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	NHS Stockport Clinical Commissioning Group Governing Body

Part 1

A G E N D A 


The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House, Stockport at 10.00 on Wednesday 14 May 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 make declarations
	
	

	3
	Approval of the draft Minutes of the meetings held on 2 and 9 April 2014

	
[image: image1.emf]DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 2 April 2014.pdf



 EMBED AcroExch.Document.11  [image: image2.emf]DRAFT NHS 

Stockport CCG Governing Body Minutes Part I 9 April 2014.pdf


	To receive and approve
	10.05
	J Crombleholme

	4
	Actions Arising


	
[image: image3.emf]Item 4 - Actions 

arising from Governing Body Meeting of 9 April 2014 Part I.pdf


	To receive and note
	
	J Crombleholme

	5
	Notification of items for Any Other Business


	Verbal
	To note

	
	J Crombleholme

	6
	CAMHS Health and Wellbeing Scrutiny Review final report

	
[image: image4.emf]Item 6 - CAMHS 

Review final report v3.pdf


	To receive and note
	10.15
	Cllr McGee

	7
	Patient Story


	Video
	To receive and note
	10.30
	V Mehta 

	8


	Strategic Performance Report
	
[image: image5.emf]Item 8A April 14 

Strategic Performance Report.pdf



 EMBED AcroExch.Document.11  [image: image6.emf]Item 8B BAF 

Summary.pdf


	To receive and note
	10.40
	G Mullins

	9 
	Quality Report

	
[image: image7.emf]Item 9 Quality 

Report - May 2014-Final.pdf


	To receive and note
	10.55
	M Chidgey


	10
	Reports of the Locality Council Committee Chairs
	
[image: image8.emf]Item 11A - Approved 

Stepping Hill and Victoria Locality Council meeting minutes 19th Feb 2014.pdf



 EMBED AcroExch.Document.11  [image: image9.emf]Item 11B - Approved 

Cheadle and Bramhall Locality Council Minutes Feb 20th 2014.pdf


	To receive and note
	11.10
	S Johari

A Johnson

P Carne

A Aldabbagh

	11
	Report of the Chair
	Verbal
	To note
	11.20
	J Crombleholme

	12
	Report of the Chief Clinical Officer

Including:

· Association of Governing Groups’ April summary

· South Sector Challenged Health Economy letter and presentation

· Updates on the centralisation of stroke services

· Healthier Together pre-consultation business case


	
[image: image10.emf]Item 12A - AGG 

Summary  1 4 14.pdf



 EMBED AcroExch.Document.11  [image: image11.emf]Item 12B - AT TK 

SSCHE 2014-04-16 - With Governance Structure.pdf



 EMBED AcroExch.Document.11  [image: image12.emf]Item 12C - 20140415 

- Monitor LHE SS - Programme Board - Final Slides.pdf


[image: image13.emf]Item 12D - Stroke 

Centralisation Update AC 280414.pdf



 EMBED AcroExch.Document.11  [image: image14.emf]Item 12E - The 

Effect of Out of Hours Presentation with Acute Stroke on Processes of Care and Outcomes.pdf


[image: image15.emf]Item 12F - 

2013_04_16_PCBC_Part_1_Main_Report_Final.pdf


	To receive and note
	11.25
	R Gill

	13
	Report of the Chief Operating Officer

	
[image: image16.emf]Item 13 - COO 

Update May 2014.pdf


	To receive and note
	11.35
	G Mullins

	14
	Report from the Clinical Policy Committee
	
[image: image17.emf]Item 14 CPC report 

Governing Body May.pdf


	To approve
	11.45
	V Owen-Smith

	15
	Annual Communications Report
	
[image: image18.emf]Item 15 - Annual 

communications report 2013 14.pdf


	To receive and note
	11.55
	T Ryley

	16
	Procurement Options for Locally-commissioned Services
	
[image: image19.emf]Item 16 - Locally 

Commissioned Services procurement route.pdf


	To approve
	12.05
	R Roberts

	17
	Finance Report
	
[image: image20.emf]Item 17 Finance 

Report March 2014.pdf


	To note 
	12.25
	G Jones

	18
	Any other business as raised in agenda item 5
	Verbal
	
	12.35
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body routine meeting will be held on Wednesday 11 June 2014 at 10:00 at St Peter’s Parish Centre, Hazel Grove, Stockport.

Potential agenda items should be notified to stoccg.gb@nhs.net by Friday 30 May 2014.

There will be an extraordinary meeting of the Governing Body on Tuesday 3 June at 14.00 to approve the 2013/14 annual accounts.




Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net
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Executive Summary

What decisions do you require of the Governing Body?

The Governing Body is asked to review the strategic performance report, to note it's content and if it feels it necessary to request more detailed papers on
specific issues.

Please detail the key points of this report

This report covers Key Performance Report (KPI) data relating to January 2014 and information related to strategic programme delivery relating to March 2014.

What are the likely impacts and /or implications?

N/A

How does this link to the Annual Business Plan?

Reports on the activity, programme delivery and assurance framework of the plan

What are the potential conflicts of interest?

Not applicable

Where has this report been previously discussed?

Directors Meeting

Clinical Executive Sponsor: Dr Ranjit Gill

Presented by: Gaynor Mullins

Meeting date: 14 May 2014

Agenda item: 8A

Reason for being in Part 2 (if applicable)

N/A






Executive Performance Report

This report covers Key Performance Report (KPI) data relating to January 2014 and information related to strategic programme delivery
relating to March 2014.

Strategic Priority One
The Governing Body are aware that performance is not achieving planned levels in this area.

In terms of constitutional standards, performance against the A&E waiting times standard of 4 hours continues to be below required
levels.

Significant but insufficient progress has been made in 2013/14:-

+ ED attendances improved on the previous year by 2.7% or 2,464 fewer attendances.

*  GP direct referrals improved by 1% or 126 fewer admissions.

+  Patients breaching the 4 hour target improved by 29% or 2,504 fewer patients

*  Performance improved from 90.3% to 92.9%.

*  The admission rate deteriorated from 27.0% to 30.3% or an additional 2,275 admissions.

As identified above there has been good work this year during 2013/14 in reducing the numbers of patients turning up at A&E, and the
CCG plans to improve on this further in 2014/15 by increasing access to GP appointments. We are will continue the work to transform the
way we provide care to people with complex needs, to reduce their need to attend and be admitted to hospital. We are also continuing to
develop alternatives to hospital based services (such as IV Therapy) and support Stockport NHS Foundation Trust to change the way
they manage patients with ACS conditions, reducing the level of admissions for such conditions to at most the levels of those hospitals
serving similar populations (we currently benchmark high).

More than 70 staff are now aligned to the Maple and Werneth Locality Hub, some of whom are co-located at Maple Memorial Park. This
includes social workers, district nurses, CPNs, a prescribing advisor, a support broker, OTs and therapists. Multi-disciplinary team
meetings within general practice are taking place which link up to locality multi-disciplinary group meetings which focus on the most
complex cases.

Work is being undertaken to identify the model required to manage the high and very high risk cohorts of people across Stockport
including people within care homes and on an end of life pathway and investments required to transform the system along with the
anticipated deflections.





The data indicates that the transformation of the system is not yet evident.

Strategic Priority Two

There has been a drop in the numbers of paediatric admissions this year, compared to 2014/15. This is predominantly due to the way in
which admissions are now counted (now more in line with other units), than changes to services. However, there have been
developments to the way services for children are provided with an expansion of urgent appointments for children at GP surgeries, GPs
developing annual care plans for children with asthma and a GP review of notes and / or a telephone review for children (under 19) with
diabetes and epilepsy to ensure that they are under specialist care and attending appointments. The work to implement the new
Children’s Nursing Pathway is to be refocused on ensuring timely senior consultant review for all children prior to admission.

Strategic Priority Three
The work on co-ordination of referral at practice level has gone well in 2013/14 and will be built upon in 2014/15 and beyond. System

reform work on outpatient services has resulted in a reduction of approximately 50% in the outpatient waiting lists for cardiology and
respiratory services. More than one thousand people will be re-directed away from out-patient follow up by the middle of May to more
appropriate pathways of care where clinically indicated. Overall, spend in this area has continued to rise because even where we have
seen a reduction or diversion of demand, the hospital capacity has been filled from the waiting lists. This indicates the need to manage
this at a system level and ensure that demand is appropriately managed, and that there is an overall agreed capacity plan which all
partners are working to. Following on from the Strategic Outline Case presented to Governing Body in April an outline business case is
under development. As reported last month, we have started to see a rise in both prescribing items and spend which is being analysed,
but indicates a arowing pressure in this area.

Strategic Priority Four
As stated earlier, the constitutional A&E Performance target has not been met in any quarter of 2013/14 (a repeat of the 2012/13
position).

Access to the psychological therapy services (IAPT programme) continue to be below expectation. The action plan for achievement of
this target in 2014/15 will be reviewed and endorsed by the Quality & Performance Management committee.

The CCG has met the trajectory for reducing the incidence of C-Difficile cases (85 cases against a trajectory of 99, which is a further
reduction from the 113 of last year). This is excellent news and represents focussed and good work across all parts of the local health
system. The level of progress across the last two years, if maintained, in itself will be sufficient to achieve the 2014/15 target (88 cases).
The intention is therefore to continue improvement work beyond the 2013/14 actual level.





Performance against the Cancer waiting times targets has improved, although continues to be an area of risk, particularly for those
patients who require treatment across multiple providers.

Strategic Priority Five

Good progress against Potential Years of Life Lost (PYLL) and Health Checks targets has been maintained into February. Whilst not a
CCG performance target, the CCG continues to strongly support and monitor flu uptake levels and is very pleased to report excellent
progress again this year. Stockport easily exceeds the average uptake rates locally in every immunisation category, and is the best
performing in the UK for 65s and over and pregnant women, and second highest in the UK for those “at risk” aged 6 months to 65 years
and carers. We reached 58% and 56% respectively for the new categories of 2 and 3 year olds, compared to national averages of 42%
and 40%.

As part of its drive to improve health outcomes, the CCG has also launched a Hypertension Campaign aimed at encouraging everyone to
get their blood pressure checked and know how to prevent and manage hypertension. This is particularly targeted at the 16,310 adults
over the age of 40 across Stockport, who do not have a blood pressure (BP) reading recorded with their in the last 5 years. More
information on this is included in the Chief Operating Officers Report.

Finance and Organisation

The CCG met its financial targets in 2013/14. This is excellent news. However, 2014/15 will be a challenging year and we recognise the
need to increase the pace of the reform programmes. Work to support this is underway, and a further report on organisational
development and capacity will be provided in June.





NHS Stockport CCG Strategic Performance Scorecard

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

1 Adult admissions (ACS, Acute, Non-elective, Emergency)

- Local - Urgent Care / Area Team Health Outcomes 2&3

1. Transform the experience
2 Adult A&E attendances

‘ Local - Urgent Care / Area Team Constitution

and care of adults with long-

lermiconditions 3 Emergency Readmissions within 30 days of discharge

Local - Urgent Care / Area Team Health Outcomes 3

4 Proportion of people feeling supported to manage their condition

- Local - Urgent Care / Area Team Health Outcomes 2

Progress of related change programmes

Local - Programme Scorecard / Gap

Issues: In the main areas performance is still worse than plan and growth remains in the system, but A&E attendances are
down for the year and at last report proportion of people feeling supported to manage condition was much improved.
Emergency re-admissions have shown signs of reducing but not yet statistically significant.

Impact: There is as yet no real signs of significant change in the current system though rate of growth in hospitalisation
maybe slowing. Good work outside hospital in keeping people away from A&E is indicated. We will not achieve quality
premium payment for admissions (£0.36m), but will for people feeling supported and emergency readmissions (£0.36m)

Executive Action:
Continue to maintain focus on programmes to reform Unscheduled
Care System and Proactive Anticipatory Care.

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

2. Improve the care of children 5 Unplanned hospitalisation for asthma, diabetes, epilepsy in <19's

- Local - Urgent Care / Area Team Health Outcomes 2

=1 Lo RETo o] (SNSRI R G DB =g 6 Emergency admissions for children with lower respiratory track infection

- Local - Urgent Care / Area Team Health Outcomes 3

conditions and mental health Progress of related change programmes

Local - Programme Scorecard / Gap

needs

there has been a drop in numbers of paediatric admissions across this year compared to last. This indicates counting
changes rather than success in addressing underlying health conditions.

a reduction in two specific areas (LTRI and Chronic Conditions) which is not evident.

Issues: There is no statistically proven change in paediatric admissions in areas that we are tracking in particular, but overall

Impact: The Quality Premium composite measure for admissions is unlikely to be achieved this year as it is dependent upon

Executive Action: Further work being undertaken to implement new
Community Nursing pathway.

Continued focus on GP management and access for children with
chronic conditions including respiratory.

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

7 Outpatient Activity (Follow-ups, GP First's)

- Local - Cost Effectiveness A / Area Team Finance

3. Increase the clinical cost - —
8 Elective Admissions

- Local - Cost Effectiveness B / Area Team Finance

effectiveness of elective —
9 Prescribing Spend

Local - Cost Effectiveness C / Area team Finance

treatment and prescribing

Progress of related change programmes

‘ ) |Local - Programme scorecard / Gap

Issues: There is no statistically significant change in most areas that we are following which would indicate either
deteriorating performance or the significant system reform required. There is some evidence of GP referrals position starting
to come more in line with plan, but it is too early to be certain. There are the first signs that there is some pressure in
prescribing.

Executive Action:

Ensure focus on change programmes continues especially follow-ups
and referral management. Executive are exploring cause and impact of
prescribing position.

NHS Stockport CCG Strategic Performance Report - June 2013






Ilmpact: There remains over performance on contracts

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

4. Improve the quality, safety 10 Compliance with NHS Constitution

' - NHS England - Constitution Promoted / Area Team

and performance of local 11 Good Quality Care (MRSA and C Difficile)

NHS England - Good Quality Care / CCG Quality Com'

SRR IRV NI IR MN 12 Patient Experience and Satisfaction

Local - Patient Experience (UD) /CCG Quality Committeef

national expectations 13 Primary Care Quality

=) |NHS England - Primary Care scorecard / Area Team

Progress of related change programmes

) |Local - Programme scorecard / Gap

Issues: A&E Performance and IAPT below expectation. Dementia identification in SNHSFT has improved significantly. 18
week pathway back on-track. NHS E view on primary care quality as low risk. Some concern on cancer.

Impact: Continued pressure from NHS England particularly on A&E. Loss of 25% (£0.36m) of quality premium certain.
Potential loss on cancer of 25% (£0.36m)

Executive Action:
Continued work with the Foundation Trust in particular to address the
issues that have arisen.

Strategic Aim Indicator

Position Change Source Scorecard / Assurance

14 Potential years of life lost from causes amenable to healthcare

- NHS England - Health Outcomes 1 / Area Team

15 Uptake of Health Checks

‘ Local Indicator - Health Wellbeing (UD) / HWB Board

16 Health Inequalities Gap

) || ocal indicator - Health Wellbeing (UD) / HWB Board

Progress of related change programmes

Local - Programme scorecard / Gap

Issues: No particular problems though a gap on actions directed in this area.
Impact: PYLL and Health Check element of Quality Premium still on track to be achieved.

Executive Action:
Consider broader focus on prevention in this years planning
round.

Indicator

Position Change Source Scorecard / Assurance

Finance Forecast Position

Local - Finance Report Forecast - Audit Committee

Overall Financial Performance & Management

) (NHs England - Financial Performance - Area Team

Organisational Capability Workforce Capacity

- Local CSU - workforce review (UD) - Gap

Capability & Development

Local - OD (UD) - Gap

Statutory Compliance

Local - Compliance Dashboard - Gap

Issues: Still concerns around QIPP non-delivery but will not affect our statutory duty. Mandatory training now at compliant
level. Capacity and capability of the organisation and CSU still not adequate to deliver transformation at scale and pace
required.

Impact: No significant impact on statutory duties, but impact on transformation.

Executive Action:

Review organisational structure and include more change
management resource in 2014-15 budget. Decisions on CSU
clarified.

NHS Stockport CCG Strategic Performance Report - June 2013





| NHS Stockport CCG Annual Business Plan Programme Delivery

Strategic Aim Status [Programme Status Comment
1. Transform the identification, Stockport One Service A process mapping exercise has been undertaken to map the complex care pathway and identify
anticipation and management of roles and responsibilities within the community for delivery of the pathway, work is continuing to
long-term and complex conditions further to develop the complex care processes and operationalise practice based MDT meetings.
among adults Work is being undertake to identify costs for delivering the services to the 6,500 very high and high

risk cohorts and profiles have been drafted for each of the at risk of readmission categories. the
evaluation of the Demonstrator is planned and data will be analysed during April with a report

comnleted earlv Mav

Additional Primary Care : Project complete
Enhanced Primary Care Project complete
Specialist Community Services:
IV Therapy Service Referrals were down at 36 in February. However the service is treating a number of complex
patients with an extended LOS. Utilisation of capacity on the service is currently 66%. Further
opportunity to increase referrals from GP Practices, Nursing Homes and ED/ACU. Cellulitis is the top
referring condition. Patient satisfaction is very high with 100% of patients satisfied or very satisfied.
Total bed days saved 1,400.

Dementia Proposal for investment 150K will be discussed at governing body on 12 March. This is for an
extension of the Older Peoples Mental Health Liaison service to support care homes with managing
challenging behaviour due to for example advanced dementia. Through this extension we will also
be able to support a 7days service in community, hospital, care homes and intermediate care (RAID
and Discharge support)

Need to investigate if a tender is needed.
EOL The review is now completed, this will be presented to the IH&SC Programme Board and EoLC

Programme Board for discussion. An implementation timeline has been developed as part of the
review this will support with the prioritisation of actions arising from the review and future planning
regarding commission and reforming EoLC.

Unscheduled Care The CCG is leading the development of an unscheduled care strategy which takes a system approach
‘ to improving the patient’s experience of urgent care services, building upon previous analysis
undertaken in this area. Work on developing an urgent care dynamic system model of
commissioning and improvement projects has progressed with the final output due in April. The
highest risk area in relation to ED performance remains the recruitment of sufficient ED consultants.






2. Improve the care of children and
adolescents

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

4. Improve the quality, safety and
performance of local health services
in line with local and national
expectations

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

Paediatric Pathway Review

Because of the significant delays in this project a review of the roles, aims and objectives is currently
underway. This will be completed in the next 4 weeks and revised objectives and timelines reported.

Enhanced Primary Care

Care planning for children with Asthma is going well with over 50% of the plans coded on the system

(Paediatrics) for the year to September. We are checking the data for the acutely ill children being reviewed in
practice but early indications show that there is activity With about 500 children being coded at
managed in this way since August 2013.

Referral Management Developing an Expert Peer review programme is still proving to be a challenge, this is due in part to

the specialist areas we wished to concentrate on. Discussions are ongoing with the FT with the
possibility of setting up Expert Peer reviews for orthopaedics and paediatrics.

Follow-ups: Model Clinic

Phase 2 of Model Clinic commences 26/02/14.

Follow-ups: Follow Up Review

Arrangement in place for consultant validation of the respiratory patients deemed suitable for
discharge. No agreement in place for consultant validation of the cardiology patients. Project team
and representatives from project board have agreed that any change to the clinical governance of
the process must be managed by the executive clinical leads due to the clinical nature of the
decision to move forward with the potential discharge of patients without consultant validation. NB
the patients requiring consultant validation are the cohort which were reviewed by an independent
GP rather than the patients 'own' GP.

Enhanced Primary Care 3 -
Clostridium Difficile

Project complete

Complete IAPT roll-out

All identified therapists have been recruited and there has been some improvement in numbers
entering treatment, however not to the extent of achieving agreed target prevalence. An IAPT
workshop took place in February with an external facilitator and a recovery action plan is under-
development with monthly monitoring and continuous analysis of data.

Duty to Promote Quality in
Primary Care

The primary care quality groups continues to meet and a representative attended the Quality and
Provider Management Committee in March. A reportisincluded in the quality and provider
management committee report each month.

Enhanced Primary Care 4 -
Prevention, Risk Factor
Reduction and Early
Identification (including
alcohol)

—

A public health adviser has been appointed to support practices improve uptake of health checks.
The CCG are running a hypertension campaign for 3 months to raise awareness of taking
responsibility for knowing whether your blood pressure is raised and what you can do to bring it
down.

Healthystockport.co.uk is up and running and provides people in Stockport with advice, guidance
and support to make behaviour change that will improve their health.






Severe delay > 6 months, major risk of non delivery - Position has worsened since last report

Moderate delay 1 - 6 months, moderate risk of non delivery Indication that position is worsening

Some milestones delayed but still expect to deliver programme to plan ) Position remains unchanged since last report
All milestones on track, plan anticipated to deliver on time Position has improved since last report
Programme has been completed No previous position or no data.

No previous data available





April 14 Strategic Performance Report

Indicator performance 2013/14

(for Data CCG Assurance
incomplete quarters, quarter performance to the latest month is Operational Lower Collection Reporting
Indicator shown. Currently complete to January 2014) Standard Threshold Frequency period Data Source Basis Comments
Quarter 1 Quarter 2 Quarter 3 Quarter 4
Referral To Treatment waiting times for non-urgent consultant-led treatment
Admitted patients to start treatment within a maximum of 18 weeks from referral 0 93.1% |@ 923% @ 903% [@ 921% 90% 85% Monthly | Quarter actual RTT ;f“‘v;c;on Commissioner
Non-admitted patients to start treatment within a maximum of 18 weeks from referral @] 97.2% @ 97.0% <] 95.8% <] 95.8% 95% 90% Monthly | Quarter actual RIT G‘;“zc;m' Commissioner
Patients on incomplete non-emergency pathways (yet to start treatment i F P P i
p! gency p: Vs (v )shouldhave waited |y o010 1@  954% @ o4s5% |® 936% 92% 87% Monthly |Quarter actuat|  FT1 MO ] commissioner
|no more than 18 weeks from referral Unify4
Number of patients waiting more than 52 weeks @) 0 @ 0 AN 5 @) 0 0 10 Monthly tast month in RIT m‘.lecmn' Commissioner
the quarter Unifys
Diagnostic test waiting times
) y ; ; Diagnostics
Patients waiting for a diagnostic test should have been waiting less than 6 weeks from referral @] 99.8% @ 99.7% <] 99.8% <] 99.4% 99% 94% Monthly | Quarter actual | collection (DMO01), | Commissioner
Unify2
A&E waits
Patients should be admitted, transferred or discharged within 4 hours of their arrival at an Quarter actual Data not collected on a commissioner basis.
et a g 8 I 93.7% @ 939% | 947% |\ 92.0% 95% 90% Weekly | Quarter actual | SitReps collection, Provider | Provider data mapped to CCGs using weights
epartment Unify2 derived from A&E HES.
Cancer waits — 2 week wait
Maximum two-week wait for first outpatient appointment for patients referred urgently with | P P P
P pp 2 gently @ o953% 1@ 962% |@ 965% @ 955% 93% 88% Monthly | Quarter actual| " WA commissioner
suspected cancer by a GP database
Maximum two-week wait for first outpatient appointment for patients referred urgently with | P ’ ’ i
P PP P gently @ o9s55% |@ 944% |@ 967% |@ 98.4% 93% 88% Monthly | Quarter actual [ MW | commissioner
suspected) database
Cancer waits — 31 days
Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers @] 97.6% @ 98.9% @] 97.3% @] 97.7% 96% 91% Monthly | Quarter actual czgiz;::;ls Commissioner
Maximum 31-day wait for subsequent treatment where that treatment is surgery @] 97.9% @ 99.2% @] 100.0% @] 100.0% 94% 89% Monthly | Quarter actual czgiz;::;ls Commissioner
Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug | P’ ’ ’ i
’ v q ancercrig 1®  100.0% [@ 1000% |@ 100.0% |@ 100.0% 98% 93% Monthly |Quarteractual| MW commissioner
regimen database
Maximum 31-day wait for sub where the is a course of P P P P
’ Y e ¥ @ 1000% |@ 1000% |@ 1000% @ 1000% | 9% 8% Morttly | Quarteractuat| % *#* | Commissioner
radiotherapy database
Cancer waits — 62 days
Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for |, P
(62-day) 8 D s66% |® 90.8% 80.3% 75.9% 8% 80% Monthly |Quarteractual| "% W3 | commissioner
cancer database
Maximum 62-day wait from referral from an NHS screening service to first definitive P P i
v e @ 976% |@® 1000% | 87.0% 80.0% 90% 85% Monthly |Quarteractual| MW commissioner
t for all cancers database
Maximum 62-day wait for first definitive treatment following a I ’s decision to No operational |No operational Cancer waits
9 9 9 9 c i
upgrade the priority of the patient (all cancers) 89.3% 81.4% 81.3% 61.5% standard set | standard set Monthly | Quarter actual database emmissioner
Category A ambulance calls
Category A calls resulting in an emergency response arriving within 8 minutes (Red 1) 0 775% |@ 755% |- 72.8% @ 77.1% 75% 70% Monthly | Quarter actual AmbSys C,OHEC“O"’ .
Unify2 Data not collected on a commissioner basis.
. . - . F P P Ambsys collection, . CCGs will be allocated the overall
9 9 9 9 6 %
Category A calls resulting in an emergency response arriving within 8 minutes (Red 2) 0 801% @ 77.7% | 74.7% @ 78.2% 75% 70% Monthly | Quarter actual Unify2 Provider performance of the ambulance trust that they
F p P are covered by.
Category A calls resulting in an ambulance arriving at the scene within 19 minutes @ 965% |@ 95.4% | 9a8% |[@ 958% 95% 90% Monthly | Quarter actual Ambs‘ﬁ:?v”;mo"' v
Mixed Sex Accommodation Breaches
Minimise breaches p 0 |Q 0 l_ 1 l_ 1 | 0 | <10 | Monthly | Quarter actual | MSAS:;:;M"' Commissioner
Mental Health
Care Programme Approach (CPA): The proportion of people under adult mental iliness MH Community
specialties on CPA who were followed up within 7 days of discharge from psychiatric in- @ 97.1% @ 9s6% |@ 976% [@ 97.0% 95% 90% Monthly | Quarter actual [~ Teams Activity [ Commissioner

patient care during the period.

Return

CCG Assurance Framework Domain 2 RAG rating

Indicator RAG rating
Green - Performance at or above the standard
Amber - Performance between the standard and the lower

Domain RAG rating

Green — No indicators rated red

Amber/Green — No indicator rated red but future concerns
Amber-Red — One indicator rated red

Our running data is for SUS
Monthly view of all CCG
Patients
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Greater Manchester Association of
Clinical Commissioning Groups

GM ASSOCIATION OF CCGs: Association Governing Group (AGG) SUMMARY
Tuesday 1st April 2014

1.30-5.30 pm
SALFORD/WORSLEY SUITE, ST JAMES’S HOUSE, SALFORD

Attendance:

Apologies:

In Attendance:

Craig Hall

Ivan Bennett
Wirin Bhatiani
Alan Campbell
Julie Daines
Andrea Dayson
Chris Duffy (Chair)
Ranijit Gill

Nigel Guest
Warren Heppolette
Alex Heritage
Caroline Kurzeja
Gina Lawrence

Su Long

Abdul Razzaq
Lesley Mort
Stuart North

Kiran Patel

Martin Whiting
Leila Williams

Steve Allinson
Rob Bellingham
Tim Dalton

Alan Dow
Michael Eeckelaers
Gaynor Mullins
Jenny Scott
Hamish Stedman
Bill Tamkin

Clare Watson
lan Williamson
Simon Wotton

Andrew Burridge
Kate Ritchie

Raj Jain

Donal O’Donoghue

NHS Wigan Borough CCG for Trish Anderson
NHS Central Manchester for Mike Eeckelaers
NHS Bolton CCG

NHS Salford CCG
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1. WELCOME & APOLOGIES FOR ABSENCE

2. MINUTES OF THE LAST MEETING & REVIEW ACTION LOG

2.1 Minutes of the last Meeting: 4.2.14
e The Minutes of the last meeting were accepted as an accurate record.

3. STRATEGIC WORK PROGRAMMES

3.1 Healthier Together (HT) Updates.
Alex Heritage presented a high level update to inform members of key achievements, timescales, and
progress of the Healthier Together programme. The milestone plan is broken down into 9 phases 6 of
which contribute to the pre-consultation stages with phase 7 onwards taking us into the consultation
phase. The business case will be prepared outlining all possible options which is slightly different than
other approaches where the preferred option is noted. A Pre Consultation Business Case (PCBC) has
been prepared the length of which has been dictated by the assurance process.
e The politics noted with the forthcoming party political conferences taking place over September
and October this year.
e Complexity of purdah noted and advice received to mitigate any risks.
e Gateway Review report was positively received with most areas in amber.
e Further leadership events being arranged
e Concerns noted that the out of hours/community based models need to progress this year as a
shadow year.

