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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 


The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Heaton Lane, Stockport at 10.00 on Wednesday 10 December 2014.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	10.00
	J Crombleholme


	2
	Declarations of Interest

	Verbal
	To receive and note
	
	

	3
	Approval of the draft Minutes of the meetings held on 12 November 2014

	
[image: image1.emf]Item 3 DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 12 November 2014.pdf


	To receive and approve
	
	J Crombleholme

	4
	Mental Health Cost-improvement Plan
	
[image: image2.emf]Item 4A Pennine 

Care CIP.pdf



 EMBED AcroExch.Document.11  [image: image3.emf]Item 4B 

Quality_Impact_Assessment_Doc_2111141.pdf


	To support
	10.05
	M Chidgey

	5
	Performance: Finance Report
	
[image: image4.emf]Item 5A Finance 

Report October 2014.pdf



 EMBED AcroExch.Document.11  [image: image5.emf]Item 5B Finance 

Report Appendices October 14.pdf



 EMBED AcroExch.Document.11  [image: image6.emf]Item 5C Unconfirmed 

Audit Committee Minutes 15 10  14.pdf


	To note and endorse
	10.25
	G Jones

	6
	Report of the Chief Operating Officer
	
[image: image7.emf]Item 6A - Report of 

the Chief Operating Officer.pdf



 EMBED AcroExch.Document.11  [image: image8.emf]Item 6B 2014 12 

Resilience  Compliance Report.pdf


	To note
	10.30
	G Mullins

	7
	Procurement Strategy

	
[image: image9.emf]Item 7A Procurement 

Policy.pdf



 EMBED AcroExch.Document.11  [image: image10.emf]Item 7B NHS 

Stockport CCG Procurement Policy (Final) (3).pdf


	To approve
	10.35
	M Chidgey

	8
	Co-commissioning Proposal
	
[image: image11.emf]Item 8 

Co-commissioning Report December 2014.pdf


	To approve
	10.45
	R Gill / 

G Mullins


	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 14 January 2015 at 10:00 at Regent House, Heaton Lane, Stockport, SK4 1BS.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 19 December 2014.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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NHS Stockport Clinical Commissioning Group will allow
people to access health services that empower them to
live healthier, longer and more independent lives.
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Executive Summary

What decisions do you require of the Governing Body?

1. Note the financial position as at 31° October 2014 and latest forecast
which shows delivery of our £4.28m surplus target.

2. Note the improvement of £1.5m in the forecast position from £2,763k
surplus reported at month 6 to full delivery of our £4.28m surplus target.

3. Endorse the approach that the delivery of the planned £4.28m surplus
has been achieved through delay and resulting slippage on 2014-15
investments.

4. Note the identified financial risks not within the forecast outturn and basis
for exclusion at this time.

Please detail the key points of this report

e Actual surplus to Mth 7 (YTD) of £2,173k, which is a £324k under
achievement against our planned target for Mth 7.

e CCG forecasting achievement of its £4.28m planned surplus.

e Referral to Treatment (RTT) Funding — NHS England have confirmed that
the full allocation of non-recurrent RTT funds will remain with the CCG.

e Potential financial risks of £1.3m not in forecast position.

What are the likely impacts and/or implications?

Delivery against statutory financial duties and financial performance targets.

How does this link to the Annual Business Plan?

As per 2014/15 and 2015/16 Financial Plan.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Governing Body only

Clinical Executive Sponsor: Ranjit Gill

Presented by: Gary Jones

Meeting Date: 10" December 2014

Agenda item: 7

Reason for being in Part 2 (if applicable)

N/A






Report of the Chief Finance Officer as at 31%' October 2014

1.0 Introduction

1.1 This report provides an overview on the CCG’s performance against its
Statutory Financial Duties and Performance Targets highlighting the
financial risks and challenges the CCG faces in delivering these in
2014/15.

1.2 This report provides an update on:-
e The financial position as at 31%' October 2014.
e Forecast outturn position for 2014/15.

2.0 Statutory Financial Duties and Performance Targets
2.1 The CCG is required to deliver its statutory duties and financial
performance targets as approved by the Governing Body at the start of

the year. Table 1 below RAG rates our financial performance on both a
‘Year to Date’ (YTD) and Forecast basis.

Table 1: Statutory Duty and Performance Targets

Performance Performance
AlrEe) SENERIR7 TS YTD (Mth 7) Forecast
Not to exceed
Revenue | revenue resource ’ ‘
allocation
) Not to exceed
Running .
running cost
Costs . . .
allocation
Capital —
(Note: The
CCG has Not to exceed
not capital resource N/A N/A
received a I .
capital allocation
allocation in
2014/15)






(Appendix 1)

year surplus

Area Performance Performance Performance
Target YTD Forecast
Deliver a
Revenue | Recurrent Surplus ‘
of 2.5%
Revenue Deliver a 1% in-

Operate within

Cash the maximum ‘ ‘
drawdown limit
Business Comply with
(Ep%ggéji)c(:tZ Better Payment ‘ ‘
Table 3) Practices Code
QIPP Fully deliver
(Appendix 2 planned QIPP ' '
Table 2) Saving

3.0 Financial Position as at 31°%' October 2014

3.1 The CCG is forecasting to deliver its planned forecast surplus of £4.28m
for 2014-15. This is an improvement of £1.52m on the £2.76m forecast
surplus reported at month 6.

3.2 Members will recall that last month it was reported that RTT allocations
were being reviewed at a national level and there was a possibility that
a proportion of the funding may need to be returned. NHS England has
now confirmed that the full RTT allocation received by the CCG will
remain with the CCG in its entirety to cover the previously unfunded
associated pressures.

3.3 The forecast position also includes the receipt of the non-recurrent
allocation for performance against the Quality Premium £269k and
Contract Penalties totalling £180k.

3.4 Members are reminded that delivery of the £4.28m planned surplus has
been achieved from non-recurrent schemes which do not address the
underlying recurrent pressures which will be carried forward into the
2015/16 financial year. Plans to address the underlying recurrent
pressure are being developed by the QIPP committee

3.5 The financial position as at month 7 is summarised in Table 2 below and
further detail is provided in Appendix 1 to this report.





Table 2: Summary of Financial Position at Month 7

Plan Actual (Favourable)
(Surplus)/ | (Surplus)/ / Adverse
Deficit Deficit Variance
£000s £000s £000s
Month 7 YTD (2,497) (2,173) 324
Year End Forecast (4,280) (4,280) 0

3.6 Table 2 above shows the month 7 position and forecast position against

3.7

3.8

4.0

4.1

14/15 Plan. This shows that CCG is now on target in terms of delivering
its planned surplus for 2014/15 agreed with NHS England. The £324k
year-to-date (YTD) adverse variance and forecast financial position
incorporates the following cost pressures:-

Over performance on Acute & Mental Health contracts (£3.8m)
Increase in costs & volume growth on prescribing (£1.2m)
Contribution to National Legacy costs (£1.3m)

Undelivered CIP (£3.1m)

The above cost pressures are being mitigated by the actions being

worked up and proposed by the QiPP group as part of the 14/15

recovery plan. The majority of these cost pressures have a recurrent
impact on CCG cost base, with the exception of CHC legacy which has
been assumed impacts 14/15 and 15/16 only.

The forecast is based on a ‘most likely’ position reflecting identified risks
as at month 7. It is important that members acknowledge that our
assumption is on this basis rather than on a ‘best case’ or ‘worst case’
scenario.

Healthcare Contracts (Acute, Mental Health, Community Health,
Continuing Care, Primary Care and Other)

Acute

The YTD overspend of £2,488k and Forecast £3,005k over performance
in Acute contracts based on September activity data mainly relates to
Central Manchester FT, Stockport FT, Salford Royal FT, and
Independent Sector / Any Qualified Provider contracts.

Central Manchester FT — the YTD £726k overspend and forecast
outturn £743k overspend relates to pressures within macular
degeneration (£473k), non-elective activity (E201k) and an increase
above plan in the number of patients admitted to the Acute Kidney Unit
(E214k). These pressures are partially offset by reduced Critical Care
activity which is now reported to be £380k underspent.






4.2

4.3

Stockport FT — as at month 7 the reported position for Stockport FT is
£612k overspend YTD and forecast outturn of £1,463k overspent. This
is mainly due to forecast pressures within A&E (£475k), Critical Care
(E624k) and Outpatient activity (E894k) which are being partially offset
by underperformance within Elective Care which is forecasted to be
£917k underspent.

Members should note that the Stockport FT contracts allows for the
urgent care block to be increased by the expected impact on admitted
care if emergency department (ED) attendances are >3% above plan.
Currently ED attendances are ¢6.8% above plan at Stockport FT and
there a financial risk of c£400k if ED performance does not improve.
The financial impact of the ED threshold breach has been identified as
part of the Acute over performance risk in section 5 of this report.

University Hospital South Manchester FT — as at month 7 a £95k
overspend is being forecasted. The main areas of overperformance are
within Elective Care (£399k) and Critical Care (£238k). This is partially
offset by underperformance within Non Elective (£201k) and Outpatient
activity (£164Kk).

Salford Royal FT - YTD and forecast outturn overspend of £166k and
£332k respectively is due to over performance in Elective, Non Elective
and Outpatient activity.

Independent Sector / Any Qualified Provider

The financial impact of additional Independent Sector (IS) and Any
Qualified Provider (AQP) activity within Trauma and Orthopedics,
Ophthalmology and Audiology to improve performance against the
Referral to Treatment (RTT) target has resulted in a YTD overspend of
£505k and forecast outturn cost pressure of £200k. The forecast outturn
position incorporates the additional £821k RTT funding received for IS
and AQP related activity.

Community Health

The underspend in this budget reflects the revised contribution into the
Pooled Budget with Stockport MBC under Section 75 flexibilities. This is
a one-off benefit which impacts in 14/15 only and therefore has no
recurrent benefit going forward into 2015/16.

Continuing Care
The forecast overspend on continuing care of £967k reflects the CCGs

mandated contribution of £1.3m into the National CHC and Legacy risk
pool.





4.4

4.5

4.6

Mental Health

Spend on Mental health shows a £534k YTD overspend and a forecast
overspend of £816k reflecting increasing demands we are currently
seeing on Mental Health services around additional placements above
planned levels.

Prescribing

The latest information from the NHSBSA provides actual prescribing
expenditure for the period April to August 2014. As this information is
published 2 months in arrears an estimate for September and October
has been made in arriving at the cumulative position to October 14.

As at month 7 the prescribing budget is £610k overspent YTD with a
forecast overspend of £1,200k. The latest information we have from the
RDTC (Regional Drug & Therapeutics Centre) has shown a significant
increase in both cost and item growth.

The CCG is seeing an increasing trend of spend on Central Nervous
System, Respiratory and Endocrine related drugs.

Running Costs (Corporate)

The CCG is required to operate within its 2014/15 running cost
allocation of £7.16m. The CCG has budgeted to spend £6.58m on
running costs, which is lower than its £25 per head allocation of £7.16m.
This is in preparation for the planned 10% reduction in CCG running
cost allocations in 2015/16 which reduces our allocation down to
£6.42m.

Table 3 below provides a breakdown of the running costs between
those provided via SLA with the Greater Manchester Commissioning
Support Unit (CSU) and those provided ‘in-house’ within the CCG.

Table 3: Running Costs

Variance Variance
YTD YTD (Favourable) | Annual | Forecast | (Favourable)
Running Budget Actual / Adverse Budget | Outturn / Adverse
Costs £000s £000s £000s £000s £000s £000s
CSU - SLA 977 829 (148) 1,667 1,483 (184)
CCG Admin 2,853 2,715 (138) 4,916 4,616 (300)
Total CCG
Running 3,830 3,544 (286) 6,583 6,099 (484)
Costs

The actual position with CSU spend reflects performance against the
products the CCG is commissioning in 2014/15. The underspend on
CCG admin is due to a mixture of staff vacancies and underspends on
non-pay budgets which reflect measures being taken to support our
recovery plan.





4.7

5.0

5.1

5.2

6.0

Reserves
Table 1 of Appendix 2 sets out the reserves held at month 7.

Investments — this reserve includes the planned investments set aside
as part of our 14/15 strategic plan. These investments are now subject
to the QIPP review and prioritisation process and to date planned
slippage of £4.6m against our investments has been identified to
support our forecast position.

Contingency — this reserve reflects the opening £2.2m contingency of
which £0.55m has been released into mainstream budgets. The
remaining £1.67m is supporting our forecast position.

QIPP_Schemes — this budget reflects the opening QiPP target that
remains unachieved and manifests as a cost pressure until this is
cleared to zero. The unachieved delivery on QiPP remains at £3.1m.

In_year adjustments to allocations — this reserve reflects specific
allocations received during the year which have not yet been released
from reserves into mainstream budgets. (Table 4 of appendix 2 provides
the detail of in year movement on allocations).

Impact of Pressures on Recurrent Position

The recurrent impact of the forecast pressures identified at Mth 7 is an
additional £10.4m which will add to the already planned target of
£10.7m required in 2015/16. As such, our revised recurrent QiPP plan
for 15/16 will be £21.1m as shown in Table 4.

Table 4: 2015/16 QIPP Requirement

Recurrent QIPP £m
Planned 2015/16 QIPP 10.7
Impact of 2014/15 Forecast Outturn 10.4
Revised 2015/16 QIPP Requirement 21.1

At month 6 we reported a £20.6m QIiPP requirement so the above table
shows we have seen £0.5m deterioration from month 6 to month 7. This
is due to an increase in the recurrent pressures within the Acute sector.

Financial Risks not in forecast

6.1 The table below shows identified risks which have not been

incorporated within the 14/15 forecast position. These will be kept under





review but at the present time we assume these are part of our ‘worst
case’ scenario.

Table 5: Financial Risks not incorporated within the Forecast

position.
Risk Likelihood Value
(H = High)
(M = Medium)
(L = Low)
Additional Acute Over
performance
(including Urgent M £1m
Care Threshold
breach)
Prescribing (Price
Increase in Generics M £0.3m
expected from
October)
Total Risk Exposure
Unfunded EL.3m

6.2 The risk on acute overperformance relates to contractual terms linked
to triggers set at agreed threshold levels above which would generate
and give rise to an additional payment request by the Provider. Given
performance in this area is on a cumulative basis and can improve; the
financial implications are being reported as a risk rather than
incorporated within the forecast position. However it is recognise that if
thresholds are breached going forward then a determination will be
made around value which will be included in the forecast position.

7.0 Balance Sheet
7.1 Appendix 3 details the CCG opening balance sheet as at 1% April 2014,
closing balance sheet as 31% October 2014 and a forecasted balance
sheet as at 31% March 2015.
8.0 Recommendations

The Governing Body is asked to:-

I.  Note the financial position as at 31 October 2014 and forecast
delivery of the £4.28m savings target.

[I.  Note that the delivery of the planned £4.28m surplus has been
achieved through one off measures which do not address the
underlying recurrent pressures.

9





lll.  Note the situation around RTT allocations has now been
concluded with NHS England i.e. the full allocation of the RTT
monies are now incorporated within the forecast financial
position.

IV. Note that on-going work is being carried out by the QiPP group
to ensure continued delivery of our savings target in 2014-15 and
to agree an approach and identify proposals which address the
recurrent 2015-16 funding gap.

V. Note the level of identified financial risks not within the forecast
outturn and basis for exclusion at this time.

Gary Jones
Chief Finance Officer
25" November 2014

. Statutory and Local Policy
Documentation .
Requirement
Cover sheet completed v Change in Financial Spend: Finance Section v
below completed
Page numbers N Service Changes: Public Consultation n/a
9 Completed and Reported in Document
’ Service Changes: Approved Equality Impact
Paragraph numbers in place Y Assessment Included as Appendix na
2 Page Executive summary in place na Patient Level Data Impacted: Privacy Impact nia
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial v Change in Service Supplier: Procurement & n/a
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
Any impact on staff: Consultation and EIA nia
undertaken and demonstrable in document
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NHS Stockport Clinical Commissioning Group

Audit Committee

Unconfirmed Minutes

Date of . From To
Meeting: 15 October 2014 Time 13-00 1500
Venue: Boardroom, Floor 7, Regent House
Present: (JG) Mr J Greenough, Lay Member (Chair)
(BB) Mr B Braiden, Lay Member
(AJ) Dr A Johnson, GP Locality Chair
(DS) Mr D Swift, Lay Member
(GJ) Mr G Jones, Chief Finance Officer
(TC) Mr T Crowley, Director MIAA
In (JF) Mr J Farrar, External Auditor, Grant Thornton
Attendance: | (TR) Mr T Ryley, Director of Strategic Planning and Performance, NHS SCCG
(LW) Ms L Warner, Internal Auditor, MIAA
(DD) Mr David Dolman, Deputy Chief Finance Officer, NHS SCCG
Apologies: (MW) Mr M Waite, External Auditor, Grant Thornton
pologies: (BD) Mr Beric Dawson, Anti-Fraud Manager, MIAA
Secretary to | (SJ) Sue Jeeves Personal Assistant, NHS SCCG
Committee:

MEETING GOVERNANCE ‘

ltem No | Meeting Item Responsible
37.856 | 1. Declaration of Interests JG
There were no declarations of interest.
37.857 | 2. Apologies JG
Apologies were noted from: Beric Dawson, David Dolman, and Mick
Waite
37.858 | 3. Minutes of the last meeting held on 18 June 2014 JG
The minutes were approved as a correct record.
37.859 | 4. Actions JG

37.820 GJ to obtain assurance that issues raised in the Greater
Manchester Service Auditor Report (SAR) are being resolved
GJ explained this relates to 13/14 audit issue and that has spoken
about this to the new incoming Director of Finance at the CSU and
assurances have been given. GJ asked that this now be closed
down and this was agreed.

1





37.842 Declaration of Audit Committee Members’ Interests
forms which were circulated with meeting papers are to be
completed and returned to PP

These have all been received.

37.845 GJ to agree scope and timing of Executive and Non-
Executive expense claims review with Internal Audit

LW has written the terms of reference and these have been
reviewed and agreed by CCG officers; It is proposed that this audit
will commence in October.

