Contingency       


£000


Readmissions SFT (Technical)


Contract Term allows for up to  


£0.6m recovery of readmissions by 


SFT


4 4 16 £600 £0


Contract Over-performance
Primarily high cost patients eg 


TAVI / Critical Care
3 4 12 £2,000 £0


Readmissions UHSM
Process not yet initiated by UHSM 


/ NHSM - Assumed £1m at risk.
3 4 12 £1,000 £0


Contract Over-performance
Volumes above contracted level - 


mitigated through contract terms
2 4 8 £2,000 £0


Readmissions SFT (Real)


Contract Term allows for up to  


£0.6m recovery of readmissions by 


SFT


2 4 8 £600 £0
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SFT


CQUIN above 85%


Contracts are funded for CQUIN 


delivery of 85% - this will be 


challenging for Trusts to deliver


2 3 6 £800 £0


Readmissions CMFT
Process not agreed but deduction 


included in contract.
2 3 6 £800 £0


Pathology CRES


NHSGM have negotiated a 20% 


reduction in Pathology prices. 


Normalisation of prices means that 


impact of this by commissioner is 


uncertain


3 2 6 £400 £0


Total £8,200 £0
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Activity Trend 09/10 to 12/13


The charts below set out daily activity levels for each point of delivery. These are based upon calendar days for emergency and working days for planned care.


Each chart shows 3 standard deviation above and below the mean.  


The mean and sd are recalculated  whenever there is a run of 7 consecutive points above or below the mean.


Special cause variation is represented by a single point above or below the 3sd lines and/or 6 consectively increasing / decreasing points.


145
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175
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205


215


225


235


SFT A&E - Average Daily Attendances +/- 3sd
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Contract Challenges, Data Validation and Patient Registration Checks as at M1


The table below summarises claims management delivered by Contract and Performance Unit.


Patient 


Registration     


£000


Data 


Validation     


£000


Contract 


Terms       


£000


Sub 


Total      


£000


Patient 


Registration       


£000


Data 


Validation       


£000


Contract 


Terms       


£000


Sub 


Total        


£000


Stockport FT - antenatal admissions £0 £21 £21


Stockport FT - treat and return angioplasty £0 £14 £14


Stockport FT - Other £0 £19 £19


CMFT £0 £6 £6


UHSM £0 £1 £51 £52


NCA £0 £0


Other Providers £0 £13 £13


Sub Total £0 £0 £0 £0 £74 £51 £0 £125


Readmissions £0 £439 £439


Sub Total £0 £0 £0 £0 £513 £51 £0 £564


Agreed Instigated
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Monitoring 2012-13 Commissioner Performance


Board Report - Key Performance Indicators
Board Date: Jun-12


Monitoring Date: Apr-12


Performance Ratings - Forecast Exception Reports :-


Ref Description Report Status Action Plan Status


SHA Headline  


Measures
3 7 0 PHQ03


Percentage of patients 


receiving first definitive 


treatment for cancer within 62-


days of an urgent GP referral 


for suspected cancer 


(SQU05_03)


In Development Turnaround


Other Operating 


Framework
3 35 1 PHQ05


Percentage of patients 


receiving first definitive 


treatment for cancer within 62-


days of a consultant decision 


to upgrade their priority 


status (SQU05_05)


In Development Turnaround


Previous 


Standards 


Maintained


3 3 0 PHQ23


Percentage of patients who 


spent 4 hours or less in A&E 


(HQU10) 


In Development Turnaround


PHQ28


5.2.ii


Number of Clostridium 


difficile infections (CDIs), for 


patients aged 2 or more


(HQU02)


In Development Turnaround


SQU06_01


Percentage of people who 


have had a stroke who spend 


at least 90% of their time in 


hospital on a stroke unit 


In Development Turnaround


Performance Ratings - In Month


SQU06_02


Percentage of people at high 


risk of Stroke who experience 


a TIA and are assessed and 


treated within 24 hours 


In Development Turnaround


SHA Headline  


Measures
3 1 6


PHQ16


2.3.ii 


Rate of emergency 


admissions episodes in 


people under 19 for asthma, 


diabetes or epilepsy per 


100,000 population


In Development


PHQ17


3a


Rate of emergency 


admissions of persons with 


acute conditions 


(ear/nose/throat infections, 


kidney/urinary tract 


infections, heart failure) 


usually managed in primary 


care


In Development


VSC26


Rate of hospital admissions 


per 100,000 for alcohol 


related harm


In Development
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		Action plan following the Joint Ofsted / CQC Inspection of Safeguarding and Looked After Children Services February 2012
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Action plan following the Joint Ofsted / CQC Safeguarding and Looked After Children Inspection, February 2012.

1.0
Purpose


1.1
To share with the Board the action plan that has been forwarded to the CQC to demonstrate how the organisation is addressing the recommendations listed in the inspection report.

2.0
Context


2.1
Ofsted and CQC have undertaken 10 day announced inspections of all Safeguarding Board Areas over the past three years following Lord Laming’s second review of safeguarding after the death of Baby P in 2007. Stockport are one of the last authorities to be inspected prior to the introduction of a new inspection framework.


Future inspections will be on an annual basis and will be unannounced.


2.1.1
2012-13 inspections will be directed at Local Authorities however multi agency working will be assessed. Health will participate in the process but health services will not be inspected.


2.1.2
2013 onwards the CQC will again be participating in joint inspections and health services will be inspected in respect to safeguarding children.

3.0
Background/Introduction


3.1
This action plan is in response to the CQC report following an announced inspection of safeguarding and looked after children services in February 2012. The CQC also use the visit to undertake a compliance check against the essential standards. The report listed 15 recommendations.

4.0
Resources/Investments


4.1
Investment has been required to ensure the organisation has the statutory post of a Designated Doctor for LAC.

4.2
Investment will be required to address the capacity of the Designated Nurse


4.3
The review of the capacity of the provider LAC team may require additional investment.


5.0
Equalities


5.1
The Looked After Children’s agenda naturally has a differential impact on the protected characteristic of age. This differential impact is objectively justifiable as it is intended to provide support to a vulnerable group, protected under equality legislation. The action plan provides a number of areas where improvements will be made to support vulnerable children.

6.0
Risks


6.1
Though all the actions are being progressed there may be challenges in completing them within the stated time scale.

7.0
Report Context


7.1
As section 2

8.0
Progress to date


8.1
Documented on the action plan.

8.2
The plan has been reviewed by the SHA and will be reviewed again in 3 months.


9.0
Next Steps


9.1
To progress the actions.

10.0
Recommendations


10.1
That the board notes the content of the paper and advises how the 
organisation wishes to monitor the action plan in the future.

Sue Gaskell

Designated Nurse Safeguarding Children and Vulnerable Adults


08 June 2012

Care Quality Commission Recommendations for Action following the Integrated Inspection of Safeguarding and Looked After Children’s Services in Stockport February 2012.

		CQC Recommendation

		Action(s)

		Accountable Service(s)

		Lead Person

		Key Milestones

		Performance 


Measures/Targets

		Progress/Impact



		Safeguarding: Immediately

		

		

		

		

		

		FT

		PCT

		Pennine Care



		NHS Stockport, Stockport NHS Foundation Hospital and Pennine NHS Foundation Trust should review arrangements to ensure that children presenting at the children’s emergency department in need of an urgent mental health assessment can access one swiftly (Ofsted February 2012)




		Current pathway to be reviewed and amended, taking into account the recent opening of the dedicated children’s ED

		PCT

		Alison Caven – CAMHS Commissioner




		Meeting between CAMHS and Commissioner.


Draft paper produced


Meeting with key stakeholders to agree pathway


Pathway confirmed and training agreed to ensure ED practitioners are confident in its use

		Practitioners in children’s ED are able to access appropriate mental health assessments for children presenting with ED urgent mental health needs.


A CAMHS representative will attend the Children’s ED monthly meeting to promote good liaison and address any further operational issues.


Any further issues will be escalated to the CAMHS commissioner if they cannot be addressed at an operational level.




		

		Action completed  20.4.12

		



		Safeguarding: Within 3 months

		

		

		

		

		

		FT

		PCT

		Pennine Care



		The Council and NHS Stockport should ensure that health staff have timely access to key information about children for whom they have safeguarding concerns (Ofsted February 2012)




		The council will undertake 6 monthly audits to whether or not health referrals have been responded to.


NHS Stockport will set up a process for six monthly audits to be undertaken by provider organisations to monitor responses to referrals to social care.

		PCT

		Sue Gaskell


Designated Nurse

		Process formulated.


First audit to be undertaken on May referrals.


Providers have requested that staff note all referrals made in May and the response received.




		Report to Service improvement Board


June 2012

		

		E mail to providers to collect information

		



		The council and NHS Stockport should ensure that dentists are supported to engage with safeguarding arrangements. (Ofsted February 2012)




		To identify the needs of dental practices; To identify/signpost/


Provide information/training as required.

		PCT

		Laura Browse – Primary Care Commissioner Independent Contractors/


Sue Gaskell 




		Meeting with commissioner to agree letter and template to be circulated to practices.


Consultation with LDC


Letter and template circulated to be returned by 31.5.12


Analysis of data


Meeting with LDC training coordinator


12.6.12


Identification of communication pathways available to disseminate safeguarding information/updates




		Training identified by practices to be included in the 2012-13 training programme.


Information to be circulated via the ‘Mouth Piece’ and LDC web site

		

		20.3.12 meeting with commissioner draft letter and template agreed.


LDC supported process 27.3.12


4.4.12 letter and template sent to practices

		



		The council and NHS Stockport should ensure effective communication between the local authoritiy’s out of hours team and other services that operate out of hours, particularly staff at the children’s emergency department at Stockport NHS Foundation Trust Hospital. (Ofsted February 2012)




		To identify the issues that are impacting on effective communication and agree future communication pathways.


To set up monitoring systems to ensure effective communication pathways are in place

		PCT

		Claire Woodford, Named Nurse FT, OOH Service Manager.


Sue Gaskell


Designated Nurse




		Meeting between CW and OOH manager.


Issues identified. OOH manager will attend ED liaison meeting quarterly.


Referrals to OOH agenda item at Health Safeguarding Governance and Assurance group

		There will be effective communication between LA OOH and ED at SHH when there are safeguarding concerns about children and this will be replicated in other providers who may require a response from the OOH team.


ED and other out of hours providers will raise any future difficulties at the Safeguarding Governance and Assurance group.

		

		Completed 28.3.12

		



		NHS Stockport should ensure that the annual health safeguarding report to strategic oversight boards, including the SSCB sets out a clear work programme for the coming year to ensure continuous improvement across the health community. (Ofsted February 2012)


		To identify which strategic boards require access to NHS Stockport’s Annual Safeguarding Report and work programme 


Ensure the report is time tabled as an agenda item.


A half yearly progress report will be provided.

		PCT

		Sue Gaskell Designated Nurse




		Boards identified- 30.4.12


Annual report to be completed


31.5.12


Annual report to be sent to NHS GM


Presented at CCG Board 13.6.12


Presented at SSCB 2.7.12




		All relevant strategic boards have access to NHS Stockport’s annual Safeguarding Report to enable them to continuously monitor improvement activity across the health economy.

		

		Boards identified and requests sent for inclusion on relevant agendas

		



		NHS Stockport, Community Health Stockport and Stockport NHS Foundation Trust should ensure that safeguarding supervision is established across the children’s health community in line with statutory guidance (Ofsted, February 2012)




		Stockport NHS FT (incorporating CHS From 1.4.12) will provide NHS Stockport, as commissioners of children’s services, assurance that they are providing safeguarding supervision in line with statutory guidance.

		PCT/FT

		Judith Morris, Director of Nursing and Executive Board Lead, Stockport NHS FT.


Sue Gaskell Designated Nurse


Commissioners

		FT to target key practitioners within 1 month.


Supervision policy/strategy to be produced by FT.


Evidence provided at annual assurance re compliance.


KPI’s to be included in key staff groups service specifications




		Staff delivering services to children will receive the appropriate model of safeguarding supervision in line with statutory guidance.

		Staff in ED, Speech therapy, Teenage pregnancy midwives, team leaders and champions in midwifery are all now receiving supervision.


Supervision Strategy has been completed 29.5.12


A SOP for different types of supervision is in draft


29.5.12

		KPI in 2012-13 HV and SN services specifications

		



		NHS Stockport and Community Health Stockport should ensure that health visitors and school nurses are recording case work correctly and that observations made during home visits are evaluated appropriately (Ofsted February 2012)




		Stockport NHS FT (incorporating CHS from 1.4.12) will provide NHS Stockport with an action plan that demonstrates what steps have been put in place to ensure these practitioners are recording their case work correctly and evaluate their findings.

		Children and Families Business unit 

		Judith Morris, Director of Nursing and Executive Board Lead Stockport NHSFT.


Jill Beswick


Duncan Weldrake

		Base line audit to be undertaken.


Training to be provided  April – June 12.


Repeat audit 3 months after training completed.


Service specification to include 3 monthly audit requirement.

		Practitioners will record case work that is compliant with professional and organisational standards.   The child’s voice and health journey will be identifiable in the record.

		Audit completed and report produced.


Training sessions commenced

		

		



		NHS Stockport, NHS Greater Manchester and the child death overview panel (CDOP) should ensure effective communication of the trends and outcomes of the panel across the health community.




		To ensure that the information provided in the CDOP annual report 2011-12 is disseminated to front line practitioners and if applicable used to inform or change their practice.


To set up a process to ensure this is repeated annually

		Public health and Designated Doctor CDOP representatives




		Dr Louise O’Connor Designated Doctor

		Briefing sheet circulated to health practitioners via safeguarding team re function of CDOP.


On receipt of annual report the Designated Dr in conjunction with PH rep will produce a briefing sheet which includes relevant findings. 


Briefing will be circulated to relevant heads of service.


Heads of service to action if appropriate.


Recommendation and action shared with other GM CDOP health representative via designated professional meeting.


Des Dr to include in annual work plan

		Inform CDOP of any changes that have occurred within health as a result of any applicable learning from CDOP cases.

		

		12.4.12 briefing re function of CDOP circulated

		



		NHS Stockport should ensure that adult learning disability services are fully compliant with national and local expectations in equipping staff to safeguard children effectively.




		To gain assurance from the local authority, who are the lead commissioners for Adult LD services, that safeguarding is include in the provider contract and that the provider has provided evidence of compliance

		Local Authority Adult Services

		Joan Berrisford/ Barbara Mitchell

		To share NHS Stockport’s Safeguarding Commissioning Policy which includes safeguarding standards and self assessment audit and request the LA use this to ensure Adult LD services are compliant

		NHS Stockport will receive written assurance that adult LD services are compliant with safeguarding children standards.

		

		

		



		Safeguarding: Within 6 months

		

		

		

		

		

		

		

		



		NHS Stockport and NHS Greater Manchester should ensure that children and young people have prompt access to speech and Language therapist services.




		To review the contract and service specification and agree a plan to address the waiting list.

		Primary Care Commissioning

		Alison Caven

		

		To monitor via the contracting process

		

		

		



		LAC: Immediately

		

		

		

		

		

		FT

		PCT

		Pennine Care



		NHS Stockport should ensure compliance with statutory guidance for the health of looked after children and take action to assign the strategic role of designated doctor. (Ofsted February 2012)




		To negotiate with the Chief Executive of Stockport NHSFT, provider of Integrated Children’s Services the [provision of a paediatrician who will undertake this role.

		PCT

		Gaynor Mullins, Interim Managing Director, NHS Stockport

		Discussion with FT


Paediatrician identified.


Service specification and PA’s agreed

		Organisation complies with statutory guidance and has a Designated Doctor who will be formally and strategically accountable for the health of LAC.

		

		Paediatrician in post.


14.5.12

		





		CQC Recommendation

		Action(s)

		Accountable Service(s)

		Lead Person

		Key Milestones

		Performance 


Measures/Targets

		Progress/Impact



		LAC: Within 3 months

		

		

		

		

		

		FT

		PCT

		Pennine Care



		NHS Greater Manchester and NHS Stockport should ensure that contracting arrangements with Stockport NHS Foundation Trust, incorporating Stockport Community Health Service, the provider of looked after children health services, include robust service delivery measures and monitoring arrangements (Ofsted February 2012)




		To draw up a new service specification for the LAC Health Team and to strengthen the service specification of other health professionals who provide services to LAC and to include KPI’s

		PCT

		Alison Caven / Duncan Weldrake

		Meeting(s) between LAC service and commissioner.


Service specification for LAC produced


HV/SN service spec to include relevant KPI




		NHS Stockport as commissioners of services for LAC will be able to monitor service delivery and performance of services providing care to LAC and challenge as appropriate.

		

		Meetings held


14.3.12 18.4.12


6.6.12

		



		NHS Stockport should review the capacity of the designated looked after children nurse role to deliver the improvements programme effectively. (Ofsted February 2012)




		To review the current model of service delivery and how it is resourced.


To develop service delivery options


To implement the preferred model.




		PCT

		Alison Caven / Sue Gaskell

		Service model paper prepared.


Paper presented to acting MD


Agreement to recruit 0.5 Des Nurse LAC


JD produced


HR processes to be followed


Recruitment of a Des Nurse

		The Designated Nurse will have the capacity to deliver the improvement plan effectively.

		

		Meeting 17.4.12 to discuss services model paper.


To recruit 0.5 Des Nurse LAC


JD produced and HR banded 10.5.12

		



		The council, NHS Stockport and Community Health Stockport should ensure all health assessments of looked after children are timely, conducted to a satisfactory standard and actions identified in health plans are robustly monitored (Ofsted February 2012)




		To monitor the requests for IHA’s and report 3-monthly to the Integrated LAC Board


Stockport NHSFT (incorporating CHS) will provide the commissioners with an action plan to demonstrate how they plan to achieve the desired outcome.




		Health LAC service


Children and families Business unit


commissioners

		Sue Gaskell


Designated Nurse LAC


Judith Morris Director of Nursing and Board Lead Stockport NHSF


Alison Caven/Duncan Weldrake

		Quarterly reports to integrated LAC board


Baseline audit of RHA’s


Training based on practice guidance to professionals who complete RHA’s


Re audit of RHA’s post training


Service specifications include regular audit requirement

		Children entering care will have their IHA within 28 days of entering care


The Health Assessment will be a holistic and comprehensive assessment which identifies both actual and potential health issues and concludes with a comprehensive care plan to address these issues which will be monitored. 


Service specifications for relevant services will include a regular audit requirement 




		Audit tool devised based on practice guidance.


Baseline audit of March and April review HA.


Training to practitioners April – June.                         

		Report presented to April Integrated LAC board 

		



		The council and NHS Stockport should ensure good information exchange between health and social care professionals (Ofsted February 2012)




		To undertake a facilitated mapping process and agree the appropriate processes for sharing information.


To explore the benefits of co-location of health LAC team with social care.

		Health LAC service/ key stakeholders

		Sue Gaskell, Designated Nurse


Sue Gaskell/


Dominic Tumelty

		Mapping of information


Agree how information is to be shared


Co locate health LAC team

		To ensure that the Child Health record contains details of all health interventions being provided to the child/young person and that this information is available to the person undertaking the health assessment.




		LAC Nurse Specialist based at Social care 1 day / week 

		Meeting with LA re co location 19.3.12


LAC Key stake holder event held 27.3.12
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Financial Position as at Month 1

1. Introduction

1.1
This report presents the financial position for the CCG as at 30th April 2012 (Month 1).  

1.2
Members are aware that the CCG budgets in 12/13 have been derived from 

an analysis of the PCT budgets which have been separated between CCG, 

NCB and Local Authority (Public Health) in shadow form reflecting the new 

commissioning responsibility post 1st April 2013.


1.3
Members are reminded that 2012/13 is the final year of the PCT and as such 

there is a continued requirement to report the financial position of the PCT on 

a monthly basis during 12/13 to GM Cluster, NHS North and Dept of Health. 

1.4
This report will continue to show the resources allocated to the PCT during 

12/13 so members understand the changing nature of the resources devolved 

to and impacting on CCG budgets. This information is captured in Appendix 1 

where members can see how the PCT budgets have been devolved to the 

new commissioning areas. 

1.5
Having established the overall budget position at PCT level and analysis by 

new commissioner, Appendix 2 sets out the spend position at PCT level so 

members understand the impact on the CCG budget (as set out in Appendix 

3) as it is expected there will be close correlation between PCT and CCG 

positions. The focus of future finance reports will be to provide an explanation 

of the CCG financial position (see Appendix 3) highlighting any inherent risks 

and gaining Board approval to any mitigating actions necessary to ensure we 

deliver our target £917k surplus position in 12/13. 


1.6
In the absence of any actual activity data to Mth 1, the financial position 

reported is broadly in line with plan given our estimates of spend have been 

fixed in line with budgets to Mth 1.  

1.7
The format of this report will continue to be reviewed and will further 

incorporate PCT balance sheet and performance on 30 day ‘Public Sector 

Payment Policy’.

2. CCG Financial Position at Month 1

2.1
The financial position of the CCG as at 30th April 12 is set out in Appendix 3. All references in this section of the report are based on the financial information contained in Appendix 3. 

2.2 The bottom line position for the CCG as at Month 1 shows an underspending of £115k which is in line with plan i.e. this exceeds the £76k surplus amount shown against ‘Reserves – Target surplus’. At this early stage in the year we are forecasting delivery of the £917k target surplus in 12/13. We will make explicit in subsequent reports any risks which may significantly impact on our ability to deliver against this target surplus as we will be closely performance managed against this. 



2.3
NHS & Non NHS Healthcare – the PCT budget for Healthcare Providers is 

£341,670k as shown on Appendix 2 with the CCG element of this at 

£306,289k as shown on Appendix 3. The Appendix 2 figures have been 

referred to here to demonstrate the link between the PCT Healthcare budget 

and the more detailed analysis of this as shown on the contract risk report 

contained within the ‘Contract and Performance Report’ included as a 

separate item on today’s agenda. The contract risk report does not yet filter 

out individual provider information between CCG and NCB and this is 

something that will be developed over the coming months. The CCG budgets 

reflect c90% of the PCT secondary healthcare budget with the difference 

mainly accounted for by the Specialist services contracts which are the 

responsibility of the NCB. 

2.4
Prescribing – the April 12 prescribing data has not yet been published by the 

NHS Business Authority. The April 12 estimated figure reflects April 11 actual 

prescribing uplifted by 1% which is keeping with expected trends. Members 

are asked to note that the prescribing CIP of £1,652k has not yet been 

embedded within the Mth 1 budget and that the Mth 2 budget will therefore be 

reduced to c£47,736k. 

