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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 Boardroom, Floor 7, Regent House, Stockport, at 10:00 on Wednesday 9 May 2012.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	MEETING GOVERNANCE

	1
	Apologies
	Verbal


	To receive and note
	10:00
	R Gill


	2
	Declarations of Interest


	Verbal


	To receive and note
	10:05
	R Gill

	3
	Approval of the Minutes of the meeting held on 11 April 2012

	
[image: image2.emf]DRAFT sCCG 

Governing Body Minutes Part I 11 April 2012.doc


	To receive and approve
	10:10
	R Gill

	4
	Actions Arising

· Access Policy
	
[image: image3.emf]Item 4 - Actions 

arising from Governing Body Meeting of 11 April 2012 Part I.doc


[image: image4.emf]Item 4A - 

AccessPolicy.doc



 EMBED AcroExch.Document.7  [image: image5.emf]Item 4B - Access 

Policy.pdf


	To receive and note
	10:15
	R Gill

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


	10:20
	R Gill

	INFORMATION

	6
	Report of the Accountable Officer (designate).

	Verbal
	To receive and note
	10:25
	R Gill

	7
	Report of the Chief Operating Officer (designate)


	Verbal
	To receive and note
	10.35
	G Mullins

	8
	Reports of the Locality Chairs

	Verbal
	To receive and note
	10.45
	S Johari/A Johnson

	9
	Patient Story

	Video
	To note
	10.55
	R Gill

	STRATEGY DEVELOPMENT

	10
	IM&T Capital 2012/13
	Presentation
	To receive and approve
	11.05
	H Gray

	STRATEGY IMPLEMENTATION

	11
	Governance Structures
	
[image: image6.emf]Item 11a Cover 

Sheet for Governance and Committee Structures.doc



 EMBED PowerPoint.Show.12  [image: image7.emf]Item 11b - 

Governance Structures.pptx


	To approve
	11.15
	T Ryley

	12
	New Policies Awaiting Final Approval

	
[image: image8.emf]Item 12 - Policies 

Awaiting Final Approval May2012.doc


	To approve
	11.20
	V Owen-Smith

	13
	Greater Manchester PIP Implant Guidance
	
[image: image9.emf]Item 13 - GM PIP 

Implant Guidance.doc


	To approve
	11.30
	R Gill



	ASSURANCE

	14
	Quality Report
	
[image: image10.emf]Item 14 - Quality 

Report.doc



 EMBED AcroExch.Document.7  [image: image11.emf]Item 14a -  Quality 

Report.pdf


	To receive and note
	11.40
	T Ryley

	15
	Contract and Performance Report
	
[image: image12.emf]Item 15 - A  

Commissioning Report  May12.pdf



 EMBED AcroExch.Document.7  [image: image13.emf]Item 15 - B Contract 

Agreement May 12.pdf



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

Performance Report May 12.pdf


	To receive and note
	11.45
	M Chidgey

	16
	Finance Report
	
[image: image15.emf]Item 16 - GJ Finance 

Report May 2012.doc



[image: image16.emf]Item 16a Appendices 

Fin Report (Part 1).xls


	To receive and note
	11.55
	G Jones

	17
	Annual Plan Summary 2011/12
	
[image: image17.emf]Item 17 - Final 

Annual Plan Summary 2011-12.doc



 EMBED AcroExch.Document.7  [image: image18.emf]Governing Body Final 

Annual Plan Report 2011-12.pdf


	To receive and note
	12.05
	T Ryley

	ANY OTHER BUSINESS

	18
	Any other business as raised in agenda item 5
	Verbal
	
	12.10
	A Patel

	
	Date, time and venue of next meeting

The next Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 13 June 2012 at 10:00 at Gatley Medical Centre, Old Hall Road, Gatley, Cheadle, Stockport.

Other potential agenda items should be notified to sto-pct.SCCP@nhs.net by Wednesday 6 June 2012.


Chair:  		Dr Ranjit Gill


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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		Meeting Date: 

9 May 2012

		Agenda Item No: 11



		Governance and Committee Structures



		Summary: 

		It is important that the Stockport CCG Governing Body agrees its governance arrangements and committee structures.


These arrangements will form part of our submission for authorisation.






		Link to Annual Business Plan:

		It is expected that this structure will support the CCG in delivering its business plan for 2012/13 and beyond.



		Action Required: 

		The members are asked to review the proposal and agree the following:


· The committee structures and memberships


· The general purpose and powers of each committee


· The general reporting requirements


· The arrangements for external meetings.





		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		R Gill



		Presenter / Author:

		T Ryley



		Committees / Groups Consulted:

		Operational Executive





Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		NA

		Service Changes: Public Consultation Completed and Reported in Document 

		NA



		Paragraph numbers in place

		N

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		NA



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

		NA

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		Y

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

		NA



		

		

		Any form of change: Risk Assessment Completed and included 

		N



		

		

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

		N





Version 1 August 2011
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		Committee Date:  9 May 2012

		Agenda Item No: 14



		Quality Report



		Summary: 

		This is the monthly quality report to the CCG.


This month it is comprised of:


1. The VTE Results for February for Greater Manchester. 

2. Summary of the NWAS StEIS Report (Quarter 4)



		Link to Annual Business Plan:

		This report links to several programmes in the Annual Plan: Resource Optimisation, Unscheduled Care, Transition, Relationship Management and CCG Authorisation.



		Action Required: 

		The members are asked to review the contents of the report and to suggest further remedial actions where required. 



		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		Dr Ash Patel



		Presenter / Author:

		Tim Ryley



		Committees / Groups Consulted:

		None





Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Yes

		Change in Financial Spend: Finance Section below completed 

		To follow






		Page numbers 

		Yes

		Service Changes: Public Consultation Completed and Reported in Document 

		N/A





		Paragraph numbers in place

		Yes

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		N/A





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

		N/A

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		Yes

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

		N/A





		

		

		Any form of change: Risk Assessment Completed and included 

		N/A





		

		

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

		N/A





1. Introduction

This is the monthly quality report to the Shadow CCG.


2. Shadow CCG

2.1. NHS Greater Manchester Quality Report

The NHS Greater Manchester Board Meeting of 12 April was cancelled and so there is no update.


3. Stockport NHS Foundation Trust 

3.1. Stockport NHS Foundation Trust Quality Report

There was no April Board meeting and so there is no update. 

3.2. VTE


The VTE Results for Feb 2012 for Greater Manchester (Appendix 1) show Stockport NHS Foundation Trust again exceeded the Department of health threshold for documented VTE risk assessment at 94.5%, which positioned them third in Greater Manchester.

(There were no submissions for Salford Royal Foundation Trust or Trafford Healthcare Trust).

4. NWAS


4.1. This report is provided quarterly by NHS Blackpool, as lead commissioner of NWAS (Appendix 2).

There have been no reportable incidents for Stockport patients between January 2012 and March 2012 (Quarter 4).


5. Conclusion


5.1. The CCG is asked to review the contents of the report and to suggest further remedial actions where required. 


6. Appendices


Appendix 1: VTE Results for Feb 2012 for Greater Manchester


Appendix 2: NWAS StEIS Report (Quarter 4)

Appendix 1:

VTE Results for Feb 2012 for Greater Manchester


		Greater Manchester Cluster (YDDQ312)



		RW3

		Central Manchester University Hospitals NHS Foundation Trust

		7051

		7805

		90.3%

		 



		RBV

		Christie NHS Foundation Trust

		783

		815

		96.1%

		 



		RW6

		Pennine Acute Hospitals NHS Trust

		13961

		14902

		93.7%

		 



		RMC

		Royal Bolton Hospital NHS Foundation Trust

		4490

		5697

		78.8%

		 



		RM3

		Salford Royal NHS Foundation Trust

		0

		0

		0.0%

		 



		RWJ

		Stockport NHS Foundation Trust

		5670

		6001

		94.5%

		The significant improvement in the results is a direct result of a new Corporate approach, electronic data capture and monitoring.



		RMP

		Tameside Hospital NHS Foundation Trust

		3196

		3468

		92.2%

		 



		RM4

		Trafford Healthcare NHS Trust

		0

		0

		0.0%

		 



		RM2

		University Hospital of South Manchester NHS Foundation Trust

		5903

		6304

		93.6%

		NULL



		RRF

		Wrightington, Wigan and Leigh NHS Foundation Trust

		6085

		6342

		95.9%
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PCT Access Policy for Elective Care

1. Stockport Patients should be seen, diagnosed and given the treatment and care that they need without delay. Stockport patients should be seen as a minimum standard within current government targets/standards.


2. Patients requiring secondary care should be offered a choice of provider. Patients should be encouraged and supported to be able to compare information on aspects of quality of care that matter to them in their choice, for example waiting times, clinical outcomes, infection rates, re-admission rates, travel distance and recommendations from clinical staff and previous patients


3. Transport may be provided for patients who fulfil the North West Ambulance Service eligibility criteria.

4. Providers of care should comply with their contractual obligations regarding equity of access


5. If a patient DNAs
 an appointment it is acceptable for the provider to return that patient to the care of their GP. The GP should be informed by letter that this is the case.  GPs should make providers aware of any issues the patient may have, for example communication difficulties, that might prevent the patient from keeping their appointments.

6. If a patient cancels an appointment with reasonable notice the provider will arrange an alternative appointment at least once, within a reasonable timeframe in terms of clinical appropriateness, national access targets and patient experience. 

7. Should a patient require a period of ‘active monitoring’, in effect stopping the referral to treatment (18week) clock, the patient and GP will be informed that this is the case. (for full details see Active Monitoring - Local Agreement (3March08) v0.4 

8. Patients should be encouraged and supported to give anonymous feedback on the care they have received from providers, by way of feedback mechanisms (which should include standard monitoring forms) and complaints processes.


9. Patients and members of the public should be encouraged and supported to be involved and consulted in the development of future services to ensure that access to services is maintained.

� Did Not Attend
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		Committee Date: 9 May 2012

		Agenda Item No: 17



		Final Annual Plan Summary 2011/12



		Summary: 

		This is the summary of the final annual plan report for 2011/12.

It gives an overview of the plan as a whole and individual summaries for the programmes where they have been provided.



		Link to Annual Business Plan:

		This report links to all aspects of the annual business plan.



		Action Required: 

		The CCG is asked to review the contents of the report and note the progress made during 2011/12.



		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		Dr Ranjit Gill



		Presenter / Author:

		Tim Ryley



		Committees / Groups Consulted:

		None





Compliance Checklist: 

		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Yes

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		Yes

		Service Changes: Public Consultation Completed and Reported in Document 

		N/A



		Paragraph numbers in place

		N/A

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		N/A



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

		Yes

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		N/A

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

		N/A



		

		

		Any form of change: Risk Assessment Completed and included 

		N/A



		

		

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

		N/A





Version 1 August 2011
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		Meeting Date:  9 May 2012

		Agenda Item No: 13



		NHS Greater Manchester PIP Implant Guidance



		Summary: 

		The members are asked to consider the attached guidance from NHS Greater Manchester and decide 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.


It is noted that the attached papers does not contain mention of any Equality Impact Assessment or public consultation for this proposed service offering.



		Link to Annual Business Plan:

		None



		Action Required: 

		To review and approve a Stockport CCG view, and to suggest to NHS Greater Manchester that public consultation is carried out and an Equality Impact Assessment completed.






		Potential Conflict of Interests

		None



		Clinical Exec Lead:

		R Gill



		Presenter / Author:

		R Gill



		Committees / Groups Consulted:

		Greater Manchester Clinical Strategy Board on 1 May 2012





Compliance Checklist: 


		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		Y

		Service Changes: Public Consultation Completed and Reported in Document 

		N



		Paragraph numbers in place

		Y

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		N



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

		Y

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		Y

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

		NA



		

		

		Any form of change: Risk Assessment Completed and included 

		NA



		

		

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

		NA
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CLINICAL STRATEGY BOARD

AGENDA ITEM NO


Meeting date: 

		REPORT OF:




		Julie Higgins, Director of Commissioning Development





		DATE OF PAPER:

		17 April 2012





		SUBJECT:




		Greater Manchester PIP Implant Guidance



		IN CASE OF QUERY, PLEASE CONTACT

		Harry Golby, Effective Use of Resources Lead

0161 212 4843


harry.golby@salford.nhs.uk






		PURPOSE OF PAPER:


In February 2012 the Greater Manchester 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 Clinical Strategy Board is asked to consider the relevant clinical issues and decide 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.





		Document History 



		DATE

		VERSION

		CONSIDERED BY

		NOTES/DECISION



		3 Feb

		0

		GMEUR Group

		Current GM Guidance produced 8 Feb



		29 Mar

		0

		GMEUR Group

		Discussed whether to revise guidance



		3 Apr

		0

		NHS GM Exec Mgmnt Team

		Agreed to ask CSB to consider clinical issue



		12 Apr

		0.1

		GMEUR Group and SHA

		Emailed first draft of paper for comments



		17 Apr

		1

		CSB

		Various changes and final version forwarded for circulation to CSB
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Greater Manchester PIP Implant Guidance

Executive Summary


The purpose of this paper is to highlight clinical issues in relation to PIP implants and ask 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. Two options are offered – keeping or revising the current GM PIP gudiance.

1      
Background  


1.1. In March 2010 it emerged that the manufacturer of PIP Breast Implants had not been using authorised silicone gel.  In December 2011 a French agency alerted other European regulatory bodies of new data relating to a large increase in the number of reported ruptures and concerns over a possible cancer risk.  This was highlighted by national media. 

1.2. Significant numbers of women are affected - latest estimates are that approximately 47,000 UK women could have had PIP implants, over 97% through the private sector.  (9 NHS Trusts have confirmed they have used PIP implants in the past – none of them are in Greater Manchester).

1.3. How the NHS should respond to the issue is a matter of some debate not least because the available, relevant evidence is subject to considerable uncertainty
.

1.4. The DH has convened a national expert group which has published interim guidancei on the issue.  This group has also recommended the collection of additional information and suggested other reports are produced – at the time of writing no other DH reports have been published.

1.5. Fundamentally the DH’s current advice to both the NHS and private sector is that:


· In the absence of symptoms urgent treatment is not required, and


· All women who have had a PIP implant should be offered an appointment with the original surgical team, and


· Women should be offered the option of removal and replacement of PIP implants by their original surgical team.

The DH guidance also specifically considered the cohort of women whose private clinic would not meet these expectations.  It indicates the NHS should offer assessment and removal but not replacement of PIP implants.


1.6. The main treatment options are shown overleaf.


Treatment Options for Women With PIP Implants







1.7. In February 2012 the Greater Manchester Effective Use of Resources Group produced guidance in relation to treatment of women with PIP implants – see Appendix 1.  This guidance states “PIP implants originally undertaken in the private sector may be removed, but will not be replaced, by the NHS”.  This effectively means Greater Manchester NHS providers are unable to offer the option of removing and replacing private sector implants – the red dotted boxes on the diagram.  The Clinical Strategy Board is asked to consider whether it wishes to revise this aspect of the Greater Manchester guidance.


2
Clinical Issues

2.1. The national expectation is that all women with PIP implants are contacted by their original surgical provider.  However some private providers are out-of-business, overseas or unable / unwilling to do this so it is sometimes difficult to establish whether a woman has had PIP implants.


2.2. When it is established a woman has had PIP implants a clinical assessment may be required.


Many women will be anxious as a result of the media reports of the issue.  Some may be reassured following discussion with their clinician.  However there is evidenceError! Bookmark not defined., Error! Bookmark not defined., Error! Bookmark not defined. that some women who have breast implants are likely to be particularly vulnerable to psychological issues.

Diagnosing ruptured breast implants is not straight forward.  The majority of GPs will never have been asked to detect a ruptured implant.   Mammography, ultrasonography and MRI may all be used but the evidenceii of their value as diagnostic tools is mixed.  There is a risk of rupture with all breast implants
 but no reliable data to understand whether this risk is higher with PIP implantsi.  The MHRA’s adverse incident centre data suggests approximately 1% of UK women with PIP implants have suffered implant failure, including rupture; their French equivalent reports 5%
.  Tests on the gel used within PIP implants suggest it may be more of an irritant or produce a greater inflammatory response than gels used in other types of implantsi so it may be that the overall rupture rate is the same but women with PIP implants are more likely to present to their clinician with symptoms. 


2.3. Once an assessment has been completed a treatment plan can be devised between the clinician and woman, this will involve consideration of a variety of clinical issues.

If the clinician is concerned about the psychological issues for the woman they will need to consider whether mental health interventions should form part of the overall treatment plan. 

Whilst media reports highlighted cancer as an important issue, on the basis of the available evidence, the actual risk appears to be very, very low. An interim report by the U.S. Food & Drug Administration
 has suggested a possible association between anaplastic large cell lymphoma (ALCL) and breast implants.  The report was based on an analysis of 51 individual cases of ALCL, a tiny number compared to the 5-10 million women who have received breast implants worldwide.  ALCL is a rare type of non-Hodgkin’s lymphoma, approximately 3 in 100 million women per year are diagnosed with the disease in the US.  It accounts for less than 1% of all breast malignancies.  The FDA report indicated it was not possible to identify whether the association was greater with some types of implants than others, and did not speculate on a potential cause of the association.  There is evidence
 that women who undergo breast augmentation differ from the general population and these factors could confound any study into the association of breast augmentation and other health issues.  The MHRA has indicated
 that there had been no reports of an association between implants and ALCL in the UK. 


Ruptured PIP implants may impact a woman’s health.  Contemporary implant gels are “form stable” to prevent their migration into breast or lymphatic tissues in the event of a rupture, the gel used in PIP implants is less cohesive.  Clinical opinion, confirmed by some case reports in medical literature, is that “One of the side effects from ruptured PIP implants is an inflammatory response in the tissues exposed to the silicone - which is known to be of industrial, rather than medical grade. This can manifest as lumps and bumps in the chest area, under the breast, and enlarged lymph nodes. The lumps that form around the breast – a reaction to free silicone known as granulomas – can vary in size and if large may require to be surgically removed. The lymph glands, which are located in the armpits, act as a filter mechanism and they can become affected and engorged. If greatly enlarged or becoming painful they may require removal after investigation.”
  There are anecdotal reports from women of other symptoms such as lethargy and fibromyalgia. 

All surgical procedures carry a risk.  The risk of anaesthetic mortality in healthy adults is of the order of 1 in 100,000 to 1 in 250,000i, the risk will be increased in longer procedures or for women who carry certain, well documented risk factors.

Surgery on a ruptured implant may not be straight forward
 “Reports have suggested that in cases of PIP implant rupture/leak the inflammatory reaction may be more intense than usual, making a conventional capsulectomy more difficult. Washing or wiping the cavity with diluted aqueous povidone-iodine (PVPI) topical antiseptic solution or aqueous chlorhexidine appears to help dislodge and remove residues of the silicone gel from the surface of the cavity.....In cases of extreme contamination where re-augmentation had been planned, a decision to defer replacement should be considered. Surgeons are advised to discuss this possibility with patients in advance.”


The potential outcomes following surgery have been debated.  In a written statement
 the Welsh Minister for Health and Social Services said “Removing the PIP implants and not replacing them could result in poor cosmetic results for some patients and could have a serious psychological impact. Replacing the implant as part of the same operation for those women in whom this is clinically required, is a simple addition and avoids the woman needing to undergo a second operation. This view is supported by a number of plastic surgeons working in Wales.”  In his evidence to the Health Select Committee
 Sir Bruce Keogh took a different view ”the advice I have had from plastic surgeons is at odds with the advice that Wales has received. It overestimates the problem and underestimates the quality of surgery offered by consultant NHS surgeons. I do not want people to think that this is an inevitable consequence of the removal of breast implants. Of course, in some cases there will be some residual deformity. Much of that deformity will correct over time. Frankly, that published advice is at significant odds with the views of the plastic surgical community at large.”  Mr Simon Withey, Consultant Plastic Surgeon (who was also giving evidence to the Health Select Committee) added “There is no evidence that there is an increased risk physically to a woman having an explantation compared to having an explantation and a reimplantation-removal, sorry. There is clearly an aesthetic impact. That is something that, I am sure, women will be considering when they discuss it.”


2.4. Whatever the chosen treatment option there is the potential for a need to review, re-assess and follow-up the women over time.

3
Number of Women Involved

3.1. National weekly data collections have been put in place to monitor how many women who had a PIP implanted privately have presented to NHS Trusts.  At the time of writing data is available up to the week ending 25 March 2012.

3.2. Nationally 5518 referrals have been made and 4013 outpatient appointments completed.  The chart below shows how the national rate of referrals appears to be falling (weekly data is not available before 12 Feb). 
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3.3. To date 341 women with private PIP implants have been referred to Greater Manchester NHS Trusts and 261 O/P appointments completed.  These are all likely to be women who have had some issue with their private provider, they may not all be in the cohort whose private provider is out of business or refusing to offer an appropriate service..

3.4. Within Greater Manchester there have been just 10 decisions to admit – just 4% of O/P appointments, this is slightly lower than the national ratio of 8% (however the national figures are skewed by 3 Trusts which account for 40% of all national decisions to admit.)  These are likely to represent the women who have accepted the NHS offer of removal but not replacement.  The national and local guidance has been criticised for “forcing” women to undergo two surgical procedures thus bearing the risk of an additional anaesthetic and surgical procedure.  However these figures suggest that, faced with the current NHS offer, most women are choosing not to undergo any NHS provided surgery at the moment.  These women may choose to have NHS or private sector surgery in the future.    

3.5. There is some data on what might happen if the Greater Manchester NHS offer included an option to remove and replace implants – it is clear that far more women would choose NHS provided surgery.  Until recently St Helen’s & Knowsley NHS Trust (Whiston Hospital) offered a top-up option for women with private PIP implants – the Trust would remove and replace PIP implants if the woman topped-up NHS funding for the removal to pay for the replacement.  St Helen’s & Knowsley’s decision to admit ratio is 67% and the Trust has the highest numbers of decisions to admit in the country.