37.847(i) ORR to include an estimation of the date at which a
risk will be mitigated to an acceptable level
TR confirmed that work on this has been completed.

37.847(ii) Schedule Operational Risk Register to be reviewed
annually on the agenda of the Audit Committee

The work has been completed and has been reflected within the
revised Audit Committee work plan.

37.848(i) JF to amend Annual Audit letter (P.6) to include
Cheshire as an area with which the CCG collaborates
This has been actioned.

37.848(ii) DD to publish amended Annual Audit letter on CCG
website

This has been actioned and is on the CCG website under
publication.

37.849 LW to add a ‘key’ to the progress on implementation of
recommendation table
This has been added into the progress report.

37.852(i) Ensure items in the Detailed Financial Policies which
are to be addressed by the Audit Committee are in the Work
Plan

The work plan has been amended.

37.852(ii) Include Assurance Framework as an appendix to the
risk report at each Audit Committee Meeting
Agreed and will be actioned.

37.852(iii) Amend the Work Plan as per agreed changes
This has been completed.

37.852(iv) LW to email an Annual Committee Report template to
GJ
This has been completed.

37.852(v) Draft a brief Annual Committee Report to Governing
Body for 2013/14.






Action completed and report presented to the Governing Body in
September 14. Chair and GJ thanked DS for drafting the report
which was well received.

37.853 DS and PP to provide DD with minor changes to DFPs.
This has been completed.

The following items were noted as completed and therefore can be
removed from the log:

37.820, 37.842, 37.845, 37,847(i), 37,847(ii), 37.848(i), 37.848(ii),
37.849, 37.852(i), 37.852(ii), 37.852(iii), 37.852(iv), 37.852(v),
37.853

37.860

5. Matters arising
There were no matters arising.

JG

37.861

6. Risk & Governance Issues

6.1. Assurance Framework

TR informed the Committee that he will be asking risk owners to
provide more detail within their updates, as there is variability of
providing more informed updates across the document. TR
commented that a section containing specific issues up to the
December meeting should also be included within the Framework.

BB requested that the Framework includes a key to the colour
coded symbols used in the table. TR agreed that this should be
included as standard.

6.2 Draft Governance Statement

TR commented that an updated draft Governance Statement is
issued nationally every year. He reported that a major revision is
expected on the Statement and will await receipt of the revised

guidance prior to any more work being carried out on the statement.

TR

TR

37.862

7. External Audit Reports

7.1 External Audit Progress Report

JF presented the first Audit Committee progress report for 2014/15
setting out the work programme for the coming months. It is split
into two areas, planned Audit work and Emerging Issues &
Developments. JF explained the detail of the planned audit work.

JF confirmed that MW will be retiring in December and that Mike
Thomas will be his successor. JF will be the engagement lead and
Chris Blakemore will be the new lead on accounts work.

The Chair informed the Committee that he had worked with Mike
Thomas, approximately fifteen years ago at KPMG and was Mike’s
manager at that time. The Committee’s view was that they would
like assurance that both parties were aware of this previous work

JF
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relationship and give this some consideration. JF commented that it
is unlikely to be a problem with the Audit Commission but would
meet with Mike Thomas to discuss and then introductory meetings
will be arranged with CCG with both MW and MT.

JF informed the Committee that he is currently waiting for guidance
around Value for Money conclusion. He commented that the
guidance is likely to relate to financial resilience and clearly this will
link to the recovery plan being produced by the CCG.

JF explained that Grant Thornton had produced a national report
around the Better Care Fund which focussed on the joint work
between Clinical Commissioning Groups and Local Authorities. JF
shared hard copies of the publication and agreed to share also by e-
mail to be distributed via the CCG.

JF agreed to e-mail the electronic version of the BCF document to
the CCG for onward distribution to members of the Committee.

BB asked what is in place around mental health and would referrals
be made via a GP.

AJ commented that it’s choice at point of reference (Choose and
Book) or decision to treat (one single point of access). He said that
95% of patients choose their local hospital.

Attention was drawn to the challenge questions contained in the
report and it was agreed that GJ would put all of the challenging
guestions into a document and present to Directors.

JF

JF

GJ

37.863

8. Internal Audit Reports

8.1 Internal Audit Progress Report

LW reported that the audit of Quality of Commissioned Services
originally scheduled for quarter 1 2014/15 has now been
rescheduled to quarter 4 of 2014/15. LW explained that a similar
audit had been undertaken in quarter 4 of 2013/14 and therefore it
was felt too soon to undertake another review of this area.

LW commented that MIAA is working with the CCG to flex audit
start dates given the current capacity pressures in the CCG. She
added that the Contract Management Audit had been delayed and
had compensated by bringing forward other audit work around QIPP
Audit and review of Governing Body expenses. LW gave assurance
that the plan will be delivered by 31%' March 2015.

LW explained she had not been able to finalise a report as
responses were still awaited from a Director. GJ advised that he
was aware of this issue and that the Director responsible had been
subject to other priority and significant demands imposed by NHS
England.






TR also explained that two lengthy plans arrived in July/August,
both requiring a quick turnaround which had consumed much
Director time involvement. The Chair acknowledged that the CCG
had been involved in some significant pieces of work over the last
couple of months which had produced some excellent, very
thorough documents. LW has agreed with DD that they will work on
this towards the end of November in order for no further delays.

LW said that she will follow up on the Assurance Framework, Risk
Management Strategy and Risk Management Training as this must
be delivered to all CCG staff.

TC informed the Committee that there are a number of events
available that have been organised by MIAA and they are free for
members to attend.

DS queried the green status of the General Performance Indicators
within the audit report. TC gave assurance that this information was
correct. DS proposed that the information regarding the mix of
qualified/unqualified staff should be included within the Audit Report
as this is important information. TC commented that this was a
helpful suggestion and will look to include within future audit reports.

8.2 MIAA Events

The Chair queried the Fit and Proper Person Test. TC commented
that the test follows on from the Mid Staffordshire Inquiry and is
used to ascertain the way in which staff are appointed. The legal
process is aimed at Audit Chairs; Tim Kelsey will be speaking at an
event on 12™ December 2014. AJ stated that GPs are generally
unable to attend conferences and events planned for Mondays or
Fridays given Practice commitments. TC noted this and agreed to
take forward in planning future events where GP involvement is
being sought.

8.3 Internal Audit Charter
LW is seeking approval of the Charter from the Committee.

The Chair queried the ‘Whistle Blowing’ procedure. GJ stated that
there is a policy which includes JG as the named contact person to
report incidents to. GJ agreed to check that the role of the Audit
Committee is covered within the Whistle Blowing Policy.

DS commented that there is an incorrect MIAA key contact e-mail
address within the Charter. LW to amend this.

The Committee approved the Charter.

TR stated that the Sustainability Policy had been worked through at
the inception of NHS Stockport CCG. He reported that the
organisation is engaged and a joint piece of work being carried out
with the Local Authority to look at the health and wellbeing of the

LW

GJ

LW
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workforce.

The Chair commented that the Charter has not been seen by the
Governing Body. TC stated that it is a reminder of the statutory
responsibility that applies to the public sector and what the
Governing Body should see. The briefing notes included within the
Charter do not require a response.

DS had concerns as to how the Sustainability Policy would be
covered from an assurance point of view. TR commented that the
issue should be flagged and embedded within other objectives and
risks. The Chair had concerns about the lack of attention at
Governing Body level and requested that a report be compiled at a
convenient point.

The Chair referred to briefing note 6 and questioned the issues
raised under ‘Human factors — improving patient safety’. TR
commented that the Quality and Provider Management Committee
should address the key areas relevant to Provider workforce issues
and quality aspect.

LW will e-mail the briefing paper on Medicines Management — Duty
of Candour to the CCG so these can be distributed to members.

8.4 Audit Committee Handbook

LW informed the Committee that the handbook includes
amendments to reflect key changes in the NHS. TC commented
that this may be useful in the future in order to bring in best practice
from other organisations.

GJ/DD/PP to meet regarding what changes would be required
within the organisation and how Internal Audit would interact.

TC agreed that he would send some information to TR to inform him
of how interaction could take place.

JF will contact MW to ask him to complete the relevant information.

LW

GJ/DD/PP

TC

JF

37.864

9. Internal Audit Update

LW and TC left the room at 2.30pm whilst the discussion took place
around provision of internal audit services. LW and TC re-joined the
meeting at 2.40pm post discussion.

It was agreed that the Committee would look at a local way of
handling the issue.

GJ

37.865

10. Chief Finance Officer Routine Reports

10.1a) Losses and Special Payments
GJ reported that the loss of £10 related to a loss on bus pass
income recorded to actual cash in hand. As a result of this and

GJ
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ANY OTH
37.866

following a review of process and security, the procedure for
collecting these monies has now been changed and is managed
within the Finance Team.

10.1b) Receivables>£5k

The Committee received the paper showing the aged debts of
amounts owing to the CCG. GJ explained that the PMO office debts
relate to contributions owed by the FT and SMBC and agreements
are in place with these organisations. GJ commented that there has
been an issue with internal communication at SMBC but confirmed
that the money will be paid.

10.2 Register of Waivers
None reported.

10.3 Register of Sealing Update

GJ informed the Committee that the Deed of Novation of Contract
for the off-site storage and retrieval of records between Iron
Mountain and NHS Stockport CCG is included in the Register of
Sealing. DS commented that this is in line with the Constitution.
The Committee received and noted all reports.

ER BUSINESS

11. Any Other Business

This item was actually given at the start of the meeting but for the
minutes is recorded under AOB given there was no substantive item
on the agenda.

GJ gave an update on the financial position of the CCG given that
the forecast at Month 5 showed the CCG was off track to deliver its
1% surplus target agreed with NHSE.

GJ informed members that the CCG has planned for a 1% target
surplus in 14/15 which equates to £4.3m. However, the latest
forecast shows that the CCG has a £3.5m gap as a surplus of only
£770k is now being forecast.

GJ reported that NHSE are holding the CCG to deliver the planned
£4.3m surplus, as per our original plan, and that the CCG has now
set up a QiPP group to produce a recovery plan for 14/15 and
medium term with this being approved by the Governing Body.

Members were informed that the majority of our planned savings in
14/15 were one-off in nature and therefore do not benefit future
years. As a result, the recurrent savings target in 15/16 is now
c£20m.GJ stated that seven CCGs in the country have a deficit and
that Stockport is currently on the national radar of NHS England.

GJ informed members that Stockport CCG is expected to have a
‘Deep Dive’; this should include assessment of risk and QIPP plans

and it is expected that this will take place towards the end of
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October. GJ will be attending a meeting with NHS England within
the next week to discuss the national team coming to Stockport to
carry out this process.

BB queried the £700k and asked if the savings are imposed on
Stockport CCG. GJ confirmed that the CCG has to deliver a 1%
surplus for 2014/15. He commented that the rules have changed
for 14/15 as the CCG was required to deliver the same level of
surplus as that achieved in 2013/14. GJ stated that this was not a
negotiable position.

The Chair commented that he is now chairing the QIPP group that
the group currently working through the recovery plan. The Chair
stated that the organisation must be tighter on Business Plans and
ensure that the case / metrics for savings are clearly demonstrated.

GJ informed the Committee that both Stockport MBC and Stockport
NHS Foundation Trust are also faced with making significant
financial savings hence why Stockport is a challenged Health
Economy. He reported that a meeting has taken place with MPs to
highlight the issue of disparity of funding across CCGs. GJ
explained that under the new ACRA formula then Stockport should
receive a further £16m funding although this shortfall is not being
addressed within the CCG'’s allocation.

DATE AND TIME OF NEXT MEETING

The next meeting will take place on Wednesday, 17th December 2014
13.00 — 15.00 Regent House, Floor 7, Meeting Room 1






Date of

Committee

Minute
Number

Action Point

Complete by Date

15.10.2014 37.861 TR to ask risk owners to include more detailed information within 17.12.2014 TR
the Assurance Framework

15.10.2014 37.862(i) | JF to meet with MT to gain assurance that the previous working 17.12.2014 JF
relationship between JG/MT will not impact on his appointment as
external auditor rather than membership of the committee.

15.10 14 37.862(ii) | JF agreed to e-mail the electronic version of the BCF document to 17.12.2014 JF

the CCG for onward distribution to members of the Committee.

15.10.2014 37.862(iii) | GJ to compile a document to present to Directors, which should 17.12.2014 GJ
include challenging questions raised within the External Audit
Progress Report.

15.10.2014 37.863(i) LW to follow up on the Assurance Framework, Risk Management 17.12.2014 LW
Strategy and Risk Management Training which should be delivered
to all CCG staff

15.10.2014 37.863(ii) | GJto check that the role of the Audit Committee is covered within 17.12.2014 GJ
the Whistle Blowing Policy

15.10.2014 37.863(iii) | LW to amend the incorrect e-mail address within the Charter 17.12.2014 LW

15.10.2014 37.863(iv) | LW to e-mail the briefing paper on Medicines Management for 17.12.2014 LW
distribution to members

15.10.2014 37.863(v) | GJ/DD/PP to meet re required changes within the organisation 17.12.2014 GJ/DD/PP

15.10.2014 37.864(vi) | TC to send information to TR re interaction 17.12.2014 TC

15.10.2014 37.864(vii) | JF to ask MW to complete information relating to the handbook 17.12.2014 JF







_1479221037.pdf
NHS

Stockport
Clinical Commissioning Group

Resilience and Compliance Report - December 2014

Report to Governing Body on NHS Stockport CCG's performance, including NHS Constitution indicators
and Legal Compliance indicators.

NHS Stockport Clinicial Commissioning Group will allow people to
access health services that empower them to live healthier, longer and
more independent lives

Tel: 0161 426 9900 Fax: 0161 426 5999

Stockport Clinical Commissioning Group

Tth Floor Text Relay: 18001 + 0161 426 9900
RegentHouse

Heaton Lane Website: www . stockportccg.org
Stockport

SK4 1BS

10f 10





Executive Summary

Stockport
Clinical Commissioning Group

What decisions do you require of the Governing Body?

Note the report.

Please detail the key points of this report

Performance on NHS Constitutional targets and legal compliance indicators

What are the likely impacts and /or implications?

Continue to monitor measures and compliance, especially ED, RTT, Cancer (62 days) and ambulance response times.

How does this link to the Annual Business Plan?

Updates Governing Body on performance on the measures laid out in our annual business plan.

What are the potential conflicts of interest?

N/A

Where has this report been previously discussed?

Directors Meeting

Clinical Executive Sponsor: Dr Ranijit Gill

Presented by: Gaynor Mullins

Meeting date: 10th December 2014

Agenda item: 7

Reason for being in Part 2 (if applicable)

N/A
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Clinical Commissioning Group

Chief Operating Officer's Report

Chief Operating Officer's Report

This report covers data September 2014 for NHS Constitution targets and to October 2014 for statutory duty and compliance indicators.

The main risk areas continue to be:-

Referral to Treatment Times (RTT)

Emergency Department 4 Hour waiting times standard
Cancer (62 days)

Ambulance response times.

A new issue has arisen in September in terms of reduced performance against diagnostic waiting times targets. This relates to issues at University Hospitals South Manchester and
Central Manchester NHS Foundation Trusts and performance at Stockport NHS FT remains strong.

We have had 1 case of MRSA in September.

As reported previously, the expected 'dip' in performance in RTT will occur in October, November and December. Addressing the backlog is a national priority and we are under
significant scrutiny for delivery. We expect performance to return to one of consistent achievement from January.

We remain concerned about 52 week waiters. Progress has been made but the Quality & Provider Management Committee (QPM) will review this in detail. We need to ensure
providers are focussed on ensuring there are robust systems that support people in moving through their treatment pathway as quickly as possible. In particular where their pathway is
more complex or non-standard. As part of this we are assuring that there is adherence to Provider's access policies, which set out both their responsibilities in terms of timely access to
treatment and the responsibilities of individual patients.

In terms of ED waiting times, Stockport NHS Foundation Trust met the target in September and October. However, this target was not met in November, and we are seeing 'winter
pressures' emerging. Additional services have been commissioned as part of the Winter Plan and we see the impact of the improved escalation plans (in terms of speed of services
recovering to usual levels of performance/access after very busy periods) but this remains a risk area. The pressures we are seeing locally are replicated across Greater Manchester.

Ambulance response times remain a concern. We are aware of capacity issues in the service and we know that there have been increases in demand, which have placed pressure on
the service. There is work across Greater Manchester to address this, and we will do some communications as part of our Winter Communications campaign to encourage appropriate
use of services. We have also increased the hours of the Pathfinder service which aims to reduce the number of ambulance conveyances, and reform of this service is part of the Urgent
Care Reform Programme. However, we anticipate that there will not be a sustained improvement until the medium term.

We are doing further work on Cancer (as part of a Greater Manchester piece of work) to understand the impact of complex/multiple pathways on the delivery of this target and will
report back when this is concluded.

Although we are performing well against the Statutory Duty and Resilience indicators, we are aware of an increased number/complexity of Freedom of Information Requests. This is
putting pressure on our already reduced management resources and therefore may be a future risk.
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Stockport
Clinical Commissioning Group

NHS Constitution Compliance

Referral To Treatment - Last Four Full Quarters
Q3

NHS Constitutional
Compliance Indicator

Admitted patients to start
treatment within a maximum of
18 weeks from referral

Non-admitted patients to start
treatment within a maximum of
18 weeks from referral

Patients on incomplete non-
emergency pathways (yet to
start treatment) should have
waited no more than 18 weeks
from referral

Number of patients waiting
more than 52 weeks

Urgent operations cancelled
for a second time

Number of patients not treated
within 28 days of last minute
elective cancellation

90.3 #

96.3

945

Last Three Months Details

Jul Aug Sep Operational Collection Reporting
Q4 Q1 Q2 2014 | 2014 2014 Standard _Frequency Period __ S\atus /commentary
Quarter In line with NHS plans to remove the back log the Governing
915 % 917 & 916 = 923 & 911 & 913 & 90% Monthly tual Body should expect performance in this area to fall below the
actua national standard from October onwards.
957 # 961 & 958 4  96.1 # 954 & 0958 & 95% Monthly Scliﬁgfr As above
938 # 943 & 931 4 930 & 932 & 931 & 92% Monthly g&ﬁgﬁ’ As above
Progress has been made in this area. The number of people
Last waiting longer than 40 weeks has halved to date this year
month in reducing the possibility of people then breaching 52 weeks. We
2| A 0 14 2 A 14 14 o0 Monthly th continue to insist that a Root Cause Analysis (RCA) is undertaken
e on each breach and there remain some issues of process. As a
quarter  regylt we are asking the Foundation Trust to enforce the
admisssions policy.
Daily
during . . . . )
0 0 Winter This data is collected on a Provider basis. These figures are for
Stockport NHS Foundation Trust.
(Nov-
Mar)
No specific risk identified, but we are entering the period of
1 A 5 A 3 A 0 rterl Quarter | highest risk due to increasing bed capacity pressures through the
Quarterly actual winter leading to an increase in last minute cancellations.