2.5
Reserves - An amount of £20,876k is held in reserves (i.e. Reserves 

£19,959k + £917k target surplus) and this reflects all brought forward 

earmarked reserves, 12/13 proposed investments, contingency sum and 

QiPP amounts not released against expenditure budgets. 

2.6
QiPP – A summary analysis of 12/13 CIP is shown in Appendix 4 

Members will note that we have already embedded and delivered CIP savings 

of £1,604k (23%) against our £6,902k target. Delivery of our CIP target is 

critical to the achievement of the CCG to both deliver against its target 

surplus in 12/13 and also ensure that we have a 2% recurrent surplus going 

forward year on year (i.e. on the assumption that the financial requirements 

set out in the 12/13 DH Operating framework continue).

2.7
Risks – The main areas of risk that the CCG faces in 12/13 in terms of 

impacting on our ability to deliver against the £917k target surplus are:-

		Secondary Care overperformance 

		£1m



		Readmissions 

		£2m



		Prescribing risk

		£0.5m



		Delivery of QiPP

		£2m



		Total Risk exposure

		£5.5m





The above risks can, in part, be mitigated by the contingency reserve (£4.7m 

as shown on App 4) held by the CCG.


The above risks will be closely monitored as we move through the year and 

reported to the Governing Body. 


3. Recommendation


3.1 
The Governing Body is asked to note the financial position of the CCG as at Month 1 (30th April 2012) and forecast at that date.
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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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Appendix 1

		PCT Budget Analysis 12/13																				Appendix 1

																Analysis by new Commissioner

								PCT		Virements		Open				CCG		NCB		NCB		Local Authority

								Budget		Mth 1		PCT								(Public Health)		(Public Health)

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

		Opening Resource Limit						(497,080)								(390,113)		(90,194)		(8,874)		(7,899)

		Anticipated Allocations						0

		(A) - INCOME (RRL)						(497,080)				(497,080)				(390,113)		(90,194)		(8,874)		(7,899)

		(B) - REVENUE EXPENDITURE

		Healthcare Providers:

		NHS Providers						251,049		2,274		248,775				237,772		5,213		4,149		3,915

		NHS Collaborative Comm						55,189		819		54,370				34,455		20,556		10		168

		Non NHS Providers						32,218		(363)		32,581				30,848		380				990

		Independent Providers						3,214		(97)		3,311				3,214

				Sub Total				341,670		2,633		339,037				306,289		26,149		4,159		5,073

		Primary Care:

		GMS & PMS						37,543		0		37,543				3,349		30,744		3,197		253

		Dental Services						14,741		0		14,741				0		14,741				0

		Prescribing						49,388		562		48,826				48,650		0		466		272

		Pharmacy						10,348		0		10,348				0		10,348

		Ophthalmic Services						2,526				2,526						2,526

		Developments						2,719		1		2,718				233		1,860		591		35

				Sub Total				117,265		563		116,702				52,232		60,219		4,254		560

		Reserves						23,072		(3,196)		26,268				19,959		2,731		312		70

		Reserves - Target Surplus						917				917				917

		Managed Services

		Estates						3,043				3,043				2,913		0		0		130

		Admin						10,262		0		10,262				6,952		1,095		149		2,066

				Sub Total				13,305		0		13,305				9,865		1,095		149		2,196

		Hosted Services (NPfIT & Cardiac Network)						851		0		851				851

		TOTAL PCT - REVENUE						497,080		0		497,080				390,113		90,194		8,874		7,899
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Appendix 2

		STOCKPORT PCT - FINANCIAL PERFORMANCE REPORT 2012/13																				Appendix 2

		as at 30th April 2012 (Month 1)

								PCT Financial Position - Month 1														Forecast

								PCT				Budget @		Spend @		Variance						12/13

								Budget				Mth 1		Mth 1		(under) / over						(under) / over

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

		Opening Resource Limit						(497,080)

		Anticipated Allocations						0

		(A) - INCOME (RRL)						(497,080)				0		0		0

		(B) - REVENUE EXPENDITURE

		Healthcare Providers:

		NHS Providers						251,049				20,921		20,908		(13)						(13)

		NHS Collaborative Comm						55,189				4,599		4,599		0						0

		Non NHS Providers						32,218				2,685		2,685		0						0

		Independent Providers						3,214				268		268		0						0

				Sub Total				341,670				28,473		28,460		(13)						(13)

		Primary Care:

		GMS & PMS						37,543				3,129		3,129		0						0

		Dental Services						14,741				1,228		1,228		0						0

		Prescribing						49,388				3,850		3,721		(129)						0

		Pharmacy						10,348				862		862		0						0

		Ophthalmic Services						2,526				211		211		0						0

		Developments						2,719				227		227		0						0

				Sub Total				117,265				9,506		9,377		(129)						0

		Reserves						23,072				(129)		0		129						0

		Reserves - Target Surplus						917				76		0		(76)						(917)

		Managed Services

		Estates						3,043				254		254		0						0

		Admin						10,262				855		829		(26)						0

				Sub Total				13,305				1,109		1,083		(26)						0

		Hosted Services (NPfIT & Cardiac Network)						851				71		71		0						0

		TOTAL PCT - REVENUE						497,080				39,106		38,991		(115)						(930)
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Appendix 3

		STOCKPORT CCG - FINANCIAL PERFORMANCE REPORT 2012/13														Appendix 3

		as at 30th April 2012 (Month 1)

								CCG Financial Position - Month 1														Forecast

								CCG				Budget @		Spend @		Variance						12/13

								Responsibility				Mth 1		Mth 1		(under) / over						(under) / over

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

		Opening Resource Limit						(390,113)

		Anticipated Allocations						0

		(A) - INCOME (RRL)						(390,113)

		(B) - REVENUE EXPENDITURE

		Healthcare Providers:

		NHS Providers						237,772				19,814		19,801		(13)						(13)

		NHS Collaborative Comm						34,455				2,871		2,871		0						0

		Non NHS Providers						30,848				2,571		2,571		0						0

		Independent Providers						3,214				268		268		0						0

				Sub Total				306,289				25,524		25,511		(13)						(13)

		Primary Care:

		GMS & PMS						3,349				279		279		0						0

		Dental Services						0				0		0		0						0

		Prescribing						48,650				3,790		3,661		(129)						0

		Pharmacy						0				0		0		0						0

		Ophthalmic Services						0				0		0		0						0

		Developments						233				19		19		0						0

				Sub Total				52,232				4,089		3,960		(129)						0

		Reserves						19,959				(129)		0		129						0

		Reserves - Target Surplus						917				76		0		(76)						(917)

		Managed Services

		Estates						2,913				243		243		0						0

		Admin						6,952				579		553		(26)						0

				Sub Total				9,865				822		796		(26)						0

		Hosted Services (NPfIT & Cardiac Network)						851				71		71		0						0

		TOTAL PCT - REVENUE						390,113				30,453		30,338		(115)						(930)
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Appendix 4

																				Appendix 4

						Summary of Reserves incl CIP 12/13

						CIP Schemes - PCT All		2012/13								CCG				YTD		CIP not		RAG

								Rec		NR		Total				Element				Savings		delivered		rating

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

						Prescribing		(1,652)		0		(1,652)				(1,652)						(1,652)

						Pathology 20:20		(720)		0		(720)				(720)						(720)

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

						Urgent Care		(744)		0		(744)				(744)				400		(344)

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

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

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

						Collaborative Commissioned		(171)		0		(171)				(171)						(171)

						Total		(4,929)		(2,173)		(7,102)				(6,902)				1,604		(5,298)

						CCG Reserves Held:-										£'000						£'000

						B/fwd Reserves (earmarked & topslices)										5,100

						12/13 Investments not released										12,457

						Financial Stability										3,000

						Planned Savings Reserve										917

						Contingency Reserve										4,700

						Total Reserves										26,174						26,174

																CIP not delivered						(5,298)

																Total CCG Reserves (App 3)						20,876
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Safeguarding Children Annual Report 2011/12 

1.0
Purpose


This is the first annual report for Stockport Clinical Commissioning Group. The purpose of this report is to:

· Update the Governing Body on safeguarding activity during 2011/12


· Advise the Governing Body in respect to the level of assurance provided from services commissioned by the organisation in respect to their safeguarding arrangements.

2.0
Context


2.1
All health organisations have a statutory responsibility to safeguard children. 

2.2      The statutory responsibilities for safeguarding children as identified in Working together to Safeguard Children 2010 were delegated to NHS Greater Manchester during the transition period. 

2.3      Safeguarding arrangements are one of the factors taken into consideration as part of CCG authorisation as CCGs will assume statutory responsibility in 2013. 

3.0
Background/Introduction


3.1
Safeguarding activity has increased by 75% in the past year (source of data SMBC), which has had a significant impact on commissioned services particularly in Community Health Stockport’s health visiting and school nursing services and in Stockport NHS FT around the demand for Child Protection medicals. There are now over a 100 additional children on a child protection plan than 12 months ago and there has  been no increase in health resources to meet the demands this work requires.

3.2      In February 2012 Ofsted and the CQC undertook an announced 10 day inspection of safeguarding and looked after children’s services. This resulted in Stockport health services receiving a judgement of ‘adequate’ in response to its contribution to safeguard children.  

4.0
Resources/Investments


4.1
The current nursing safeguarding resource for safeguarding children, looked after children and vulnerable adults is 1.0 wte Designated Nurse.

4.2      The current medical resource for safeguarding children is a Designated Doctor who is an acute paediatrician with 2pa’s/week to fulfil this role and a Named Doctor who has 0.5pa/week to provide some support to GPs in respect to the safeguarding agenda.


5.0
Equalities


5.1
A review that is currently in process has highlighted that male victims of domestic abuse are not offered the same service as female victims. There will be a recommendation from this review to address this inequality.

6.0
Risks


6.1
Provider Compliance with Safeguarding Standards

           Stockport NHS FT, Community Health Stockport, Mastercall, Cheadle Royal and BMI The Alexandra have all provided evidence in respect to their compliance with the safeguarding standards that are included in their contracts. Cheadle Royal is used infrequently for difficult young people who have been detained under the Mental Health Act and BMI is not used for paediatric services by NHS Stockport, however NHS Manchester have commissioned services. The Designated Nurse has a whole health economy responsibility.

           Compliance in respect to the mental health services provided by Pennine Care NHS FT is monitored by NHS Heywood, Middleton and Rochdale as lead commissioners.

           The outcome of the assurance audits was reported to the Locality Board in November 2011 and action plans were put in place where standards were not fully met. The following actions remain outstanding:


6.1.1   Stockport NHS FT (now incorporating CHS)

· Safer Recruitment – there are gaps in the training of managers and there is not a clear standard operating procedure. The HR and training departments are now addressing this issue. The Safeguarding Board are also monitoring this action as it was identified as a weakness in the section 11 audits which were submitted to the Board.


· There is no guidance in place for staff and managers for employees who are experiencing domestic abuse or processes for dealing with employees who are perpetrators of abuse. The HR department is progressing this action.


· There are still service areas where full compliance with the Roles and Competencies for Health Professionals 2010 are not being met however these professionals have all had some safeguarding training. Plans are in place to address this. 

6.1.2   General Practitioners

It was reported in November that all practices had not returned the audit. This audit did not cover all the safeguarding standards so compliance with safeguarding standards in respect to GP practices remains unclear. The Medical Director was tasked with communicating with those practices that had not engaged.

6.1.3    Mastercall

A number of concerns re compliance were raised in the November report. A review in April showed 7 standards remaining on amber and 1 on red as no progress had been made. A further action plan has been requested for 31.05.12.

The main areas of concern are:


· No guidance or risk assessment is in place that takes into account the management of sexually active young people

· No evidence has been provided in respect to a training strategy being in place or data for the number of staff trained.


· Very limited engagement with the health safeguarding governance group (1 out of 4 attendances). This is their only access to information from the safeguarding board and sub groups.


This information has been shared with the contract lead.


6.1.4    Cheadle Royal

There were no outstanding actions for the hospital


6.1.5    BMI Alexander

This is the first time the hospital has been asked to complete the audit and has highlighted to them that they have not got all the systems and processes in place to meet the safeguarding standards. They have taken this very seriously and are putting together an action plan. As services are not currently commissioned for children then this is not an issue for the Stockport CCG Governing Body.

6.2       Following the Ofsted/CQC inspection an action plan has been put in 
place to address the recommendations. Currently these are on track 
however if there are any unforeseen circumstances the deadlines may 
not be met.


6.3      The Designated Nurse’s role was extended in April 2011 to include 
responsibility for vulnerable adults. This was a new role and the time 
required to fulfil it was unknown. It is very clear that there is insufficient 
capacity for the post holder to meet the requirements of both agendas. 
This was highlighted by the CQC inspector and a recommendation to 
address this included in the recommendations. Until this issue is 
addressed there will be areas of safeguarding which cannot be 
progressed.

 7.0
Report Context

7.1
National Agenda 


7.1.1  The formal relationship and governance arrangements between Safeguarding Children Boards, Health and Wellbeing Boards, Children’s Trusts and CCG’s remains uncertain though it is clear that CCG’s will have a statutory responsibility.

7.1.2   Sir David Nicholson has commissioned the development of an accountability framework for safeguarding to support organisational change in the NHS which is due to be published.

7.1.3  The 2012/13 NHS Operating Framework has tasked the clusters with preparing CCGs for their safeguarding responsibilities.


7.1.4   A revised Working Together to Safeguard Children is expected in the summer and will outline key agencies roles in safeguarding.


7.2     NHS Greater Manchester

7.2.1. The cluster has appointed an associate director to lead and support the development of a robust and streamlined safeguarding service with a number of work streams developing standardised policies, training strategies and assurance processes. The Designated Nurse and Doctor are contributing to these work streams. 

7.2.2   Designated Nurses are currently professionally managed via the cluster which has helped address the increased professional isolation of this post and offered some resilience for periods of annual leave or sickness.

7.3. 
NHS Stockport Clinical Commissioning Group


7.3.1   As a commissioner of services the shadow Stockport CCG must ensure that all providers have in place the appropriate personnel, policies, training strategies and supervision frameworks to safeguard children. 

7.3.2
The current accountability for safeguarding will sit with the Chief Operating Officer.

8.0
Progress to date

8.1
Governance

8.1.1   The Locality Board received three reports last year in respect to children’s safeguarding:

· May 2011 Annual report

· Nov 2011 Update report

· March 2012 Briefing and action plan in respect to Ofsted/CQC inspection

8.1.2   The Designated Nurse chairs a quarterly health safeguarding 
governance and assurance group which is attended by NHS 
safeguarding named professionals and Independent provider leads.


8.1.3   The Designated Doctor and Designated Nurse meet with Dr S Watkins, 
the NHS Stockport executive lead for safeguarding, six weekly to brief 
him in respect to safeguarding issues

.


8.2
Performance

8.2.1
January 2012 the Locality Board ratified the commissioning 
Safeguarding Policy which included safeguarding standards for 
providers. Providers will be asked to return a self-assessment annually,

to include evidence, to support their declaration. This evidence should provide the necessary assurance that the CCG is commissioning services from providers who are fulfilling their safeguarding responsibilities. The results of this year’s audits will be reported in November. 


8.2.2   Due to capacity issues within school nursing a six month trial has been 
agreed with the local authority that if there are school age children, but 
a health visitor is involved with the family and the school nurse is not 
engaged with any of the school age children then only the health visitor 
will attend a case conference. This has released time to deliver more 
face to face contacts with young people. This will be reviewed in July.

8.2.3
The provision of safeguarding supervision to all staff who are caseload 
holders has been identified as a concern particularly in midwifery and 
therapy services. Health Visitors, school nurse and community nurses 
are all receiving supervision. An action plan is in place to address this.


8.2.4
Training is benchmarked against the Roles and Competencies for 
Health care Professionals 2010. CHS has achieved over 80% at all 3 
levels (CQC require 80%), February 2012. Stockport NHS FT are 
compliant at level 1, compliant in key areas at level 2 – all clinical staff 
in the hospital should be trained to this level which is a half day 
training. The current gaps are staff working in adult areas. Level 3 is 
currently below 80% but an event in November will address this.

8.2.5
Three-monthly briefings are held for GP safeguarding leads to support them in this role and to provide relevant updates and education. On average 25 practices are represented. The presentations are circulated to all practices.

8.3
Multi Agency Working


8,3,1
The Ofsted/CQC inspection judged multi-agency working in Stockport to be good.


8.3.2
NHS Stockport is represented at the Safeguarding Board by the Executive Board Lead, Designated Doctor and Nurse and a Public Health representative, attendance by all representatives is good. The NHS providers all have senior representation.

8.3.3 
The Designated Nurse chairs one of the sub groups of the safeguarding board and attends a further three. NHS provider organisations are all represented on the appropriate sub groups and attendance is good.

8.3.4
The Designated Nurse represents the organisation at the Strategic Domestic Abuse Forum. Stockport NHS FT are not represented and this has been raised with their Board lead.


8.3.5
Stockport along with Trafford and Tameside make up a tri partite Child Death Overview panel. This panel considers the deaths of all children up to the age of 18. The purpose is to identify any trends and to promote changes in practice / public health initiatives as a result. The designated nurses of the 3 organisations rotate attendance on a 2 yearly basis, Stockport being the current representative. The Doctors all currently attend, though due to clinical commitments it is more common for only 2 be in attendance. Tameside provide the Public Health representative.


8.3.6
Following the recent Ofsted /CQC inspection the Designated Nurse attends the Service Improvement Board, which has been set up following the inspection to monitor the action plans, and reports health’s progress.


8.3.7
A Public Health lead chairs the group which looks at unintentional injuries in children and provides the Safeguarding Board with relevant data and reports.

8.4
Joint Inspections

As already highlighted and reported to the Board in March a joint Ofsted / CQC inspection of Safeguarding and Looked After Children services was undertaken in February this year. The action plan has been presented to this Board and updates will be provided.


The inspection highlighted issues for the commissioners to address particularly challenging the robustness of commissioning and monitoring arrangements of particular services. As a new organisation the CCG may want to consider if their commissioning would satisfy any future inspection.


8.5
Serious Case Reviews / Domestic Violence Homicide Reviews


8.5.1
There have been no serious case reviews in 2011/12 and all actions relating to previous reviews have been completed and signed off by the Safeguarding Board. 

8.5.2
There is one outstanding action from a management review which was undertaken some time ago which Stockport NHS FT continues to fail to implement. This has been taken to the Board lead of the organisation again by the Designated Nurse and will be escalated to the appropriate meeting in the new structure. The action relates to the use of chronologies in the records of children with complex needs.  

8.5.3
Stockport Safeguarding Board has undertaken a number of multi agency learning reviews in 2011/12. These are reviews where there are concerns in the way agencies have worked together but have not resulted in the death or serious harm of a child. There have been 5 reviews held this year involving health providers. The Designated Nurse attends the panel and has the opportunity to scrutinise the safeguarding practice in the provider organisations. Gaps have been identified, recommendations made and then an action plan drawn up. This action plan is then monitored by one of the Safeguarding Board sub groups of which the Designated Nurse is also a member. When necessary the appropriate commissioner has been briefed in respect to any service concerns. The agencies involved in these reviews have been very open and willing to share their practice and hence the process has been very effective and timely.

8.5.4
A Domestic Violence Homicide review was commissioned in March 2012 by Stockport Safer Partnership. The Designated Nurse has produced the health overview report and is a member of the review panel. There will be a report to the Board when the review is completed. Two general practices and community staff are contributing to this review.

9.0
Priorities for the year ahead 

9.1
To monitor the Ofsted / CQC action plan and provide updates to the 
relevant regulatory bodies.


9.2
To progress the actions identified in the action plan for NHS Stockport 
in conjunction with the relevant leads.


9.3
To monitor the current action plans relating to compliance with safeguarding standards.


9.4
To support the CCG in complying with the safeguarding requirements for its authorisation.


9.5 
To work with relevant commissioners and contract leads to ensure that KPI’s and CQuINS relating to safeguarding are in place.


9.6 
To secure appropriate resources to ensure there is sufficient capacity within the organisation to deliver on the whole safeguarding agenda.


9.7 
To work with the relevant commissioners to ensure that independent contractors are fulfilling their safeguarding responsibilities.


9.8
To identify any emerging safeguarding issues and potential commissioning requirements. 

10.0
Conclusion and Recommendations


10.1
The future architecture of safeguarding remains unclear and the agenda constantly changes in response to local and national issues. It is important that during this transition period the organisation focuses on its safeguarding responsibilities and commissions services from providers that can demonstrate safeguarding children is part of their core business.


10.2    The Board is asked to note the content of this annual report


S Gaskell


Designated Nurse Safeguarding Children


31.5.12 
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1. Introduction

This is the monthly quality report to the shadow CCG Governing Body.


2. Shadow CCG

2.1. NHS Greater Manchester Quality Report 30 April 2012

(Appendix 1)

2.1.1. Quality Accounts – It was noted that commissioners are expected to publish Quality Accounts in June, and that they will be expected to manage the assessment of the QA’s locally.

2.1.2. CQUIN for Harm Free Care (HFC) – This national CQUIN requires all acute and community providers to use the Safety Thermometer tool to submit their data and independent providers are required to commence using it. NHS Greater Manchester is supporting the use of Safety Thermometer to improve HFC both nationally and locally.

2.1.3. 2011/12 Acute Never Events (NE) – there was one NE in Stockport during 2011/12, out of a total of 12 across 6 trusts. Clinical leaders intend to share lessons between organisations to maximise learning for the future. This has been managed through our Serious Untoward Incidents process.

3. Stockport NHS Foundation Trust 

3.1. Stockport NHS Foundation Trust Annual Quality Report 2011/12

(Appendix 2)

SNHSFT had three quality improvement priorities for 2011/12, these were:

3.1.1. To provide Safe Patient Care

The trust achieved all indicators except one, ‘Reduce harm from falls’, in this priority area. 


3.1.2. To reduce Patient Mortality by providing Evidence-based Care


CQUIN targets - Final AQ verification for Quarter 3 data had not been received but based on estimates all indications suggested that all measure groups would be on track at the end of quarter 3.

The trust achieved the national target of 90% for VTE risk assessment. 


The corporate objectives to reduce deaths from Pneumonia or Sepsis by 10% were not achieved, but the focus in these two areas will continue and become incorporated into the overall strategy for mortality reduction.

3.1.3. To provide a good Patient and Family Experience


The trust has shown a marked increase in the achievement of 95% for the Nursing Care Indicators and has made patient engagement a priority during this year. It has also made positive changes to improve the experience for patients with dementia.