3.6. Applying the St Helen’s & Knowsley ratio to Greater Manchester figures, and adjusting to account for the fact that not all private PIP women have yet been referred or seen in outpatients, suggests that if Greater Manchester guidance was changed the number of additional decisions to admit by NHS hospitals would probably be of the order of 300. 

4
Non-Clinical Issues

4.1. The Greater Manchester EUR Group is currently largely made up of public health consultants, managers and administrators with a variety of responsibilities within their PCTs including dealing with Effective Use of Resources Policies and Individual Funding Requests.  This gives them a particular perspective on these issues which, it could be argued, is relatively “strict”.


4.2. In their deliberations the GM EUR Group considered a variety of non-clinical issues, for example:

· the limited resources of the NHS health economy both immediate (e.g. ensuring private sector options are fully considered) and long term (e.g. liability for ruptures, complications and follow-ups),


· a desire to hold the position that the NHS does not provide cosmetic surgery, 


· the DH guidance, some of which was clear (e.g. NHS will not replace) but other aspects required interpretation (e.g. top-up guidance relating to mixing NHS and private patient funding).

4.3. When the GM EUR Group produced its guidance the local NHS was just beginning to respond to the PIP issues and it was having a significant impact on the limited resources of the health economy.  National estimates of the numbers of women with PIP implants were available, PCTs were dealing with numerous requests for guidance from GP practices and patients, NHS Trusts were beginning to establish systems to ensure PIP referrals did not swamp 2 week wait breast clinics and it was unclear how the private sector would respond to the issue.  Long term liability for replacing implants (e.g. surgical complications, what happens if the new implant fails in the future, etc.) was considered.  Fundamentally these are all issues around how any response to the PIP issue affects NHS resources and capacity.

4.4. Whilst the principle that the NHS does not provide cosmetic surgery is generally accepted there is significant variation both nationally and within Greater Manchester in how that principle is interpreted and applied at a local level.

4.5. It is a well established principle that the NHS does not undertake revisional surgery of breast augmentation undertaken outside the NHS
.  There is a failure rate associated with all breast implants (although robust evidence about how long an implant should be expected to last) and  deviating from this principle for PIP implants has the potential to create an inequitable situation for women with ruptured, non-PIP implants.  Prior to the PIP issue emerging some PCTs within Greater Manchester have considered individual applications from women who have ruptured private breast implants and the PCT agreed to fund removal but refused funding replacement.  It is unusual for this principle to be challenged at a policy level.  In 1999 Trilucent breast implants were recalled leading to similar debates within the NHS – on that occasion patient numbers were lower and the broader NHS environment differed (e.g. QIPP targets).


4.6. However the principle of the NHS not dealing with complications arising from operations carried out abroad or in the private sector is one that does not stand up to close scrutiny, examples at individual patient level can be found.  

4.7. National guidance
 is clear that the NHS is not offering to pay for replacement of PIP implants.  However it does refer to the top-up guidance if the patient wants to pay for replacement themselves.  


4.8. The top-up guidance describes clear principles about not mixing NHS and private funding.  However the guidance does allow the NHS some flexibility in the interpretation of these principles at an individual patient level.  

One issue that would need to be considered if top-up funding would be how much of the patient pathway is NHS / top-up funded (e.g. does NHS funding include follow-up).

NHS GM guidance on PIP Implants provides a clear signal to the local health economy.  However should a local NHS Trust wish to develop a Whiston-type service commissioners could check its compliance with current guidance but not technically stop it.  Similarly, should NHS Greater Manchester signal it would welcome the local development of a Whiston type service, it could not force any provider to deliver it.  The Strategic Health Authority have adopted a similar position of providing guidance but recognising that this could open to local interpretation.

St Helen’s & Knowsley came under considerable local and national scrutiny in relation to its top-service when it became clear that what it was offering was different from other NHS Trusts and was not widely supported throughout the local health economy.  The Trust has recently decided to stop providing this service.  If the emergent Greater Manchester Clinical Commissioning Groups, who are to become the local clinical leaders of the local NHS were to signal they would be comfortable with local NHS Trust(s) providing a top-up type service, this would mean any local service would be operating within a different context. 


Another issue of relevance here is NHS Foundation Trust’s terms of authorisation with Monitor.  At present these limit the % of their funding that can come from private sources.  Whilst the recent Health & Social Care Bill increases this limit to 50% this may not yet have been translated into changes at an individual Trust level.   

4.9. It is likely that PIP removal either with or without replacement would be coded to HRG JA07b or JA07c – which have a 2012/13 tariff of £2037 or £2257.  (private sector charges appear to be substantially more).  The cost to the Greater Manchester NHS Commissioners of 300 operations with a follow-up is of the order of £700,000.  There were approximately 2000 procedures which attracted these HRGs in 2010/11 so 300 PIP implants would represent a 15% increase in workload – a financial risk to commissioners is that permanent consultants are appointed to deal with this demand leading to a long term increase in capacity to deal with a short / medium term issue.     

5
Recommendations


5.1
The Clinical Strategy Board is consider the relevant clinical issues and decide 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.

5.2
The options are:


Option A – to leave the current GM guidance unchanged, or


Option B – to amend the GM PIP guidance as below


· Remove key point number 6 which currently reads “PIP implants originally undertaken in the private sector may be removed, but will not be replaced, by the NHS”, and 

· Insert new key point:


For women with PIP implants originally inserted in the private sector and whose private provider is out of business or refusing to provide an appropriate service:


· NHS funding is available for removal of PIP implants only, and 


· Greater Manchester NHS Trusts which wish to remove and replace PIP implants via a top-up arrangement should agree the detail of that arrangement with local commissioners. 


Harry Golby, Effective Use of Resource Lead, NHS Greater Manchester

17 April 2012


Appendix 1
Current GM Care Pathway for PIP implants undertaken in the Private Sector


Key points: 


1. There is no link to cancer and there is no clear evidence of an increased risk of harm compared to other brands of breast implants.

2. Patients who have received a PIP implant from the NHS will be contacted to inform them they have a PIP implant and to provide relevant information and advice. The Department of Health data collection exercise has confirmed no Greater Manchester NHS Provider has used PIP implants.


3. Patients are advised to establish if the implant is a PIP implant or not by contacting their provider.

4. Patients are advised to understand what their private provider is offering.

5. A patient who presents as asymptomatic does not need to be treated as a 2 week wait patient; this has been agreed by NHS Greater Manchester.


6. PIP implants originally undertaken in the private sector may be removed, but will not be replaced, by the NHS


7. There is no Greater Manchester requirement to deal with all cases as Individual Funding Requests.

8. Link to National Guidance documentation.



Clinical Assessment (with / without scan)







Psychological review and follow-up as required







Devise surgical treatment options to suit individual patient







Devise psychological  treatment options to suit individual patient 







Surgical review and follow-up as required







Surgical review and follow-up as required







Surgical review and follow-up as required







Review and re-assess as required







Surgical removal of PIP implant and insertion of a new implant at the same time







Surgical insertion of a new implant at later stage (same or different provider)







Surgical removal of PIP implant at this stage







Surgical removal of PIP implant only







Reassure, no surgery required at this stage







Not symptomatic of breast disease







Symptomatic of breast disease







Clinical assessment







Refer patient via the 2 WW path way







Refer patient to NHS Provider (local breast service)







Patient is reassured by GP re no symptoms and agrees to review if symptoms occur







Patient is not reassured by GP 







Private provider no longer in business or unwilling/unable to make reasonable offer 







Offer reassurance, encourage patient to contact original provider







Discharge







Treat







Treat







Discharge







Private provider makes reasonable offer of assessment only after scan







Patient and image results referred to Private provider







GP Referral for NHS scan







Private provider makes reasonable offer of assessment







Refer to private provider







Patient presents to GP 
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Gaynor Mullins 


    Total 


0  0  0  4  4 


20. Resource Optimisation


Gaynor Mullins 


    Total 


0  0  0  1  1 


21. Unscheduled Care


Steve Watkins 


    Total 
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22. Staying Healthy
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    Total 
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23. Long Term Independence


Gaynor 
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    Total 


0  0  0  2  2 


25. End of Life


Gaynor Mullins 


    Total 
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27. Transition


Howard Gray 


    Total 


0  1  1  0  2 


28. IM&T


Ranjit Gill 


    Total 


1  0  0  0  1 


29. Relationship Management


Tim Ryley 


    Total 


1  2  3  1  7 


31. CCG Authorisation


Annual Plan
Overall Status Trend


Ryley, Tim 04/2012


Comments • Programme Update 


In summary delivery of the 2011-12 plan has by and large been successfully achieved. In areas such as cost control and organisational change the impact has been positive. In some 


areas such as performance and reduction in activity the consequences of changes are less clear.  


  


The resource optimisation projects were delivered in full with considerable success in medicines management. The referral project was work was completed but a lack of capacity 


meant some of the analysis projects did not then lead to action orientated pieces of work. Overall the impact on referrals was not as signficant as was hoped.  


  


The Unschedule Care project plan delivvered the small number of pieces of work planned in 2012 but these have not yet seen a significant cost reduction or improvement in A&E 


performance though Q4 was an improvement on situation earlier in the year.  


  


The Staying Healthy programme saw good progress in the breast screening pilot work in deprived areas annd thios will be rolled out to other practices in 2012-13. The establishment of 


an integrated lifestyle service has progressed during the year but is behind plan and will need further work in 2012-13. The Hospital Alcohol service did not get delivered in 2011-12 as 


planned due to funding constraints, but changes through the contract for 2012-13 mean that this is on track for delivery in 2012-13.  


  


The LongTerm Conditions programme only had one small project resourced for 2013 which was increasing influenza uptake. This was a major success in the year. In addition further 


detailed planning and review of an earlier pilot along with respource allocation for 2012-13 means there is potential this coming year to move forward.  


  


The End of Life  programme area delivered a review of voluntary sector provision and was able to release funding to support developments in line with strategy. A detailed EOL policy 


document was also completed folowing a though review which will shape EOL service development in the next few years.  


  


The Transition programme successfully delivered the transfer of CHS to the FT along with Mosaic to the Local Authority and LD services to Pennine Care.  


  


The CCG Authorisation programme is by annd large on track with most areas planned for delivery in 2012-13 achieved. Only those areas such as workforce and CSS which are in 


external control are behind original schedule.  


  


The IMT workstream has made progress in both the Stockport Health Record and rolling out nhs net email.  


  


The Relationship  building programme has struggled in getting a commonly agreed QIPP programme however a contract is in place designed to support service transformation  
 


Comments
Owner Date of Comments
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Programme Summary: Resource Optimisation


PJ20.01 Prioritisation of Clinical Service Redesign: Elective and Maternity   Jones, Diane 4/26/2012


PJ20.02 Phase 2: Threshold Prescribing S D Roberts, Roger 4/26/2012


PJ20.03 Redesign General Surgery Pathway   Jones, Diane 4/26/2012


PJ20.04 Practice Level Budgets S D Chidgey, Mark 4/26/2012


Project Summary Details Project Lead Project Status Source Date


Resource Optimisation
Overall Status Trend


Mullins, Gaynor 04/2012


Comments • Programme Update 


Prioritisation was completed but capacity constraints impacted on ability to deliver 


Comments
Owner Date of Comments
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Freeform Layout: AP Project Summary: Phase 2: Threshold Prescribing


Project Summary: 20.02 Phase 2: Threshold Prescribing


PJ 20.02 Summary KW


PJ20.02 Phase 2: Threshold Prescribing D Roberts, Roger 26/04/2012


Project Details Project Lead Project Status Source Date  


    Total 


0  0  0  13 13 


Roberts, Roger 04/2012


Comments • Project Update 


Prescribing plan on track all milestones completed for 11/2. Plan for 12/13 well in development. Costs still under control at the moment but voulme rising again and therefore the underlying threat. Team capasity 


is a real issue with a member of staff leaving finally end March having been reduced hours since December. 


Comments
Owner Date of Comments


  


PJ 20.02 Dial


Phase 2: Threshold 


Prescribing
Status


Page 3 of 32PerformancePlus - AP Annual Plan Report


02/05/2012http://perplus/pplusweb/HTMLTemp/QP634715545234851250/PrintPreview.htm?action=printPreview&portrait=false&top=5&bottom=5&left=5&right...







Freeform Layout: AP Project Summary: Practice Level Budgets


Project Summary: 20.04 Practice Level Budgets


PJ 20.04 Summary KW


PJ20.04 Practice Level Budgets D Chidgey, Mark 26/04/2012


Project Details Project Lead Project Status Source Date  


    Total 


0  0  0  10 10 


Chidgey, Mark 04/2012


Comments • Project Update


Complete and sent out 


Comments
Owner Date of Comments


  


PJ 20.04 Dial


Practice level budgets
Status
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Programme Summary: Unscheduled Care


PJ21.02 Prioritisation of Pathway Redesign in Emergency Department 26/04/2012


Project Project Status Source Date


Unscheduled Care
Overall Status Trend


Mullins, Gaynor 04/2012


Comments • Programme Update 


There are currently no live projects under this programme. 


Comments
Owner Date of Comments
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Programme Summary: Staying Healthy


PJ22.01 Commissioning Electronic Resource S D Kardahji, Sue 4/26/2012


PJ22.02 Commissioning Integrated Service S D Kardahji, Sue 4/26/2012


PJ22.03 Communications and Marketing Plan S D Kardahji, Sue 4/26/2012


PJ22.05 Consultation S D Kardahji, Sue 4/26/2012


PJ22.06 Learning from the LAP Project S D Kardahji, Sue 4/26/2012


PJ22.08 Screening in Deprived Areas   Cooper, Ellen 4/26/2012


PJ22.09 Hospital Alcohol Project S D Armour, Simon 4/26/2012


Project Summary Details Project Lead Project Status Source Date


Staying Healthy
Overall Status Trend


Watkins, Stephen 04/2012


Comments  


Comments
Owner Date of Comments
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Project Summary: 22.01 Commissioning Electronic Resource


PJ22.01 Commissioning Electronic Resource D Kardahji, Sue 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


2  0  2  2  1  7 


Kardahji, Sue 26/04/2012


Comments • Project Update 


This aspect of the project is progressing well. We now have a prototype of the directory of resources to test out and the work to design the interactive health check is 


well underway. Both pieces of work are running behind schedule but this is due to both the complexity of the tasks and the need to continually consult with a range of 


stakeholders. The directory is likely to go live by the end of May and the interactive assessment June. The issue which has been holding up the database element is 


nearing a resolution and following that the detailed specification work will begin. 


Comments
Owner Date of Comments


Commissioning 


Electronic Resource
Status
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Project Summary: 22.02 Commissioning Integrated Service


PJ22.02 Commissioning Integrated Service D Kardahji, Sue 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


1  0  1  3  1  6 


Kardahji, Sue 04/2012


Comments • Project Update 


Work at a directorate level re the budget allocation has progressed well this month but has not yet tackled the individual allocations to projects. This is contributing to 


the continuing delay in agreeing a service specification. 


Comments
Owner Date of Comments


Commissioning 


Integrated Service
Status
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Project Summary: 22.03 Communications & Marketing Plan


PJ22.03 Communications and Marketing Plan D Kardahji, Sue 26/04/2012


Project Details Project Lead Project Status Source Date  


    Total 


0  0  3  2  5 


Kardahji, Sue 04/2012


Comments • Project Update 


Nothing new to report this month 


Comments
Owner Date of Comments


Communications and 


Marketing Plan
Status
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Project Summary: 22.05 Consultation


PJ22.05 Consultation D Kardahji, Sue 26/04/2012


Project Details Project Lead Project Status Source Date  


    Total 


0  0  0  6  6 


Kardahji, Sue 04/2012


Comments • Project Update


Nothing new to report 


Comments
Owner Date of Comments


  


Consultation
Status
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Project Summary: 22.06 Learning from the LAP Project


PJ22.06 Learning from the LAP Project D Kardahji, Sue 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  4  1  1  6 


Kardahji, Sue 04/2012


Comments • Project Update 


Nothing to report this month 


Comments
Owner Date of Comments


  


Learning from the LAP 


Project
Status
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Project Summary: 22.09 Hospital Alcohol Project


PJ22.09 Hospital Alcohol Project D Armour, Simon 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  3  3  6  12 


Armour, Simon 04/2012


Comments • Programme Update 


Scoping report completed for end of March and CQUIN agreed for employment of Alcohol Liaison Nurse. 


Funding to continue pilot Community Alcohol Team outreach provision to enage frequent attenders has been agreed as part of 2012-13 plan, so provision is continuing.
 


Comments
Owner Date of Comments


Hospital Alcohol 


Project
Status
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Programme Summary: Long Term Independence


PJ23.01 Influenza Uptake S D Baxter, David 26/04/2012


Project Summary Details Project Lead Project Status Source Date


Long Term Independence
Overall Status Trend


Watkins, Stephen 04/2012


Comments  


Comments
Owner Date of Comments
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Project Summary: 23.01 Influenza Uptake


PJ23.01 Influenza Uptake D Baxter, David 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  0  8  1  9 


Baxter, David 04/2012


Comments • Project Update 


Influenza season now completed for 11/12. Planning is underway for 12/13 in conjunction with GP practices and other healthcare providers. 


Comments
Owner Date of Comments


  


Influenza Uptake
Status
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Programme Summary: End of Life Care


PJ25.01 EoLC: Voluntary Service Review S D Whittaker, Elaine 4/26/2012


PJ25.02 EoLC: Development of Service Specification S D Whittaker, Elaine 4/26/2012


Project Summary Details Project Lead Project Status Source Date


End of Life Care
Overall Status Trend


Mullins, Gaynor 04/2012


Comments • Programme Update 


The specification/strategy was completed.   The review was completed, but it was agreed to defer for further review. 


Comments
Owner Date of Comments


Page 15 of 32PerformancePlus - AP Annual Plan Report


02/05/2012http://perplus/pplusweb/HTMLTemp/QP634715545234851250/PrintPreview.htm?action=printPreview&portrait=false&top=5&bottom=5&left=5&right...







Project Summary: 25.01 EoLC: Voluntary Service 
Review


PJ25.01 EoLC: Voluntary Service Review D Whittaker, Elaine 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  0  21 9  30 


Whittaker, Elaine 04/2012


Comments • Project Update 


project review completed.  This process of this review was undertaken slightly differently learning from an earlier review of CALL.  Patient and public engagement was 


undertaken earlier in the project to ensure views were considered and  proposed changes to services were agreed. ongoing engagement with LINk has meant that they 


are fully updated on progress with the changes.  A new service specification is in place and KPI's are agreed.   


Comments
Owner Date of Comments


EoLC: Voluntary 


Service Review
Status
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Project Summary: 25.02 EoLC: Development of Service 
Specification


PJ25.02 EoLC: Development of Service Specification D Whittaker, Elaine 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  0  9  1  10 


Whittaker, Elaine 04/2012


Comments • Project Update 


the project took longer to complete than was originally expected due to the complexities of the services involved with EoLC.  The specification evolved into a strategy 


document and recognises that there are some elements of EoLC that will need additional resource and funding to deliver.  the document will be supported with a 


strategic planning document (including detail of any additional investment) that will outline the delivery of the strategic vison for EoLC from 2012 - 2014 


Comments
Owner Date of Comments


EoLC: Development of 


Service Specification
Status
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Programme Summary: Transition


PJ27.03 Contract for the Transfer of CHS S D Milman, Dan 4/26/2012


PJ27.04 GPCC Engagement Pathfinder   Beagrie, Angela 4/26/2012


Project Summary Details Project Lead Project Status Source Date


Transition
Overall Status Trend


Mullins, Gaynor 04/2012


Comments • Programme Update


Completed 


Comments
Owner Date of Comments
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Project Summary: 27.03 Contract for the Transfer of CHS 


PJ27.03 Contract for the Transfer of CHS D Milman, Dan 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  0  22 1  23 


Milman, Dan 04/2012


Comments • Project Update 


  


The official Monitor feedback on the transfer was received 22nd March 2012, there was no impact on the transfer. 


  


Resolutions to the final BTA issues were agreed on Tuesday 27th March, BTA was checked on Wednesday 28th March, BTA was signed by the FT and the Cluster on Thursday 


29th March. 


  


The commissioning contract for the Stockport Community Provider has been extended via the commissioning contract deed of novation until the 30th June 2012. The FT are 
committed to deliver the contract until this time in line with the 12/13 Operating Framework. The PCT and FT have agreed as a condition subsequent of the deed of novation 


to either enter into the new commissioning contract or enter into a deed of variation for 12/13 by 30th June 2012. 


  


Confirmation of the BTA being signed, commissioning contract being in place, and CQC registration being in place was provided to the NWSHA; NWSHA approved the transfer.


  


Staff TUPE letters were sent on the afternoon of Thursday 29th March; all Stockport Community staff have successfully transferred to Stockport FT as of 1st April 2012. 


  


The novation of the contracts is a post transfer activity and will be communicated to those responsible for completing the activity; the action is closed as part of P+. 


  


The project will be closed by 13th April 2012. 
 


Comments
Owner Date of Comments


Contract for the 


Transfer of CHS
Status
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Programme Summary: IM&T


PJ28.01 Stockport Health Record S D Gaskin, Paul 4/26/2012


PJ28.02 NHS Mail S D Fleming, Paul 4/26/2012


Project Summary Details Project Lead Project Status Source Date


IM&T
Overall Status Trend


Gray, Howard 04/2012


Comments  


Comments
Owner Date of Comments
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Project Summary: 28.01 Stockport Health Record


PJ28.01 Stockport Health Record D Gaskin, Paul 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  2  3  7  2  14 


Gaskin, Paul 04/2012


Comments • Project Update 


Release 1. GP Sharing 


Once the 2 x remaining practices (Dr Sharma & Dr Wells) have signed the CCG Constitution the programme can then implement the sharing of thier data via the SHR 


with clincians. 