Will monitor but not expecting continued poor performance.

4 of 10





Diagnostics - Last Four Full Quarters Last Three Months Details
Name of NHS Constitutional Jul Aug Sep Operational Collection Reporting

Indicator Q3 2014 2014 2014 Standard __ Frequency Period _ Stawus /Commentary

Patients waiting for a

The issue is at South and Central Manchester not at Stockport.

diagnostic test should have o Quarter . . i ) -
been waiting less than 6 99.7 &% 99.6 « 99.1 &« 99.0 99.4 & 99.2 & 985 A | 99% Monthly actual Colleagues are working on it and it is likley that it may persist for a
few months.
weeks from referral
A&E waits - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Jul Aug Sep Operational Collection |Reporting
Indicator e o Q1 o2 2014 2014 2014 Standard Frequency Period SlElE  EOmETLED

) ) We are delighted to have achieved the first quarter for a couple of
Patients should be admitted, years and acknowledge the hard work that has gone in. However,
transferred or discharged o Quarter  |entering the winter period we continue to face increased demand
within 4 hours of their arrival at 94.7\A| 9164 918/ 4| 95.3* 93.9/4| 95.7\* 96.7)*| 35% Weekly actual and not all underlying issues are addressed. We do have in place
an A&E department escalation plans and proccesses to ensure mobilisation of

additional winter funding.

12 Hour waits from decision to Quarter e . -
admit until being admitted 00# 00# 00+ 00 0 Quarterly actual No specific risks or issues identified.
Cancer waits - 2 week wait - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Jul Aug Sep Operational Collection Reporting
Indicator Q3 Q4 Q1 Q2 2014 | 2014 2014 Standard __ Frequency Period __ S'atUs Commentary

Maximum two-week wait for

first outpatient appointment for o Quarter I . o

patients referred urgently with 96.5 & 96.5 % 948 & 944 & 94.0 & 940 &« 954 & | 93% Monthly actual No specific risks or issues identified.

suspected cancer by a GP

Maximum two-week wait for

first outpatient appointment for Due to low numbers this failure is a result of 1 patient breaching
patients referred urgently with o Quarter  |the standard. We met the quarter which is the national operational
breast symptoms (where 96.6/*| 96.1% 913 A 93.7/* 93.5/%| 94.6 % 92.8 4| 93% Monthly actual standard. We will continue to monitor closely but expect monthly
cancer was not initially fluctuations as a result of low numbers.

suspected)
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Cancer waits - 31 days wait - Last Four Full Quarters

Name of NHS Constitutional
Indicator

OF Q4 Q1

Maximum one month (31-day)
wait from diagnosis to first
definitive treatment for all
cancers

97.3 # 98.6 & 995 & 96.9 #

Maximum 31-day wait for
subsequent treatment where
that treatment is surgery

100.0 # 98.7 # 98.2 & 095.0 #

Maximum 31-day wait for
subsequent treatment where
that treatment is an anti-
cancer drug regimen

100.0 # 100.0 # 100.0 # 100.0 #*

Maximum 31 day wait for
subsequent treatment where
the treatment is a course of
radiotherapy

100.0 # 100.0 # 100.0 # 100.0 #

Name of NHS Constitutional

Last Three Months
Jul Aug Sep
2014 2014 2014

955 & 99.0 # 96.5

933 & 947 & 096.2 &

100.0 # 100.0 # 100.0 #

100.0 # 100.0 # 100.0 #

Last Three Months

Jul Aug Sep

Operational Collection Reporting

Standard Freguenc

96%

94%

98%

94%

Operational |Collection Reporting

Standard

Monthly

Monthly

Monthly

Monthly

Frequenc

Details

Period Status / Commentary

Quarter

No specific risks or issues identified.
actual

Quarter

No specific risks or issues identified
actual

Quarter

No specific risks or issues identified.
actual

Quarter

No risks or issues identified.
actual

Details

Period Status / Commentary

Indicator

Maximum two month (62-day)
wait from urgent GP referral to
first definitive treatment for
cancer

80.8 A 834 A 836 4 863

Maximum 62-day wait from
referral from an NHS
screening service to first
definitive treatment for all
cancers

88.2 & 920 & 96.7 & 769 A

Maximum 62-day wait for first
definitive treatment following a
consultant's decision to
upgrade the priority of the
patient (all cancers)

80.4 & 833 & 769 A 727 A

2014 2014 2014

86.3 # 86.4 # 803 A

750 & 875 & 700 &

684 & 66.7 & 810 #

85%

90%

80%

Monthly

Monthly

Monthly

Where treatment takes place at one centre performance is good.
The issue remains where a pathway crosses two or more

Quarter providers. This transfer is clinically appropriate the challenge is

actual that the complexity is not always able to be identified until
investigations are complete. The cancer board will continue to
focus on this issue.

Quarter As above

actual

Quarter No National operational standard set. CCG standard set

actual internally.
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Category A ambulance calls - Last Four Full Quarters Last Three Months Details
Name of NHS Constitutional Jul Aug Sep Operational Collection Reporting

Indicator o 2014 2014 2014 Standard Frequency Period SIETS ST ER
o Staffing capacity remains a problem across the system and
Category A calls resulting in demand is high. In addition as winter pressures mount there will
an emergency response 0 Quarter be delays in hospital turn around further impacting capacity. It is
arriving within 8 minutes (Red 728 A 759/ 735 A 7094 685 A 727 Al 715/ A| |75% Monthly actual unlikely given the period of the year and the nature of the
underlying issues that there will be a quick resolution. s
1) derlying i hat th il b ick lution. CCG
collectively will be working to address with NWAS.
Category A calls resulting in
an emergency response R R N N . N o Quarter
arriving within 8 minutes (Red 747 & 765 & 744 & 715 A 69.2 & 721 & 733 4| T75% Monthly actual See above
2)
Category A calls resulting in Quarter
an ambulance arriving at the 948 & 96.2 & 957 & 949 A 942 & 954 & 0951 & |95% Monthly actual Despite achievement note risks above.
scene within 19 minutes
Mixed Sex Accomodation Breaches - Last Four Full Quarters Last Three Months Details
Name of NHS Constitutional Jul Aug Sep Operational Collection Reporting
Indicator 2 Q4 Q1 Q2 2014 | 2014 2014 Standard __Frequency Period _ Status /Commentary
A Quarter I . . o
Minimise breaches 14 14 0 # ¥ ¥ 0 # 0=+« 0 Monthly actual No specific risks or issues identified.
Mental Health - Last Four Full Quarters Last Three Months Details
Name of NHS Constitutional Jul Aug Sep Operational Collection Reporting
Indicator e o Q1 o2 2014 2014 2014 Standard Frequency Period DS § Ca TSR
Care Programme Approach
(CPA) : the proportion of
ﬁlizgfsunedc?glﬁiﬂto?%‘;ﬂ Quarter The relatively low numbers continue to mean this measure is
h P foll d ithi 975 % 942 A 912 A 984 & 100.0 # 100.0 # 96.0 #| 95% Monthly actual subject to considerable volatility. However, no other specific risks
who were tollowed up within or issues have been identified.

seven days of discharge from
psychiatric inpatient care
during the period
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Healthcare associated infection (HCAI) - Last Four Full Quarters Last Three Months Details

Name of NHS Constitutional Jul Aug Sep Operational Collection Reporting
Indicator o 2014 2014 2014 Standard Frequency Period SIS COTTETIED]
Incidence of healthcare Monthl
associated infection (HCAI) i) 1 14 0 # 1 & 0 * 0 # 14 O Monthly Y No specific risks or issues have been identified.
actual
MRSA
- Despite failing quarter 2 marginally we are still on track to meet
Incidence of healthcare ] A ;
. . - - N N N N Annual the demanding overall trajectory for the year with 4 of the 6
associated infection (HCAV) ii) 25 % 11| * 14| % 24 A 9 A 94 6 & |74 Monthly actual months to date below. No further specific risks have been
C. Difficile identified.

Key

Indicator RAG rating
# Green - Performance at or above the standard

A Red - Performance below the standard
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Stockport
Clinical Commissioning Group

Statutory Duty and Resilience Compliance

Monthly and Quarterly Measures

Statutory Duty and Resilience - Last Four Full Quarters Last Three Months Details
Statutory Duty or Resilience Aug Sep Oct Operational Collection |Reporting
Measure e 2014 2014 2014 Standard  Frequency |Period SIS T E7Y

As we approach the election there has been an increase in FOI
requests. Given the demands on the system during this same
period capacity to address these in a timely manner is now a
risk to continued high performance. We are looking to ensure
that all staff understand that we should respond at the minimal
level required.

Percentage of Fols handled

0
within the legal timeframe 95.0 # 100.0 # 100.0 # 100.0 # 100 # 100 # 100 # | |90% Monthly  Monthly

We are now entering the period of the greatest number of audits
0 * 0 0 * 0 0 0 * 0O#| O Monthly ~ Monthly | are undertaken and it is unlikely we will continue to have no
questions or issues raised.

Number of negative reports
recieved from auditors

Recruitment of locality chairs and medical consultant are

Number of statutory challenging and this may mean that for a period some roles are

Governing Body roles vacant 0| * O * 0| * 0|+ 0| * o) * 0| |0 Monthly | Monthly not filled. The Governing Body will need to consider the degree
of risk and how it wants to address that should the need arise.

Percentage of complaints V\_/hils_t we have achieved well in last mon_th_the pressures

responded to within 25 850 # 750 % 689 A 756 A 00 A 667 A 1000 # 80% Monthly ~ Monthly L‘lf’mh"')?;}ftg gﬁg;;fff'rg‘frﬁ",’\;tpfﬁtnv‘v’ﬁIdt'fes'eﬂ'gnf‘;y"‘c'ﬂ;ﬁ;n qing

working days to maintain the target we have set ourselves through the winter.

SPigrk(?]eer;tsge of days lost to 190 # 132 % 290 A 167 1.62 #| 1.45 & 2.5% Monthly ~ Monthly  The latest data for this measure is from September 2014.

Percentage of staff contracts This reflects the move of some CSU staff in-house and

which are substantive. 85.2 & 842/ % 816 % 825« 80.4 & 86.4 & 857 & | 80% Monthly ~ Monthly decisions for fixed-term contracts to be made permanent

Percentage of staff working

with vulnerable people who 885 A 885 A 885 A4 100.0 # 100% Quarterly 'Quarterly 'No specific risks or issues identified.

have a confirmed up to date
DBS check
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NHS|

- . Stockport
Statutory Duty and Resilience Compliance Clinical Commissioning Group

Annual Measures

Statutory Duty and Resilience - Latest Year Details
Statutory Duty or Resilience Operational Collection |Reporting
" 2014/15 Standard Period Status / Commentary
Percentage of staff ' .
: 2013-14 stats - the 2014-15 figures will be reported to
- 0,
undertaklng mandatory IG e 100 # | 90% Annual Annual Governing Body monthly from January - March.
learning
Percentage of on call directors o
up to date with EPRR training 100/ %) 1100% Annual Annual
Emergency Preparedness,
Resilience and Response Test  Green # | Green Annual Annual

Status
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Executive Summary

What decisions do you require of the Governing Body?

This report provides an update on a number of issues.

Please detail the key points of this report

1. Intelligent Monitoring — GP Practices

What are the likely impacts and/or implications?

How does this link to the Annual Business Plan?

Supports delivery.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Directors

Clinical Executive Sponsor: Ranjit Gill

Presented by: Gaynor Mullins

Meeting Date: 10" December 2014

Agenda item: 6
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2.0

2.1

3.0
3.1

Chief Operating Officer Update

Purpose
This is the report of the Chief Operating Officer to the Governing Body
for December 2014.

CQC Intelligent Monitoring — GP Practices

In November 2014 CQC published data relating to all GP practices.
The CQC Intelligent Monitoring profiles use nationally available
datasets and looks at 38 indicators to help CQC to decide when, where
and what to inspect. Practices are catagorised into 6 bands with Band
1 being the highest priority for inspection, and band 6 being the lowest
priority for inspection.

For the 49 practices in Stockport:

4 practices (one since closed)
1 practice

3 practices

3 practices

10 practices

28 practices

U WNBE

We are working with the AT and practices for those practices identified
as high priority for inspection. There was also a general theme of
difficulties in accessing practices by phone, and this is also being
addressed as a priority.

Further updates will be provided by the GP Development Team as part
of routine reporting to the Governing Body.

Action requested of the Governing Body
To receive a further report on actions taken in the light of the CQC
Intelligent Monitoring report.
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1.1

1.2

1.3

Clinically Led Procurement

This policy describes the procurement decisions of NHS Stockport Clinical
Commissioning Group (CCG) and how the most appropriate route to market for goods
and services will be delivered.

All goods and services are covered within this strategy but particular emphasis is placed
on those procurements where clinical services are commissioned to improve the health
of our population.

The CCG approach
Whilst procurement is a technical process the CCG views it as one of a number of key
levers to drive quality improvement and ensure value for money.

Decisions on what, how and when to procure are key strategic decisions of the CCG and
as such will be clinically informed and directed.

The CCG understands that procurement capacity will be limited and that only 2 or 3
significant procurements each year may be achievable. This limitation on capacity
reinforces a requirement to clearly prioritise those projects which are of greatest
strategic value to the CCG and deliver the greatest health gain for our population.

Procurement Process and Capacity
The procurement process will be used to:-

e Assure and improve the quality of the services we commission on behalf of our
population.

Deliver the CCGs strategic objectives

Translate commissioning intentions into service delivery.

Assure our population that the decisions we make are transparent and equitable.
Support our objectives of sustainability

Manage conflicts of interests.

Deliver QIPP.

In order to achieve the above the CCG will deploy a combination of services purchased
from external organisations, such as Commissioning Support Unit (CSU), alongside
CCG employed clinicians and managers.

Accountability for procurement policy, processes and outcomes is retained by the CCG
Governing Body irrespective of whether elements are undertaken by third parties.

The CCG model

The CCG does not restrict itself to a specific system or outcome as a result of
procurement, for example believing that AQP is always the answer. Dependent upon
individual circumstances and required outcomes, the right model will be a combination
of:-

Choice and Direction

The CCG will comply with national policies on choice and will ensure that our patients
access the benefits of this policy and their rights under the NHS constitution. The main
limitation on choice will be where quality of care could be compromised. For example,
complex surgery requires clinicians to treat minimum volumes of patients; the CCG wiill
make an informed decision on this balance.

Competition for the Market and Competition in the Market
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3.1

The CCG will utilise competition between providers in a constructive and structured
manner to deliver improve quality. This may be:-
o “for the market” whereby competition occurs during the procurement process
with a single successful provider.
e ‘“in the market” whereby the procurement process is utilised to accredit
providers and establish the specification. Competition then occurs between the
successful providers based on quality and outcomes.

Competition and Co-operation

Whilst competition between providers will be utilised this will not be to the detriment of
patient care or patient choice. Equally, the CCG may require providers to co-operate
with each other to ensure seamless care.

In either scenario the CCG reserves the right to implement entry / exit decisions to the
market where the costs of implementing competition / co-operation is disproportionate to
the benefit.

Procuring a niche service versus procuring a pathway.

The CCG will consider where the boundaries of the procurement are set to maximise
outcomes and benefits. For example, if there is a specific capacity gap to be addressed
then the procurement will cover just that service. However, if the issue is to drive
efficiencies for a whole system or to transfer risk to a third party then a whole pathway
may be re-procured at scale.

Integration
Within each of the above, the CCG will consider the duties placed on the NHS to

promote integration of care.
Communication

Website
Whilst the CCG will fully comply with procurement law with regards to issuing of tenders
we will in addition on our website publish:-

e annually a schedule of providers with whom the CCG either holds contracts or
has commissioned services.
¢ annually a schedule of services that we expect to procure
¢ afrequently updated webpage of:-
o services in the process of procurement. This will include web-links to the
procurement documentation eg ITT and service specification.
o services that have been procured and the outcome.

This will include “no procurement” decisions.

http://stockportccq.org/making-an-enquiry/freedom-of-information/procurement/

General Principles of Effective Procurement

Guiding Principles
The following guiding principles will govern the administration of every procurement
decision made across the CCG:



http://stockportccg.org/making-an-enquiry/freedom-of-information/procurement/



1. Accountability: - Effective mechanisms must be in place in order to enable
commissioners and budget holders to discharge their personal responsibility on
issues of procurement risk and expenditure;

2. Competitive Supply: - Procurement should be carried out by competition unless
there are convincing reasons to the contrary;

3. Consistency: - Suppliers should, all things being equal, be able to expect the same
general procurement policy across the public sector;

4. Effectiveness: - Public bodies should meet the commercial, regulatory and socio-
economic goals of government in a balanced manner appropriate to the
procurement requirement;

5. Efficiency: - Procurement processes should be carried out as cost effectively as
possible;

6. Fair-dealing: - Suppliers should be treated fairly and without discrimination,
including protection of commercial confidentiality where required. The Organisation
should not impose unnecessary burdens or constraints on suppliers or potential
suppliers;

7. Integrity: - There should be no corruption or collusion with suppliers or others;

8. Informed decision-making: - Procurement decisions must be based on accurate
information and the monitoring of requirements to ensure that they are being met;

9. Legality: - All decisions must conform to European Union regulations and other
legal requirements;

10. Responsiveness: - Procurement decisions should endeavour to meet the
aspirations, expectations and needs of the community served by the procurement;

11. Transparency: - There should be openness and clarity on procurement policy and
its delivery;

12. Proportionality: - The procurement process should be proportionate to the value
and complexity of the services to be procured. Actions, in particular with reference
to transactions and/or consequences for organisations of not following agreed rules,
must be proportional to the size, complexity or risks of the issue at stake, based on
objective information or reasonable judgements, and capable of withstanding public
scrutiny and reporting.