Leila Williams presented slides which outlined the overall aims and objectives of the programme and the
key messages that need to be shared with the public. It describes the HT approach, materials that can be
used to support the process and describes what success should look like. This will be useful for CCGs to
use locally when describing the HT programme.

The AGG noted:

e The information received was noted as comprehensive and supportive to promote
consistent messages

e The challenge for COOs to support the community based models which are to be
implemented locally across GM

3.2 Health & Social Care Reform
Warren Heppolette presented this item firstly with an overview of a recent presentation to the AGMA
Informal Leaders Meeting on 28" March. This includes:

e Agreed principles

e Our common Purpose

o Progress since January
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e Forward Plan
e Challenges

Need to be mindful that AGMA is considering future governance arrangements as such we need to
ensure the AGG is included to the level that supports stronger working partnerships that will enable
reform at all levels.

WH will soon be transferring to the Strategic Director role and submitted a ‘Discussion Document’ to
generate a debate relating to enhance the capacity aligned to supported health and social care reform
across the city region. There was a recommendation to identify specific areas where capacity can be
married, aligned to specific elements of the governance appropriately and encouraged into a ‘one team’
approach. The paper describes all forums in terms of decision rights and existing governance
arrangements. The role of the EAG was questions in terms of membership and title being executive and
advisory this is currently being reviewed.

The AGG:

e Noted that the information in the paper was helpful in relation to describing the new role

e Agreed to meet with WH on a CCG basis during the initial few months in post

e Were supportive of the new role in terms of supporting the alignment of governance and
decision making across the health and social care agenda

o Agreed that further ‘time out’ was required for the AGG to agree aims and objectives

3.3 Public Sector Reform (PSR)
Andrew Burridge attended to update the AGG on current PSR projects lead by the GM Adult Directors of
Social Care that have a direct health link/impact.

3.3.1 Work Programme Leavers

Identifies the need to reduce worklessness culture and encourage proactive measures for return to
work. This Includes standards relevant to risk stratify worklessness common issues identified relate to
drug, alcohol and mental health links; as such alignment to health services is crucial.

3.3.2 GM Hospital Discharge
New model of hospital and social care provision which will reorganise existing resources to create new
social care teams in every in-scope hospital in GM

3.3.3 Frail Elderly Paramedic Pathfinder

An evaluation of alternative pathways of care within North West Ambulance Service (NWAS) suggests
that ensuring the frail elderly receive the appropriate care in the appropriate setting can reduce the
numbers of people being conveyed to Emergency Departments and, as a result, reduce admissions to
hospital and other care institutions. NWAS are keen to explore how ambulance crews and social care
staff can partner one another and improve relationships.
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3.3.4 AGMA Strategies

Includes the GM Alcohol Strategy which is being supported by Sandy Berring from Trafford CCG on
behalf of GM. This is now ready to be presented to the AGG which AD confirmed sequencing through
HOCs/CFOs and AGG.

Members were supportive of the information received particularly as some of this is happening albeit in
pilot status across GM there was a feeling that we need to consider a GM basis to reap more
efficiencies. Some members also rose concerns of not being aware of the initiatives or whether the AGG
is the right forum. AD responded in that all of the PSR initiatives that are linked to health are connected
to the infrastructure and as such should be reported back locally by their CCG representatives. The AGG
also agreed following Geoff Little’s PSR presentation that we would keep PSR progress as part of the
AGG update.

The AGG:

e Thanked AB for the updates some of which need further links to local planning
e Noted the need to ensure appropriate alighnment of the PSR programmes through the AGG
forums — AD to lead with AB

4. ASSOCIATION OF GM CCGs

4.1 Lead Responsibility Presentation (Stroke Centralisation)

Alan Campbell presented an update to the AGG on the progress on the implementation of the further
centralisation of acute stroke services in his capacity of Lead SRO. Kate Ritchie was in attendance as the
Stroke Programme Manager.

e Progress since July 2013, when the AGG gave the mandate to proceed with the proposed
clinical model.

e All suspected stroke patients will be taken to a hyperacute centre and are only repatriated or
discharged once they have received their full hyperacute bundle of care.

e This redesign is intended to improve process indicators in the first 72 hours of care after a
stroke as timely hyperacute care is correlated to improved long term functional outcomes and
reduced 30 day mortality after stroke.

e Reconfiguration may fail to deliver intended benefits unless the wider range of improvements
needed across the whole pathway this includes Early Supported Discharge and Community
Stroke Rehabilitation. CCGs are asked to ensure that these elements are being supported locally

e Progress has been made towards agreeing the finances, but costs submitted by hyperacute
providers are significantly different and some negotiation is still required by host CCGs

e Current issues are agreeing to the tariffs the principle is to try and simplify the finances of
stroke.

e CCG leads from the 3 centres are requested to support this process.

e Governance arrangements established to support implementation are also shared in the

paper.
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e The Stroke Project Board has wide representation for all 3 centres including the district
stroke centres and NWAS.

e Issues have been identified in the collection of the acute key performance indicators solutions
being sought through CSU.

Concerns raised by RG in terms of agreeing Stockport as the third centre as it continues to fail A/E
targets. There was an agreement that A/E performance was to improve if they were to retain
hyperacute stroke status. Whilst the performance initially improved this has not been sustained. RG
is also concerned that some stroke patients are spending long periods of time in A/E. KR confirmed
that the pathway had been improved since November allowing for direct admission to the stroke
unit bypassing A/E.

AC reminded members that approving Stockport as the third centre was done so in the full
knowledge that there were no other viable alternatives in terms of distance and numbers.

The AGG:

o Noted the progress to date through the lead commissioning responsibilities led by Salford
CCG

e The AGG agreed to ensure that stroke remains a priority area and to conclude local CCG /
provider negotiations in a timely manner.

e Noted that an agreed realistic timeframe for implementation is dependent on the resolution
of the financial modelling. A planned date for roll out is expected to be defined in the next
few weeks but is expected to be between September 2014 — April 2015

4.2 Academic Health Science Network (AHSN)

Raj Jain (Managing Director) and Donal O’Donoghue (Medical Director) presented an over view of the
AHSN. The AHSN is a membership organisation of healthcare organisations and HEls working in
partnership with Industry, Local Authorities and other agencies. The HT programme guides GM AHSN
activities and GM AHSN is supporting the programme in informatics and vascular health. A key aim is to
develop a whole system’s approach to CVD by focussing on a small number of highly relevant cross
cutting issues which will yield measurable benefits in life expectancy, patient safety and evidence-based
care. These will be reducing deaths from cardiovascular disease.

Areas highlighted as priority are Familial Hypercholesterolemia and Atrial Fibrillation. Members noted
that in the past FH had been refused in terms of priority and affordability of the proposal but accepted

that this was a different approach and would be supportive of reviewing the business case.

The potential joint working projects for Datawell to support the Health was also described further.

The AGG:

e Approved FH and AF as priority areas that would be considered following the review of the
proposals submitted
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4.3 Governance Framework and Lead Roles

AD presented the Governance Framework paper to members for final approval. This has been amended
following comments from Chairs and AGG members and more recently through the GP Council. The
main issues initially was related to delegated authority this has been replaced by a form of words that

reflects the decision making process to allow for some autonomous working through the supporting
infrastructure.

AD also presented the draft version of the lead roles matrix and requested for this to be reviewed any
additions or alterations to be forwarded to AD for inclusion.

The AGG:

o Thanked AD for the support in pulling the governance framework together and approved this
as the final version,

o The AGG agreed that this should be a live document so that the lead roles can be kept
updated and when agreed the AGG aims and ambitions van be added.

5. CLINICAL WORK PROGRAMMES

5.1 Specialised Commissioning — deferred to the next meeting information received for information.

6. ANY OTHER BUSINESS

6.1 Confirmation of Clinical Lead for Specialised Commissioning.

Since the last meeting it was noted that a Clinical Lead was required to represent GM through the
Specialist Commissioning North West Oversight Groups. IB has expressed an interest which has been
supported through Central Manchester CCG. Members agreed that it was critical that we have GM
clinical representation and supported the offer of support from IB.

The AGG:

o Agreed that lvan Bennett represents and acts on behalf of GM in the Specialist
Commissioning forums.

DATE/TIME OF NEXT MEETING

The next meeting will be held 6 May at St James House 13.30pm — 17.30pm
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Executive Summary

What decisions do you require of the Governing Body?

To confirm the level and range of assurance provided through this report
and through the Quality & Provider Management Committee minutes.

Please detail the key points of this report

This is the monthly quality report to NHS Stockport CCG (Clinical
Commissioning Group) Governing Body. It is a high level report
highlighting key quality and Provider issues:

Quality & Provider Management (Q &PM)

Provider Quality Monitoring

Patient Safety

Clinical Effectiveness

Patient Experience

Commissioning for Value Focus Packs
e Circulatory Programme Budget Category
e Respiratory Programme Budget Category

oubhwhE

What are the likely impacts and/or implications?

The Governing Body is requested to consider the Quality & Provider
Management issues in respect of the Corporate Risk Register.

How does this link to the Annual Business Plan?

Improving the quality of commissioned services is a key strategic aim within
the CCG Annual Operational Plan.

What are the potential conflicts of interest?

None

Where has this report been previously discussed?

Quiality & Provider Management Committee on 26 March 2014.

Clinical Executive Sponsor: Dr Cath Briggs

Presented by: Mark Chidgey

Meeting Date: 14 May 2014

Agenda item: 9

Reason for being in Part 2 (if applicable)

Not applicable
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2.0

2.1

2.1.1

QUALITY REPORT APRIL 2014

Quality & Provider Management Committee

In addition to the standard agenda, the April Committee focused on a review
of Safeguarding and of quality monitoring of Stockport Care Homes with
Nursing. The draft minutes and the Q&PM Issues Log are attached.

The Committee reviewed the ‘Safeguarding Review 2013/14’ which provided
evidence of how the CCG is meeting both its statutory functions and
authorisation requirements. The Governing Body will receive the
Safeguarding Annual Report later this year which will incorporate this
information. The Committee expressed concern about the lack of compliance
to adult safeguarding training amongst Stockport GP Practices and in some
Stockport Care Homes with Nursing.

PREVENT (preventing people becoming radicalised, including those
vulnerable to exploitation) is one of the strands of the government anti-
terrorism strategy. This agenda has now been placed within safeguarding.
The Committee was presented with a briefing and an addendum to the CCG
safeguarding policy and training strategy. This was approved and the policy
has been amended to ensure that the organisation is compliant.

The Committee was briefed on the quality assurance of Care Homes with
Nursing. This is led by SMBC as the main commissioners with a parallel
assurance process from the CCG in respect of Safeguarding compliance,
medication management assurance and CHC assurance. CQC are the main
regulators. The Committee was informed of work aiming to present the
various measures and monitoring of quality in Care Homes with Nursing into a
single Quality Profile for each Care Home with Nursing.

Provider Quality Monitoring
Stockport Foundation Trust

Issues are recorded on the Q&PM Issues Log attached (March 2014). The
main concerns relate to:

e The potential impact on quality of the SFT CIP target for 14/15 and the
lack of a process of assurance.

e The number of services with waiting lists above expected levels.

e The limited governance capacity in the Medicine division with the highest
prevalence of quality and safety issues including high nursing vacancies.





2.1.2

2.2

2.2.1

2.2.2

2.2.3

2.2.4

2.2.5

2.2.6

2.2.7

CQUIN: The Quarter 3 Eosition was discussed at the Quality & Performance
contract meeting on 30" April 2014. The position is now agreed following
formal correspondence between the FT and the CCG. A full position
statement for Q3 and a predicted end of year performance is attached as an
Appendix. The CCG received evidence against Q4 milestones at the end of
April and these will be reviewed in advance of the May Q&PC.

Pennine Care

Performance: CPA 7-Day Follow-up — This national indicator has been
achieved, against a target of 95%, Pennine Care achieved a target of 96% for
Stockport CCG.

Improving Access to Psychological Therapies: This continues to be a
challenge, however there has been further improvement in the prevalence
target, at Quarter 2 (2013/14) the prevalence was 6%, at quarter 4 this has
increased to 8%. The Stockport IAPT services which are provided by both
Pennine Care and Psychological Therapy Services (Pennine Care, Self Help
Services and Stockport Women’s Centre) are now receiving support from
NHS England’s Intensive Support Team.

Commissioning for Quality and Innovation (CQUIN): The Pennine Care
Quiality Group reviewed the 2013/14 CQUIN indicators, all were largely
positive. Both the RAID and mental health and learning disability CQUIN
were well received and welcomed by staff. Further work to effectively engage
with local GPs is required for the physical health check CQUIN.

Cost Improvement Programme (CIP): As part of the long term financial
management plan, Pennine Care has commenced a programme to transform
community mental health services (CMHTSs). This will mean re-designing
services to provide a different model of care for CMHTSs (excluding Early
Intervention Team), and seek to release funding from the adult teams.

The proposals have received significant publicity with concerns raised by staff
and patient and carer groups. All parties were represented at a recent
Scrutiny Committee.

The CCG and Pennine Care have agreed a process whereby the Trust will
engage with their staff, service users and their carers to work on the new
model of service. The agreement, through the scrutiny committee, is that the
scale of proposed change merits formal consultation. The outcome of the
consultation will be reviewed by the CCG Governing Body alongside the
Quality Impact Assessments.

As part of the debate on the above proposals there has been a focus on the
benchmarked Stockport CCG spend with Pennine Care. The general position
is that Stockport has at least similar levels of access to other CCGs but at a
lower unit price.





2.3

2.3.1

3.0

3.1

3.1.1

3.1.2

3.2

3.2.1

3.2.2

3.3

3.3.1

Primary Care Providers (GP Practices)
No update from last month’s report
Patient Safety

Safeguarding

Stockport Foundation Trust: Children’s safeguarding training improves month
by month but the Trust has not achieved full compliance in 2013/14. The
CCG is waiting for the Q4 performance on Adult safeguarding training. It is
unlikely that full compliance will have been achieved for 2013/14. Work
continues to seek full compliance.

Care Homes with Nursing: There are a number of Care Homes with Nursing
where safeguarding concerns are being investigated but no formal CQC
suspensions are in place.

Serious incidents

The Governing Body are asked to note a minor correction to the March report
in that there were 41 serious incidents reported on STEIS in 2013/14 as
opposed to 40. The vast majority of these are pressure ulcer incidents. This
is the case across all NHS Trusts, and is not unusual to Stockport FT. The
GM Quality & Safety Leads Collaborative at NHS England Area Team has
been working with CCGs to standardise the identification and reporting of
pressure ulcers across the Greater Manchester area. As such, further
provision has been added to the 2014/15 contract, which should allow for
accurate benchmarking across Greater Manchester.

In April 2014, 5 Acute pressure ulcers were reported on STEIS and 5
community pressure ulcers. This does not reflect the occurrence of more
pressure ulcers but a change to how pressure ulcers are reported on STEIS.
The change, as reflected in the 2014/15 contract means that ALL provider
acquired category 3 and 4 pressure ulcers are reported on STEIS within 2
days of verification. The FT will then investigate and request removal from
STEIS if they conclude the pressure ulcer is unavoidable. Previously the FT
only reported pressure ulcers which they had already concluded were
avoidable.

Harm free care

Pressure ulcers: Work and collaboration continues on the pressure ulcer task
group. A proposal for a health-economy wide pressure reduction project is
completed and under review. Prevalence of pressure ulcers within Stockport
(as reported on the national Safety Thermometer) has been consistently
under the median in the second half of this year, with seven points below, this
indicates a clear positive step change in practice. Prevalence for March was
3.7%.
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3.4.1

3.4.2

3.4.3

4.0

4.1

4.2

4.3

431

5.0

5.1

5.2

Infection prevention

E-Coli infection rates finished the year above the KPI trajectory of 201, with
211 cases reported in 13-14. The trust has set up a multi-disciplinary catheter
group in order to review practice, procedure and documentation. This group
intend to develop a streamlined care pathway in order to reduce the amount
of catheter insertions.

C-Difficile rates for year 13-14 ended at 85 against the target of 99 cases;

13 cases below trajectory. The trajectory for the coming year has been set at
88 cases. Multidisciplinary meetings are on-going to ensure that the quality
improvement focus continues and as such CDIFF cases remain at a minimum
level for this new financial year.

MSSA finished the year above the KPI trajectory of 45, with 59 cases reported
in 13-14. The Infection Prevention Team is working to address possible
contributing factors; this includes re-assessing practitioners in ANTT and an
education and awareness programme concerning blood cultures and ANTT.

Clinical Effectiveness

The CCG Clinical Policy Committee monitors Providers compliance with NICE
Guidance and Standards. A summary of the position in respect of SFT is
given below:

NICE compliance continues to be a challenging area in regards to information
retrieval and evidencing quality improvement from the implementation of the
guidance. Currently the CCG has received 60% of self-assessment tools for
clinical guideline and 34% of quality standards from SFT. From the self-
assessments, 6 clinical risks have been identified.

TIA update:

Data for March is not yet available. Compliance was 29% in February. A final
report is in development.

Patient Experience

The Q&PM Committee reviewed a draft summary report of patient experience
in 2013/14. At a Provider level, patient experience is in the range ‘average’
for SFT and Pennine Care and “very good’ for Mastercall, BMI and St Ann’s
Hospice. Patient Experience of Arriva’s PTS services has been of concern.
Patient experience concerns are focussed on medical wards at SFT and on
access to psychological therapies at Pennine Care.

There have been two meetings of Stockport Patient Experience Surveillance
Group discussing patient feedback on Mental Health, Cancer and End of Life
Care services. Patient experience issues from the PES Group are fed into
Q&PM Committee.





5.3

53.1

5.3.2

5.4

5.4.1

5.4.2

6.0

6.1

Friends & Family Test (FFT)

FFT is measured for In-Patients, Maternity and A&E. For In-patients and A&E
SFT’s response rates are meeting the requirement. The Net Promoter Scores
are low compared to other GM Trusts. In respect of the 4 Maternity
Indicators, scores are low for antenatal care and the response rate for post-
natal care is < 15%. Concerns have been raised with SFT.

The National In-Patient Survey has been published and will be reviewed by
the May Q&PC. Although SFT are overall ‘about average’, the Trust have
identified a number of areas of concern.

Complaints
April Complaints Received by CCG =5

e of which 3 for CCG, 1for NHS England, 1 for Stockport FT
e of which 4 from the Public, 1 from an MP
100% acknowledged within 3 days

There is a still backlog of complaints in the Medicines division at SFT. The
Trust is attempting to secure external support to address this issue

Commissioning for Value Focus Packs

Attached are two reports from the Greater East Midlands CSU. These are
bespoke Deep Dive packs examining areas chosen by the CCG to gain a
deeper understanding of issues along clinical pathways, addressing ‘What to
Change’.

Please note these reports have not been reviewed by the Quality & Provider
Committee. The Governing Body is asked by the CAO to review and discuss
and to recommend if the Q&PC should also review these reports.

e Circulatory
e Respiratory
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Quality & Provider Management Committee

DRAFT MINUTES of the meeting held on Wednesday 16 April 2014

09:00 - 11:00, Room 1, Floor 7, Regent House

Present:

(AA) Dr Ameer Aldabbagh, Locality Chair: Stepping Hill & Victoria

(CB) Dr Cath Briggs, Clinical Director for Quality & Provider Management, NHS
Stockport CCG

(KR) Karen Richardson, Nurse Lay Member of the Governing Body (Chair)

(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport
CCG

(SG) Sue Gaskell, Safeguarding Lead Nurse, NHS Stockport CCG

(SP) Susan Parker, Allied Health Professional

In attendance:

(AW) Andria Walton, Designated Nurse, Vulnerable Adults, NHS Stockport CCG

(JH) Jane Hancock, Designated Nurse, Looked After Children, NHS Stockport
CCG

(RG) Rachel Grindrod, Contracts Manager, GMCSU

(SW) Sarah Williamson, Performance Manager, NHS Stockport CCG, for GM

Apologies:

(GM) Gillian Miller, Quality & Commissioning Lead, NHS Stockport CCG

JO) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing
Body

(SW) Dr Simon Woodworth, GQ Quality Assurance Advisor

(TS) Tony Stokes, Healthwatch representative

(VOS) Dr Vicci Owen-Smith, Clinical Director, Public Health

Minute Taker:
(AN) Alison Newton, PA, NHS Stockport CCG

MEETING GOVERNANCE

1. Apologies and declarations of interest Action
Apologies were noted as above. Apologies for late arrival were received for CB.

There were no interests declared.






2 Notification of items for Any Other Business

2.1 The Chair informed the meeting that SG would brief members on new legislation
related to DoLS (Deprivation of Liberty Safeguards).

OPERATIONAL BUSINESS

3 Minutes & actions from previous meeting (26 March 2014)

3.1Minutes & actions:
The minutes of the previous meeting held on 26 March 2014 were approved as a
correct record subject to amendments on the following points:

Page 5 item 4.5: Optometry — SP reported that the post-op cataract services
consistently obtain an 80 - 90% response rate on patient experience and that
cataract operations are the most common NHS operation. SP and NG would liaise
on this issue. VOS mentioned that a Stockport Eye Health Needs Assessment was
in development by Public Health and this data could be used within this.

Page 7 item 5.1.17: SP clarified that the frustration is her own opinion; the inability to
share information on concerns without obtaining consent from the relevant provider.

3.2 Action log
Members were referred to the action log and briefed on the progress of the actions.
Action number:-

= 3.3 (18 Dec13) Provider/Service Focus 111: Members requested that MC
seek clarification from Blackpool CCG on how issues of patient experience
and serious incidents are fed back to the group. It was agreed to revisit this
issue in three months.

= 4.1 (15 Jan 14) Quality & Provider Committee Issues Log: Invite Paul Pallister
(PP) to a future meeting to brief the Committee on the CCG risk register. GM
and PP had meetings planned to work on the corporate risk register and issue
log; GM will feedback in June. This item would be removed from the log.

= 5.3 (15 Jan 14) Provider/Service Focus: Clarify safeguarding lead at GMCSU.
SG to pursue the issue of no specified safeguarding lead at GMCSU at a
Safeguarding Collaborative meeting. SG informed the meeting that the NHS
Area Team would be following up this issue. This item would be removed
from the log.

= 4.2 (19 Feb 14) Quality Focus: CQUIN: Request outcomes for the measures
of concern as identified in the AQ CQUINS for 2013/4. Deadline June 2014.

* 6.0 (19 Feb 14) Provider/Service Focus (Public Health): Undertake a control
chart methodology analysis to better understand the trends in C-Diff; reinforce
use of the screening tool with nursing homes to determine whether samples
need to be sent off. Deadline 21 May 2014.

= 8.2 (19 Feb 14) Patient Safety (Safeguarding): Undertake an unannounced
visit to Care Homes in conjunction with the Council. Deadline 16 April 2014.
SG reported that AW had completed the visit. This item would be removed
from the log.

= 12.4 (18 Feb 14) To Note (Francis Report): Set up a Board to Board meeting

Action

10






to discuss quality issues. Discussions had commenced on this issue: JC is
taking this forward in her role as CCG Governing Body Chair. Deadline 21
May 2014.

= 5.1.5 (26Marl14) Provider/Service Focus: GP Primary Care: VOS to liaise with
Sarah Turner to discuss issues of quality in public health (re: infection control).
This item was deferred to the next meeting (21 May 2014).

= 5.1.8 (26Marl4) Provider/Service Focus: GP Primary Care: MC to seek more
information from NHSE on incidents involving controlled drugs and report
back to MC. This issue was deferred to the next meeting (21May14).

= 5.1.18 (26Marl4) Provider/Service Focus: GP Primary Care: GM/MC/KR to
explore further. Deadline 18 June 2014.

* 6.1 (26Marl4) Review Issues: Issue 13 - Monitor the issue of cancelled
appointments for patients with glaucoma. SP would monitor this issue.
Deadline 18 June 2014,

= 10.1 (26Marl4) Clinical Effectiveness: Mortality Reports — Obtain a one-page
overview of SHMI (Summary Hospital-level Mortality Indicator) to provide a
clearer understanding on the data presented for mortality rates. Deadline 21
May 2014.

4 Quality Focus

4.1Safeguarding Review — 2013/14: SG presented the Safeguarding Review 2013
—2014. SG reminded members that the CCG has a statutory duty as part of its
authorisation process, that commissioned services provide a safe system that
safeguards children and adults at risk of abuse and neglect. The Committee has had
monthly updates of Provider Compliance with Safeguarding Standards; members
were referred to Appendix 1 within the report. The focus for the year has been on
seeking assurance from the main provider but also from care homes with nursing,
specialist placements and third sector providers. SG invited comments from the
Committee.

4.1.1 MC acknowledged the role of the Committee in ensuring patients are safe in
the organisations commissioned by the CCG and asked SG to explain why the
capacity for adults is coded red (Appendix 2). SG advised the meeting that adult
safeguarding is a huge remit. The CCG is working closely with the LA (Local
Authority) on this issue but her view is that the current establishment is insufficient to
cover the full remit therefore it has been necessary to consider what the priority
requirements are to ensure compliance over the previous 12 months. SG brought to
the Committee’s attention the fact that there are two distinct roles for the
safeguarding agenda:

o Strategic role: seeking assurance, working with multi-agencies and
investigating concerns about safeguarding within organisations

o Challenge: Some of the providers (care homes with nursing and GP
Practices) have not got the skills or staffing capacity to undertake their own
investigations therefore there is a development issue to address in the future.
AW is currently working on addressing this issue alongside the Integrated
Care Team at the LA. SG commended AW for the work she had already
undertaken but asked the Committee to note that this work could not be
indefinitely sustained in the future as AW would need to focus on specific

Action
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safeguarding concerns. SG stated that there are capacity issues amongst
other agencies that the CCG works with as they face cuts to funding.

4.1.2 SG reminded the Committee that her professional background is children and
community and there is a pressure within the service on AW in fulfilling a huge
agenda.

4.1.3 AA acknowledged that there are development issues for safeguarding within
GP Practices and asked if the CCG could deliver the key messages to individual
practices. AW stated that it had already been recognised that GP Practices required
significant support in terms of providing staff with the skills to address safeguarding
issues. AW reported that she is working closely with CB in supporting GPs to
understand their involvement in safeguarding issues. AW reiterated that the CCG is
not looking to apportion blame on any incidents that occur but identify the route
cause and lessons to be learnt.

4.1.4 SG questioned who is responsible for GP Practices. The GP contracts are the
responsibility of NHSE (NHS England), this includes safeguarding training; the CCG
has some responsibility for the quality and safety issues of GP Practices. SG
confirmed that the CCG does liaise with NHSE but there is no capacity within the
CCG to deliver safeguarding training to individual practices. The CCG does
disseminate information to GPs via Masterclasses held throughout the year. The
Chair highlighted the fact that the issue remained of the CCGs statutory
responsibility in monitoring quality of GP Practices. SW reported that the Quality
Team within the CCG are currently devising their workstream with a focus on
priorities and questioned whether this should be added as a priority. The Chair
asked that the potential gap be referenced but that it is clear that accountability is
with NHSE.

4.1.5 SP expressed her concern that there are so many sub-groups/meetings within
the safeguarding agenda that there may be gaps. SP questioned where
accountability sits with so many difference agencies involving multi-agencies. The
Chair asked whether the CCG needs to attend all of the meetings. SG responded
that under the new Ofsted framework, the responsibilities of the local Safeguarding
Board has increased therefore there is more pressure on members. SG commented
that she attends a number of these meetings in order to gain a wide overview of the
safeguarding issues that impact on the CCG. The Chair acknowledged these
comments but sought assurance that the team are attending the right meetings,
particularly having noted the capacity issues for the team. AW reported that the
team attends the priority meetings and there are lot more meetings they do not
attend due to capacity.