  


Release 2. SFT Sharing 


- SFT have completed rollout of wider access to the SHR as per Dr Catania's request 


- SFT have completed rollout of ADT messaging interface with SHR 


- However SFT are not willing to share any further information via the SHR until sufficient funding is provided to support any further development work 


  


Release 3. SMBC Sharing (CAF) 


The integration of the SHR and CareFirst has completed system testing and is now ready to be deployed. However deployment can not commence until the SHR 


infrastructure, application and database are upgraded (see below). 


  


Release 4. System Upgrades 


- EMIS Web: The programme is still waiting on the delivery of an extract solution for EMIS Web into the SHR. This delay is currently impacting 1 x practice not being 


able to stream thier data. However there is an EMIS Web implementation plan in place that has several practices planning to migrate to EMIS Web as from April 2012.


- Graphnet Gateway 2 migartion: The programme is still waiting on Graphnet for documentation that explains how they intend to migrate the current infrastructure, 


database and application to a new platform. Also a request for funding has been submitted via. GM Cluster for additional infrastructure to support the upgarde but as 


yet has not been agreed. 


  


Reporting & Dashboards 


- GP Ward Rounds: The progarmme is now providing the information to support this commissioning project. 


- Imms&Vaccs: The programme continiues to work with Dr Baxter to improve the quality of information in the Child Health System that records patient Imms&Vaccs 


information using the SHR Repository to cross check GP information. 
 


Comments
Owner Date of Comments


Stockport Health 


Record
Status
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Project Summary: 28.02 NHS Mail


PJ28.02 NHS Mail D Fleming, Paul 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  1  5  1  7 


Fleming, Paul 04/2012


Comments • Project Update 


Just awaiting decommissioning of old service. This is not mission critical and the project can be closed. 


Comments
Owner Date of Comments


NHS Mail
Status


Page 22 of 32PerformancePlus - AP Annual Plan Report


02/05/2012http://perplus/pplusweb/HTMLTemp/QP634715545234851250/PrintPreview.htm?action=printPreview&portrait=false&top=5&bottom=5&left=5&right...







Programme Summary: Relationship Management


PJ29.01 Develop Stockportwide QIPP Strategy S D Ryley, Tim 4/26/2012


Project Summary Details Project Lead Project Status Source Date


Relationship Management
Overall Status Trend


Gill, Ranjit 04/2012


Comments  


Comments
Owner Date of Comments
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Project Summary: 29.01 Develop Stockportwide QIPP Strategy


PJ29.01 Develop Stockportwide QIPP Strategy D Ryley, Tim 26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


1  0  0  11 1  13 


Ryley, Tim 04/2012


Comments • Project Update 


The common QIPP Strategy has not been delivered though progress has been made and the shared understanding of the problems developed. The two organisational 


plans reflect these strategic priorities but common implementation platforms and deadlines are not established.  


Comments
Owner Date of Comments


Develop 


Stockportwide QIPP 


Strategy
Status
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Programme Summary: CCG Authorisation


PJ31.01 Organisational Development Plan S D Owolabi, Mohammed 4/26/2012


PJ31.02 Establishing the Stockport CCG Operating Model S D Owolabi, Mohammed 4/26/2012


PJ31.03 Workforce Changes Necessary to Support Stockport CCG Establishment S D Owolabi, Mohammed 4/26/2012


PJ31.04 Organisational Form and Constitution S D Owolabi, Mohammed 4/26/2012


PJ31.05 Risk Assessment of Configuration   Owolabi, Mohammed 4/26/2012


PJ31.06 Stockport CCG Stakeholder Engagement S D Owolabi, Mohammed 4/26/2012


PJ31.07 Clear and Credible Plan S D Owolabi, Mohammed 4/26/2012


Project Summary Details Project Lead Project Status Source Date


CCG Authorisation
Overall Status Trend


Ryley, Tim 04/2012


Comments • Programme Update 


CCG Authorisation plans are being delivered to schedule where they are in our control. However, factors on workforce recruitment and CSS are outside our control and these are delayed. 


Significant rework required in next two months following legislation and publication ofGuidance in April. 


Comments
Owner Date of Comments
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Freeform Layout: AP Project Summary : Organisational Development Plan


Project Summary: 31.01 Organisational Development Plan


PJ 31.01 Summary


PJ31.01 Organisational Development Plan D
Owolabi, 


Mohammed
26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  0  1  2  1  4 


Owolabi, Mohammed 04/2012


Comments • OD 


Operating model has been incoporated into OD plan. OD plan first draft has been submitted to the cluster. Fianal version should be completed by end of May. 


Comments
Owner Date of Comments


  


PJ 31.01 Dial


Organisational 


Development Plan
Status
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Project Summary: 31.02 Establishing the Stockport CCG 
Operating Model


PJ31.02 Establishing the Stockport CCG Operating 


Model
D


Owolabi, 


Mohammed
26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  3  1  6  2  12 


Owolabi, Mohammed 04/2012


Comments • Operating Model 


Operating model work stream has now been merged with the OD work. The product offering for buy/ share needs to be firmed up by CSS for the CCG to have a final 


position on make/buy/share.  


 


Comments
Owner Date of Comments


Establishing the 


Stockport CCG 


Operating Model
Status


Page 27 of 32PerformancePlus - AP Annual Plan Report


02/05/2012http://perplus/pplusweb/HTMLTemp/QP634715545234851250/PrintPreview.htm?action=printPreview&portrait=false&top=5&bottom=5&left=5&right...







Project Summary: 31.03 Workforce Changes Necessary 
to Support Stockport CCG Establishment


PJ31.03 Workforce Changes Necessary to Support 


Stockport CCG Establishment
D


Owolabi, 


Mohammed
26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


2  2  0  1  1  6 


Owolabi, Mohammed 04/2012


Comments • Workfoce 


Job advert for lay persons have gone out. Recruitment of Layperson should take place by end of May.


 


Comments
Owner Date of Comments


Workforce Changes 


necessary to support 


Stockport CCG 


Establishment
Status
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Project Summary: 31.04 Organisational Form and Constitution


PJ31.04 Organisational Form and Constitution D
Owolabi, 


Mohammed
26/04/2012


Project Details Project Lead Project Status Source Date  


    Total 


0  0  1  5  6 


Owolabi, Mohammed 04/2012


Comments • Organisation constitution 


Stockport's constitution needs to be revised due to the release of a new national template for CCG constitution (national guideline). We are forecasting 3-4 weeks work to 


amend the existing constitution and to consult relevant stakeholder. 


 


Comments
Owner Date of Comments


Organisational Form 


and Constitution
Status
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Project Summary: 31.06 Stockport CCG Stakeholder 
Engagement


PJ31.06 Stockport CCG Stakeholder Engagement D
Owolabi, 


Mohammed
26/04/2012


Project Details Project Lead Project Status Source Date  


    Total 


0  0  3  4  7 


Owolabi, Mohammed 04/2012


Comments • Stakeholder engagement 


A stakeholder engagement plan has been developed. A communication and engagement strategy will be finalised by the first week in May. 


Comments
Owner Date of Comments


  


Stockport CCG 


Stakeholder 


Engagement
Status
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Project Summary: Strategic Planning


PJ31.07 Clear and Credible Plan D
Owolabi, 


Mohammed
26/04/2012


Project Details Project Lead Project Status Source Date  


     Total 


0  2  2  4  1  9 


Owolabi, Mohammed 04/2012


Comments • Clear and credible plan 


A final version of an high level clear and credible plan will be produced by the end of April. 


Comments
Owner Date of Comments


Strategic Planning
Status
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1. Introduction 
The purpose of this policy is to ensure that all patients requiring access to 
outpatient appointments, elective inpatient treatment, elective day case treatment 
and diagnostic tests are managed consistently, according to national and local 
frameworks and definitions. 


 
The Policy is designed to ensure fair and equitable access to hospital services 
and the appropriate allocation of resources (beds, theatres, clinics, etc).  


 
The main determinant of when patients are treated is their clinical priority. 
Patients with similar clinical needs should be treated in chronological order. 
Timely regard should also be paid to National targets for access and any other 
mandatory requirements relating to patient access. 


 
To ensure effective use of resources local Commissioners may restrict the scope 
of services that are available to its population. Where Commissioners implement 
a change to services purchased, Stockport NHS Foundation Trust will amend 
access to these services accordingly. 


 
2. Scope 
This policy defines how patients should be managed if they do not attend an 
appointment or repeatedly cancel an appointment. 
 
It relates to all patients referred into Stockport NHS Foundation Trust, regardless 
of the location of the actual appointment or treatment. 
 
Policy implementation applies to all staff managing patients under the care of 
Stockport NHS Trust, regardless of the actual location of the appointment or 
treatment. 
 
3. Roles and Responsibilities 
Director of Operations 


 To ensure policy implementation 
Associate Directors 


 To ensure policy compliance within their areas of responsibility 
      Clinicians 


 To provide clinical judgement on further management of patients following 
a DNA or multiple patient cancellations. 


 To comply with annual leave and study leave policies to ensure there is a 
minimum of six weeks notice. 


 To effectively manage their waiting lists and patients waiting times in 
accordance with the maximum guaranteed waiting times. 


 To ensure patients are not listed unless medically fit and ready for 
procedure. 


Business Managers 
 To ensure all staff within their area of responsibility are aware of the 


access policy and how it should be implemented within their individual 
roles. 


      Waiting List Officers, Secretaries and Appointment personnel 
 To manage patient pathways in accordance with the access policy. 


      Referrers 
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 To ensure that referrals are clear and contain the minimum data set 
required to process effectively and efficiently. 


 
4. Outpatient appointments 
4.1 Reasonable notice  
New and follow-up patients 
- For a verbal offer to be deemed reasonable, the patient must be offered a 


minimum of two appointment dates on different days, with a minimum one 
calendar week’s notice. 


- For a written offer to be deemed reasonable, the patient must be offered an 
appointment date with a minimum one calendar week’s notice. 


 
 Earlier dates can be offered if available and acceptable.  
 Where patients do not agree a date within the stated timescales they 


should be discharged back to their GP. 
 Where patients are not given reasonable notice, they should not be 


discharged back to their GP. 
 


2 week wait Cancer proforma referrals– a verbal offer will be deemed 
reasonable if the patient is offered a minimum of one appointment with a 
minimum of two days notice. For a written offer to be deemed reasonable, the 
patient must be offered an appointment date with a minimum one calendar 
week’s notice. 


 
4.2 Did Not Attend (DNA)   
Providing reasonable notice of the appointment was communicated to the 
patient/carer, DNAs will be actioned as follows: 
 
New patients 


 Adult patients – will be returned to the referrer if they DNA their first new 
patient appointment. 


 2ww Cancer proforma patients – will automatically be sent a second 
appointment. If the patient subsequently DNAs this second appointment, 
the case notes will be reviewed by the lead Clinician and a decision on 
further management will be made ie refer back to GP 


 Children and Vulnerable adults – The doctor must consider whether 
there is a safeguarding risk in the non attendance and then act 
accordingly in following any concerns up. It is their responsibility to liaise 
with the referrer to assess this risk and consider further actions if 
appropriate. 


Follow-up patients 
 Routine Adult patients –should be returned to the referrer.  A further 


appointment will only be made if the treating clinician requires the patient 
to be seen. 


 2ww Cancer proforma patients – the case notes should be reviewed by 
the treating Clinician and a decision on further management will be made 
ie refer back to GP 


 Children and Vulnerable adults –a clinical decision is made to either 
offer an alternative appointment or discharge back to the GP. This is left 
to the discretion and expertise of the Consultant/senior doctor provided 
that:  


 It can be demonstrated that the appointment was clearly 
communicated to the patient ie correct demographics, contact 
information 
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 Discharging the patient is not contrary to the patients best 
clinical interests.  


 There are no Safeguarding concerns  
(For further guidance on DNA’s in children and young adults or any safeguarding 


concerns, please refer to Appendix A) 
4.3 Patient Cancellations 


 New and Follow-up patients 
- Patients who cancel two consecutive appointments, having had 


reasonable notice of the appointment or agreed the date, will be 
returned to their GP. 


- If patients do not re-appoint on the day of the cancellation, they 
will also be returned to their GP. 


 Cancer pathway patients 
- May only be referred back to their GP in agreement with the patient. 


 Patient availability – If a patient cancels their appointment due to a long 
term medical condition which is unlikely to resolve in less than two weeks, 
then the patient should be discharged back to their GP. Likewise, If 
patients are unavailable for social reasons, then they should also be 
discharge back to their GP. 


 
4.4 Hospital Cancellations 


 A minimum of 6 weeks notice is required for any planned cancellation, 
reduction or changes. 


 Clinic cancellations or reductions at less than 6 weeks notice will only be 
approved in an emergency or in exceptional circumstances. 


 Where cancellations are initiated by the Trust, patients should be 
rebooked in a timely manner. 


 
5. Diagnostic appointments 
5.1 Reasonable notice 


 A minimum of two weeks notice and one date should be applied to 
constitute a reasonable offer. Earlier dates can be offered if available and 
acceptable.  


 Where patients do not agree dates within a reasonable timescale they 
should be discharged back to their GP. 


 Where patients have not been given reasonable notice, they should not 
be discharged back to their GP. 


 
5.2 Did Not Attend (DNA) 
No further appointment will be sent if the patient DNA’s. The referring Clinician 
will be informed that the patient did not attend and should review the medical 
notes accordingly. If a further appointment is deemed necessary, a new request 
should be generated. 
 
5.3 Patient Cancellation 


 The referring Clinician will be informed if the patient cancels two 
consecutive appointments, having had reasonable notice of the 
appointment or agreed the date. 


 If patients do not re-appoint on the day of the cancellation, they will be 
returned to the referring Clinician 


 
5.4 Hospital Cancellation 


 A minimum of 6 weeks notice is required for any planned cancellation, 
reduction or changes. 







Patient Access Policy final version Mar 11 - revised.DOC 
Page 5 of 8 


 Appointment cancellations or reductions at less than 6 weeks notice will 
only be approved in an emergency or in exceptional circumstances. 


 Where cancellations are initiated by the Trust, patients should be 
rebooked in a timely manner. 


 
6. Pre- assessment appointments 
6.1 Did Not Attend (DNA) 


 Patients will be removed form the waiting list and referred back to their 
GP. 


6.2 Patient cancellation 
 Patients who cancel two consecutive appointments, having had 


reasonable notice of the appointment or agreed the date, will be returned 
to their GP. 


 If patients do not re-appoint on the day of the cancellation, they will be 
returned to their GP. 


6.3 Hospital cancellation 
 A minimum of 6 weeks notice is required for any planned cancellation, 


reduction or changes. 
 Appointment cancellations or reductions at less than 6 weeks notice will 


only be approved in an emergency or in exceptional circumstances. 
 Where cancellations are initiated by the Trust, patients should be 


rebooked in a timely manner. 
 
7. Elective admissions 
7.1 Reasonable notice 


 A minimum of three weeks notice and one date should be applied to 
constitute a reasonable offer. Earlier dates can be offered if available and 
acceptable.  


 Where patients do not agree dates within the reasonable timescale they 
should be discharged back to their GP. 


 Where patients have not been given reasonable notice, they should not 
be discharged back to their GP. 


7.2 Did Not Attend (DNA) 
 Patients will be returned to the GP unless exceptional circumstances 


dictate otherwise. 
7.3 Patient Cancellation 


 If a patient cancels two admission dates, they will be removed from the 
waiting list and returned to their GP. 


7.4 Hospital cancellations 
 If an agreed admission date is cancelled by the hospital at any stage up to 


and including the day of admission, a new date should be agreed with the 
patient within seven days.  


7.5 Suspended waiting list 
 Patients who are medical unfit for their procedure for a period of less than 


3 weeks, may be placed on the suspended waiting list. 
 Patients who are deemed to be unfit for a period of more than 3 weeks, 


should be returned to their GP. 
 Patients who are fit, but unavailable for social reasons for a period of less 


than 3 weeks, may be placed on the suspended waiting list 
 Patients unavailable for social reasons for more than 3 weeks should be 


returned to their GP. 
7.6 Patients requiring more than one listing for different conditions 
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 It is the Consultants’ responsibility to familiarise themselves with the 
patients’ medical condition and any other current listings that may affect 
the patients wait.   


 For complex procedures, where it is unlikely that multiple procedures can 
be performed within the required timeframe, the patient should be 
returned back to the GP for monitoring until deemed fit and ready for a 
subsequent procedure. 


      8.0 War Pensioners 
War  Pensioners should receive priority treatment if the condition is directly 
attributable to injuries sustained during the war periods and for which they 
receive their war pension, as stated in DOH Directive HSG(97)31NHS 
Executive. 


 
     9.0 Exceptional circumstances 


Patients should not be penalised where exceptional circumstances prevent 
them from attending an appointment. This could be due to issues such as 
adverse weather conditions, family emergencies or dependency on carers / 
relatives in attending or where they are the carer themselves. 
 
Staff should exercise discretion in such situations, seeking guidance from 
their line Manager if required. 
 
However, certain circumstances may still arise whereby returning the patient 
back to the care of their GP would clinically be in their best interest and the 
safest course of action. These instances will be managed on an individual 
basis in discussion with relevant parties. 
 


   10.0 Departmental Standard Operating Procedures 
Standard Operating Procedures (SOPs) should be developed in each 
department to enable staff to implement and comply with the access policy in 
their area of work.  SOPs should reflect national policy requirements and be 
updated as any change occurs.  
 


   11.0Monitoring 
 


Monitoring Arrangements  Responsibility / Process / Frequency 


Process for monitoring e.g. audit Patient pathway validation.  


Responsible individual/ group/ committee PTL group 


Frequency of monitoring Daily validation by Information Team 


Selection of patients at weekly PTL meeting. 


Responsible individual/ group/ committee for 
review of results 


PTL group 


Responsible individual/ group/ committee for 
development of action plan 


PTL group 


Responsible individual/ group/ committee for 
monitoring of action plan 


PTL group 
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APPENDIX A 
 


Safeguarding of Children and Young Adults not brought for appointments 
(DNA’s) 


 
 The final decision of whether to offer another appointment is based on the 


professional judgement of the Consultant/senior doctor. The reviewing doctor 
must document details of the record review and of the action to be taken in 
the patient’s records.  


 
 Referrals into the service from GP’s or other professionals should clearly 


state if there are any Safeguarding issues within the family. This information 
should be considered by the Consultant when making decisions regarding 
offering a further appointment. 


 
 The Paediatric service currently offers both letters inviting a child to an 


appointment but also a telephone reminder service.  Consideration is given to 
ensuring that those with language or communication difficulties have 
adequate notice or appointments and support is available on the day. 
Professionals referring into the service should highlight any such issues to 
ensure the family are given the support they require to attend OPD.  


 
 DNA’s will be identified during the clinic session, and the notes reviewed by 


the Consultant/senior doctor (middle grade or equivalent) at this time. 
Consideration must be given to the following:  


 
o Urgency of the referral  
o Significance of clinical information provided in the referral letter 
o Any existing Safeguarding concerns in the family 
o Any other mitigating circumstances 
o Future appointments with the service 
 


 The doctor must then to consider whether there is a safeguarding risk in the 
non attendance and then act accordingly in following any concerns up. It is 
their responsibility to liaise with the referrer to assess this risk and consider 
further actions if appropriate. (see section below on non engagement where 
the child is at risk) 


 
 A letter detailing the DNA appointment details should be sent to the referring 


GP or Health Professional with a copy to the Health Visitor or School nurse 
(dependent on child’s age). This letter should clearly state what action the GP 
is expected to take in response. 


 
 Certain groups of children are particularly vulnerable and therefore need 


special consideration. These include; 
o Children under 12 years old 
o Those known to social care/on a child protection plan 
o Those on medication 
o Children/YP with mental health problems 
o Children with long term conditions where close monitoring is vital to 


improved outcomes. E.g. Diabetes, Cystic Fibrosis, Cardiac 
conditions. 


o Children with a disability 
o Travelling families/those seeking asylum and the homeless. 
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 With persistent DNAs the practitioner should contact other professionals 
involved with the family to establish whether the child is engaging elsewhere. 
This is especially relevant where the child or family is particularly vulnerable 
and has a long term health condition. E.g. School, Health visitors, GP etc. 
(LSCB Roles and Responsibilities Section 2.27 Stockport LSCB handbook) 


 
 If families refuse or persistently fail to attend appointments and there is 


sufficient concern, practitioners should contact Social Care to make a referral 
– this should be verbal and followed up in writing within 48 hours. 


 
 If the baby, child or young person is discharged:  


 
• A letter is sent to the GP stating the reason for discharge  
• The opportunity for the GP to re-refer back to the Consultant.  
 


 A copy of the discharge letter and any DNA letters are sent to the Health 
Visitor or School Nurse (dependant on child’s age). It is also advisable to 
send a copy to parents/carers of the child or young person.   


 
 For follow up patient DNA’s a clinical decision is made to either offer an 


alternative appointment or discharge back to the GP. This is left to the 
discretion and expertise of the Consultant/senior doctor provided that:  


 
 It can be demonstrated that the appointment was clearly 


communicated to the patient i.e. correct demographics, contact 
information.  


 Discharging the patient is not contrary to the child’s best 
clinical interests.  


 There are no Safeguarding concerns (see below). 
 
 


DNA’s where the child/family are subject to a child protection plan or Looked 
after children. 


 
 For children who are subject to a child protection plan, any non engagement 


should be reported as soon as possible to the family social worker. 
 
 Staff should inform the Trust Safeguarding team of their concerns via a 


Cause for Concern – stating the details of the referral to social care. 
 


 All actions should be documented fully in the child’s health/medical record. 
 


 An alternative appointment should be offered within the shortest possible time 
and this communicated clearly to the family by letter and via a telephone 
reminder. A copy of this should be sent to GP, HV/School Nurse and Social 
Care. 
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Produced by NHS Blackpool Risk Management Department 
K. Savage, Head of Risk Management (01253 651213) 


 
26 April 2012 
 
Dear Colleague  
 
Detailed below is the current situation with regard to Strategic Executive Information 
System (StEIS) reportable incidents which NHS Blackpool, as lead commissioner is 
currently performance managing on your behalf with North West Ambulance Service 
(NWAS). 
The intention of this short report is to provide assurance that the current Serious 
Untoward Incidents (SUI) Policy and Procedure is being implemented. 