4 Scope & Context

4.1 Guiding Principles
This policy encompasses the total financial budget delegated to the CCG and therefore
incorporates the total non-pay expenditure which includes the supply of all goods and
general services as well as the commissioning of healthcare services.





4.2 Guidance and Statute

All managers and commissioners with procurement responsibility must make
themselves familiar with the CCG’s Standing Financial Instructions (3.1) and all relevant
procurement procedures described in this document.

There is a clear EU framework within which public sector procurement operates and the
Organisation has a duty to meet these legislative responsibilities whilst ensuring the
health needs of the Stockport population are being met. This is supported by the
following statute and guidance (and subsequent successor documents):

e The Public Contracts Regulations 2006
e The National Health Service (Procurement, Patient Choice and Competition) (No.
2) Regulations 2013.

Changes to statute do not necessarily require this policy to be amended.

By following the context of this strategy the Organisation will be able to achieve an
understanding of what it spends, with whom, for what and why. The Organisation will be
able to identify risks inherent in any areas of expenditure such as:

Risks of quality failures,

Risks of inappropriate or illegal procedures,
Risks of transaction cost inefficiencies,
Risks of not achieving best value for money,
Risks of missed opportunities,

It will also help to ensure that opportunities for fraud are minimised and enable the early
detection of any fraudulent activity.

4.3 Standing Financial Instructions

The CCG must be able to demonstrate value for money for all expenditure and the
proper management of all expenditure is essential to the efficiency and effectiveness of
both clinical and non-clinical services. Patient care is dependent on the assured
availability of quality cost-effective equipment, consumables and services.

The proper management of non-pay expenditure also requires sound governance
procedures to ensure public money is spent appropriately and that the CCG conducts its
business transactions in an open, honest and equitable manner.

Procurement processes will be proportionate to the value, risks and opportunities of the
services that are commissioned. The specific procurement process that is selected will
follow the SFIs and Scheme of Delegation as amended from time to time.: -

Total Contract | Type of Procurement | Procurement Options Indicative
Value Required Timescales
As per SFIs / 1 quotation required Adhere to local/national contracts 1 week
Scheme of
delegation
As per SFIs / 3 quotations required Mini competition through framework 1-4 weeks
Scheme of (waiver required if 3 agreement
delegation guotes can'’t be . -

obtained) SFI te_nder published on e-tendering

website






As per SFIs / Mini tender required Mini competition through framework 4-8 weeks
Scheme of (waiver required if mini | agreement
delegation tender can’t be

undertaken) SFI tender published on e-tendering

website

As per SFIs / Full tender required Any Qualified Provider (AQP) 2-4 months
Scheme of (waiver required if full Standard OJEU — Open 5-6 months
delegation tender can't be Standard OJEU — Restricted 5-6 months

undertaken) Complex OJEU - Competitive Dialogue | 6 months +

4,3.1 Tender / No Tender Decisions

4.3.2

4.3.3

Any “no tender” decision that the CCG makes needs to be clearly documented to ensure
that the CCG is adhering to the organisation’s SFls and procurement law.

A Greater Manchester proforma has been developed to help commissioners to decide if
a contract opportunity should be tendered or not (Appendix 3). This proforma (or
similar) should be completed to accompany any waiver form as this will provide
evidence to the relevant Board as to the reasons for a ‘no tender’ decision. All ‘no
tender’ decisions must be documented and should represent the decision of the
organisation rather than an individual. Advice should be sought from the CSU
Procurement Team if there is any doubt as to whether a tender should be conducted.

Grants and Non-recurrent Funding

Grants and other non-recurrent funding received from the DH or affiliated bodies
(including but not limited to Local Authorities, Charities, Social Enterprises, Public and
Private Partnerships (PPIs), Central or Local government bodies etc) will be bound by
the procurement regulations where applicable.

Governance and Decision Making
The following table describes the steps that should be taken by the commissioner of a

fully OJEU compliant tender:

Consideration

Owner

Ratified by

Needs Assessment

Commissioner

Service Lead

Service Specification
(This document should detail the
Commissioning Intentions)

Commissioner,
Service Lead,
Departmental Leads,

CCG Board or relevant
Sub-Committee

Business Case

Departmental Leads,

CFO,
CCG Board or relevant
Sub-Committee

Statement of Works

(Formal engagement document to begin
the procurement process — to be created
by the Procurement Team)

Organisation Board or
relevant Sub-Committee

CFO

Procurement Process

(The approach should be developed in
conjunction with the CSU Procurement
Team)

Commissioner

CSU Procurement Team

Recommendation Report

CSU Procurement Team,
Commissioner

CCG Board or relevant
Sub-Committee

Contract

Commissioner,
Service Lead

CFO






4.4

4.5

4.6

4.7

Delegation and sign off
Delegated authority will be consistent with the CCGs scheme of delegation.

Goods Procurements

Several routes to market exist for the procurement of goods that represent excellent
value for money whilst upholding the general principles of effective procurement. These
routes are as follows:

Framework agreements

Locally Negotiated Contracts

Services Procurements

Advertisements (Contract Notices)

Healthcare (Clinical) Services Procurements
Service Quality, Safety and Effectiveness

Choice

Any Qualified Provider (AQP)

Pilot Projects

General Services Procurements (Non Healthcare)

Dispute Avoidance and Resolution (DARP)
All disputes will follow the CCG Procurement DARP policy document.

Standards and Conflict of Interest

The CCG acknowledges, understands and will follow guidance to manage conflicts of
interest whereby services are contracted for from providers with clinical or managerial
representation within the CCG. It is simplistic to believe that conflicts are restricted to
this single scenario.

It is a requirement that the Standards of Business Conduct & Commercial Sponsorship
policy will be adhered to by all those involved with procurement.

It is the responsibility of individuals to declare conflicts of interest, the CCG will support
this by:-

e Being transparent and communicating clearly when conflicts are declared.

e Managing the interests that arise from these conflicts.

In addition procurement processes will be structured so that approvals are clearly
separated between:-

e Service Design/ Redesign

e Procurement process

e Procurement Award

As a CCG we have a requirement to manage conflicts of interest and will consider
appropriate mitigating processes including:

arrangements for declaring interests;

maintaining a register of interests;

excluding individuals from decision-making where a conflict arises; and
engagement with a range of potential providers on service design.





5.1

5.2

5.3

5.4

Additional Considerations

E-Commerce

The term e-commerce can be defined as “The automation of the total supply chain from
identification of need through to payment of the invoice”. E-Commerce is not about
automating existing practices but as a means of using technology to take cost out of the
procurement process and empowering end users to access this technology. The CCG’s
goal is to make better use of information derived from the commercial and procurement
activities of the CCG in order to deliver better and more effective healthcare.

The CCG has entered into an agreement with the Shared Business Service (SBS) to
provide an electronic purchase order system to process all orders.

Collaboration

There are areas of supply management in which collaboration is likely to bring benefits,
whether it is the sharing of operational resources, or commitment to specific joint
projects and/or contracts. Economies of scale can be achieved in both operational
activity and through leveraging collective spend.

Other collaborative procurement opportunities should be considered where benefits
could be identified, including joint tendering opportunities where complementary service
specifications exist.

Partnerships

Each CCG has an obligation to work in collaboration with other organisations, in
particular the Local Authority. The CCG must first understand its existing market and
then consider how to stimulate change within it taking into account the development of
personalisation, choice and the response to identified need.

“Transforming Community Services” states that Authorities should work in close
collaboration with local authorities to enable joined-up health and social care provision.
Other key partners include the third sector. Partnership working is reinforced in the NHS
Operating framework and the NHS Constitution which both stress that this is key to
personalised healthcare.

As such, the CCG’s operational plans should be aligned withco-commissioners in both
Health and Social Care to identify those services which could be jointly commissioned to
the benefit of the wider health and social care economy

Patient and Public Engagement
There is commitment to engaging relevant stakeholders in all aspects of procurement.
The NHS Constitution pledges that staff should be engaged in changes that affect them.
Staff engagement is principally the responsibility of employers, but as commissioners
the CCG recognises the value of effective staff management in improving the quality of
commissioning and procurement.

The CCG recognises that the engagement of clinicians, patients and the public in
designing services results in better services. Our business processes require evidence
of engagement for business cases to be approved and as a result, any procurement of
services will have been informed by engagement at the design stage.

As well as engaging staff and service users within the business case development for a
particular service development, the CCG is committed to engaging individuals within the
procurement process. The CCG will ensure that the views of the public and service





5.5

5.6

5.7

5.8

users are taken into account when making any decision to go out to competitive
procurement and when developing relevant tender documentation. As a CCG we will
also ensure engagement with service users and the public when evaluating any formal
tender processes. Our expectation is that relevant service users will be represented on
tender evaluation panels and therefore their views will influence the outcome of
procurement decisions.

Networks

It is vital that a joint approach to providing clinical services should be adopted with the
relevant clinical and service networks throughout the local health economy. It is
important to maintain strong and effective links during the transition to ensure that the
CCG can deliver quality service provision.

Potential for Service De-Stabilisation

It is recognised that certain services must properly be reviewed in their totality. The
impact of changes in one service on another service(s) provided by the organisation
must be considered. Examples of these include emergency services and cancer care.

This does not preclude competition however the CCG will consider the extent to which
the loss of certain services from a provider may jeopardise the overall provision of
services. Equally, the CCG will ensure that important areas such as training, local
employment opportunities and sound policies and procedures are incorporated into all
specifications.

Sustainable Procurement

The CCG is committed to the principles of sustainable development and demonstrate
leadership in sustainable development to support central Government and Department
of Health commitments in this area of policy, and the improvement of the nation’s health
and wellbeing.

Sustainable procurement is defined as a process whereby organisations meet their
needs for goods, services, works and utilities in a way that achieves value for money on
a whole life basis in terms of generating benefits not only to the organisation, but also to
society and the economy, whilst minimising damage to the environment.

Sustainable procurement should consider the environmental, social and economic
consequences of:
e Design,
Non-renewable material use,
Manufacture and production methods,
Logistics,
Service delivery,
Use / operation / maintenance / reuse / recycling and disposal options,

Each supplier’s capability to address these consequences will be considered throughout
the supply chain and effective procurement processes can support and encourage
environmental and socially responsible procurement activity.

Sustainability will be tested as part of the procurement process.
Ethical Contracting and Social Value

The CCG will, consistent with legal requirements, seek to identify contractors and
providers that are:

10





5.9

5.10

5.10.1

I. Good employers who comply with relevant employment legislation.

iii. Maintain good standards of health and safety.

vi. Reputable in their standards of business conduct;

vii. Respectful of the environment and take appropriate steps to ensure they minimise
their environmental impact (see sustainable procurement section 5.7)

The CCG may elect to include within any procurement measures of contribution to social
value which are directly relevant to the desired outcomes of the procurement.

Third Sector/SME Support

The CCG will aim to support and encourage SME (Small & Medium Enterprise)
suppliers, Third Sector Voluntary organisations and local enterprises in bidding for
contracts. The Procurement Team will ensure that Healthcare Services tender
processes promote equality and do not discriminate on the grounds of age, race,
gender, culture, religion, sexual orientation or disability.

The CCG will aim to support Government initiatives seeking the optimal involvement of
SME’s and the Third Sector in public service delivery without acting in contravention of
public sector procurement legislation and guidance.

The NHS is keen to encourage innovative approaches that could be offered by new
providers — including independent sector, voluntary and third sector providers. The CCG
is committed to the development of local providers that understand the needs of local
communities. It is vital to ensure that the CCG’s approach to healthcare procurement is
open and transparent and that it does not act as a barrier to new providers.

Quality

The overall quality of a Healthcare Service will be determined by the successful
implementation of the procurement process. Quality will be embedded throughout each
process using the following tools:

Quality, Innovation, Productivity and Prevention (QIPP)
All Projects will be considered for potential to contribute to the QIPP agenda and each
successfully delivered healthcare tender will contribute to this wider programme:

e Quality — The quality of each service will be controlled through the evaluation of
the successful bidder's tender submissions and subsequently maintained
through KPI (Key Performance Indicators) / CQUIN (Commissioning for Quality
and Innovation) measures during contract management, which have been
established at the tender stage and laid out within the contract.

e Innovation — Emphasis will be placed on innovation to enable suppliers to
introduce efficiencies and new working methods into every area of service
delivery. This is an important section within each tender process to be
conducted.

o Productivity — Each tender will be evaluated against a range of measures to
ensure that the provider who can deliver the most appropriate service (as
identified in the Service Specification) whilst considering the financial implications
of each tender submission. Cost is a vital element to ensure that each service
maintains the highest level of productivity.

11





5.10.2

5.10.3

5.10.4

5.1

5.12

e Prevention — This area concerns the prevention of not only over-spend but also
the problem of under or over supply. A contract that delivers too much or too
little activity is wasteful and will inevitably be an unwelcome expense to the
commissioner of the service. There can also be associated risks to the provider
which emphasises the need for throughout market analysis and the
understanding of the service requirements to the success of the service.

Commissioning for Quality and Innovation (CQUIN)

CQUIN payments enable commissioners to reward suppliers by linking payments to
local quality improvements goals. The procurement team will offer advice to enable
commissioners to embed these payments into the contractual agreement through
appropriate KPI and contract measures proposed during the tender process.

Most Economically Advantageous Tender (MEAT)
It is anticipated that every healthcare services tender will utilise the MEAT strategy
rather than solely on a lowest cost basis. This approach allows for the quality elements
of each tender submission to be properly recognised.

SCIQUAS Procurement Model and Ethical Contracting
Ordinarily CCG procurements will be modelled using the following headings:

Service,

Cost,

Innovation,

Quiality,

Assurance of Supply,
Sustainability,

The amount of weight given to each section will be appropriate and proportional to the
aspirations and expectations of the specific service in question.

Joint Procurement

Where the CCG wishes to collaborate with another tendering authority (such as a local
authority or another CCG) then it will be the responsibility of the lead commissioner to
determine the appropriate procurement route. The CSU procurement team may support
the commissioners in making this decision.

Risk Stratification

Procurement managers will be required to log, measure and monitor risks throughout
the procurement process. To this end a process of risk stratification should be used and
a risks and issues log should be maintained for each project.

When conducting a risk assessment, procurement managers should utilise a consistent
approach to assessing and representing the level of risk and the following method is
based on the National Patient Safety Agency risk matrix. This has been adapted to be
relevant to the procurement process when representing the level of risk in any risk
assessment. The Procurement Team will notify the CCG of all High and Extreme risks
so that the CCG’s risk register is updated.
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Table 1: NPSA Risk Matrix

Likelihood ; ;

Consequence 1 Rare 2 Unlikely 3 Possible 4 Likely 5 Almost Certain
5 Catastrophic 5 10
4 Major 4 8 12
3 Moderate 3 6 9 12
2 Minor 2 4 6 8 10
1 Insignificant 1 2 3 4 5

1-3 Low risk

4-6 Moderate risk

8-12 High risk

e 15-25  Extreme risk

The examples given in the next two sections should be used as guides to making
decisions on the equivalent level of likelihood of severity.

Table 2: Examples of Likelihood measures

Descriptor 1 Rare 2 Unlikely 3 Possible 4 Likely 5 Almost
Certain

Frequency o Do not expect it to . Will probably Will undoubtedly
H fit This will probably Might happen or happen / recur,

Oow often never hapoen / happen / recur but recur but it is not a happen / recur,
might it / does pp it is possible it \ Litis n possibly
! recur. mav do so occasionally. persistent issue / frequently
it happen y : circumstance.
Frequency

(time framed

Not expected to

Expected to occur

Expected to occur

Expected to occur

Expected to occur

. occur for years. at least annually. at least monthly. at least weekly. at least daily.
descriptors)
Will only occur in Reasonable More likelv to
exceptional Unlikely to occur. chance of Likely to occur. occur that);]ot
Probability circumstances. occurring. '
<0.1% probability. pr((;.ble;tl)iol/i‘;y. 1-10% probability. ) rl()%ggl’ﬁ’y_ >50% probability.

Depending on the type of hazard identified, the likelihood or frequency can vary. For
example, there may be likelihood that, at the next exposure to a particular event, the
adverse outcome will almost certainly occur. Consider actual instances of complaint or
incident when gauging probability of recurrence in the future.

Having isolated a particular hazard, or the potential for an adverse event or complaint, consider
the various types of outcome that would result. Attempt to map those outcomes, as best as
possible, to the examples shown in the ‘Examples of Adverse Outcome Severity’ on the next
two pages. Use the results of this as a guide to completing the 1 — 5 Severity score on the Risk

Matrix.
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Appendix 1: High Level Process Map
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Appendix 2: Key Considerations Prior to Completing Tender Healthcare Scorecard (THS)

Key Considerations Prior to Completing the Tendering Healthcare Scorecard

Key Questions

Is the specification of the service anticipated
to change significantly from the current
service model? Will there be a significant
material change?

Is the value of the service anticipated to
change significantly from previous? Take into
consideration both a increase & decrease in
costs.

Is the value of the proposed contract term in
excess of the EU threshold? Please note
Value of proposed contract over the whole of
its term.

Are there financial risks associated with the
current service? i.e. is it being delivered within
current budget, do efficiencies in the service
need to be made?

Procurement team.