3.1.4. SNHSFT has identified two quality improvement objectives for 2012/13:


Patient Safety/ Clinical Effectiveness


Patient and Family Experience


3.2. Stockport NHS Foundation Trust Quality Board Report 24 May 2012

(Appendix 3)

This month’s Board report focuses on the targets that have been set for quality improvements during 2012/13, who the leads for these objectives will be and what action they are intending to take.

4. Child and Maternal Health Observatory Child Health Profile and Commentary

(Appendix 4 and Appendix 5)

4.1. The profile shows that the health of children in Stockport is generally better than, or similar to, the England average. Infant and child mortality rates are similar to average; the percentage of babies with a low birth weight is lower than average, and children in Stockport have lower levels of obesity than average.

4.2. Areas where Stockport benchmarks poorly are as follows:

· Tooth decay: The Health Partnership Board is looking at key areas and is looking for a CCG rep for the Board.

· Smoking in pregnancy: This public health priority requires further action and a report will be shared with the CCG, Maternity and Children’s Board and the public health consultants at the FT before the end of June.

· Alcohol related admissions: There is a strong programme of education in schools that includes DAAW (drugs and alcohol awareness week)

· Injury related and self-harm related admissions: Capacity in this area is an issue. The NICE Guidance recommend employment of a child accident preventions= co-ordinator. Due to funding limitations it has not been possible to progress this. Further work profiling school demographics around self harm will also be done.

5. Action Required

The members are asked to note the report.

6. Appendices


Appendix 1: NHS Greater Manchester Quality Report 30th April 2012

Appendix 2: Stockport NHS Foundation Trust Annual Quality Report 2011/12


Appendix 3: Stockport NHS Foundation Trust Quality Board Report 24 May 2012


Appendix 4: Child and Maternal Health Observatory Child Health Profile

Appendix 5: Child and Maternal Health Observatory Child Health Profile Commentary
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Public Health Offer to Stockport Clinical Commissioning Group


Draft Memorandum of Understanding for 2012/13


		1.

		Purpose 






		1.1

		The purpose of this memorandum of understanding is to establish a working framework for the development of the working relationship between the local Public Health Directorate and the Clinical Commissioning Group for 2012/13.





		1.2

		This memorandum is set within the context of the NHS transition processes and in particular the PH transition of functions and responsibilities to the Local Authority and the transition of PCT duties and functions to the Clinical Commissioning Group and the National Commissioning Board.






		1.3

		This agreement will develop into a final Public Health Offer to Stockport Clinical Commissioning Group and a final offer from Stockport CCG to Public Health for 2013/14.





		2.

		Context






		2.1

		Under the Health and Social Care Act, public health is to transfer at a national level to a new organisation, Public Health England and locally to the Local Authority, Stockport Metropolitan Borough Council (SMBC). NHS Commissioning will lie with Stockport Clinical Commissioning Group and the NHS Commissioning Board (NCB).






		2.2

		The Local Authority will have a duty to provide public health advice to the CCG.






		2.3

		Some aspects of the public health offer are best provided at a local level but where a programme is more efficient or effective will be provided at a sector, GM, regional or national level.





		2.4

		The current authorisation process for CCGs and the Public Health Transition process and plan for Public Health require a robust working relationship during and the after the transition to deliver the right outcomes for local people and patients.






		2.5

		At a local level the CCG, will subject to legislation, be full members of 


Local Health and Wellbeing Boards and will work alongside the Board   and the Public Health Consultant to agree Joint Health and Wellbeing Strategies and to reflect these strategies within the local commissioning plans.






		3.

		Background






		3.1

		The three domains of public health can only be delivered by collaboration across all partners. The three domains of public health are:

· Health Improvement


· Health protection


· Health care public health





		3.2

		During 2012/13 the local Public Health team will prioritise agreed 


organisational objectives, health and wellbeing strategic priorities and programmes to ensure that they are delivered and maintain our ability to tackle health inequalities in order to improve outcomes for local people in addition to planning for and managing the transition.





		3.3

		The local public health function will continue to: 


· Protect the Borough’s health from major emergencies, incidents, communicable diseases, threats and ensure an appropriate response


· Engage with partners including communities to identify and tackle the wider determinants of health and well-being


· Support local people to take responsibility to choose and maintain a healthy lifestyle

· Aim to reduce the number of people living with preventable ill health through prevention, early identification and screening programmes


· Aim to prevent more people from dying prematurely and increase healthy life expectancy.






		3.4

		The Public health Outcomes Framework has been issued (Appendix 2) and complements the NHS and Adult Social Care Outcomes frameworks and outlines key areas for joint responsibility. Within the Public health outcomes framework the CCG is a partner for all domains identified in the outcomes framework but a key area for specific collaboration is to deliver the outcomes relating to Domain 4: Healthcare public health and preventing premature mortality.






		3.5

		The NCB will have a key role in commissioning services and good outcomes in relation to a range of services including screening, immunisation, and child health 0-5 years. The CCG will be a key partner to monitoring and advocacy for equitable uptake and access to these services at a local level alongside the Local Authority.






		3.6

		The ten Directors of Public Health have established a Greater Manchester Public Heath Network and several work programmes are undertaken at this level funded from the local Public Heath budget.






		4.

		The Public Health Offer in Stockport






		4.1

		It is proposed that the specialist public health support to clinical commissioners will be provided by a public health consultant (the Deputy Director of Public Health) employed by the CCG and a team transferring to the Local Authority (as recommended in the DH briefing: appendix 1). From 2013/14 the CCG will recharge the local authority for the consultant’s salary.





		4.2

		The public health consultant will be the Deputy to the Director of Public Health and be part of the Local Authority public health leadership team. They will lead on providing clinical public health advice to the Local Authority, public health training and the public health relationship between the CCG and Local Authority. 





		4.3

		The Local Authority will also commission Dr Gary Cook and the public health team within Stockport NHSFT.





		4.4

		The offer to Stockport CCG is to ensure that the CCG receives appropriate access and benefits of Public health leadership and specialist skills. These include areas such as public health intelligence, epidemiology, surveillance, needs assessment, skills to tackle health inequalities, clinical effectiveness, health protection and commissioning health improvement across clinical and other pathways.





		4.5

		The local and GM team possess staff with generic skills across the ten core public health competencies as determined by the Faculty of Public Health and specialist skills within areas such as infection control and health protection





		4.6

		This offer is a transition offer for 2012/13 and would be subject to refinement and change as the year progresses. 





		4.7

		Public health delivers a number of key priorities for the PCT, which include:

· Joint working with the Health Protection Unit and provision of Health protection response 


· Leadership for Screening and Immunisation


· Leadership for Infection prevention and control


· Leadership for Healthy Lifestyle programmes such as alcohol, tobacco, obesity, sexual health, healthy weight and physical activity


· Developing the health and well being strategy


· Leadership within the Place agenda, focussing on priority neighbourhoods


· Commissioning health improvement services including sexual health, health checks and lifestyle service


· Contributing to early years and leading child health promotion


· Leadership for the NHS Health checks programme and CVD primary prevention and early intervention work


· Leading Oral health promotion


· Leading the Health and Wellbeing Board Development


· Leading on the Joint Strategic Needs Assessment 


· Provision of Public health support to addressing the determinants of poor health in Stockport through joint work with SMBC and other partners


· Leading on the Essential public health Programme (linking to Making Every Contact Count)


· Specialist skills in and delivery of Health needs assessment, health impact assessment, health equity audit and health service mapping.


· Public health support to the CCG/NHS including support to acute commissioning 


· Provision of support to a number of Greater Manchester work programmes.





		4.8

		The Public Health Consultant will lead a team and will:

· Be a member of the governing body of the CCG


· Provide generic public health specialist support and links to each locality clinical lead, and explore opportunities for local GPs, teachers and Councillors to work more closely together in supporting communities. 


· Will provide public health intelligence to assist the CCG to set priorities


· Refresh and share the public health team objectives for 2012/13 including CCG work


· Will continue to support NHS commissioning and objectives within the capacity available which will be agreed with the CCG governing body


· Will involve the CCG as required for the delivery of priority public health outcomes, in particular working through locality leads and public health leads in priority areas.

· Provide support to member practices to enable them to maximise their contribution to disease prevention in areas such as LTCs / CVD etc.


· Support the CCG in developing their role with the Health & wellbeing Board and the Place agenda


· Will ensure that the CCG are actively involved in the development of the JSNA and health & wellbeing Strategy 


· Will support the CCG in aligning CCG plans to the JSNA and Strategy


· Will work with the CCG and lead commissioners to align budgets, contracts and functions to enable smooth transition to receiver organisations in April 2013


· Will ensure local contribution to management of any public health related emergency or incident


· Clinical cost effectiveness: 


· Will support the CCG in developing future EUR processes and procedures and systems for individual funding requests


· Will support the service review and prioritisation processes


· Will support and facilitate joint working with the Local Authority and partners


· Will support the CCG in agreeing commissioning intentions


· Clinical governance: 

· Support the CCG in commissioning for quality and safety

· Provide support to identify gaps and risks around new NICE clinical guidance

· Will provide advice on research development, audit and evaluation.


· Will work with key partners, the NCB and PHE to ensure that the CCG delivers against its public health priorities


· Will support the development of public health skills within the CCG and constituent practices and lead on ‘Making Every Contact Count’.


· Will maintain and develop a skilled multi disciplinary work force that meet agreed standards 


· Work with colleagues to embed the lifestyle service into frontline services towards improving outcomes and reducing demand on treatment services


· Agree a transition Public health offer to the CCG for 2012/13 and a process and agreed offer for 2013 onwards


· Work with the CCG to ensure robust arrangements for Caldicott Guardianship.






		4.9

		The CCG will:

· Contribute to delivering shared public health outcomes for improving health and reducing health inequalities

· Commission to reduce health inequalities and inequity of access to services.


· Ensure that CCG strategies complement partner plans to improve health and reduce health inequalities


· Enable the public health consultant to carry out their role as Deputy Director of Public Health on the Local Authority public health leadership team in providing clinical public health advice to the Local Authority.


· Accept the public health advocacy role of the Deputy Director of Public Health


· Support the public health training scheme by providing experience and projects for trainees


· Be an active partner in the Health and Wellbeing Board 


· Support and contribute to the development of the JSNA and the health and well-being Strategy and use outputs to inform the CCG plans

· Enable access to CCG information systems for the public health intelligence team.

· Ensure that early intervention, primary and secondary prevention is within care pathway redesign and development


· Ensure that member practices maximise their contribution to disease prevention – for example by taking every opportunity to undertake the Health Checks, address smoking, alcohol, and obesity in their patients and by optimising management of long term conditions.


· Support ‘Making Every Contact Count’


· Work with the Director of Public Health to develop Locality based support to communities.


· Support the inclusion and monitoring of health and wellbeing priorities within NHS contracts and plans


· Embed public health priorities within the CCG strategic plan.


· Work jointly on public health programmes that require relevant action from the CCG 


· Ensure that the CCG is aware and ready to respond to any emergency or health protection incident and will participate in exercises to test systems 


· Nominate Clinical Directors to support prescribing relating to infectious disease outbreaks and work with the health protection team to ensure resilience around the management of outbreaks. 


· Work collaboratively to develop intelligence and insight about health and healthcare in Stockport.

· Identify a Caldicott Guardian and Deputy.











Appendix 1 – Department of Health Briefing December 2011

Public health advice to NHS commissioners


Strategic planning: assessing needs


Public Health 


Public health advice to NHS commissioners


Examples


· Supporting clinical commissioning groups to make inputs to the joint strategic needs assessment and to use it in their commissioning plans


· Joint strategic needs assessment and joint health and wellbeing strategy with clear links to clinical commissioning group commissioning plans


· Development and interpretation of neighbourhood/locality/practice health profiles, in collaboration with the clinical commissioning groups and local authorities


· Neighbourhood/locality/practice health profiles, with commissioning recommendations


· Providing specialist public health input to the development, analysis and interpretation of health related data sets including the determinants of health, monitoring of patterns of disease and mortality


· Clinical commissioners supported to use health related datasets to inform commissioning


· Health needs assessments for particular conditions/disease groups – including use of epidemiological skills to assess the range of interventions from primary/secondary prevention through to specialised clinical procedures


· Health needs assessments for condition/disease group with intervention/commissioning recommendations


Strategic planning: reviewing service provision


Public Health in Local Government: Public health advice to NHS commissioners


Public health advice to NHS commissioners


Examples


· Identifying vulnerable populations, marginalised groups and local health inequalities and advising on commissioning to meet their health needs. Geo-demographic profiling to identify association between need and utilisation and outcomes for defined target population groups, including the protected population characteristics covered by the equality duty


· Vulnerable and target populations clearly identified; public health recommendations on commissioning to meet health needs and address inequalities


· Support to clinical commissioning groups on interpreting and understanding data on clinical variation in both primary and secondary care. Includes public health support to discussions with primary and secondary care clinicians if requested


· Public health recommendations on reducing inappropriate variation


· Public health support and advice to clinical commissioning groups on appropriate service review methodology


· Public health advice as appropriate


Strategic planning: deciding priorities


Public Health in Local Government: Public health advice to NHS commissioners


Public health advice to NHS commissioners


Examples


· Applying health economics and a population perspective, including programme budgeting, to provide a legitimate context and technical evidence base for the setting of priorities


· Review of programme budget data


· Review of local spend/outcome profile


· Advising clinical commissioning groups on prioritisation processes – governance and best practice


· Agreed clinical commissioning group prioritisation process


· Work with clinical commissioners to identify areas for disinvestment and enable the relative value of competing demands to be assessed


· Clear outputs from clinical commissioning group prioritisation


· Critically appraising the evidence to support development of clinical prioritisation policies for populations and individuals


· Clinical prioritisation policies based on appraised evidence


· Horizon scanning: identifying likely impact of new National Institute for Health and Clinical Excellence guidance, new drugs/technologies in development and other innovations within the local health economy and assist with prioritisation


· Public health advice to clinical commissioners on likely impacts of new technologies and innovations


Procuring services: designing shape and structure of supply


Procuring services: planning capacity and managing demand


Public Health in Local Government: Public health advice to NHS commissioners


Public health advice to NHS commissioners


Examples


· Providing public health specialist advice on the effectiveness of interventions, including clinical and cost-effectiveness (for both commissioning and de-commissioning)


· Public health advice on focusing commissioning on effective/cost-effective services


· Providing public health specialist advice on appropriate service review methodology


· Providing public health specialist advice to the medicines management function of the clinical commissioning group


· Public health advice to medicines management, for example ensuring appropriate prescribing policies


· Providing specialist input to the development of evidence-based care pathways, service specifications and quality indicators to improve patient outcomes


· Public health advice on development of care pathways/specifications/quality indicators


· Public health advice on modelling the contribution that interventions make to defined outcomes for locally designed and populated care pathways and current and future health needs


· Public health advice on relevant aspects of modelling/capacity planning


Monitoring and evaluation: supporting patient choice, managing performance and seeking public and patient views


Public Health in Local Government: Public health advice to NHS commissioners


Public health advice to NHS commissioners


Examples


· Public health advice on the design of monitoring and evaluation frameworks, and establishing and evaluating indicators and benchmarks to map service performance


· Clear monitoring and evaluation framework for new intervention/service public health recommendations to improve quality, outcomes and best use of resources


· Working with clinicians and drawing on comparative clinical information to understand the relationship between patient needs, clinical performance and wider quality and financial outcomes


· Providing the necessary skills and knowledge, and population relevant health service intelligence to carry out health equity audits and to advise on health impact assessments


· Health equity audits


· Public health advice on health impact assessments and meeting the public sector equality duty


· Interpreting service data outputs, including clinical outputs


· Public health advice on use of service data outputs


The National Child Measurement Programme


The National Child Measurement Programme (NCMP) annually weighs and measures children in reception year and year six in maintained schools in England. The NCMP provides high-quality, locally reliable data on child overweight and obesity levels and trends. This surveillance data is key to improving our understanding of overweight and obesity in children and is used both locally and nationally to inform the planning and development of policy and programmes. It also provides an opportunity to raise public awareness of child obesity and to assist families to make healthy lifestyle changes through provision of a child’s result to their parents.

The quality and reliability of the data gathered through the NCMP is dependent on sustaining a high participation rate within every area, and on the data being collected in a consistent way. This ensures: a complete picture of the national prevalence of child obesity; consistency of data between areas; local data that is as robust as possible; and year-on-year, allows reliable statistical comparisons to be made.

To ensure that the quality of the data is maintained, in addition to giving local authorities funding and power to deliver the NCMP as part of their local public health responsibilities, the Government will mandate the collection and return of NCMP data so that the programme can continue to successfully fulfil its public health surveillance function.


NHS Health Check Assessment


The NHS Health Check programme is for people in England aged 40 to 74 and aims to prevent heart disease, stroke, diabetes and kidney disease, which account for a significant burden of ill health and premature mortality. It is a risk assessment and risk management programme, and both elements are important. Those receiving a NHS Health Check risk assessment need to be supported to manage their risk through appropriate follow-up. The Government intends to mandate local authorities to offer everyone eligible between the ages of 40-74 a Health Check assessment every five years. While the provision of lifestyle advice and interventions will not be mandated, there is an expectation that local authorities will commission appropriate services and ensure that the NHS Health Check assessments are adequately followed up.

Local authorities will need to work closely with clinical commissioning colleagues to ensure that people identified as high risk through their assessment, or requiring additional testing or medical interventions are provided with the services they need. This is an area that the health and wellbeing board may wish to focus on to ensure that there is a well-integrated system, where checks are properly followed up by appropriate treatment.


Public Health in Local Government: Public health advice to NHS commissioners
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Appendix 2 Public Health Outcomes


The overall goals of the Public Health Outcome Framework are;


· Increasing healthy life expectancy


· Reducing health inequalities


These are supported by a framework of indicators to ensure the Health and Wellbeing Strategy is on track and to help prioritise where action will have the biggest impact quickest. The framework is summarised in figure 1.
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		Extract from Public Health Risk Register Report


(risks relevant to the Memorandum of understanding)





		

		

		



		Key to Risk Status 
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High Level 


Score of 6 or 9
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Medium Level


Score of 3 or 4
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Low Level


Score of 1 or 2
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Not yet rated


N/A




		

		





		

		

		

		

		

		

		

		

		

		

		



		Category

		Risk Title

		Risk Description

		Risk Matrix

		Impact

		Likelihood

		Score

		Status

		Existing Internal Controls & Actions

		Managed By

		Target Date



		Information Management

		Technical barriers causing delays or preventing access to information

		(e.g. IT systems access / specific databases) affecting Stockport and GM 

		[image: image6.png]





		High

		High

		9

		[image: image7.png]





		North West Group focussing on the technical side. 


GM Public Health part of workplan - feeding into the national work. 


Action 1: Review Information sharing protocols 


Action 2: Policies and procedures between the LA and PCT may need to be aligned 

		Eleanor Banister (PCT); 


Jerry O’Keefe (PCT)


Andrea Stewart


Adrian Davies 

		 30- Oct - 2012



		Performance Management

		Delivery of key outcomes 

		Loss of momentum on addressing health inequalities and other key outcomes as a result of organisational change

		[image: image8.png]moact






		Medium

		Medium

		4
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		Robust commissioning 


H&WB Performance Framework monitoring arrangements 


The Place Board Performance Management arrangements 


Action 1: Regular monitoring of performance reports 


Action 2: Could look at establishing a working group to develop this area 

		Steve Watkins 


Donna Sager

		 31-Dec-2012



		Performance Management

		Different performance frameworks and systems

		Challenges in m managing the complexities between different performance frameworks and systems

		[image: image10.png]moact






		Medium

		Medium

		4

		[image: image11.png]





		Integration of structures and intelligence mapping of intelligence users 


Action: Could establish a working group to look at developing this area. 

		Eleanor Banister (PCT); Andrea Stewart

		 30-Oct 2012



		Contracts

		Contract Monitoring 

		 Reduction in monitoring and performance management of contracts with FT
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		High

		Low

		3
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		Current PCT Contract Management 


Action 1. LA to establish area of responsibility within Council 


Action 2. LA to ensure skills and capacity exist to manage contract 


Action 3. Consider any AGMA proposals re contract monitoring 

		Donna Sager 


Jerry O’Keefe 

		31-Oct-2012



		Finance

		Commissioning arrangements with CCG not finalised

		The contractual relationships with PCT will cease in 2012/13 and new arrangements are to be confirmed. 
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		High

		Low

		3
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		PCT Contract Management Controls and Monitoring. 


Action 1: PCT to provide copies of contracts to the LA 


Action 2:  LA to establish any implications on Service Delivery 

		Andrea Boulton; Mike Halsall; Michael Cullen  

		31-Oct-2012



		Estates

		Risk of penalties from the cancellation of the lease for


 Regent House

		 Impact on exiting budget and may result in reprioritisation of programmes  



		[image: image16.png]





		Low 

		Low 

		1
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		 Action: Confirm position of LA as part of the estates and finance group 

		Michael Cullen


Gary Jones 

		 31-Oct-2012



		 Service delivery

		Screening

		QA may slip as a result of organisational change and uncertainty
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		High

		Medium

		6
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		Action: Ensure active monitoring of all screening QA

		Vicci Owen-Smith

		31-Mar-2013



		Service delivery

		Emergency planning

		Emergency plans are not fit for purpose and/ or have been inadequately tested and trained out.