4.1.6 AW raised an issue of concern that had been picked up by the team — that they
receive a low number of referrals from other services such as Optometry, dentists
and GPs. A Communication & Engagement sub-group has been convened to
address this issue. SP commented that Optometry Services have completed
safeguarding training. AW recognised that they may have completed the training but
guestioned whether they fully understood the safeguarding agenda. The online
training is not specific to the needs of patients and the team is trying to map training
requirements for GPs and front-line staff. SP commented that this issue should be
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included on the NHSE risk register.

4.1.7 AA pointed out that there is a forum for raising these training issues via the
guarterly locality meetings. The Chair asked members whether they provided
adequate assurance to Governing Body on this issue. MC reported that his team are
currently reviewing priorities and one of the tasks will be to benchmark Stockport
CCGs capacity against other similar CCGs. A decision will need to be taken to focus
on the issues that are the responsibility of the CCG rather than the responsibility of
others therefore the red alert will need to remain in place before it can be
downgraded, with the Committee confident it is receiving the assurance on the
quality of the services commissioned by the CCG.

4.1.8 MC questioned how many of the CCGs responsibilities are statutory and how
many are Stockport Policy. SG informed the meeting that safeguarding children is
statutory and safeguarding for adults will become statutory for the CCG later this
year. SG reminded the meeting of the issues of capacity within the safeguarding
team, balanced with the requirement to attend numerous meetings and be involved
in the decision making process. Their attendance at these meetings is vital in order
to drive forward the safeguarding agenda and there will remain the responsibility to
investigate issues of concern. MC acknowledged the need to disseminate current
practice to front-line staff in order to gain assurance that safeguarding needs are
being met.

4.1.9 SG referred members to the questions at the end of her report:

o Does the information provided demonstrate the CCG is meeting its statutory
safeguarding requirement? The Committee confirmed that it is meeting its
statutory requirement with a risk to adults which would remain on red. The
Committee had acknowledged the capacity issues within the safeguarding
team and the requirement to carry out engagement work with GP Practices.

o Does the information provided demonstrate that the CCG is meeting its
authorisation requirements? The Committee confirmed that the CCG is
meeting its authorisation requirements.

o What information and format the annual safeguarding report (a statutory
requirement) should take. Members discussed the request and agreed that
SG should receive draft reports by July to enable the formal report to be
presented to Board in September 2014. It was agreed that the draft reports
should be presented to the Committee for discussion before being presented
to Board. SG stated that previously, the report had been presented in three
parts but consideration is being given to presenting one report.

CB joined the meeting (09:35 am).

4.1.10 AA questioned whether this Committee’s concerns would be reported back to
NHSE regarding the issue of safeguarding training for GP Practices. SG reported
that concerns have been flagged up with NHSE but the issue may need to be raised
formally. A discussion ensued on the best format for escalating this issue. The
Chair suggested sending a letter to Ranijit Gill (Chief Clinical Officer) and Gaynor
Mullins (Chief Operating Officer) asking them to flag up the concern of the
Committee to the LMC (Local Medical Committee); members supported the
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suggestion.

Action: Chair to write a letter on behalf of the Committee to RG and GM,
requesting that they bring up the concern regarding adult safeguarding
training amongst GP Practices and other providers

4.2Prevent — Safeguarding Policy: SG presented the additional information to be
added to the Safeguarding Policy (sheet circulated with the papers). SG invited
comments from members on the new information on the PREVENT agenda
(preventing people becoming radicalised, including those vulnerable to exploitation).

4.2.2 SP sought clarification on the DoH training package mentioned in the
information. SG responded that all staff working within health services will be
required to undertake this training. JH and AW stated that it is a good training
package, applicable to all staff working within health services. The Chair sought
members’ agreement to add this additional information on the PREVENT agenda to
the Safeguarding Policy and asked whether the full policy needed to go back to
Board to include this information. Members agreed that SG should include the
additional information on the PREVENT agenda to the Safeguarding Policy and that
the Policy does not need to go back to Board again. Information related to this issue
would be added to the next Quality Report that will be presented to Board in May
2014.

4.2.3 RG guestioned whether the additional information on the PREVENT agenda
would need to be included in the contract with the Trust; SG confirmed it would need
including in the contract. It was noted that there would have to be a contract
variation due to this change.

KR
21May14

5 Provider/Service Focus

5.1 Care Homes with nursing: The Chair invited AW to brief the Committee on
Quiality issues in Care Homes with Nursing. AW drew members’ attention to the
sheet circulated with the paper and highlighted a number of issues:

5.1.1 There are currently 15 care homes with nursing in Stockport. A new care home
with nursing including brain injury is due to open in August; this is a family run
venture and would provide 55 beds.

5.1.2 It is difficult to monitor care homes with nursing as we are not the only
commissioner. CQC (Care Quality Commission) reports are reviewed by the team to
form part of the assurance process. Members were asked to note that there are
inconsistencies with CQC inspections as they focus on different issues at each
organisation and the inspectors do not monitor all the standards. As part of the
Greater Manchester contract for care homes with nursing, each care home should
undertake the safety thermometer (a tool for measuring, monitoring and analysing
patient harms and “harm free care”); only two care homes with nursing have
provided feedback using this tool. This issue would be pursued; it is in their
contracts for 2014/15 and there is CQUIN funding attached to completing the safety
thermometer.

Action
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5.1.3 SMBC (the Council) has a safeguarding system in place that logs complaints,
safeguarding issues and issues of infection control.

5.1.4 Arisk flagged up is the recruitment and retention of staff in care homes and the
skill set of staff to address safeguarding issues. There are an increasing number of
complex patients in care homes but the skill set of staff is not appropriate to deal with
the level of dependency required. Training for staff is provided in residential care
homes but not so frequently in care homes with nursing.

5.1.5 The Chair questioned members whether they received assurance on quality
issues in care homes with nursing. Members agreed that whilst assurance could be
obtained from CQC inspection reports, SMBC Quality inspection reports, the CCG
Annual Safeguarding Reports and Annual Nursing Home Assurance, it was vital that
the CCG continues to monitor the quality of care. Whilst care homes with nursing
are independent providers, the CCG still has a responsibility for assurance on quality
as NHS patients are placed in these homes, but does not have responsibility for
training the staff. AW reiterated that the CCG works very closely with SMBC on
monitoring quality in care homes and is aware of the risks such as the limited
number of places for EMI (Elderly Mentally Infirm) and specialist placements. SMBC
and the CCG safeguarding CCG team use an Integrated Assurance tool and there is
now a process in place for gaining assurance. This process will involve a self-
assessment being sent out to all care homes with nursing, asking them to rate risks
(RAG rating — red, amber, green) with the request for supporting evidence. These
assessments will be reviewed at a meeting involving the safeguarding team. The
self-assessments would be distributed the following week with a six week deadline to
return the form. A member of the CCG, Wendy Morrell also undertakes
safeguarding medicine reviews in care homes as part of this process.

5.1.6 AW informed the meeting that the evidence collated from all these reports and
assessments will inform the safeguarding framework. The Chair questioned how this
information would be brought back to this Committee. AW responded that there
would be an annual report but a Quality Profile would be provided on a monthly
basis. AW asked the Committee to note that there would remain some gaps in the
profile around EoLC (End of Life Care) and GP Practices — this work is ongoing.

5.1.7 AW asked members to note that a Quality concerns and action group meets
every two weeks to discuss issues involving residential homes and domiciliary care
for example; SMBC are involved in these meetings. The Chair acknowledged the
capacity issues within the CCG and SMBC safeguarding teams but reiterated the
importance of this Committee seeking assurance on quality issues in care homes
with nursing. AW stated that the safeguarding team also receives intelligence from
CHC (Continuing Healthcare) — there is an incident reporting system in place.

5.1.8 CB congratulated AW and SG on all their hard work over the previous year.
The Chair reiterated the thanks of the Committee to AW and SG. SG advised the
meeting that LAC (Looked After Children) is part of the safeguarding agenda, as
discussed at the meeting on 15 January 2014; huge progress had been made in this
area. The Chair thanked JH for her work in this area.
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6 Issues Log

6.1 Review Issues: Members reviewed the Issues Log:

6.1.1 Issue 1: ED wait times. The early indications from the notes review are
positive. SW would be attending a Quality & Performance meeting on 30 April 2014.
CB guestioned whether there had been an increase in the number of 8 hour
breaches. MC confirmed that there had been an increase in the number of 8 hour
breaches and the breaches had been reviewed.

6.1.2 Issue 2: Progress is being made in Children’s safeguarding training; Level 3
had just missed its target of 85% for March 2014. There is slow progress in Level 2
adult safeguarding training. SG questioned whether the CCG had received a
trajectory for compliance and was informed that an up-to-date trajectory had not
been received; MC would pursue this issue with the Trust. SG alerted the
Committee to the fact that new guidance had been circulated in March 2014
regarding Children’s safeguarding training and there is increased pressure for
organisations to comply. This issue would be removed from the log when the 85%
target is achieved for Levels 1, 2 and 3.

Action: MC to obtain a trajectory of compliance from the Trust for
safeguarding training

6.1.3 Issue 3: TIA performance. Members noted that performance had dipped to
29% (60% target). It was noted that work is ongoing with the GP referral process
and this figure should change when weekend clinics commence. MC pointed out
that a number of referrals are made on Fridays therefore the patient cannot be seen
on a Monday and this factor would impact on the figure. The Chair expressed her
concern that a target of 60% had been set of TIA patients being seen within 24 hours
and it was not being met. CB acknowledged these comments but explained that a
number of factors need to be considered when monitoring this issue — the late
referrals from GP Practices and weekend clinics. SW pointed out that the CCG
follows up the individual GP breaches every month and that they had requested an
update from the Trust in the next month. The Chair challenged whether a month is
sufficient. SP questioned how many patients a month this issue involves and was
advised by SW, it involves around 20 patients a month. The Chair questioned
whether the CCG would consider sending these patients to out of area clinics to help
address the issue. MC responded that this had been considered but weekend clinics
are part of the contract with the Trust and the responsibility is with them to deliver the
clinics. AA questioned whether the Trust is a specialist stroke centre. MC reported
that the Trust is one of three centres that will have weekend TIA as part of its original
specification but a further specification had been produced by the Stroke network
and this did not include weekend clinics. The Chair acknowledged that a weekend
clinic had not commenced at the Trust but raised her concern that there would be
some high risk TIA patients if a weekend clinic is not provided. AA pointed out that
lots of other organisations do not do weekend clinics but still achieve their target.
The Chair questioned whether there is a pathway in place and was informed that the
weekend clinics had not commenced. CB would bring up the issue at a contract
meeting and update members following this meeting.

Action

MC
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6.1.4 Issue 4: Prevalence of pressure ulcers. Significant progress had been made
with reducing the prevalence of pressure ulcers using an economy wide approach.
This issue would remain on the log.

6.1.5 Issue 5: Cardiology follow-up. The backlog of patients receiving cardiology
follow up appointments had reduced considerably. The Trust has appointed to three
new cardiology posts from summer 2014. This issue would remain on the log whilst
there remained a backlog.

6.1.6 Issue 6: Dermatology. MC reminded members that SFT (Salford Royal NHS
Foundation Trust) were now providing the service as from 7 April 2014. There had
been a few issues related to Choose & Book but patients are now supported by a
consultant. It was agreed to remove this issue from the log.

6.1.7 Issue 7: Access to psychological therapies. MC reported that there had been a
slight improvement on performance in people entering treatment and people
achieving recovery (psychological therapies).

6.1.8 Issue 8: Speech and language therapy. There had been no progress in
accelerating the trajectory (September 2014) for referrals to speech and language
therapy; discussions continued on this issue.

6.1.9 Issue 9: The target for CDiff had been achieved; this issue would be removed
from the log. SP pointed out an issue arising from the staff survey at the Trust — the
lack of adequate hand washing facilities for staff. SP requested that the Committee
does not lose sight of this if the issue is removed from the log. MC replied that SW
and GM would monitor this issue through their work with the Trust.

6.1.10 Issue 10: PTS (Patient Transport Services). There had been an improvement
in the delivery of the service but this issue would continue to be monitored.

6.1.11 Issue 11: CIP. This issue would be covered under item 11 on the agenda.

6.1.12 Issue 12: Assessment for dementia: RG reported that the Trust is likely to
achieve the 90% target for fair assessment for quarter 4. The Trust has started the
recruitment process for a dementia lead matron.

6.1.13 Issue 13: Ophthalmology patients waiting for appointments. There are
around 200 glaucoma patients overdue on their follow-up appointments. The CCG
had been advised by the Trust that this backlog should be completed by the end of
May 2014. SP informed the meeting that two of her patients had been lost off the
system and she had reported it as an incident. The Trust was investigating the
reason for these incidents and had acknowledged that their fail-safe system would
need to change. The Chair expressed her concerns at these delays in follow-up
appointments and the possible impact on the patient’s condition and asked whether
the CCG needed to escalate the issue. SP suggested waiting for the report on the
fail-safe system and the outcome on her two patients, ‘lost in the system’ before
escalating. SP would liaise with the Trust on this issue. Members agreed to wait on
the outcome of the investigation on the two patients before escalating the issue with
the Trust.
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6.1.14 SP raised another issue of concern — that Wet AMD (Age-related macular
degeneration) patients at CMFT (Central Manchester Foundation Trust) were waiting
beyond recommended times for injections. MC would write to CMFT and cc
Manchester CCG to seek assurance that these patients are seen at appropriate
intervals.

Action: MC to write to CMFT, cc Manchester CCG to seek assurance that Wet
AMD patients receive appointments at appropriate intervals

6.1.14 Issue 14: Nursing vacancies. SW reported that the vacancies had reduced
from 45 to 37 and there is a plan in place to reduce the number of vacancies. There
is another recruitment day in May/June 2014.

MC
21May14

7.1 SNHSFT Performance

7.1SNHSFT: Dashboard — RG highlighted a number of issues:

7.1.1 Monitor had changed the rating system in April 2014. Governance system is
coded Red. Continuity of services rating is changing.

7.1.2 The National Inpatient Survey for 2013 had now been published; there were no
major issues.

7.1.3 SG highlighted number 4 — serious incidents exceeding deadline for
investigation for 2013/14 and stated that the CCG was not receiving the investigative
reports therefore they were unable to close off the incidents. SG also pointed out
that safeguarding is not mentioned within the criteria for achieving CQUINs and
requested that it be included as a requirement for future CQUINs. Members were
asked to note that the number of incidents had reduced to four. RG reported that
this issue would continue to be monitored; she attends meetings at the Trust with
GM to discuss these issues. Members requested that GM follow up the concerns
raised by SG before the issue is escalated.

Action: GM to speak to Cathie Marsland at the Trust regarding SGs concerns
about not receiving investigative reports and the issue of safeguarding not
being included within the criteria for achieving a CQUIN.

7.2SNHSFT Quality Report: Members were referred to item 13.2 of the Board
Report.

Action

GM
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8 Patient Safety

8.1 Serious incidents: As covered under item 7.1. Further discussions would take
place on trends. The Quality Team were reviewing 41 incidents in 2013/14; a full
update would be provided within the annual report. Pressure ulcers accounted for
the majority of incidents with a few safeguarding incidents. CB pointed out that the
CCG does not receive the incidents that involve a police investigation and
guestioned whether the Committee would want to follow this up. AW pointed out that
the provider is not allowed to submit this information; the CCG can look at policies
and procedures around the incident where the police are involved but cannot

Actions
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undertake a full investigation. The Chair commented that it would be useful for the
Committee to receive headline figures or an email so that members are aware of the
serious incidents. CB would flag up this issue at a Quality contract meeting at the
Trust.

Action: CB to raise the issue of the Q&PM Committee being unsighted on
serious incidents

8.2 Infection Control: Members noted the sheet circulated with the papers.

CB
21May14

9 Patient Experience

9.1 Updated Annual Report: Members noted the updated annual report containing
patient stories, as requested at the previous meeting. The Chair asked members to
email Nazie Gerami if they had any further comments on the report.

Action

10 Clinical Effectiveness

10.1 Members were referred to item 4.1 in the Quality Report

Action

11 CIP

11.1 Update for 2014/15: Members were referred to the letter sent by MC to Bill
Gregory at the Trust on 31 March 2014 requesting detail of the CIP (Cost
Improvement Plan) for 2014/15 and the timeline for signing it off at the Trust. MC
reported that he had not received a response to the letter yet. Members expressed
their significant concerns at not receiving the CIP for 2014/15 from the Trust and
requested that this issue be escalated.

Action: MC to ask GM to escalate the issue and request a response to the letter
from the Trust

Action

MC
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12 AOB

12.1 Declarations of interest: The Chair invited members of the Committee to
declare their interests for the 2014/15 year:

12.1.2 K Richardson declared that she is also the Lay Nurse Member for NHS Bury
CCG and that she is Programme Manager — Service Redesign at the Greater
Manchester Commissioning Support Unit (GMCSU). She is also a member of the
Royal College of Nursing and of the Nursing and Midwifery Council.

12.1.3 RG had no declarations of interest.

12.1.4 S Gaskell declared that she is a member of the Community Practitioners and
Health Visitors Association and a member of the Nursing and Midwifery Council.

12.1.5 M Chidgey declared that he had undertaken some fundraising for St Ann’s
Hospice in 2013/14. He lectures at Manchester Business School on three or four
occasions a year and is a governor at a primary school in Didsbury. He is a member
of the Chartered Institute of Management Accountants.

Actions
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12.1.6 A Aldabbagh declared that he is GP Partner at Springfield Surgery and a GP
member of the Medical Research Council, a member of the Medical Protection
Society and a member of the Royal College of General Practitioners.

12.1.7 S Parker declared that she is a self-employed Optometrist with Warburtons
Optometrists, Offerton and WH Ashworth and Son Ltd Cheadle. She is a shareholder
in AstraZeneca PLC and a Professional Advisor to NHSE Greater Manchester Area
Team. She is also a member of the Association of Optometrists and the British
College of Optometrists.

12.1.8 C Briggs declared that she is a GP Partner at Bracondale Medical Centre, a
member of the Royal College of General Practitioners (RCGP), the General Medical
Council (GMC), a Fellow of the Faculty of Sexual & Reproductive Health (FSRH), a
member of the British Medical Association (BMA) and a member of the Royal
College of Surgeons (RCS). Her husband is a consultant at Wythenshawe Hospital.
She is a member of the NICE Rapid Updates Committee working on a non-pay
basis. She received £200 for speaking for Astellas on urinary incontinence.

12.2 Deprivation of Liberty Safeguards (DoLS): SG briefed the meeting on the
new judgement of the Supreme Court regarding DoLS and asked members to
consider the implications for the organisation.

12.2.1 The judgement determines whether arrangements made for the care and/or
treatment of an individual lacking capacity to consent to the arrangements amount to
a deprivation of liberty. SG stated that as part of the assurance process, providers
will need to understand the impact of this judgement.

12.2.2 The Chair reiterated the importance of the Committee obtaining this
assurance. Discussions were currently taking place between the CCG and the LA
(Local Authority) on the implications of this judgement on their organisation and for
current patients and their carers. The Chair questioned whether an organisation
could be challenged retrospectively and was told “Yes”, cases could be considered
retrospectively. SG pointed out that Stockport is an outlier and has around 35 cases
each year but due to the increased awareness on the judgement, these numbers
could increase each year.

12.2.3 AW commented that there is an education exercise to be undertaken
alongside this ruling as there is a poor level of understanding on the issue of mental
health capacity and DoLS amongst some health professionals. All existing DoLS will
be reviewed and this review will also involve the LA reviewing housing tenants with
learning disabilities.

12.2.4 The Committee was assured that processes were in place for reviewing the
implications of this judgement, for the CCG and the LA.

13 To Note

13.1 Quality Report to Governing Body: Noted.

13.2 SNHSFT Board Report: Members noted the report.

Actions
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The next meeting will take place on:

Wednesday 21 May 2014
09:00 - 11:00
Board Room, floor 7, Regent House
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There is an issue with
significant variability in
wait times for patients and
overcrowding at SFT ED at
times of pressure because
processes and staffing
levels are not always able
to meet demand. This is
resulting in a raised patient
safety risk.

SFT are implementing a
UM Review action plan
(28 improvement
actions). 2. Close
scrutiny by CCG &
Monitor. 3. Specialist
head-hunters to attract
clinical/management
staff and using Acute
Physicians in ED where
possible to alleviate
pressures. 4. CCG
Commissioned notes
review to be
completed end April.

22

Q:\Q&PM 2013-14Y
Quality\SFT ED






Sep-13 | There is an issue with 1. Monthly meetings Though Children's level 1 and 2 SGk -
inadequate levels of between CCG and SFT | safeguarding training will remain non Mar-14 Eﬁ
safeguarding training for Safeguarding Leads. compliant by the end of this financial Q:\Q&PM 2013-14\
staff at SFT, resulting in a Formal escalation from | year, level 1 now sits at 71% and Quality \CQUINY
workforce that does not CCG Director of PM to | Level 2 figures continue to increase 202 1dstodoor
consistently have the SFT Director of month on month, but overall remain \Eﬂ
necessary safeguarding Nursing. low at 56%. Level 3 remains on target G:\Comittees\
knowledge/skills. This is to be compliant by March 14. 2013 14\Q&PM
resulting in a potential for Monthly children's data is now being —
safeguarding issues and provided. Despite significant \Ej
incidents to be missed and progress at level 1 and 4 adult . =
for patients safety to be safeguarding remains a concern and 201%0;"133‘95;
put at risk. it is unlikely even with CQUIN that 013-14\19Feb] 4\

compliance will be achieved at level \ij
2 and no data has been received in
respect to level 3. G:\Committees),
2013 14\Q&PM
2013-14\19Feb]4\
Sep-13 | There is an issue with the Formal escalatation Compliance was 44.4% in January, CB Mar-14

current under performance
of the high risk TIA
pathway which is resulting
in some patients not being
seen in the 24 hour target
window (60% target). This
could increase a patients
risk of subsequent stroke if
clinic appointments are
delayed over 7 days and
may result in a poor
patient experience

from CCG Director of
PM to SFT Director of
Nursing. Escalated to
Quality & Performance
Contract meeting.

the two main reasons for the deficit
in target (60%) remain — GP late
referrals, this is being discussed
monthly with relevant practices.
And, Weekend referrals- this can be
resolved by provision of weekend
clinics. However, analysis shows a
clear step change improvement since
May 2013.

W

TIA report Jan 14
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Nov-13 | There is an issue with the Monthly meetings CCG | Prevalence of pressure ulcers within | CB Mar-14
number of pressure ulcer Quality Lead and SFT Stockport (as reported on the @
incidents at SFT and Governance Lead to national Safety Thermometer) has o
recurrent reporting of the | review serious decreased in the second half of this j..cfgfss: i,;lclfi jan
same root causes of incidents. Peer review | year from: 4.7% (July 2013), to 3.3 % 14 . docx
pressure ulcer Serious of Sl between CCG (January 2013) with four points
Incidents. This is resulting | Clinical Director for below the median.
in avoidable patient harm Quality & SFT Medical | The Incidence of pressure ulcers at
as measured by the Safety | Director. Escalated SFT has fallen from approximately
Thermometer, CQUIN and | through contract 0.32% (July 2013), to 0.045% (Dec
seen in Serious Incident meetings. CCG Led 2013).
Reports. Task & Finish Group to | The pressure ulcer task and finish
address issues across group continue to peer review
the health economy. incidents and also accomplish
establishing further links, solutions
and new ways of working
Nov-13 | There is an issue with Discussed at Contract The waiting list has reduced from CB
patients receiving Meetings - 1446 pts >1000 patients in October 2013 to Mar-14 @j

cardiology follow up
appointments in a timely
manner at SFT which may
result in patients being put
at risk

passed follow-up date -
Aug 13. CCG
requested Action Plan.

550 at end of February 2014. This has
been achieved through a
combination of extra waiting list
initiative clinics and reviewing and
stopping dual follow ups for patients
with heart failure. SFT has appointed
to 3 new cardiology posts from
summer 2014, one of which will be a
Heart Failure specialist. These posts
are being appointed jointly across
South Sector.

G:\Committees),
2013 14\Q8PM
2013-1412013"

24






Nov-13 | There is an issue with the Through contract Final confirmation is awaited for the | MC Mar-14
medical staffing capacity meetings with SFT. transfer to Salford to formally take
within dermatology at SFT over the running of the Dermatology %
which could result in service in Stockport from 1st April. Q:\Q&PM 2013-14\
patients being at risk of At the May Q&P it will be necessary Contract Database)
harm. to consider whether the transfer of Sloco0n = Saule
the service has been sufficiently
completed to remove this issue.
Sep-13 | There is an issue with the Lead Commissioner The service is on target for MC Mar-14
tlmely appOintmentS for meets monthly with achieving the set trajectory for
psychological therapies Pennine Care Quality counselling, however it is off \Ej
which may resultin a Group to monitor target for achieving the trajectory \Commitonc!
compromise to patient progress. for both CBT and Psychological 2013 14\Q&PM
safety, outcomes and well-being. Monthly IAPT specific 2013-14120123\
experience. meetings have been put in place
for 14/15 to address this issue
and a recovery action plan is in
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12 | Dec-12 | There is an issue that Addressed at contract | SFT full action plan and dementia | GM Mar-14
patients are not assessed meetings with SFT. group focussed on this issue.
for dementia on admission | Monitored through SFT report an internal audit of IE
to SFT because the CQUIN. 95% compliance to FAIR
processess for undertaking assessment in December. 25“1‘33‘3?2{1}52555,\
the assessment have not Increased number of staff trained. 2013-14\1 512014\
worked. This results in an Dementia Carers survey (July -
. . . Sept 13) shows significant room
increased risk of patient .
. for improvement.
safety as patients may not
receive the right care at
the right place and time
and may not receive
onward referral to
specialist services. This is
measured through the
national CQUIN.
13 | Dec-12 | There is an issue that Contract monitoring. SFT are addressing their backlog | SP Mar-14

opthalmology patients are
waiting for appointments
at SFT and CMFT which
may result in avoidable
sight loss.

and have recruited 2 new
consultants. They have an advert
out for a middle grade doctor.
They anticipate being back to
normal capacity in the next few
months. The CCG has also
reduced referrals to
ophthalmology expected to be
about 500 less this year and the
additional capacity at Optegra has
helped.
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Feb-14

There is an issue with high
number of nursing
vacancies (45 in Jan 14) in
the Medicines Division.
This has a potential impact
on safe staffing.

Quality monitoring
through contract.

Director of Nursing has confirmed
SFT have a recruitment plan to
address this issue.
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Foreword

This is the third major piece of work that the Health & Wellbeing Scrutiny has undertaken on
Mental Health issues in Stockport.

From the beginning it was clear to members that we needed to look at mental health issues and
wellbeing relating to children and young people (which we defined for ourselves as those up to 18;
i.e., those who were generally still in the education system locally and who hadn't yet progressed
to higher education or the world of work).

It's clear from the range of input that we have had that there is much good work being undertaken
relating to mental health issues and wellbeing from schools at one end of a spectrum to specialist
services at the other end of the spectrum. But there is an almost universal acknowledgement that
there are gaps in the current system which means that for some young people who don't meet the
criteria for ' entry' into treatment that they are excluded from appropriate treatment and in our
opinion [and that of most if not all of the professionals who gave evidence to us] is something that
needs to be rectified.

We're also very aware that all of the service users are facing the health economy's 'tariff deflator'
so many of recommendations are aimed at using existing resources differently and in our view the
more prevention and /or early intervention that can be provided then that may ease the pressure
at a later date - accepting that for some young people specialist treatment will be still be required
to treat their illness.

I'm grateful to all those who have taken part in this detailed review - members are very keen to
see that the health economy is doing its utmost to address very sensitive issues for young people
and their parents / carers but equally it's obvious from all the professionals who have given
evidence that they too want to provide the best possible service that they can in the context in
which they find themselves.

Councillor Tom McGee, Chair of the Health & Wellbeing Scrutiny Committee





Background and Introduction

In 2012/13, the Health Scrutiny Committee undertook a review of mental health services in
Stockport. As part of that process the decision was made to set aside consideration of children and
young people’s mental health (where it was distinct from more general issues or services) in the
interests of undertaking a manageable piece of work. Nonetheless, that piece of work made a
clear commitment to revisit this issue.

In 2013, the Scrutiny Committee embarked on its Review, initially with a focus on CAMHS
(Children & Adolescent Mental Health Services), but expanding to include mental wellbeing more
generally.