If No - Waiving Procurement could be an option Please provide details
/ rationale

If No - Waiving Procurement could be an option Please provide details
/ rationale

Alternative to running procurement process could be an option Please
provide details / rationale

If No - Waiving Procurement could be an option Please provide details
/ rationale

If Green
Proceed to
THS

The above questions are to be considered as ‘Key' in the decision making process when deciding if a service needs to go out to procurement or not. If all the above questions are answered with a Green option
then the next step of the process is to complete the Tender Healthcare Scorecard. If any of the questions are answered with a Red option then there is an increased likelihood that a procurement exercise will
need to be undertaken, at this point you will need to contact the NHS Greater Manchester Procurement team to discuss further. If unclear & further advice is needed then contact the NHS Greater Manchester

Departmental Approval

Name / Signature

Position

Date of Approval

Commissioner Approval

Procurement Approval
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Appendix 3: Tender Healthcare Scorecard (THS): Deciding on Tender/ No Tender

Tendering Healthcare Scorecard

If Yes - Waiving Procurement could be an option Please provide details / rationale

If Yellow
Score All 0
Points

If No - Waiving Procurement could be an option Please provide details / rationale

If Yes - Waiving Procurement could be an option Please provide details / rationale

If Yes - Waiving Procurement could be an option Please provide details / rationale

If Yes - Waiving Procurement could be an option Please provide details / rationale

If Yes - Waiving Procurement could be an option Please provide details / rationale

If No - Waiving Procurement could be an option Please provide details / rationale

If No - Waiving Procurement could be an option Please provide details / rationale

If No - Waiving Procurement could be an option Please provide details / rationale

Note that current service performance alone is not sufficient justification for not re-tendering. It must be assessed in conjunction with all the criteria for the service being considered. Please also Note that a significant change in

If No - Waiving Procurement could be an option Please provide details / rationale

If Yellow
Score All 0
Points

Service Delivery

Is the specification of the service anticipated to change

Q1 significantly from the current service model? Will there be a
significant material change?

Q2 Will re-tendering have a positive impact in service
performance?

Q3 Demand — is demand being met/managed?

Q4 Fitness — is the service fit for purpose in light of current and
future requirements

o5 Can the commissioner demonstrate the service offers value
for money?

Q6 Is there an option to extend the contract?

Q7 Is the scope of the service anticipated to change significantly
from previous?

Q8 Is the specification of the service anticipated to change
significantly from previous?

Q9 Is the value of the service anticipated to change significantly
from previous?

scope, specification or value will indicate that re-tendering should be considered.
Market Landscape
Q10 Is there plurality of provider?
Q11 Is there a limited supply base?

If Yes - Waiving Procurement could be an option Please provide details / rationale
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If No - Waiving Procurement could be an option Please provide details / rationale
Q12 Is there limited provider capacity?
If No - Waiving Procurement could be an option Please provide details / rationale
Q13 Could the service be transferred to an alternative provider
with relative ease?
Please Note that DH guidance states that the greater the number of potential providers, the stronger the case for tendering the service.

Question If Yellow
Number Commercial / Procurement Considerations Options Further Details / Rationale Score All 0
e Points
Alternative to running procurement process could be an option Please provide details / rationale

Q14 Is the value of the proposed contract term in excess of the
EU threshold? Please note Value of proposed contract
Is the contract for routine elective services? (under the If No - Waiving Procurement could be an option Please provide details / rationale
Q15 principle of free choice these services should not be
restricted to a single provider and should be commissioned
under AQP
If No - Waiving Procurement could be an option Please provide details / rationale
Q16 Is there a risk of current/future targets/objectives of the
service not being met should you not go out to tender?
Are there financial risks associated with the current service? If No - Waiving Procurement could be an option Please provide details / rationale
Q17 i.e. is it being delivered within current budget, do efficiencies
in the service need to be made
If No - Waiving Procurement could be an option Please provide details / rationale
Q18 Are there political/legal consequences of a service change?

Note that DH guidance states that the greater the value of the service, the stronger the case for tendering the service.

If the score is below 80 (circa 45%) of the total score available (180) there is suitable justification for waiving the procurement process. If unclear & further advice is needed then

contact the Procurement team- Please note this is just a guide that has been adopted locally to the GM Procurement Team Total Score:

In Summary

Tendering for healthcare services is a grey area that is continuously evolving._'As the PCT is a sovereign body of the SHA, It remains for NHS Trusts to decide if formal tendering is required for healthcare services.' In achieving best value and service quality
the PCT must adopt the overarching EU Treaty principles of equality, transparency and non discrimination. To minimise the risk of any potential challenge, the PCT may wish to adhere too the overarching EU Treaty principles, and may wish to consider
mirroring the requirements of Part A Services, however this is not a necessity and the decision on all such matters lies with the PCT and its own governance procedures. To tender or not to tender remains a difficult decision to make, a balanced assessment
of all the service criteria must be made on a case by case basis with the best intentions of the PCT taken into consideration at all times. Where doubt on the appropriate decision exists, appropriate legal advice or guidance from SHA/CCP or legal
procurement experts should be sought.

Departmental Approval Name / Signature Position Date of Approval

Commissioner Approval

Procurement Approval
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Executive Summary

What decisions do you require of the Governing Body?

The Governing Body is asked to support the recommendation for the CCG
to apply for level 3 co-commissioning responsibility.

Please detail the key points of this report

The recommendations are:

Co-commissioning presents an opportunity for the CCG to advance its
strategy for delivering more of its commissioned services in a primary or
community setting.

The approach is not without some challenges; these include managing
conflicts of interest, the fair allocation of primary care budgets and their
transfer to the CCG, and the issue of staff capacity.

What are the likely impacts and/or implications?

Whilst representing an opportunity for the CCG to commission further
services which are delivered within a primary care setting this development
has the potential to alter the CCG’s relationship with its Member
Representatives.

How does this link to the Annual Business Plan?

Co-commissioning could help the CCG to deliver its aim to ‘Create a more
sustainable primary care-led and less hospitalised healthcare system’.

What are the potential conflicts of interest?

There are numerous potential conflicts of interest. The CCG awaits
guidance on this topic which is being issued on 18 December 2014 by NHS
England.

Where has this report been previously discussed?

This report has not previously been discussed.

Clinical Executive Sponsor: Dr R Gill

Presented by: G Mullins

Meeting Date: 10 December 2014

Agenda item:

Reason for being in Part 2 (if applicable) Not applicable; this is in a Part
One meeting of the Governing Body.
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Proposal for Co-commissioning

Context

In May 2014 NHS England invited CCGs to make an expression of
interest in taking on an increased role in the commissioning of primary
care services. The available options are:

Level 1 — greater involvement in primary care decision-making
Level 2 — joint commissioning arrangements
Level 3 — delegated commissioning arrangements

2.0

2.1

2.2

3.0

3.1

3.2

3.3

3.4

CCG Opportunity

It is felt that level 3 is the best strategic fit for the CCG. This will allow
for full delegated commissioning arrangements for aspects of primary
care contracts including the contract management of Direct Enhanced
Services, managing discretionary payments, and primary care
education and training.

There have been preliminary discussions with the Local Medical
Committee and they are supportive of this direction of travel for the
CCG.

Issues

There are a number of issues which we need to consider as part of the
development of the CCG’s co-commissioning intentions.

In order for NHS England to feel assured for the CCG to take on level 3
responsibility we would be required to undergo a due diligence
assessment. G Jones is leading the Greater Manchester-level piece of
work to develop this assessment framework.

If the CCG is to take on additional responsibilities for the
commissioning of primary care services this has the potential to
change significantly its relationship with its Member Practices. It is
proposed therefore that the proposals are put to a vote of the Member
representatives.

It is reasonable to assume that there will be capacity pressures for the
CCG as a result of taking on further commissioning responsibilities at
the same time as ensuring that the CCG’s running costs is within the
reduced spend of being no more than £22.50 per head of population. It
is proposed that the executive keep vigilant for any such resource
issues and if any occur to bring these back to the Governing Body for
consideration if they create sufficient risk to make level 2 a viable short-
term option.





3.5

3.6

3.7

3.8

4.0

4.1

4.2

4.3

The Area Team is aware of this capacity issue however there is no
additional funding into the system to support the developments of co-
commissioning. The Area Team are proposing the establishment of a
Greater Manchester-level management board to operate as the CCG-
Area Team interface. The current primary care team within the Area
Team would remain as part of the Area Team and the CCGs would be
able to access their support as and when required.

There needs to be a very detailed piece of work to identify the primary
care budget which needs to be transferred from the Area Team to the
CCG to enable the CCG to take on level 3 co-commissioning.

The topic of co-commissioning is likely to present the CCG with some
additional challenges regarding managing actual or potential conflicts
of interest. We await further guidance from NHS England regarding
mechanisms for dealing with these. This guidance is expected on 18
December 2014.

If the CCG is applying for level 3 co-commissioning the application is to
be with NHS England by 9 January 2015.

Next steps

The Governing Body is asked to support the CCG applying for level 3
(delegated commissioning arrangements). This would be conditional
upon no significant issues being identified (as set out in section 3). If
the executive identify any significant issues before 31 March 2015 then
the CCG will apply for level 2 co-commissioning and will establish a
joint committee with the Area Team to facilitate this.

The Governing Body’s recommendation will be put to a vote of the
Member Representatives.

The CCG’s Constitution needs to be amended to include wording
which allows for (but does not mandate) the establishment of joint
committees between the CCG and the Area Team and the CCG and
other CCGs.
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What decisions do you require of the Governing Body?






Approval of the proposed policy.

Please detail the key points of this report

1. A clinically led procurement process.

2. A proportionate approach.

3. Limited capacity within CCG requiring prioritisation.

4. Inclusion and exclusion of issues raised through consultation.

What are the likely impacts and/or implications?

It provides clarity and standards (to CCG and public) on our approach.
Exclusion of some consultation feedback may result in complaints.

How does this link to the Annual Business Plan?

Supports delivery.

What are the potential conflicts of interest?

None within the policy but implementation will require consideration of
conflict of interest.

Where has this report been previously discussed?

Senior Managers Meeting
Strategic Leadership Team
Pre-Governing Body
Consultation

Clinical Executive Sponsor: Catherine Briggs

Presented by: Mark Chidgey

Meeting Date: 10™ December 2014

Agenda item:
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2.0
2.1

3.0
3.1

3.2

Procurement Policy

Purpose

The attached procurement policy is recommended for acceptance by
the CCG Governing Body. Procurement is a key process within
commissioning. It is also a complex area with regards to the
interaction and primacy of

e EUlaw
e UK law
e NHS guidance

The CCG policy cannot over-ride statute and this policy does not
attempt to do this. What it does try to set out is the context, issues and
processes of the CCG in prioritising procurements within our limited
management resources.

Process

The policy has been in development for some time. It has been
considered in draft form within the CCG governance structure. In
addition meetings have been held with Stockport NHS Watch, a group
which has a particular interest in the impact of procurement on the
NHS.

Consultation

Consultation was carried out for 4 weeks commencing in September.
Responses were limited to two, both of which were from individuals
connected to Stockport NHS Watch. No other responses were received
from providers or members of the public.

The policy has been amended to include feedback from public
consultation as well as advice from the lead procurement manager at
CSU and verbal legal advice. Summarised below is a table of
consultation feedback and its’ status within the policy.

Issue

Included Comment

Visibility of Contracts | Yes Frequency of update and level of detail may
be below requested but we already go
beyond what is available on other GM CCG
websites.

Status of the policy | Partially This will need to be determined on a case by

(when there is a Joint
Procurement)

case basis.






Inclusion of NHS | Partially Three significant areas not included

Watch

endorsed (1) Payment of living wage by all providers.

Ethical Policy Not included because the CCG has no policy

on this and the financial impact and
contribution to strategic objectives cannot be
quantified / identified.

(2) Exclusion of providers from procurements
where a director has been convicted of an
offence.

(3) Exclusion of providers who use offshore
jurisdictions or improper tax avoidance.

(2) and (3) are already covered by legislation.
To go beyond this legislation with no specific
objective is open to challenge.

Inclusion of clauses | No These are covered within other policies.

relating to F.O.l. and
Whistleblower

3.3

4.0
4.1

Included within the report within section 1.3 is the following statement
relating to competition and collaboration. ” In either scenario the CCG
reserves the right to implement entry / exit decisions to the market
where the costs of implementing competition / co-operation are
disproportionate to the benefit.” The attention of the CCG Governing
Body is drawn to this statement as:-

e It was not included within the consultation document.

e |t supports the CCGs rights to act proportionately to assuring the

guality of services provided to our population.

Recommendation
It is recommended that the CCG Governing Body approves the

proposed Procurement Policy.
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Month 7 - as at 31st October 2014
YTD (Mth 7) Forecast 14/15
Plan Actual Var Var Plan Actual Var Var
£000s £000s £000s % £000s £000s £000s %
FUNDING
Revenue Resource Limit (RRL)
Confirmed (207,992) (207,992) 0 0.0% (362,970) (362,970) 0 0.0%
Anticipated 0 0 0 0.0% 0 0 0 0.0%
Total RRL (207,992) (207,992) 0 0.0% (362,970) (362,970) 0 0.0%
EXPENDITURE
Mainstream I&E Budgets
Acute 123,580 126,068 2,488 2.0% 215,238 218,243 3,005 1.4%
Mental Health 17,546 18,080 534 3.0% 30,079 30,895 816 2.7%
Community Health 13,611 12,485 (1,126) (8.3%) 23,333 21,333 (2,000) (8.6%)
Continuing Care 8,159 9,262 1,103 13.5% 13,990 14,957 967 6.9%
Primary Care 5,818 5,221 (597) (10.3%) 9,942 9,419 (523) (5.3%)
Other 3,055 3,241 186 6.1% 4,274 4,405 131 3.1%
Sub Total Healthcare Contracts 171,769 174,357 2,588 1.5% 296,856 299,252 2,396 0.8%
Prescribing 27,307 27,917 610 2.2% 46,528 47,728 1,200 2.6%
Running Costs (Corporate) 3,830 3,545 (285) (7.4%) 6,583 6,099 (484) (7.4%)
Total Net I&E Expenditure 202,906 205,819 2,913 1.4% 349,967 353,079 3,112 0.9%
Reserves
Reserves - Inlaftion and Demand 0 0 0 0.0% 0 0 0 0.0%
Reserves - Investments 2,589 0 (2,589) 0.0% 9,064 4,492 (4,572) (50.4%)
Reserves - Contingency 0 0 0 0.0% 1,676 0 (1,676) (100.0%)
Reserves - QIPP 0 0 0 0.0% (3,136) 0 3,136 (100.0%)
Reserves - In Year Adjustments to Allocation 0 0 0 0.0% 1,120 1,120 0 0.0%
Sub Total Reserves 2,589 0 (2,589) 0.0% 8,724 5,612 (3,112) (35.7%)
Total Net Expenditure & Reserves 205,495 205,819 324 0.2% 358,690 358,690 0 0.0%
TOTAL (SURPLUS) / DEFICIT (2,497) (2,173) 324 (13.0%) (4,280) (4,280) 0 0.0%






SUMMARY OF RESERVES
Month 7 - as at 31 October 2014

Table 1 - Reserves Summary

Reserves Commits Forecast Bals
Held Mth 7 Mth 7 onwards Year End
Amounts Held in CCG Reserves £'000 £'000 £'000
Inflation and Demand 0 0 0
Investments 9,064 4,492 (4,572)
Contingency 1,676 0 (1,676)
QIPP (see table 2 below) (3,136) 0 3,136
In Year Adjustment to Allocations (see table 4 below) 1,120 1,120 0
Total Reserves 8,724 5,612 (3,112)
Table 2 - CCG Cost Improvements
QIPP Schemes YTD Forecast CIP Variance
Opening Position Savings yet to be delivered to Plan

£'000 £'000s £'000s
Activity Deflections (10,833), (7,697) (3,136) 0
Prescribing (953) (953) 0 0
Total (11,786) (8,650) (3,136) 0
Table 3 - Public Sector Payment Policy (PSPP) - Measure of Compliance
The Public Sector Payment Policy target requires PCT's to aim to pay 95% of October YTD
all valid invoices by the due date or within 30 days of receipt of a valid
invoice, whichever is later. Number £000s
Non-NHS Payables
[Total Non-NHS Trade Invoices Paid in the Year 7,050 22,935
 Total Non-NHS Trade Invoices Paid Within Target 6,870 22,165
Percentage of Non-NHS Trade Invoices Paid Within Target 97.45 96.64
NHS Payables
Total NHS Trade Invoices Paid in the Year 1,423 151,254
Total NHS Trade Invoices Paid Within Target 1,365 150,886
Percentage of NHS Trade Invoices Paid Within Target 95.92 99.76
[Total NHS and Non NHS Payables
Total NHS Trade Invoices Paid in the Year 8,473 174,189
Total NHS Trade Invoices Paid Within Target 8,235 173,051
Percentage of NHS Trade Invoices Paid Within Target 97.19 99.35
\We will continue to monitor our performance against the 95% 'Public Sector Payment Policy' (PSPP) target of invoices
paid within 30 days of invoice. Performance is measured based on both numbers of invoices and £ value.
Table 4 - Summary of Notified and Anticipated Allocations

Still Held in
Recurrent Budget Non Recurrent Total Reserves

£'000 £'000 £'000 £000.s
Opening Baseline Allocation (354,757) (354,757)
In Year Notified Allocations
Mth 3 - GPIT Allocation (761) (761)
Mth 3 - Demonstrator Funding (125) (125) 125
Mth 5 - GPIT Transitional Allocation (345) (345) 345
Mth 5 - 2014-15 RTT Funding (1,405) (1,405) 900
Mth 5 - Spec Comm - High Cost Drugs & Insulin Pumps (2,730) (2,730) 0
Mth 6 - Support Fund trf to CWW Area Team 72 72|
Mth 6 - MH PbR (IAT with T&G CCG) 250 250 (250)
Mth 6 - Charge Exempt Overseas Visitors 297 297
Mth 7 - 2014-15 RTT IS AQP Funding (821) (821)
Mth 7 - Winter Resilience Funding (1,866) (1,866)
Mth 7 - Winter Resilience Funding (2nd Tranche) (779) (779)
TOTAL ALLOCATIONS (357,487) (5,483) (362,970) 1,120

RAG
Rating

Appendix 2

Recurrent
Variance to Plan

£000
(3,136)

0

(3,136)






NHS STOCKPORT CCG BALANCE SHEET as at 31 October 2014 (Month 7)

Non-current assets:
Property, plant and equipment
Intangible assets

Trade and other receivables
Total non-current assets

Current assets:

Cash and cash equivalents
Trade and other receivables
Inventories

Non-current assets classified "Held for Sale"
Total current assets
Total assets

Current liabilities

Trade and other payables

Provisions

Borrowings

Total current liabilities

Non-current assets plus/less net current assets/liabilities

Non-current liabilities
Trade and other payables
Provisions

Borrowings

Total non-current liabilities
Total Assets Employed:

FINANCED BY:
TAXPAYERS' EQUITY
General fund
Revaluation reserve
Total Taxpayers' Equity:

Appendix 3
Opening Closing Movement Forecast
Balances Balances in Balances B/S
1.4.14 31.10.14 31.3.15
£000s £000s £000s £000s
18 16 (2) 14
0 0 0 0
0 0 0 0
18 16 ) 14
56 9 (47) 50
721 343 (378) 200
0 0 0 0
777 352 (425) 250
0 0 0 0
777 352 (425) 250
795 368 (427) 264
(18,975) (17,934) 1,041 (19,000)
(438) (438) 0 (438)
0 0 0 0
(19,413) (18,372) 1,041 (19,438)
(18,618) (18,004) 614 (19,174)
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
(18,618) (18,004) 614 (19,174)
(18,618) (18,004) 614 (19,174)
0 0 0 0
(18,618) (18,004) 614 (19,174)






MOVEMENT OF FORECAST OUTTURN POSITION - MONTH 6 TO MONTH 7

Appendix 4

Month 6 Month 7 Movement Year
Forecast Var Forecast Var End Forecast
£000s £000s £000s
FUNDING
Revenue Resource Limit (RRL)
Confirmed 0 0 0
Anticipated 0 0 0
Total RRL 0 0 0
EXPENDITURE
Mainstream I&E Budgets
Acute 3,746 3,005 (741)
Mental Health 687 816 129
Community Health (1,934) (2,000) (66)
Continuing Care 1,105 967 (138)
Primary Care (426) (523) (97)
Other (139) 131 270
Sub Total Healthcare Contracts 3,039 3,722 683
0
Prescribing 1,200 1,200 0
Running Costs (Corporate) (484) (484) 0
Total Net I&E Expenditure 3,755 4,438 683
0
Reserves 0
Reserves - Inlaftion and Demand 0 0 0
Reserves - Investments (3,353) (4,572) (1,219)
Reserves - Contingency (1,676) (1,676) 0
Reserves - QIPP 3,136 3,136 0
Reserves - In Year Adjustments to Allocation (345) 0 345
Sub Total Reserves (2,238) (3,112) (874)
0
Total Net Expenditure & Reserves 1,517 0 (1,517)
0
TOTAL (Positive) / Adverse Variance 1,517 0 (1,517)
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Executive Summary

What decisions do you require of the Governing Body?