 


Lead Commissioner: 
NHS Blackpool 


Associate Primary Care Trust: 
NHS Stockport 


 


Reporting period: January 2012 to March 2012 (Quarter 4) 
 
 


Number of incidents: 0 


 
 
Incident number(s): n/a 
 


 
 
Description: n/a 
 


 


 
Status: n/a   
 
 
 


 
Comments:  
 
During this period no StEIS incidents have been reported which involve NHS 
Stockport. 
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Compliance Checklist:  


 


Committee Date: 9th May 2012 Agenda Item No: 15 


 
Contract and Performance Report for 2012/13 Plan 


Summary:  Contracts for 2012/13 have been agreed and signed.  
The key financial and performance risks for 12/13 are set out. 
 
 


Link to Annual 
Business Plan: 


Financial risk on contracts. 
  
Reducing re-admissions payments is a key deliverable of 
QIPP. 
 
Assurance of and risks to (1) provider performance and (2) 
Commissioner Performance are provided through this report.  


Action Required:  1) To Receive and Note 
2) To agree action plans 


Potential Conflict 
of Interests 


None 


Clinical Exec Lead: Ranjit Gill 


Presenter / Author: Mark Chidgey 


Committees / 
Groups Consulted: 


Operational Executive  


Documentation  
Statutory and Local Policy 
Requirement 


 


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


To 
follow 


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


 


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


 


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


 Patient Level Data Impacted: Privacy Impact 
Assessment included as Appendix 


At 
later 
date 


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


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


 


  
Any form of change: Risk Assessment 
Completed and included  


 


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


9th May 2012 
 


Agenda item  9 
 


Contract & Provider 
Performance  


Period covered  
Plan 2012/13 


 


 
Summary 


• The key risks across Finance, Performance and Contracts are set out below.  
 


Background 
The activity and financial information to which this report relates is attached as section B. 
PCT Performance information is covered within section C with some detailed information by provider within section B.  
 
Issues Key Providers 


 
Lead Manager Narrative Actions 


Performance & 
Clinical  Risks 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Mark Chidgey 


 
 
 
 
 


 
Commissioning services that meet core 
standards and achieve performance targets 
is fundamental to CCGs. Our achievement 
of this will be tested through the 
authorisation process and is expected by our 
population as they access services. 
 
Attached within section B is a revised 
performance report setting out the measures 
which will be reported on a routine monthly 
basis to the board. 
 
The performance framework in 2012/13 has 
a significant number of changes to KPIs 
which are reflected in the new format of the 
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Stockport FT 
 
 
 
Stockport FT 
The Christie FT 
UHSM FT 
 
 
 
 
 
GPs 
Nursing homes. 


Performance Report. 
 
The board are requested to approve the 
format of the report, in particular to confirm 
those measures which will no longer be 
reported on a routine monthly basis. 
 
For clarity no information will cease to be 
recorded or captured as a result of these 
decisions. As accountability for services 
changes many of these measures will 
continue to be reported through alternative 
governance routes 
 
Whilst validated performance information 
for 2012/13 is yet to be made available 
the boards attention is drawn to the 
following where it is either known that 
standards are not being achieved or 
there is significant risk of non delivery.  
 
 
A&E 95% target – The performance 
improvement in Q4 has not been maintained 
in April 2012.  
 
Cancer 62 days – Performance in 11/12 
was very variable. The process for breach 
sharing meant that individual providers may 
have achieved the standards whilst the 
commissioner did not. The focus in 12/13 
will be for each provider to achieve the local 
42 day standard. 
 
C-Diff – Targets were delivered by SFT in 
11/12 but 12/13 sees a reduction in the 


 
 
Board to approve the 
proposed format and 
the measures no longer 
reported. 
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Stockport FT 
 
 
 
 
 
 
 
 
Stockport FT 
UHSM FT 
CMFT 
 
 
 
 
 
 


allowable number of infections which is more 
stringent. 
 
For those patients where the source of 
infection was not deemed to be acute care 
(community) then the 11/12 target was not 
achieved  and  the 12/13 target is more 
stringent than 11/12.  
 
Stroke / TIA –.Performance in Q4 showed 
improvement which will need to be further 
improved and sustained if the 80% target is 
to be consistently achieved. 
. 
Improving performance in each of these four 
areas is a demanding and intensive project. 
A full project structure with appropriate 
governance is in the process of being 
established and will be operational before 
the next board. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
MC to bring project 
structure and plan to 
June meeting. 


Legal Risk Overview 
 
 
 


Mark Chidgey All NHS Contracts have been signed off and 
agreed prior to 31st March. A full schedule is 
attached for the board’s approval. 
 
The transition of contracts to new 
commissioners is a significant and important 
piece of work in 12/13. The high level plan 
setting out the various processes to be 
undertaken in 12/13 is attached below. This 
was approved at the May Clinical Strategy 
Board meeting. 
 
 
 


Board to note and 
approve contract 
schedule. 
 
Board to note plan and 
high level transition 
activities . 
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Financial Risk  
 
 
 
 
 
 


 


Mark Chidgey Financial risks will continue to be reported in 
a format similar to that used in 11/12. 
 
Included within the contract report is the 
current assessment of risks and issues. 
 
 
 


 
 
 
Board to note the risks. 
 
MC to progress 
measures to mitigate 
risks and resolve 
issues. 


 






_1397647563.pdf


Statement of Contract Agreement 2012/13 - NHS Stockport


Budget Agreed by PCT Board and SCCPE


£


I&E Budgets £310,175,532


Reserves £2,633,645


Target Contract Resources £312,809,177


Dept Code Description Contract CQUIN at 85% Anticipated Total Budgeted


Contracts Signed as Co-ordinating Commissioner


H130 Stockport NHSFT - Acute £142,787,857 -£522,395 -£400,000 £141,865,462


H125 Stockport NHSFT - Community £27,281,000 £0 £0 £27,281,000


H002 BMI The Alexandra - Elective £2,896,747 -£10,598 £0 £2,886,149


H005 BMI The Alexandra - AMD £1,558,413 £0 £0 £1,558,413


P160 Stockport Learning Disabi £932,983 £0 £0 £932,983


N150 St ann's hospice £486,497 £0 £0 £486,497


H190 Ultrasound Now £333,561 £0 £0 £333,561


Contracts Signed as Associate Commissioner


H108 Univ Hosp South Mcr NHSFT £25,705,731 -£94,045 -£1,000,000 £24,611,686


H168 Pennine Care NHSFT £23,098,400 -£84,506 £0 £23,013,894


H114 CMFT - Acute £18,045,204 -£66,019 £0 £17,979,185


H124 Salford Royal NHSFT £3,183,648 -£11,647 £0 £3,172,000


H142 East Cheshire NHS Trust - Acute £2,754,432 -£10,077 £0 £2,744,355


H166 Pennine Acute NHST £1,954,952 -£7,152 £0 £1,947,800


H007 Care UK ISCATS £1,566,311 £0 £0 £1,566,311


H134 Tameside Hosp NHSFT £1,281,915 -£4,690 £0 £1,277,225


H189 Pennine Care Step Down Unit £833,515 £0 £0 £833,515


H351 E Lancs Resettlem't Schem £812,724 £0 £0 £812,724


H104 Wrightington NHSFT £486,480 -£1,780 £0 £484,700


H138 Trafford NHST £384,102 -£1,405 £0 £382,697


H163 SouthManchester Private Clinic £298,400 £0 £0 £298,400


H103 Manchester Mental Hlth Pa £282,968 -£1,035 £0 £281,933


H141 Chesh & Wirral Ptnrshp FT £274,742 -£1,005 £0 £273,737


H167 Greater Mcr West NHSFT £184,174 -£674 £0 £183,500


H143 East Cheshire NHS Trust - Community £123,782 £0 £0 £123,782


H169 Stockport NHSFT - Tameside Community £91,462 -£335 £0 £91,127


H128 CMFT - Community £66,984 -£245 £0 £66,739


Collaborative Contracts


NWSCT Various £20,790,000 £0 £0 £20,790,000


H301 CBS Christies NHSFT £13,889,909 £0 £0 £13,889,909


H302 CBS Cardiac Services £9,062,907 £0 £0 £9,062,907


H307 CBS NWAS PES inc Call Con £6,625,106 £0 £0 £6,625,106


H339 CBS SRH Neurology £1,262,907 £0 £0 £1,262,907


H308 CBS NWAS PTS inc Cat C De £1,129,639 £0 £0 £1,129,639


H345 Making It Better £650,000 £0 £0 £650,000


H367 CBS Stroke Services £371,224 £0 £0 £371,224


H323 CBS Mgmt Costs £213,155 £0 £0 £213,155


H368 CBS Cardiac Other Service £197,019 £0 £0 £197,019


H343 CBS UHSM Alimpta £81,578 £0 £0 £81,578


H383 CBS Stroke Fairfield £49,743 £0 £0 £49,743


H384 CBS Stroke Stockport FT £47,537 £0 £0 £47,537


H374 CBS NWAS Air Ambulance £5,330 £0 £0 £5,330


Budgeted Services


H164 Non-Contract Activity £2,200,000 £0 £0 £2,200,000


H116 Christie NHSFT £795,882 £0 £0 £795,882


H006 Weight Management £100,000 -£366 £0 £99,634


H188 Salford Royal NHSFT-CLARHC £95,785 £0 £0 £95,785


H160 Downs Screening £65,655 £0 £0 £65,655


H185 Stockport NHSFT NCA £55,297 -£202 £0 £55,095


H003 Audiology £18,944 £0 £0 £18,944


Other Virement from other Commissioned Services -£387,246


Total £315,414,600 -£818,177 -£1,400,000 £312,809,177


Variance from Plan £0
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2012/13 Financial Risks and Issues


Issues Funded in Contracts above not Considered in Budget Setting £


Christie Growth Agreed and committed by lead commissioner £320,425


NWAS Repricing This is 50% of a full year effect - again agreed by lead commissioner £168,000


NWSCT Growth 1.7% Agreed and committed by lead commissioner £350,000


Total £838,425


Risks Narrative Likelihood Impact Risk Score Value


Potential Call on 


Contingency


Contract Over-performance
Primarily high cost patients eg TAVI / 


Critical Care
3 4 12 £2,000,000 £1,000,000


Contract Over-performance
Volumes above contracted level - mitigated 


through contract terms
2 4 8 £3,000,000 £0


CQUIN above 85%


Contracts are funded for CQUIN delivery of 


85% - this will be challenging for Trusts to 


deliver


2 3 6 £800,000 £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 £400,000 £0


Readmissions SFT
Contract Term allows for up to  £1.2m 


recovery of readmissions by SFT
4 4 16 £1,200,000 £1,200,000


Readmissions UHSM
Process not yet initiated by UHSM / NHSM - 


Assumed £1m at risk.
3 4 12 £1,000,000 £750,000


Readmissions CMFT
Process not agreed but deduction included 


in contract.
2 3 6 £800,000 £200,000


Total £9,200,000 £3,150,000
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Monitoring 2012-13 Commissioner Performance


Board Report - Key Performance Indicators
Board Date: May-12


Monitoring Date: Apr-12


Performance Ratings - Forecast Exception Reports Attached for:-


SHA Headline  


Measures
4 7 0 Ref Description Report Status Action Plan Status


Other 


Operating 


Framework


0 38 0


Previous 


Standards 


Maintained


2 4 0


Performance Ratings - In Month


SHA Headline  


Measures
4 7 0
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NHS Stockport Clinical Commissioning Group


Monitoring 2012/13 Performance


Board Report - Key Performance Indicators


Board Date: May 2012


Monitoring Date: April 2012


No. Indicator Detailed Descriptor Source Category Plan


12-13 


Plan/ 


Actual


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Cumulative 


Position


Current 


RAG 


Status


Forecast 


RAG Status
Comments


AAAAAA Example Indicator Example Indicator
NHS Operating 


Framework
Example Plan 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) 


NHS Operating 


Framework
SHA Plan 75%


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)


NHS Operating 


Framework
CCG Plan 95%


PHQ03


Percentage of patients receiving first 


definitive treatment for cancer within 62-


days of an urgent GP referral for 


suspected cancer (SQU05_03)


NHS Operating 


Framework
SHA Plan 85.0%


PHQ04


Percentage of patients receiving first definitive 


treatment for cancer within 62-days of referral 


from and NHS Cancer Screening Service 


(SQU05_04)


NHS Operating 


Framework
CCG Plan 90.0%


PHQ05


Percentage of patients receiving first definitive 


treatment for cancer within 62-days of a 


consultant decision to upgrade their priority 


status (SQU05_05)


NHS Operating 


Framework
CCG Actual 90%


PHQ06


Percentage of patients receiving first definitive 


treatment within 31 days of a cancer diagnosis 


(SQU05_06)


NHS Operating 


Framework
CCG Plan 96%


PHQ07


Percentage of patients receiving subsequent 


treatment for cancer within 31-days where that 


treatment is surgery (SQU05_07)


NHS Operating 


Framework
CCG Plan 94%


PHQ08


Percentage of patients receiving subsequent 


treatment for cancer within 31-days where that 


treatment is an Anti-Cancer Drug Regime 


(SQU05_08)


NHS Operating 


Framework
CCG Plan 98%


PHQ09


Percentage of patients receiving subsequent 


treatment for cancer within 31-days where that 


treatment is a Radiotherapy Treatment Course 


(SQU05_09)


NHS Operating 


Framework
CCG Plan 94%


CCG Plan


Actual


CCG Plan


Actual


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 


NHS Operating 


Framework
CCG Plan


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


Report  monitors 2012/13 activity against 2012/13 targets. 


Preventing people from dying prematurely


Mental Health - Crisis 


Resolution Home Treatment


Number of Home Treatment Episodes


(SQU14)


Cancer waits - 31 days


NHS Operating 


Framework


Enhancing quality of life for people with long term conditions


PHQ10
Mental Health - Early 


Intervention in Psychosis


Number of new cases of psychosis served by 


early intervention teams 


(SQU13)


NHS Operating 


Framework


PHQ11


NHS Operating 


Framework


The proportion of people who complete 


treatment who are moving to recovery.


NHS Operating 


Framework


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)


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


NHS Operating 


Framework


Rate of emergency admissions episodes in 


people under 19 for asthma, diabetes or 


epilepsy per 100,000 population


NHS Operating 


Framework


NHS Operating 


Framework


PHQ16


2.3.ii 


Unplanned hospitalisation for 


asthma, diabetes and 


epilepsy in under 19s


Provisional reporting format: not actual data                                    


Please note all figures are for illustrative purposes only 


Cancer 62 Day Waits 


(aggregate measure)


Section C Page 2 of 5 May 12







No. Indicator Detailed Descriptor Source Category Plan


12-13 


Plan/ 


Actual


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Cumulative 


Position


Current 


RAG 


Status


Forecast 


RAG Status
Comments


CCG Plan


Actual


CCG Plan


Actual


PHQ19


Percentage of admitted pathways within 18 


weeks for admitted patients whose clocks 


stopped during the period on an adjusted 


basis


NHS Operating 


Framework
SHA Plan 90.0%


PHQ20


Percentage of non-admitted pathways 


within 18 weeks for non-admitted patients 


whose clocks stopped during the period 


NHS Operating 


Framework
SHA Plan 95.0%


PHQ21


Percentage of incomplete pathways within 


18 weeks for patients on incomplete 


pathways at the end of the period


NHS Operating 


Framework
SHA Plan 92.0%


PHQ22 Diagnostic Waits
Percentage of patients waiting 6 weeks or 


more for a diagnostic test.


NHS Operating 


Framework
SHA Plan <1%


PHQ23
A&E - Total Time in the A&E 


Department


Percentage of patients who spent 4 hours 


or less in A&E (HQU10) 


NHS Operating 


Framework
SHA Plan 95%


PHQ24


Percentage of patients seen within two weeks 


of an urgent GP referral for suspected cancer 


(SQU05_01)


NHS Operating 


Framework
CCG Plan 93%


PHQ25


Percentage of patients seen within two weeks 


of an urgent referral for breast symptoms 


where cancer is not initially suspected 


(SQU05_02)


NHS Operating 


Framework
CCG Plan 93%


PHQ26 MSA breaches 


Number of mixed-sex accommodation 


breaches.


(HQU08)


NHS Operating 


Framework
SHA Plan 0


CCG Plan 


Actual 


SHA Plan 


SHA Actual 


PHQ29 VTE Risk assessment


Percentage of adult inpatients who have 


had a VTE risk assessment on admission 


to hospital (SQU01)


NHS Operating 


Framework
SHA Plan 90%


CCG Plan 


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


RESOURCES 


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


NHS Operating 


Framework


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)


NHS Operating 


Framework


Referral to Treatment 


Pathways


Cancer 2 Week Waits 


Number of Clostridium difficile infections 


(CDIs), for patients aged 2 or more


(HQU02)


NHS Operating 


Framework


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)


NHS Operating 


Framework


PHQ28


5.2.ii
HCAI - CDI


PHS06 Non elective FFCEs 


PHS07
GP Written Referrals to 


Hospital


Written referrals from GPs for a first outpatient 


appointment in G&A specialties (SRS11)


NHS Operating 


Framework


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


specialties (HRS06)


NHS Operating 


Framework


PHS08
Other referrals for a first 


outpatient appointment 


Referrals other than from a GP for a first 


outpatient appointment in G&A specialties 


(SRS12)


NHS Operating 


Framework


PHS09
First outpatient attendances 


following GP referral 


First outpatient attendances (consultant-led) 


following GP referral in G&A specialties 


(SRS13)


NHS Operating 


Framework


Public Health


PHQ30 Smoking Quitters


Number of 4-week smoking quitters that have 


attended NHS Stop Smoking Services


(SQU18)


NHS Operating 


Framework


PHQ31
Coverage of NHS Health 


Checks 


% of people eligible for the programme who 


have been offered an NHS Health Check


(SQU27)


NHS Operating 


Framework


% of people eligible for the programme who 


have received a NHS Health Check.          


(SQU27)                                                                                                                                     


NHS Operating 


Framework
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No. Indicator Detailed Descriptor Source Category Plan


12-13 


Plan/ 


Actual


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Cumulative 


Position


Current 


RAG 


Status


Forecast 


RAG Status
Comments


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


NHS Operating 


Framework
CCG Plan


Actual


NHS Operating 


Framework
CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual


CCG Plan


Actual 100%


CCG Plan 90%


Actual


CCG Plan


Actual


CCG


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 


Local 


Intelligence
CCG Plan 80%


SQU06_0


2


Percentage of people at high risk of Stroke 


who experience a TIA and are assessed and 


treated within 24 hours 


Local 


Intelligence
CCG Plan 60%


CCG Plan


Actual


SQU12 Maternity 12 weeks 


Increasing early access for women to 


maternity services – % 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. 


Local 


Intelligence
CCG Plan 90%


CCG Plan


Actual


CCG Plan


Actual


NHS Operating 


Framework


PHF09


SQU02 End of Life Care
Percentage of deaths that occur at home (inc 


Care Homes)


Local 


Intelligence


Rate of hospital admissions per 100,000 for 


alcohol related harm


Local 


Intelligence


SRS10_0


1


Delayed Transfers of Care - 


Acute


Number of delayed transfer of care for acute 


adult patients (aged 18+) per 100,000 


population


Local 


Intelligence


PHF06 Commissioning development
Percentage of general practice lists reviewed


and 'cleaned'


NHS Operating 


Framework


First outpatient attendances 


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


departments (SRS16 )


NHS Operating 


Framework


PHS11 Elective FFCEs 
Number of G&A elective admissions Finished 


First Consultant Episodes (FFCEs) (SRS15)


NHS Operating 


Framework


First outpatient attendances (consultant-led) in 


G&A specialties (SRS14)


NHS Operating 


Framework
PHS10


Diagnostic Activity – 


Endoscopy based tests 


Number of diagnostic endoscopy 


test/procedures


Number of diagnostic non-endoscopy 


test/procedures


PHS16


Numbers waiting on an 


Incomplete Referral to 


Treatment pathway


Number of incomplete Referral to Treatment 


(RTT) pathways at the end of the period 


NHS Operating 


Framework


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 


NHS Operating 


Framework


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


NHS Operating 


Framework


Diagnostic Activity – Non-


Endoscopy based tests 


PHS14


PHS17 Health Visitor Numbers Number of health visitors (FTE)
NHS Operating 


Framework


VSC26 Alcohol related harm


Stroke indicator 


REFORM


PHS15


PHF08


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 (SRF11)


NHS Operating 


Framework


Choice  - Use of Choose and 


Book


Percentage of GP referrals to first outpatient 


services booked using Choose and Book 


(CAB) (SRF12)
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No. Indicator Detailed Descriptor Source Category Plan


12-13 


Plan/ 


Actual


Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Cumulative 


Position


Current 


RAG 


Status


Forecast 


RAG Status
Comments


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


Plan


Actual


% of children in Year 6 with height and weight 


recorded who are obese. -


Local 


Intelligence


%of children in Year 6 with height and weight 


recorded 


Local 


Intelligence


% children who complete immunisation by 


recommended ages 


Local 


Intelligence


VSB08 Teenage Conceptions
Annual under 18 conception rate per 1000 


females (15-17) 


Local 


Intelligence


VSC20 Emergency Bed Days Number of emergency bed days
Local 


Intelligence


VSB14 Drug Users
Number of drug users recorded as being in 


effective treatment


Local 


Intelligence


VSB09 Childhood obesity - reception


% of children in Reception with height and 


weight recorded who are obese


Local 


Intelligence


%of children in Reception with height and 


weight recorded


Local 


Intelligence


VSB09 Childhood obesity - year 6


% of children due for a 6–8 week with a 


breastfeeding status recorded 


Local 


Intelligence


% of infants recorded as being totally/partially 


breastfed at 6-8 weeks 


Local 


Intelligence


PREVIOUSLY MONITORED INDICATORS


SQU04_0


1b
A&E Clinical Quality


Ambulatory Care Emergency Admissions - 


Deep Vein Thrombosis


Local 


Intelligence


SQU20


Extension of NHS breast 


screening programme to 


women aged 47-49 and 71-


73


% of women aged 47-49 and 71-73 invited for 


breast screening


Local 


Intelligence


SQU09 Access to NHS dentistry


Number of patients receiving NHS primary 


dental services located within the PCT area 


within a 24 month period.