The Mental Health Foundation estimates that 1 in 10 children and young people will be affected
by diagnosable mental health problems, ranging from depression and anxiety to more serious
disorders’. This figure may seem low when considered against that organisation’s estimates that 1
in 4 adults will suffer from a mental health problem?. That young people go through such dramatic
changes during the course of relatively few years, not least of which are the physiological changes
associated with puberty, perhaps one in ten is a low number. Or perhaps the numbers reflect a
widely held belief that many young people, particularly teenagers, are simply acting out because
that’s what teenagers do: the image of the dishevelled moody, lethargic teenager may be a cliché,
but it may also mask a more underlying mental health problem. The figure quoted above relates to
those with a diagnosable condition, whereas a great many others may fall below that threshold, or
may not even be assessed at all. To put it another way: there may be many more children who
suffer from avoidably poor mental wellbeing.

Many young people will, as the cliché would have it, grow out of this kind of behaviour. Or
perhaps they won’t grow out of it at all, but learn to behave different or develop ways of coping
with the world around them. And it may be that the world around them is becoming more
complex, and perhaps dangerous or risky, than it was 30 years previously. The MHF estimates that
more children are suffering from mental health problems (or certainly poor mental wellbeing) now
than previously®. It is widely perceived that we live in a more sexualised world with childhood
ending sooner; increasing access to the internet and social media provides young people with
exciting new opportunities but also dangers — cyber bulling, online grooming and access to
pornography to name but three. Services need to be able to adapt to these challenges.

This report is divided into a number of sections, corresponding broadly to the services considered
and discussed by the Committee during its review. However, there were a number of cross-cutting
themes intersecting and connecting these areas, such as transition, wellbeing, integration. The
recommendations will seek to address service based improvements, but in some cases these

! Mental Health Foundation, March 2014, http://www.mentalhealth.org.uk/help-information/mental-health-a-
z/C/children-young-people/

? Ibid.

® Ibid.
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overlap where there are recurrent themes. For clarity, Appendix 2, summary of recommendations,
will seek to group the recommendations by theme. The order of the report reflects the linear
progress of the review and not the weight given to any particular area of work.

Understanding the local context

Determining the levels of need and prevalence locally required extrapolation from national
prevalence rates. Based on the 2004 Office of National Statistics Survey, for all mental health
disorders Stockport would have 3800 children and young people in need of mental health services
(Tiers 2-4) with over half of those (2300) being aged 11-16. This reflect the national trend of those
aged 11-16 having greater prevalence rates.

There are approximately 60,000 young people aged between 0-17 living in Stockport, according to
the 2011 Census. If estimates of 1 in 10 will have a mental health need, that would equate to 6000
with a mental health problem.

In 2012/13 the number of children age 0-18 seen in Tier 3 CAMHS was 1533, and the number seen
in Tier 2 was 1822. Demographic trends in Stockport indicated an increasing number of births and
children and young people under the age of ten. Numbers of children aged 10-16 had been
declining, but were expected to rise as the increased births seen in recent years aged. The
implication of this trend was for increased demand on a range of services (including educational
services) across these age groups.

These figures are an overall assessment — rates for specific groups within the population show
increasing risk and prevalence, for example, those with learning disabilities, those who are Looked
After Children or those who have entered the youth justice system. Further details of prevalence
can be found at Annex 1.





Meeting Demand — Children and Adolescent Mental Health Services (CAMHS)

In seeking to understand the potential unmet mental health support need of young people, the
Scrutiny Committee took as its starting point CAMHS, as the formal mechanism for young people
to receive mental health services and where most professionals would refer to.

The Committee received information on the range of services provided through CAMHS, and the
CAMHS Partnership that brought together a range of partners and services to identify
opportunities for joint working, coordinated service delivery and service integration.

CAMH Services are divided according to levels of need or severity of condition. Tier 1 encompass
the whole population and seeks to promote the general psychological and emotional wellbeing of
children and young people including, leading up to Tier 4, inpatient and specialist services
targeted at acute need, commissioned on the Greater Manchester footprint. At the highest end
the numbers are small, but the interventions are greater, as are the costs.

The Scrutiny Committee choose to focus its attention on the activity in the middle, Tiers 2-3. In
Stockport, although there was expected to be approximately 300 young people in receipt of Tier 4
services, in fact there were only 12 in 2012/13, reflecting the desire of professionals to provide
less intensive treatments (Tier 3) wherever possible, particularly home based/ non-in-patient
interventions Given these small numbers, the Committee believed that there was greater scope
for improvements to be made at the Tier 2 and 3 level.

A summary of the kind of service provision available at Tiers 1-3 is set out below:-

e Tier 1/2. Local specialist service providing support to particular groups of children and
young people who have, or are at risk of developing, poor mental health including:
children’s disability services, children’s community nursing, paediatrics, parenting
support services, family support services, behaviour support services, education
psychology, social services, looked after children’s services, substance misuse
services and youth offending services.

e Tier 2/3: CAMHS (low to moderate needs) are mostly commissioned by the LA and
provided by mental health teams within the council’s education and social care services
and CAMHS (moderate to severe and complex needs) are mostly commissioned by the
CCG and provided by a multidisciplinary child and family service within Pennine Care
NHS Trust (based at Stepping Hill Hospital).

Developing an Integrated Service

Early in the Review, the Scrutiny Committee were informed that CAMHS itself recognised the
enormous potential improvements that could be made to service provision by the integration of
Tier 2 and 3 services.





Most children and young people with mental health problems will be seen at Tier 1 and 2.
However, neither services nor people fall neatly into tiers. Many practitioners work in both Tier 2
and Tier 3 services. Generally a child or young person will step up the tiers as their condition is
recognised as more complex, and step down the tiers as their condition improves. However, some
children require support from a number of services at different tiers at the same time.

Because of the fragmented nature of provision, there were instances where young people were
referred around services. This was often because needs were very particular and could not be
catered for, or there were long waits for young people to be seen. This ‘gap’ was identified by
professionals as one of the areas that needed to be addressed. Services would therefore keep
users on their books to ensure they received some level of support. The Committee were clear
that the service was working well within the constraints on it, and that these problems were in
part a reflection of the commitment of professionals to their service users and reflected their
desire to help. An integrated service would help to overcome these problems.

Collaborative working is already taking place: there is a single point of entry to the
system managed by Pennine Care. Building on this, and work already undertaken by the CAHMS
Partnership, some of the benefits of an integrated Tier 2/3 service were identified as follows:-

o Joint collaborative responsibility for all referrals

° True single point of access

o Lower thresholds

° Step up and down for families will be timely, seamless and needs led
o Efficient and effective use of resources

° Quality Assurance

° Building capacity across tiers

° Ability to flex capacity to meet demand

o Assures that families receive the least stigmatising intervention

o Match skill to need

Further integration of CAMHS services would provide a means of consolidating, protecting and
developing a small and disparate mental health workforce, and improving the interface of
specialist services with core prevention, early help and universal services.

Such an approach reflected the model being developed for other activity consistent with the new
Integrated Prevention and Universal Service for Stockport that is based on responsive, skilled, fully
integrated teams.

RECOMMENDATION
Building on the work already begun and involving all partners, the Council and Clinical

Commissioning Group are recommended to jointly commission future Tier 2 and 3 CAMHS services
through the integrated service delivery model to ensure a more flexible and responsive service





that is better equipped to meet growing need at the same time as responding to challenges in
reducing resources.

Meeting Specialist Need

The Committee were informed that there had been a significant increase in the number of young
people referred for assessment for neurodevelopmental disorders such as Autism. Despite the
high numbers of referrals and long waiting lists, there was a high level of ‘negative yield’, or
negative diagnosis. The process itself could take between 15-20 hours of assessment time and
there were cases of young people being referred back for a further assessment after a negative
diagnosis because of continued concerns. Many young people who did not meet the diagnosis
threshold were still in need of support, but would struggle to gain access to this without an actual
medical diagnosis.

Commissioners and providers had recognised the shortcoming in the service and work was
underway to streamline the diagnostic pathway for ASD to reduce the time taken between referral
and diagnosis. This would reduce waiting times and relieve pressure on the system. Where young
people did not reach the threshold for a diagnosis, efforts were made to provide support and
advice on support strategies, though short of medication.

The Committee, separate from this Review, had considered concerns about the quality of mental
health services (specifically psychiatric services) received by young people with learning
disabilities, in particular those with autism. The Committee had previously received information
that these shortcomings were being addressed through the provision of additional psychiatric time
and dedicated mental health nurse time.

The Committee also noted and welcomed the commitments made by the CCG in its draft 5 Year
Strategy in relation to the Autism Spectrum Disorder (ASD) and Attention deficit hyperactivity
disorder (ADHD, namely the development of improved diagnostic pathways and the expansion in
capacity for psychiatric and psychological therapies.

RECOMMENDATION

(i)  That the CAMHS Partnership continue its work to develop adequately resourced the
assessments for ASD/ADHD, but also to develop pathways and information for parents and
carers where they fall short of a medical diagnosis.

(ii)  That the Scrutiny Committee receive an update in 12 months’ time on progress with efforts
to improve access to mental health support for children and young people aged 0-25 with
learning disabilities.

Stockport is a local authority with a relatively high number of ‘Looked After Children’, the majority
of whom are placed here by other local authorities. At any one time, it is likely that 250 Stockport
young people are being looked after and that 350 young people from out of area. Looked after
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children are more likely to experience mental health problems than their peers®. Working from
national prevalence data, it would be estimated that 113 Stockport young people would need
support from a mental health service, with a further 158 children from out of area with similar
need.

In a year 12/13, the Tier 2 Kite service worked with 123 Stockport young people, over the
estimated expected number. This Kite services is not available to out-of-area children.

Kite is a dedicated mental health team for looked after children (0-18years) providing direct
therapeutic work and support, consultation and training to social workers, child and family
workers, residential care staff, foster carers and adoptive parents.

Efforts are already underway to improve the offer for LAC through the operational integration of
Kite with the core CAMHS team. However, LAC’s need do not stop at 18, and in some respects
their needs will become more complex upon reaching 18 and leaving care. This individual’s
vulnerability remains after 18, and support needs to continue.

Looked After Children can often present significant challenge for other public services, and the
clustering of care homes in particular is often a source of concern for residents. This issues have
been addressed in other fora by other committees, but it was noteworthy that this issue was
raised with the Health & Wellbeing Scrutiny Committee by the Chair of the Children’s Safeguarding
Board. As part of the Committee’s previous review on mental health, it had heard from Greater
Manchester Police that a significant amount of its resources were used in responding to incidents
that had at their root underlying mental health problems.

RECOMMENDATION

That the Council be encouraged to work with other local authorities and Children’s Care home
providers in the borough to ensure that all looked after children and young people have access to
mental health support to build resilience and protect the most vulnerable in the community from
harm.

That the Council and CCG ensure that the particular needs of Looked After Children and care
leavers are considered as part of the service specifications for 0-25 services (see below)

Mind the Age Gap — ensuring a smooth transition from CAMHS to adult services

A perennial problem for young people with additional needs is the point at which they move from
children to adult services, and is not isolated to looked after children. Children’s Services criteria
and thresholds often were based on educational thresholds, e.g., 5-16.

* See Annex 1
10





16-18 year olds, those at the crucial cusp between childhood and adulthood (and children’s and
adult services) would in future be required to be in either education or training. This would change
the relationship of many young people to public services — whereas they may have left compulsory
schooling at 16 and entered the work place (or not), in future they were likely to remain under the
supervision of educational providers for longer.

It was recognised by the Committee that further consideration would need to be given to how this
would affect services and in particular the increasing opportunities it presented for early
identification and intervention.

There has been recognition of the difficulties presented by transition, often faced by the most
vulnerable members of society, and this has been reflected in changes to the way local partners
provide services, most notably through the development of the 0-25 Disability Services.

The recently published “Closing the gap: priorities for essential change in mental health”” sets out
the Department of Health’s 25 priorities for improving mental health services. One of its priorities
is ‘We will end the cliff-edge of lost support as children and young people with mental health needs
reach the age of 18’. The Department’s aspiration is to:

“... support the NHS England work to develop a service specification for transition from
CAMHS...The service specification will include a range of quality indicators such as personalised
transition plans that include, for those young people who do need to transfer to adult services,
joint meetings with CAMHS and adult mental health services. For those who do not, it will include
information on how to access services if they become unwell. We will need to take a cross-service
approach, involving housing, employment services and social workers — and not least, the young
person themselves — so that we can ensure they get the support they want.”

This is in accord with the view the Committee formed.

The Committee also note and welcome the commitments made by the CCG in its draft 5 Year
Strategy in relation to the 0-25 transformation programme. The programme is a partnership
approach involving in particular the Council, and so has objectives beyond mental health, but the
overall approach described in the Strategy accords with the view arrived at by the Committee.

RECOMMENDATION

The Council and CCG continue their programme to develop a 0-25 Service (including mental health
services) in accordance with the approach being recommended by the Department of Health and
NHS England, to ensure that young people do not fall between the gaps in service, and that the
care pathways reflect childhood and adult need.

> ‘Closing the gap: priorities for essential change in mental health’, January 2014; Department of Health,
https://www.gov.uk/government/publications/mental-health-priorities-for-change

11




https://www.gov.uk/government/publications/mental-health-priorities-for-change



Universal Services — plugging the gaps

Schools and Educational Settings

Having access to every child in the borough, schools are in a unique position to promote wellbeing
and identify potential problems. There is an increasing awareness in schools and colleges of the
need to work with partners to support vulnerable children and young people and there have been
great improvements made in this direction in previous years with such activities as the Team
Around the Child and SCIPs. Schools can also access specialist mental health support through
Educational Psychology Services to support mental health in schools and through referrals to
CAMHS.

But based on the expected prevalence of mental health problems and the levels of referrals into
the CAMHS system, the numbers of young people in contact with services is broadly in line with
expectations. According to the Child Well-being Index, Stockport is ranked 214 from 353 local
authority areas for child wellbeing across a range of indicators®. It could therefore be expected
that the numbers of young people who have poor levels of mental wellbeing to be higher than
those who have diagnosable mental health problems.

Educational settings themselves already provide a range of support to improve mental wellbeing
of children and young people. The Committee heard from two schools, High Lane Primary and The
Kingsway School, on the range of activities and initiatives they provide for their pupils. From the
extensive lists of work, the overriding message was clear: the value in creating a culture of respect
and providing opportunities for young people to seek help and support. Both schools gave
personal wellbeing equal priority to learning and achievement and had embedded a pastoral
system that reflected that approach. Contrary to expectations, the experience of the schools was
that by taking this approach, the young people themselves became more supportive of each other
and the stigma of seeking help was reduced.

Similarly, Stockport College provide a dedicated Student Welfare Service that takes a holistic
approach to student needs to address both physical and emotional wellbeing. This team is
embedded within Student Services, which allows for further signposting to other support which
would have an impact on wellbeing, such as benefit and housing advice.

It almost goes without saying that exclusion from school, and the events leading up to and
following this, could be extremely stressful for the pupil and their families. The Children & Young
People Scrutiny Committee during 2013/14 has been examining issues connected with exclusions,
and it’s for that Committee to make any specific recommendations. Nonetheless, this Committee’s
review received valuable input from the Behaviour Support Service, Pendlebury Centre Pupil
Referral Unit and from the Educational Psychology Service, and there is a certain degree of cross-
over between these pieces of work. The Pendlebury Centre in particular provides an accredited
mental health training programme, delivered by Jigsaw to the multi-disciplinary community who

e Department for Communities and Local Government, Child Well-being Index, 2009
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work with children and young people in Stockport. It was recognised that by developing
programmes such as this, to support and encourage wellbeing, and by providing the facility for
more intensive interventions from other agencies (such as CAMHS, Jigsaw, Beacon), schools would
be in a better position to prevent exclusions.

RECOMMENDATION

(i)  That the Council continue to develop tools for schools, academies and colleges to support
and improve wellbeing and provide fora for the sharing of best practice.

(ii)  That the Council and the Clinical Commissioning Group ensure that sufficient provision is
made for school pupils requiring more intensive mental health interventions to improve
their wellbeing and assist them to maximise their educational opportunities

A number of schools in Stockport also use voluntary sector organisations to provide counselling
and support to young people, particularly those who had experienced traumatic life events.
Beacon Counselling provided support to 450 young people through a number of schools, aimed at
those with mild to moderate needs and who were struggling to cope. The focus of Beacon was to
support these young people through the difficult period but also to equip them with sufficient
skills to be able to respond to future difficulties.

The importance of developing empathy, basic life skills and resilience was a message that ran
throughout the input from schools and specialist education providers. Examples of this included
SEAL (Social and Emotional Aspects of Learning) and Restorative approaches to manage behaviour
in schools. The Committee welcomed the work by the Head of the Pendlebury Centre to lobby for
increased profile for mental health and wellbeing in the national teacher training programme.

RECOMMENDATION
That the Council and CCG ensure that as part of its commissioning of counselling/ mental health
services for children and young people, sufficient provision is made for those wishing to access

services outside of the school setting, including from third sector providers.

Promoting Mental Wellbeing

The Scrutiny Committee has consistently stressed the importance of prevention. As part of the
Committee’s previous Review of mental health, ‘No Health Without Mental Health’ the Committee
made no specific recommendation relating to prevention, although a number of
recommendations it did make were predicated on the notion that investing in early intervention
would prevent the need for more costly ones further down the line. In some senses, focussing
greater attention on children’s mental health and wellbeing overcomes the lacuna in the previous
report as investment in early years will bear fruit in adult years.
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To an extent this ground has been partly covered in earlier sections of the report, but its
importance warrants its re-statement. It is the ‘golden thread’ that runs through all the elements
considered by the Committee. Part of promoting mental wellbeing is to enable young people to
respond to the challenges of childhood and adolescence positively. In many cases these challenges
will be negative or traumatic, but by building self-esteem and resilience and empowering young
people to seek help when that resilience is under strain are key elements to preventing mental
distress and ill-health in both childhood and later life. Children’s Society ‘Good Childhood Report
for 2013’ demonstrated that poor wellbeing impacts negatively on the child in a number of other
ways, making them more likely to be bullied, less likely to do well at school, less likely to feel safe
at home, more likely to experience problems with other family members — all of which will
contribute to a further mental and emotional stress.

Perhaps nothing demonstrates the dangers to young people of poor self-esteem and lack of
resilience than child sexual exploitation. The high profile cases reported in the media stress the
vulnerability of the young girls involved (often those in care, who are far more likely to be
suffering from mental ill-health) and the tactics used by their abuses — lavishing them with gifts
and attention, making them feel ‘loved’. Similarly, those using social media to groom young people
often resort to similar tactics. In both scenarios the adults involved are calculating and devious and
are praying on the nativity and innocence of youth. But there is a difference between being
inexperienced of the world and being wholly unprepared for it. Understanding the dangers on the
internet has become a staple of schooling, but there is patchy evidence to suggest that sex and
relationship education (SRE) is equipping young people to understand how to respond to these
situations.

Although great efforts have been made to develop a consistent approach to SRE, it was not
apparent to the Committee that this was necessarily evenly applied across all schools. “Stranger
Danger” is a message familiar to many, but harm caused by peers and friends through activity such
as ‘Sexting’ is perhaps not. Ensuring that key messages, promoted by organisations such as the
NSPCC and Childline, are disseminated through schools is a vital role for the Council, supported by
the Police, Safeguarding Board and other partners. But it is also vital that all schools (be they
community or academy) engage with this agenda is as important.

RECOMMENDATIONS

(i) That the Council work with schools and governing bodies to ensure that their provision of
Personal, Social and Health Education, and sexual and relationship education in particular, is in line
with best practice and addresses key messages about sexual exploitation; internet, social media
and text safety, and helps to build a young person’s understanding of respect for others in
relationships.

(ii) That the Council should encourage providers of early year’s care, Children’s Centres and
Schools to use the tools provided by the Council to help develop basic life skills and emotional
resilience in children in order that they are better able to respond to emotional challenges and
avoid harmful situations, behaviour and relationships.
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Concerns were raised about whether sufficient weight was given to developing these life skills in
early year’s settings and through Children’s Centres, and whether too great an emphasis was
placed on being ‘school ready’. It was not simply the idea of school readiness, so much as the
overly narrow focus on skills and cognitive development.

The Department for Education, in introducing a revised Early Years Foundation Stage Statutory
Framework in 2012 placed great emphasis on making sure ‘children start school ready and able to
learn’’. However, a number of professional groups, including the Professional Association for
Childcare and Early Years® (PACEY), have questioned whether ‘school readiness’ is too narrowly
interpreted and may in fact impeding emotional and social development. In their survey work they
PACEY found that 97% of the childcare professionals they surveyed agreed that school readiness
needed to be more broadly defined as children who

e have strong social skills

e can cope emotionally with being separated from their parents
e are relatively independent in their own personal care

e have a curiosity about the world and a desire to learn.

Furthermore, only 4% of the teachers surveyed rated understanding of reading, arithmetic and
writing skills of key importance to being school ready.

In evidence to the Committee, educationalists echoed these concerns, with particular reference to
the likely long term impact of insufficient support for emotional and social development on longer
term mental wellbeing, in particular because key social skills, such as resilience, were being
neglected.

It is the hope of the Committee that the incorporation of Public Health within the Council will give
greater impetus to the prevention agenda, and make it easier for Public Health specialists to tap
into expertise elsewhere in the organisation, an in the context of this review the Educational
Psychology Service are a case in point. Developing evidence based programmes to support
children, schools and families to promote wellbeing, drawing on professional psychological and
child development expertise. The Committee welcomed the proposals to create an ‘Attachment
Service’, and would encourage further initiatives.

RECOMMENDATION

That the Director of Public Health work closely with the Educational Psychology Service to develop
evidence-based programmes to support children, schools and families in promoting wellbeing.

7 ‘Early learning and children’s centres: government sets out reform’ press release, 6 July 2011, Department for
Education, https://www.gov.uk/government/news/early-learning-and-childrens-centres-government-sets-out-reform
8 \WHAT DOES “SCHOOL READY” REALLY MEAN?’, September 2013, Professional Association for Childcare and Early
Years, http://www.pacey.org.uk/pdf/School%20Ready%20Report%20FINAL2.pdf
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Conclusion and further recommendation

Much of the ground covered in the Review was ground previously trodden by professionals. The
honesty of those who gave evidence to the Committee about gaps in service and areas for
improvement enabled frank and constructive discussions about a sensitive topic, namely how to
protect some of the borough’s most vulnerable children and young people.

The Committee welcome the commitment of Clinical Commissioning Group in its 5 Year Strategy
to create a Parity of Esteem between mental health service commissioning and physical health
commissioning, with a series of specific actions and programmes to further that objective
(referenced elsewhere in this report). While the challenging financial climate facing the public
sector will not see the level of expansion in access and provision that most would desire, the
public commitment to mental health sets a marker for the future.

And so the work of the Committee is made easier by the fact that the issues have been recognised
and work is underway to transform services: the Committee is pushing at an open door. Much of
the Review has looked at areas where professionals are engaged in change and it is the hope of
the Committee that it has provided support and external validation to these efforts.
Recommendations made by the Committee to a large degree are to reinforce and bolster the
resolve to change, rather than reinvent the wheel.

One final area that the Committee believe would be of benefit to all those involved with the
wellbeing of children and young people in Stockport is a clearer picture of the mental wellbeing
amongst our under 18 population. Based on the extrapolation from national prevalence rates, there
were less than the predicted numbers of children receiving interventions from Tier 2 services, with no clear
explanation. Although data was presented to the Committee as part of the Review, much of it was
based on extrapolation from national prevalence rates, and there was no clear picture of whether
service data (such as CAMHS referrals) matched genuine prevalence in Stockport, giving no clear
idea of whether there was unmet need. With the process for the next Joint Strategic Needs
Assessment underway, the Committee believe it is timely to remedy this.

RECOMMENDATION
That the Health & Wellbeing Board be recommended to include children & young people’s mental

health and wellbeing in future Joint Strategic Needs Assessments to ensure that the needs of this
section of the community are being adequately met by services.
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Appendix 2

Summary of Recommendations

Prevention and Promoting Wellbeing

That the Council work with schools and governing bodies to ensure that their provision of
Personal, Social and Health Education, and sexual and relationship education in particular, is in line
with best practice and addresses key messages about sexual exploitation; internet, social media
and text safety, and helps to build a young person’s understanding of respect for others in
relationships.

That the Council should encourage providers of early year’s care, Children’s Centres and Schools to
use the tools provided by the Council to help develop basic life skills and emotional resilience in
children in order that they are better able to respond to emotional challenges and avoid harmful
situations, behaviour and relationships.

That the Director of Public Health work closely with the Educational Psychology Service to develop
evidence-based programmes to support children, schools and families in promoting wellbeing.

That the Health & Wellbeing Board be recommended to include children & young people’s mental
health and wellbeing in future Joint Strategic Needs Assessments to ensure that the needs of this
section of the community are being adequately met by services.

That the Council continue to develop tools for schools, academies and colleges to support and improve
wellbeing and provide fora for the sharing of best practice.

Integration and Service Redesign

Building on the work already begun and involving all partners, the Council and Clinical
Commissioning Group are recommended to jointly commission future Tier 2 and 3 CAMHS services
through the integrated service delivery model to ensure a more flexible and responsive service
that is better equipped to meet growing need at the same time as responding to challenges in
reducing resources.

That the CAMHS Partnership continue its work to develop adequately resourced the assessments
for ASD/ADHD, but also to develop pathways and information for parents and carers where they
fall short of a medical diagnosis.

That the Scrutiny Committee receive an update in 12 months’ time on progress with efforts to
improve access to mental health support for children and young people aged 0-25 with learning
disabilities.
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Closing Gaps

That the Council be encouraged to work with other local authorities and Children’s Care home
providers in the borough to ensure that all looked after children and young people have access to
mental health support to build resilience and protect the most vulnerable in the community from
harm.

The Council and CCG continue their programme to develop a 0-25 Service (including mental health
services) in accordance with the approach being recommended by the Department of Health and
NHS England, to ensure that young people do not fall between the gaps in service, and that the
care pathways reflect childhood and adult need.

That the Council and CCG ensure that the particular needs of Looked After Children and care
leavers are considered as part of the service specifications for 0-25 services.

That the Council and CCG ensure that as part of its commissioning of counselling/ mental health
services for children and young people, sufficient provision is made for those wishing to access
services outside of the school setting, including from third sector providers.

That the Council and the Clinical Commissioning Group ensure that sufficient provision is made for

school pupils requiring more intensive mental health interventions to improve their wellbeing and
assist them to maximise their educational opportunities
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ANNEX 1

Prevalence rates, need and service usage in Stockport

This paper aims to show the predicted prevalence rates for various mental health disorders — with
the aim that this then compares to the current service usage data to demonstrate service efficacy
and where there are gaps in service provision.

Using data which estimates prevalence across the age range 0 — 17, we estimate
that 6,365 Stockport children and young people are in need of support to meet
their emotional and mental needs.

Estimated need for services at each tier using national prevalence

The 1996 publication 'Treating Children Well' (Z. Kurtz, Mental Health Foundation) provides an
estimate of the number of children and young people aged 0 to 17 years who may experience
mental health problems appropriate to a response from CAMHS at Tiers 1, 2, 3 and 4. Estimates
for the population aged 17 and under in Stockport have also been calculated.

Estimated need for services at each tier

Tier 1 15% 9093
Tier 2 7.5% 4547
Tier 3 2.5% 1516
Tier 4 0.5% 303
Tiers2 -4 10.5% 6365

Source: Z. Kurtz, Mental Health Foundation / ONS 2012

There are therefore an estimated 6,365 children and young people aged 0 to 17 in Stockport
with a need for Tiers 2-4 CAMHS support.

Prevalence rates according to 2004 ONS survey data

There is little available local data from which to assess the prevalence of mental health conditions
for children and young people in Stockport. Instead national evidence is used to estimate the
likely needs in the local area. The most recent ONS survey identified the following prevalence rates
[an estimate of how common a condition is within a population over a certain period of time] for
children between the ages of 5 and 16 years; these rates have then been applied to the 2011
Census Stockport population data.