1) A decision as to whether the CCG supports the service changes
proposed by Pennine Care.

2) If the proposal is not supported then which alternate option is to be
progressed.

Please detail the key points of this report

1. The proposal is to reform services for people with severe and
enduring mental health.

2. This will be achieved by (1) centralising services and (2) focusing
resources on those with highest needs.

3. The cost reduction of £0.2m is divided between management costs
(from centralisation) and direct patient care.

What are the likely impacts and/or implications?

The Quality Impact Assessment (attached) sets out the potential risks and
mitigations.

How does this link to the Annual Business Plan?

Delivery of planned efficiency targets.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Quality and Provider Management Committee — October 2014.

Clinical Executive Sponsor: Ranjit Gill

Presented by: Mark Chidgey

Meeting Date:

Agenda item:
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2.0

2.1

2.2

Pennine Care CIP 2015/16

Summary

As a result of National efficiency targets, to be delivered by all NHS providers,
Pennine Care is required to reduce the costs_,but maintain the quality of the
services provided in Stockport. It was agreed that the focus of proposed
changes in 2015/16 would be a new delivery model for Community Mental
Health Teams (CMHTS).

CMHTs provide care, treatment and support, to individuals and their carers
with severe and complex mental health problems. Their objective is to support
living in the community, with the purpose of enabling move on towards
recovery with meaningful lives.

The Criminal Justice Mental Health Team, Home Treatment Team, Early
Intervention Team and Supported Living Team will not change.

This paper summarises:-

e The proposed new model and how this differs from the existing model.

e The consultation process and the concerns that have been raised
through this process.

e The risks of moving to the new model and mitigation.

e Options to be considered should the CCG Governing Body not accept
the proposed change.

Context and Background

Whilst there are no national benchmarks for CCGs it is generally accepted that
spend on Mental Health services in Stockport is significantly below average.
This is believed to be as a result of the following factors:-

1) A historic focus on physical health with resources being drawn into
acute secondary care provision.

2) The CCG receiving cE15m below its target resources.

3) Lower than average levels of need.

4) A very low cost provider.

5) Cross subsidisation between CCGs (with Stockport being a beneficiary)

The extent to which the CCG can redress the balance of investment will be
largely dictated by the pace at which (1) and (2) can be addressed.

For 2015/16 all providers (Acute and Mental Health) are equally required to
achieve efficiency targets.





2.3

2.4

3.0

3.1

For the Pennine Care / Stockport CCG contract the target saving is c£0.5m. Of
this a significant element has already been achieved by Pennine Care through
changes not directly affecting patient care, for example additional out of area
income from existing services.

As a result the savings target for 15/16 has been reduced to £0.2m.
The proposed changes to the CMHTSs have been very high profile.

e The changes have been discussed at two Stockport Scrutiny Committee
meetings, with significant public attendance.

e Representatives of “Stockport against Mental Health Cuts”, an alliance
of staff and carers have attended CCG board meetings and met with
CCG staff to communicate their concerns.

e A patient story has been presented to the CCG Governing Body.

e An extensive consultation process has been undertaken by Pennine
Care.

The proposed changes have been presented to the Q&PM committee in
November. Pennine Care attended the meeting in November to present the
new model and answer questions.

The committee recognised the challenges and risks of changing the delivery of
care for such a vulnerable group. They also required that Pennine Care
provide a Stockport specific Quality Impact Assessment. As this was not
available at the meeting a recommendation was deferred until this had been
received.

On receipt of the QIA the committee considered this (remotely) and submitted
their views in terms of recommendation. These are:-

1) It was agreed that the Q&PM recommend implementation of the proposed
model to the Governing Body.

2) That all of the proposed mitigating actions and monitoring will need to be
undertaken.

3) That assurance is sought from SMBC that the third sector services will be
maintained. [note — this assurance has been received for 15/16].

Proposed and Existing Models
In summary the Pennine Care proposal is to:-

e ‘“Invert’ the current pyramid of care and match the most intensive need
with the most intensive support.





3.3

3.2

4.0
4.1

4.2

4.3

e Reduce management costs by reducing the number of teams.
e Reduce treatment costs by increasing the overall average caseload
from 21 to 24,

For the new model to work there is a requirement for patients to step down
more rapidly through the three levels of the service model — these are:-

e Intensive Support (Pennine Care)
e Recovery (Pennine Care)
e Move On (Prevention & Personalisation Services & Third Sector).

A brief summary of the proposed model is attached as appendix 1.

A comparison between the current and proposed models is attached as
appendix 2. The key changes are:-

A clearer distinction between intensive support and recovery.
Reduction in the total number of teams.

Reduction of 3.25wtes for staff holding caseloads.

Reduction of 2.00wtes for managerial / admin staff.

Engagement

As part of the process, Pennine Care has actively engaged with staff, people
who use services and their carers. A Staff Engagement Event was held in
January to kick start the process. The staff were given the opportunity to
generate ideas and develop options for the new service model. Following this
event, fortnightly project meetings have taken place with key stakeholders to
further develop the model. A half day engagement event took place in July
specifically for people who use services and their carers to give them a further
opportunity to look at proposed model, develop ideas and share any concerns.

In addition to the Staff and Service User engagement events, the Community
Service Manager attends the Co-design Forum (monthly mental health
meeting attended by service users representatives, carer representatives,
GPs, voluntary sector and commissioners) to update the group on proposals.

Throughout the engagement process the key themes identified were:

e Continuity of care in the new model

Capability and capacity, training and accountability of voluntary sector
providers

Staffing numbers

Need for increased communication

Length of time service users spend in teams

Service users being discharged from services too soon

The effectiveness of the discharge process





4.4  The Stockport CMHT CIP scheme has generated a great deal of attention from
key stakeholders; this has culminated in a local campaign against cuts to
mental health services. The campaign group are concerned about the current
level of investment in mental health services and they have expressed further
concerns with the impact on the safety and quality of implementing the
proposed new model.

4.5 The areas of concerns expressed by the campaign group include: -

e Level of spend in mental health services in Stockport

e Delivery of a safe service with a reduced budget

e That adequate community support to reduce serious incidences
following in-patient discharge.

e Fragmentation of the model between Acute/intensive Team,
Rehabilitation and Recovery and Third/voluntary sector peer support
and personalisation service.

4.6 Mitigation against identified concerns are set out in the attached Quality
Impact Assessment

5.0 Alternative Options

5.1 The alternatives to agreeing the changes are:-
e Reduce the CIP requirement on Pennine Care for 2015/16. In this
scenario then:-

o There are risks and issues with the existing service and a
form of change would still be implemented. This would
probably align with the proposed model of care but possibly
with higher staffing levels.

o The CCG would need to identify an alternative service outside
of Mental Health from where the required efficiency could be
derived.

e Maintain the CIP requirement on Pennine Care for 2015/16 but
require that this be achieved from services for a different patient
group.

o This could not be achieved recurrently by April 2015 given the
timescale and therefore would require non-recurrent funding.

o The NHS efficiency programme will continue at the current
level for several years. Some areas have already undergone
changes to release savings in previous years. Other services
will need to be transformed to achieve savings in 16/17 and
beyond.

5.0 Summary and Recommendation

5.1 Itis recommended that the Governing Body agree that Pennine Care progress
implementation of the proposed new model of care.





5.1 The new model of care will need to be described within a new contractual
service specification, this should include confirmation of how the quality impact
and outcomes will be monitored and assured.





Appendix 1 - Summary of Proposed Model

Proposed Model

The new model will see the establishment of a new borough wide CMHT (x1) working
with service users who are in the acute/crisis phase requiring more intensive
community care. The rehabilitation elements of the former CMHTs will be merged
with the RIT and re-named the Rehabilitation and Recovery Teams, of which there
will be two teams covering Stockport.

Proposed CMHT Service Model

Acute/Intensive | 1 Acute/lntensive
Support ' Team
Caseload 100 —
158
10.58 WTE Care
Co-ordinators
Caseload — 10-15
Rehabilitation = x2 Rehabilitation
and Recovery and Recovery
Teams
Caseload 677
22.58 WTE Care
Co-ordinators
Caseload - 30

This team will be supporting new clients and those who are acutely unwell providing
assessment, intensive support and some assertive out-reach. The proposed
definition of the ‘acute’ phase would be between 1- 6 months duration. The team
will be closely aligned with the Home Treatment Team who work with people for
around six weeks and offer an alternative to in-patient admission, where
appropriate. The establishment of a single team will enable the focus to be on
offering more effective home/community based support and treatment to clients with
an emphasis on ensuring that those with the most complex needs receive the
support and interventions when they need it.

(Figure 2)
Acute/Intensive Care Team

Rehabilitation and Recovery Team

These teams (x2) will provide rehabilitation, involving holistic assessments, including
risk assessment and review. The team will work with clients who are experiencing
more stable mental health. In figure 2 (above) there is a shift in the number of care
co-ordinators towards an emphasis on Rehabilitation and Recovery.

This team will work closely with the existing third/voluntary sector providers to further
enable recovery and move on to enjoy life out of statutory services





Prevention and Personalisation Service (PPS) and Third Sector Providers

While the PPS and third sector providers are not part of the CIP scheme, they are key
in supporting service users move on from secondary care services. Since 2012 the
Recovery and Inclusion Team have been working closely with the PPS, led by a
gualified nurse and an experienced Personalisation Co-ordinator, who work closely
with SPARC, Stockport Mind and Altogether Positive, a service user —led group. They
provide peer support, access to various groups, volunteering opportunities to support
people to recovery and self-management. The inclusion of the qualified nurse in the
team enables liaison and in-put from GP practices to support a client to move on.
There are concerns that as a result of the local authority saving targets and plans to
reduce funding to the voluntary sector, that this provision will be reduced. It has been
confirmed that voluntary sector services providing this support will not be affected by
the planned changes proposed by the local authority.

Fast Track

When people move on, there is the facility to fast-track back into mental health
services should they become unwell and need specialist or clinical support.





Appendix 2 — Comparison of Current and Proposed Services

Current Model of Care

Acute/lntensive
Support and
Rehabilitation

Recovery

Proposed Model of Care

Acute/lntensive
Support

Rehabilitation
and Recovery

Move on

Patient Numbers by Need — Current & Proposed

Current Proposed

700 600 500 400 300 200 100 0 100 200 300 400 500 600 700]
Intensive
Recovery
PPS
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Comparison of WTE & Caseload between Current and Proposed

Current
Team WTE Caseload Average
Caseload
CMHTs 30.81 560 18
Recovery 5.60 220 39
TOTAL 36.41 780 21
Proposed
Team WTE Caseload Average
Caseload
Acute/intensive 10.58 105 10
Rehabilitation & 22.58 675 30
Recovery
TOTAL 33.16 780 24
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Appendix 3 — Pennine Care Quality Impact Assessment
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_1479219692.pdf
Quality Impact Assessment

Title: Revised QIA  15/16 Stockport Borough Date: 21/11/14
Borough/Division: Stockport Community Service Director: Stan Boaler
Adult Mental Health Scheme Lead: Karen Maneely / Martin Corran
Services / Pathways affected by CIP (include budget codes):
Sector 1 CMHT York House 429215421
Sector 2 CMHT Councillor Lane 430215422
Sector 3 CMHT Torkington Lodge 431215423
Criminal Justice Mental Health Team  York House 433 215424
Recovery and Inclusion Team Heathfield House 863 215427
Community Administration Team 483 215426

The proposed change is a significant further step in the strategic direction already established i.e. a
service model that has greater emphasis and share of resource targeted towards recovery principled
collaborative working that better utilises all the assets in the local system.

This shift in approach has been developing through the involvement of stakeholders in the Co-Design
Forum and realigns available resource as an integrated fit along a re-designed recovery pathway that
properly acknowledges the development of the Prevention and Personalisation Service (PPS) into a
mainstream contributor in supporting people to attain their own socially inclusive outcomes. The
nationally recognised work led through the Local Authority in developing PPS is an important asset in
the Borough that the existing service model is ill suited to achieving optimal use from.

The three Community Mental Health Teams and the Recovery and Inclusion Team will realign to
create an Acute/Intensive Care Team and two Rehabilitation and Recovery Teams. Implementation
of this change is essential in achieving the whole system fit needed if services are to work efficiently
and collaboratively towards supporting personalised recovery. The proposal also involves adding
staff and capacity to PPS so that it will extend to work with 200 people = 80 more than currently.

The Criminal Justice Mental Health Team, Home Treatment Team, Early Intervention Team and
Supported Living Team will not change.






Pay: Band 7x 1

CIP Scheme is Band 6 x 2.5

£212K 2015/16 Band5x1
Band4x1

1. Patient Experience

Patient satisfaction Patients should benefit from a model of care and whole system that
better supports their personalised recovery.

The proposal increases by approximately 80 the numbers of people
managed and supported within the whole system which should make
the service seem less exclusive.

The design is intended to be more flexible in response to relapse and
need for treatment through the tighter focus of the new Acute/Intensive
Care Team operating through smaller caseloads

Patient participation and | The proposed change is designed based on recovery principles with even
involvement in care greater emphasis placed on personalisation. Staff working in teams in
the existing service model do strive to deliver patient centred care but
are sometimes compromised in achieving that for everyone on their
caseload because of their responsibilities to the element of a mixed
caseload that are in most acute need.

Involvement of family Carers will have full participation as under the CPA. Work will be
and carers undertaken collaboratively with carers to meet caseload needs and an
agreed care plan.

This will be supported through the role out of Triangle of Care across
Community Mental Health Services from 2™ December 2014.

Other risks to patient In the short term there is some potential for dissatisfaction from some
experience patients affected during the implementation phase by a requirement to
change from one care co-ordinator to another.

Post implementation it is possible that some patients will be unhappy
that they will need to change worker to access the more intensive care
they need from the Acute/Intensive care team.






a) As affected staff migrate to a new role in the new design the
majority will become workers in the new Rehab and Recovery
Teams with the majority of their caseload consistent with their
new role with many patients therefore unaffected by a
requirement to change worker.

b) Any transfer of cases between staff will be assessed on an
individual basis as part of a phased transition plan with only the
most stable “ready to move” cases in a first wave.

c) Review to take place on monthly basis in Performance and
Contract Meeting.

d) Two large review sessions to be set up after six and twelve
months with commissioners.

e) Mental Health Commissioning Task and Finish Group from the
Commissioning Quality Group will review all Trust CIPS and in
relation to quality.

a) Review of SLR Report monthly to monitor performance.

b) Regular agenda item at the Trust’s local Integrated Governance
Group with particular consideration of any emerging trends in
incident reporting

c) Team Managers supervision monthly both individual and peer.

d) Regular attendance at Stockport Local Carers and Service Users
forums to take feedback on services being delivered

e) Introduce friends and family test to specific Stockport CMHT's
from January 2015.

2. Clinical Effectiveness

Clinical outcomes The new Acute/Intensive Care Team will be positioned to achieve a
better response to relapse through smaller caseloads. Those treated by
this team should be less likely to need intensive care from a ward
because of the more intensive care and treatment available from the
community team.






Re-referral

Fast-track process for patients with early signs of relapse to access
support from the team they were discharged from.

Response times

All referrals screened in 24 hours. Allocated straight away or one week
after discussion with MDT.