		[image: image20.png]





		High

		High

		9
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		Action 1: LA testing civil resilience & emergency plans with leadership team in LA

Action 2: work with civil contingency lead to develop assurance documentation


Action 3: David to provide assurance via Steve of CCG/ PCT resilience


Action4: Utilise GM documentation

		Steve Watkins

		



		 Service delivery

		Research development

		Systems are inadequate to support research
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		Low

		Low

		1
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		Action 1: CCG to develop its research development arrangements


Action 2: Link with LA R&D support

		Vicci Owen-Smith


Donna Sager

		31-Oct-2012



		Service delivery

		EUR

		IF and clinical policy decisions fail to meet time standards due to lack of quoracy

		[image: image24.png]





		Med

		High

		6

		

		Action: CCG to ensure that clinical quoracy is maintained

		Tim Ryley

		13-June-2-12



		Service delivery

		Lifestyle services

		Commissioning of public health services fail to meet service standards and targets as a result of organisational change and uncertainty
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		Med

		High

		6

		

		Action: Review and note gaps in commissioning and issues arising from transition workload

		Steve Watkins 

		



		Service delivery

		Outbreak management/ control

		There maybe limited resources in the event of an outbreak due to transitional changes that have occurred and that may occur in the future
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		High

		High

		9
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		Action 1: To ensure that all contracts with provider organisations have a statement that says in the event of an outbreak of communicable disease that assistance (clinical / non clinical) will be provided (as required / requested)


Action 2: To ensure that within the Core Offer to the CCG that Health Protection and outbreak management is included to provide assistance (clinical / non clinical) as required / requested

		Sarah Turner/ Vicci Owen-Smith

		



		Service delivery

		Outbreak management/ control

		Having adequate admin resource may be an issue during and after transition in the event of a communicable disease
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		High

		High

		9
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		Action 1: To ensure that HP&COI Admin staff are aware of their responsibilities in the event of an outbreak


Action 2: To ensure that training is given to PH admin staff should they be needed in the event of an outbreak


Action 3: To ensure that SCCG / providers are able to provide any resources required and requested of in the event of an outbreak (indicated in contracts and core offer)

		Sarah Turner

		



		Service delivery

		Outbreak management/ control

		Process for ‘mopping up’ cases/  blood tests / swabs / drug dosing following an outbreak of communicable disease is not defined
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		High

		High

		9
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		Action 1: Develop options within CCG

		Vicci Owen-Smith

		





Existing Public Health risks on PCT risk register and suggested actions

		Reference

		Current wording

		Current Score (1-25)

		Suggested action



		0237

		The Commissioning of effective strategies to reduce Healthcare Associated Infections (HCAI) are inadequate

		5

		Remove



		0238

		Influenza viruses or other emerging infections result in significant additional morbidity and mortality and in disruption to the life of the local community.  

		3

		Remove 



		0239

		Emergency plans are ineffective due to inadequate training and testing with partners 

		6

		Amended wording in new risk register



		0256

		Take up of immunisation programmes drops below levels required to provide protection to the population 

		6

		Remove: outcome failure



		0257

		Quality of existing screening programmes is inadequate 

		6

		Amended wording in new risk register



		0230

		Reduced effectiveness of smoking cessation services and tobacco control 

		8

		Remove: outcome failure



		0231

		Variations in take –up of key health improvement messages 

		8

		Remove: outcome failure



		0234

		Inappropriate use of drugs and alcohol 

		12

		Remove: outcome failure



		0267

		The local authority and other public sector bodies are not adequately engaged in the public health agenda. 

		8

		Remove



		0232

		Declining levels of physical exercise across the population 

		8

		Remove: outcome failure



		0233

		Poor diet and nutrition contributing to increased levels of obesity

		6

		Remove: outcome failure



		Ellen’s risks



		0254

		Increasing levels of sexually transmitted diseases 

		5

		Remove: outcome failure



		0261

		Inadequate levels of research are taking place to support future 

		12

		Amended wording in new risk register



		0266

		Frontline staff in partnerships inadequately engaged or trained to support promotion of healthy lifestyles 

		4

		Amended wording in new risk register
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Summary of NHS 111 Procurement Strategy for Clusters / CCGs 
 
MAY 2012 


 
Purpose 
 
The 111 Programme Board received and approved a Procurement Strategy paper 
incorporating the 111 Service Specification at its meeting in February 2012.  By its 
nature the paper contains much information that is commercially sensitive, especially 
at a time when the 111 procurement process is underway. 
 
This summary paper is intended to provide CCGs / Clusters with the information 
required to include the 111 Service within their business plans for 2013/14 and to 
share the expected financial impact / business case. 


Background 
 
The development of 111 as a new national NHS service, providing a telephone 
advice line for patients with urgent health problems which require assessment but 
which are not so serious as to require a 999 call, was identified in the White Paper, 
Liberating the NHS. The service will be available free to callers, 24 hours a day, 7 
days a week, 365 days a year and will absorb most of the calls currently going to 
NHS Direct and our GP out-of-hours services. 
 
The North West PCT Clusters have commenced a process to procure 111 services 
that will be operational by 21st March 2013 at the latest in line with the national 
deadline. 
 
Engagement 
 
The need for robust engagement with Clinical Commissioning Groups, and other 
stakeholders, has been highlighted by the Department of Health and has been well 
recognised locally. We have undertaken a programme of engagement with Clinical 
Commissioning Groups working with local 111 and Urgent Care Leads. 
 
A procurement options paper was circulated to CCGs and PCTs in October 2011 for 
consideration and decision with regards to preferred procurement footprints for the 
111 service.  Feedback indicated a preference for 3 supra regional lots: 
 
Cheshire & Merseyside,  
Lancashire & Cumbria, 
Greater Manchester; and  
a whole North West footprint.   
 
The tender was issued to the market on 13th March 2012 on this basis.  Bidders can 
only bid for the fourth, whole North West lot if they are bidding for each of the other 
three lots, and their bid will only be considered if they are ranked first or equal first in 
each of the other three lots. 







 
Activity Modelling 
 
Activity has been forecast based upon known existing activity, for GP Out of Hours 
services and NHS Direct core service (which will cease to exist with effect from 21st 
March 2013), and estimated additional activity, new demand based on experiences 
from pilots both locally and nationally, and potentially transferring to 111 from other 
existing services e.g. non urgent calls to the 999 service. 
 
The forecast activity levels for the procurement, at lot level are: 
 


Footprint /Year 2013/14 2014/15 2015/16 
    
Cheshire & Merseyside 724,559 771,635 795,173 
Cumbria & Lancashire 644,220 682,648 701,862 
Greater Manchester 836,023 887,949 913,912 
    
Total 2,204,802 2,342,232 2,410,947 


*Calls do not include existing OOH’s calls for St Helens 
 
 
 
Financial Modelling / Risk Profile 
 
Financial modelling has been undertaken on the above anticipated call volumes for 
111 services. The financial modelling has looked at a number of factors, covering:  


 
• historic activity and trend analysis for calls to GP out-of-hours services, which 


will transfer over time to 111 services; 
• historic activity and trend analysis for calls to NHS Direct, which will transfer 


over time to 111 services; 
• assumptions around 999 call volumes that may transfer to 111 services over 


time; and 
• increased call volumes to 111 services in response to national and local 


advertising campaigns. 
 
A do nothing cost has been calculated based on the default cost of PCT Clusters 
opting into NHS Direct to provide a service based on the cost of £13 per call 
identified by the Department of Health. The cost of the do nothing option significantly 
exceeds the current cost envelope range. As such, the do nothing option is not 
viable. 
 
 
 
 
 
 
 
 
 
 
 







 
    2013/14 2014/15 2015/16 
Forecast Activity Calls 2,204,802 2,342,232 2,410,947 
Existing Funding (OOH & NHS D 
Estimated) £000's 12,900 12,900 12,900 
          
Do Nothing (NHS D Provide at £13/call) £000's 28,662 30,449 31,342 
Do Nothing Shortfall / Required system 
Savings £000's 15,762 17,549 18,442 
  


 
      


Procurement (ceiling £8 per call) £000's 17,638 18,738 19,288 
Procurement Shortfall / Required System 
Savings £000's 4,738 5,838 6,388 
 
 
The actual cost of the service will be dependent upon the responses received to the 
ITT.  The ITT identifies a maximum price ceiling equivalent to £8.50 per call and 
target price of £7.50 per call. The table above shows anticipated costs of the ‘do-
nothing’ or default option and a mid-point figure of £8 per call for the procured 
solution.  Also shown is the shortfall from existing funding for both options which will 
be required from savings generated from the wider Urgent Care system across the 
term of the 111 contract. 
 
A number of assumptions in addition to those in respect of the activity have been 
made within these figures: 
 


• release of funding from the NHS Direct core (0845 46 47) service 
• ability to release and level of funding to be released from call handling and 


triage from existing Out of Hours service providers 
• cost per call of procurement will not exceed £8 (tender ceiling £8.50) 


 
Areas of potential benefit to patients and cost savings have been identified by the 
national 111 pilot sites. These include reductions in A&E attendances, non-elective 
admissions and NWAS green 3 and 4.  Based on the experience of pilot sites these 
savings are estimated to be in excess of £6,000,000 per annum. These are 
considered alongside estimates of current cost to identify the financial risk 
associated with procuring local 111 services to establish a financial benefit and risk 
profile for the procurement. This shows there is a degree of residual potential risk 
dependent upon the actual delivery of system savings. However, this is significantly 
less than the financial risk associated with the do nothing option (i.e. opting into NHS 
Direct providing 111 services). 
 
The degree of potential risk and benefit is influenced by the ability to deliver system 
cost savings, the ability to extract telephony costs from GP out-of-hours contracts 
and funding released from the contract with NHS Direct being passed back to local 
Commissioners. 
 
The ability to deliver some of the above will increase over time (e.g. when GP out-of-
hours contracts are re-procured). 
 
 







 
 
Procurement 
 
Within the North West, 111 services will be procured against a common service 
specification across the PCT Clusters. The service specification was based on the 
National Specification and was widely consulted on across the North West.  The 
procurement strategy is driven by three factors that have emerged from discussions 
with stakeholders, namely the need for: 
 


• ensuring services are able to reflect local requirements; 
• scale in order to deliver efficiency and resilience; and 
• a need to avoid discrimination in recognition that there are both large and 


small providers currently operating in the market. 
 
The evaluation process will be conducted to ensure bids are evaluated to ascertain 
the most economically advantageous tender (MEAT), including a significant 
emphasis on quality and operational requirements. 
 
The evaluation of bids at a macro level will be structured around the following award 
criteria, after general assurance processes have been undertaken to ensure that 
Bidders are financially and commercially sound; 
 


• service delivery and performance, structured around assessment of Bid 
technical and quality proposals; 


• cost and affordability; and 
• acceptance of terms and conditions of the contract. 


 
Cost and affordability versus the added value component of the service delivery and 
performance will be structured with a weighting of 40% for Finance and 60% Service 
Delivery and Performance.  
 
Each Cluster / CCG has nominated clinicians and managers to evaluate each lot on 
their behalf. A panel of subject matter experts has been agreed to evaluate the 
specialist areas (technology, HR, finance etc) Evaluation training has taken place for 
the nominated representatives.  Arrangements are in place for remote evaluation, 
moderation and bidder interviews during late May and June 2012. 
 
Preferred Provider / Award process 
 
The tender process will lead to the identification of a preferred bidder for each lot.  
Based on the moderated evaluation and bidder interviews a recommendation 
regarding preferred provider(s) will be reached.  Each Cluster lead will communicate 
the recommended preferred bidder to their respective CCG/PCT Cluster boards and 
seek authority to accept or reject the recommendation prior to presentation of the 
recommendation to the North West Programme Board on 26th July.  Cluster leads 
/ Programme Board members are expected to have made arrangements to have the 
authority to reach a decision on behalf of their Cluster / CCGs at the Programme 
Board meeting. 
 







Following the acceptance / rejection of the recommendation by the 111 Programme 
Board, outcome letters will be issued to bidders, and subject to contract finalisation, 
mobilisation will commence in September 2012. 
 
Recommendations 
 
Boards are requested to note the contents of this paper, and in particular the 
financial assumptions, risk profile, procurement, evaluation and award processes 
outlined. 
 
Boards are requested to include the 111 Service in their financial plans and business 
modelling for 2013/13 onwards, and note the estimated required systems savings 
 
Boards are requested to continue to support the 111 Programme in the North West 
through continued engagement with the Programme and through support for 
development of the infrastructure required to successfully deliver the required 
systems savings. 
 
 
 
 
Chris Endersby 
North West 111 Programme Manager 
04 May 2012 
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Health and Wellbeing Integrated Commissioning Board

– 5 March 2012



HEALTH & WELLBEING INTEGRATED COMMISSIONING BOARD

		Meeting:

		5 March 2012



		At:

		2.00 pm





PRESENT


Mike Greenwood – Chair of NHS Stockport (Chair) in the Chair

Councillor John Pantall – Executive Councillor (Adults and Health), Stockport Council (Vice Chair)


Jane Crombleholme – Non-Executive Director, NHS Stockport


Councillor Sue Derbyshire – Executive Councillor (Finance), Stockport Council


Also In attendance

		Michael Cullen

		-

		Strategic Accountant (Adults and Communities), Corporate and Support Services, Stockport Council



		Steve Houston

		-

		Corporate Director for Corporate and Support Services, Stockport Council



		Gary Jones

		-

		Interim Director of Finance, NHS Stockport



		Councillor Tom McGee

		-

		Chair, Health Scrutiny Committee



		Gaynor Mullins

		-

		Interim Managing Director, NHS Stockport



		Sarah Newsam

		-

		Head of Health and Wellbeing, Stockport Council



		Gill Walters

		-

		Integrated Commissioning Policy Co-ordinator, Stockport Council



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		

		

		



		Dr Stephen Watkins

		-

		Director of Public Health



		Andrew Webb

		-

		Corporate Director for People, Stockport Council



		

		

		





Apologies


Apologies for absence were received from Terry Dafter and Ranjit Gill.

1.  MINUTES

The Minutes (copies of which had been circulated) of the meetings held on 20 December 2011 were approved as a correct record.

2. MATTERS ARISING


(i)
Pooled budget for Learning Disability Services – Update (Minute 6 (ii) of 20 December refers)

RESOLVED – That the Corporate Director for People be requested to provide members with a brief update on the transformation project on the Learning Disability Service attached with the Minutes with a more complete report to the next meeting.

(ii)
Public Health (Minute 9 (ii) of 20 December refers)

RESOLVED – That the presentation and verbal update provided at the Shadow Health and Wellbeing Board on 18 January be noted and that the Director of Public Health be requested to circulate an update on the public health transition project to a future meeting.

3.  DECLARATIONS OF INTEREST


No declarations of interest were made.


4. FINANCIAL REPORTS


(i) 3rd Quarterly Budget Monitoring Update
 


The Interim Director of Finance (NHS Stockport) and Strategic Accountant (Stockport Council) submitted a report (copies of which had been circulated) providing an update on the 2011/12 budget position for the pooled and aligned budgets within the Section 75 agreement, including a summary of the budget and forecast outturn position together with the main budgetary issues identified during the third quarter of 2011/12.

RESOLVED – That the satisfactory performance on the pooled and aligned budget be noted and the revised budgets for the pooled and aligned budgets as detailed in the report be approved.

(ii) 2012/13 Budgets 

Strategic Accountant (Stockport Council) submitted a note (copies of which were circulated) detailing proposals to address the anticipated Learning Disability pooled budget deficit for 2012/13. In relation to the remaining pooled budgets within Adult Services it was anticipated that they would be in a financially balanced position in 2012/13.


In relation to Children’s Services, due to transfer of Community Health Stockport functions and the complexities of the funding of these services once externalised from NHS Stockport, it had not been possible to propose finalised figures for the 2012/13 pooled budgets for Children’s Services.


Members discussed the proposals in respect of the Learning Disability Service budget and whether the proposal would discourage efficiencies being found in the service. Members commented that the balancing of the budget should be seen separately from the transformation project within the Service but that as a general principle, efficiencies needed to be driven from a balanced budget position.  It was also stated that both efficiency and transformation approaches needed to appropriately reflect demographic changes / increases in adults with learning disabilities alongside proportionate inflationary increases on this budget.


Members also discussed the risks associated with the continuation of the Section75 agreement upon the dissolution of the PCT and the transfer of its functions to the Clinical Commissioning Group (CCG). It was reported that the current view of the evolving CCG was to maintain the Section 75 agreement and merge budgets where appropriate.


RESOLVED – (1) That in relation to the 2012/13 budget for Adult Services the following be agreed:-

		Description

		Budget


£000s



		Pooled Budgets

		



		

		



		Non Acute Services for Older People

		



		· SMBC

		2,177



		· SPCT

		3,808



		Total

		5,985



		

		



		Non Acute Services for Adults

		



		· SMBC

		0



		· SPCT

		1,604



		Total

		1,604



		

		



		Drugs and Alcohol Detox

		



		· SMBC

		106



		· SPCT

		55



		Total

		161



		

		



		Community Equipment Store

		



		· SMBC

		270



		· SPCT

		327



		Total

		597



		

		



		Learning Disabilities

		



		· SMBC

		23,541



		· SPCT

		1,475



		Total

		25,016



		

		



		Continuing Health Care Assessment Beds

		



		· SMBC

		0



		· SPCT

		600



		Total

		600



		

		



		Mental Health

		



		· SMBC

		284



		· SPCT

		289



		Total

		573



		

		



		Total Pooled Resources

		34,536





(2) That the decision on the indicative pooled budgets for 2012/13 for Children’s Services be delegated to the Chair and Vice Chair to be agreed in as far as possible before the end of March 2012 and that should agreement not be possible that an extraordinary meeting of the Board be convened.

(3) That, further to the decision of the Board on 28 June 2011 (Minute 6, resolution 1 point 3 refers), the current Section 75 Agreement be rolled forward for a further year (2012/13) and a fundamental review of the agreement to be undertaken to reflect the likely changes associated with the authorisation of the Clinical Commissioning Group and other changes in commissioning requirements.

(4) That the Corporate Director of Place be requested to submit a regular ‘one-page’ update to future meetings of the Board on progress with the Learning Disability Services transformation project, and that benchmarking data be collected on costs for various elements of service provision.


(5) That the Managing Director of NHS Stockport and the Corporate Directors for People and Corporate & Support Services be requested to prepare a report to the June meeting of the Board detailing key achievements of the Section 75 Agreement during the first three years of its operation and opportunities for on-going improvement..


5. ANY OTHER BUSINESS


(i) CAF Project (Minute 9 (ii) of 20 December 2011 refers)

An update on current progress with the CAF project was circulated. 

Members discussed the merits of a single assessment process across a range of service areas and the need to ensure integration of these processes contributed to improving user outcomes rather than simply serving the needs of the organisations involved. 

(ii) 
MOSAIC – update (Minute 9 (iii) of 20 December 2011 refers)

The Corporate Director for People reported that final agreement was due to be signed before the end of March for the transfer to the Council of the MOSAIC service.

The meeting closed at 3.22 pm
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1.
Executive Summary

1.1
Improving dementia care has been a national, regional and local priority since the national dementia strategy was published in 2009 followed by our local strategy in 2010. 

1.2
Through local engagement and an equality impact assessment, the SCCG has recognised the need for investments in dementia care in Stockport to support the implementation of a shared care protocol between primary care and secondary care and to ensure that capacity will meet current and future demand.


1.3
This paper presents a Local Enhanced Service for GPs to assist GP practices to put the right structures and training in place to implement a local dementia shared care protocol in primary care. 

1.4
This document also recommends the implementation of 2 wte dementia specialist link nurses, extra hours for the neuropsychologist and 0.5 wte OT to ensure the dementia assessment and treatment clinic will meet current and future demand. In addition, it is suggested to appoint a dementia support worker (Alzheimer’s society) who will work alongside GPs to provide post-diagnostic information, advice and support to patients and their carers. This post will first be piloted with money that has been allocated to Stockport for post-diagnostic dementia support. When successful the post will become recurrent and funded through the SCCG’s allocated dementia care monies.

1.5
The additional capacity for dementia care, together with the roll out of the GP LES, will contribute to the implementation of a locality model for dementia care. Central in this locality model are the close links between primary care, the 4 dementia specialist link nurses from Pennine Care Mental Health Foundation Trust and the Alzheimer’s Society’s post-diagnostic support worker. It is envisaged that this model will contribute to integrated and seamless care for people with dementia and their carers in the community from diagnosis till end of life. 

1.6
The document finishes with a brief overview of achievements in dementia care since the launch of the local dementia strategy.


Investments & expenditure summary:


		SOURCE OF FUNDING

		R/NR

		2012/2013

		2013/2014

		2014/2015



		Recurrent investment dementia care from 12/13 onwards

		R

		250,000

		250,000

		250,000



		DH Health & Social Care post-diagnostic support allocation *

		NR

		  28,500

		28,500

		



		Greater Manchester End of Life Demonstrator site project

		NR

		15,400

		

		



		Total

		293,900

		278,500

		250,000



		



		EXPENDITURE OUTLINE 

		2012/2013

		2013/2014

		2014/2015



		GP LES 12/13 - one off payment 52 practices

		NR

		52,000

		

		



		GP LES 12/13 - review payments - max of 2044 reviews

		NR

		61,320

		

		



		GP LES 13/14 - vascular dementia and reviews

		NR

		

		80,000

		



		GP dementia care in primary care investments

		NR

		

		

		60,000



		Training including development of training DVD & lead GP meetings

		NR

		10,000

		5,000

		



		Patient Information Packages & directory of services website

		NR

		7,500

		3,000

		500



		Supervision Dementia support worker, development of vascular dementia toolkit, development ‘move-on’ support group ****

		NR

		10,000

		

		



		Dementia End of Life Demonstrator project (GM Cluster)

		NR

		15,400

		

		



		Optional:  personalised care pilot in care homes

		NR

		30,000

		

		



		Sub-total Non-recurrent

		186,220

		88,000

		60,500



		2 wte Pennine Care dementia link nurses (band 6 and band 7) **

		R

		62,500

		93,750

		93,750



		Pennine Care neuro psychologist ***

		R

		10,780

		32,340

		32,340



		Pennine Care occupational therapist (0.5 band 6)

		R

		

		20,850

		20,850



		0.8 wte Support worker Alzheimer's Society for GP practices ****

		R

		23,520

		35,250

		35,250



		Sub-total recurrent




		96,800

		182,190

		182,190



		TOTAL EXPENDITURE




		

		283,020




		270,190



		242,690





		R    = recurrent


NR = non-recurrent


*      part of the budget will be rolled over to 13/14

** 
  8 months in 12/13; 12 months in 13/14 & 14/15


*** 
  8 months in 12/13 for 7.5 hrs a week; 12 months in 13/14 & 14/15 for 15 hrs a week

****  paid through Health and Social care post diagnostic funds from 1 August 2012 until 1 December 2013







SCCG briefing paper Dementia Care 12/13 - May 2012 v2.0 

1.
Aim 

1.1
This paper aims to provide an update for the board on the developments regarding dementia care in Stockport and to explain the plans for the allocated recurrent dementia care monies (£250K) from 12/13 onwards as part of the implementation of Stockport’s Joint Commissioning Strategy for Dementia Care.

2.
Local dementia strategy


2.1
In July 2010 we launched our local joint dementia strategy, signed off by NHS Stockport and Stockport Metropolitan Borough Council. This strategy was developed through a multi-agency approach including involvement from service users and carers. 
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2.2
Stockport’s local dementia strategy supports the 4 key quality outcomes set by the Department of Health:


· good-quality early diagnosis and intervention for all;


· improved quality of care in general hospitals;


· living well with dementia in care homes; and


· reduced use of antipsychotic medication (reduction with two thirds).