2004 Mental Health of Children & Young People in Great Britain, 5 — 16 years

Conduct disorders 7.5% 4.0% 5.8% 2297
Emotional disorders 3.2% 4.4% 3.7% 1465
Being hyperactive 2.5% 0.4% 1.5% 594
Less common disorders 1.9% 0.8% 1.3% 515
Any disorder 11.5% 7.8% 9.6% 3802

Source: Office for National Statistics
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This gives an estimate of almost 4,000 children and young people aged 5 to 16 in Stockport with
a mental health disorder.

Prevalence increases with age, and between the ages of 11 and 16 the rates for both sexes are
higher than the total 5-16 figure. The estimated number of children with mental health disorders
for 5 to 10 year olds and 11 to 16 year olds in Stockport are shown in the tables below.

2004 Mental Health of Children & Young People in Great Britain, 5 — 10 years

Conduct disorders 6.9% 2.8% 4.9% 931
Emotional disorders 2.2% 2.5% 2.3% 437
Being hyperactive 2.7% 0.4% 1.6% 304
Less common disorders 2.2% 0.4% 1.3% 247
Any disorder 10.2% 5.1% 7.7% 1464

Source: Office for National Statistics

This gives an estimate of almost 1,500 children and young people aged 5 to 10 in
Stockport with a mental health disorder.

2004 Mental Health of Children & Young People in Great Britain, 11 — 16 years

Conduct disorders 8.1% 5.1% 6.7% 1380
Emotional disorders 4.0% 6.1% 5.0% 1030
Being hyperactive 2.4% 0.4% 1.4% 288
Less common disorders 1.6% 1.1% 1.4% 288
Any disorder 12.6% 10.3% 11.5% 2368

Source: Office for National Statistics

This gives an estimate of almost 2,500 children and young people aged 11 to 16 in
Stockport with a mental health disorder.

Pre-school children

There are relatively little data about prevalence rates for mental health disorders in pre-school age
children. The Report of the Children and Young People’s Health Outcomes Forum (Department of
Health, 2012, p.32) "recommends a new survey to support measurement of outcomes for children
with mental health problems. In particular, we recommend a survey on a three-yearly basis to look
at prevalence of mental health problems in children and young people. This could build on the
work of the survey, ‘Mental health of children and young people in Great Britain, 2004’.” A
literature review of four studies looking at 1,021 children aged 2 to 5 years inclusive, found that
the average prevalence rate of any mental health disorder was 19.6% (Egger, H et al, 2006).
Applying this average prevalence rate to the Office for National Statistics (ONS) mid-year
population estimates for 2011, gives a figure of:
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Estimated numbers of children aged 2-5 years with mental health disorder.

Number of 2-5 year olds Estimated number of children with mental
(2011) health disorder aged 2- 5 yrs (2011)
Stockport 4,800 940
Source: ONS 2011 and Egger et al 2006

School-age children

Prevalence estimates for mental health disorders in children aged 5 to 16 years have been
estimated in a report by Green et al (2004). Prevalence rates are based on the ICD-10 Classification
of Mental and Behavioural Disorders with strict impairment criteria — the disorder causing distress
to the child or having a considerable impact on the child’s day to day life. Prevalence varies by age
and gender, with boys more likely (11.4%) to have experienced or be experiencing a mental health
problem than girls (7.8%). Children aged 11 to 16 years olds are also more likely (11.5%) than 5 to
10 year olds (7.7%) to experience mental health problems. Using these rates, the table below
shows the estimated prevalence of mental health disorder by age group and gender in each
Council District. Note that the numbers in the age groups 5-10 years and 11-16 years do not add
up to those in the 5-16 year age group as the rates are different within each age group.

Estimated number of children with mental health disorders by age group and gender

Est. . Est. Est. Est. Est. Est. Est.

number of number of |number of number of number of number of number of
11-16 yrs boys 5-10 |boys 11-16 |boys 5-16 girls 5-10 yr |girls 11-16 girls 5-16 yrs
old with yrs old yrs old with  ]Jyrs old with |olds with yrs old with  |old with

mental with mental mental mental mental mental

health mental health health health health health

disorder health disorder disorder disorder disorder disorder

(2011) disorder (2011) (2011) (2011) (2011) (2011)
(2011)

Stockport 1475 2323 3779 1010 1300 2305 472 1018 1493
Source: Office for National Statistics, 2012. Green, H. et al (2004).

These prevalence rates of mental health disorders have been further broken down by
prevalence of conduct, emotional, hyperkinetic and less common disorders (Green, H. et al,
2004). The following tables show the estimated number of children with conduct, emotional,
hyperkinetic and less common disorders in each Council district, by applying these prevalence
rates (the numbers in these tables do not add up to the numbers in the previous table because
some children have more than one disorder).

Estimated number of children with conduct disorders by age group and gender

Estimated Estimated Estimated Estimated Estimated Estimated
number of number of number of number of | number of girls | number of girls
children with children with boys with boys with | with conduct | with conduct

conduct conduct conduct conduct | disorder aged | disorder aged

disorder aged disorder | disorder aged | disorder aged | 5-10 yrs (2011) 11-16 yrs

5-10 yrs (2011) | aged11-16 yrs | 5-10 yrs (2011) 11-16 yrs (2011)
(2011) (2011)

Stockport 939 1333 683 836 259 504
Source: Office for National Statistics, 2012. Green, H. et al (2004).

Estimated number of children with emotional disorders by age group and gender
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Estimated Estimated Estimated Estimated Estimated Estimated
number of number of number of number of | number of girls | number of girls
children with children with boys with boys with | with emotional | with emotional

emotional emotional emotional emotional | disorder aged | disorder aged

disorder disorder | disorder aged | disorder aged | 5-10 yrs (2011) 11-16 yrs
aged 5-10 | aged11-16 yrs | 5-10 yrs (2011) 11-16 yrs (2011)
yrs (2011) (2011) (2011)

Stockport 460 1010 218 413 232 603

Source: Office for National Statistics, 2012. Green, H. et al (2004).

Estimated number of children with hyperkinetic disorders by age group and gender

Estimated Estimated Estimated Estimated Estimated Estimated

number of number of | number of boys | number of boys | number of girls | number of girls

children with children with with with with with

hyperkinetic hyperkinetic hyperkinetic hyperkinetic hyperkinetic hyperkinetic

disorder aged disorder aged | disorder aged 5- disorder aged | disorder aged 5- disorder aged

5-10 yrs | 11-16 yrs (2011) 10 yrs (2011) | 11-16 yrs (2011) 10 yrs (2011) | 11-16 yrs (2011)
(2011)

Stockport 307 283 267 248 37 40
Source: Office for National Statistics, 2012. Green, H. et al (2004)

Estimated number of children with less common disorders by age group and gender

Council Estimated Estimated Estimated Estimated Estimated Estimated
districts number of number of | number of boys | number of boys | number of girls | number of girls
children with children with with less with less with less with less

less common less common common common common common
disorder aged 5- disorder aged | disorder aged disorder aged | disorder aged | disorder aged
10 yrs (2011) | 11-16 yrs (2011) | 5-10 yrs (2011) 11-16 yrs | 5-10 yrs (2011) 11-16 yrs
(2011) (2011)

Stockport 249 283 218 165 37 109
Source: Office for National Statistics, 2012. Green, H. et al (2004).

Autistic Spectrum Disorder (ASD)

Using the best models available, the new Joint Strategic Needs Assessment for
Autistic Spectrum Disorders (ASD) predicts that there are 597 children and young
people in Stockport living with ASD.

Source: Office for National Statistics, 2012. Baird, G. et al (2006). Baron-Cohen, S. et al (2009).

However, when we look at the number of children and young people accessing support services,
this figure is much lower. Less than half this number are accessing support provision —through
CAMHS, short breaks, respite care or education support.
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Children and young people with learning disabilities
Estimated total number of children with a learning disability

Children aged 5-9 years | Children aged 10-14 years | Children aged 15-19 years

with a learning disability | with a learning disability with a learning disability
(2011) (2011) (2011)

Stockport 153 380 451
Source: Office for National Statistics, 2012. Emerson E. at al (2004).

These rates for different age groups reflect the fact that as children get older, more are identified
as having a mild learning disability. The Foundation for People with Learning Disabilities (2002)
estimates an upper limit of 40% prevalence for mental health problems associated with learning
disability, with higher rates for those with severe learning disabilities. The following table shows
how many children with learning disabilities who also experience mental health problems might
be expected in Stockport.

Estimated total number of children with learning disabilities with mental health problems

Children aged 5-9 yrs | Children aged 10-14 yrs | Children aged 15-19 yrs
with a learning with a learning with a learning disability

disability with mental | disability with mental with mental health
health problems health problems (2011) problems (2011)
(2011)

Stockport 61 152 180
Source: Office for National Statistics, 2012. The Foundation for People with Learning Disabilities (2002).

We do not yet have a full set of data to show the number of young people with an LD accessing
mental health services in Stockport. We know that 60 individuals were referred to the Tier 3
CAMHSLD service in 2012/2013. However children and young people with LD and mental health
problems receive support from a number of community services including learning and behaviour
support within education and community nursing.

Looked-after children

Looked-after children are more likely to experience mental health problems than their
peers(Ford, T. et al, 2007). It has been found that among children aged 5 to 17 years who are
looked after by local authorities in England, 45% had a mental health disorder, 37% had clinically
significant conduct disorders, 12% had emotional Source: Department for Education

In Stockport, at any one time it is likely that 250 Stockport young people are being looked after
and that 350 young people from out of area are placed in Stockport.

From this, we estimate that 113 Stockport young people and 158 children from out
of area would need a mental health service.
In a year 12/13, the Tier 2 Kite service worked with 123 Stockport young people.
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Children placed in Stockport from other areas cannot access Kite. They do receive a CAMHS Tier 3
service for urgent care and for assessment and advice back to the placement and placing authority
(responsible commissioner) where there is an indication for long term therapeutic work.

Children and Young people who have formally entered the Youth
Justice System

Children aged 10- | Children aged 15 | Children aged 16 | Young people aged |Children and Young
14 years who have | years who have years who have | 17 to 18 years who |people aged 10 to 18
formally entered | formally entered | formally entered have formally years who have

the youth justice | the youth justice | the youth justice | entered the youth [formally entered the
system (2010-11) | system (2010-11) | system (2010-11) justice system youth justice system
(2010-11) (2010-11)

Stockport 108 94 105 96 403
Source: Justice

Prevalence Rates according to NICE Guidance

The NICE guidance on treating children and young people with depression looks at the incidence
of clinical depression (which forms a sub-section of the ‘emotional disorders’ category) and also
the prevalence rates of children and young people experiencing any of the depression criteria. In
relation to clinical depression, NICE looks at 6-11 year olds and 12-18 year olds and suggests a
prevalence rate of between 0.5% - 0.75% for 6-11 year olds and 2% - 4% for 12-18 year olds.
Looking at all the depression criteria, the incidence rates for the 0-5, 6-11 and 12—-18 age ranges
are 1%, 6% and 9%, respectively.

The 2011 Census shows that Stockport has almost 21,000 0 — 5s; 19,000 6 — 11s and 24,000 12 —
18s.

This suggests that between 95 and 143 children in Stockport aged 6 — 11 suffer from clinical
depression and

between 484 and 968 children and young people aged 12 — 18 have clinical depression.

Looking more widely than the diagnosis of clinical depression to the number of children and young
people in Stockport experiencing some degree of mental distress as measured by the depression
criteria, we would expect to see

207 0-5s,

1140 6-11s, and

2178 12-18s meeting some or all of the depression criteria

Catherine Johnson
Public Health Specialist
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The Southern Sector Local Health Economy Programme

Several health economies across England are facing major structural challenges in delivering high quality
clinical services to patients in a way that is financially sustainable. The challenges faced by these economies
range from a need to find effective agreed solutions to delivering more integrated care in the community to a
need to consolidate and reconfigure services in acute hospital providers to meet care standards

To support these economies and accelerate the solutions to these challenges, the national bodies of Monitor,
the NHS TDA and NHS England have come together to provide a process along with funded external support
to bring the key stakeholders together to develop the potential solutions

Eastern Cheshire, Stockport, South Manchester and Tameside & Glossop have been identified as such a
local health economy and thus we are embarking on a piece of work for the next 12 weeks until the end of
June 2014 to do this; North Derbyshire and Trafford CCGs will also be a part of this work as we review their
plans and assess their impact on patient flows through our modeling and options analysis

This work is intended to complement and take account of the existing and future work through programmes
such as Healthier Together, Caring Together, the Southern Sector Provider Partnership, modelling the impact
of future changes to Specialised Commissioning and individual CCG and provider initiatives

The programme will involve:
* Analysis and assessment of the baseline performance and financial viability of the CCGs and Trusts,

* Development of a set of potential care models and service options to improve performance, that draw and
build upon the work of current programmes,

= Evaluation of these options using an agreed set of evaluation criteria, and development of a holistic health
economy strategy that will consistently and coherently inform strategic plans across the sector

The programme of work to deliver this strategy has just commenced (April 2014), and will run until the end of
June supported by McKinsey and Carnall Farrar
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Map of Southern Sector CCGs and Trusts
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Summary of programme assumptions and requirements for successful
delivery of the work

Suppliers to the programme will be ensured:

® Access to key stakeholders and stakeholder involvement,
including client organisations, managers and care
professionals

® Cross-organisation governance structures that are
established and operate effectively, ensure delivery of the
programme according to agreed timeline, and serve as
appropriate route of escalation if needed

" Programme management support (e.g., administrative
support, provision of venues and other meeting/workshop
logistics)

" Timely access to data, including pathways flows and current
Issues, activity analysis, including service and operational
capacity, finance, ICT and workforce

" Transparency and ability to share data across stakeholders
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CCG . NHS England

Draft integrated plan of work over next 3 months (1/2) Provider  JointCHE
Mar  Apr May Jun Jul
Activity 24 31 07 14 21 28 05 12 19 26 02 09 16 23 30
Mobilisation Do e
* Review inter-dependencies between programmes [r— ! ! ! ! ! ! ! ! ! ! ! ! !
* Develop programme plan and governance structure fr— ! ! ! ! ! ! ! ! ! ! ! ! !
*  Provider/CCG workshop to review A ! ! ! ! ! ! ! ! ! ! ! ! !
* CCG/CHE sign-off plan and governance 41 ! ! ! ! ! ! ! ! ! ! ! ! !
CHE workstream 1. Key issues and capacity report ! ! ! ! ! ! ! ! ! ! ! ! ! !
* Stakeholder interviews; issues in LHE sustainability = | | | | | | | | | | |
* Future needs, current pattern of delivery, efficiency opportunities - : : ) | | | | | | | | | |
* Risk assessment of likelihood of robust plans being delivered | | —— . . . . . | | | | |
Development of CCG plans | | | | : : I I I I I I I I
*  Submit draft CCG plans; including draft impact on acute A | | | | | i i i i i i :
*  Submit updated CCG plans (if applicable) I I I I : : : : | | | | | |
*  Meeting to review primary care / integrated care plans : : i i i i i i i | | | | |
* CCG plans submitted to NHSE : : : : : : : : : : : . A :

Specialist commissioning strategy
Develop assumptions for co-dependency analysis
NHSE finalise co-dependency analysis
Meeting to review current Specialist commissioning plans

Trust plans

®  Submit draft Trust plans; including impact on income/costs

°  Submit updated Trust plans (if applicable)

CHE workstream 2. CHE solutions development

Model provider positions

* Initial analysis and discussion with Finance directors

* Revise analysis and Finance director sign off

Quality standards and care model development

* Review and adopt HT and other services quality standards & care models
* Agree co-dependencies and Clinical Board signoff

* Agree care models and Clinical Board signoff

Evaluation process and criteria

* Review HT process/criteria

* Develop additional criteria (e.g. provider viability) and PB signoff
Service option development

* Evaluate ECT as specialist/local hospital using confirmed criteria
¢ Develop and finalise longlist of options

Organisational options development

* Initial discussions on organisational models with providers

° __Refine organisational model options and evaluation criteria

][

II
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CCG
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Proposed governance structure for the Southern Sector

Carnall

External Assurance from

GM Clinical Senates

Key

Governance meeting/workstream

. Advisory bodies

Patient & Carers Advisory
Panel

Health and Wellbeing Individual CCG Governing
Boards > Boards and
i Trust Boards?
Joint Health Overview and __i
Scrutiny Committee H
i
]
]
Health Watch i
H Programme Board
> Interim Chair: Ruth

Programme Management
Group

Interim Chairs: Hannah

Farrar / Sorcha McKenna

!

Clinical Board
CCG Chair: TBC
MD Chair: John Crampton

!

Finance & Investment
Group
CCG Chair: TBC
Trust Chair: Bill Gregory

Southern Sector overall programme support

1 For Eastern Cheshire, this will also include the Caring Together Executive Board

. Coordinating administrative processes

Ongoing local area programmes

Healthier Together
Caring Together

Care Together
Specialised
Commissioning

The Programme Board is
responsible for the content
and agreed set of solutions

The Contract Management
Group is responsible for
performance against
contracts

Contract Management
Group: NHSE, NHS TDA,
Monitor
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Proposed TOR of Southern Sector governance structure

Group

Programme
Board

Clinical
Board

Finance &
Investment
Group

Programme
Management
Group

Contract Mgt
Group

TOR

= Oversee the development of a LHE strategy and service options that achieve clinical and
financial viability across the sector

» Provide a forum to facilitate alignment of commissioner and provider plans in line with the
strategy

» Agree what shared resources are needed to support delivery of the plans

» Recommend quality standards and care models that take into account work already done
within local commissioner transformation programmes (e.g., Healthier Together, Caring
Together, Care Together) and that will deliver clinical viability across the Southern Sector
LHE

» Work with the Finance Group to develop options to achieve clinical and financial viability
across the Southern Sector LHE

» Develop a financial model that will deliver long-term financial viability across the Southern
Sector LHE

= Work with the Clinical Board to develop options to achieve clinical and financial viability
across the Southern Sector LHE

= Manage the day-to-day work of the programme

= Work with the Critical Friend to ensure that the workplan is being delivered and resources
deployed as directed by the Programme Board

» Ensure that there is alignment with other local programmes

= Ensure overall delivery of milestones and key deliverables
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Proposed membership of Southern Sector governance structure

Group

Programme
Board

Clinical
Board

Finance &
Investment
Group

Programme
Management
Group

Contract Mgt
Group

Proposed members

Interim Chair: Ruth Carnall
Members: CCG Chairs, CCG AOs, Trust CEs, Trust Medical Directors, NHS

England — GM LAT and CWW LAT, NHS TDA, Monitor, FIG Co-chairs, patient rep

Invited: Healthier Together, McKinsey, Carnall Farrar

Co-Chair: CCG Chair and Trust Medical Director

Members: CCG Chairs, Trust Medical Directors, Trust Directors of nursing, GM
LAT Medical Director, CWW LAT Medical Director, Healthier Together Clinical
Director, patient rep, Ambulance Trust Medical Directors

Invited: Others TBD, McKinsey, Carnall Farrar

Co-Chair: CCG CFO and Trust Finance Director
Members: CCG CFOs, Trust FDs, GM and CWW LAT FDs
Invited: Healthier Together FD, McKinsey, Carnall Farrar

Interim Co-Chair: Hannah Farrar and Sorcha McKenna

Members: Caring Together Director, Healthier Together Director, South Sector
Provider Partnership Programme Director, Strategic Planning Lead Specialised
Commissioning

Invited: McKinsey, Carnall Farrar

Chair: Alison Tonge
Members: NHS TDA, Monitor, NHSE, McKinsey, Carnall Farrar

Frequency of
meetings

Fortnightly

Fortnightly

Fortnightly

Weekly (by
telecon)

Weekly (by
telecon)
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Draft Programme Board Terms of Reference — For approval

* Responsible for bringing all key stakeholders together to co-ordinate the work of the South Sector

ToR : : : : : .
° Local Health Economy. It will oversee and ensure the delivery of service options that achieve clinical
and financial viability across the South Sector Local Health Economy
* Have authority to make decisions to ensure timely delivery of the South Sector Local Health Economy
workplan
= Accountable for developing the content of the work programme including the identification of options
and recommending a preferred option. Local organisations (CCGs, Trusts etc.) are accountable
through their statutory governance arrangements for agreeing the final option and implementing the
required changes.
* Ensure collaborative working across all partner organisations and consensus decision making in
respect of holding the work groups accountable for delivery
= Secure and commit resources and agree and monitor their utilisation in line with agreed priorities
* Lead the communication of the work of the South Sector Local Health Economy to partner
organisations and staff
* Ensure that work that has already been undertaken is fully taken into account and that any differences
are identified and reconciled
* Agree how the work will be taken forward after the end of June
Quoracy * 4 CCG Chairs or nominated deputies
* 4 Provider CEs or nominated deputies
* NHS England Director or nominated deputy
NS, * Fortnightly
frequency
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Proposed resourcing plan

= Management input: Each CCG and Provider will contribute appropriate people to
participate (as required) in the Programme Board, Clinical Board and Financial sub-
group, act a co-chairs and participate in the Programme Management Group. The Co-
Chairs will work with McK/CF to develop agendas and content for meetings, chair
meetings, engage with group members outside meetings to ensure most productive use
of meetings.

= Admin support and venue costs will be covered by Eastern Cheshire CCG and an
appropriate share of the costs would be invoiced to all partners.

"  Cost of patient reps attending meetings: Each CCG will pay for their own patient rep

McKinsey & Company | 11
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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. An update on the CCGs Hypertension Campaign
2. An update on the Health Economy Resilience Group

What are the likely impacts and/or implications?

The CCG is required to have adequate resilience arrangements in place

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: Ranijit Gill

Presented by: Gaynor Mullins

Meeting Date: 14 May 2014

Agendaitem: 13
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3.0

Chief Operating Officer Update
Purpose

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

Hypertension Campaign

The CCG working with public health colleagues is running a campaign
on High Blood pressure. The campaign is aimed at 40-74 year olds
who have not had a blood pressure check in the last 5 years. We know
that there are at least 15,000 people in this group in Stockport. High
blood pressure causes heart attacks, strokes and other serious health
problems but many people do not know they have got it. If people know
that they have high blood pressure by making simple lifestyle changes
they can reduce their risk significantly.

The first stage of the campaign was the installation of seven Well Point
Kiosks which check height, weight, percentage body fat and blood
pressure and let people know if they are at risk of developing heart
disease. All the information is automatically sent to the GP alongside a
print out or email. The kiosks are sited in Central Library, Brinnington
Library, Stockport Council’'s Fred Perry House, Offerton Community
Centre, Bridgehall Community Centre, Stepping Hill Hospital and
Stockport Homes head office.

The main campaign launched on 28" April in Mersey Way shopping
centre. This was a week-long event where people were provided with
blood pressure tests and lifestyle advice. The next stage will be to take
this out as a roadshow to workplace and community venues.

Health Economy Resilience Group

Stockport CCG provide a 24/7 emergency capability to assume
coordination of NHS resources locally and provide a route of escalation
in the health economy in compliance with both the NHS England
Emergency Preparedness Framework 2013 and requirements as set
down by NHS England Greater Manchester. As part of an integrated
incident management training programme, during 2013/2014 all on-call
Stockport directors completed training in incident response procedures
based upon the Stockport Incident Response Plan. In addition, all on
call personnel and key administrative support staff completed training
in managing an Incident Coordination Centre in support of incident
response.

Following the change in Business Continuity Standard from BE25999
to ISO 22301Stockport CCG is undergoing a complete review of
business continuity planning to meet the new standard. An agreed
Business Continuity Management (BCM) policy is in place and work
approaches completion with a detailed analysis of key CCG activities
and BCM plan completion for the first / second quarter of 2014.





4.0

Taking into account the completion of the BCM review Stockport CCG
achieved an overall compliance score of 95.9 % in February 2014
against the National Emergency Preparedness Resilience and
Response (EPRR) core standards.

NHS Stockport CCG co-ordinate a local Health Economy Resilience
Group which reports to the Local Health Resilience Partnership. The
main functions of this are:

e To provide a link between the GM Local Health Resilience
Partnership (LHRP) and local health economies, including acute
trusts to ensure a robust communication conduit to inform on issues
related to risk, emergency preparedness, resilience and response
(EPRR).

e To provide a forum for all NHS partners in the Stockport health
economy relating to the development and maintenance of
emergency preparedness, resilience and response (EPRR).

e To provide a forum to collaborate, consult, share and disseminate
information on EPRR issues within or affecting the Stockport health
economy.

e To provide assurance to all partners in relation to EPRR
preparedness

e To provide support to the response capability in the event of an
ongoing emergency or critical incident within or affecting the
Stockport health economy.

e To act as an operational and tactical working group for the LHRP in
implementing strategic health policy or direction’

The CCG is currently finalizing the Terms of Reference with NHS
England GM Area Team, and clarifying the responsibilities that the
CCG has as a Category 2 responder. Once finalized the CCG will
bring the Stockport Incident Response Plan for sign off by the CCG
Governing Body.

Action requested of the Governing Body

1. To note the report.
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Executive Summary

This Pre-Consultation Business Case demonstrates that the case to transform Health and Social Care across
Greater Manchester (GM) is overwhelming.

Greater Manchester has a vision:

©

For Greater Manchester to have the best health and care in the country

We all want the best care for ourselves and our families. In some places and services, people already receive
the best possible care available. In others, the care does not meet the standards we expect, never mind the
best available. The cost of poor quality care is counted in lost and damaged lives. Sometimes poor care is a
symptom of a system struggling with financial challenges, and because we do not have the specialist
workforce that is needed. This should change, and this change needs to begin straight-away.

We believe that we should offer the best care to everyone, irrespective of where they live, to a consistently
high standard. This Pre-Consultation Business Case articulates how we believe this should and can be
achieved, within the resources that are available, transformation is required across health and social care.

Work to reshape community-based care is already underway — integrated health and social care, further
stimulated by the Better Care Fund, is an emerging reality in every borough. However, it needs to go further,
supported by improvements in primary care, with greater access to GPs and a range of services moving from
the hospital setting into the community.

A range of acute hospital services — Urgent, Emergency and Acute Medicine, General Surgery and Children’s
services — currently have highly variable standards and outcomes for patients, and are challenged with
shortages of specialist staff and constrained resources. These services would benefit greatly from a new model
of care, with the formation of shared, single services across larger geographical footprints, raising the
standards in all hospitals, and concentrating the specialist workforce in delivery of the most specialised
services into fewer places.

GM has a population of ¢2.7 million, and growing. The economic powerhouse of the North of England, GM
seeks to become an economically sustainable city region where all can benefit from success. Health and well-
being, and the health and social care services that support it, are crucially important to the achievement of
this ambition. The population of GM is not as healthy as it could be, and there are wide health inequalities
within GM and between GM and much of the rest of the country. The male life expectancy gap in GM is 14.9
years — the difference between the most deprived and least deprived area - and the female life expectancy gap
is 12.5 years, with major gaps within each borough, often only a mile or two apart. Not only does this limit life
and opportunity, it stores up future demand for services.

Primary Care services, GPs in particular, are very often the gateway to health and social services, and the
principal source of trusted advice for patients. Like other services Primary Care is under the pressures of an
ageing population, more people living with long-term and complex conditions, and increasing demand. There
are significant issues in terms of future workforce, estate and the ability to harness new technologies.





(@ Healthier Together

A review of in Greater Manchester

Reform of primary care services is the cornerstone to a changed health and social care system. Improved
access, improved and more consistent quality, better deployment of technology and increased capacity within
primary care all need to progress at scale.

Reform of our community, primary and social care services will enable us to achieve our key objective to
support people and communities to be well, independent and in control of their lives.

The health and social care system is hugely complex and people move in and out, and between different parts
of it, at different times in their life. Reviewing the contribution of the health and social care system to the
achievement of the ambition for GM requires a whole system, rather than an organisational or single agency
approach.

Evidence from our engagement work to date, and also national evidence, suggests that people do not feel like
the health and social care system puts them in control of their lives, and the health and social care system is
lagging behind patients and families expectations.

In the light of future growth in demand and actual or relative reductions in budget, the current health and
social care system is unaffordable. Current projections estimate a £742 million funding gap across Health and
a further £333 million gap in social care, a total gap of more than £1 billion out of a current spend of £6 billion
across GM.

A radical change is required to deliver a reduction in demand for services as well as enabling increased
investment in proactive public health. This will enable people to stay healthier and independent for longer and
also reduce reactive, unplanned demand on health and social care services. Such a transformational reduction
in demand requires a significant change in the way public services support people.