Local 


Intelligence


HQU16 Emergency Readmissions 
Percentage of admissions that are emergency 


readmissions 


Local 


Intelligence


SQU04_0


1a
A&E Clinical Quality


Ambulatory Care Emergency Admissions - 


Cellulitis


Local 


Intelligence


Local 


Intelligence


VSB10 Childhood Immunisation


SQU10 Staff Engagement
NHS Staff Survey measure of staff 


engagement


Local 


Intelligence


SQU19 Breastfeeding at 6-8 weeks


Local 


Intelligence


SQU21


Extension of NHS bowel 


cancer screening 


programme 


% of adult population aged 70-75 invited for 


bowel cancer 


SQU22
Cervical screening test 


results 


% of women with an expected date of delivery 


for their cervical screening test result within 14 


days of the test being taken


Local 


Intelligence


SQU23
Diabetic retinopathy 


screening 


% of eligible people offered screening for the 


early detection of diabetic retinopathy 


Local 


Intelligence


VSB13 Chlamydia Screening
% of population screened or tested for 


Chlamydia (15-24 year olds) 


Local 


Intelligence


SQU29
Emergency admissions for 


Long Term Conditions  


Number of emergency admissions to hospital 


for Long-Term Conditions diagnoses 
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Stockport CCG Governance and Committee Structures

May 2012



1. Introduction:

It is important that the new CCG Governing Body reviews and agrees its governance arrangements and committee structure having now agreed the draft constitution. These arrangements will form part of the authorisation requirements in September 2012.

It is recognised that there are alternative, less hierarchical,  ways of presenting these arrangements but this document reflects the requirements of the authorisation audience. 



2. Scope:

This structure covers only those committees internal to the CCG and any external meetings that the CCG would wish to establish with partners. Some others that are to be developed with a wider group of partners or are statutory bodies are suggested but not explored in detail in this paper. These include Greater Manchester arrangements and the Health and Wellbeing Board.  



The Executive Team is included for reference but is not a committee of the Governing Body as its focus is operational. It is the means by which the Accountable Officer executes his/her executive function.



The principle for committees of a governing body is that they are usually chaired by someone in a non-executive function; this principle is followed. 

Individual executives will establish meetings to deliver their work but these are not represented as they are not formal committees. 



3. Decision Required:

The Governing Body is asked to review the proposal and agree the following:

The committee structure and membership

The general purpose and powers of each

The general reporting requirements 

The arrangements for external meetings.



4. Further work Needed:

Following the steer of the Governing Body further work will be undertaken by managers and the Executive Team to:

Develop a scheme of delegation in line with statute for approval by the Audit and Probity Committee

Identify all individuals to be involved 

Create a meetings calendar

Review and re-draft Terms of Reference

Develop alternative presentation . 









Governing Body

4 x Locality Committees

Provider Management Committee

Effective Use of Resources Committee

Executive Team

Audit and Probity Committee

Remuneration Committee

IFR Panel

Contract

Negotiation

Various

Contract Meetings

Transformation Board

Various Clinical Boards

Major Transformation Project  Teams

Major Transformation Project  Teams

Stockport CCG Governance Structure

Representative Committee Liaison  

Public Representative Group

Future Greater Manchester Commissioning Arrangements 

Stockport 

Health and Wellbeing Board

Integrated Commissioning Board





Summary of Membership, Purpose, Powers,  Frequency, and Reporting

4 x Locality Committees

Chair:           Locality Chair

Members:   Member Representatives

                      Locality Business Manager

                      Others as agreed

Frequency:  Quarterly

Purpose:     Consultation on CCG plans

                      Highlighting concerns to G’ Body

                      Disseminating information

                      Improve quality and performance

                      Innovation of local solutions

                      Sharing best practice

Powers:       Local working arrangements

                      Approval up to £50K B’ Cases

                      if innovation fund in place

                      Local improvement initiatives

Reporting:   Summary minutes

                      Consultation feedback

                      Member Performance 





Provider Management 

Chair:          Nurse Board Member

Members:  CD Provider Management

                     Director Service Transformation

                     Performance Analyst

                     Quality Lead

                     Safeguarding Lead

                     Contract staff as required

Frequency:  Monthly

Purpose:      Establish contracts and  

                       variations

                      Monitor quality and

                      performance

                      Performance Intervention

                      Identify major change work

Powers:       Negotiating contract  within

                      previously agreed rules

                      Enacting interventions in line

                      with  policy

Reporting:   Decisions Made

                      Performance and action taken  



Clinical Policy Committee

Chair:           Public Health Consultant

Members:   Director for Membership

                      1 Locality GP Chair

                      GP Prescribing Lead 

                      Hospital Doctor

                      EUR administrator

                      CCG Chair 

                      LINks member 

Frequency:  Monthly

Purpose:      Set Clinical and EUR Policy

                      Advise on Quality Standards

                      Dissemination of guidance

                      Exceptionality 

Powers:      Approve policy where impact is

                     less than £50k

                     Advise on policy above £50K

Reporting:  Report decisions and rationale







Audit and Probity Committee

Chair:           Lay Member Governing Body

Members:   Additional Lay Member

                      Locality GP Chair

                      Auditors 

                      (CFO and Board Secretary) 

Frequency:  6 x per year

Purpose:      All Governance arrangements

                      Financial Management Systems

                      Annual Report

                      Probity of decision making

Powers:       Advise Board 

                      Demand executive attendance

                      on specific issues

                      Act in full on the GB’s behalf 

                      where conflicts of interest occur

Reporting:   Full minutes to Governing Body

                      Website –decisions under CoI

                      Risk and Assurance Framework







Remuneration Committee

Chair:           Chair Governing Body

Members:   Additional Lay Member

                      Member LMC

                      Chief Finance Officer

Frequency:  As Required

Purpose:      Advise on remuneration rates

                      Review performance

                      Advise on bonus payments

Powers:       To advise CCG Governing Body

                      only, except where decision 

                      means Governing Body would 

                      not be quorate

Reporting:   Advice to Part II Governing Body











Summary of Membership, Purpose, Powers,  Frequency, and Reporting

Executive Team

Not a formal committee of the Governing Body but the means by which the Accountable Officer delivers his/her executive function.



Chair:           Accountable Officer



Members:   3x Clinical Directors

                      COO and CFO

                      Public Health Consultant

                      3 Management Directors

                      Head of Communications



Frequency:  Weekly



Purpose:      Draft and Propose plans 

                      Monitor implementation

                      Monitor QIPP

                      Identify and manage risk

                      Monitor performance and 

                      action              	

                      Governing Body agenda

                      OD and HR issues

                      Communications

                      Public relations etc. 



Powers:      To act on behalf of Governing 

                     Body in extremis by agreement

                     with Chair

                     To vire up to £250,000



Reporting:  Decisions and Actions Log to 

                     GB via AO report 

                     Performance and Finance

                     Reports

                      







Transformation Board 

Chair:                   GP Accountable Officer

Deputy:                CD Service Transformation (Chairs

                             major service transformation teams)

CCG Members:   2 x Clinical Directors

                               COO and CFO

                               Public Health Consultant

                               3 Management Directors

Frequency:  Monthly

Purpose:      Identify major change programmes

                      Agree plans and monitor implementation

                      Resolve issues and manage risks

                      Establish task and finish project teams

Powers:       Take all decisions necessary in line

                      with agreed plans 

Reporting:   Report back to Governing  Body

Current T&F: Unscheduled Care and LTC 

It is envisaged this committee will replace QIPP and involve very senior managers from the CCG, SNHSFT, LA and Pennine Care NHS FT.  







Contract Arrangements

All routine contract meetings to include quality, activity, and performance. Leadership at each provided by the Clinical Director for Provider Management and/or Managerial Director Market Management as appropriate. 



Where an area of work is sufficiently large or required by national guidance to have a separate committee or local board this should focus on continual quality and performance improvement and be chaired by a clinician. Existing Boards include: Cancer, End of Life. Elective Care, Mental Health LIT, Children and Maternity.

 

The Integrated Commissioning Board will be jointly chaired with the local authority and oversee all section 75 arrangements. 



If major transformation is required in a specific area then this should be discussed internally 









Liaison Arrangements and Public Representative Group

LMC: Monthly meetings chaired by the Clinical Director for Member Relations. Other CCG attendees to include another CCG Clinical Director and either the COO or Director Member Relations. Primarily information sharing. Outcomes of such discussion shall be fed back through Operational Executive 



Other Representative Committees: The CCG Clinical Director for Member Relations and at least one other Clinical Director along with appropriate management representatives will establish and meet with the LPC/LOC/LDC leads at least twice per year. This will largely be an information sharing event and chance to identify opportunities for service improvement going forward. One such meeting must be in early Autumn as part of strategy development/refresh processes.  



Public Reference Group : The Executive Team shall meet with the PRG four times per year to hear concerns, discuss plans, and reflect on strategy. The Director of Strategy and Governance will be responsible for establishing these and agreeing the agenda with members and the executive team. 
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Actions arising from Governing Body Part 1 Meetings

		NUMBER

		ACTION

		MinutE

		DUE DATE

		Owner and Update



		010412

		CCG Presentation to NHS GM Board


Discussion re Section 75 – wave 2 Community Budget Pilot with W Heppolette 

		4/12

		20 April 2012

		V Owen-Smith


Update: This discussion is due to happen w/c 16 April






		020412

		Contract and Performance Report


To circulate the Access Policy to members

		4/12

		9 May 2012

		M Chidgey


Update: This is attached



		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



		060412

		Contract and Performance Report

To bring a full schedule of 2012/13 NHS contracts 

		13/12

		9 May 2012

		G Jones

Update: This is included in today’s Contract and Performance Report



		070412

		Contract and Performance Report

To bring a project plan for transitioning contracts to their new commissioners

		13/12

		13 June 2012

		G Jones





Stockport Clinical Commissioning Group 



09 May 2012 



Item 4
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		Meeting Date:  09 May 2012




		Agenda Item No:  16



		2012/13 PCT Opening Revenue Budgets



		Summary: 

		To present the 12/13 PCT Opening Revenue budgets as approved by the GM Cluster and the allocation of these resources over the 3 new successor commissioning bodies i.e. CCG, NCB and Public Health.






		Link to Annual Business Plan:

		



		Action Required: 

		To Receive & Note



		Potential Conflict of Interests

		



		Clinical Exec Lead:

		



		Presenter / Author:

		Gary Jones



		Committees / Groups Consulted:

		





Compliance Checklist: 


		Documentation

		

		Statutory and Local Policy Requirement

		



		All  sections above completed

		Y

		Change in Financial Spend: Finance Section below completed 

		To follow



		Page numbers 

		N

		Service Changes: Public Consultation Completed and Reported in Document 

		n/a



		Paragraph numbers in place

		N

		Service Changes: Approved Equality Impact Assessment Included as Appendix 

		n/a



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

		n/a

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		At later date



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

		N

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

		n/a



		

		

		Any form of change: Risk Assessment Completed and included 

		n/a



		

		

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

		n/a





2012/13 Opening Revenue Budgets


1. Introduction

1.1
At the March 2012 meeting of the Stockport Clinical Commissioning 
Pathfinder Executive (SCCPE), members received the draft 2012/13 Opening 
Revenue budget covering the totality of Stockport PCT Resources.


1.2 The production of the 12/13 Draft budget have been based on the requirements set out in the 12/13 Operating Framework published by the Dept of Health in November 2011.

1.3 The recommendation at the March meeting was that ‘Members were asked to agree the 12/13 Draft Budget and recommend that this be submitted to the GM Cluster for formal approval’.


1.4 The purpose of this report is to :-


(i) Present the 12/13 PCT Revenue Budget as approved by GM Cluster at its meeting in March;

(ii) Provide an indicative split of the 12/13 PCT resources analysed between the new commissioning bodies i.e. Clinical Commissioning Group, NHS Commissioning Board, Public Health system (both Local Authority and NCB). N.B. These may be subject to change across the 3 areas.

2. Overview of 12/13 Budgets


2.1 
In terms of accountability, the Governing Body will be held accountable to the GM Cluster for delivering on the CCG element of the budget. The NCB and Public Health elements will report to the GM Cluster via the Direct Commissioning Board i.e. CCG will not have responsibility for these areas.  


2.2 
Attached at Appendix 1 is the 12/13 Opening Budget (as approved by GM Cluster) shown on both a recurrent & non recurrent basis. This is as reported to the March meeting of the SCCPE and therefore the details will not be repeated in this report.


2.3 
Attached at Appendix 2 is the 12/13 PCT budget analysed across the headings of the future commissioning organisations i.e. CCG, NCB & Public Health (further split between LA and NCB but this level of detail not relevant here) 

2.4 
Members are asked to note that the Governing Body will be responsible for the CCG Commissioning budget column (as highlighted in purple). Members are asked to note that we are still awaiting final clarification on the definition of Specialist services which are planned to transfer to the NCB and whether this includes collaborative commissioning arrangements across Greater Manchester. 


2.5 
Members will note that the CCG has responsibility for c 75% of the PCTs total resources recognising that the majority of spend is within the acute/secondary care sector.


2.6 
Members will receive monthly finance reports showing the in-year position 
against the CCG budgets shown in Appendix 2.

3. Recommendation


The Governing Body is asked to note the PCT Opening Budget 12/13 set out in Appendix 1 and the CCG opening budget highlighted in Appendix 2.  


_1397640408.xls
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

		

		2012/13 Proposed Budget								APPENDIX 1

						2012/13

				Detail		Rec		Non Rec		In-Year

						£'000s		£'000s		£'000s

				NHS Providers		248,723				248,723

				NHS Collaborative Comm		53,252				53,252

				Non NHS Providers		28,692				28,692

				Independent Providers		3,214				3,214

				Sub-total Healthcare		333,881		0		333,881

				GMS & PMS		37,245				37,245

				Dental Services		870				870

				Prescribing		48,304				48,304

				Pharmacy		5,300				5,300

				Ophthalmic Services		16				16

				Developments		2,636				2,636

				Su-total Primary Care		94,371		0		94,371

				Managed Services		12,981		0		12,981

				Hosted Services		826		0		826

				Reserves:-

				Reserves B/fwd - Pre Committed		8,534				8,534

				Reserves - CQuIN		2,902				2,902

				Reserves - Growth & Inflation		18,005				18,005

				Reserves - Investments		6,448		30,148		36,596

				Reserves - Invests Safe & Sustainable				4,713		4,713

				Reserves - QiPP Trust Effic 4%		(11,045)				(11,045)

				Reserves - QiPP Demand Mangmnt		(5,800)				(5,800)

				Reserves - CIP		(4,929)		(2,173)		(7,102)

				Contingency		4,400		300		4,700

				Total Expenditure		460,574		32,988		493,562

				Resource Limits:-

				Opening Allocations b/fwd		457,712		0		457,712

				Growth		13,624		25,744		39,368

				Other Adjusts				(2,600)		(2,600)

				Reduction 2% Surplus				(9,427)		(9,427)

				Return of 2% for NR purposes				9,427		9,427

				Total Funding		471,336		23,144		494,480

				(Deficit) / Surplus		10,762		(9,844)		918





Appendix 2

		FINANCIAL PERFORMANCE REPORT 2012-13														Appendix 2

								Opening Budget 12/13

								PCT				CCG		NCB		Public Health

								Budget				Responsibility		Resp		Resp

								£000s								(LA & NCB)

		Opening Resource Limit						(494,480)

								0

		Anticipated Allocations						0

		(A) - INCOME (RRL)						(494,480)

		(B) - REVENUE EXPENDITURE

		Healthcare Providers:

		NHS Providers						248,723				233,097		5,213		10,413

		NHS Collaborative Comm						53,252				15,126		37,948		178

		Non NHS Providers						28,692				27,294		380		1,018

		Independent Providers						3,214				3,214

				Sub Total				333,881				278,731		43,541		11,609

		Primary Care:

		GMS & PMS						37,245				18,507		16,036		2,702

		Dental Services						14,732				515		14,217		0

		Prescribing						48,304				47,566		0		738

		Pharmacy						10,189						10,189

		Ophthalmic Services						2,526						2,526

		Developments						2,636				150		1,860		626

				Sub Total				115,632				66,738		44,828		4,066

		Reserves						30,242				29,860				382

		Managed Services

		Estates						3,043				2,913		0		130

		Admin						9,938				6,452		1,254		2,232

				Sub Total				12,981				9,365		1,254		2,362

		Hosted Services (NPfIT & Cardiac Network)						826				826

		Planned Surplus						918				918

		TOTAL PCT - REVENUE						494,480				386,438		89,623		18,419

		(i) Vasectomy Adjustment						0				410				(410)

		(ii) GM Collaboative Commissioning reported as CCG - awaiting definition of Specialist services						0				(14,325)		14,325

								494,480				372,523		103,948		18,009
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		Committee Date 9 May 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: 

		To approve the additions and amendments to the Treatment List.

To note the commissioning position for NICE Interventional Procedure Guidance and the costing implications of NICE Technology Appraisals.  In particular the Clinical Policies Committee would like to draw attention to the potential cost implication of TA249 – Dabigatran etexilate for the prevention of stroke and systemic embolism in atrial fibrillation as this is estimated to be £500,000.  In addition, interim guidance has been issued to GPs regarding the prescribing of dabigatran.

To note that the Clinical Policies Committee recommend that compliance with the NICE quality standard for NICE Clinical Guideline 138 – Patient experience in Adult NHS Services be included in contracts with providers.

To note that the Clinical Policies Committee have requested reports from the Public Health Specialist in Health Protection on compliance with NICE Clinical Guideline139 – Prevention and control of healthcare-associated infections in primary and community care and NICE Public Health Guidance 37 – Identifying and managing tuberculosis among hard-to-reach groups.

To note that the Clinical Policies Committee received a copy of a report from Stockport NHS Foundation Trust regarding their compliance with NICE guidance.  The Clinical Policies Committee is satisfied that SNHSFT is compliant with the NICE Technology Appraisals and relevant Interventional Procedure Guidance.  With regards to NICE Clinical Guidance the Clinical Policies Committee would like to request that SNHSFT provides information on the areas of each Clinical Guideline that they are not compliant with and the reasons e.g. assessment against the guideline is still in progress, non-compliant as that area is not commissioned, non-compliant but working towards compliance.



		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) April 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 in length)

		N/A

		Patient Level Data Impacted: Privacy Impact Assessment included as Appendix

		N/A



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

		(

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

		N/A



		

		

		Any form of change: Risk Assessment Completed and included 

		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
No negative impacts have been identified in the recommendations outlined in this paper.


Appendix 1


		Procedure

		Commissioning Position

		Policy Statement



		Sacral Nerve Modulation

		This treatment is usually commissioned on an individual basis for patients in one or more of the following categories:


· Individuals with urinary urge incontinence where conventional treatment has failed AND there is a satisfactory response to a test procedure.

· Individuals with urgency-frequency where conventional treatment has failed AND there is a satisfactory response to a test procedure.

· Individuals with non-obstructive urinary obstruction where conventional treatment has failed AND there is a satisfactory response to a test procedure.

· Individuals with faecal incontinence and a structurally intact anal sphincter where there is severe incontinence of liquid or solid faeces AND an unsatisfactory response to all appropriate non-surgical treatments and any previously attempted surgical ones AND there is a satisfactory response to a test procedure. 

		NHS Stockport Local Policy Statement No. 20



		Eculizumab (Soliris ®) for indications other than paroxysmal nocturnal haemoglobinuria

		NHS Stockport does not commission eculizumab for indications other than paroxysmal nocturnal haemoglobinuria (including antibody-mediated rejection, Guillain-Barre Syndrome, atypical haemolytic uraemic syndrome, thrombotic thrombocytopenic purpura (TTP) and systemic lupus erythematosus (SLE)) because the use of eculizumab in these conditions is considered to be experimental.

		NHS Stockport Local Policy Statement No. 161



		Speech therapy to alter voice pitch

		NHS Stockport does not commission speech therapy to alter voice pitch as this is considered a low priority

		NHS Stockport Local Policy Statement No. 165



		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








Local Policy Statement No: 20


POLICY STATEMENT


TITLE/TOPIC:

Sacral Nerve Modulation


ISSUE DATE: 

April 2012


COMMISSIONING RECOMMENDATION:


This treatment is usually commissioned on an individual basis for patients in one or more of the following categories:


· Individuals with urinary urge incontinence where conventional treatment has failed AND there is a satisfactory response to a test procedure.

· Individuals with urgency-frequency where conventional treatment has failed AND there is a satisfactory response to a test procedure.

· Individuals with non-obstructive urinary obstruction where conventional treatment has failed AND there is a satisfactory response to a test procedure.

· Individuals with faecal incontinence and a structurally intact anal sphincter where there is severe incontinence of liquid or solid faeces AND an unsatisfactory response to all appropriate non-surgical treatments and any previously attempted surgical ones AND a satisfactory response to a test procedure. 


Evidence summaries are attached.


DATE FOR REVIEW:



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


Local Policy Statement No: 20


Evidence Review


Sacral Nerve Modulation


What is it?


Sacral nerve modulation is a treatment option for some patients with faecal incontinence owing to functional defects and for some patients with urge incontinence.  A screening test (involving a temporary percutaneous peripheral nerve electrode attached to an external stimulator).is necessary to determine which patients will benefit from implantation of a permanent stimulator.


Search Strategy


A literature search of the Cochrane Library was undertaken using the term sacral.  In addition, the NICE website was searched for reviews of treatment of incontinence with sacral modulation.


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.