2.3
Our local strategy also has plans included for improved carers’ support, raising dementia awareness and tackling discrimination and stigma related to dementia, implementing quality end of life care for people with dementia, increased access to telecare solutions to support people remaining their independence at home and the implementation of tailored services specifically focussing on the needs of people with young onset dementia, people with dementia and learning disabilities and people with dementia and Parkinson’s disease.  In appendix 3 a brief overview is presented on the actions undertaken so far.

3. Important role to play for primary care in dementia care

3.1
For the majority of people, the first opportunity for individuals or their families to raise concerns about changes in memory or behaviour is within primary care. In the majority of cases, this is triggered through a discussion for example with General Practitioners, Practice Nurses, District Nurses, Care workers and Social Workers.  Supported by national and local awareness raising campaigns, people are encouraged to express their concerns at an early stage.  However, this is also at a stage that making a diagnosis could be more challenging.

3.2
GPs have a crucial role in ensuring that early concerns are detected and responded to, and not misattributed to the symptoms of old age, and that the needs of younger people with dementia are addressed. 


3.3
The GP-practice does not only play a key role in the diagnostic process, the practice also has an important role to play in following the person with dementia and their carers through the different stages of dementia to ensure all support is available for the patient’s ongoing management of health and well-being.  

Dementia is a medical disorder and should be managed like any other serious long-term illness, including regular monitoring, conducting health checks (for the person with dementia and their carers), ensuring people with dementia attend screening programs, advising on preventive actions and contingency planning and signposting people to local information, advice & support services. 


3.4
The local strategy appreciates that GP-practices can’t deliver dementia care in isolation.  The strategy therefore builds on good local practice to support people with dementia and their carers all the way through alongside the care provided by their GP-practice.  Good local examples of existing quality services are the highly valued training for informal carers delivered by Stockport Dementia Care Training, the variety of peer support networks (dementia cafes, singing group, walk & talk groups) developed by the Alzheimer’s Society and Age UK Stockport, the variety of telecare opportunities that is available, trained personal assistants commissioned through personal budgets, staff at hospital wards trained in delivering care to people with dementia, the implementation of a young onset support worker’s post, the reviewed and redesigned day services and carers’ break facilities (Age Uk Stockport and ISKK) and the support offered by Signpost for Carers.  All examples that Stockport offers some very good services delivered through  partnership working between primary care, secondary care, social care and third sector organisations which assist people with dementia and their carers to live healthily and well in the community by making the best use of limited resources. 


4.
Shared Care Protocol: GPs and Secondary Care

4.1
A shared care protocol has been developed to clarify the role of primary and secondary care in assessment, diagnosis, medication (initiation, maintenance and decision making around discontinuation of medication), follow on care and end of life care. 


4.2
New for most GP practices will be conducting medication reviews for patients stable on dementia medication.  This proposed way of working meets NICE guidance as long as it is part of a shared care protocol and structures are in place for fast track referrals back to Pennine Care in case of any doubts, side effects or deterioration for which the GPs require specialist input from secondary care. 

4.3
It is envisaged that yearly about 150 Stockport patients will be stable on dementia drugs and fit for discharge to GP practices for medication reviews as part of this shared care protocol. 


This part of the pathway has caused some concerns with the LMC especially regarding the extra workload this may cause. However, several GP practices have already adopted the draft shared protocol and feel confident in managing medication reviews in primary care. 

4.4
The current situation is that GP practices differ in the level of dementia care provision which could lead to inequalities in care across the borough. Therefore a GP LES has been developed as an incentive for a more structural implementation of the protocol to ensure that all GP practices will agree to work towards the shared care pathway from July 2012 onwards. This will ensure that every dementia patient will receive the same level of care across Stockport and it will also free up capacity in secondary care to enable Pennine Care to concentrate on the more complex and specialist patients and improve the delivery of more complex dementia care in the community and in care homes.

5.
GP LES 12/13 Dementia Care

Background


5.1
The LMC has expressed their concerns about the increase of workload for GPs regarding dementia care and therefore was not willing to agree to the implementation of the Shared Care Protocol without allocation of extra resources.  The implementation of the shared care protocol is however crucial in ensuring expensive secondary care services can be used for the people with the most complex needs and to prevent waiting times for assessment at Pennine Care’s dementia assessment clinic. It also fits in with the SCCG’s strategy to focus on care primarily being delivered in the community.

5.2
Pennine Care recently invested in a dementia specialist nurse visiting GP practices to discuss the draft shared care protocol and to provide training regarding dementia care tailored to the practice needs. Findings of this pilot project were that some practices already support the draft Shared Care Protocol and provide thorough dementia reviews in their practice. Others felt less confident in providing dementia care in their practice, especially regarding reviews of patients with dementia being on dementia medication.


5.3
It is felt that through a LES, GP practices will become better equipped to accommodate the primary care part of the Shared Care Protocol. With a contribution towards training, guidance on conducting reviews, and the access to a Dementia Specialist Link Nurse for every locality, it is envisaged that every practice will be able to implement the dementia care pathway as outlined in the shared care protocol and will be able to effectively manage patient with dementia and their carers in primary care. 

5.4
Another aspect of the Shared Care Protocol is the recognition that GPs can diagnose patients in primary care. For not all patients a referral to secondary care is necessary to confirm the dementia diagnosis. However, at them moment Adult Social Care not always accepts referrals for social care support from GPs when Pennine Care has not confirmed the dementia diagnosis first. Arrangements will be made with Adult Social Care to ensure that besides Pennine care also GPs can directly refer dementia patients for social care services.

5.5
The GP LES has 2 components:


- £1000 one off payment to attend training, to identify a lead GP, to have an annual meeting with the Locality Dementia Link Nurse, to ensure structures are in place for conducting dementia reviews following shared care protocol

- contribution of £30 for every annual dementia review of patients on the GP dementia register and all newly diagnosed and/or discharged patients from secondary care – following the local guidelines and demonstrating review through the practice’s electronic health record.

( Maximum calculated spend on GP LES 12/13:


£ 113,320

52 practices x £1000,-






£   52,000


Review of 1844 patients currently on register x £30,-


£   55,320


Review of est. 200 newly diagnosed patients in 12/13 x £30,-

£     6,000


Considerations regarding the implementation of the LES


5.6
The first idea was to focus the LES only on dementia patients on medication and financially support the medication reviews for this cohort of patients (about 350 patients have been identified by Pennine Care as already been discharged or currently being stable and suitable for discharge). However, there is more and more evidence that the risks of dementia drugs are low, and with the drugs coming off licence, an annual review should be sufficient (instead of a more time-consuming 6 monthly review). It is currently also under review whether there is a need for people to stop their medication or that they can continue with taking their medication for as long as they think they benefit from them. Besides that, it is felt that people diagnosed with Alzheimer’s Disease already get more support than people diagnosed with other types of dementia.


 It was therefore felt that a general contribution to the workload of GPs in the form of a financial incentive – in addition to the QOF payments – for conducting annual dementia reviews to all patients registered on the dementia practice register (either being on dementia medication or not) would be a better investment to improve the quality of care for all dementia patients and would ensure that all Stockport dementia patients receive the same level of support on their ‘dementia journey’. 

Possible risks:

		* Practices do not agree with the shared care protocol and therefore do not sign up for the LES which means that patients are unnecessary treated in secondary care instead of in primary care

( risk stratification: 


· It is envisaged that the implementation of the shared protocol through a LES will give practices many benefits. Part of the LES is having access to a dementia specialist link nurse who can offer training ‘on the job’ to GPs who do not feel comfortable to implement the shared care protocol, especially regarding conducting medication reviews. The LES also gives GP access to a post-diagnostic support worker from the Alzheimer’s Society who can assist GPs with their information and advice role. 

· GP practices / localities could decide to pool review budgets and recruit a practice nurse to do the reviews for them.

· A neighbouring GP practice could conduct the dementia reviews for the practice, however this means that patients might have to travel and particularly regarding patients with vascular dementia, other vascular disease management opportunities might be missed. 

· Increased capacity for specialist dementia link nurse to conduct the reviews (this is not the preferred option as this will mean that secondary care will still be involved in reviewing stable patients who could be supported in primary care). 






		* Practices decide to only do the bare minimum regarding the QOF 15-monthly reviews and claim the extra £ 30,- for these reviews without changing practice and without following the review guidelines including medication review and anti-psychotic review.

( risk stratification:


- 
The practice will at least have to sign up for the shared care protocol and will have to annually review discharged patients from the dementia treatment clinic to be entitled to receive their one off payment of £1,000. The practice will also have to demonstrate that they have followed the LES guidance for the dementia reviews through presenting readcode summaries via their electronic health records.  Not used payments could be allocated to the Alzheimer’s Society and the dementia link nurse so that they can run alternative services to ensure that patients in these GP areas do not miss out on local support.



		* GP practices decide to review every patient known with dementia above and beyond the number of patients identified on their dementia register. This could have an impact on allocated LES’ budget.


( risk stratification:


Identifying more people with dementia would be a positive development. However, we only have funding available to cover for reviews for the number of patients already being on the register. The LES payment will therefore be limited to the current number of registered patients. Practices can however decide to use this budget to pro-actively identify and review other patients known to have dementia but not being registered yet. The practices are free to use the LES money flexibly and spend it on conducting reviews regarding newly diagnosed and patients not being on the register yet. Their QOF payments could then be used for conducting the 15-month reviews for the patients already being on the dementia register.

It is recognised that practices can claim money twice for conducting 1 review but especially this first year, the shared care protocol and new local review guidelines will also impact on staff’s work load and that is what we want to acknowledge in the first dementia LES.  It focuses on getting it right for the patients already being identified and supports GP practices in putting structures in place to manage patients with dementia and their carers well in primary care.  It is envisaged to focus a LES in 13/14 on for example increasing the number of patients on the registers to match the national prevalence figures and/or targeting health interventions for patients with vascular dementia. 







6.
Investment for Pennine Care

6.1
Beside the focus on primary care and the shift from secondary care to the community care, it was also part of the dementia strategy to 1) increase the capacity in secondary care to ensure the dementia assessment and treatment clinic will be able to meet current and future demand and to 2) implement a locality based dementia care provision through partnership working between primary care, secondary care and the Alzheimer’s Society. 

6.2
We locally need sufficient secondary care capacity for Pennine Care Mental Health Foundation Trust to be able to provide training for GPs and practice nurses, to meet demand for assessments, to support GPs with delivering dementia care in their practice, the support GPs with reviewing patients on anti-psychotic drugs and to provide care for people presenting with challenging behaviour.  Also, more support for care homes is necessary to ensure quality dementia care through personalised care plans. And finally, the extra capacity will support the locality model that currently is in development regarding long term conditions and older people with complex needs (including dementia patients). 


6.3
It is therefore suggested to use part of the recurrent dementia monies for:

· recruiting 2 dementia specialist link nurses (band 6&7) to be able to allocate a link nurse to every SCCG locality (this will increase the current capacity of 2.6 fte dementia nurses to 4.6 fte link nurses – to cover all 4 localities including a training, management & innovation function within their role) 

· extra neuropsychology capacity to meet demand for the more complex secondary care assessments

· extra OT capacity to support patient to live well with dementia in the community.


( Spend 12/13: - implementation by August 2012 (8 months)
£ 73,280 

2 fte specialist dementia link nurses (band 6 & 7) 
Total cost  
£ 62,500

Additional 7.5hrs a week neuro-psychologist 

Total cost  
£ 10,780


(The neuro-psychologist post will be increased with another 7.5 hrs a week from 13/14 onwards & 0.5 wte OT will be put in place by April 2013)


7.
Alzheimer’s Society Support Worker

7.1
The Department of Health allocated £ 57K to Stockport for post-diagnostic support in 2011. The money had to be transferred to the local authority via an agreement under section 256. NHS Stockport and SMBC have agreed to spend this budget on:


· support worker (Alzheimer’s society) to provide post diagnostic information and advice via clinics in GP practices, time limited group sessions and information events, 1-1 sessions to develop care & contingency plans


· supervision for the support worker via Pennine Care


· development of information material to encourage healthy lifestyle actions for people with vascular dementia


· pilot to test out the running of a ‘move on’ group for ex-carers.


A service specification and contract has been developed and the support worker will hopefully be in post at the end of August 2012 for 16 months. The support worker will work alongside the specialist dementia link nurses and the GP practices. 

7.2
When the evaluation of this post is positive and the support worker has proven to add value to the dementia care pathway in primary care, it is envisaged to continue the funding for the support worker through the SCCG’s dementia care budget. 

8.
Other developments

8.1
Regarding 2012/13:


In addition to the above proposed spending of the allocated dementia care monies on the LES and additional capacity for Pennine Care / Alzheimer’s Society it is suggested to also spend part of the budget on:

· providing training, network meetings for the GP lead per participating practice and to develop a training dvd with instructions how to conduct a dementia review (( £10K). Training provision in primary care will continue in 13/14 (( £ 5K).

· developing local information packages that can be handed out to all newly diagnosed patients and their carers. We already have an online directory of services but patients told us they would prefer to also receive key information on paper. The directory of services is currently a link to a document on the PCT’s website. To improve access it would be helpful to create a separate web-link to the directory of services e.g. ‘dementia-stockport.org.uk’. (( £7.5K)

· optional: depending on the outcome of a pilot Pennine Care is currently running regarding improving dementia care in care homes (6 months till October 2012), it is envisaged to either support continuation of this pilot or support care homes with personalised care planning through a life story project.  Life story work is an important ingredient for personalised care. The idea is to create a small team of life story / reminiscence volunteers. These volunteers will receive training in life story work and could assist care homes / community run groups in developing life story books with people with dementia.  This group of volunteers could be managed by either the Alzheimer’s Society or Age UK Stockport.

In addition Stockport has also been awarded £ 15K to become a dementia demonstrator site for the Greater Manchester Cluster. Stockport will pilot a project for patients admitted to NHS Stockport Foundation Trust to improve the identification of patients with dementia in the end stage of their life and to ensure appropriate community follow up.

Finally several CQUINs for the hospital, community services and Pennine Care have been developed to further work in partnership on improving several aspects of dementia care in Stockport.

9.
Action plan


9.1
To implement the different work streams as described above the following actions are planned - just broad summary -: 

		Actions

		Ready by



		GP LES


· sign off plan & put in right format

· roll out in GP practices including readcode for health record


· roll out training programme


· 2 GP lead network meetings


· monitoring of LES performance


- 
communication Adult Social Care

		June 2012


June-July 2012


Ongoing Aug 2012 – March 2014

October  + February each year

6 monthly


June 2012



		Dementia Specialist Link Nurses 

· job description / service spec

· recruitment

		June 2012


Aug / Sept 2012 in post



		Alzheimer’s Society Support Worker

		August 2012 in post



		Neuro-psychologist

· extension of current contract

		Augustus 2012



		Information package newly diagnosed patients & carers

		August 2012



		Launch Directory of services Website

		November 2012



		Pilot care homes

- 
evaluation


- 
follow up

		October 2012


November 2012



		End of Life demonstrator site

		August 2012 person in post





Service Specification 

for a Local Enhanced Service:

‘Recognition and Management of Dementia Patients and their carers in General Practices in Stockport’

GP LES Dementia Care 


Stockport

2012-2013


Draft v10.0




		Service 

		LES Dementia Care in GP-practice



		SCCP sponsor

		Dr. C. Briggs



		Commissioner Lead 

		Dr. N. Hussain, GP MH Lead

Nicole Alkemade, Older People’s Joint Commissioning Manager



		Period 

		12 months in 2012-2013





1.
Summary


This service specification includes:


· a local shared care pathway, including partnership working with Pennine Care Mental Health foundation Trust - Old Age Psychiatry - regarding diagnosis, initiation and maintenance of dementia drugs & complex dementia care in primary and secondary care


· guidance to ensure all dementia patients and their carers in Stockport will receive the same level of dementia care from their GP practice


· right mix primary care and specialist care in providing dementia care in Stockport


· payments and other assistance available for GP practices to support the implementation of quality dementia care in primary care in 12/13.


The LES is for the financial year 12/13 and is especially meant to contribute towards the GPs workload with the implementation of the new dementia shared care protocol (appendix 2). 


Depending on the success of this LES, a follow up for 13/14 will be considered focussing on other aspects of dementia care as part of the shared care protocol (e.g. more specific care for people with vascular dementia). 


2.
Rationale

GPs have a crucial role in ensuring that early concerns about memory problems are detected and responded to, and not misattributed to the symptoms of old age and also that the early signs of young onset dementia (people under 65) are addressed. 

Following national and local awareness raising campaigns, people are encouraged to express concerns about their memory at an earlier stage to ensure people get the right support as early as possible. It is envisaged that this will increase the demand on GP practices. It is also recognised that assessing people and making a dementia diagnosis at an earlier stage could be more challenging.

The GP-practice does not only play a key role in the diagnostic process, the practice also has an important role to play in following the person with dementia and their carers through the different stages of dementia to ensure all support is available for the patient’s ongoing management of health and well-being.  


Dementia is a medical disorder and should be managed like any other serious long-term illness, including regular monitoring, conducting health checks (for the person with dementia and their carers), ensuring people with dementia attend screening programs, advising on preventive actions, advanced decision making and contingency planning, and signposting people to local information, advice & support services. 


The local strategy appreciates that GP-practices can’t deliver dementia care in isolation.  The strategy therefore builds on good local practice to support people with dementia and their carers all the way through alongside the care provided by their GP-practice.  Good local examples of existing quality services are the highly valued training for informal carers delivered by Stockport Dementia Care Training, the variety of peer support networks (dementia cafes, singing group, walk & talk groups) being developed by the Alzheimer’s Society and Age UK Stockport in the last years, the variety of telecare opportunities that is available, trained personal assistants commissioned through personal budgets, staff at hospital wards trained in delivering care to people with dementia, the implementation of a young onset support worker’s post, the reviewed and redesigned day services and carers’ break facilities and the support offered by Signpost for Carers.  


Stockport offers some very good examples of partnership working between primary care, secondary care, social care and third sector organisations to assist people with dementia and their carers in living healthily and well in the community making the best use of limited resources. It is crucial that GP practices are aware of these to be able to signpost the person with dementia and their carers timely to the right services. 


With respect to dementia care a specific shared care pathway has been developed to describe partnership working between GPs and Secondary Mental Health Care (Pennine Care Mental Health Foundation Trust). One crucial aspect of this pathway is the guidance regarding the initiation and maintenance of dementia drugs and decision making around discontinuation of medication. The tasks and responsibilities for both care providers have been captured in a shared care protocol (see appendix 2). Some GP practices already deliver care according to this protocol, others not yet. This LES is meant to support all GP practices in Stockport to implement the shared care protocol and to ensure every dementia patient will receive the same level of support regarding assessment, diagnoses and follow up care regardless which GP practice they are registered. 


3.
Aims of the local enhanced service for dementia care in 
Stockport’s 
GP practices

This GP Local Enhanced Service for Dementia Care in 12/13 aims to:


· Increase the early recognition and diagnosis of dementia through opportunistic screening (asking patients if they have problems with their memory affecting their daily life when they for example attend a flu clinic) and work towards the estimated prevalence for their practice on their dementia register;

· Provide a recall and review system for people who have been transferred back into primary care after being initiated and stabilised on Anti Cholinesterase (ACIs) according to the local shared care protocol (appendix 2);  

· Provide a review process for people with dementia who are on low dose anti-psychotic medication and to reduce practice prescribing rates;


· Contribute towards the reduction of the waiting time for a memory assessment in secondary care, by implementing the shared care protocol in the GP practices. This will enable secondary care resources to focus on the most complex cases;


· Provide care closer to home and reduce the number of stable patients being managed in secondary care;


· Provide a holistic package of care to enable more people with dementia and their carers to be managed in primary care where appropriate, 


· Enhance physical care and health promotion advice for all patients and carers for people with dementia, especially regarding vascular dementia.

· Ensure dementia patients and their carers receive the same level of dementia care among all GP practices in Stockport;

4.
Components of the LES

4A)
Adopting the Shared Care Model including the management of people stable on dementia medication (acetyl-cholinesterase / memantine) 


· To undertake investigations/screening as indicated in Appendix 1 and investigate any abnormalities to exclude potentially treatable causes prior to referral to Pennine Care’s Memory Assessment Service.

· To undertake opportunistic screening especially regarding high risk groups (people with learning disabilities, people who have had a stroke or have a neurological condition such as Parkinson’s disease)

· To record the discharge letter received from Pennine Care’s Memory Assessment Service and act upon guidance mentioned in the letter.

· To review every diagnosed dementia patient at least once a year (Alzheimer patients and other dementia patients) following the annual review template in appendix 1.


· To have a system in place to ensure all patients on Anti Cholinesterase (ACIs) / memantine treatment are reviewed regularly - at least once a year -and people with dementia using anti-psychotics once in the three months.


· To continue the prescribing of AChE inhibitor / memantine treatment and adjust the dose as advised by the Memory Assessment Service and in line with NICE clinical guidelines.


· To notify Pennine Care’s GP Locality link dementia nurse of any adverse drug reactions, deterioration in condition or any other clinical concerns regarding the patient’s health that can not be managed in primary care.


Payment of £30,- per review (payment for one review per patient per year) - whether the patient is on dementia drug treatment or not. This is in addition to the normal QOF payments GP practices receive for conducting a 15-monthly review. 


Measurement through read code.


Payment is only for patients already being on the practice Dementia register (DEM 1 – QOF – results of year 2011/2012) and the patients newly diagnosed by the practice or discharged from Pennine Care to the practice in 2012/2013.


4C)
Dementia friendly practice management


4C.1
Up to date dementia register & carers register

( 
working towards up to date dementia registers: ensure all patients with 
dementia are registered on the practice dementia register and their 
carers on the carers’ register. 


( 
coding and administration system in place to follow up discharge letters 
from hospital and secondary care (including guidance regarding anti-
psychotics reviews).


( 
opportunistic screening to identify patients with dementia in an early stage (especially high-risk patients – people with learning disability, having had a stroke or having a neurological condition such as Parkinson’s Disease).


4C.2
GP Practice Dementia Lead

( 
every practice has identified at least one GP dementia lead for the 
practice and preferably a dementia lead practice nurse too

( 
the practice dementia GP lead will at least attend one of the two 
network meetings per year


( 
the GP dementia lead will cascade any information e.g. dementia 
newsletter and updates of directory of services to colleagues in the 
practice.