Though change has already begun, and locally based integration of health and social care services are
gathering pace, further work is required to ensure change happens quickly and at scale, as in particular the
current strains on social care budgets risk reducing current provision and putting even greater pressures on
health services.

As well as the need to address the causes of demand, and improvements in community-based services, our
hospital services largely continue to operate in the same way as they did in the last century, despite the
changing face of the population and technology. GM is currently served by 10 acute hospitals across the
conurbation®. Some of these hospitals are amongst the best in the country, delivering excellent outcomes for
patients. However, some hospitals have considerably poorer outcomes, for example in emergency surgery,
with twice the mortality if you are treated in some places compared to the best. And no hospital meets the
expected GM quality and safety standards across all services.

Furthermore, there is a chronic shortage of specialist clinicians in many areas. With increasing demands and
financial challenges it is clear that the current configuration of hospitals cannot meet the challenge on clinical
quality, nor is it financially sustainable.

So there is a stark choice between individual organisational failures, followed by forced reconfiguration from
outside, or a strategy of planned change owned and delivered within GM.

In recognising that nothing less than whole system reform is needed, NHS Leaders and Local Authority leaders
agreed the following framework in February 2013.

! Excluding urgent care centres and other minor hospitals
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The future health and social care system will look substantially different. Improved quality of health care for
GM residents will be underpinned by the following key principles of a new system:

e People can expect services to support them to retain their independence and be in control of their
lives, recognising the importance of family and community in supporting health and well being

e People should expect improved access to GP and other primary care services

o Where people need services provided in their home by a number of different agencies they should
expect them to be planned and delivered in a more joined up way

o When people need hospital services they should expect to receive outcomes delivered in accordance
with best practice standards with quality and safety paramount — the right staff, doing the right
things, at the right time

e Where possible we will bring more services closer to home (for example there are models of Christie
led Cancer services delivered from local hospitals)

e For a relatively small number of patients (for example those requiring specialist surgery) better
outcomes depend on having a smaller number of bigger services

e Planning such services will take account of the sustainable transport needs of patients and carers

e This may change what services are provided in some local hospitals, but no hospital sites will close.

Source: Papers from Association of Greater Manchester Authorities (AGMA) Executive, 22 February 2013

For hospital services, the development of shared, single services, working across organisational boundaries on
a bigger footprint, can deliver better patient outcomes, better patient experience, make best use of the
limited specialist workforce, and deliver significant efficiencies. This approach will safeguard the future of all of
our hospitals and Emergency Departments (ED’s) and is a highly desirable outcome for our patients. The better
use of resources will mean funds can be reinvested in the improvements in community-based care that can
keep people independent, and less likely to require emergency care — creating a virtuous circle across the
system. The alternative will create the opposite scenario — so the imperative is to act — and with some
urgency.

“The unanimous opinion of

the NCAT panel is to strongly
undertook a formal review of the model of care. Following the panel, the support the programme and

In 2013 a panel of National Clinical Advisory Team (NCAT) members

NCAT team endorsed the model of care and expresses support for the to give clinical assurance

ambition and scale of the programme. It was the opinion of the panel that that the programme can
proceed to public

the programme offers an approach and modelling that is an exemplar for oy
consultation”,

the NHS and partners as we grapple with improving safety, value and

sustainability in financially more austere times.

We believe the case to make the changes outlined is overwhelming. We believe that we should now consult
the public on our proposals in order that we can begin the work needed to transform health and social care
services across GM. Therefore our key messages are:

Help us to improve our ideas by telling us what you think;
Better access to GPs;

Saving more lives by improving quality;

The best health care for you, your family and your neighbour





Foreword by Clinical Commissioning Groups

As the clinical leaders of Greater Manchester we intend to change Greater Manchester's NHS so that it helps
people to stay well, and provides the best health and care every time people need it. In future, in common
with other countries with better health outcomes, much more care will be delivered by a high quality,
responsive, easily accessed primary care led system, and when it is needed specialist care in hospitals will be
reliably and consistently excellent.

At the moment our NHS often provides excellent care, but it hasn't been designed to help people to stay well,
prevent ill health and it doesn't provide the right care consistently every time to everyone who needs it. Too
often people suffer ill health when it's avoidable and experience care that's less effective than it should be,
whether in general practice, community nursing, social care or hospital. The health of Greater Manchester's
people is by many measures the worst in England.

Greater Manchester is changing; with vibrant communities and a growing population but with people living
longer with ill-health than elsewhere in England. More people are living with multiple long term conditions like
high blood pressure, asthma, diabetes, kidney, lung, heart and circulatory conditions than ever before. We
also know that in Greater Manchester there are thousands of people with these and other conditions, which
cause serious and preventable damage, that haven't been detected.

Such conditions can now be detected much earlier. By changing our NHS so that it proactively helps everyone
to prevent conditions like these from developing, by detecting them much sooner if they happen, and making
hospital care reliably excellent when it's needed, we can together change Greater Manchester from having
"some of the poorest health outcomes" in England to having the best health care in England.

In response to the wider economic climate, our public services in Greater Manchester face unprecedented
pressures to ensure that every pound is spent efficiently to provide the best outcomes for every patient.
Greater Manchester has a good record of changing to meet these extra demands with many improvements in
outcomes for patients. However, too much of our current system was designed for the last century when
preventing ill-health and early detection of conditions wasn't as effective, and we had to rely heavily on
hospital services.

We are fully committed to leading the Healthier Together programme and endorse the Pre-Consultation
Business Case which makes the case to commence a public consultation to seek people’s responses to help
design our future services. These changes will ensure that health and care services are provided to ensure high
quality, safe, accessible and sustainable for us now and our future patients and communities.

Dr. Wirin Bhatiani NHS Bolton CCG

Dr. Kiran Patel NHS Bury CCG

Dr. Mike Eeckelaers NHS Central Manchester CCG
Dr. Chris Duffy NHS Heywood, Middleton & Rochdale CCG
Dr. Martin Whiting NHS North Manchester CCG
Dr. lan Wilkinson NHS Oldham CCG

Dr. Paul Bishop NHS Salford CCG

Dr. Bill Tamkin NHS South Manchester CCG
Dr. Ranjit Gill NHS Stockport CCG

Dr. Alan Dow NHS Tameside & Glossop CCG
Dr. Nigel Guest NHS Trafford CCG

Dr. Tim Dalton Wigan Borough CCG

Members of the Association of GM Clinical Commissioning Groups
Voting members of the Healthier Together Committees in Common





Legal background of the Committees in Common (CiC)

The Healthier Together Committees in Common (HTCiCs) are consulting on behalf of the 12 CCGs in Greater
Manchester. They are mindful that the CCGs’ legal duties to consult are twofold.

First a CCG must involve the publicin

(a) the planning of commissioning arrangements

(b) the development and consideration of proposals for changes in the commissioning arrangements
(c) decisions of the CCG affecting the outcome of the commissioning arrangements.

S.1422 of the National Health Service Act 2006

Secondly a CCG must consult a local authority if the CCG is considering any proposal for substantial
development of the health service in the area of the local authority or for a substantial variation in the
provision of such service.

Section 244 of the National Health Service Act 2006 and the Local Authority (Public Health, Health and Wellbeing
Boards and Health Scrutiny) Regulations 2013.

Additionally the CCGs and HTCiCs will comply the Secretary of State’s four tests for service change:

- support from GP commissioners;

- strengthened public and patient engagement;

- clarity on the clinical evidence base; and

- consistency with current and prospective patient choice.

The Pre Consultation Business Case is part of the process by which the CCGs are engaging with the public and
local authorities before formally consulting them. Before and during the consultation the CCGs and HTCiCs will
be mindful of the need for an open mind about any proposals. An open mind does not mean an empty mind.

The CCGs and the HTCiCs (by their officers) may, quite properly, have formed a provisional view or “be minded
to” take a particular course subject to the outcome of the consultation.
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Foreword by Senior Responsible Officers

Greater Manchester (GM) is leading a collective effort to deliver an ambitious public service reform agenda
and secure economic growth. We want GM to be known as a city region where all people benefit from
increasing prosperity and opportunity. Our ambition is for everyone living in GM to receive a consistently high
quality of care, based on agreed standards, and improved outcomes.

We know health and social care expenditure accounts for £6bn (nearly one third) of public sector expenditure
in GM per year. This scale of spending is unsustainable given the financial challenges to the NHS and local
authorities in the light of current demographic changes and reducing budgets. Too great a proportion of these
resources are currently focused in response to acute need and avoidable crises.

We have ensured the programme has been led in line with best practice and has sought to engage with many
stakeholders throughout the last 2 years. The pre-consultation business case brings together the key structural
and legislative documents required to embark on the most ambitious programme of improvement and change
to healthcare GM has experienced.

&Q\g /W (M~ M RA__

Steven Pleasant & Su Long lan Williamson Rob Bellingham
Lead Chief Officers Senior Responsible Officer Senior Responsible Officer
Integrated Care In Hospital Primary Care

12





Foreword by Medical Director

The pre-consultation business case sets out the background to the Healthier Together programme, why we
believe change is necessary, and what changes we are proposing.

Our population is growing and becoming older, which means that we have to manage an increase in the
number of people living with long term conditions and subsequently increased demand on the NHS and social
care services. Treatments for other diseases are improving, so there are also many more people surviving
following treatment of cancer for example. Meanwhile, illnesses related to our modern lifestyles such as
obesity are adding to the disease burden. We have changed many services in GM which highlights how well
planned change improves outcomes for patients and communities.

We have spent many months listening and talking to people in every locality of GM. We have heard that many
people are unhappy with the care they currently receive. Access to GPs can be frustrating and people often
aren’t given enough support with managing long-term conditions. Many people attend EDs because they are
unclear what other services are available to them; especially in the evening and at weekends. Many patients
end up in hospital unnecessarily and stay for a number of days. Within hospitals, we know that quality of care
is variable and inconsistent, with people admitted at weekends having poorer outcomes because of staff
shortages. These variations in patient outcomes and experiences are the most compelling reason for changing
our services to meet the needs of our patients now and the needs of future generations. We want to make it
better for the population of GM.

We also know that medical technology is advancing rapidly, and we’re getting better at providing world class
care in specialist centres for example major trauma and stroke where we are working to save more lives by
improving quality. GM has some of the UK’s most specialist medical technology. In addition, clinicians
themselves are becoming more specialised. It makes sense for these specialist clinicians to work together in
larger teams, so they can build on each other’s expertise and patients can be assured of access to specialised
care at all times.

Combined these factors present a compelling case for change in how we deliver health and social care. Our
clinicians and other stakeholders have developed comprehensive cases for change, stated a vision of the
quality and safety standards that the NHS in GM should provide, and proposals for how we can achieve it
against measurable quality and safety standards.

Our proposals are based on developing Community Based Care, so that patients can more easily access a
broad range of good quality, localised care services with their GP practice co-ordinating services. Alongside
this, we are proposing to centralise specialist services on fewer sites, so we can ensure that those who do
need to attend hospital can always access the best quality care.

We propose to maintain most services on all local sites, but by centralising particular services and developing
out of hospital care, we believe we can deliver the highest quality care to the greatest number of people.
Clinical outcomes will improve, patient and staff experiences will improve, and our services will become more
financially sustainable, making the NHS and social care services fit to serve GM for many years to come.

Chs @mc&g ,

Dr Chris Brookes Programme Medical Director, FDSRCS (Ed), FRCS (Eng), FFAEM, FFSEM (UK & Ireland)
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1.0 Introduction and background

The aims of this pre-consultation business case (PCBC) are to;

e make the case for changing health services in Greater Manchester;

e describe the Future Model Of Care and how it has been developed;

e give detail of the pre consultation engagement that has been undertaken with the public, clinicians,
staff and other stakeholders in developing the Future Model of Care; and

e make the case to commence a public consultation entitled ‘Healthier Together: A review of health and
care in GM’.

This consultation will present proposals for changes to the way that secondary care, hospital based services
are provided in GM. These changes are aligned with the further development of primary care and integrated
health and social care changes across GM (Community based care). This PCBC contains an overview of
proposed changes to in hospital services and enhancements to community based care services.

The PCBC seeks to demonstrate compliance with the Department of Health four tests which include:

=  Support from GP commissioners;

= Strengthened public and patient engagement;

= (Clarity on the clinical evidence base; and

= Consistency with current and prospective patient choice.

This document builds upon a significant period of pre-consultation engagement initiated on 1* February 2012
seeking a whole system approach to reviewing health and care in GM. The pre-consultation business case
summarises key documents that have been approved and endorsed during the programme and seeks to make
a clear recommendation to commence a public consultation.

1.1 Introduction to GM

GM is a metropolitan county in North West England, with a population of 2.8 million. It spans 493 square miles
(1,277 km?), is landlocked and borders Cheshire (to the south-west and south), Derbyshire (to the south-east),
West Yorkshire (to the north-east), Lancashire (to the north) and Merseyside (to the west). There is a mix of
high density urban areas, suburbs, semi-rural and rural locations, but overwhelmingly the land use is urban.

Fig 1: Location of Greater Manchester

Greater Manchester

H it -

Source: GM Local Transport Plan 2011-16 p.7
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It encompasses one of the largest metropolitan areas in the United Kingdom and comprises of ten
metropolitan boroughs: Bolton, Bury, Oldham, Rochdale, Stockport, Tameside, Trafford, Wigan and the cities
of Manchester and Salford (Figure 1). It should be noted that Glossop is included within the proposals as
recognised by the Tameside and Glossop CCG boundaries. It has a focused central business district, formed by
Manchester city centre and the adjoining parts of Salford and Trafford, but GM is also a polycentric county
with ten metropolitan districts, each of which has at least one major town centre and outlying suburbs. The
GM Urban Area is the third most populous conurbation in the UK, and spans across most of the county’s
territory. This presents a significant challenge to public services.

Population growth and change

After declining throughout the 1980s and 90s, GM’s population is now one of the fastest growing in the UK.
The 2011 census revealed that the number of people living in the conurbation grew by 6.6% over the last
decade. The strongest growth has been experienced in the regional centre, with the City of Manchester
experiencing growth of 19% over the decade. The demographic profile of GM is also fundamentally changing.
The changes are occurring because of migration, both from overseas and from other parts of the UK, and
because people are generally living longer.

In line with the overall ageing of the UK population the average age of a GM resident has increased slightly
since 2001; in 2011 it was just under 38 years. Age profiles do differ between districts however, for example in
the City of Manchester over half of the population is aged under 30, compared to 38% for England & Wales.
Stockport has the oldest population within GM with 18% of residents aged over 65. The overall trend is an
ageing population; a bulge in the demographics, widely known as the baby boom generation, and
improvements in treatments has resulted in a dramatic ageing of the overall population and a substantial
increase in people living with long term conditions.

GM'’s growing and changing population structure presents significant opportunities, however there are also
large challenges. An ageing population, concentrations of unemployment, low skills and changes to the
welfare system mean that demand for public services such as; education, health and social care has increased.

1.2 Context of GM

The Great Manchester Strategy (2013-2020) sets out a clear and ambitious vision for GM; to secure long-term
sustainable growth and fulfil its economic potential, ensuring that residents are able to contribute to and
share in that prosperity and enjoy a good quality of life. A key part of this is identifying, jointly investing in and
tackling, the profound problems GM continues to face; these require collective focus on transformational
actions, delivered collaboratively.

Significant achievements have been made since 2009, including the establishment of the UK'’s first Combined
Authority and the Local Enterprise Partnership in GM, agreement of the first City Deal and piloting new ways
of delivering public services through GM’s status as a Whole Place Community Budget Pilot.

A crucial component of the GM strategy (GMS) relates to health and social care. The health and social care
system in GM comprises nearly one-third of public service spend in the conurbation. There have been
significant improvements in services in recent years but too many people are still in receipt of fragmented
services and are not receiving best in class outcomes. Demand is increasing in part as a consequence of
medical advances and the aging population, and the system increasingly appears financially unsustainable.
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The GMS recognises a need to respond to the increasing pressure on services for the elderly, frail and
vulnerable by exploring radical and innovative models for the provision of integrated health and social care,
and securing the best outcomes from acute services. In addition it addresses the need to target public health
care interventions in an evidenced and effective way to reduce the number of people requiring those services
in the first place and stem the flow of demand.

The GMS stipulates that GM requires a clinically led transformation of acute services that delivers better
outcomes, and a whole system leadership commitment to the reduction in unplanned admissions to hospitals
and other care institutions. These twin objectives are interdependent and require exceptional cross sector
leadership. The GMS acts as the strategic driving force to link other key areas of reform including:

= Health and Social Care;

= Early Years;

=  Complex Families;

= Transforming Justice, and;
=  Worklessness and Skills.

It is against this backdrop of public sector reform that the case is made for significant changes to health and
social care services.

Health and Care inequalities

Significant inequalities in health are present within GM. All CCGs in GM have deprived populations and, as a
whole, the population of the GM CCGs is generally more deprived when compared with the England average;
36% of local areas rank in the most deprived 20% nationally (Fig 2).

Fig 2: GM 2010 Indices of Multiple Deprivation

Lower level SOA by IMD rank

1= most deprived;
32,482= least deprived in England

Source: Manchester State of the City report 2011/2012, p26

Gaps in health outcomes exist between the most and least deprived populations within the GM area. The
Index of Inequality (2006-10, Public Health England) analysis of life expectancy patterns within GM shows that:

= 6 of the 10 GM local authorities have significantly higher levels of internal inequalities in life expectancy
than the England average; no GM CCG has lower than average levels of internal inequalities.
= The male life expectancy gap in GM is 14.9 years — the difference between the most deprived area in
Heywood, Middleton & Rochdale CCG (68.9 years) and least deprived area in Stockport CCG (83.8 years).
= The female life expectancy gap in GM is 12.5 years — the difference between the most deprived area in
Bolton CCG (74.8 years) and least deprived area in Trafford CCG (85.7 years).
16





Across the GM health economy, as in the rest of the country, rates of death from circulatory diseases,
including stroke, coronary heart disease, and cancers, particularly lung cancer have fallen over recent years
(Fig 3). However, despite these reductions, rates of death for these diseases across the GM health economy
remain at or above the regional and national averages. Furthermore, that gap is, in some cases, widening
rather than closing as local areas fail to keep pace with the reductions in disease experienced across the rest of
England. Although mortality rates are falling, incidence rates for cancer are rising - in 2010 more than 13,800
people across GM were diagnosed with cancer, a 35% increase over 20 years.

Please note this data is provided by the Health and Social Care Information Centre which for health economies is refreshed periodically. It has not been

refreshed since April 2013, since the inception of CCGs. The data shown is the most up to date relevant available.

Fig 3: Mortality rates, various causes, 1993-2010, all persons aged under 75

Mortality rates from all circulatory, all cancer and lung cancer, aged <75

e England - Circulatory NW - Circulatory e GM - Circulatory
=== England - Cancer === NW - Cancer GM - Cancer
------ England - Lung Cancer «+e++« NW - Lung Cancer GM - Lung Cancer

250

Directly Standardised Mortality Rate per 100,000
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Year

Source: Health and Social Care Information Centre
Analysis shows that across the GM health economy:

= Local Authorities within the GM area all have mortality rates above the England average, with the
exception of Stockport and Trafford which are similar to the average. In addition, the areas covered by
Manchester, Salford, Heywood, Middleton & Rochdale, Oldham, Wigan, Tameside & Glossop and Bolton
CCGs have mortality rates above the North West regional figures (Fig 4).

= Data suggests that around 22,000 potential years of life are lost a year across GM as a result of higher than
average all-cause mortality (Fig 5), this equates to about 1,600 additional deaths each year.

= Data suggests that of these, around 14,000 potential years of life are lost a year across GM as a result of
causes that are considered amenable to healthcare.

= The rate of reduction in deaths across GM is lower than the national average (Table 1).
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Fig 4: Standardised mortality rates, all causes, 1993-2010, all persons aged under 75
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Table 1: Year on year % change in mortality rate from all causes, all persons aged under 75

Long term change
(1993-2010)

Last 10 years
(2000-2010)

Last Syears
(2005-2010)

GM -1.9% -2.1% -2.2%
North West -2.0% -2.1% -2.2%
England -2.1% -2.4% -2.4%

Source: Health and Social Care Information Centre
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Further analysis of each GM local authority compared to England averages in key areas shows an overall poor

position for GM (Table 2).

Table 2: GM Local Health Profiles compared to England Average

Comparison to England average
Local Child Year 6
Authority General L nridren . Life expectancy gap. most children
Deprivation livingin | Life expectancy .
health and least deprived areas classed as
poverty
obese
Rochdale Generally Higher than 12,815 Lower for men | 11.6 years lower for men. 20.7%
worse average. and women 9.9 years lower for women
Trafford Better Lower than 6,860 Higher for | 10.6 years lower for men. 16.4%
average women 5.7 years lower for women
Wigan Mixed Higher than 12,110 Lower for men | 11.1 years lower for men. 19.3%
average and women 8.0 years lower for women
Tameside Generally Higher than 10,625 Lower for men | 10.4 years lower for men. 19.7%
worse average and women 8.8 years lower for women
Stockport Mixed Lower than 8,605 Similar for men | 11.3 years lower for men. 16.5%
average and women 8.9 years lower for women
salford Generally Higher than 13,125 Lower for men | 12.1 years lower for men. 23.1%
worse average and women 8.2 years lower for women
oldham Generally Higher than 14,400 Lower for men | 11.1 years lower for men 17.3%
worse average and women 10.3 years lower for women
Manchester Generally Higher than 36,155 Lower for men | 10.8 years lower for men. 23.7%
worse average. and women 7.1 years lower for women
Bury Mixed Lower than 7,045 Lower for men | 10.8 years lower for men. 20.2%
average and women 8.0 years lower for women
Il High h L f 13. .
Bolton Generally igher than 13,775 ower for men | 13.5 years lower for men 21.2%
worse average and women 11.3 years lower for women

Source: 2012 Local Health Profiles, AHPO

It is clear that the health of the GM population is not as good as it should be. GM has poorer outcomes than

the England average in many areas and significant variation both across and within the 10 Local Authorities.
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Deeper analysis taken from the Local Health Profiles (Table 3) suggests that the ten largest gaps in health
outcomes between the most and least deprived populations within the GM area are:

Table 3: Key health inequalities identified in the Local health Profiles

1. Liver disease Those in the most deprived areas are 8 times more likely to die prematurely
compared to those in the least deprived areas

2. Mental health | Those in the most deprived areas are 6 times more likely to experience

and wellbeing extreme anxiety and depression compared to those in the least deprived
areas
3. Diabetes Those in the most deprived areas are 4 times more likely to die prematurely

compared to those in the least deprived areas

4. Quality of life | Those in the most deprived areas are 3 times more likely to be experiencing
extreme pain and discomfort than those in the least deprived areas

5. Infant Babies in the most deprived areas are 3 times more likely to die than those in
mortality the least deprived areas

6. Coronary Those in the most deprived areas are 3 times more likely to die prematurely
heart disease than those in the least deprived areas

7. Lung cancer Those in the most deprived areas are 3 times more likely to die prematurely

than those in the least deprived areas

8. Stroke Those in the most deprived areas are 3 times more likely to die prematurely
than those in the least deprived areas

9. Child health Those in the most deprived areas are 2.5 times more likely to die than those
and wellbeing in the least deprived areas
10. Accidents Those in the most deprived areas are twice as likely to die compared to those

in the least deprived areas

Source: Local Health Profiles, April 2012, AHPO

1.2.1 Population Health

Ill health presents a burden to the economy; costs, as well as lives, could be saved through preventing ill
health. For example cardiovascular diseases cost the health care system in the UK around £8.6 billion in 2009.
This represents a cost per head of population of £141. The cost of hospital care for people who have
cardiovascular diseases accounts for 50% of these costs, whereas 23% of the cost is due to drugs. Therefore
across GM, hospital care for cardiovascular disease costs approximately £182million (British Heart Foundation
Health Promotion Research Group, 2012).

The annual cost of mental ill health to employers in the UK is significant, estimated at £25.9 billion in 2006 or
£28.3 billion at 2009 pay levels. The National Institute for Health and Clinical Excellence (NICE) estimates that
the annual cost of mental ill health to an organisation with 1000 employees is estimated to be £835,355 and
improving the management of mental health in the workplace, including prevention and early identification of
problems could produce annual savings of £250,607.
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Across GM there are approximately 1,240,000 people in employment (ONS, 2011); a rough approximation is
that early identification of mental ill health problems could produce savings of £300million.

Lifestyle behaviours such as smoking, higher risk drinking, unhealthy diets and lack of physical activity are a
major contribution to the poor health outcomes and inequalities in health experienced in GM. Research by
Cancer Research UK suggests that 42% of cancers could be prevented by changing lifestyles. Data from Public
Health England (PHE) suggests that 2,200 (18.6%) deaths could be saved each year across GM if every person
achieved the “5 x 30 minute” physical activity recommendation. Evidence from the Kings Fund suggests that
while the proportion of the population engaging in unhealthy behaviours is declining; they are doing so fastest
in the least deprived populations leading to widening inequalities.

Lifestyle behaviours also present a burden to the economy, and costs as well as lives could be saved. The
annual cost of smoking in GM is £816.3 million. This is as a result of early deaths due to smoking, the costs to
the NHS, sick days and loss of productivity, the cost of smoking related fires and of cleaning smoking materials
litter. The duty brought in from the money spent on tobacco products across GM is £666.4million, which
leaves a funding gap of £150.1million (Ash, 2013). The total cost to the NHS alone of smoking in GM is an
estimated £160 million per year.

It costs the NHS nationally approximately £2.7 billion a year to treat the chronic and acute effects of drinking
alcohol, but the wider costs to society are much larger and were estimated by the National Social Marketing
Centre to be £55.1 billion in 2007. Local Alcohol Profiles for England show that GM has a significantly higher
rate of incapacity claimants whose main medical reason is alcoholism, (201 per 100,000 compared to an
England rate of 104 per 100,000). This indicates that alcohol causes a major economic loss to GM by
considerably contributing to increased worklessness, with greater costs for welfare and treatment services in
the area.

1.3 Context and scope of major service transformation across GM

On receiving the GM Whole Place Community Budget Pilot, both the Association of GM CCGS (in shadow form)
and Association of Greater Manchester Authorities (AGMA) recognised that the GM Health and Social Care
system is not financially viable for the NHS or Local Authorities unless all can take steps to support people to
retain their independence and control, and reduce at scale the number of avoidable admissions into hospitals
and residential care for those who would do better if cared for at home. Such work is consistent with broader
GM Public Service Reform objectives of promoting independence and resilience and reducing demand for
services.

The AGMA Executive on February 22" 2013 working with partners from CCGs, Acute Trusts and NHS England
(GM), agreed the following framework.

“The future health and social care system will look substantially different. Improved quality of health
care for GM residents will be underpinned by the following key principles of a new system:

e People can expect services to support them to retain their independence and be in control of their lives,
recognising the importance of family and community in supporting health and well being

e People should expect improved access to GP and other primary care services

e Where people need services provided in their home by a number of different agencies they should
expect them to planned and delivered in a more joined up way.

e When people need hospital services they should expect to receive outcomes delivered in accordance
with best practice standards with quality and safety paramount — the right staff, doing the right things,
at the right time.

o Where possible we will bring more services closer to home (for example there are models of Christie led
Cancer services delivered from local hospitals)
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e For a relatively small number of patients (for example those requiring specialist surgery) better
outcomes depend on having a smaller number of bigger services.

e Planning such services will take account of the sustainable transport needs of patients and carers.

e This may change what services are provided in some local hospitals, but no hospital sites will close”

This framework has proved invaluable in ensuring that the different elements of health and social care reform
across GM are recognised as mutually dependent and are framed in terms of the experience of local people.

1.3.1 Programme Alighment

In the light of the above framework, partners across GM have worked to ensure that GM wide programmes
align in a way that offers support and value to local areas in a co-ordinated way. Broadly, there are three key
reform programmes that have come together.

Local Models of Integrated Care (Part of Community Based Care)

Work on supporting the development of new models of integrated health and social care across GM largely
grew out of the GM Community budget programme, which at its heart was about testing new models of public
sector finance by ensuring new service models were framed as investable propositions. A robust
understanding of cost and benefit across a system creates incentives for all partners to prioritise preventative
intervention over reactive and unplanned spend.