In line with NICE guidance
 
 this procedure should be considered in individuals with urinary urge incontinence and/or urgency-frequency where conventional treatments have failed; and in individuals with faecal incontinence and a structurally intact anal sphincter.


The Evidence


		Evidence

		Citation



		This systemic review of two randomised controlled trials included 50 patients with urge incontinence.  In 50% of patients complete continence was achieved and in 80% patients an improvement of >50%  in incontinence symptoms was observed.  5% of the control group, receiving conservative treatment while awaiting implant, demonstrated improvement.  The case series studies of individuals with urge incontinence showed 67% of patients reported an improvement in symptoms with 39% reporting complete continence. 


In the one RCT reporting on patients with urgency-frequency 56% of patients showed an improvement of >50% in incontinence symptoms compared with 4% in the control group.  In the case series studies of individuals with urge incontinence 65% of patients reported an improvement in symptoms with 41% reporting complete continence.

		Brazzelli M at al.  Systematic review of the efficacy and safety of sacral nerve stimulation for urinary urge incontinence and urgency-frequency.  Aberdeen: Review Body for Interventional Procedures; 2003.



		This systemic review included six case series studies on 266 patients.  In those patients receiving  a permanent implant 75 – 100% experienced a reduction of 50% or more in their symptoms with 41-75% patients being completely urinary continent.

		Fraser C et al. Systematic review of the efficacy and safety of sacral nerve stimulation for faecal incontinence.  Aberdeen: Review Body for Interventional Procedures; 2004



		16 patients with faecal incontinence and intact or surgically repaired anal sphincter underwent permanent sacral nerve stimulation implant. After a mean follow-up of 15.5 months the number of incontinence episodes in 14 days decreased from a mean of 11.5 pre-implant to 0.6 at the last follow-up.

		Diseases of the colon and rectum. Jul 2001.  44;7:965-970



		23 patients with faecal incontinence underwent a percutaneous trial of nerve stimulation.  11 of these 23 patients also had urinary disorders (stress incontinence, urge incontinence or retention).  19 patients completed a 7 day trial, of these 17 had a reduction of faecal incontinence of more than 50% with 14 being completely continent of stool.


5 of the patients received a permanent implant with similar results after a median follow-up of 19.2 months.

		Diseases of the colon and rectum. May 2001.  44;5:619-629



		21 patients underwent pudendal nerve evaluation (PNE).  4 patients were selected to receive a permanent implant as the PNE improved their symptoms by >75%.  A median follow-up of 15 months showed a decrease in the number of weekly episodes of incontinence and an improvement in their SF-36 scores. 

		Techniques in Coloproctology. 2002.  6;3:147-152



		40 patients underwent a trial nerve evaluation test, 28 for faecal incontinence and 12 for chronic constipation.  14 of these patients also had urinary incontinence (stress, urge or retention).  4 patients had early displacement of the electrode and hence could not be evaluated.  22 of the 25 evaluable patients with faecal incontinence had an improvement in symptoms with 11 having complete stool continence. Symptom improvement was also found in the 10 evaluable patients with chronic constipation.

		Diseases of the colon and rectum. 2001.  44;9:1261-1267
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Sacral nerve stimulation for the treatment of constipation


What is it?


Sacral nerve stimulation is a treatment option for some patients with constipation that has not responded to conservative measures.  A screening test (involving a temporary percutaneous peripheral nerve electrode attached to an external stimulator).is necessary to determine which patients will benefit from implantation of a permanent stimulator.


Search Strategy


The NICE website was searched for guidance on the use of sacral nerve stimulation for the treatment of constipation.


A literature search of the Cochrane Collaboration database was undertaken for the terms: 


· Constipation


· Sacral


· Modulation


· Stimulation 


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


· Constipation AND sacral


· Constipation AND modulation


· Constipation AND stimulation


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 sacral nerve stimulation for the treatment of constipation.


A Cochrane review found that the sacral nerve stimulation does appear to reduce symptoms in some people with constipation but there is very limited evidence available.  The search date for the Cochrane review was April 2007.  


A further five case series were published after the date of the Cochrane review which all supported the use of sacral nerve stimulation.


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 Cochrane review was identified.


1. Mowatt G, Glazener CMA, Jarrett M.  Sacral nerve stimulation for faecal incontinence and constipation in adults.  Cochrane Database of Systematic Reviews, 2007.  Issue: 3.  Art No.: CD004464.


This review searched for randomised and quasi-randomised trials assessing the effects of sacral nerve stimulation (SNS) for faecal incontinence or constipation in adults.  One crossover trial that assessed SNS for constipation was included.  The review therefore concluded that while sacral nerve stimulation does appear to reduce symptoms in some people with constipation there is very limited evidence available.


Level 4 evidence – five case series published after the Cochrane review were identified 


2. Holzer B, Rosen HR, Novi G, Ausch C, Holbling N, Hofmann M, Schiessel R.  Sacral nerve stimulation in patients with severe constipation.  Diseases of the Colon & Rectum, May 2008.  51;5:524-29.


This series included 19 patients with either sever rectal outlet obstruction requiring digital manipulation for defaecation or pathologic colonic transit constipation with less than two bowel movements per week.  All patients were treated with a temporary stimulator.  Eight patients reported an improvement with the temporary stimulator and had a permanent stimulator implanted.  These eight patients showed a significant improvement in symptoms and quality of life.


3. Kamm MA, Dudding TC, Melenhorst J, Jarrett M, Wang Z, Buntzen S, Johansson C, Laurberg S, Rosen H, Vaizey CJ, Mazel K, Baeten C.  Sacral nerve stimulation for intractable constipation.  Gut, Mar 2010.  59;3:333-40.


This series included 62 patients with severe constipation who had failed conservative treatments.  Patients were trialled with 21 days test stimulation and if there was a greater than 50% improvement in symptoms they underwent permanent stimulation.  45 patients proceeded to permanent stimulation.  After a median follow up of 28 months (range 1-55) defaecation frequency increased from 2.3 to 6.6 evacuations per week and days per week with evacuation increased from 2.3 to 4.8.  There was also decreased time toileting, straining, perception of incomplete evacuation abdominal pain and bloating.  Quality of life significantly improved.  


4. Valles M, Rodriguez A, Borau A, Mearin F.  Effect of sacral anterior root stimulator on bowel dysfunction in patients with spinal cord injury. Diseases of the Colon & Rectum, May 2009.  52;5:986-92. 


This series included 18 patients with constipation owing to spinal cord injury.  All were implanted with a sacral anterior root stimulator.  Fewer patients required laxatives after implantation, the mean  number of methods used to evacuate was reduced from 2.1 to 1.5.  Bowel movement frequency was higher and time devoted to evacuate was less although not statistically significantly so.  


5. Lombardi G, Del Popolo G, Cecconi F, Surrenti E, Macchiarella A.  Clinical outcome of sacral neuromodulation in incomplete spinal cord-injured patients suffering from neurogenic bowel dysfunctions.  Spinal Cord, Feb 2010.  48;2:154-9.


This series included 39 patients with chronic neurogenic bowel dysfunction secondary to incomplete spinal cord injury.  Patients were initially treated with temporary stimulation and then proceeded to permanent stimulation if symptoms improved with the temporary stimulation.  23 patients received a permanent stimulator, 12 of which had constipation (the other 11 had faecal incontinence).  The median number of evacuations increased from 1.65 to 4.98 per week.  General and mental health showed statistically significant improvements as measured by the SF-36 questionnaire.


6. Maeda Y, Lundby L, Buntzen S, Laurberg S.  Sacral nerve stimulation for constipation: suboptimal outcome and adverse events.  Diseases of the Colon & Rectum, Jul 2010.  53;7:995-9.


This series included 38 patients with severe constipation who received a permanent stimulator after a successful test period.  22 patients experienced at least one adverse event, 58 adverse events were noted during a median treatment duration of 25.7 months (range =0-70)  Reprogramming of the stimulator successfully managed 28 events, 19 events required surgical intervention and 3 led to discontinuation of treatment.  
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Sacral nerve stimulation for the treatment of non-obstructive urinary retention.


What is it?


Non-obstructive urinary retention is where there is no blockage to the outflow of urine from the bladder but the patient still has problems voiding urine.


Sacral nerve stimulation is a treatment option for some patients with non-obstructive urinary retention that has not responded to conservative measures.  The mechanism by which it resolves non-obstructive urinary retention is not fully understood.  A screening test (involving a temporary percutaneous peripheral nerve electrode attached to an external stimulator).is necessary to determine which patients will benefit from implantation of a permanent stimulator. 


Search Strategy


The NICE website was searched for guidance on the use of sacral nerve stimulation for the treatment of non-obstructive urinary retention.


A literature search of the Cochrane Collaboration database was undertaken for the terms “urinary retention” AND sacral


MEDLINE were searched for entries with an abstract and in English, containing the terms “urinary retention” AND sacral and the terms Fowler* AND sacral.


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 sacral nerve stimulation for the treatment of non-obstructive urinary retention.


One Cochrane review was found that supported the use of sacral nerve stimulation for the treatment of non-obstructive urinary retention but concluded that more research was needed on the best way to improve patient selection, carry out the implant and to find why so many fail.


Since the search date of the Cochrane review (March 2008) one meta-analysis (of one RCT and six case series) and six case series were found that all supported the use of sacral nerve stimulation for the treatment of non-obstructive urinary retention.  One case series was found that showed a high rate of device revision or explantation.


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 Cochrane review was identified.


7. Herbison GP, Arnold EP.  Sacral neuromodulation with implanted devices for urinary storage and voiding dysfunction in adults.  Cochrane Database of Systematic Reviews 2009, Issue 2.  Art. No.: CD004202.


The review included eight RCTS of implantable electrical stimulation devices in the treatment of urine storage and voiding problems.  The review concluded that in spite of methodological problems with the studies it appears that continuous stimulation offers benefits for carefully selected patients with urinary retention but no structural obstruction.  However the review also noted that more research was needed on the best way to improve patient selection, carry out the implant and to find why so many fail.


Level 1 evidence – one meta-analysis was identified.


8. Gross C, Habli M, Lindsell C, South M.  Sacral neuromodulation for nonobstructive urinary retention: a meta-analysis.  Female Pelvic Medicine & Reconstructive Surgery, Jul 2010.  16;4:249-53.


This meta-analysis included one RCT and 6 observational studies.  The meta-analysis found that after implantation there was a statistically significant decrease in postvoid residual volume and a statistically significant increase in voiding volume.  


Level 4 evidence – seven case series were identified.


9. Blandon RE, Gebhart JB, Lightner DJ, Klingele CJ.  Re-operation rates after permanent sacral nerve stimulation for refractory voiding dysfunction in women.  BJU International, May 2008.  101;9:1119-23.


This case series included 55 patients with implanted devices for refractory voiding dysfunction.  There were 18 revisions and eight explantations.  The main reasons for the revisions and explants were loss of efficacy and pain at the implant site.


10. Wosnitzer MS, Walsh R, Rutman MP.  The use of sacral neuromodulation for the treatment of non-obstructive urinary retention secondary to Guillain-Barre syndrome.  International Urogynecology Journal, Sept 2009.  20;9:1145-7.


This was a case report of a 20 year old woman with persistent urinary retention 18 months after being diagnosed with Guillain-Barre syndrome.  Immediately following neuromodulator placement the patient voided spontaneously and had no voiding dysfunction or postvoid residual during the 5 months of follw-up.


11. Marinkovic SP, Gillen LM.  Sacral neuromodulation for multiple sclerosis patients with urinary retention and clean intermittent catheterization.  International Urogynecology Journal, Feb 2010.  21;2:223-8.


This was a retrospective case series including 12 women with urinary retention as a result of multiple sclerosis treated with sacral neuromodulation.  The urinary retention was successfully managed post-intervention in all 12 cases.  In a mean 4.32 years follow-up two patients had to have revisional surgery owing to lead migration and 40% required battery replacement. 


12. Daniels DH, Powell CR, Braasach MR, Kreder KJ.  Sacral neuromodulation in diabetic patients: success and complications in the treatment of voiding dysfunction.  Neurourology & Urodynamics, Apr 2010.  29;4:578-81.


This case series included 243 patients (32 with diabetes) with urge incontinence, urgency-frequency syndrome and/or urinary retention tested for suitability for sacral nerve stimulation.  All patient who experienced >or= 50% reduction in urinary symptoms following a 7- to 21-day test received a permanent implant.  Long term success at a mean follow up of 29.3 months was 66.7% of the diabetic patients with urinary retention and 58.2% of the non-diabetic patients with urinary retention. 


13. Leong RK, Marcelissen TA, Nieman FH, De Bie RA, Van Kerrebroeck PE, De Wachter SG.  Satisfaction and patient experience with sacral neuromodulation: results of a single center sample survey.  Journal of Urology, Feb 2011.  185;2:588-92.


All 275 patients who had received sacral neuromodulation at a single centre were sent a questionnaire; 207 responded.  Sacral neuromodulation had been undertaken for non-obstructive urinary retention in 24% of cases.  Overall satisfaction with the treatment was high (90%), however 56% reported side effects such as pain at the internal nerve stimulator site and due to stimulation.


14. Vaarala MH, Tammela TL, Pertila I, Luukkonen P, Hellstrom P.  Sacral neuromodulation in urological indications: the Finnish experience.  Scandinavian Journal of Urology & Nephrology, Feb 2011.  45;1:46-51.


This case series included 180 patients with urgency-frequency syndrome, non-obstructive urinary retention or painful bladder/interstitial cystitis tested for sacral neuromodulation; 74 of whom underwent permanent implantation.  For the patients with urinary retention a significant improvement in number of daily urinations was noted following implantation.


15. Al-zahrani AA, Elzayat EA, Gajewski JB.  Long-term outcome and surgical interventions after sacral neuromodulation implant for lower urinary tract symptoms: 14-year experience at 1 center.  Journal of urology, Mar 2011.  185;3:981-6.


This case series included 96 patients fitted with a permanent sacral neuromodulation device, 16.7% of whom were treated for idiopathic urinary retention.  The explantation rate was 20.8%; reasons for explantation being a poor result, painful stimulation and radiation of stimulation to the leg; and 39% required a revisional procedure.  The long-term success rate was 87.5% in the patients with idiopathic urinary retention.
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Local Policy Statement No: 161


POLICY STATEMENT


TITLE/TOPIC:
Eculizumab (Soliris ®) for indications other than paroxysmal nocturnal haemoglobinuria


ISSUE DATE: 
March 2012


COMMISSIONING RECOMMENDATION:


NHS Stockport does not commission eculizumab for indications other than paroxysmal nocturnal haemoglobinuria (including antibody-mediated rejection, Guillain-Barre Syndrome, atypical haemolytic uraemic syndrome, thrombotic thrombocytopenic purpura (TTP) and systemic lupus erythematosus (SLE)) because the use of eculizumab in these conditions is considered to be experimental.


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: 161


EVIDENCE SUMMARY


Eculizumab (Soliris ®) for the treatment of conditions other than paroxysmal nocturnal haemoglobinuria.


What is it?


Eculizumab is a drug licensed for the treatment of paroxysmal nocturnal haemoglobinuria and is commissioned nationally for this orphan disease.  


It acts by preventing inappropriate complement activation.  The complement system is part of the immune system. 


Search Strategy


The NICE, SMC, All Wales Medicines Strategy Group and GMMMG websites were searched for guidance on the use of eculizumab for conditions other than paroxysmal nocturnal haemoglobinuria.


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


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


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, All Wales Medicines Strategy Group and GMMMG have not issued guidance on the use of eculizumab for conditions other than paroxysmal nocturnal haemoglobinuria.


SMC issued guidance on 13th February 2012 that did not recommend the use of eculizumab for atypical haemolytic uraemic syndrome.


One case series and eleven case reports were found that support the use of eculizumab for conditions other than paroxysmal nocturnal haemoglobinuria; one case series for motor neuropathy, eight case reports for atypical haemolytic uraemic syndrome and four case reports for antibody-mediated transplant rejection.  


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 4 evidence – one case series and 11 case reports were identified.


Multifocal motor neuropathy


16. Fitzpatrick AM, Mann CA, Barry S, Brennan K, Overell JR, Willison HJ.  An open label clinical trial of complement inhibition in multifocal motor neuropathy.  Journal of the Peripheral Nervous System, Jun 2011.  16;2:84-91.


This was an open-label study which included 13 patients with multifocal antibody-mediated motor neuropathy treated with eculizumab for 14 weeks.  Ten of the patients were also treated with intravenous immunoglobulin (IVIg).  Following treatment with eculizumab nine of the 10 patients continued to require IVIg, however there were improvements in patient-rated subjective scores and selected clinical and electrophysiological measures.


Atypical haemolytic uraemic syndrome


17. Mache CJ, Acham-Roschitz B, Fremeaux-Bacchi V, Kirschfink M, Zipfel PF, Roedl S, Vester U, Ring E.  Complement inhibitor eculizumab in atypical hemolytic uremic syndrome.  Clinical Journal of the American Society of Nephrology, Aug 2009.  4;8:1312-6. 


This was a case report of an adolescent with relapsing atypical haemolytic uraemic syndrome (aHUS) who had to be started on haemodialysis because of decreasing renal function.  Plasma exchanges were initially effective and resulted in an improvement in renal function such that the haemodialysis could be stopped after 7 weeks.  However further plasma exchanges (three times weekly) failed to prevent ongoing aHUS activity and the patient experienced progressive renal failure.  The patient was started on eculizumab.  The eculizumab was effective in maintaining renal function in two aHUS relapses however the patient experienced further relapses and progressed to end stage renal failure.


18. Davin JC, Gracchi V, Bouts A, Groothoff J, Strain L, Goodship T.  Maintenance of kidney function following treatment with eculizumab and discontinuation of plasma exchange after a third kidney transplant for atypical hemolytic uremic syndrome associated with a CFH mutation.  American Journal of Kidney Diseases, Apr 2010.  55;4:708-11.


This was a case report of a 17 year old girl with atypical haemolytic uraemic syndrome resulting in renal failure in her native kidneys and two renal transplants.  Following a third renal transplant the patient developed an allergy to plasma exchange and was started on eculizumab without problems.


19. Chatelet V, Lobbedez T, Fremeaux-Bacchi V, Ficheux M, Ryckelynck JP, Hurault de Ligny B.  Eculizumab: safety and efficacy after 17 months of treatment in a renal transplant patient with recurrent atypical hemolytic-uremic syndrome: case report.  Transplantation Proceedings, Dec 2010.  42;10:4353-5.


This was a case report of a patient with atypical haemolytic uraemic syndrome (aHUS) who had a renal transplant as a result of renal failure resulting from their aHUS.  Three years after the transplant the patient experienced a recurrence of the aHUS and was treated with eculizumab rather than plasma exchange.  After 17 months of treatment with eculizumab renal function was maintained and the need for blood transfusions was reduced.


20. Ohanian M, Cable C, Halka K.  Eculizumab safely reverses neurologic impairment and eliminates need for dialysis in severe atypical hemolytic uremic syndrome.  Clinical Pharmacology, 2011.  3:5-12.


AND


Ohanian M, Cable C, Halka K.  Reduced dose maintenance eculizumab in atypical hemolytic uremic syndrome (aHUS): an update on a previous case report.  Clinical Pharmacology, 2011.  3:45-50.


This was a case report of a 50 year old female with severe acute atypical haemolytic uraemic syndrome (aHUS) treated with eculizumab.  The patient recovered neurologically and renally after the third dose and haematologically after the sixth dose.  Six months after the initial diagnosis and commencement of eculizumab the patient was receiving a maintenance dose of eculizumab and remained well. 


21. Lapeyraque Al, Fremeaux-Bacchi V, Robitaille P.  Efficacy of eculizumab in a patient with factor-H-associated atypical hemolytic uremic syndrome.  Pediatric Nephrology, Apr 2011.  26;4:621-4. 


This was a case report of a 7 year old girl with atypical haemolytic uraemic syndrome (aHUS).  Plasma exchange was effective for 4.3 years before she started to develop progressive mild renal failure.  Subsequently an aHUS exacerbation was unresponsive to plasma exchange and she was commenced on eculizumab which resulted in a complete reversal of aHUS activity.  At the time of the report the patient had been treated with eculizumab for 12 months and had had no aHUS exacerbations and renal function had returned to normal.


22. Al-Akash SI, Almond PS, Savell VH Jr, Gharaybeh SI, Hogue C.  Eculizumab induces long-term remission in recurrent post-transplant HUS associated with C3 gene mutation.  Pediatric Nephrology, Apr 2011.  26;4:613-9.


This was a case report of a 15 year old male with atypical haemolytic uraemic syndrome (aHUS).  The patient had received two renal transplants, the first at 2.5 years of age and the second at 8 years of age.  There was failure of the renal transplants owing to recurrent aHUS.  The patient received a third renal transplant at the age of 15.  Severe renal dysfunction and hypertension developed two months after the transplantation.  The patient was treated with plasmapheresis followed by eculizumab and after 3 weeks the function of the transplanted kidney returned to normal.  At the time of the report the patient had been treated with eculizumab for 13 months and renal function was stable.


23. Tschumi S, Gugger M, Bucher BS, Riedl M, Simonetti GD.  Eculizumab in atypical hemolytic uremic syndrome: long-term clinical course and histological findings.  Pediatric Nephrology, Nov 2011.  26;11:2085-8.


This was a case report of a 9 year old girl with frequent relapsing atypical haemolytic uraemic syndrome (aHUS) resulting in renal impairment.  The patient was initially treated with plasma exchange three times a week but the treatment caused allergic reactions and school absences.  As a result the plasma exchange was stopped and eculizumab started.  Renal function improved, the number of hypertensive medications could be decreased and quality of life increased.  The patient showed no evidence of disease activity during a period of more than 24 months.  


Antibody mediated rejection


24. Locke JE, Magro CM, Singer AL, Segev DL, Haas M, Hillel AT, King KE, Kraus E, Lees LM, Melancon JK, Stewart ZA, Warren DS, Zachary AA, Montgomery RA.  The use of antibody to complement protein C5 for salvage treatment of severe antibody-mediated rejection.  American Journal of Transplantation, Jan 2009.  9;1:231-5.