4C.3
Annual visit


( 
agree to an annual visit at a practice meeting from the Pennine Care’s 
link specialist dementia nurse and the Alzheimer’s Society support 
worker


(
identify any training needs for the practice and discuss with link nurse 
how best to act up on these.

4C.4
Information provision at time of diagnosis



( 
ensure that all people with dementia and their carers will be provided 
with written information regarding information, advice and support 
services – the practice will receive an example information pack.


One off payment of £ 1,000,- for each practice which is able to demonstrate meeting the indicators mentioned above under 4C).


5.
Benefit of LES for GP practice


GP practices signed up for the LES will be entitled to receive:


· An annual visit from Pennine Care’s Link Specialist Dementia Nurse to discuss:


· shared working following the shared care protocol


· training needs of practice staff and to develop tailored training plan to meet these needs


· guidance on review and monitoring of dementia patients in the practice


· access to carers services and signposting to local services


· vascular dementia


· Access to up to date directory of services


· Free training based on identified training needs 


· Fast track referral option back to Dementia Specialist Link Nurse for advice and further assessment if necessary


· Dementia leads’ network meetings (once in the 6 months) to share good practice.


· Readcode for review template.


6. Payments


The LES will be paid on achievement of the following outcomes:


One off payment of £ 1,000:


Practice needs to ensure clinical and administration processes are in place to identify people with dementia, staff has followed training, the practice has identified a GP dementia lead, the practice has signed up for the shared care protocol, and a meeting has taken place with the link dementia specialist nurse and a support worker from the Alzheimer’s Society.


and/or


A payment of £30,-  will be made for every conducted annual review of:


· patients with dementia 

(up to maximum number of reviews based on total of identified patients on dementia register 11/12 and newly diagnosed by the practice in 12/13)

· patients discharged to the practice under the Shared Care Protocol

· evidenced through use of read code template as part of practice’s electronic health record.


(Please note: this is in addition to the payments the practice already receives for DEM 2 QOF activities.)


Appendix 1: 
Annual Review Template


Guidance notes / prompts when undertaking a review of a patient with a diagnosis of dementia 

Ensure that your practice has a system in place for recalling patients at least 12 monthly for a review.


When a patient is recalled for a review, capture and record any changes in his/her presentation.

Pro-actively follow up DNAs, especially regarding people living alone.


Assessment of cognition, mood and behaviour and function needs to be considered.

Questions to be asked of patient and carer. (May need to arrange to have a separate word with carer if seems unable to speak frankly in presence of relative.)


Global


· How have things been over the last 12 months?


· Have there been any notable changes?


Cognition


Ask about deterioration in memory, communication, orientation, recognition e.g.:

· Has there been any significant change in your memory since the last assessment? In what way?


· Have there been more difficulties with communication e.g. finding the right word, understanding, reading or writing? How bad?

· Do you have significant difficulties in finding your way around – any episodes of getting lost?

· Any more difficulties in recognising people or objects?


Mood and Behaviour


Ask about change in behaviour, depressed mood, hallucinations and delusions e.g.:

· Do you ever feel / does your relative ever seem depressed / low in mood?

· Have you / has the relative lost interest in things normally enjoyed?


· Have you / has the relative had any unusual experiences e.g. hearing /seeing things that are not there? Feeling worried / suspicious that something is going on?


For carer where appropriate: Has there been any change in your relative’s behaviour that you found more difficult to manage, e.g. irritability, aggression (verbal or physical), agitation, wandering, disinhibition, self neglect, incontinence?


· Are you / does the relative sleep well?


· Are you / is the relative eating well?  


( If suspecting depression:  – GP review and intervention e.g. psychological therapy / Antidepressants


( If psychotic symptoms/ behavioural change – consider underlying cause – follow guidelines for managing challenging behaviour


Function


Ask about decline in day to day functioning e.g.:


· Have you noticed any significant changes in your / your relative’s ability to do things on a day to day basis e.g. cooking, self care (washing/dressing), managing medication, managing money?


· Are you / is your relative still driving and do you have any concerns about their driving? (Ensure DVLA are aware of diagnosis). (May need to ask relative separately).

Medication


Cholinesterase Inhibitors


Ask about:

· Compliance with medication

· Any new side effects from the tablets ie weight loss?


ACTION


· If stable continue medication at current dose.

· If there is a significant deterioration in cognition and/or function consider whether a trial off medication is required / appropriate.


· If only mild deterioration consider trial off at next review should deterioration continue. 


· Follow titration advice for trial off.


If you need further advice discuss with the Primary Care Link Nurse from Dementia Treatment Service


Antipsychotics


Ask if the person is on an antipsychotic and if so ask:

· How long for?


· What for?


· Has it helped


· Has this been reviewed? Has an attempt to reduce it / stop it been made?

· When is next review? If not, ensure review date is planned with GP (once in 3 months).

Quality of Life issues


Ask about:


· Involvement in any social activities?

· Awareness/involvement with the Alzheimer’s Society?


· Is there a package of care? Are you happy with it?


· As a carer, are you happy with the support you receive? Encourage Carers to have regular breaks / arrange support.

· Is the carer registered on carers register?

· Is any additional support required eg from Social Services, Age UK, Sign Post for Carers?


· Is contingency planning in place / needed (e.g. when carer gets ill)?


Other topics that might be useful when conducting a dementia review


Local support


Some suggestions for local support you could provide when you invite your patients for a review:


· Alzheimer’s Society: for information and advice regarding all issues related to dementia (all dementias – not only Alzheimer’s disease), and the society offers a variety of peer support

· Age UK Stockport: peer-support, one-to-one support, carers support, home after hospital, sitting service if people have a health appointment. Age Concern also offers a well check service which supports people in finding the right solutions for their needs


· Signpost for Carers: carers support, benefits, training


· Dementia Training for Informal Carers: Stockport Dementia Care Training – provides by informal carers highly valued training in dementia care


· Council’s Contact Centre for social care support: not all services are means tested. No secondary care diagnosis needed, diagnosis from GP should be sufficient


( please encourage people to attend a peer support group, it keeps people social active, it is beneficial to share information with others, it can give the carer a break and the vast majority of people find peer support a ‘life saver’. 


Tips and advice to support living well in the community:


· Telecare devices: flood detector, fire alarm, door detector, fall prevention – a social worker or the Alzheimer’s Society can assist people in finding the right devices and the council runs a telecare demonstration unit which people can visit

· Many people will benefit of making a life story book together with their carer. Besides that it is a nice activity to do together, the information can also be very helpful to caregivers and other staff dealing with the person with dementia.


· The Council / Age UK Stockport can support the patient with exploring housing adaptations and different housing options.

Other health care services


· Ensure that if the person needs to go to hospital for other medical treatment, a dementia diagnosis is clearly stated in the referral letter and patient with dementia / carer has filled in a ‘this is me leaflet’ to support their care provided in hospital (Alzheimer’s Society can help with this)


· Ensure the person with dementia and their carers are involved in any end of life advance care planning – including hand-over documents for the GP OOH-service, when appropriate


Healthy life style


· Check healthy eating, physical activity (Alzheimer’s Society and Age UK Stockport run highly valued walking peer support groups)

· Check vaccinations / screening uptake


· Check sensory impairments


· Check sleep patterns


· Assess falls risk


· Assess for any triggers to behavioural problems over past 12 months and what helped resolve the problems (drug or environmental). Liaise with carer to promote preventative strategies (e.g. preventing urine infections)

Advanced care planning


· Advice people to take advanced decisions / arrange power of attorney / end of life advanced care planning.
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DEMENTIA LES 
Agreement August 2012 - August 2013

Fax to: 0161 426 XXXX 
Deadline: 15 July 2012

I accept the following requirements (please indicate ( which parts of the LES your practice signs up to)

(
A. 
Dementia reviews


£ 30,- 
for every conducted annual review under shared care protocol


1. Accepting working according Dementia Shared Care Protocol (appendix 2)


2. Reviewing patients (with or without dementia medication) on the practice register 11/12, newly diagnosed patients in 12/13 and/or patients referred back to GP from Pennine Care following shared care protocol. Reviews are conducted according to the guidelines (appendix 1 of the LES 12/13) and this is evidenced through readcode / case notes in electronic health record.


And/or

(
B. 
Dementia care implemented in GP practice


£1000,- one off support to put structures in place to deliver quality dementia care in GP practice - 


3. System in place for registering newly diagnosed patients (including type of dementia) and conducting regular dementia reviews & anti-psychotic reviews

4. Opportunistic screening to ensure dementia register becomes a better reflection of national prevalence figures.


5. System in place to register carers for patients with dementia on carers’ register.


6. Identified dementia lead for the practice (at least one lead GP and preferably a lead practice nurse too):


Lead GP




Lead practice nurse


Name GP:



Practice Nurse:



Email address:



Email address:


7.
Accommodated an annual visit from Pennine Care’s specialist link dementia nurse and Alzheimer’s Society support worker to meet the practice team

8.
System in place to ensure patients newly diagnosed will 
receive written information material

9.
Training needs identified. GP Lead (and lead practice nurse where identified) will attend at least one of the two dementia network meetings.


Signed by GP:                                                    Date: 

GP name (Block capitals): 



GP practice name:


		Awareness raising

		Early diagnosis

		Living well with dementia

		Moderate - Severe


Dementia

		End of Life



		Annual Dementia awareness week / information bus

		Identification pathways in community and hospital


(CQUINs – GP LES *)

		Day-services review and redesign (Age UK – ISSK)




		Demonstrator project (Palliative care team)



		Project to prevent financial abuse

		GP liaison dementia nurse (Pennine Care)

		Personalised budgets (SMBC)


Personalised care plan pilot (Borough Care)

		



		BME awareness raising

		Hospital action plan: training, environment, diagnosing, nutrition, reminiscence




		



		Dementia champions network

		Implementation MH liaison service hospital / RAID model




		



		Vascular dementia toolkit *

		Delirium task & finish group

		Peer support networks including EDUCATE 


(Age UK, Alzheimer’s Society)




		‘Move on’ network for ex-carers (Alzheimer’s Soc.) *



		Post-diagnostic Support worker (Alzheimer’s Society)*





		Young onset dementia worker and virtual team (Pennine Care)


Pennine Care Dementia assessment and treatment clinic *



		Anti-psychotic target */ GP audit / Pennine Care audit / guideline development






		Directory of Service */ Care Knowledge – dementia channel / dementia newsletter






		Stockport Dementia Care Training (Pennine Care & SMBC)



		Carers support: advice, guidance, peer support, carer breaks, sitting service (Signpost for Carers, Age UK, Care Scheme, Oasis)






		

		

		Stockport Life story network

		



		Vascular dementia healthy life style promotion *

		Telecare (SMBC)

		





*) supported through SCCG dementia monies


Overview of initiatives related to the Local Dementia Strategy

Since the launch of the Local Dementia Strategy the following developments have been taken place - in addition to the normal dementia care that already was provided in Stockport-:


2010 / 2011

· We implemented a local network of Dementia Champions – currently 30 champions (people with dementia, LINk, staff and volunteers from Health and Social Care, third sector, domiciliary care and care homes). The group meets every quarter to exchange good practice, identify gaps and develop new initiatives to raise awareness and improve dementia care in Stockport. The group has links with several national dementia support groups.


· We were successful in becoming a national dementia demonstrator pilot site in 2009. We locally tested three different peer support options. 1) User-led networks run by Age UK, 2) EDUCATE – a peer support network of people with dementia educating others about their condition and 3) a virtual peer support network. Age UK implemented six user-led peer support networks linked to an activity, like walking, signing, and creative activities. Also some groups met each other for a pub lunch. When the pilot finished, Age UK managed to sustain 4 of the groups as part of their ‘Stepping out’ work stream. The only concession they had to make was to open up the group to other people. The staff is however still trained in dementia care skills and ensures that people with dementia will continue to benefit from the network activities as much as every other participant.



The EDUCATE group is doing really well. At the moment we have about 20 EDUCATErs who are frequently booked to contribute to meetings, training events, and other activities related to dementia care. The group has 4 volunteers supporting the running of the group and accompanying the EDUCATErs when they have to present. The facilitation of the group has been sustained through Stockport Dementia Care Training.


The virtual peer support project as such has not been continued but the project gave people more confidence in the use of the computer, some participants are now able to Skype with relatives abroad and the group still meets up once in the month for a pub meal. 

· a small working group has been installed to yearly organise activities during the national dementia awareness week, e.g. visiting several location in the borough (e.g. supermarkets) with an information bus and inform the public about dementia and our local services.

· through pathway mapping Alzheimer’s Society, Age UK, Signpost for Carers and Pennine Care improved their pathways to ensure best use of current resources and to avoid duplication.

· on the Council’s ‘Care Knowledge’ website a special dementia channel has been developed with information on dementia and links to documents, websites and services.

· in partnership with the Council’s communication department a dementia newsletter has been developed and a new edition has been published at least twice a year.

· SMBC and Pennine Care fund together ‘Stockport Dementia Care Training’. In the past 10 years Stockport Dementia Care Training has provided many training sessions to staff working in health and social care (including district nurses, podiatrists and dieticians), care home staff and the service has contributed to many other training events. Stockport Dementia Care Training also provides the highly valued training for informal carers. Not only gives this training carers an insight in how best to support the person with dementia they are caring for, the training also offers people peer support opportunities. The training on offer is constantly in development to follow the trends in dementia care (e.g. life story work is now included in the training).

· Pennine care was able to pilot and sustain a small service to support patients with young onset dementia. Mainstream services are less suitable for younger people with dementia. With help of the ‘young onset dementia support worker’ patients are encouraged to stay active and continue their hobbies and activities for as long as possible.  


· A small task & finish group developed materials to prompt professionals to ‘think delirium’ when people present with confusion. Guidance was also developed for domiciliary care agencies to recognise delirium and how best to care for people with a delirium


2011 / 2012


· With help from a volunteer from the Alzheimer’s Society a directory of services was developed and will regularly be updated. This online document contains information for people diagnosed with dementia, their carers and professionals. It also includes local information to signpost people to the support services available in Stockport. 


· A specialist dementia nurse from Pennine Care has worked together with GP practices to support the development of the shared care pathway, to liaise with primary care and provide training to support GPs in managing patients with dementia in the community.

· A 2-year health & social care project has been implemented by Pennine Care to support the discharge planning and transition back to the community for older people with mental health problems, including dementia, delirium and depression (Older People Mental Health Liaison Service – funded through DH Health & Social Care monies)

· The SMC’s care home pharmacist conducted an audit on anti-psychotic drugs prescribed to patients with dementia. As a result of this, local guidance has been developed including supportive information materials for professionals and carers on how to deal with behaviour that challenges.


· A GP master class on mental health and several other local events were organised to inform and train professionals in the community on various aspects of dementia care.

· The Council has developed a demonstration unit for telecare equipment. This unit is open to people with dementia and their carers and to professionals to get information about the different telecare solutions available and how they work.

· A hospital steering group has been implemented to oversee dementia care improvements in the FT including CQUIN objectives.

Recent initiatives 12/13:


· We recently were successful in securing money for a Greater Manchester Cluster demonstrator site project regarding dementia and end of life. In August 2012 a specialist dementia nurse will come in post to support hospital staff with identifying people with dementia in the end stage of their life and ensuring a pathway into the community (palliative care register). This will hopefully not only improve the quality of care for these end of life patients but will also encourage advanced decision making and preventing unnecessary hospital admissions

· The DH-money allocated money to support people newly diagnosed with dementia. A service specification has been developed to recruit a support worker for 16 months who will assist patients newly diagnosed in primary care. The post-diagnostic support worker can develop a support plan for people with dementia and their carers and encourage them to have a contingency plan in place. The support worker will also liaise with BME groups and will organise information sessions specifically for people with Vascular Dementia.

· As we noticed that some organisations are starting to work with life story work, we installed a local life story network to exchange good practice and to guarantee quality standards regarding the use of this method.

· 7 National and Regional Dementia CQUINs 12/13 were agreed regarding Mental Health Care, Hospital Care and Community Care and are currently being implemented.


Other initiatives in preparation (in addition to a GP LES and recruiting Dementia Specialist Link Nurses):

· development of a time limited peer support group for ex-carers with the aim to train them as volunteers to assist others who are caring for people with dementia.

· improving support for people with Vascular Dementia to encourage them to adopt healthier lifestyles were appropriate – development of vascular dementia health toolkit.

· piloting a peer support group focusing on cognitive stimulation for people who worry about their memory but for whom a dementia can not (yet) be diagnosed.

· development of a dashboard to be able to monitor progress in a more quantitative way including the CQUIN achievements.

· the specialist dementia link nurses will support the new to implement integrated health and social care core teams which focus on people with long term conditions who are at high risk of hospital admissions (SCCG’s part of clear and credible plan).

Rationale 



Dementia is the loss - usually gradual - of mental abilities such as thinking, remembering, and reasoning. The most common dementia symptoms include loss of memory, confusion and changes in personality, mood and behaviour. 



Dementia usually affects older people and becomes more common with age. About 6 in 100 of those over the age of 65 will develop some degree of dementia, increasing to about 20 in 100 of those over the age of 85. 



Although most of the people who develop dementia are over the age of 60, it’s important to remember that dementia is not a normal part of growing older, and that most of the older people never will develop dementia. 



Given the aging nature of Stockport’s population we can expect the numbers of people with dementia to rise. 



The updated JSNA analysis showed that Stockport GP practices have currently 1844 people with dementia registered (local QOF data, April 2012). 



The King’s Fund and London School for Economics, on behalf of Alzheimer’s Society, suggest that there are around 3,794 people in Stockport with the condition, including around 100 people with young onset dementia (report 2011).



This means that currently only 49% of the people with dementia are registered on the GP dementia register (national average is 40%).



Early diagnosis and interventions can deliver better outcomes for people with dementia and their carers, and save money.







People with dementia in Stockport told us:



* ‘It takes courage to ask for a diagnosis.’



* ‘My GP gave me a speedy initial diagnosis.’



* ‘Specialist services are brilliant.’



* ‘GP didn’t take me seriously.’



* ‘Just ageing’ said my GP.’



* ‘My GP was so supportive’.



* I had no idea where to find help







Our ambition: every patient will have timely access to a memory assessment and he/she and their carers will get the right emotional and medical support and signposting to services in the community following their diagnosis. 







Appendix 2: 	Stockport Shared Care Pathway Dementia Care







Offering patients who experience memory problems (e.g. change in mood or communication skills, confusion) a GP appointment (can be initiative of patient or carer)







Assessment & initial diagnosis in GP-practice (brief cognitive assessment, physical examination, routine blood tests, CXR / ECG) – following current practice.



Carer’s assessment when needed.   Emotional support.



Information & advice.           Registration in QOF.







Social worker, carer, district nurse and other professionals can encourage people to consult their GP







Assessment & final diagnosis by Old Age Psychiatry (Pennine Care) re. Alzheimer’s or when diagnosis is complex / differentiation of type of dementia can not be made







Alzheimer’s Disease:







Old Age Psychiatry – Pennine Care:



* Initiating acetyl-cholinesterase inhibitors & monitoring plan till stable (on average after 6 months)



* information & advice



* carer’s support



* referral to peer support & training







Any other type of dementia:







Old Age Psychiatry – Pennine Care:







* Information & Advice



* Carer’s support



* Referral to peer support & training







Discharge to GP (unless complex)



* GP-practice: at least annual medication / dementia review following local dementia review guidelines / disease management 











Referral back to the practice’s Specialist Dementia Link Nurse re. decisions on medication/deterioration of condition or referral back to Old Age Psychiatrist







GP-practice: offering annual reviews / medical and emotional support to person with dementia and carers as and when needed / advanced care plan discussions / end-of life care pathway / including:







Discharge to GP for review and disease management











Seeking advice of/ referral back to old age psychiatry in case of challenging behaviour or other complex needs 







Signposting patients with dementia and their carers to services in the community to support them to ‘live healthily and well with dementia’ 







Arranging emotional support / practical support / psychological support  / adaptations in the home environment







GP







GP
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Health and Wellbeing Board (Shadow) – 7 March 2012



HEALTH & WELLBEING BOARD (SHADOW)

		Meeting:

		7 March 2012



		At:

		2.00 pm





PRESENT

		Cllr John Pantall

		-

		Executive Councillor (Adults & Health), Stockport Council (Chair) in the chair



		Mike Greenwood

		-

		Chair, NHS Stockport (Vice Chair)



		Jane Crombleholme

		-

		Non-Executive Locality Board Member, NHS Stockport



		Terry Dafter

		-

		Service Director (Adult Social Care), Stockport Council



		Cllr Sue Derbyshire

		-

		Executive Councillor (Finance), Stockport Council



		Dr Ranjit Gill

		-

		Clinical Commissioning Group



		John Leach

		-

		Chair, Stockport LINk



		Donnas Sager

		-

		Service Director (Strategy & Commissioning), Services to People, Stockport Council



		Dr Stephen Watkins

		-

		Director of Public Health, NHS Stockport





Also In attendance

		Eamonn Boylan

		-

		Chief Executive, Stockport Council



		Alice Coppell

		-

		National Institute for Clinical Excellence



		Michael Cullen

		-

		Strategic Accountant (Adults and Communities), Stockport Council



		Terry Dafter

		-

		Service Director 



		Sir Andrew Dillon

		-

		Chief Executive, National Institute for Clinical Excellence



		Ginny Edwards

		-

		Head of Learning Network for HWB, Department of Health



		Vince Fraga

		-

		Head of Modernisation, Stockport Council 



		Gary Jones

		-

		Deputy Director of Finance, NHS Stockport



		Maria Kildunne

		-

		Senior Development Manager, Stockport LINk



		Cllr Tom McGee

		-

		Chair of the Health Scrutiny Committee, Stockport Council



		Gaynor Mullins

		-

		Interim Managing Director, NHS Stockport



		Sarah Newsam

		-

		Head of Health & Wellbeing, Stockport Council



		Dr Vicci Owen-Smith

		-

		Deputy Director of Public Health, NHS Stockport



		Jonathan Vali

		-

		Senior Democratic Services Officer, Stockport Council



		Gill Walters

		-

		Integrated Commissioning Policy Co-ordinator, Stockport Council





Apologies


Apologies for absence were received from Steve Houston and Andrew Webb

1. MINUTES

The Minutes (copies of which had been circulated) of the meeting held on 31 January 2012 were approved as a correct record.

2.  DECLARATIONS OF INTEREST


No declarations of interest were made.


3. NICE- EVIDENCE BASED APPROACHES

Sir Andrew Dillon, Chief Executive of the National Institute for Clinical Excellence (NICE) attended the meeting to discuss the role of NICE in the work of the Health & Wellbeing Board and the commissioning of services, particularly around the development of Health Standards.