Other risks to clinical
effectiveness

Manageable caseloads for:

Acute IC Team Average 10 -15

Rehabilitation and Recovery Average 30

This is different than current case arrangements and will need to be
monitored. Most acute people get most intensive care when they need
it. Rehabilitation and Recovery to remain high priority on the pathway.

a) All changes will be individually assessed and monitored as a
measure of safeguarding.

b) Review to take place on monthly basis in Performance and
Contract Meeting.

c) Two large review sessions to be set up after six and twelve
months with commissioners.

d) Mental Health Commissioning Task and Finish Group from the
Commissioning Quality Group will review all Trust CIPS and in
relation to quality.

e) Formal quarterly monitoring review of caseloads.

f) The potential risk of staff number reduction reducing resilience
to sickness and absence in any single team through being
smaller has been mitigated having fewer teams in the new
design. All teams will be larger than the smallest in the old
model.

a) Review of SLR Report monthly to monitor performance.

b) Regular agenda item at the Trust’s local Integrated Governance
Group with particular consideration of any emerging trends in
incident reporting

c) Team Managers supervision monthly both individual and peer.

d) Regular attendance at Stockport Local Carers and Service Users
forums to take feedback on services being delivered

e) Introduce friends and family to specific Stockport CMHT’s from
January 2015.






3. Patient Safety

Safe and effective care

Those patients who are the most acutely unwell will get safer more
intensive care than is delivered from the current model. Rehabilitation
and Recovery service will aim to develop to deliver more effective care
through greater emphasis on social inclusion focussed outcomes

Infection prevention and
control

No changes

Safeguarding
adults/children

Adherence to local policy will continue.

Associated/identified
patient safety risks

Potential risk associated with transition from one team to another
(supporting recovery) as the Care Delivery Team changes and a new
model is established.

a) Patient safety incidents will continue to be monitored via DIGGs,
PSIG, ASIGs

b) There is a Trust-wide action plan monitored through DIGGs that
focusses on complex cases including transition points.






a) Continue monthly monitoring between SLM and Service
Manager on all incidents.
b) Workforce contingency being explored through project groups.

4. Staff Engagement

The culture within the The change is intended to further promote a shift in culture within the
service service towards personalised recovery and socially inclusive support.
Despite the best intentions of the staff in the existing service we are too
often involved in care of people living a life characterised by social
exclusion.

Clinical Leadership Clear leadership towards a shared vision across all stakeholders is
enabled by the change that brings all parties into closer alighment to a
single care pathway. Within Trust the change in approach has the full
support of the Medical Director the Board and local service leaders.

Engagement with As with any service change, this redesign is subject to a formal HR
Principles of Care consultation process, which started on 8" October 2014 and will run for
45 days until 21° November 2014, in line with national guidelines.

Staff have had the opportunity to participate in several meetings and a
workshop to understand why we need to change and what the potential
options are. Pennine Care has also been working with staff union
representatives as part of the consultation. Project groups involving all
pertinent stakeholders have been in operation since April 2014 and will
run for the duration of the service change to implementation in April
2015.

Professional Concern discharging people to third sector services.
accountability






a) Regular Contact and Performance Meetings with local authority.

b) JCG

c¢) Commissioners Quality Group

d) Commissioners Task and Finish Group

e) Tier 4 Group

f) Quality agenda item will review service users moving out of
statutory services. This will be done through following local
groups:

DIGGs

Service User forums
Co-Design Forum
Care forums.

5. Risk Assessment

Likelihood of occurrence
Moderate
. . Moderate
Severity of impact
Total risk score 9 Amber

Likelihood of Occurrence Severity of Impact





A
Very Low Low Moderate | High Very High
Very High
High
Moderate
Low
v
Very Low

6. Approval/Sign Off

Service Director Stan Boaler Nov 2014
Scheme Lead Karen Maneely/Martin Corran Nov 2014
Executive

Director of lan Trodden Nov 2014
Nursing and

HCPs

Medical Director | Dr Henry Ticehurst Nov 2014
Comments:

Scheme previously approved.
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182/14 APOLOGIES

J Crombleholme welcomed the Governing Body and the members of the public
and staff to the meeting.

Apologies were received from A Aldabbagh and J Pantall. It was noted that R
Gill and V Owen-Smith will be joining the meeting later as they are currently
meeting with Duncan Selbie, Chief Executive of Public Health England, at the local
authority.

183/14 DECLARATIONS OF INTEREST
The Chair invited the members of the Governing Body to declare their interests.

There were no further interests declared in addition to those previously made and
held on file by the Board Secretary.

184/14 APPROVAL OF THE MINUTES OF THE MEETING HELD ON 8
OCTOBER 2014

The draft minutes of the meeting of the Governing Body held on 8 October 2014
were agreed as a correct record with the following amendments:

172/14 should read vV Owen-Smith informed the Governing Body that there has
been one outbreak of Carbapenemase-producing Enterobacteriaceae (CPE) at a
Stockport nursing home’

172/14 should read ‘M Chidgey added that we cannot issue the Foundation Trust
with a contract notice regarding a service which we do not commission from them
such as the weekend clinics’

179/14 should read ‘CPC has agreed to follow local policy on erectile dysfunction
treatments’.

185/14 ACTIONS ARISING
The members reviewed the outstanding items.

030614: To bring a proposed model for primary care: G Mullins drew the members’
attention to the minutes of the Association Governing Group which have been
circulated with today’s papers. These detail the work in which R Gill is involved at a
Greater Manchester level concerning the development of primary care. She added
that R Gill has requested that this item remain on the actions list although the due
date of January 2015 might be an optimistic estimate





040814: To respond to the Patient Panel regarding the amount of consultation
undertaken for Healthier Together. T Ryley explained that the CCG has now
received the detailed figures and these will be shared at the next meeting of the
Patient Panel. Stockport had the second highest number of respondents across
Greater Manchester. G Mullins added that the figures is also included in her Chief
Operating Officer's update to the Governing Body this month. This item can be
removed from the list

011014: To meet with T Stokes outside of the meeting to discuss Healthwatch
feedback on booking into services at Kingsgate House: T Stokes informed the
Governing Body that this discussion has taken place and he is hopeful of a
satisfactory outcome. This item can be removed from the list

021014: To provide a more detailed QIPP briefing note for the Member
Representatives: T Ryley explained that this is included within today’s papers. This
item can be removed from the list

The Governing Body noted the updates.

186/14 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The Chair invited items of additional business; T Stokes requested a discussion
regarding the district nursing service.

187/14 PATIENT STORY

The Governing Body viewed a video of Andrew describing his experiences in
dealing with his alcoholism.

K Richardson noted the issue of the family members struggling to find support. J
Crombleholme asked if the CCG commissions such services and G Mullins replied
that she would look into how families can access support. A Johnson informed the
members that Alcoholics Anonymous (AA) does provide a family service for
relatives, and V Mehta added that children can be supported by the school
counsellors.

P Carne noted that AA is not the only treatment option; the patient’s alcoholism
could have been managed within primary care.

C Briggs informed the Governing Body that Andrew is one of her patients; she was
keen for the members to hear his patient story as alcohol is such a big issue
across the Stockport economy. She noted the issues of his admission to the
Foundation Trust and the impact on his family. She asked, as it is such a major
issue in Stockport, should the CCG be doing more to engage with the public on
this topic. She concluded by adding that this could be included within the
prevention programme of the CCG’s strategy. R Roberts agreed to take this
suggestion to the Prevention Board.
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10.20 R GILL JOINED THE MEETING

D Jones noted that Andrew had started on the twelve step programme but this had
not worked for him the first time.

A Johnson commented that there is the issue of isolation for people struggling with
alcoholism. For many such individuals their families cannot cope, there are
relationship breakdowns, and then the individuals become reliant upon social
services.

T Ryley noted that the members were stating that this is a major problem for
Stockport and yet there is not a strong emphasis in the CCG'’s plans.

V Mehta stated that in his experience some individuals can fall between substance
misuse services and mental health services and therefore receive no care or
support from either service. G Mullins responded that there is an agreed protocol
for people who misuse substances and also present with mental health issues; G
Miller agreed to look into this further.

G Miller asked if there has been any assessment of the effectiveness of AA
services compared with services delivered within primary care. C Briggs suggested
that such analysis on alcohol misuse services could be within the Proactive and
Prevention strands of the CCG'’s strategy.

R Gill informed the members that he has just heard D Selbie, Chief Executive of
Public Health England, state that the recent announcement regarding devolution
for Greater Manchester might provide an opportunity to consider minimum pricing
of alcohol. This could be a joint local authority and health strategy. He explained
that the evidence does suggest that this would make a difference.

T Stokes commented that a friend of his attended his GP with gastric problems on
several occasions and it was only after quite a while that it was discovered he was
an alcoholic. He asked why the GP would not have spotted this sooner. C Briggs
answered that it is likely that the GP did ask the right questions but it requires a
certain degree of acceptance on the part of the patient to admit to problem
drinking.

J Crombleholme noted that Andrew had been signposted to treatment at The
Priory which would have cost him in the region of £10,000; she asked if the PCT at
that time commissioned a Drug and Alcohol service. G Mullins replied that that part
of Andrew’s story related to events ten years ago and she would consider that the
PCT did then commission such services. A Johnson answered that the Drug and
Alcohol service is available but there is the issue with waiting times. He explained
that these are patient-led services into which people can self-refer.

The Governing Body requested that their thanks be passed on to Andrew for
sharing his story with them. They acknowledged the need to do more significant
work on alcohol misuse prevention, and stated their concern if patients are falling
between Drug and Alcohol services and Mental Health services.
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188/14 PERFORMANCE REPORT: PERFORMANCE

G Mullins presented the November Resilience and Compliance Report covering
the period to August 2014 for performance against NHS Constitution targets and to
September 2014 for statutory compliance indicators.

She explained that the main risk to performance continues to be the four hour
emergency department target. This performance target was met for quarter two
which is an excellent achievement by the Foundation Trust but its continued
delivery remains high risk. Ambulance response times continue to be below
standard for Stockport and across the North West. There has been growth in
demand but having analysed this it reflects no particular locality or patient cohort.
GP referrals have also increased specifically in the Heatons and Tame valley
locality; this is having an impact on the CCG'’s finances.

With regards to the compliance indicators there has been another strong month of
low staff sickness. We have not achieved our standard for response times of
complex complaints although this is largely due to having to wait for responses
from other organisations.

J Greenough noted that the performance indicator for cancer remains red. A
Johnson explained that this is a reflection of how the performance is calculated.
Stockport NHS Foundation Trust perform well against the 62 day target; the issue
appears to be that Stockport patients are breaching the 62 day threshold at other
providers and this is counted back to us as a Stockport breach. We have very little
influence over some of these other providers; for example services at The Christie
NHS Foundation Trust are commissioned by NHS England. He concluded by
suggesting that we could write to express our opinion that Stockport residents
should not be disadvantaged.

J Greenough asked if this is reflective of any problems at The Christie NHS
Foundation Trust. A Johnson replied that we know that there can often be issues
when people move between provider organisations and some of our Stockport
patients do receive treatment at Central Manchester University Hospitals NHS
Foundation Trust, University Hospital of South Manchester NHS Foundation Trust,
and The Christie NHS Foundation Trust.

G Mullins supported the idea of conducting a piece of detailed analysis to
understand better this issue of delays to patients with complex cancers.

A Johnson assured the members that the patients breaching the target are either
those with complex cancers, those who have exercised patient choice to be treated
by a provider of their preference, or those who are requiring additional tests to
ensure that they receive the correct treatment.

J Crombleholme asked J Greenough if this provided him with the necessary
assurance. J Greenough noted that many people may opt to be treated at The
Christie NHS Foundation Trust as it is a specialist centre; he asked if the CCG
should warn people of the possible delays.
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G Mullins confirmed that she would ask the CCG’s cancer lead to do a further
piece of work on waiting times; J Crombleholme added that the providers’ own
performance reporting will help to illustrate if there are any problem areas.

T Stokes noted that NHS England are looking to re-commission specialist cancer
services and asked the Governing Body if they are assured that this will be to the
benefit of Stockport patients. R Gill replied that it is NHS Trafford CCG which is
leading on this procurement on behalf of the whole of Greater Manchester; we
believe that they will aim to procure equitable services.

With regard to the issue of GP referrals D Jones informed the Governing Body that
the Service Reform team have started a review of peer reviews in conjunction with
the General Practice Development team.

J Greenough asked why the constitutional indicators contain one relating to the
percentage of established posts which are filled substantively. T Ryley explained
that the purpose behind this is to ensure that the CCG is being fair to its staff whilst
retaining enough workforce flexibility. J Greenough observed that performance for
this indicator should be green according to the threshold set rather than red and T
Ryley agreed to address this for next month.

J Crombleholme asked if the increase in emergency department attendances is
reflective of the national picture; G Mullins replied that this is so. T Ryley added
that the Stockport list size has increased by 1% over the last twelve months.

A Johnson noted that rising patient expectations impact upon emergency
department attendances. G Mullins commented that the CCG’s past efforts to
engage with general practice on this issue were not met with enthusiasm. R Gill
stated that practices may sometimes suspect that such data will be used to
performance manage them; he suggested that the CCG opens some meaningful
engagement to understand the GP perspective of the system.

10.45 V OWEN-SMITH JOINED THE MEETING
C Briggs commented that in East Cheshire CCG there are 16 practices which input
data into a system which helps to create a ‘bigger picture’ of what is going on. A
Johnson suggested that the practices might be more receptive if the request was

pitched as the CCG wishing to get a feel for what is going on in general practice.

The Governing Body noted the contents of the Resilience and Compliance Report.

189/14 PERFORMANCE REPORT: QUALITY

G Miller presented the monthly Quality Report. She provided the Governing Body
with the following key messages:





- There has been a breakdown in the provision of the package of care for a
child requiring long-term ventilation and 24/7 nursing care at home. It is
proving difficult to find a new provider for the continuity and level of care
required. A Greater Manchester-wide solution is being sought for resilience

- A high proportion (63%) of learning disability patients are not receiving
health checks. The committee discussed whether or not a service should be
commissioned to ensure that all learning disabled patients have access to
an annual health check

- We have received a response to our contract query notice regarding
outpatient follow wup waits in cardiology, gastroenterology and
ophthalmology. The committee considered that this did not contain enough
detail and this will be conveyed to the Foundation Trust.

J Greenough noted from the report the long waiting times for psychological
therapies. G Miller acknowledged that these waiting times are concerning; she
advised that there is an action plan in place to progress improvements and that this
features on both the risk register and issues log so its visibility is maintained.

G Mullins explained that the target is changing from being one of prevalence to
being one of waiting times and agreed that the commissioning team need to do
further work to address this. G Miller informed the members that from next year the
new access target will be treatment within six weeks for 75% of people referred to
the Improving Access to Psychological Therapies programme with 95% of people
to be treated within 18 weeks.

J Crombleholme asked J Greenough if this gives him any assurance that the CCG
has plans to get this sorted; he answered that he is now aware that the committee
is focused on the matter.

A Johnson added that a recent report from the Self Help Service had shown the
very different picture that Stockport residents were waiting on average only two
weeks for group work sessions. He acknowledged that there is a much longer
waiting time for one-to-one services, and stated the issue as being the lack of
available trained therapists.

M Ryan noted from the committee’s minutes of 15 October 2014 that the Maternity
Board has been discontinued; she stated that she is uncomfortable with the
proposal that quality issues regarding maternity services be picked up within the
contract meetings. C Briggs responded that she and M Chidgey have reviewed the
purposes of the CCG’s clinical boards and they have concluded that maternity
guality issues are best addressed at the quality contract meetings. J
Crombleholme supported this piece of work to understand better the role of the
clinical boards and to ensure that these do not duplicate work being conducted
elsewhere. M Ryan stated that she is comfortable with this approach as explained
today.

J Greenough asked for an update on TIA performance. C Briggs replied that she
met with the Foundation Trust two months ago specifically to discuss their TIA
performance. The agreed actions from this discussion are for the Foundation Trust
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to introduce weekend appointments, for the CCG to fund Doppler scans, and for an
audit to be conducted on what exactly is happening within the TIA clinic including a
review of the clinical outcomes.

She continued that the audit is in progress and has not yet been finished. The
weekend clinics have been introduced but not the Doppler scans; it might be that
these are better provided on a footprint bigger than solely at Stockport NHS
Foundation Trust. She explained that there is the question as to whether or not the
GPs are referring appropriate patients. She concluded by stating that she agrees
with J Greenough that this is not a satisfactory situation, she feels that the CCG
has to a degree been spectating failure by the Foundation Trust, and suggested
that this matter is now escalated through the contract route.

J Crombleholme asked if this means that the CCG will be issuing a performance
notice; G Mullins replied that it will mean taking whatever action M Chidgey
considers appropriate in this situation.

G Mullins asked how this issue links to that of hyper-acute stroke. R Gill explained
that hyper-acute stroke centres will start in Bury and Salford in January 2015. The
discussions with Stockport NHS Foundation Trust regarding it becoming the third
site have been protracted although there has lately been some movement on the
hospital’'s approach. Even if the go ahead is given to Stockport NHS Foundation
Trust there would still be the requirement to recruit before a service could be
mobilised. He concluded by agreeing that there is clearly a link between the
location of the hyper-acute stroke unit and performance regarding TIA but stated
that he would not wish to comment on ongoing negotiations.

J Greenough asked for further detail regarding the issue of medicines
reconciliation at Stockport NHS Foundation Trust. C Briggs explained that this
refers to ensuring that, on admission to hospital, a patient is receiving the correct
ongoing medication at the correct doses. She advised that the usual process is for
a junior doctor to record the medication in the patient’s notes and for this to be
reconciled by a pharmacist. She continued that the Foundation Trust’'s Medical
Director has informed the CCG that this under-performance is being addressed,;
there is a reform programme underway within their pharmacy department and this
is currently focusing on their short stay wards. She concluded by assuring the
Governing Body that we have no reason to think that patients are coming to harm
as a consequence of this issue.