This was a case report of a patient with severe antibody-mediated rejection of a transplanted kidney that was saved following treatment with eculizumab, plasmapheresis and low dose intravenous immunoglobulin.


25. Lonze BE, Dagher NN, Simpkins CE, Locke JE, Singer AL, Segev DL, Zachary AA, Montgomery RA.  Eculizumab, bortezomib and kidney paired donation facilitate transplantation of a highly sensitized patient without vascular access.  American Journal of Transplantation, Sept 2010.  10;9:2154-60.


This was a case report of a 43 year old patient with antibody-mediated rejection of a transplanted kidney, treated with eculizumab.  Six months post-transplant the renal function was normal.


26. Chandran S, Baxter-Lowe L, Olson JL, Tomlanovich SJ, Webber A.  Eculizumab for the treatment of de novo thrombotic microangiopathy post simultaneous pancreas-kidney transplantation—a case report.  Transplantation Proceedings, Jun 2011.  43;5:2097-101.


This was a case report of a 34 year old female who underwent a simultaneous pancreas and kidney transplant.  Seven days post-transplant the patient developed antibody-mediated rejection.  The rejection only partially resolved with plasma exchange and intravenous immunoglobulin but then resolved completely with eculizumab.


27. Biglarnia AR, Nilsson B, Nilsson T, von Zur-Muhlen B, Wagner M, Berne C, Wanders A, Magnusson A, Tufveson G.  Prompt reversal of a severe complement activation by eculizumab in a patient undergoing intentional ABO-incompatible pancreas and kidney transplantation.  Transplant International, Aug 2011.  24;8:e61-6.


This was a case report of a patient who developed a severe antibody-mediated rejection of a kidney and pancreas transplantation and was treated with eculizumab.  At 6 months post-transplant the patient had normal pancreas and kidney function. 
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Local Policy Statement No: 165


POLICY STATEMENT


TITLE/TOPIC:
Speech therapy to alter voice pitch 


ISSUE DATE: 
April 2012


COMMISSIONING RECOMMENDATION:


NHS Stockport does not commission speech therapy to alter voice pitch as this is considered a low priority.


DATE FOR REVIEW:


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


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.


		Month

		Reference

		Description

		Primary Care

		Secondary Care

		Prescribing

		Expected Annual Impact      £000

		Key Provider



		Apr-11

		TA219

		Everolimus - second-line treatment of advanced renal cell carcinoma (not recommended)

		£0

		£0

		£0

		£0

		



		Apr-11

		TA220

		Golimumab - Psoriatic arthritis 

		

		

		

		£not sig

		SFT / UHSM



		Apr-11

		TA221

		Romiplostim - Thrombocytopenic purpura

		

		£6,104

		

		£6,104

		CMFT



		Apr-11

		TA222

		Trabectedin – Relapsed ovarian cancer (not recommended)

		£0

		£0

		£0

		£0

		



		May-11

		TA223

		Cilostazol, naftidrofyryl oxalate, pentoxifylline and inositol nicotinate - Peripheral arterial disease  

		

		

		-£10,313

		-£10,313

		Primary Care



		Jun-11

		TA224

		Golimumab - Methotrexate naïve RA (terminated appraisal)

		£0

		£0

		£0

		£0

		



		Jun-11

		TA225

		Golimumab - Rheumatoid Arthritis 

		

		

		

		£not sig

		UHSM



		Jun-11

		TA226

		Rituximab - Follicular non Hodgkin’s Lymphoma

		

		£120,678

		

		£120,678

		Christie



		Jun-11

		TA227

		Erlotinib - Lung Cancer (not recommended)

		£0

		£0

		£0

		£0

		 



		Jul-11

		TA228

		Bortezomib & Thalidomide - Multiple myeloma 

		

		£25,573

		

		£25,573

		Christie



		Jul-11

		TA229

		Dexamethasone - Macular oedema (RVO)

		

		£228,831

		

		£228,831

		SFT / CMFT



		Jul-11

		TA230

		Bivalirudin - Myocardial Infarction 

		

		-£14,352

		

		-£14,352

		SFT / UHSM / CMFT



		Jul-11

		TA231

		Agomelatine - Depression (terminated appraisal)

		£0

		£0

		£0

		£0

		



		Jul-11

		TA232

		Retigabine – Partial epilepsy adjuvant 

		

		

		

		£not sig

		 



		Aug-11

		TA233

		Golimumab - Ankylosing Spondylitis

		

		

		

		£not sig

		 



		Aug-11

		TA234

		Abatacept - Rheumatoid Arthritis 2nd Line (not recommended)

		£0

		£0

		£0

		£0

		 



		Sep-11

		None

		None

		

		

		

		

		 



		Oct-11

		TA235

		Mifamurtide - Osteosarcoma 

		

		£143,408

		

		£143,408

		Christie



		Nov-11

		TA236

		Ticagrelor - Acute Coronary Syndromes 

		

		£11,983

		

		£11,983

		SFT/USHM/CMFT



		Dec-11

		TA237

		Ranibizumab - Macular oedema (diabetic) (not recommended)

		£0

		£0

		£0

		£0

		



		Dec-11

		TA238

		Tocilizumab - Systemic juvenile idiopathic arthritis

		

		

		

		£not sig

		



		Dec-11

		TA239

		Fulvestrant - Locally advanced or metastatic breast cancer (not recommended)

		£0

		£0

		£0

		£0

		



		Dec-11

		TA240

		Panitumumab in combination with chemotherapy - Metastatic colorectal cancer (terminated appraisal)

		£0

		£0

		£0

		£0

		



		Jan-12

		TA241

		Dasatinib, nilotinib, high does imatinib – Chronic myeloid leukaemia (nilotinib recommended, dasatinib and high does imatinib not recommended)

		

		

		

		£not sig

		SFT/Christie



		Jan-12

		TA242

		Cetuximab, bevacizumab, panitumumab – metastatic colorectal cancer 2nd line  (not recommended)

		£0

		£0

		£0

		£0

		



		Jan-12

		TA243

		Rituximab – Follicular lymphoma stage III-IV 1st line 

		

		

		

		£not sig

		



		Jan-12

		TA244

		Roflumilast – chronic obstructive pulmonary disease (recommended only in a clinical trial)

		

		

		

		£not sig

		



		Jan-12

		TA245

		Apixaban – prevention of venous thromboembolism after total hip or knee replacement

		

		

		

		£not sig

		



		Feb-12

		TA246

		Pharmalgen - treatment of bee and wasp venom allergy

		

		

		

		£not sig

		



		Feb-12

		TA247

		Tocilizumab - treatment of rheumatoid arthritis (rapid review of TA 198)

		

		

		

		£not sig

		



		Feb-12

		TA248

		Exenatide prolonged-release suspension for injection in combination with oral anti-diabetic therapy - treatment of type 2 diabetes

		

		

		

		£not sig

		



		Mar-12

		TA249

		Dabigatran etexilate for the prevention of stroke and systemic embolism 


in atrial fibrillation

		*

		

		

		*

		



		

		

		

		£0

		£552,225

		-£10,313

		£511,912

		





*NICE have not issued a costing template – the estimated cost is in the region of £500,000

Appendix 3




NICE Interventional Procedure Guidance

		NICE IPG Number

		Month issued

		Specialty

		Procedure

		NICE recommendation

		NHS Stockport Commissioning Position



		420

		Mar-12

		Percutaneous venoplasty for chronic cerebrospinal venous insufficiency for multiple sclerosis

		Neurosurgery

		Current evidence on the efficacy of percutaneous venoplasty for chronic cerebrospinal venous insufficiency (CCSVI) for multiple sclerosis (MS) is inadequate in quality and quantity. Therefore, this procedure should only be used in the context of research.   NICE encourages further research on percutaneous venoplasty for CCSVI for MS, in the form of robust controlled clinical trials. Studies should clearly define selection criteria and patient characteristics. They should also clearly define technical success which may include measurement of pressure gradients across treated vein segments before and after venoplasty. Outcomes should include clinical and quality of life measures

		Not commissioned owing to inadequate evidence of efficacy



		421

		Mar-12

		Transcatheter aortic valve implantation for aortic stenosis

		Cardiothoracic surgery

		This document replaces previous guidance on transcatheter aortic valve implantation for aortic stenosis (interventional procedure guidance 266). Evidence on the safety of transcatheter aortic valve implantation (TAVI) for aortic stenosis shows the potential for serious but well-recognised complications. For patients with aortic stenosis who are considered to be unsuitable for surgical aortic valve replacement the evidence on the efficacy of TAVI is adequate. For these patients, TAVI may be used with normal arrangements for clinical governance, consent and audit. Details of all patients should be entered into the UK Central Cardiac Audit Database. For patients with aortic stenosis for whom SAVR is considered suitable but to pose a high risk (see sections 1.5, 1.6 and 2.1.3) the evidence on the efficacy of TAVI is inadequate. For these patients TAVI should only be used with special arrangements for clinical governance, consent and data collection or research. NICE encourages clinicians to enter suitable patients into the UK TAVI trial. In addition, details of all patients should be entered into the UK Central Cardiac Audit Database. For patients with aortic stenosis for whom SAVR is considered suitable and not to pose a high risk (see sections 1.6 and 2.1.3) the evidence on the efficacy of TAVI is inadequate. For these patients TAVI should only be used in the context of research. NICE encourages clinicians to enter suitable patients into the UK TAVI trial. In addition, details of all patients should be entered into the UK Central Cardiac Audit Database. Clinicians wishing to undertake TAVI for patients with aortic stenosis for whom SAVR is considered suitable but to pose a high risk (see section 1.3) should take the following actions: inform the clinical governance leads in their Trusts; Ensure that patients understand the risk of stroke and death, and the uncertainty about the procedure's efficacy in the long term. Provide them with clear written information. In addition, the use of NICE's information for patients ('Understanding NICE guidance') is recommended.  Patient selection should be carried out by a multidisciplinary team including interventional cardiologists, cardiac surgeons, a cardiac anaesthetist and an expert in cardiac imaging. The multidisciplinary team should determine the risk level for each patient.  TAVI is a technically challenging procedure that should be performed only by clinicians and teams with special training and experience in complex endovascular cardiac interventions. Units undertaking this procedure should have both cardiac and vascular surgical support for emergency treatment of complications.  NICE encourages further research into TAVI for aortic stenosis. In particular, NICE encourages clinicians to enter all suitable patients into the UK TAVI trial. Information from research trials that will be useful for future guidance includes patient selection criteria and comparisons between TAVI and SAVR in patients who would be suitable for either procedure. Outcomes should include incidence of stroke and other adverse events, symptom relief, quality of life, occurrence of aortic regurgitation, and valve durability in the short and long term.  NICE may review this procedure on publication of further evidence.

		Currently undertaken at MRI and Wythenshawe.  Not currently commissioned at SHH, if SHH wish to start to providing this intervention a business case should to be submitted to annual prioritisation round unless the intervention is cost neutral or cost saving when a business case should be submitted to CPC for consideration of an in-year service development



		422

		Mar-12

		Incisionless otoplasty

		ENT

		Incisionless otoplasty comprises a variety of surgical techniques, carried out via minimal percutaneous access, that have been poorly described in the evidence, which includes a very small number of patients. The evidence on efficacy and safety is inadequate both in quality and quantity, and therefore the procedure should only be used with special arrangements for clinical governance, consent and audit or research.  Clinicians wishing to undertake incisionless otoplasty should take the following actions: inform the clinical governance leads in their Trusts; ensure that patients and/or their parents or carers 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; audit and review clinical outcomes of all patients having incisionless otoplasty.  Further research on incisionless otoplasty should describe the precise surgical techniques used and should report both short- and long-term outcomes, including the need for further procedures. 

		Not commissioned owing to inadequate evidence of efficacy and safety





Appendix 4 – Clinical Policy Committee (CPC)

Minutes of the meeting held on Wednesday 25th April 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)


· Catherine Jackson – Nurse member (CJ)


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


· Mike Lappin – LiNK representative (ML)


· Lisa Williams – Commissioning Support Manager (LAW)

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


· Dr Jaweeda Idoo – GP clinical executive lead/clinical lead member (JI)

· 

		

		



		1. Apologies


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




		

		



		2. Minutes from Previous Meeting


The minutes from the previous meeting were confirmed as accurate.



		

		



		3. Matters Arising


a.  CG112 – Sedation in Children & Young People - See compliance report under agenda item 4.

b. CG128 – Autism: Recognition, referral & diagnosis of children & 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.  The Group noted that this report was still outstanding and will therefore be deferred until May 2012.

c. CG137 – The epilepsies: the diagnosis and management of the epilepsies in adults and children in primary and secondary care. SJ provided a comprehensive spreadsheet detailing the key recommendations. A summary was also provided in an email (dated 15.4.12) which states the following:  I've been looking at the epilepsy audit. This has 300 indicators, I've filled in 130 but the responses are fairly repetitive so I've read the rest of the indicators and have listed below what I think could be learnt from the audit:-   


Hold epilepsy masterclass - general education re epilepsy + points covered below and specifically employment/pregnancy.  


"Enhanced" epilepsy reviews might be useful in the referral management section of QoF.  


Need to upskill a group of GPs to interact with consultants and act as contact points for patients.  


Development of individual patient  care plans.  


Joint primary and secondary care working group to implement and disseminate nice guidance, produce checklist of info to be discussed at consultations and raise the issue of warning non-epileptic patients of the risk of epilepsy eg those with family hx/learning disability/brain injury.  


Emergency assessment and treatment protocols for OOH/GPs/A+E.  


In emergency treatment use buccal midazolam in practice ( to be issued if seizure >5min or more than 3 in 1 hr) - rectal diazepam if preferred [by pt] or buccal midazolam not available.  


Promote the  expert patient programme.  


Produce patient focussed epilepsy drug info leaflets.  


Promote use of the website of the Joint Epilepsy Council of the UK and Ireland, www.jointepilepsycouncil.org.uk)  


Check details of a local SUDEP group to pass to affected families.  


Prescribe AEDs by brand.  


Prescribe carbamazepine as MR versions.  


If a specialist feels that long term epilepsy rx can continue in primary care then they should provide a  plan with guidance on medication/long term monitoring of epilepsy/blood tests if applicable and thresholds for referral back to a specialist. 


Check there is a pathway to psychol/psychiatric services for non epileptic seizure suffers.


Formalise the provision of information to patients regarding investigations. 


Check the availability and use of sleep eegs/long term video or ambulatory eeg. 


Check if neuropsychological assessment is available when indicated. 


Clear guidance needed for missed doses/vomiting after taking meds. 


Check that secondary care has appropriate protocols for tertiary referrals and initiates treatments as advised by NICE.”


A discussion ensued regarding training and the following action points were agreed.


· SJ to check if there was any online training with the BMA or RCGP


· It would be recommended via the report to The Governing Body that Epilepsy Master Classes should be run for GP and other key staff.


· VOS agreed to contact Epilepsy Action to seek the views and recommendations about how the guidance should be taken forward.


· It was also agreed that Paul Talbot and Anna Richardson will be contacted to determine what the key clinical messages/issues are in relation to prescribing. They will also be asked to confirm whether there is a pathway for non-epileptic seizure sufferers to access psychological services and whether there is access to neuropsychologist via the service at Salford. Action LAW


· VOS also agreed to speak to A&E at Stepping Hill Hospital to see if they have an emergency protocol which includes access to Out of Hours.

d. LPS no 125 Gender realignment – Speech Therapy.  See also LPS no 165. It was agreed at CPC in March that this policy should also cover all patients who may be seeking speech therapy in relation to changing the pitch of their voice. As these policies cover biologically male and biologically female patients as well as transgender patients the group agreed that this policy does not discriminate. 

e. Collagenase Injections -  LAW reported that Stepping Hill Hospital had been contacted and that they had been asked to share their views on the use of collagenase injections for Dupuytren’s Contracture. This matter is still outstanding.

		CLOSED

May 2012

Outstanding


VOS


SJ


LAW


CLOSED


Outstanding




		



		4. Compliance Report


The Group reviewed the compliance report that had now been received from Stepping Hill Hospital (SHH).


They agreed that where SHH were not compliant with NICE Clinical Guidance that this should be raised with the contract lead to discuss the reasons for non-compliance. 


The reasons for non-compliance should also be noted on future compliance reports within 6 months of the guidance being issued (except in the case of Technology Appraisals as compliance should be within 3 months). LAW agreed to feed this request back to SHH.


The Group noted that the compliance report stated that SHH were not compliant with TA 220. EAW agreed to contact SHH to find out the reasons for this.


The next updated report is due in July 2012.

		LAW


EAW


July 2012 agenda.

		



		5. NICE Clinical Guidance (CG) 


· CG 138 – Patient experience in Adult NHS Services (also see agenda item 9). A quality standard has also been produced in conjunction with this guideline. The main areas for consideration cover: knowing the patient as an individual, essential requirements of care, tailoring health care services for each patient, continuity of care and relationships and enabling patients to actively participate in their care. It was felt that the literature implies that improving the patient experience is unlikely to incur significant cost, and is more related to challenging and improving the values or culture of an organisation. No further action.


· CG139 – Prevention and control of healthcare-associated infections in primary and community care.  NICE states that this guidance applies to primary and community care. The recommendations in the original guidance are directed at community/primary care settings and are outside the remit of PbR. An increase in the use of sharps safety devices could lead to potential savings due to a reduction in costs associated with needle stick injuries locally, and a costing statement has been produced.  The Group agreed that this was a high risk area and that The Governing Body should be alerted via the CPC report. It was also agreed that the Public Health Specialist in Health promotion (Sarah Turner) should be asked to provide a report in terms of highlighting any gaps in our service compared when compared the NICE Clinical Guidance.

		CLOSED.


EAW to report to The Governing Body.


LAW to contact Public Health Specialist in Health Protection.

		



		6. NICE Technology Appraisals (TA)


· TA 249 Dabigatran etexilate for the preventions of stroke and systemic embolism in atrial fibrillation.  Dabigatran etexilate is recommended as an option for the prevention of stroke and systemic embolism within its licensed indication, that is, in people with non-valvular atrial fibrillation with one or more of the following risk factors:

· Previous stroke, transient ischaemic attack or systemic embolism,

· Left ventricular ejection fraction below 40%,

· Symptomatic heart failure of New York Heart Association (NYHA) class 2 or above

· Age 75 years or older

· Age 65 years or older with one of the following: diabetes mellitus, coronary artery disease or hypertension.

NICE states that this guidance applies to primary, community ambulance, acute and tertiary services. NICE state that it will impact on PbR. No costing tool is available.


The Group noted that the use of this drug had previously been discussed at STAMP and by The Greater Manchester Medicines Management Group (GMMMG) and an interim policy had been agreed and issued by STAMP as some patients were being initiated on Dabigatran whilst in secondary care. Concern was raised as this interim guidance had not been forwarded to CPC or to The Governing Body before being issued. Therefore JI agreed to inform Operational Executive that the expected cost impact is around ½ million pounds (this will also be reported to The Governing Body) and to bring to their attention the interim guidance that STAMP had issued. This interim guidance gives advice that Stepping Hill will not be routinely prescribing it (as it’s an option in the guidance) and that if GP’s have patients who have been discharged from other secondary care providers on it then they should phone the prescribing team for advice. JI also agreed to clarify whether this interim guidance complies with the NICE TA.


The Group were also advised that the anti-coagulation clinic had been asked to clarify their pathway around the use of this drug.




		JI to report to Operational Exec.


JI to clarify if NICE guidance fits with TA


EAW to report the cost implications to The Governing Body


Await for clarification from the anti-coagulation clinic.

		



		7. NICE Interventional Procedure Guidance (IPG)


· IPG 420 – Percutaneous venoplasty for chronic cerebrospinal venous insufficiency for multiple sclerosis.  The NICE IPG states that the current evidence of percutaneous venoplasty for chronic cerebrospinal venous insufficiency (CCSVI) for multiple sclerosis (MS) is inadequate in quality and quantity. Therefore this procedure should only be used in the context of research. The Group therefore agreed that this procedure should not be commissioned owing to the inadequate evidence of efficacy. 


· IPG 421 – Transcatheter aortic valve implantation for aortic stenosis. This guidance replaces previous guidance on transcatheter aortic valve implantation for aortic stenosis (IPG 266). The NICE IPG states that the evidence of the safety of transcatheter aortic valve implantation (TAVI) for aortic  stenosis  shows the potential for serious but well recognised complications. For patients with aortic stenosis who are considered to be unsuitable for surgical aortic valve replacement the evidence of the efficacy of TAVI is adequate. For the patients, TAVI may be used with normal arrangements for clinical governance, consent and audit. The Group were advised that this procedure is currently undertaken at MRI and at Wythenshawe. They therefore agreed that the guidance should be shared with The Cardiac Network.


· IPG 422 – Incisionless Otoplasty – NICE guidance states that incisionless otoplasy comprises a variety of surgical techniques, carried out via minimal percutaneous access, that have been poorly described in the evidence. The evidence on efficacy and safety is inadequate both in quality and quantity, and therefore the procedure should only be used with special arrangements for clinical governance, consent and audit or research. The Group therefore agreed that this procedure is not commissioned owing to inadequate evidence of efficacy and safety. 




		IPG 420 – Report to The Governing Body and disseminate. 


IPG 421 – Report to The Governing Body and disseminate (including the cardiac network)


IPG 422 – Report to The Governing Body and disseminate.

		



		8. NICE Medical Technology Guidance (MTG) 


· MTG 9 – The PleurX Peritoneal catheter drainage  system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites. NICE states the case for adopting the PleurX peritoneal catheter drainage system in the NHS is supported by the evidence. The available clinical evidence suggests that the PleurX peritoneal catheter drainage system is clinically effective, has a low complication rate and has the potential to improve quality of life: it enables early and frequent treatment of symptoms of ascites, in the community, rather than waiting for inpatient treatment.