Sir Andrew provided a brief overview of the work of NICE, including the following:-


· Established in 1999, NICE had a specific brief to carry out its role publically in giving advice and guidance on health treatments and practices. NICE carried out consultation and engagement with those involved in implementing and those affected by its guidance.

· NICE clinical guidelines focussed on a particular condition or disease, rather than being drug specific, to give recommendations on treatments, and these were developed through independent experts.


· Since 2002 NICE has also had a role in health promotion and had expanded its Public Health resources.


· A key focus for NICE was the development of Quality Standards, which sought to distil the essence of good practice and synthesise the evidence base to provide commission with strong guidance. Should the Health and Social Care Bill become and Act, the new NHS Commissioning Board would be required to have regard to these standards.


· The Quality Standards should not frustrate local innovation but be a tool for practitioners and commissioners in providing an evidence base to inform their decisions. There would also help inform the development of indicators.

· NICE had a key role to play in the interface between clinical practice, public health and the social care system.


· NICE guidance was only as valuable as the use made of it by practitioners and commissioners and so feedback on its usefulness was welcomed.


Board members asked questions and discussed with Sir Andrew the work of NICE and evidence-based commissioning. The following issues were discussed:-

· Stockport was involved in local and sub-regional work on community budgets, integration of services and tackling high-demand/high cost recurrent service users. Traditionally there had been difficulties with service integration although the involvement of GPs would hopefully provide increased impetus. There was an opportunity for NICE to provide Quality Standards which were more holistic and helped toward service redesign.

· There was an increasing likelihood of a ‘post-code lottery’ developing as the commissioning arrangements changed and financial pressures increased. NICE guidance was increasingly used by the ‘public’ to challenge decisions of local commissioners when these were made on the grounds of cost. There may be a significant discrepancy between the guidance and practice/ service delivery in any given area, but it was important to have a clear plan for moving toward implementing the guidance or rationale for deviating from it. 


· A particular issue for Stockport had arisen around the use of unlicensed drugs for a particular condition. There was widespread support and evidence for the reasonableness of this decision but the PCT had been put under pressure to choose the more expensive but licensed option. It was clarified that the role of NICE was not to license any particular drug or treatment and this was the role of the Secretary of State. NICE avoided advocacy for any unlicensed treatment but would not criticise a body for making a decision to use them if it was based on sound reasoning and full knowledge of the potential risks and liabilities. 

· It was important that future NICE guidance on public health was useful to local commissioners as many of the referrals from the Secretary of State concerned particular behaviours rather than lifestyles or wider public health policy. How can providers, commissioners and NICE influence people to help themselves and to take responsibility for their behaviour that leads to ill-health?

· NICE were not involved in the regulatory arrangements for medical devices, such as breast implants, although it was investigating the effectiveness of devices that could drive efficiencies and savings in the NHS but this required individual companies to submit details of their products for these to be validated.


· Personalisation presented particular challenges in producing evidence to inform commissioning. It was important that patients choices were informed, and this could be helped through NICE Guidance on the services that could be chosen. 


· There was an opportunity for working between Stockport partners and NICE around evaluating interventions and their cost-effectiveness which could be explored.

RESOLVED – That Sir Andrew Dillon, Alice Coppell (NICE) and Ginny Edwards (Department of Health) be thanked for their attendance and presentation.

4. IMPLEMENTING THE AUTISM ACT - THE STOCKPORT PERSPECTIVE

RESOLVED – That consideration of this item be deferred until the next meeting.

5. FEEDBACK FROM THE CONSULTATION EVENT ON 1ST MARCH

The Head of Health and Wellbeing submitted a report (copies of which were circulated) detailing the key themes to emerge from the Health and Wellbeing Engagement event held on 1 March 2012, attended by 100 members of the public and 43 professionals from a range of services. The event focussed particularly on the consultation for the Joint Health and Wellbeing Strategy.

RESOLVED – That the report be noted.


9. ANY OTHER BUSINESS


There was no other business to consider. 

The meeting closed at 4.02 pm
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Actions arising from Governing Body Part 1 Meetings

		NUMBER

		ACTION

		MinutE

		DUE DATE

		Owner and Update



		030412

		Risk Report


To bring the revised Risk Management Strategy 

		4/12

		9 May 2012

		T Ryley


Update: This will be brought once the committee structures have been agreed



		040412

		Greater Manchester Clinical Strategy Board

To send GM Medicines Management Group papers to JI and VOS

		08/12

		

		A Patel



		050412

		Contract and Performance Report

To conduct a ‘deep dive’ discussion into 62 day cancer waiting times

		13/12

		

		G Mullins



		070412

		Contract and Performance Report

To bring a project plan for transitioning contracts to their new commissioners

		13/12

		13 June 2012

		G Jones



		010512

		Matters Arising


To make the Access Policy for Elective Care more public-friendly, to share this, to inform SNHSFT that we are doing so, and to monitor progress 

		32/12

		13 June 2012

		M Chidgey/L Hayes



		020512

		Patient Story


To make the Clostridium Difficile patient story video available on the PCT and SMBC websites

		36/12

		13 June 2012

		L Hayes



		030512

		IM&T Capital 2012/13


To prioritise the list of proposals

		37/12

		11 July 2012

		H Gray



		040512

		Contract and Performance Report


To agree on the reporting of Public Health key performance indicators

		41/12

		13 June 2012 

		V Owen-Smith/M Chidgey





At the March 2012 Stockport Clinical Commissioning Pathfinder Executive Committee meeting we had a Patient Story which featured a member of the public, Gordon Smith, talking about his experience of epilepsy services. Mr Smith has asked that we note the following amendment to the record of that agenda item:


Gordon Smith, who attended the SCCG Executive Committee meeting on 14 March 2012, has commented that the minutes do not reflect the comments that he made. He requested that the following information is included:


Gordon Smith, who has epilepsy, and Peter Scott from Epilepsy Action joined the meeting and should be included as people attending the meeting within the minutes.


M Chidgey invited G Smith and P Scott to the meeting following receipt of G Smith’s letter of complaint dated 18 December 2011.


R Gill had said that the story would be listened to but no commitments could be made.


M Chidgey gave an overview on the prescribing of epilepsy drugs. The current spend is £2M.  There are 380 admissions per year.  


G Smith explained the costs of admissions as being £160 for the primary care element and £220 for the hospital outpatient element.


There are approximately 2300 people within Stockport who have a diagnosis of epilepsy. 


There are two adult specialist nurses in Salford. 


There is one children’s nurse at Stepping Hill Hospital, but no adult nurse.


G Smith explained that he was diagnosed by a gastroenterologist at Stepping Hill Hospital, with a nine month waiting list to see a neurologist, who in turn changed his medication. 


V Owen-Smith explained that the appropriate committee is looking at the NICE guidance for this area.  She suggested that Stockport NHS Foundation Trust is asked about how they will fulfil their responsibilities to this NICE guidance.


G Smith commented that he had met with Graham Wallis two years ago about this subject, and he is still awaiting further information.


T Stokes queried whether G Smith should have been taken to Hope Hospital.  The response was that under the Safe and Sustainable work there is the possibility of ambulances taking patients to specialist centres/Trusts in the future.


G Smith explained that the Cochrane report was positive with comments such as that specialist epilepsy nurse care is cheaper for the health service than standard care.


G Smith gave two examples of poor patient care at Stepping Hill Hospital as a result of the lack of an epilepsy nurse.


Stockport Clinical Commissioning Group 



13 June 2012 



Item 4
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GREATER MANCHESTER CLINICAL STRATEGY BOARD

Tuesday 1st May 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 1st May 2012.


Attendance:


Raj Patel (Chair)

NHS GM/ T&G CCG

Terry Atherton


NHS GM


Peter Marwick


ALW CCG


Stephen Liversedge

BOLTON CCG

Jerry Martin


BURY CCG

Chris Duffy


HMR CCG

Ian Williamson


Central CCG


Peter Fink


South CCG


Ian Wilkinson


Oldham CCG


Hamish Stedman

SALFORD CCG

Gaynor Mullins

STOCKPORT CCG

Steve Allinson


T&G CCG

Nigel Guest


TRAFFORD CCG

Kate Ardern


NHS ALW/DPHs

Warren Heppolette

NHS GM

Leila Williams


NHS GM


Helen Stapleton

NHS GM

Claire Yarwood

NHS GM


Hilary Garratt


NHS GM


Anne Talbot


NHS GM


Jenny Scott


SPECIALIST COMMISSIONING


1.1 Apologies:

Tim Dalton


ALW CCG


Martin Whiting


NORTH MANCHESTER CCG




Mike Eeckelears

CENTRAL MANCHESTER CCG




Bill Tamkin


SOUTH MANCHESTER CCG




Ash Patel


STOCKPORT CCG

Angela Phillips


NHS GM

In attendance:

Alex Heritage


NHS GM


Sue Wallis


NHS GM




Yvonne Rispin


NHS BLACKPOOL


Mark Chidgey


NHS STOCKPORT


Janet Ratcliffe


Cardiovascular Network


Harry Golby


NHS GM


1.2 Minutes and action log of the meeting held on 3 April 2012.


Clinical Strategy Board (CSB) considered and approved the minutes of the meeting held on 3 April 2012, with a few minor amendments.  The action log was discussed and updated.

Meeting approved the proposal for Raj Patel to write to Kathy McLean (national review of Clinical Networks and Senates lead) on behalf of all CCGs to request that further consideration is given to recommend a Clinical Senate on a Greater Manchester footprint and articulate the arguments for this.

1.3 Clinical Strategy Board Forward plan

The Board noted the forward plan for the Clinical Strategy Board.

The Board:


(i) Noted the forward plan

(ii) Supported the proposal to consider and agree sub-structures for the Clinical Strategy Board at the June Board.

1.4 Matters arising


a. Partnership governance

The April Board requested that CCGs consider the partnership governance paper as presented and look to sign the agreement.  This item looked to secure CCG signatures. 

The Board:

(i) Considered the amended partnership governance agreement and some CCGs were in a position to sign the agreement.

(ii) Agreed to continue the discussion from the Board at the GP Council meeting on 8 May, with considerations of previous level 3 decisions taken by the GM PCTs.

(iii) Highlighted that the scope of the agreement was only applicable until 31 March 2013, when CCGs would need to put in place their own arrangements for collaboration and review and amend any partnership agreements.

b. Vice chair arrangements

The April Board requested that the Clinical Strategy Board has 2 vice-chairs and expressions of interest from CCG Chairs were requested with the distribution of the May papers.

The Board:

(i) Noted that no nominations for the second vice (clinical) chair position had been received and that the position would remain vacant in the absence of any nominations.

c. GMMMG level 2 agreement


The April Board considered a paper from GMMMG requesting an agreement of the thresholds for policy and guidance to be approved by CSB and the process for implementation in CCGs once approved at CSB.


Board was asked to agree on the principles for taking and delivering GM medicines management decisions in 2012/13.


The Board:

(i) Confirmed that most CCGs had considered the proposal as discussed at the April meeting.


(ii) Discussed the  strengths and weaknesses of a collaborative GM approach to medicines management.

(ii) Requested that GMMMG outline in more detail how the proposal would work with some workable examples and present back to June Board for a decision.

2 Policy and Strategy 

Service Transformation


2.1 Work programme update


Board considered a paper updating on the progress of the work of the Service Transformation Directorate of NHS GM.


The Board will receive this report on a monthly basis to ensure members are briefed on progress and highlight any issues to be discussed and/or resolved with the following work programmes:


· Service Transformation governance arrangements 


· Communication and engagement 


· Safe and Sustainable work streams


· Making it Better 


· Healthy Futures 


· Trafford service redesign 


· Major Trauma 


The Board:

(i) Noted the report and progress of the work streams of Safe and Sustainable; Making it Better; Healthy Futures; Trafford service redesign; Major Trauma and QIPP

(ii) Requested that future reports highlight performance, quality and safety issues by exception, but that the performance reporting through the GM weekly ops meeting is not duplicated.


(iii) Noted the progress of the implementation of the GM Major Trauma Network and requested that work is undertaken to track and clarify the system and locality impact of the service change for the whole patient pathway.

(iv) Noted that NHS GM was amber/green rated in terms of QIPP performance by the SHA, but recognised the work to be done by CCGs to ensure that CCG QIPP and Finance plans align.  It was confirmed that this work had already been delegated to Chief Financial officers.


(v) Praised the individual and collective contributions to deliver the GM integrated plan.

2.2 Structure and governance

Board received a paper describing the structure and governance arrangements for the Safe and Sustainable project, with specific reference to CCG leadership, clinical involvement and the reporting functions.  The paper had been amended from the paper presented to April Board to reflect Board discussions.

i. Consider the support that GP Commissioners may require to support these leadership roles


ii. Agree the terms of reference for the Safe & Sustainable Project Board.


The Board:

(i) Noted the amended structure and governance arrangements for the Safe and Sustainable project and requested that the development of the clinical strategy is fully inclusive of the vision and developments for primary care.

(ii) Agreed the process to assign clinical leadership to the Safe and Sustainable project and its work streams and the requirement for this to be in place by end May 2012.


(iii) Recognised and agreed the role of CCG representatives as sponsors of the Safe and Sustainable programme to their local Health and Wellbeing Board; Health Overview and Scrutiny Committee and Local medical Council.


(iv) Agreed the terms of reference for the Safe and Sustainable project Board.


(v) Requested that consideration is given to clinical representation in the professional and geographic sense.


(vi) Considered the support that CCGs will require to support the leadership roles and noted that support mechanisms for the clinical leads would be delivered by the central Safe and Sustainable team.

3 Performance

3.1 Contracting 2012/13 and contract transition

Board received a paper proposing the key decisions to enable the successful transition of contracts from PCTs to the new commissioners.


The purpose of the paper was to clarify contract transition activities and accountability, outline the scale of these activities, enable Board to endorse the proposed contracting structures from 2013/14 and in addition provide some further analysis on the current scale of contracting in GM.


Board noted that commissioners in GM have completed Phase I (Stocktake) of the Contract Transition process and the information was submitted to DH on 31st January 2012. 

It was confirmed that work needs to commence on Phase II (Stabilisation) and Phase III (Shift) of the project, involving amending existing contracts where necessary and creating new ones to be handed over to new contracting authorities on 31st March 2013.

In order to ensure that transition work is both proportionate and supports CCG authorization, Board noted that it was vital that agreement is reached on the structure and processes for contracting from 2013/14.


Board noted that the decision on whether each contract team is provided as make, share or buy is a separate decision, is for individual CCGs to determine and will be informed but not determined by the CSS specification.

The Board:

(i) Agreed the transition timeline, activities and accountability (as per appendix 3 & 4 of the paper presented to Board) and that the overall co-ordination of the project will be through the GM Contract Steering Group.

(ii) Agreed the contracting structures proposed by the March workshop are worked towards during implementation, which in summary are:

•
For Acute, Mental Health and Community Trusts a single contracting team per provider.


•
For continuing care providers a single central contacting team across Greater Manchester to work with local clinical teams, on the understanding that the scope of continuing care is clarified in this context.

(iii) Agreed the principle that where there are multiple commissioners for one provider then the default CCG position is to simplify structures and minimise transactions by:


(1)
Maintaining the co-ordinating and associate commissioner structures.  [Board acknowledged that this decision is within CCG remit]


(2)
Extending these same arrangements beyond CCGs so that NCB and Local Authorities can become associates to a single contract. [Board acknowledged that this decision is within AGMA and NCB remit]


(iv) Requested that a proposal on the approach to joint commissioning is jointly presented to AGMA by CCG and Local Authority contracting leads, describing where arrangements are already progressing well and proposing a way forward.

(v) Agreed the need for CCGs to ensure that they each have their senior contracting representative at the Contract Steering Group and that the June Board should consider and agree the future leadership of the Contract Steering Group with the outputs of the contract review process workshop.

3.2 Lead commissioner month 11

Board received a paper completed by each of the lead commissioners for the collaboratively commissioned services of The Christie, district/tertiary cardiac, hyper acute stroke, Neurosciences and NWAS.

Board noted that there was no significant in month over or under performance with the contracts and that the end of year forecasted position at month 11 across all contracts indicated no issues for concern.

The Board:

(i) Noted the report and the requirement for each CCG to consider the report at the Board meeting.

3.3 Update from Specialised Commissioning


Migration process – The ‘minimum take’ migration is taking place in 3 stages during 2012/13 and is due for completion by end of first quarter. This is being managed through contract variations.


Greater Manchester Direct Commissioning Board – Specialised Commissioning attended the first meeting of this group where it was clarified that the governance arrangements for specialised services are to the North of England SCG.  Work is underway to reflect these arrangements within the governance documentation.


QIPP – The majority of funding in specialised services is within a small number of ‘pathway’ services and that it was important to strengthen links between the emergent CCGs and specialised commissioning arrangements in order to facilitate integrated commissioning.  Specialised Commissioning will meet with Leila Williams in mid-May to discuss how specialised services would be addressed within the Safe and Sustainable work and that they would report back to the June meeting of the Clinical Strategy Board.


National Project on Integrated Commissioning – The national project is considering how to achieve integrated commissioning approaches across pathways of care. Links have been made with the NHS Alliance and the NAPC in this project.


North West Specialised Commissioning Operational Group (NWSCOG) – The last meeting of the NWSCOG was held on 16th April 2012 and that GM had 2 members on this group. The next meeting of the North of England SCG will be held on 11th May 2012.


Clinical Reference Groups (CRGs) – 59 national clinically led reference groups spanning a wide range of specialised services were progressing and would be preparing nationally consistent ‘products of commissioning’ (specifications, QIPP plans, CQIONS and quality dashboards) by the summer. 


The meeting was referred to the National Specialised Commissioning Briefing pack previously circulated and it was agreed that this would be recirculated to Board members.


4 Commissioning business

4.1 Centralisation of stroke services

Board received a paper updating on the work outlined in a paper presented to January Clinical Commissioning Board,which gave the rationale behind the current scoping of the potential to further centralise Greater Manchester acute stroke services.

The Clinical Strategy Board was asked to continue to support the current scoping work being carried out by the Greater Manchester & Cheshire Cardiac and Stroke Network Support Team. 


Board noted that work is taking place with the three hyper acute centres to develop proposals for the optimum operating model for a centralised service.


The first potential operating model being considered is for all strokes presenting between 7am and 11pm, 7 days per week to go to their nearest hyper acute centre; between the hours of 11pm and 7am all strokes presenting within 5.5 hours of onset of symptoms, and therefore potentially eligible for thrombolysis, to go to Salford as the Comprehensive Stroke Centre; those presenting after 5.5 hours will go to their nearest hyper acute stroke centre i.e. Salford, Stockport or Fairfield.  

It was also noted that work is underway to fully understand the impact of this operating model.


It was confirmed that work would continue with the hyperacute providers over the coming weeks to explore the feasibility of a more centralised model and to work towards a potentially viable Operating Model. 


The Board:

(i) Supported the progress of work to date and reconfirmed its support for the proposed approach.

(ii) Requested that work is undertake to clarify the impact on the full range of operational performance of District Stroke centres of the proposed clinical model.


(iii) Requested that CCGs ensure all providers maintain a focus on performance delivery, whilst discussions progress to review and potentially revise the clinical models.

4.2 NWAS – out of hours non-emergency patient transport

Board considered a paper prepared for Clinical Commissioners to consider the future options for the commissioning and/or procurement of the dedicated out of hours PTS service for patients who do not meet eligibility criteria, but for system management reasons need to have supported transport home following on-the-day discharge.


The Board:

(i) Noted the content of the paper


(ii) Agreed the proposed approach described in the paper


(iii) Confirmed that the Lead Commissioner will on behalf of the GM CCG’s undertake the procurement for the out of hours service


(iv) Agreed that the Lead Commissioner should produce a detailed report on options for the June meeting of the Clinical Strategy Board. 


4.3 NWAS – Renal transport

Board considered a paper prepared for Clinical Commissioners to understand the historical difficulties experienced of PTS and Renal services and the result of shortened dialysis for a number of patients and to consider the work undertaken to eradicate these difficulties and future proofing.


The paper described the proposed governance, reporting and procurement solutions to help manage the issues that have arisen across the system for staff and patients.


The Board:

(i) Noted the improvements to date in renal transport provision to meet the needs of service users

(ii) Agreed the proposed approach described in the paper


(iii) Agreed that NHS Blackpool and the Renal Network Transport Lead will manage and report on the implementation of the changes with NWAS and the NW Renal units.

4.4 NWAS – Future of Ambulance Commissioning

Board considered a paper prepared for Clinical Commissioners to consider the future options for ambulance commissioning.


The paper suggested that given the range of expertise within it,that the core team should remain intact and be directly managed by a Lead CCG to carry out all of the associated functions of the PES contract, with the options  of supporting both PTS and 111 if local CCGs so wish, within the proposed governance structure detailed in the appendices in the paper.


It was confirmed that further consideration has concluded that moving the whole of the function or parts of it into a commissioning support service would fragment the current level of expertise and potentially de-stabilise the transformational change agenda for urgent care.

The Board:

(i) Noted the content of the paper

(ii) Recognised the strength of collaborative commissioning arrangements in the commissioning of NWAS, but could not agree to the direction of travel as proposed in the paper, as Board noted that the performance of ambulance services in Greater Manchester continues to be red-rated by SHA and is impacting on other areas of performance.

(iii) Considered the future options for ambulance commissioning as outlined in the paper and views were expressed that consideration should be given to deliver collaborative commissioning on a Greater Manchester, as oppose to a NW footprint.


(iv) Requested that Raj Patel, Hilary Garratt, Claire Yarwood (in consultation with Martin Whiting and Jerry Martin) progress the discussion outside of the Board and present an updated options paper to June Board.


4.5 PIP implants

In February 2012 the GM Effective Use of Resources Group produced guidance in relation to the treatment of women with PIP implants.  This guidance states:


“PIP implants originally undertaken in the private sector may be removed, but will not be replaced, by the NHS”.


The paper highlighted the clinical issues in relation to PIP implants and asked the Clinical Strategy Board whether it would recommend the NHS offering removal and replacement of PIP implants for women whose private provider is out of business or refusing to provide an appropriate service. 


The paper presented two options: keeping or revising the current GM PIP guidance.


The Board:

(i) Recommended that the current Greater Manchester guidance should be retained and only be revisited in the light of any changes to national guidance.