The Governing Body noted the contents of the report and supported the
escalation of the Foundation Trust’s poor performance regarding the TIA target.
190/14 PERFORMANCE REPORT: FINANCE

G Jones presented the monthly Finance Report. He informed the Governing Body
of the following key messages:





- The month 6 financial position shows a forecast surplus for 2014/15 of
£2.763m against a target surplus of £4.28m. The CCG’s current gap is
£1.517m

- We are seeing good progress towards addressing the shortfall; this month’s
position shows an improvement of £2m on the month 5 position. This
reflects the good work of the QIPP Committee

- The QIPP Committee has set itself a stretch target of £2m (rather than the
required £1.5m)

- Today’s position reflects the receipt of £2.2m from NHS England to support
with the referral to treatment 18 week target. However this funding is
currently being reviewed at a national level and we await confirmation that
the monies will remain with the CCG to fund the costs we are incurring

- The Governing Body has previously been informed that NHS England is
sending a finance team to Stockport to conduct a ‘deep dive’ of the CCG’s
finances. As the CCG'’s financial position has improved over the last month
NHS England have now informed us that they are assured of our QIPP
progress and therefore they consider there is no longer the requirement for
the ‘deep dive’. Instead the QIPP position will be discussed at the upcoming
quarter 2 checkpoint meeting with NHS England

- Today’s report includes a section on financial risks which are not yet
incorporated into the 2014/15 position

- The financial position is assuming 85% delivery of CQuIN targets. We will
know in the next couple of months if this is the likely outturn

- The improved financial position reflects mainly non-recurrent savings
therefore the QIPP Committee is focusing heavily on the 2015/16 financial
situation.

A Johnson asked if the proportion of the CCG’s budget being spent at Central
Manchester NHS Foundation Trust and South Manchester University Hospital NHS
Foundation Trust is increasing. G Jones replied that it is, and added that other
CCGs are also experiencing this. He explained that his team have started a piece
of work to analyse within which specialties this increased activity is occurring.

A Johnson asked if we have assurance that the activity is justified; G Mullins
replied that M Chidgey’s team do review activity costed to the CCG.

V Mehta reflected that neurology and dermatology services have moved to Salford
Royal NHS Foundation Trust and asked if the planned expenditure also moved
with the services. G Jones responded that the movement of the funding is part of
the overall process for the transfer of such services.

J Greenough asked why we are receiving attention from NHS England regarding
referral to treatment activity. G Jones replied that we have explained to NHS
England our plans for improving performance up until the end of March 2015 and
how we will spend the additional £2.2m however we are now being told by NHS
England that they wish to know our projected position only up to the end of
November 2014. They also seem to be focusing only on our spending with the
Foundation Trust without considering our spending with the independent sector
which is forecast to be £800,000.
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G Mullins agreed that things are moving on this issue and suggested that we might
have a clearer picture after the quarter 2 checkpoint meeting. T Ryley noted that
NHS England recognise our position regarding the referral to treatment targets and
are being supportive.

A Johnson noted that there appears to be increases in the prescribing forecast. R
Roberts explained that there is work underway looking at this increase and
focusing on areas such as hypnotics and on some newer drugs.

R Gill commented that there is a new initiative regarding how prescriptions are
dealt with in the pharmacies. The pharmacist now needs to validate that every item
on a repeat prescription is requested by the patient. This has the impact of a short-
term hassle for the public whilst they are asked this by the pharmacist.

T Ryley asked if there is any link between waiting times for IAPT services and the
CCG'’s prescribing costs for anti-depressants. R Gill replied that both depression
and anxiety are treated both with drugs and with IAPTS but he suggested that
investment into one of these may not necessarily lead to a reduction in the other.

The Governing Body:

- noted the financial position as at 30 September 2014 and £1.5m of the savings
target yet to be achieved in delivering the £4.3m target

- noted the situation around referral to treatment allocations currently under review
acknowledging the impact of any withdrawal is detrimental to our recovery plan

- noted that the £1.5m savings gap is being progressed via QIPP Committee
which is working on a £2m savings stretch target with proposals being brought
before the Governing Body for approval (under separate report)

- noted the level of identified financial risks not within the forecast outturn and
basis for exclusion at this time.

191/14 REPORT OF THE QIPP COMMITTEE

T Ryley presented the Report of the QIPP Committee and provided the following
key messages:

- The committee has reviewed the planned care schemes and has taken the
decision to halt a number of schemes within the programme as they will not
result in any net savings in outpatient costs

-  The CCG would normally look to reinvest any funds received as a result of
contract penalties. The committee proposes that this year such monies are
not reinvested

- The report contains a list of possible further schemes. These will be
reviewed in conjunction with groups of the Governing Body clinicians.

He explained that we are trying to solve the financial challenge as an economy and
therefore are working on this with the local authority, with Stockport NHS
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Foundation Trust, and with Pennine Care NHS Foundation Trust. There is a strong
will among this group to work together in a different way.

A Johnson stated that he welcomes this report and the actions contained therein.
He suggested that it would be useful to distinguish between what has been as a
result of a conscious decision and what has happened naturally. T Ryley replied
that with the exception of the decision to cease the planned care schemes and the
non-investment of financial penalties all the rest is natural slippage. A Johnson
explained that he needs to be able to assure his Member Representatives that the
delay with the investments into primary care are as a result of natural slippage
rather than any deliberate delay by the CCG. V Mehta suggested that not many of
the Member Representatives would be aware of the CCG’s financial situation and
the work underway to improve this. R Gill stated that the Member Practices and the
public need to pull together and gave the example of the work he is leading over
the next ten to twelve weeks on developing a new model of care which will include
primary care, hospitals, social care, and community care.

J Crombleholme noted from the report that there would be only minimal impact
upon patient care as the schemes have slipped rather than having been stopped.

T Ryley summarised by explaining that the outpatient reform work has been halted
because whilst this is a good piece of work it is increasing capacity at the
Foundation Trust which we cannot afford. The CCG will look to finish off the work
already underway with the GPs but will then focus any new efforts into managing
down demand. He concluded by explaining that the CCG’s ‘plan A’ is to work on
addressing the issue from an economy perspective but suggested that the CCG
should also make consideration of a ‘plan B’ and that is represented in the list of
further potential schemes contained in today’s report. There will be some time to
work through these in more detail during the Governing Body’s strategy
discussions in December.

The Governing Body:
- Supported the actions taken to achieve recovery in 2014/15
- Supported the approach to medium-term recovery
- Recognised the Governing Body’s role in managing this challenging
financial position and for ensuring that decisions about strategic plans,
priorities, and investments and disinvestments are consistent with this.

192/14 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

A Johnson informed the members that he held his most recent Locality Council
Committee meeting soon after the October Governing Body meeting. He had
conveyed the positive news regarding the enhanced primary care scheme, and
commented that he had felt that he had the necessary information to be able to
give this position. The Member Representatives had appreciated the message and
there had been a good discussion on how to take this forward. The committee also
looked at some data from the current piece of work underway for nursing homes;
the members were engaged with peer reviews to look for improvements.
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J Crombleholme asked A Johnson if he has today received enough information as
a Locality Council Committee Chair to be able to support his members; A Johnson
replied that he does.

P Carne provided an update from the Cheadle and Bramhall locality. His members
are engaged with the primary care development schemes. They received a
presentation at their last Locality Council Committee meeting on the Improving
Access to Psychological Therapies Scheme as well as a presentation on food
banks. There was a discussion on ENT referrals.

He added that he has received feedback from some district nurses that morale in
the service is bad and that this is resulting in some people leaving. He explained
that some consequences of this for general practice is that the practices feel that
they will need to make more home visits and also there may be less support with
administering ‘flu vaccinations. He concluded by stating that this could jeopardise
the CCG'’s plans for increasing the roles of primary and community care.

C Briggs responded that this is very timely feedback as there is a contract meeting
later today for the community contract; she offered to speak with P Carne outside
of today’s meeting and then to raise these concerns at the contract meeting.

V Mehta added that he has also received similar feedback regarding the district
nursing service and stated that he believes that the member practices would
appreciate the CCG’s taking this forward.

G Mullins observed that the CCG has the opportunity to extend the community
contract and suggested that the CCG needs to consider how it sees the service
developing over the next six to twelve months. J Crombleholme asked for a
timescale for taking forward this matter and G Miller responded that they would
raise it this afternoon within the community contract meeting and then ask for
weekly updates. She added that of all of the Foundation Trust’s Friends and Family
scores it is the community score which is the lowest.

P Carne added that some of the district nurses have been heard commenting that
they do not feel that the service is safe; J Crombleholme commented that such
concerns have not been reported to the Governing Body through the Quality and
Provider Management Committee.

T Stokes informed the Governing Body that Healthwatch have also heard similar
concerns. He added that they have also received feedback that waiting times for
procedures such as ear syringing are also getting longer.

P Carne concluded his update by informing his members that the Cheadle and
Bramhall locality now has Dr Ruth Seabrook as its Vice-chair.

V Mehta commented that the mood at the Locality Council Committee meetings is
now more positive. There is work underway to fill the vacant roles, and this is
currently proving more difficult in the Heatons and Tame Valley locality.
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V Mehta informed the members that the Member Representative for South
Reddish Medical Centre has changed from Dr Stella Cole to Dr Richard Nurcombe.

The Governing Body noted the updates. They requested an update at the next
meeting concerning the district nursing service.

193/14 REPORT OF THE CHAIR
J Crombleholme provided the following updates:

- S Johari and A Aldabbagh have both informed the CCG that they wish to
stand down from their roles as Locality Council Committee Chairs. For S
Johari this is with immediate effect. A Aldabbagh has agreed to remain in
post until a replacement has been elected

- A Johnson has agreed to assume the position of Vice-chair of the
Governing Body

- M Ryan has resigned from her role as Secondary Care Consultant on the
Governing Body. She will be finishing with us at the end of December 2014

- The Health Service Journal awards ceremony is next week. The CCG has
been shortlisted for the category of ‘board development’

- The minutes of the Health and Wellbeing Board of 16 September 2014 have
been circulated with today’s reports.

The Governing Body noted the updates and received the minutes of the Health
and Wellbeing Board of 16 September 2014.

194/14 REPORT OF THE CHIEF OPERATING OFFICER
G Mullins provided the following updates:

- The CCG is required to undertake a self-assessment regarding its
arrangements for Emergency Preparedness, Resilience and Response
(EPRR). This includes the CCG’s arrangements for on call rotas and
incident response. There has been some testing of our processes in recent
months which has raised some issues. Stockport has been assessed as
‘green’ for all of the applicable core standards; therefore the CCG has
achieved full compliance. G Mullins will sign off the declaration of this
position and submit it to NHS England subject to the agreement of the
Governing Body to ratify the EPRR assurance. G Mullins added that this is a
service which the CCG commissions from the North West Commissioning
Support Unit and we consider this to be a very good service

- The CCG has undergone a full review of its business continuity processes
to align these with the new BS ISO standard 22301

- The Stockport health economy’s Better Care Fund submission has been
‘approved with support’. This is good news, and we expect that the plans
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will be signed off by the end of November. We will then be looking to refresh
our section 75 arrangements with the local authority

- We have been informed that we will receive £269,000 in respect of our
2013/14 quality premium

- The Healthier Together consultation has now closed. Stockport had the
second highest rate of completed responses (3657) across the whole of
Greater Manchester. She expressed her thanks to the CCG’s
Communications and Engagement Team regarding their work on this

- The guidance on Co-commissioning was published on 10 November. G
Mullins informed the members that she is leading a piece of work across
Greater Manchester to work through the implications of the guidance. A
paper will be brought to the December meeting of the Governing Body
setting out the options for the CCG.

The Governing Body noted the updates, expressed their thanks to the
Communications and Engagement Team for their work in supporting the Healthier
Together consultation, and ratified the Emergency Preparedness, Resilience and
Response assurance.

195/14 REPORT FROM THE CLINICAL POLICY COMMITTEE

V Owen-Smith presented the report from the Clinical Policy Committee. She
provided the following key messages from the committee:

- The issue on lipid modification is awaiting a decision by the QIPP
Committee

- CPC has responded to the consultation on the Cancer Drug Fund. The
committee questioned why a drug would be made available through the
Cancer Drug Fund if it has been turned down by NICE

- CPC has approved the use of PDE 5 inhibitors after radical prostatectomy

- CPC has endorsed NICE guidelines on the use of scanning on unprovoked
DVT over the age of 40. There is work underway with the Foundation Trust
to check that they are scanning the right people and to verify if they are
identifying early on those people with cancers

- CPC endorsed Greater Manchester EUR policies on cataract surgery and
on pelvic vein embolism

- CPC endorsed NTS recommendations on Cystistal bladder instillations and
Melatonin in children

- CPC endorsed STAMP recommendations to add to the Stockport black list
Bio-Oil, Branded sildenafil, all oral Ketoconazole preparations, Latisse Eye
Drops, and Rifaxamin

- CPC endorsed the move of Lubiprostone from the black list to the grey list.

R Gill updated the members that the issue of lipid modification had been discussed
by the QIPP Committee. That committee is not a decision-making body, and it
acknowledged that it would be unwise to propose any changes of this type ahead
of receiving the work by BDO consultants on the new Stockport model of care. It
was therefore suggested that this item be revisited around April 2015 and, in the
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meantime, it was proposed that the current threshold be maintained although this
would be a decision to be made by the Governing Body.

The Governing Body noted the update.

196/14 STATEMENT OF INVOLVEMENT 2013/14

T Ryley presented the Statement of Involvement for the period of April 2013 until
March 2014. He explained to the members that this is a statutory requirement of
the CCG. It informs the Governing Body of the amount of engagement work which
has been undertaken and tells of the positives and of the challenges that we have
experienced in this area.

G Miller asked if the information is made available to the public. T Ryley explained
that it will be published on the CCG’s website after it has been received by the
Governing Body. He added that our website also contains accessible information
on the surveys which have been conducted.

J Greenough voiced his surprise at the amount of work which has gone on and
stated that this is a compliment to the Communications and Engagement Team.
He asked by what means the CCG attempts to engage with ‘hard to reach’ groups.
T Ryley replied that the team tends to work at a group level; for example last year
there was work undertaken with local deaf groups. The team has a database of
local community groups and reaching out to these does prove to be quite effective.

J Crombleholme informed the members that the Communications and
Engagement Team have been short-listed for an award. T Ryley explained that, in
conjunction with the CSU, the team has been short-listed for a National Media
Award for their recent hypertension campaign. V Owen-Smith mentioned that at
this morning’s event with Duncan Selbie he had commented on how impressed he
was by this campaign.

The Governing Body received the report and noted its compliance with the CCG’s
statutory duty.

197/14 REPORT OF THE CHIEF CLINICAL OFFICER

R Gill informed the Governing Body that the executives have agreed to a spend of
approximately £450,000 to bring in some external consultants to lead a piece of
work for a time period of approximately twelve weeks. This is to work with the
CCQG, Stockport NHS Foundation Trust, the local authority, and with Pennine Care
NHS Foundation Trust to help the economy to move quickly from an adversarial to
a collaborative relationship to enable the delivery of a new model of care. He
explained that the contribution by the CCG will be in the region of £210,000. He
asked for the Governing Body to support this.
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He reminded the Governing Body of a recent announcement that Greater
Manchester is to be granted devolution which presents the great opportunity to
develop a new major system in areas such as housing and transport. There is the
opportunity for health to construct a new model alongside this as some issues such
as worklessness and mental health will impact both systems. The GM Association
Governing Group was strongly supportive of this direction of travel and of the
opportunities presented.

He has circulated with today’s papers the minutes of the Association Governing
Group of 7 October 2014. These include mention of the work he is leading on
developing a different model of care. There are currently two models of care being
developed; one is primary care-led and the other is hospital-led.

R Gill reminded the members of G Mullins’ earlier comment that he will bring a
proposal regarding co-commissioning to the December meeting of the Governing
Body.

V Mehta asked if there are changes being made to the Area Team. R Gill replied
that the Greater Manchester and the Lancashire Area Teams are being merged. V
Mehta asked if this merger will impact upon the Association Governing Group, and
J Crombleholme asked if the Group would now be expanded to include
Lancashire. R Gill explained that the Group has started to discuss how to address
this change. The suggestion has been made for the Group to take on a greater role
to include AGMA.

A Johnson asked at what point are the local members consulted on the topics
which are decided by such groups. He noted that currently the Governing Body
receives the minutes of meetings where decisions have already been made. R Gill
agreed that for matters such as devolution it is important to hear the views of the
CCG’s Member Representatives. He offered to bring to a future meeting of the
Governing Body a paper considering the governance arrangements between the
CCG and these groups. J Crombleholme supported this suggestion as she noted
that more and more decisions are being taken by the Group.

A Johnson suggested that from the Association Governing Group there should be
key messages communicated reflecting the direction of travel which would be
suitable to share with the members.

V Mehta observed that the proposals for co-commissioning represent an
opportunity for the Governing Body to have better sight of the members’ issues in
general practice which might help inform some of its strategic decision-making. T
Ryley agreed that the CCG needs to have a clearer view of the opinions that are
coming from its members.

J Greenough asked if there is any update on the 'challenged health economy’ work
and R Gill responded that this is currently dormant. He suggested that going
forward the CCG might wish to resurrect this work to help us to deliver the sort of
hospital system which Stockport needs.
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The Governing Body noted the updates and approved the consultancy spend of
approximately £210,000.

198/14 ANY OTHER BUSINESS

T Stokes asked a question regarding the composition of the Board of Stockport
NHS Foundation Trust. J Crombleholme relied that the CCG could not comment on
an appointment process which is overseen by Monitor and the Foundation Trust’s
own governors.

T Stokes explained that his question concerning the district nursing service has
already been answered earlier in this meeting.

There were no further items of business.

The Chair asked the members of the public and staff present if they had any
questions for the Governing Body.

1 At your meeting last month there was a discussion regarding the One-to-One
Midwifery service. | understand that there is the issue of patient choice but how
can the CCG ensure that this is informed patient choice? There was some less
than favourable coverage in the local press recently.

C Briggs explained that the Quality Surveillance Group is meeting this morning to
discuss the service. R Gill added that it is important that the CCG takes actions
based upon both fact and evidence. We will await the outcomes of the discussions
underway.

199/14 DATE, TIME AND VENUE OF THE NEXT MEETING

The next meeting of the NHS Stockport Clinical Commissioning Group’s Governing

Body will take place at 10.00 on Wednesday 10 December 2014 at Regent House,
Stockport.

THE GOVERNING BODY MEETING CLOSED AT 12.15.
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