From April 2013 this work was formalised through the resourcing of GM wide coordination and clinical
leadership capacity. Progress had been made on the development and implementation of models of
integrated care locally, with all 10 localities in GM developing new service models, implementation plans and
pilot projects.

To support local working, capacity dispersed across the system has been brought together as a GM Integrated
Care Programme. The programme is an enabler set up to facilitate the development and delivery of locally
owned and locally driven ambitious, robust and viable plans for providing high quality community based care,
in line with GM health and social care reforms (as part of the wider Public Sector Reform programme) and the
GM Primary Care Commissioning Strategy.

Primary Care (Part of Community Based Care)

Following the formal establishment of NHS England in April 2013, the NHS England GM Local Area Team (GM
LAT), working alongside local partners, initiated a programme of work to develop and implement an ambitious
5 year strategy for transforming Primary Care services in GM.

The programme is led by clinical and management leaders in NHS England working alongside leaders in the 12
GM Clinical Commissioning Groups (CCGs). The programme also relies on extensive on going engagement with
local GPs, optometrists, dentists, pharmacists, local clinical networks, Local Medical Councils, Local
Optometrists Councils and Local Dentistry Councils, the GM Health and Well Being Board and the GM
Overview and Scrutiny Committee.

22





The programme was structured in two parts.

e Phase 1 Strategy Development: A robust and comprehensive strategy was developed outlining 5 key
commitment areas, the measures to be adopted and the desired future state of Primary Care in GM.
An extensive engagement exercise took place to test the strategy including a large scale Primary Care
Summit in September 2013 which also included patient representative. This phase also saw the
introduction of a programme of Demonstrator Communities, described in detail in Section 3.2.2. The
strategy was formally ratified in January 2014.

e Phase 2 Strategy Implementation: Following the formal adoption of the GM Primary Care strategy by
the Area Team and the Association of CCGs, the Primary Care Transformation programme was
initiated to facilitate effective implementation and ensure the outlined demonstrable benefits and
target outcomes are achieved. The programme has three key objectives:

o Objective 1: Support the GM localities and NHS England in developing and implementing
locally appropriate ambitious, robust and viable models for delivering services in Primary Care
in line with the Primary Care Strategy; Community based care standards; the in-hospital future
model of care and all other local and national programmes.

o Objective 2: Ensure the enabling infrastructure for implementing the Primary Care strategy is
developed and operational to meet the needs of all stakeholder groups across GM.

o Objective 3: Liaise with all relevant Health and Social care reform programmes and
stakeholder groups in GM and nationally to ensure key messages are shared and
interdependencies are clarified and managed.

The Primary Care programme is designed to take into account:

*  The complementary roles of Clinical Commissioning Groups (CCGs) and NHS England in commissioning
and managing the delivery of services in Primary Care.

* The need to ensure that needs, plans and delivery models are determined locally.

* The Healthier Together programme and the significant interdependencies between developments in
Primary Care and the proposed transformation of acute services.

* The Integrated Care programme and its impact on how primary care services might be delivered
locally.

In Hospital scope

The in hospital programme scope has naturally evolved through the clinical redesign process and has
responded to national policy as it is published. At its meeting on 22" January 2014 the Healthier Together
Committees in Common endorsed the Terms of Reference.

The Committees in Common Terms of Reference define the scope and focus of the in hospital programme as:

e Urgent, Emergency & Acute Medicine;
e General Surgery; and
e Children’s and Women’s Services.

However, it is recognised that there are key services that are interdependent with the in scope services
included within the model:

e Anaesthetic Services;
e (ritical Care;
e Neonatal Services; and

e C(linical Support Services (e.g. Diagnostics).
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These services are intrinsically linked to the in scope services, however the extent of the dependencies may
vary. Therefore these services will be included in the new model of care, to the extent of their dependency,
and may be required to change to support it. Furthermore, it is recognised that other specialities and services
are not in the scope of the current programme. If it is found through consultation that other services and
specialties are interdependent or linked to the in scope services, these interdependencies will be further
appraised. Similarly, there may be other change programmes within out of scope services and specialties that
affect the proposed model of care. If this is the case, these impacts will be appraised.

These three programmes outlined overlap as suggested in Fig 6. At the point of intersection the programmes
have developed common programme gateways, combined programme products, a common engagement plan
and programme support.

Fig 6: GM Health & Social Care Reform
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Table 4 provides an overview of the current main health and care providers in GM:

Table 4: GM Health & Social Care Providers

Primary Care: GPs 503 GP Practices

Primary Care: Dentists 464 Dental contracts

Primary Care: Pharmacy 694 Pharmacy contracts

Primary Care: Optometrists 400 Total (292 practices & 108 domiciliary providers)
Secondary Care (Acute Hospital) Services Provider Hospital

University Dental Hospital

Royal Manchester
Children's Hospital

Royal Manchester Eye
Hospital

Manchester Royal

Central Manchester .
Infirmary

University Hospitals

NHS Foundation Trust |2t Mary's Hospital

Trafford General Hospital

Altrincham General
Hospital

Stretford Memorial
Hospital
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University Hospital
South Manchester NHS
Foundation Trust

Wythenshawe Hospital

Pennine Acute
Hospitals NHS Trust

Fairfield General

North Manchester

Royal Oldham

Rochdale Infirmary

Salford Royal NHS
Foundation Trust

Salford Royal

Bolton NHS Foundation
Trust

Royal Bolton Hospital

Wrightington, Wigan &
Leigh NHS Foundation
Trust

Royal Albert Edward
Infirmary

Leigh Infirmary

Wrightington Hospital

Stockport NHS
Foundation Trust

Stepping Hill Hospital

Tameside NHS
Foundation Trust

Tameside General Hospital

The Christie NHS
Foundation Trust

The Christie

Community & Mental Health Providers

Bridgewater Community Healthcare NHS Trust

Pennine Care NHS Foundation Trust

Greater Manchester West NHS Foundation Trust

Manchester Mental Health & Social Care Trust

5 Boroughs NHS Foundation Trust

Homes providing care

668

Homes providing care with nursing

331

The main commissioners for health and social care within GM include:

Table 5: Health and social care commissioners with GM

NHS Bolton Clinical Commissioning Group

Bolton Metropolitan Borough Council

NHS Bury Clinical Commissioning Group

Bury Metropolitan Borough Council

NHS Oldham Clinical Commissioning Group

Oldham Metropolitan Borough Council

NHS Heywood, Middleton & Rochdale Clinical
Commissioning Group

Rochdale Borough Council

NHS Salford Clinical Commissioning Group

Salford City Council

NHS Stockport Clinical Commissioning Group

Stockport Metropolitan Borough Council

NHS Tameside & Glossop Clinical Commissioning
Group

Tameside Metropolitan Borough Council

NHS Trafford Clinical Commissioning Group

Trafford Metropolitan Borough Council

Wigan Borough Clinical Commissioning Group

Wigan Metropolitan Borough Council

NHS Central Manchester Clinical Commissioning
Group

NHS North Manchester Clinical Commissioning Group

NHS South Manchester Clinical Commissioning Group

Manchester City Council
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1.5 Lessons learnt from previous transformations

GM has a proven track record of developing services for the benefits of patients and achieving major service
transformation. Furthermore, each locality has a rich history of achieving local enhancements to services in
direct response to public and patient need and national policy guidelines.

GM commissioners have transformed a number of services, this has allowed many lessons to be learnt, which
have been incorporated into the Healthier Together programme. Furthermore, a number of staff that worked
on previous large service transformation programmes have been instrumental in driving the Healthier
Together programme forward.

A summary of previous successful GM service transformations include:

= A New Deal for Trafford (2011-2013);

= Major Trauma Centre Collaborative (2012-2013);
= Healthy Futures (2007-2012); and;

= Making it Better (2004-2012).

The successful completion of these programmes has generated a significant wealth of experience including:

= Being the first service transformation programme to satisfy the Department of Health 4 tests for
reconfiguration (July 2010);

= Completion of 5 external National Clinical Advisory Team Reviews;

= Creation of 3 GM Joint Panels;

= The external public reference group involvement within the New Health Deal for Trafford being
recognised as a national example of good practice and;

=  Publication of a comprehensive ‘How To’ guide to service transformation (Based upon Making it
Better) sponsored by NHS England.

Headline lessons that were identified and have been specifically included in the planning for Healthier
Together include:

= The need to engage with key stakeholder groups, members of the public and patients well in advance
of a formal public consultation process;

=  Ensuring the programme is clinically led and is based upon sound evidence that can be clearly
articulated to all interested parties;

= Recognise the importance of a robust Case for Change that justifies the proposed changes;

= Adoption and rigorous use of programme management and strong governance arrangements to
ensure clear accountability and best use of resources; and;

= |dentify clear baselines of activity and workforce data to allow a clear comparison to be made
following any changes specifically to evidence positive outcomes for patients.

Each previous programme has completed a Closing Down report which included detailed analysis of lessons
identified and learnt. A summary of these reports is available on request if required.
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2. Case for Change and Vision for the Future

2.1 Whychange is needed?

There have been significant improvements in services in recent years but too many people are still in receipt of
relatively fragmented services and are not receiving best in class outcomes. In addition demand is increasing
in part as a consequence of medical advances and the aging population. The system increasingly appears
financially unsustainable. The health and social care system in GM comprises nearly one-third of public service
spend in GM (£6bn per year). GM requires a whole system leadership commitment to the reduction in
unplanned admissions to hospitals and other care institutions alongside a clinically led transformation of acute
services that delivers better outcomes. These twin objectives are interdependent and require exceptional
cross sector leadership.

The GM system is complex — most interventions need to be planned at the level of local health and wellbeing
partners and with new partners such as CCGs. Work is well underway to develop new financing and
contracting models that secure a shared stake by local partners in improving system wide outcomes for
patients and users. The 10 locally derived models are however informed by, and supported by, GM wide work
as a consequence of cross boundary activity flows, pan GM providers and interventions.

2.1.1 Population Health Key messages

The UK performs significantly worse than other European Union countries for overall
life expectancy.

The health of people in GM has improved year on year for several decades. The predicted life expectancy of
children born today is two years more than children born 10 years ago. Across the GM health economy, as in
the rest of the country, rates of death from diseases including stroke, coronary heart disease and cancers have
fallen over recent years. Levels of infant mortality continue to reduce and overall mortality rates are
decreasing. This was evidenced in a recent study; UK health performance: findings of the Global Burden of
Disease Study 2010° which reported that for both mortality and disability, overall health has improved
substantially in absolute terms in the UK from 1990 to 2010 compared with a set of comparable countries in
the European Union. Life expectancy in the UK increased by 4-2 years from 1990 to 2010. However, the UK
performed significantly worse than the EU15+ for age-standardised death rates, age-standardised Years of Life
Lost rates, and life expectancy in 1990, and its relative position had worsened by 2010.

As such, GM as a conurbation is still lagging behind other areas of the UK and Europe, and variations in health
outcomes have not narrowed, in fact the gap, in some cases, is widening. The enduring variation in health
outcomes across GM presents a significant driver within the GM Case for Change. The programmes desired
outcomes are clear that all GM residents should have access to high quality, safe and sustainable services to
improve health outcomes and life expectancy.

The Marmot review of health inequalities in England® has demonstrated a social gradient in health: the more
socially deprived people are, the higher the chance of avoidable premature mortality. This is strikingly
apparent across the five big killer diseases. For both men and women in GM, it is more likely that the most
deprived have higher rates of premature mortality from the major killer diseases.

> The Lancet, Volume 381, Issue 9871, pages 997 - 1020
® professor Sir Michael Marmot Fair Society Healthy Lives, UCL Institute of Health Equity 2010
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Health is an important enabler and a prerequisite for a person’s ability to reach their goals and aspirations.
Good health enables a long, fulfilling and productive life; it is intrinsically linked to the ability to work, it plays a
core role in addressing poverty and social exclusion and enhances GM’s potential for economic growth and
competitiveness.

2.1.2 Self-care (Self Management)

A key area of focus that is required in unison with structural and service changes is the increased support to
allow people to take responsibility and self-care. People with long-term conditions want support to manage
their conditions. National evidence clearly shows they want to be empowered to care for themselves through
greater education about their condition, with a care plan that has been discussed and agreed with them (and
their carer or family), and using technology such as telehealth and telecare to manage their condition and live
an active life. All of this can lead to ‘enhancing the quality of life for people with long term conditions’ (NHS
England Domain 2).

To achieve this, we will encourage people to take greater responsibility for their own health and promote the
principles of self care and patient empowerment. We will ensure highly trained professionals work together in
a cohesive team of sufficient size to drive economies of scale and drive up quality of care.

Why is self-care important?
When people self-care, and are supported to do this, they are more likely to:

= experience better health and well-being;

= reduce the perceived severity of their symptoms, including pain;
= improve medicines compliance;

= prevent the need for emergency health and social services;

= prevent unnecessary hospital admissions;

= have better planned and co-ordinated care;

= remain in their own home;

= have greater confidence and a sense of control;

= have better mental health and less depression.

International evidence from some approaches to self-care support also suggests that investment could reduce:

= visits to GPs by up to 40%

= visits to outpatient clinics by up to 17%
= visits to A&E units by up to 50%

= drug expenditure

(Department of Health, 2006)
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2.2 Quality & Safety Case for Change in GM

An ageing population introduces new challenges for health and social care services.

One of these is the increasing prevalence of long-term conditions (LTC) and multiple co-morbidities which are
linked to ageing. They are the most significant users of health services, and this in turn accounts for the largest
proportion of health and social care costs spending £19 billion on people with 3+ LTC. This is projected to rise
to £26 billion by 2016. Data clearly shows that * the majority of people over 65 have two or more LTC and are
the most frequent users of our health and social care services, and the majority over 75 have three or more
LTC. There are currently 15.4 million people in England (over a quarter of the population) with a long term
condition and this is set to increase. There is predicted to be a 252% rise in over 65 year olds by 2050 and a
60% increase in the number of people with multiple LTC by 2016.

We know that patients with several long-term conditions have a poorer quality of life, poorer experience of
care, poorer clinical outcomes, have longer hospital stays, have more post-operative complications and
require significantly more health service resources.

Primary and community care are in the best position to lead in supporting and advising people on managing
their conditions, and ensuring that they know where they can access that support, without having to use
emergency services inappropriately. Hospitals are not usually the best place for managing these conditions.
Instead, health and social care services need to integrate the services people receive around the individual’s
goals. Integrating services is necessary to successfully manage LTCs, by coordinating the provision of health
and social care services to best help people meet their unique health goals.

There is a common understanding that care delivered in the community should be
integrated - that is joined up between agencies and with the patient and family’s
needs at the centre

We recognise that more care therefore needs to be delivered in primary and community care settings or in a
person’s own home. This will be more convenient for individuals and their carers/families and will help
empower people to manage their condition and remain independent and in control of their lives. Delivering
patient centred community based models, and clearly stating the reason for doing so, is at the heart of our
Case for Change (Appendix 1).

It is widely acknowledged that despite examples of excellent primary care services being delivered right across
GM, there is significant scope for reducing variation and ensuring that all residents have access to consistently
excellent primary care services, irrespective of where they live. The Primary Care Transformation programme
is aimed at supporting localities in developing innovative, robust and viable models for delivering primary care
services to a consistently high standard across GM. In parallel, a programme of health and social care reform is
also underway bringing together local health and social care commissioners and providers across GM to design
and implement innovative ways of delivering care in a ‘joined up’ manner, giving their local populations access
to the best possible care and leveraging the full breadth of resources available locally. Whilst governed
separately, both programmes are in reality delivered jointly, with extensive efforts made to align plans,
activities, aspirations and outcomes.

* Department of Health; QIPP Long Term Conditions, 2012
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2.2.1 Primary Care

Primary care refers to services provided by GP practices, dental practices, community pharmacies and high
street optometrists and around 90 per cent of people’s contact with the NHS is with these services, in England:

J GPs and practice nurses see over 800,000 people a day

J Dentists see around 250,000 NHS patients a day

J An estimated 1.6 million people visit a pharmacy each day, 1.2 million of whom do so for health-
related reasons

J There are 31,000 NHS sights tests each day.

People are now living longer, with more complex and multiple health conditions. Whilst this is clearly due to
improvements in public, primary and secondary health services as well as other vital societal and technological
factors, we need to enable patients to lead their lives in good health and as independently as possible. We
also want them to be seen and treated quickly, have autonomy and feel respected when accessing primary
care. This reflects a clear case for change.

There is evidence of variation in quality which can be explained by two examples of hospital admission rates
for ambulatory care sensitive conditions across the UK; asthma and Chronic Obstructive Pulmonary Disease
(COPD). It is generally considered that emergency admission data for these conditions and a number of other
long term conditions offers a useful window on the quality of preventive care in the community. The evidence
base for optimum management of patients with these conditions is well documented and available for clinical
teams in the form of NICE guidance, yet the hospital admission rates, illustrated below, suggest that on
average, the UK is not managing to keep people out of hospital. Good processes of care are known to deliver
best outcomes.

For both asthma and COPD, the UK has a greater amount of admissions than the OECD data 2011 average (See
Fig’s 7 and 8). Whilst the UK is recognised to have a good health system and wide coverage for primary care,
these statistics could be an indication of systematic failure which prevent the management and care of
patients within primary care.

Fig 7: Asthma hospital admission rates

5.1.1 Asthma hospital admission rates, population aged 15 and over, 2009 (or nearest year)
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Fig 8: COPD hospital admission rates

5.1.2 COPD hospital admission rates, population aged 15 and over, 2009 (or nearest year)
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2.2.2 Urgent and Emergency Care

Seattink sxzmw hitp://dx doiorg/10.1787/888932525058

In 2012/2013 there were around 90,000 more attendances to A&E than there were in
2010/2011, this is equivalent to 255 per day

Urgent and emergency services in Greater Manchester are facing an unprecedented challenge, to maintain
quality services within a restricted financial envelope. Whilst the complexity, acuity and quantity of urgent and
emergency cases continue to increase, this is not sustainable. Current urgent and emergency care pathways

are often fragmented and complex, resulting in confusing care journeys many patients experiencing them.

The challenges faced can be demonstrated in activity levels, outcomes and performance and is summarised
below:

Attendances at EDs across Greater Manchester continue to grow year on year, with over 1.1 million
attendances reported last year (2012/13), this is shown Fig 9 below which reflects how attendances have
increased since 2010. There were around 90,000 more attendances in 2012/13 than 2010/11 this equates
to 255 attendances per day, equivalent an additional large emergency department in the conurbation.
This is shown across Greater Manchester sites in Fig 10 below. Evidence suggests an increase in patient
mortality associated with ED overcrowding (MJA, 2006; 184: 213 — 216);
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Fig 9: Greater Manchester: Number of attendances 2010-13
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Source: HES. Data is based on 2010/11, 2011/12 and 11 months of 2012/13 (pro-rated for full year).

Fig 10: Greater Manchester: Number of attendances 2010-13, by site
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e A number of reasons are suggested for the increase in ED attendances including increasing population,
increasing numbers of patients with long term conditions and higher public expectations of access and
quality of service within EDs. This coupled with increased mobility and changes to other services may
have encouraged increased attendances at EDs;

e A proportion of attendances at EDs may have been more suitable for treatment elsewhere (for example
Primary & Community Care Provision) if such services were available. Fig 11 shows the percentage of A&E
attendances where no investigation was undertaken and patients were discharged with no follow up
treatment or follow up treatment provided by their GP. This suggests that some of these attendances
may have been suitable for Primary or Community Care;
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Fig 11: A&E attendances discharged under usual GP care, no investigations undertaken
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e The increase in ED attendances has had a number of consequences. Ambulance waiting times have
increased putting significant pressure on the North West Ambulance Service (NWAS) resulting in greater
pressure on staff and impacting upon patient experience;

e Patient waiting times have increased highlighting the elevated demand and issues with flow through
departments and the wider system. Evidence suggests that a longer ED length of stay leads to longer
inpatient length of stay (Med J Aust 2003; 179 (10): 524-526);

There is variation in models of care, standards and outcomes. An independent review of the GM Quality and
Safety standards for Urgent and Emergency undertaken by the National Clinical Advisory Team in November
2013 found significant variation in compliance across EDs in GM. This includes variation in the ability to comply
with College of Emergency Medicine (CEM) recommendations about the hours of consultant cover (5 out of 8
Trusts compliant; CEM recommends 8 — midnight cover).

There are limited numbers of Emergency Medicine doctors and nurses in GM. Nationally there is a shortage
of Emergency Medicine trainees and consultants. In GM alone there are currently 16 Emergency Medicine
consultant vacancies and our hospitals are struggling to recruit to substantive consultant posts. This means
there is an over-reliance on locum staff. This is a less cost effective workforce model. Similarly, some of our
hospitals are struggling to recruit nurses to their ED.

This unacceptable variation in the quality of care is, in part, because our hospitals are all delivering similar
services. This has a number of consequences; for example, some of our hospitals only care for very small
numbers of patients with life threatening illness and injury - below the recommended level required to
maintain appropriate skills and experience.

Furthermore, nationally and locally there is a shortage of key workforce groups such as Emergency Medicine
consultants. There may be unnecessary duplication of effort across GM, for example 9 hospitals run an
emergency surgery out of hour’s rota for few cases of emergency surgery overnight. Given the limited
numbers of consultants, doctors and nurses, this duplication is not the most efficient use of this resource. We
simply cannot afford to use our specialist resources in an inefficient way.

Spreading our specialist resources across 10 hospital sites makes it difficult for each hospital to ensure that
consultants are present to deliver and direct care seven days per week and 24 hours per day. This means there
are worse outcomes for patients who become ill or sustain an injury at evenings and weekends.
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2.2.3 Acute Medicine

Acute Medical Units (AMUs) have been implemented differently in different sites with different staffing
models and ways of working. This contributes to a variation in length of stay, readmission rates and outcomes
for patients in AMUs across GM.

In 2012/13, there were 340,000 emergency admissions to Greater Manchester Trusts. This data corroborates
the increase in attendance rates to A&E and highlights the ratio of patients that convert from attending the
A&E to being admitted into the hospital. The methods of admissions are outlined below in Fig 12:

2012/13

Fig 12: Emergency Admissions by Method (2012/13)
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There is variation in the average length of stay across Greater Manchester Trusts for patients admitted as a
medical emergency; this is outlined in Fig 13 which shows the proportions of adult medical admissions by
different categories of length of stay. This variation maybe due to the varied medical models in Acute Medical
Units across GM — there are different staffing models and ways of working. The figures highlight that across
Greater Manchester, there are a growing proportion of patients admitted to hospital with an ambulatory care
condition who stay less than one day. This may be due to effective practices that focus on rapid assessment,
diagnosis and treatment or in other cases may represent an unnecessary admission.

Fig 13: % of Adult Medical Emergency Admissions by Length of stay (2012/13)
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The summary picture for emergency care presents a system that is facing unprecedented demand at a stage
where workforce and resources are limited. Local interventions and seasonal planning continues to allow the
system to be maintained but the current model of care is not sustainable and does not meet the Quality &
Safety Standards for Greater Manchester patients.

This is further evidenced by the varied attainment of the GM Quality and Safety Standards. In addition, not all
AMUs are able to achieve the Society for Acute Medicine guidelines recommending 12 hours of consultant
cover 7 days per week, 3 out of 8 Trusts are not able to deliver these hours of cover, (NCAT, December 2013).
This may contribute to variation in care and outcomes in the evenings and weekends.

2.2.4 General Surgery

“The delivery of emergency surgical care is currently sub-optimal. There has been a
lack of investment in, and understanding of, the risks of this type of surgery and the
associated workload. Mortality varies two-fold between units for surgical
emergencies”

R. Collins, Royal College of Surgeons (2011)

It is widely acknowledged that there is a significant challenge in the delivery of emergency general surgery
across the UK. Patients requiring an emergency surgical assessment or operation are among the sickest
patients. Nationally, emergency admissions represent the largest group out of all surgical admissions to UK
hospitals and account for a disproportionately large percentage of surgical deaths. Surgical morbidity and
mortality rates for England and Wales compare unfavourably with international results. A national emergency
laparotomy audit by Saunders et al (2012) on behalf of the UK Laparotomy Network, provided evidence of high
mortality in this cohort of patients and highlights significant variation in the care provided.

This is further substantiated by analysis of Standardised Mortality Rates (SMR) by Dr Foster. This found that
when Greater Manchester trusts are compared nationally, 3 Greater Manchester trusts fall within the 30
trusts nationally with the lowest relative risk of mortality observed in the general surgical specialty and 3 fall
within the 30 with the highest risk. If all trusts in Greater Manchester achieved the lowest relative risk of
mortality observed in Greater Manchester, the number of deaths could reduce by 151 per year. If all trusts in
Greater Manchester achieved the lowest relative risk nationally, the number of deaths could reduce by 289
per year.

This equates to 775 — 1445 deaths over 5 years’

The main areas for concern are variations in pre-optimisation, consultant presence and admissions to critical
care. Recent National Confidential Enquiry into Patient Outcome and Death (NCEPOD) reports into surgical
care (NCEPOD 2010, 2009) identified the lack of active care in cases of patients who died, and this included
delays in assessment, decision making and treatment. There were shortfalls in access to theatre, radiology and
critical care. A National survey of consultant general surgeons found that 45% of surgeons believe that they
are not currently able to care well for their emergencies, and a further 80% described the running of the
emergency surgical list within their Trust as inefficient.

® Analysis completed by Dr Foster on data from 2012/2013. Includes elective and non-elective spells recorded in the General Surgery specialty. Trust in
Greater Manchester with lowest relative risk UHSM. Trust with lowest relative risk nationally is Chelsea and Westminster FT.
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Presently, emergency general surgery is carried out in nine acute hospitals in Greater Manchester, but this
service does not always have consultant staff present and admission to a critical care bed after surgery is not
routinely available. This leads to inconsistent quality of care and poorer patient outcomes. This has
contributed to a variation in the delivery of emergency general surgery across Greater Manchester, in terms of
activity levels, performance and patient outcomes. Barriers to improving poor emergency general surgery
outcomes currently include the access to required levels of diagnostics, theatre and critical care support, and
workforce.

There is growing evidence of the correlation between critical mass and better clinical outcomes however;
across Greater Manchester there is a variance in the number of spells and the number of those spells resulting
in a procedure being undertaken and thus the ability to achieve critical mass. Fig 14 below shows that the
Emergency General Surgery admissions resulting in an operation varies from an average of 4 per day to less
than 2 per day. This highlights the variation in undertaking a critical mass of procedures in sites across Greater
Manchester.

Fig 14: Av no of non-elective General Surgery spells with a primary procedure per day by hospital (2012/13)

Number of non elective general surgery spells with a primary
procedure per day by hospital (2012/13)

Source: HES. Data is based on 2010/11, 2011/12 and 11 months of 2012/13 (pro-rated for full year).

In addition to the Dr Foster analysis already quoted, analysis shows that for patients admitted for non-elective
general surgery, where an operation is undertaken, mortality (measured as crude death rate per 1000 spells)
varies across Greater Manchester sites from 23.1 per 1000 spells, to 51.7 per 1000 spells.

There are a plethora of reasons that can explain a variance in death rates and further analysis can be provided
(e.g. Standard Hospital Mortality Indicators), however it is important to recognise a priority of reducing
mortality where practicably possible as a key area of improvement. This is further corroborated by the
National Emergency Laparotomy Audit 2012.°

Furthermore, the case for change demonstrates that a significant proportion of in-hospital deaths occur in
patients aged 75 years old and above. When compared to the total number of emergency general surgery
admissions within these age groups, it is clear that there is a negative correlation between the number of
admissions and the crude mortality rate which is outlined in Fig 15.

6
Variations in mortality after emergency laparotomy; the first report of the UK Emergency Laparotomy Network, Saunders et al BJA 109 (3) 368-75
(2012)
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Fig 15: Emergency general surgery mortality rate per 1000 spells, as proportion of admissions, by age

Crude Emergency General Surgery Mortality Rate per 1000 spells, as a
proportion of Emergency General Surgery Admissions, by age group
(2012/13)
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Fig 16 shows that the average length of stay for non-elective general surgery patients ranges from 7 to 13 days
across sites. Furthermore, there is greater variance comparing pre-operative and post-operative care across
Greater Manchester. This variation highlights differing care and experience for the patient and their relatives.

Fig 17 shows the proportions of length of stay by different categories of length. The Greater Manchester

picture shows a negative correlation between the number of non-elective spells and average length of stay.