(ii) As the Board was not quorate when this issue was considered, requested that Raj patel write to all CCG Chairs outlining the recommended view and requesting their views electronically, with a view to ratifying the recommended approach at the June meeting

4.6 IOG Cancer services consultation

The Improving Outcomes Guidance (IOG) evidence base indicates that surgery should be undertaken at fewer larger centres to ensure the appropriate infrastructure is in place and that clinical teams are seeing an appropriate number of cases.


There are challenges across GM to achieve IOG compliance, which if not resolved, will mean that GM patients will have poorer outcomes from cancer surgery than elsewhere in the country.

This paper described the process to date to achieve IOG compliance across GM for surgery for oesophageal cancer and the options (and the pros and cons) for commissioners to consider to resolve Upper GI IOG compliance. 


The paper presented the following options to the Board:


A. Commence re-procurement immediately.  


i. Procurement seeks two sites for the population of Greater Manchester and East Cheshire


ii. The procurement seeks either a single site or two sites solutions for Greater Manchester and East Cheshire


B.  As an alternative the opportunity is provided to the surgeons themselves to have a facilitated discussion to determine whether they can agree mutually acceptable proposals for how this service should be provided for the future across Greater Manchester and East Cheshire. 


C. Consider this as a service change which would develop a range of options for consideration and consultation (see paragraph 4.2).  This option, if pursued, could and probably should be extended to incorporate all IOG cancer surgery compliance specifically Oesophageal, hepato-pancreatobiliary, urological, gynaecological, head and neck.


D. A hybrid of options B and C whereby there is an intensive facilitated event consisting of mainly clinicians but also key managers to shape the preferred configuration of cancer surgery covering all areas of IOG non compliance.


E. An arrangement such that the commissioner prescribes the Upper GI service solution on the basis of an understanding that the FTs commit to participating in a binding ten year service plan that they will co-design.

The Clinical Strategy Board was recommended to: 


Support option D and the associated action requirements set out in section 5 to ensure:


· Consideration by Board


· Consideration by CCGs


· Outline agreement of FTs


· Support of National Cancer Action Team


· Project management


· Full work up of proposal


· Selection of methodology / external support partner


· Board has taken legal advice to ensure this does not present any governance concerns and to establish the key governance steps that will need to be in place to deliver the proposals.


The Board:

(i) Supported option D - A hybrid of options B and C whereby there is an intensive facilitated event consisting of mainly clinicians but also key managers to shape the preferred configuration of cancer surgery covering all areas of IOG non compliance.


(ii) Supported that the option to move to full procurement is used as a backup position if the application of option D does not produce the required results.

4.7 Any Qualified Provider

Board considered a paper updating the Clinical Strategy Board (CSB) on the progress to implement the Any Qualified Provider (AQP) for community services policy across Greater Manchester.

The CSB predecessor – the Clinical Commissioning Board endorsed the proposed process on 3 January and requested updates on progress as appropriate.  It was agreed that GM would implement AQP in the service lines of adult hearing, diagnostics (MRI and NOUS) and podiatry.


The paper updated CSB on the work to complete the pre-procurement phase including the approval of service specifications for all 3 services and the work to define a local price for adult hearing and podiatry.


The Clinical Strategy Board was asked to:

· Note the progress and approve process undertaken to date

· Approve recommended approach regarding local prices for adult hearing and podiatry.

· Task the implementation team to understand the implementation of the policy from 2013/14 and produce an options paper, reflecting on the process followed for 2012/13 to July Board.


The Board:

Did not consider this paper due to time constraints and delegated the item to Greater Manchester weekly ops meeting to consider.

5 AOB


None tabled

6 Date and time of next meeting


Tuesday 12 June  2012. 9-12.30pm.
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STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at REGENT HOUSE, Stockport


ON wEDNESDAY 9 May 2012 

PART I


Present

		Dr R Gill

		Accountable Officer Designate (Chair)



		Dr C Briggs

		Clinical Director for Member Support



		Mr P Foster

		Lay Adviser Designate



		Dr V Owen-Smith

		Deputy Director of Public Health



		Ms J Crombleholme

		Lay Adviser Designate



		Mrs G Mullins

		Chief Operating Officer Designate



		Mr G Jones

		Chief Finance Officer Designate



		Mr T Stokes

		LINk Representative



		Dr S Johari

		Locality Chair: Heatons and Tame Valley



		Dr A Johnson

		Locality Chair: Marple and Werneth



		

		



		IN ATTENDANCE



		



		Mr T Dafter

		Stockport MBC Representative



		Dr H Procter

		Locality Chair Nominee: Stepping Hill and Victoria



		Mr P Pallister

		Head of Corporate Governance and Risk



		Mrs L Hayes

		Head of Communications



		Ms L Warwick-Giles

		University of Manchester Student



		Mr T Ryley

		Associate Director of Strategy and Governance



		Dr V Mehta

		Locality Chair Nominee: Cheadle and Bramhall



		Mr H Gray

		Director of IM&T



		Mr M Chidgey

		Associate Director of Performance and Market Management



		

		



		APOLOGIES



		



		Dr A Patel

		Clinical Director for Market Management and Quality



		Dr J Idoo

		Clinical Director for Service Transformation



		Mrs F Sanders

		Nurse Representative Designate



		

		





28/12 APOLOGIES


Apologies were received from A Patel, J Idoo and F Sanders.


29/12 DECLARATIONS OF INTEREST

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


R Gill declared that he is the Accountable Officer Designate of the shadow Stockport Clinical Commissioning Group, and a director of Sound Doctor Ltd. He is currently employed as a partner at Stockport Medical Group. He is a member of the Stockport Local Medical Committee.


C Briggs declared that she is the Clinical Director for Primary Care and Membership for the shadow Stockport Clinical Commissioning Group. She is currently a General Practitioner at a practice which offers family planning and minor surgery, and was formerly a GP with a special interest in urology. She is a member of the British Medical Association, of the Faculty of Sexual and Reproductive Health, of the Royal College of General Practitioners, of the Royal College of Surgeons, and of the Medical Defence Union. Her husband works as an anaesthetist at the University Hospital of South Manchester NHS Foundation Trust.


V Mehta declared that he is standing as Chair of the Locality Council Committee in Cheadle and Bramhall. He is a GP partner at Cheadle Medical Practice. He is a member of the General Medical Council, of the British Medical Association, of the Royal College of General Practitioners, of the Royal College of Obstetrics and Gynaecology, and of the Medical Defence Union. 


A Johnson declared that he is the Chair of the Locality Council Committee for Marple and Werneth. He is a GP partner at Marple Cottage Surgery, a director of A&L Johnson Ltd, and Club Doctor to Manchester City Football Club. He is a member of the General Medical Council, of the Medical Defence Union, and of the Royal College of General Practitioners.


T Stokes declared his position as the Stockport LINk representative on the shadow Stockport Clinical Commissioning Group Governing Body. He holds a voluntary position as a governor of Pennine Care NHS Foundation Trust (until June 2013) to which he was elected by a public vote of Stockport members. 


H Gray declared that he is a member of the Institute of Healthcare Management and of the UK Council of Health Informatics Professionals.


M Chidgey declared that he lectures on an ad-hoc basis at Manchester Business School, and is a governor at St Catherine’s RC Primary School in Didsbury. He is a member of the Chartered Institute of Management Accountants. He has received as hospitality two tickets for rugby union matches (with hospitality) from BMI The Alexandra on two separate occasions, two meals with Ernst & Young Consultancy, and a meal and two theatre tickets at the Lowry Theatre.


The other members had nothing to add to their previous declarations with the following exceptions:

T Dafter declared that he is a member of ADAS, and that he meets with consultants to perform disability reviews.


H Procter declared that she receives payment from Pennine Care NHS Foundation Trust for providing GP services for Heathfield House and Bevan Place.


These items will be recorded in the Register of Interests for members held by the Head of Corporate Governance and Risk.


30/12 MINUTES OF THE MEETING OF THE SHADOW STOCKPORT CLINICAL COMMISSIONING GROUP GOVERNING BODY OF 11 APRIL 2012 

It was agreed that the minutes of the meeting of the shadow Stockport Clinical Commissioning Group Governing Body held on 11 April 2012 be accepted as a correct record of the meeting with the following amendments:


2/12 should read ‘V Owen-Smith declared her membership of …the Socialist Health Association, and of the General Medical Council ’


2/12 should read ‘J Crombleholme declared her employment as Head of Executive Education at Manchester Business School’ 


13/12 should read ‘H Procter commented on the requirement for an urgent referral route for non-cancer cases’


13/12 should read ‘For December and January we have experienced higher than our previous year-to-date comparator figures for GP referrals’.

The Governing Body noted these amendments.

31/12 MATTERS AND ACTIONS ARISING FROM THE MINUTES

The members reviewed the items which are due today.


010412: Discussion re Section 75 – wave 2 Community Budget Pilot with W Heppolette. V Owen-Smith informed the members that she has held a conversation with S Skelton from the local authority; their Health and Social Care Integration Team are doing work which sounds similar to our work on urgent care. There is the suggestion that we become an exemplar site and there might be capacity within the Public Health team to support this. This will be progressed by V Owen-Smith and G Mullins, and can be removed from the list of actions arising


020412:  To circulate the Access Policy to members. The PCT Access Policy for Elective Care and the SNHSFT Patient Access Policy were distributed with the meeting’s papers. J Crombleholme noted in the SNHSFT policy the reference to the process to follow if the doctor considers there to be a safeguarding concern. She asked if this process is followed in practice, and R Gill responded that to his knowledge this is happening. J Crombleholme added that the recent OFSTED inspection of arrangements for safeguarding children has identified GP training as an issue. G Mullins informed the members that there will be a discussion at the next Governing Body meeting focusing on safeguarding arrangements. R Gill noted that having robust safeguarding arrangements will be a requirement for GP practice CQC registration later this year.


H Procter observed that patients may not attend appointments because they have not received due notification. She stated that at her practice they now write to patients asking them why they did not attend.


T Ryley suggested that non-attendance should be an area for attention this year as it is within the corporate objectives. P Foster observed that this should be a matter of sorting out some simple administration processes.


R Gill suggested a two-stage approach of making the access policy more widely available and then improving performance against it.   


V Owen-Smith noted that the Effective Use of Resources policy is not referenced within the access policy


040412: To send GM Medicines Management Group papers to J Idoo and V Owen-Smith. This has been done


050412: To conduct a ‘deep dive’ discussion into 62 day cancer waiting times. G Mullins informed the members that she is setting up a performance group which will be looking at this issue. This will happen during June 2012


060412: To bring a full schedule of 2012/13 NHS contracts. This is included within today’s Contract and Performance report and therefore can be removed from the actions arising.


The Governing Body noted these updates and requested that


i) the PCT Access Policy for Elective Care is to be made more public-friendly


ii) that this will be available to practices, the public, LINk and the local authority


iii) to notify SNHSFT that we are doing so


iv) and to monitor progress in this area.


32/12 nOTIFICATION OF ITEMS OF ADDITIONAL BUSINESS

The Chair invited the members to submit any items for Any Other Business. There were no items submitted.


33/12 Report of the CHAIR

R Gill informed the members of the public that, at their pre-meeting, the Governing Body had discussed in some detail the future governance and committee structures. They had also met representatives from Pennine Care NHS Foundation Trust and discussed how they could contribute to local Emergency Department targets and to the Safe and Sustainable transformation programme.


He also explained that there is one report which is being presented in the closed part of today’s meeting. This is a new quality report, and the reason for it being discussed in private is that it contains comparative data from other NHS organisations which have not yet agreed for this to be communicated widely.


He also informed the members of the following:


· It has been decided that the shadow Stockport Clinical Commissioning Group should go for authorisation in wave 2. This means we would be authorised by November 2012. We are still aiming to be authorised without any conditions


· At the GP Council yesterday there was enthusiasm for a collaborative approach across Greater Manchester. At their June meeting they will receive a paper from the Safe and Sustainable transformation programme on the design of community and primary care services


· He has attended a fact-finding trip to Barcelona to see firsthand the Catalan health services. His learning from this suggests that the Safe and Sustainable transformation programme should start with the design of primary and community services


· The Direct Commissioning Board has been reviewing CCG contracting of extended primary care


· We have received pressure from NHS Greater Manchester to come back on-track to deliver the Summary Care Record. H Gray informed the Governing Body that the letters have now been issued to Stockport residents and we are still on track to meet the central deadline of uploading GP records by September 


· He invited V Owen-Smith to present her work on the plain packaging of tobacco products. She showed the members samples of brightly coloured packaging that would be attractive to younger people. She asked for the members’ support in being one of the first CCGs to support plain packaging.


The Governing Body noted this update from the Chair, and supported the campaign to introduce plain packaging for tobacco products.

34/12 REPORT OF THE CHIEF OPERATING OFFICER

G Mullins informed the members of the following:


· It is likely that Stockport CCG will receive agreement to be in wave 2 of the authorisation process. This will require a significant amount of work by those involved, and the members will be asked to review and sign-off supporting documentation during the July and August Governing Body meetings


· She has been discussing with T Dafter the arrangements for joint working with the local authority. She will be taking a paper to a future meeting of the Operational Executive with recommendations which link in to the community budgets.


The Governing Body noted the updates.


35/12 REPORT OF THE LOCALITY COUNCIL COMMITTEE CHAIRS


S Johari informed the members that the next locality meeting is being held on 23 May 2012. This meeting will include the voting on Locality Council Committee Chairs for both Stepping Hill and Victoria and for Cheadle and Bramhall localities.


The Governing Body noted the update.


36/12 PATIENT STORY

This month’s patient story featured a patient’s experience of having developed Clostridium Difficile. 


A Johnson pointed out that most GPs will see only one case per year. C Briggs observed that responsible prescribing is a Stockport priority even if the number of Clostridium Difficile cases remains relatively low.


H Procter added that there is good information coming from the prescribing leads to support with this work. She suggested that additional work could be undertaken to communicate this message to the out of hours provider. R Gill suggested that locum GPs could be invited to training days.

S Johari asked how the message could be further shared with the public. C Briggs suggested sending the video to local groups. R Gill asked for the video to be uploaded to the PCT’s website, and for the local authority to be asked to do the same. 


The Governing Body noted the content of the patient story.


37/12 IM&T CAPITAL 2012/13


H Gray delivered to the members a presentation detailing the proposals for IM&T capital spend for 2012/13.


T Dafter expressed his disappointment that there was no reference to developing record sharing with the local authority, and added that a sum of £10k for tele-care may not deliver much. He told the group that the local authority has saved a lot of money by using tele-health. H Gray explained that record sharing is covered within the further work on the Common Assessment Framework which is represented in existing plans rather than being included here as a new development. The small sum for tele-health reflects the expectation that the majority of this work will happen at a Greater Manchester level. 

T Ryley reminded those present that this presentation is focused on capital investment and does not include revenue investment. G Jones added that revenue investment for long-term conditions will include the opportunity to develop tele-health.


A Johnson suggested that we need to ask our members what they want from IM&T. He commented that the Stockport Health Record is only as good as the quality of data which is entered into it, and he suggested that many of the GPs would be interested in having additional support with their desktops and intranets. He concluded by suggesting a consultation with members on their IM&T requirements. H Gray suggested that great strides have already been made regarding data quality.


R Gill voiced his support for A Johnson’s comments, adding that any Greater Manchester-wide IM&T strategy needs to be built from the practices upwards. He acknowledged that there is also the question of how general practice supports IM&T developments.


P Foster observed that, if the total amount of funding is not certain, then this list needs to be prioritised. R Gill agreed with this.


The Governing Body noted the contents of the proposed IM&T capital spend for 2012/13.


38/12 GOVERNANCE STRUCTURES

T Ryley presented a paper proposing new governance arrangements for the Stockport Clinical Commissioning Group. He explained that governance structures will be reviewed within the authorisation process.


This proposal had already been discussed in some detail during the pre-meeting earlier.


The Governing Body agreed the proposed structure with the following changes:


· The ‘Provider Management Committee’ is to be renamed the ‘Quality and Provider Management Committee’


· The ‘Effective Use of Resources Committee’ is to be renamed the ‘Clinical Policy Committee’


· A review of the Chair of the Clinical Policy Committee is to be agreed by the Operational Executive


· A Locality Council Committee Chair will be added to the membership of the Quality and Provider Management Committee


· The Clinical Director for Membership is to be added to the membership of the Clinical Policy Committee


· A separate presentational form of the structure is to be produced which will clarify the improved focus on quality and clinical engagement.


39/12 NEW POLICIES AWAITING FINAL APPROVAL


V Owen-Smith presented a report informing the members of new policies that have been agreed at the Clinical Policy Committee.


She drew the members’ attention to the following:


· The potential cost implication of NICE Technology Appraisal TA249 regarding dabigatran etexilate for the prevention of stroke and systemic embolism in atrial fibrillation 


· The recommendation that compliance with the NICE Quality Standard for NICE Clinical Guidance 138: Patient Experience in Adult NHS Services be included in contracts with providers


· Their request to the Public Health Specialist in Health Protection on compliance with NICE Clinical Guideline 139: Prevention and control of healthcare-associated infections in primary and community care and with NICE Public Health Guidance 37: Identifying and managing tuberculosis among hard-to-reach groups


· The committee is satisfied that SNHSFT is compliant with the NICE Technical Appraisals and relevant Interventional Procedure Guidance


· The committee would like to request from SNHSFT information on the areas of each Clinical Guideline with which they are non-compliant including the reason.


The Governing Body approved the additions and amendments to the Treatment List, and supported the committee’s suggestion to request from SNHSFT information on the areas of each Clinical Guideline with which they are non-compliant including the reason.


40/12 GREATER MANCHESTER PIP IMPLANT GUIDANCE


R Gill presented a paper containing guidance from NHS Greater Manchester regarding PIP implants, and asked the members if they would recommend the NHS offering removal and replacement of PIP implants for women whose private provider is out of business or refusing to provide an appropriate service.


V Owen-Smith suggested that the logic in the report is flawed as both the removal and replacement could be carried out by the private provider at little additional cost above the cost for just the removal. 


A Johnson reminded the members that the CCG already has an Effective Use of Resources policy on cosmetic surgery and queried why PIP implants would be considered outside of this as a separate issue. He added that the initial advice was to have the implants checked and not to have them removed.


J Crombleholme suggested it seems wrong to expect someone to undergo two operations instead of one. 


T Ryley observed that this issue contains a potential cost pressure for the CCG of £100,000.


The Governing Body agreed not to recommend the removal and replacement of PIP implants for women whose private provider is out of business or refusing to provide an appropriate service. They noted the requirement for NHS Greater Manchester to conduct public consultation on this potential service change, and to conduct an equality impact assessment.


41/12 CONTRACT AND PERFORMANCE REPORT


M Chidgey presented the contract and performance report. He informed the members that the report now covers the revised 2012/13 key performance indicators. He drew the members’ attention to the following four areas of poor performance:   

A&E: quarter 4 of 2011/12 saw an improvement for this indicator but there remains the risk that the 95% target will not be reached for quarter 1 of 2012/13. 


Cancer 62 Day Waits: This target has not been delivered in April.


Clostridium Difficile: The target for SNHSFT for 2012/13 is tight. For 2011/12 the target was not met for community-acquired cases and this is the area for focus.


Stroke/TIA: the GP referral part of the pathway seems not to be working. 


He explained that good progress is being made regarding the signing of 2012/13 contracts, and noted that the area of challenge is the transitioning of existing contracts to other receiving bodies. He offered to circulate the list of such contracts.


M Chidgey presented the Statement of Contract Agreement 2012/13; he explained that it reflects the assumption of CQuIN targets being met at 85%, a provision of £400k for pathology services, and a possible pressure of £1M for readmissions at the University Hospital of South Manchester NHS FT.


He pointed out to the members that there is already pressure of £838,425 within this year’s contracts which was not expected when the budgets were set. 


V Owen-Smith asked if any contingency has been made for new NICE guidance; M Chidgey explained that there is no specific contingency for this.


R Gill asked for an update on the performance management of our areas of under-performance. M Chidgey explained that ‘performance turnaround’ weekly meetings are being established to focus on driving up improvement.


A Johnson asked if there are any penalties for under-performance in our contracts with providers. M Chidgey answered that there are penalties for non-achievement against the A&E target but suggested that the emphasis should be on collaborative working with SNHSFT. There is potentially a bigger penalty for SNHSFT in respect of non-delivery against the 62 day cancer waits target. 


M Chidgey presented the report of the key performance indicators. He explained that this report focuses on this year’s revised set of indicators, and that he will no longer bring exception reports for last year’s indicators unless specifically requested to do so. V Owen-Smith commented that some of those were Public Health indicators and agreed to discuss with M Chidgey outside of the meeting. She added that some are also linked to the Annual Business Plan and so may be required to be reported through the mechanism for the reporting of that plan.


The Governing Body noted the contents of the reports and agreed the actions being taken.


42/12 FINANCE REPORT


G Jones presented the 2012/13 PCT opening revenue budgets. He explained that this paper had previously been brought to the March meeting of the Stockport Clinical Commissioning Pathfinder Executive Committee. 


He informed the members that we were due to repay £6M to the SHA at the end of 2012/13 but that this sum has been reduced to £3M. This means that we now have an increased contingency of £4.7M.


He is waiting for the Department of Health to clarify the separate allocations in respect of the CCG, Public Health and NCB elements.


J Crombleholme asked the progress with the establishment of the NHS Property Services Ltd; G Jones explained that they are currently defining the assets.


The Governing Body noted the content of the report.


43/12 QUALITY REPORT


T Ryley presented the monthly quality report. He drew to the members’ attention the attached report showing that there had been no serious untoward incidents involving Stockport patients reported by NWAS for quarter 4 of 2011/12.


He pointed out the good result by SNHSFT for the VTE target, and explained that the focus would now move to working with BMI The Alexandra to improve their results in this area.


The Governing Body noted the contents of the report.


44/12 ANNUAL PLAN SUMMARY 2011/12


T Ryley presented the summary report of the 2011/12 annual plan to inform the members of the year’s achievements.


He explained that the plan has largely been successfully achieved. In areas such as cost control and organisational change the impact has been positive. In some areas such as performance and reductions in activity levels the consequences of change are less clear.


The Governing Body noted the contents of the report and the progress made during 2011/12.


45/12 ANY OTHER ITEMS OF BUSINESS AS RAISED DURING AGENDA ITEM 5


There were no further items of business.

46/12 DATE, TIME AND VENUE OF THE NEXT MEETING


The next meeting of the shadow Stockport Clinical Commissioning Group Governing Body will take place at 10.45 on 13 June 2012 in the JB Room, Walthew House, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.00.
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