NICE states that The PleurX peritoneal catheter drainage system should be considered for use in patients with treatment-resistant, recurrent malignant ascites.  The Group agreed that a Local Policy Statement should be drafted.

		EAW to draft LPS – May 2012 Agenda.

		



		9. NICE Quality Standards


· NICE Quality Standards for patient experience in adult NHS Services. The Group reviewed the summary prepared by NHS Sheffield and discussed that there was currently no lead person appointed for quality.  The Group agreed to raise this with Paul Pallister as he was in the process of appointing someone and requested that when the appointment had been made that these recommendations should be passed to them for consideration of including them in the contract. There was also some disagreement about allowing patients to record the consultations as this was felt to lead to a power imbalance between the clinician and the patient. 




		Raise with PP.

		



		10.  Public Health Guidance


· PH 37 – Identifying and managing tuberculosis among hard-to-reach groups. (see also CG 139 above). This guidance will be shared with The Public Health Specialist in Health Protection who will be asked to identify any gaps and report back to CPC.



		Outstanding – report of gaps to be requested.

		



		11. Cancer Drug Policies (reviewed annually)

None this month



		

		



		12. Business Cases

None this month



		

		



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


· Greater Manchester Medicines management Group (GMMMG) recommendations – Gluten Free Foods available on prescription.  GMMMG have issued recommendations on the prescribing of gluten free foods. The group noted this guidance specifically stated quantities to be prescribed which is in contrast to NHS Stockport current local policy. On page 1 and 2 of the GMMMG guidance the policy recommendation is “Fresh bread is not recommended” whereas on page 3 the recommendation is “Fresh bread is not routinely recommended”.  The Group felt that the GMMMG policy should say ‘not recommended’ rather than ‘not routinely recommended’ The Group agreed to stick with NHS Stockport’s local policy statement and JI will inform Ash Patel who will feed back to The Greater Manchester meeting.



		JI to inform Dr A Patel.


CLOSED

		



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

a. LPS no 161 – Eculizumab (Soliris®) for indications other than paroxysmal nocturnal haemoglobinuria. It had been reported nationally that the use of this drug was being expanded to include other conditions and therefore a local policy was needed. The Group reviewed the evidence summary which found that NICE, All Wales Medicine Strategy Group and GMMMG have not issued guidance on the use of eculizumab for conditions other than paroxysmal nocturnal haemoglobinuria. However SMC issued guidance in February 2012 but this did not recommend the use of eculizumab for atypical haemolytic uraemic syndrome.

One case series (consisting of 13 patients) and eleven case reports (1 patient per report) were found that supported the use of eculizumab for conditions other than paroxysmal nocturnal haemoglobinuria; one case series for motor neuropathy, eight case reports for atypical haemolytic uraemic syndrome and four case reports for antibody-mediated transplant rejection. Therefore the level of evidence is level 4 quality and the numbers of patient’s involved is low. 


The Group concluded that the treatment is not clinically effective and that it should not be commissioned for use in other conditions (with the exception of paroxysmal nocturnal haemoglobinuria) because the use in other conditions is considered to be experimental and there are other treatment options available. This decision was not unanimous and ML wished it to be documented that he did not agree with this policy. The decision not to commission this treatment was therefore a majority decision.


b. LPS no 114 – Vitamin D Testing v3.  This issue has been discussed and agreed at a previous meeting of the Governing Body.  This policy is therefore for information and reflects the fact that only those patients under the care of Stepping Hill will be initiated on high dose Vitamin D in secondary care.  Patients under the care of other hospitals may be initiated on high dose Vitamin D in primary care following a recommendation from a secondary care clinician based in a hospital other than Stepping Hill.

		Report to The Governing Body and disseminate.



		



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

· LPS 161 – Eculizumab. The Group reviewed the policy and agreed that it was not discriminatory.

· LPS 114 – Vitamin D Testing v3. The Group reviewed the policy and agreed that it was not discriminatory.

		

		



		16. Clinical Pathway Changes


None this month




		

		



		17. Any Other Business

· Governance and Quoracy. The group felt that there was a lack of clarity around governance issues e.g. there is no governance lead on the group and that due to the low numbers of GP’s attending the meeting ensuring that the Group is quorate is problematic.  The Group were reassured that all policies that are discussed and agreed at each meeting of the CPC are then forwarded to The Governing Body for ratification/approval and there are 8 GP’s who sit on The Governing Body.

· June 2012 meeting – Due to the Governing Body Away Day the meeting of the CPC which was due to be held on 27th June 2012 has now been moved to 20th June at 9am and will take place in the training/meeting room on Floor 7 on the opposite side to Reception.



		

		



		18. Date of next meeting


23rd May 2012 – 9am to 11am, Floor 7 Board Room


(Please email apologies and agenda items to lisaa.williams@nhs.net by 14th May 2012)

		

		













Appendix 2 – NICE Technology Appraisal Costing Statement 2011/12











� Interventional Procedure Guidance 99.  NICE.  November 2004



� Interventional Procedure Guidance 64.  NICE.  June 2004
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STOCKPORT CLINICAL COMMISSIONING GROUP

      DRAFT

Minutes of the GOVERNING BODY Meeting


Held at REGENT HOUSE, Stockport


ON wEDNESDAY 11 APRIL FEBRUARY 2012 

PART I


Present

		Dr A Patel

		Clinical Director for Market Management and Quality (Chair)



		Dr J Idoo

		Clinical Director for Service Transformation



		Mr P Foster

		Lay Adviser



		Dr V Owen-Smith

		Deputy Director of Public Health



		Ms J Crombleholme

		Lay Adviser



		Mrs G Mullins

		Chief Operating Officer Designate



		Mr G Jones

		Chief Finance Officer Designate



		Mrs F Sanders

		Nurse Representative



		Dr S Johari

		Locality Chair: Heatons and Tame Valley



		

		



		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



		

		



		APOLOGIES



		



		Dr R Gill

		Accountable Officer Designate



		Dr C Briggs

		Clinical Director for Member Support



		Mr T Stokes

		LINk Representative



		Dr A Johnson

		Locality Chair: Marple and Werneth



		Dr V Mehta

		Locality Chair Nominee: Cheadle and Bramhall





1/12 APOLOGIES


Apologies were received from R Gill, C Briggs, A Johnson, V Mehta and T Stokes.


2/12 DECLARATIONS OF INTEREST

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


P Foster declared that he is a Director of Borough Care Ltd.


G Mullins declared that she has twice been offered concert tickets by Emersons (the management company for Regent House) which she declined. Her brother works for Dr Schar UK Ltd which is a manufacturer of gluten-free foods. Her husband works for Edmund Bell, part of Redwood High Performance Fabrics who supply specialist mattress covers and mattresses.


T Ryley declared that he has received free attendance at an annual event organised by a consultancy company uImprove, and attended a Christmas theatre trip which was hospitality from Emersons, the management company for Regent House. He also declared that his wife works for Stockport NHS Foundation Trust as their Complaints Manager where there might be a perceived conflict of loyalty with his responsibility for the quality monitoring of provider organisations.


J Idoo declared an interest as a GP principal at Alvanley Family Practice, and also membership of the GMC, MPS, BMA and the NHS Confederation.


A Patel declared an interest as a GP principal at Bramhall Park Medical Centre and as a Clinical Director of the Clinical Commissioning Group. He also declared being a Non-executive Director of the Stockport Weekend Day Centre for Dementia (which is a registered charity). He is a member of the GMC, MDDUS, BMA and the RCGP. He declared that he has a potential beneficial interest in the Mastercall buildings.


G Jones declared his employment at NHS Stockport, and that he is a member of CIPFA. He declared that he has been offered concert tickets as hospitality by Emersons (the management company for Regent House) which he declined.


V Owen-Smith declared membership of the British Medical Association, the Medical Defence Union, the Faculty of Public Health, and of the Socialist Health Foundation.   


F Sanders declared her employment as the Professional Nursing Lead and Non-medical Prescribing Lead at NHS Stockport. She declared her membership of the Nursing and Midwifery Council and of the Royal College of Nursing.


J Crombleholme declared her employment as Head of Executive Employment at the Manchester Business School, the University of Manchester. She declared her position as Chair of Queen’s Road Primary School.


H Procter declared her interest as a GP principal, and membership of the BMA, RCGP, MDU and the FFSRH. 

T Dafter declared his current employment as the Director of Adult Social Care for Stockport MBC, and his membership of ADASS.


S Johari declared his interest as a partner in the Park View Group Practice, and his role as clinical lead for maternity and paediatrics for the Stockport Clinical Commissioning Pathfinder. He declared his membership of the Royal College of GPs, the British Medical Association, the Medical Protection Society, and as a Diplomat of the Faculty of Sexual and Reproductive Healthcare. He also declared that he is a member of Mastercall via his practice. 


The items will be recorded in the Register of Interests for members held by the Head of Corporate Governance and Risk.


3/12 MINUTES OF THE MEETING OF THE STOCKPORT CLINICAL COMMISSIONING PATHFINDER EXECUTIVE COMMITTEE OF 14 MARCH 2012 

It was agreed that the minutes of the final meeting of the Stockport Clinical Commissioning Pathfinder Executive Committee held on 14 March 2012 be accepted as a correct record of the meeting with the following amendments:


135/12 should read ‘P Foster expressed the view that this seemed a small team to deliver the reorganisation of secondary services across the whole of Greater Manchester’

137/12 should read ‘Application of 4% efficiency requirement on Trusts results in a 1.5% deflator’


139/12 should read 


‘V Owen-Smith VOS talked through the policies and highlighted the following:


Modifications to Bariatric Surgery.  Patients with a BMI over 45 with a co-morbidity can access surgery.  


She informed members that post-2013 NHS Commissioning Board policy may be that patients with a BMI over 40 will be able to access this surgery.


The Committee agreed the following local policies:


-Fenestrated abdominal aortic aneurysm stents

-Treatment with Vitamin D (this is applicable only to Stockport NHS Foundation Trust)


-Zoledronic acid 

-Selective dorsal rhizotomy/selective posterior rhizotomy 

-Height reduction surgery 

-Removal of mercury amalgam dental fillings for the treatment of chronic f-fatigue syndrome (CFS) or myalgic encephalomyelitis (ME)’

145/12 should read ‘The year-to-date surplus is £445k better than the planned position’

The Governing Body noted these amendments.

4/12 MATTERS AND ACTIONS ARISING FROM THE MINUTES

The members reviewed the items which are due today.


35/11: The response to The Christie 20:20 consultation is included in today’s agenda. This item can be removed


093/12: V Owen-Smith is due to discuss the section 75 wave 2 Community Budget Pilot with W Heppolette this coming week. This item will be carried forward


120/12: The Access Policy has not yet been circulated to members. This item will be carried forward


135/12: There is an update from the Major Trauma Unit Accreditation Process on today’s agenda. This item can be removed

140/12: The web link to the Summary Care Record patient letter has been added. This item can be removed


The Governing Body noted these updates.

5/12 nOTIFICATION OF ITEMS OF ADDITIONAL BUSINESS

The Chair invited the members to submit any items for Any Other Business. There were no items submitted.


6/12 Report of the CHAIR

A Patel updated the members on the following items:


· The pre-meeting this morning included a discussion of and exercise on Conflicts of Interest, consideration of the 2012/13 work plan, and a discussion on roles and responsibilities and meeting protocols


· We have received a letter from Ian Dalton, Chief Executive of NHS North of England, which sets out the expectations of the Clinical Commissioning Group for the next twelve months


· We have received a copy of the response from NHS Greater Manchester to The Christie 20:20 consultation. This incorporates feedback from the CCGs


· We have received a paper outlining an Overview of the Greater Manchester Health Commission. The Commission will play a key role in jointly owning the Safe and Sustainable hospital reform programme so that local authorities can be engaged as early as possible.


He informed the members of the public present of the items to be discussed in Part 2 of today’s meeting. These are:


· An update on the organisational structure and operating model. This is a private discussion as this has not yet been shared with staff


· An investigation of a serious untoward incident. This is being discussed in private as it names individual staff members


P Foster noted that the letter from the Chief Executive of the North of England SHA refers to a current year saving of £510m, and asked if this means that we have already achieved a large part of the 2012/13 £1.1bn required cost savings. G Jones explained that the £510m is actual cost improvement plan savings made by the primary care trusts, while the £1.1bn figure is the annual North of England SHA share of the national NHS £20bn required savings.


G Mullins informed the members that she attends weekly meetings of the NHS Greater Manchester Managing Directors, and that at these meetings there is a strong focus on performance. The Managing Directors review a performance dashboard on which Stockport is reporting as ‘red’ for several indicators. She explained that performance will be a key element of the authorisation process for the CCG.


J Crombleholme asked if this dashboard contains new or existing indicators. A Patel replied that they are long-standing indicators such as 62-day cancer waiting times, Clostridium Difficile incidences, and stroke. 


T Ryley commented that during the authorisation process we will be scrutinised for the actions being taken to improve performance and not necessarily for having delivered improvements at such an early stage.


P Foster asked for Stockport’s relative position to the other Greater Manchester localities and G Mullins explained that most in Greater Manchester are also being reported as ‘red’.


The Governing Body noted this update from the Chair.


7/12 PATIENT STORY

The members watched a video presentation of a patient’s story of her experiences as the primary carer of her daughter with learning disabilities.


H Procter commented that there is an issue with how dementia patients and patients with learning difficulties are managed in both primary and secondary care. She suggested that this becomes an area of focus for the CCG.


G Mullins advised that the learning disabilities service is jointly-commissioned and jointly-provided with the local authority, and suggested that the service specification could be revisited. A Patel added that this year’s CQuIN indicators contain several focusing on dementia.


T Ryley suggested a corollary between patient experience and clinical outcomes, adding that the committee could review the SNHSFT patient experience data.


J Crombleholme observed that this patient’s story could be highlighting training issues for the provider organisation. 


The Governing Body agreed that the mechanism for making improvements in this area is by the focus on patient experience data from the foundation trust.


8/12 GREATER MANCHESTER CLINICAL STRATEGY BOARD

A Patel presented the minutes of the Greater Manchester Clinical Strategy Board of 3 April 2012.  He explained that this Board decides the joint commissioning arrangements across the twelve CCGs in Greater Manchester, and its members are the Accountable Officers from each of the CCGs and the NHS Greater Manchester Executive officers.


He informed the members that decisions made by this Board affect Stockport’s local policies and will impact on financial decisions.


He drew to the members’ attention that there was a discussion concerning the approach for medicines optimisation across Greater Manchester with a proposal to develop a policy development body which could impact on local Effective Use of Resources policies. The Board had also discussed the provision of out-of-hours non-emergency ambulance provision by NWAS and had requested an options appraisal for the service provision from April 2013.


V Owen-Smith asked if the local Clinical Policy Group and STAMP are considering the decisions made by the Greater Manchester Medicines Management Group. J Idoo replied that they are not currently doing so, and A Patel offered to send her and V Owen-Smith the relevant papers from the meeting. V Owen-Smith said that the Clinical Policy Group would review these papers and update the Operational Executive.


A Patel observed that the Greater Manchester Medicines Management Group could become a CSS offering, and T Ryley suggested that the CCG may wish to buy guidance rather than decision-making because the CCG would still be the accountable body for any such decisions.


The Governing Body noted the contents of this update.


9/12 STRATEGIC APPROACH FOR PATIENTS WITH LONG-TERM CONDITIONS AND COMPLEX NEEDS 

J Idoo presented a report proposing the strategic approach for patients with complex needs. This proposes the creation of a support team to cover medical needs, basic nursing, therapy, dementia and mental health skills, and social care skills. This team will have access to specialist teams for end of life care, COPD, diabetes, heart failure, dementia, and mental health.


S Johari asked how many hospital admissions this is likely to reduce and J Idoo answered that the expectation is for 1,600 over the three year period. T Dafter noted that this proposal focuses on targeting those patients who are likely to develop high levels of need rather than the cohort of patients who already have such needs. V Owen-Smith noted that, for this model to bring any financial benefit, the contract with SNHSFT will need to be renegotiated to reduce the number of available hospital beds. J Idoo explained that this is covered by a block contract this year which will allow such modelling to be undertaken. T Ryley added that the sCCG’s plans anticipate cost savings to be made during 2013/14.


J Idoo asked if this model should be piloted in one locality or launched everywhere simultaneously. G Mullins observed that the Transforming Community Services changes have presented the opportunity for service redesign, and agreed this basic model.


T Ryley explained that our QIPP plans expect a reduction of 1650 admissions, and that we could release nearly £10M if admissions rates for this group of patients was brought down to the average for similar populations.


J Idoo suggested that there is the opportunity to reduce admissions by greater than the 1650 figure. G Mullins explained that it is important for the Governing Body to decide if this is the model with which they wish to proceed.

F Sanders suggested that the pilot phase should include patient experience as one of its indicators.


The Governing Body agreed that this is the correct target population, that this is the correct model of delivery of care, and that this will be implemented on a pilot basis.


10/12 MAJOR TRAUMA UNIT ACCREDITION PROCESS


A Patel presented a brief report to inform the members of the outcome of the assessment and accreditation process for Major Trauma Units supporting the Greater Manchester Major Trauma Centre Collaborative.

These Major Trauma Units are intended as ‘staging posts’ for the very small number of cases with compromised airways or exsanguinating haemorrhage that will need to stop for resuscitation and stabilisation before onward transfer to a Major Trauma Centre.


Stockport Foundation Trust has been chosen as one of these Units. There may potentially be a financial implication for the CCG and M Chidgey is currently modelling this.


The Governing Body noted this update.


11/12 NEW POLICIES AWAITING FINAL APPROVAL


V Owen-Smith presented a report informing the members of new policies that have been agreed at Clinical Policies Committee.


She drew the members’ attention to the following:


· The Effective Use of Resources team will no longer be checking that hysterectomies undertaken at Stockport NHS Foundation Trust are appropriate as all those which have been checked over the last six months have been appropriate


· There has been a change in the commissioning arrangements for some mental health placements. As a result some patients with Alzheimer’s who were previously treated within contract are now requiring individual funding.


With regards to mental health services G Mullins informed the members that she is hoping to meet with colleagues from Pennine Care NHS FT to discuss funding and quality aspects of treatments at The Meadows. 

The Governing Body approved the additions and amendments to the Treatment List, and noted that the Clinical Policy Committee has not been tasked with assurance around NICE guidance and that there is currently no other committee undertaking this work.


12/12 THE EQUALITY DELIVERY SYSTEM FOR THE NHS: STOCKPORT CCG’S SUBMISSION


T Ryley presented a report updating the Governing Body on the progress being made in the area of equality and diversity including the locally-agreed submission to the NHS’s Equality Delivery System, the CCG’s priorities moving forwards, and its equality objectives.


He explained that the members have seen most of this information before. The CCG is required to submit its equality strategy and equality objectives as part of its evidence for authorisation. 


J Crombleholme commented on the requirement for many of these objectives to be incorporated into our contracts with provider organisations, and observed that there is currently no-one on the Governing Body designated as a champion for equality.


The Governing Body noted the Equality Delivery System submission and approved the equality objectives.


13/12 CONTRACT AND PERFORMANCE REPORT


G Jones presented the contract and performance report. He drew the members’ attention to the following areas:   


Glaucoma: Progress is still being made by SFT. There are two outstanding issues before the performance notice can be removed.

Cancer 62 Day Waits: The performance against this target in January has been very poor, and this calls into question our ability to deliver for Quarter 4 overall.


J Crombleholme asked if it would help if referrals were made to other hospitals but G Mullins explained that the location for treatment is dependent upon patient choice. P Foster noted that this indicator is one with which we regularly struggle to achieve. G Mullins explained that Stockport has relatively high levels of referrals in this area, that the target is breached by the complex cases, and proposed conducting a ‘deep dive’ into the issue in conjunction with D Jones at a future meeting of the Governing Body.


H Proctor commented on the requirement for an urgent referral route for suspected cancer cases.

GP Referrals: For December and January the referrals have increased significantly, and the planned 3% reduction in referrals will not be achieved. The impact of this on 2012/13 plans needs to be considered.


A Patel noted that this is a year-on-year increase of 1%, and T Ryley agreed that this presents a major threat to our 2012/13 QIPP plans. 


Clostridium Difficile: There are two main issues in this area. The first is the outbreak of a virulent strain, and the second is the lack of progress in delivering the required 30% reduction.


G Jones explained that all NHS contracts have been signed and agreed prior to 31 March 2012. A full schedule will be brought to the next meeting for the Governing Body to sign off these formally. He explained that work is starting on transitioning contracts to their new commissioners and a project plan for this will be brought to the June meeting.

The Governing Body noted the contents of the reports and agreed the actions being taken.


14/12 FINANCE REPORT


G Jones presented the finance report. At month 11 NHS Stockport is reporting a year-to-date surplus of £887k, with a forecast outturn surplus of £667k in line with the plan.


The current forecast for prescribing spend stands at £46.4m which would be a positive result against our estimate of £47.2m


J Crombleholme noted that the balance sheet is showing a significant cash balance. G Jones explained that this is largely due to the situation of hosting some Greater Manchester services; by the year end he assured the members that the cash balance will be below £50k.


The Governing Body noted the content of the report.


15/12 QUALITY REPORT


A Patel presented to the members the quality report. This included the latest Every Patient Matters quality report from Stockport NHS FT. J Idoo observed that the information on complaints received is not very comprehensive; T Ryley explained that these are analyses in more detail on a quarterly basis.


J Crombleholme asked how stretching is the FT’s achievement for having 81% of patients who are expected to die on the end of life care pathway. T Ryley explained that 80% would be seen as a very stretching target and so to produce a result of 81% is stunning.


The Governing Body noted the contents of the report.


16/12 ANY OTHER BUSINESS AS RAISED DURING AGENDA ITEM 5


There were no further items of business.

17/12 DATE, TIME AND VENUE OF THE NEXT MEETING


The next meeting of the shadow Stockport Clinical Commissioning Group Governing Body will take place at 10.00 on 9 May 2012 in the Boardroom at Regent House, Heaton Lane, Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.00.
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