Fig 18 shows the distribution of Non-Elective General Surgery Length of Stay by Hospital.

Fig 16: Av Length of Stay by hospital for General Surgery with a primary procedure carried out (2012/13)
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Source: HES. Data is based on 2010/11, 2011/12 and 11 months of 2012/13 (pro-rated for full year).

Fig 17: Pre-Op and Post-Op Average LoS for Non-Electives by hospital (2012/13)
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Fig 18: Distribution of Non-Elective General Surgery Length of Stay by Hospital
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As with Emergency Medicine, there is limited general surgical medical workforce. The positive advancement

of doctors providing greater sub-specialisation can have a negative impact on the overall workforce resource.

This is true within general surgery where fewer doctors remain general surgeons and contribute to the on-call

general surgical rotas. Furthermore, a review of the GM Quality and Safety standards (see Appendix 2 for a full

list of the in Hospital GM Quality and Safety Standards), has demonstrated considerable variation in

attainment of the standards across our hospitals.
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2.2.5 Children’s Services

The UK has the worst- all- cause mortality rates for 0 - 14 years for Western Europe;

There is poor mortality in the UK and the North West. The UK health systems are not adapting to the needs
of children and young people and the model for first contact care in the UK is not working. The UK has the
worst all-cause mortality rates for 0 — 14 years for Western Europe. Nationally, there is an increase of 26% in
the number of admissions associated with asthma, diabetes or epilepsy — with some of the greatest increases
seen in the North West in GM. Accident and Emergency attendances for children up to 4 years old and
children with asthma who required admission to hospital (up to the age of 19 years old) are significantly higher
than the National average as shown in recent Public Health England data (Public Health England, Child Health
Profiles March 2014).

There is significant variation in attainment of the standards. The independent National Clinical Advisory
Team review of GM providers against the GM Quality and Safety standards for Children’s Services also found
significant variation in compliance against a number of agreed quality standards. Including those relating to;
nursing staffing levels on inpatient wards, delivery of discrete children’s surgery and ability to provide care in
child and young person friendly environments.

In 2012/13 over 250,000 children attended A&E across Greater Manchester

Variation in the implementation of community services/Children’s Community Nursing Teams (CCNT) across
GM. A key aim of Making it Better was to treat more children in the community and CCNTs were established
to support this. However it is recognised that these services have been established in different ways across the
conurbation.

The variation in the provision and access to community services for children across GM may have contributed
to the large number of children attending EDs for minor ailments and long term conditions. In 2012/13 over
250,000 children attended EDs in GM. A majority of these attendances were managed within the ED, however
it is recognised that a significant proportion of these patient’s needs could be better met closer to home and
within the community.

There is an increase of 26% in the number of admissions associated with asthma,
diabetes or epilepsy. These could have been managed more proactively in the
community

There is limited paediatric workforce to look after children safely and to the highest quality in GM.
Nationally, the Royal College of Paediatricians and Child Health Facing the Future standards (RCPCH, 2011)
have described the workforce standards required to run a safe and effective paediatric inpatient service. An
independent assessment of current providers of paediatric services in GM by the National Clinical Advisory
Team (Nov 2013) has shown that a majority of GM paediatric services did not have the workforce in place to
be able meet these standards of care. This has an impact on the ability to deliver seamless children’s services
whereby local paediatricians can support community based care.
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2.3  Financial Case for Change

2.3.1 Context of the Financial Challenge for Health and Social Care

In addition to the quality and safety drivers set out above, there is also a strong financial case for change. The
‘do nothing’ option will not deliver a financially stable health economy or provide sufficient resources to
deliver the essential improvement in clinical standards that are required to provide high quality care
consistently across GM. Although there is not an expectation of real terms reduction in NHS funding, it is
recognised that the key enabler for Community-based care is a re-profiling of spend from traditional hospital-
based services. This has the additional benefit of helping to manage rising demand and other pressures, such
as higher treatment costs, within a ‘“flat-cash’ financial settlement.

These combined drivers mean that the full scale of the financial challenge across the GM health economy
needs to take into account the inter-relationships between health and social care. In order to develop a sense
of the scale of this challenge, two strands of analysis have been combined.

On behalf of the programmes, Deloitte LLP has worked with all relevant acute providers and Clinical
Commissioning Groups across GM to identify the financial case for change for health. This worst estimates
that the size of the health financial challenge would grow to £742 million by 2017/18.

In addition to the financial analysis for Healthier Together, all GM Local Authorities completed a pro-forma
estimating their adult social care financial challenge, following a consistent methodology developed by
Stockport Metropolitan Borough Council. This estimated that the adult social care challenge would grow to
£333 million by 2017/18. The key elements of this finance challenge for health are set out in summary below,
and in detail in Appendix 3.

It is recognised that these numbers are significant but can be difficult for patients and the public to make
reference against; to illuminate the size of the financial case for change the following comparisons can be
used;

e an average GP appointment costs the NHS around £25
e avisit to A&E can costs the NHS from £59 - £117
e an average medical admission to hospital can cost the NHS around £1134

(NHS Choose Well campaign and HES analysis)

It is therefore estimated that the scale of the combined Healthier Together health and
adult social care finance challenge across GM is £1,075m by 2017/18.

2.3.2 Finance Challenge for Health

The scale of the forecast financial challenge facing health commissioners and providers on a ‘do nothing’ basis
is estimated to be £742m a year by 2017/18, based on analysis of information from both commissioners and
providers in relation to both their published financial statements and forward plans (see further details of this
analysis in Sections 2 and 3 in Appendix 3). The analysis indicates that the vast majority of the financial
challenge rests with providers.

Key drivers for this challenge include:

=  Minimal real term growth in the health budget;
® |ncreasing demand for services driven by a growing and ageing population combined with advances in
medicine and new treatments;

40





=  Pressures from future wage increases following the lifting of the wage freeze in April 2013;

= A recognition by providers that future year on year cost savings cannot be delivered without
transformational change in the model of care;

= Urgent need to implement agreed best practice clinical standards consistently across GM which has
significant cost implications unless services are transformed;

= Transfer of NHS funding for jointly commissioned health and social care;

=  Potential changes in funding allocations policy; and;

= The indirect impact of additional activity arising as a result of on-going cuts to social care budgets.

This finance challenge is not evenly spread across all providers and commissioners, some already face
significant pressures. For example, forecast Cost Improvement Programme (CIP) requirements by provider
vary from 4.0% to 7.8% over the five year period. However, without action now all providers will face an
undeliverable challenge over the next five years and it will not be possible to both balance the books and meet
the agreed clinical standards.

Unless some of these pressures are addressed, the system will become rapidly less and less sustainable and
some of the services or probably entire hospital Trusts are likely to reach financial breaking point.

Provider Components of the Finance Challenge for Health

Based on an analysis and extrapolation of providers’ plans, annual cost savings of over £700m will be required
by 2017/18 — equivalent to a 4.7% compound annual cost reduction over the 5 year period — to deliver a
sustainable financial position. This is before planning for:

= The impact of implementing urgently needed good practice clinical standards across GM; and;
= Loss of income and activity arising from the transfer of resources to fund integrated care provision.

There is a significant risk that providers will not be able to internally generate year on year savings of around
4.7% over the next five years. It is widely recognised by providers that — without transformational change — the
context for delivering CIPs is becoming more challenging, with traditional “more for less” areas nearing
exhaustion.

The recent review by Monitor of the annual plans for all Foundation Trusts (FTs) in England (Annual review
2013/14 Board summary, July 2013) identifies a declining trend in CIP delivery and highlights an overall
significant under delivery in 2012/13 which could be expected to continue. Monitor’s report contends that
CIPs could be less than 3% in 2015/16 which, (see Figure 19 below) if applied to GM, would put providers into
a significant deficit position.

Fig 19: Declining trends in CIP delivery
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Source: Monitor Annual Plan Review (APR) 2013/14 Board Summary

With staff costs being the major element of expenditure providers are increasingly pursuing more aggressive
staffing related cost reduction schemes. This is challenging because Monitor reports that overall providers
have a weak track record of reducing Whole Time Equivalents (WTEs). Even if this were not the case, clinical
staff reduction is inconsistent with the need to deliver improvements in clinical standards, the majority of
which require investment in additional clinical resources.

Following the findings of the Francis and Keogh reviews, a number of providers have recognised the need for
investment in additional nurses in key parts of their organisations, which would then require greater cost
savings to be delivered from the remaining areas of the cost base.

Providers recognise that the risk to delivery of future CIPs is increasing. A 10% year on year reduction in the
level of CIP achievement from 2014/15 would reduce the level of CIP delivered in 2017/18 by £130m, and
would result in an overall deficit position across the provider community.

In addition to making savings, providers also have the cost impact of improving standards. The Healthier
Together Programme has agreed with clinicians the clinical standards necessary to reduce mortality rates and
improve clinical outcomes. Self-assessment against compliance with these standards indicates that none of
the providers meet all identified standards.

Without the changes to the model of care proposed under the Healthier Together programme, on a “do
nothing” basis, all Trusts would need to implement the agreed clinical standards at each of their hospital sites.
This is considered to be unachievable from both a workforce capacity and financial affordability perspective.
The cost of implementing the agreed clinical standards across all hospital sites in GM will be fully analysed as
part of the financial appraisal, however an indicative cost of £40m has been used to indicate the attainment of
the relevant quality and safety standards.

The total combined impact of the risks on providers of not delivering CIPs — together with the additional
pressures identified above — could result in an overall deficit position across GM providers of £168m by
2017/18, illustrated in Fig 20.

Fig 20: Forecast provider surplus / deficit by 2017/18
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Based on the analysis above it is clear that, in a “do nothing” scenario, providers will face a recurrent and
significant deficit position within the next five years.

Commissioner Components of the Finance Challenge for Health

Just over half of Greater Manchester CCG annual expenditure is in the acute sector, as illustrated by Figure 21
below:

Fig 201: Proportions of CCG expenditure in 2012/13
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The degree of challenge for commissioners varies by CCG, with some facing more extensive pressures than
others. Where this combines at a locality level with significant local authority and/or provider pressures, the
effect for some local health and social care economies is exacerbated.

Across GM, CCGs have identified a cumulative Quality, Innovation, Productivity and Prevention (QIPP)
requirement of £361m, before taking into account the impact that Better Care Fund initiatives (see section
2.3.3). This QIPP challenge could be reduced if CCGs are able to use an element of the 2% top slice for
supporting commissioning spend.

The impact of applying this QIPP requirement to commissioning budgets is a reduction in acute sector spend of
around 2% over the five years to 2017/18. This reduction in acute spend is greater than currently reflected in
provider plans. The speed with which integrated care initiatives become fully operational is critical.

For example, it has been estimated that if it takes two years for the implementation of integrated care to
become fully effective it could result in financial pressures on the CCGs of £106m.

Whilst modest levels of growth have been included, offset by tariff deflators, there appears to be little
contingency for providers ‘over-performing’ on their contracts with commissioners (i.e. commissioners having
to pay for more activity than planned). Delivery of effective integrated care plans will be critical to managing
demand and enabling CCGs to achieve financial balance.

2.3.3 Combined Challenge for Health Commissioners and Providers — The Better Care Fund

The transfer of NHS funding for jointly commissioned social care through the Better Care Fund (BCF)
announced in the Comprehensive Spending Review (CSR) (HM Treasury Spending Round, 2013) impacts on
both commissioners and providers. It's estimated that the GM share will total around £190m, however,
around 25% of this does not involve transfer from the NHS and a further element will involve activity transfers
or direct cost reductions.
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For the commissioners’ planning purposes, a reduction of 3% of their allocation (which equates to £106m per
annum) has been applied from 2015/16. In addition, they have estimated that the community investment
required to deliver integrated care will be in the region of £121m over the five years to 2017/18.

Providers have yet to fully reflect the impact of integrated care into their financial plans. Whilst some loss of
activity and income can be offset through lower variable costs, ability to fully offset costs is unlikely and there
will be an element of fixed costs that cannot be reduced in the short to medium term.

2.3.4 Summary of Financial Case for Change

Cost assumptions will be refined as the Healthier Together Programme moves forwards — the costs of
proposed changes will become clearer, and commissioner and provider plans will be refined — but it is clear
that there is a very significant financial challenge facing health provision in GM. Over the five years to 2017/18,
the scale of the forecast financial challenge facing health commissioners and providers on a ‘do nothing’ basis
is currently estimated to be £742m.

This is summarised in Table 5.

Table 6: Forecast financial challenge for GM commissioners and providers by 2017/18
Healthier Together estimate of financial

challenge in 2017/18

Provider CIP forecasts 706
Cost of clinical standards 40
Net inpact of integrated care on Provider costs 31
Alignment of Commissioner and Provider (35)
income growth assumptions

Total annual financial challenge facing GM health 749

economy in 2017/18

Further details of the above can be found in Appendix 3.

In addition to the financial challenge for health, Local Authorities in GM estimated a gap of around £333m in
adult social care by 2017-18, so the combined health and adult social care challenge is more than £1billion at
an estimated £1075m.

It is recognised that commissioners and providers of health and social care will be able to deliver some cost
savings — and also deliver some quality improvements — without fundamental changes to the model of care.
However, the full financial challenge is not deliverable without transformational change.

It must be made clear that the main drivers for change are patient outcomes and delivering the GM quality
and safety standards however it is recognised that this is enabled by achieving financial stability.

2.4 GM Health & Social Care Vision

Summary of the GM Vision

Residents in GM deserve the best possible, joined up health and care. This is why in GM we are working
towards the radical improvement of our local Health and Social Care system. We believe everyone should get
the right treatment, in the right place, at the right time, which will help them have longer, healthier lives.
Clinicians from numerous workstreams both in and out of hospital worked together to describe the vision for






their area of specialty. Collectively these add up to one vision for GM:

In February 2013, NHS leaders met with the Association of GM Authorities (AGMA) Executive. Together
principles for health and social care reform were agreed. These add further detail to the vision and are
described below:

“The future health and social care system will look substantially different. Improved quality of health care for
GM residents will be underpinned by the following key principles of a new system:

e People can expect services to support them to retain their independence and be in control of their
lives, recognising the importance of family and community in supporting health and well-being.

e People should expect improved access to GP and other primary care services.

e Where people need services provided in their home by a number of different agencies they should
expect them to planned and delivered in a more joined up way.

e When people need hospital services they should expect to receive outcomes delivered in accordance
with best practice standards with quality and safety paramount — the right staff, doing the right
things, at the right time.

e Where possible we will bring more services closer to home (for example there are models of Christie
led Cancer services delivered from local hospitals).

e For a relatively small number of patients (for example those requiring specialist surgery) better
outcomes depend on having a smaller number of bigger services.

e Planning such services will take account of the sustainable transport needs of patients and carers.

e This may change what services are provided in some local hospitals, but no hospital sites will close”

The vision and principles have guided the development of the Future Model of Care.
2.4.1 The Vision for Primary Care

High quality, responsive and accessible primary care is the cornerstone of an effective
health and social care system.

In GM, our vision for primary care is to create a comprehensive, local health system effectively utilising all
primary care services to care for patients in their homes, enable communities to improve their well-being,
health outcomes and independence and reduce the current health inequalities.

This vision will be delivered by highly skilled, experienced, motivated and effective primary health and
community teams with appropriate access to secondary care specialists when required. Where clinically
appropriate and safe, we will strive to keep people out of hospital and treat, manage and care for their
conditions locally.

We will drive up quality of primary and community care and improve health outcomes to deliver consistency
across GM. We need to reduce the variation in primary care so our patients and our professional colleagues
are assured that Primary Care in GM is consistently of the highest quality. Achieving the best possible clinical
standards in primary care will require much more proactive and anticipatory care, going beyond the standards
set in the Quality and Outcomes Framework (QOF). Improvements in clinical standards will require on-going
education and training for all practitioners in primary care where every practice is exposed to a positive
learning environment. Core pathways will need to be systemised and adhered to and practice benchmarked
outcome data publicly and transparently available. The current system of contractual levers and incentives
requires review to improve outcomes for people with long term conditions in accordance with best clinical
practice. As example, through earlier detection and management of diabetes-related complications in primary
care, the National Audit Office estimates that the NHS could save some £170m a year by reducing hospital
activity, and improving outcomes.
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Primary care will need sufficient capacity to meet the needs of an aging population with more complex and
multiple health conditions, enable the shift to prevention and wellbeing and support the delivery of care closer
to home where clinically appropriate and safe. Acute hospital redesign will only be successful if underpinned
by a skilled, effective and efficient primary care infrastructure. We need the right people, in the right place, at
the right time, in premises and with technology that meet the needs of our workforce and patients, and
working in collaboration with and supported by other parts of the health and care system. Delivery of
enhanced and extended primary care outside of current working hours, such as that required to support End
of Life Care, will require a different way of working and collaboration across larger populations than that
served by most GP practices. Healthier Together will need to look at the potentials to align levers and
incentives to encourage and facilitate collaboration.

Where inequalities exist, these need to be addressed. Our most deprived communities are least able to make
the necessary changes in their lifestyle. A different approach is required to support these communities, one
that better integrates primary care with social care, housing, education and leisure services.

The traditional experience of the majority of primary care being available Monday to Friday during working
hours will make way for extended opening and enhanced out of hours services in a range of locations, both
face-to-face and virtually. Patient access to care will be quicker and more convenient; in the right place, at the
right time. Patients will also be able to assess the quality of care they are receiving by easily accessing
benchmarked data which describes the performance of their local primary care providers. We anticipate this
level of visibility will, in time, reduce unwarranted variation and drive up quality.

This new model of care will be delivered by multi-disciplinary staff teams with enhanced training to work
seamlessly across primary, secondary and community care. Staff will be highly skilled in public engagement
and communicating healthcare knowledge to motivate patients to make healthy lifestyle choices, participate
in preventative and early detection initiatives and self-manage their conditions. Patients and their families and
carers will be empowered to make informed decisions about their care and discuss these openly and
confidently with health and social care professionals.

The use of modern technological advances, particularly in telehealth and telemedicine will be commonplace to
further aid continuity of care and convenience throughout the system. It is anticipated that this approach will
nurture improved health outcomes, independence and social responsibility.

Finally, we need to work closely with our patients and populations to achieve a primary care system that
refocuses on well-being, prevention and restorative health. We need to empower our patients to take greater
responsibility for their health and promote and support self-care and management of their health creating a
population that is self-reliant and resilient. Conversely, when in need of health care we should ensure that it is
accessible and equitable and that our patients are valued and involved in shared decision-making. The
expectations of our patients are changing. The demands placed on the NHS will continue to grow. People will
increasingly expect the NHS to fit in with their lifestyles and demand the very best care. Primary Care will need
to respond to those demands.

2.4.2 The Vision for Integrated Health and Social Care (Community Based Care)

Building upon this premise for primary care, our vision for “integrated” care in GM is for people to have
properly coordinated health and social care which supports them to live longer, healthier and more
independent lives. The boundaries between the different organisations providing this care and support,
including the NHS, Local Authorities and the third sector, will be removed, to give a seamless and
straightforward care experience for our patients and service users. The remit of these services will reach
beyond helping people recover when they are unwell.
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They will actively engage with the population to promote good health and wellbeing, both physically and
mentally, to prevent the onset of conditions that are hugely detrimental to our quality of life. Education and
support programmes will be available for those chronically unwell to aid their understanding and self-
management of their conditions.

We aspire to create a more resilient, engaged and empowered population who are active partners in their
health and care, rather than passive recipients.

We envisage the delivery of this care across a diverse range of settings, embedded in the local community and
convenient and close to home wherever possible. Certain elements of care traditionally delivered in an acute
hospital, such as outpatient appointments, diagnostic tests and investigations, physiotherapy and minor
surgical procedures will be available in GP surgeries, local communities and patients’ own homes. Admission
to an acute hospital will become a rarity for the majority of the population, with lengthy hospital stays a thing
of the past.

Whilst we want to ensure this vision will become a reality for everyone in GM, regardless of where they live or
choose to receive care, we understand and respect the diversity and individuality of each district. The delivery
of this vision will therefore be driven by health and social care partners (in collaboration with the local
community) in each locality area, enabling the vision to be adapted to local needs and circumstances.

See Section 3 for more details on Community Based Care.

2.4.3 The vision for hospital services

Hospital services delivered in accordance with best practice standards with quality and safety

paramount — the right staff, doing the right things, at the right time

The In Hospital programme aims to achieve the following objectives to contribute to this vision:

e Care delivered in the community where it is safe and appropriate to do so

e Provide consultant delivered care

e Deliver seven day services

e Provide consistent, high quality care across Greater Manchester

e Provide a sustainable hospital workforce model for Greater Manchester

A central tenet of the Hospital vision is to provide reliable, consistent high quality care. To achieve this, a
standard specification for services to be delivered against is required. Therefore the GM Quality and Safety
Standards provide the foundation for the hospital future model of care. More detail can be found in section 4
(In Hospital Care Proposals).
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3.0 Community Based Care Proposals

3.1 Summary of Community Based Care

As outlined in the previous section, our vision is for people in Greater Manchester to have properly
coordinated health and social care which supports them to live longer, healthier and more independent lives.

The term ‘community based care’ is a broad term used to describe all of the care that people receive outside
of the hospital setting. This includes a range of different types of services, commissioned by a range of
different commissioners as summarised below:

Service Type Commissioner(s)

Primary care (general practice, pharmacy, - NHS England
dental and optometry services) - CCGs

NHS community health services - CCGs

Local public health services - Local Authorities
Social care - Local Authorities

How these services are commissioned and delivered in the future will play a critical role in improving the
health and wellbeing of local populations and reducing dependency on acute services. Therefore, within the
Healthier Together programme, care has been taken to ensure that the plans for creating a safe and
sustainable hospital system are developed within the context of broader work ensuring people have access to
the right type of care, at the right time, in the right care setting.

Whilst the breadth of ‘community based care’ covers all the areas in the table above, there are two key GM
transformation programmes aimed at significantly improving the provision of and access to services outside of
hospitals and therefore enabling the planned transformation of hospital services (as outlined in section 1.3).
These are:

- Transformation of Primary Care
- Integrated Care

3.1.1 Development of Community Based Care Standards and Proposals

Stakeholders across GM have worked together to develop a common set of Community Based Care Standards
that outline the key outcomes that all local plans for health and social care will seek to deliver. These
standards are supported by all stakeholders across GM and sit alongside the clinical standards that underpin
the clinically led programme to reconfigure some hospital services across GM.

An iterative process was undertaken, led by the GM Primary Care Transformation Programme and the GM
Integrated Care Programme, to consider common themes emerging from local integrated care plans and the
GM Primary Care Commissioning Strategy. Five themes emerged: Quality and safety; self-Care, Independence
and Choice; Care Planning and Multi-disciplinary care; Wellness and prevention, Access and Responsiveness.
The standards can be accessed in Appendix 4.

An extensive engagement process was then undertaken from August — October 2013, where these
overarching themes were tested, analysed, refined and more accurately defined with a series of stakeholder
groups.
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Following a series of workshops, an outline set of standards were developed by the end of August 2013 and
further refined during September 2013. This was presented at the Primary Care Summit on 25" September
2013. A further engagement process was then carried out commencing October 2013 where the standards
were presented to and shared with key stakeholder groups including local Health and Wellbeing Boards and
patient groups.

The process of engagement culminated in February 2014 when the standards were signed-off by the
Association of GM CCGs. It was also agreed that the final version of the standards would be taken to all 10 GM
Health and Wellbeing Boards and be reflected in local plans for community based care.

3.1.2 Community Based Care Standards
The need for a GM wide set of community based care standards

The ten localities across GM have been developing comprehensive plans for delivering the highest levels of
care to their local populations and patient groups. These plans take into account:

e The current and future health and care needs of all population groups and patient cohorts;

e The recently launched GM Primary Care Commissioning Strategy, which sets out the aspirations, principles
and commitments governing the future provision of primary care services;

e The on-going work within each locality to create and implement models of integrated care — as part of
wider Public Sector Reform; and

e The significant financial challenge that localities face due to increasing demand and reducing real budgets.

Whilst each locality is working to deliver the right ‘community based care’ services within their local
communities and neighbourhoods; health and care leaders from across GM have expressed a need to ensure,
through a set of standards, that there is consistency in the aspirations and proposals put forward so that the
local plans collectively lead towards a stable and sustainable health and care system across GM.

These standards are not entirely new. Localities across GM have long delivered services that reflect these
aspirations. The standards create a framework through which localities can consistently describe all the
activities underway across GM to deliver high quality and sustainable care. The standards also help to ensure
that everyone across every community in GM gains a consistent understanding of their personal
responsibilities and expectations of community based care services, regardless of where they live.

The standards support and reinforce the local plans by:

e Setting future aspirations for better quality care upon which activity assumptions can be based;

e Providing a set of metrics for activity upon which the money flows can be determined;

e Providing a mechanism for reducing variation across primary care and measuring quality;

e Aligning primary care and integrated care into a coherent offer for community based services that people
can understand; and;

e Providing a consistent approach across GM to the quality and commitment to community based care
which can then be implemented locally.

Some examples of Community-based Care standards are:

e People will have access to professional health and social care advice and triage (assessment) provided
24 hours a day, seven days a week and be directed to the most appropriate service to meet their
health or social care needs

e Everyone will have access to primary (e.g. GP services) and community care within 2 hours in case of
an urgent health need, or within 6 hours if considered needing same day consultation

e Everyone with an urgent social care need will have access to social care within 2 hours, those with a
less urgent need will be contacted on the same day
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e All people with a long-term condition will have access to their own care record and shared care plan,
including a crisis plan where appropriate

o All people with a long-term condition will have a named professional who has the lead responsibility
for coordinating their care

e Health and social care teams will have input from GPs, primary care, community care, social care,
mental health and other specialists to support care as appropriate

3.2 Summary of Community Based Care Proposals

The Future Model of Community Based Care (Appendix 5) focuses on Transformation of Primary Care and GM
Integrated Care programmes, giving an overview of the breadth of work underway locally to create the
appropriate health and social care infrastructure needed to improve the health and wellbeing of local
populations. Section 6 of the Future Model of Community Based Care gives an overview of the work that is
underway in each of the 12 Clinical Commissioning Group localities. This work has been informed by
international, national and local examples of best practice. The Advancing Quality Alliance (AQuA) were
commissioned to undertake a review of the literature in the area, this was shared with localities and was used
to inform the development of the two GM community based care programmes of work. Much work has also
been undertaken in GM to share and spread best practice, with a number of collaboration events and a real
commitment to sharing and learning from one another being evidenced.

3.2.1 Primary Care Transformation

The NHS England GM Area Team has led the development of a Primary Care Commissioning Strategy: ‘Our 5
year strategy for improving primary care within GM, supporting the development of community based care
2014 — 2018’ (Appendix 6). The Strategy was approved by the Association of CCGs and GM Area Team in
January 2014 and has five key themes as outlined in Fig 20.

Fig 21: Primary Care Commitments
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These commitments form the basis of the primary care strategy and state:

e Quality and safety
Primary care providers will provide consistently high quality and safe care as evidenced by appropriate

quality assurance systems and the production of transparent, publicly available benchmarking data. All
providers will be expected to participate in incident reporting and peer review.

¢ Involvement in care
We will provide clear evidence informed preventative advice, understandable care pathways with the
patient always at the centre. Patients will have choice, access to their own care records and be provided
with accessible information in order to work as partners with professionals to manage their health.

o Multidisciplinary Care
Patients with long term conditions including those with multiple conditions will have access to an
integrated care team designed around their own needs to ensure their conditions are managed
effectively.

o Access and responsiveness
There will be easy access to high quality, responsive, preventative primary care including a rapid response
to urgent needs so that fewer patients reach crisis and need to access hospital emergency care.

¢ Increased out of hospital services
We will ensure patients can access a greater range of local health services within their communities easily

and those services will work well together to ensure care remains in the community wherever clinically
appropriate and safe.

With the aim of testing innovative solutions for transforming primary care as well as increasing the pace of
change, the Area Team established a programme of “Demonstrator Communities” in the summer of 2013.
These were designed to give primary care commissioners and providers the opportunity to test a range of
approaches to deliver the primary care strategy with a particular emphasis on the delivery of integrated
services, extending access to primary care and the innovative use of technology. 6 Demonstrator Communities
were selected from a wide range of excellent applications; these vary considerably in size, scope and in their
design to making primary care initiatives available to the public. This is appropriate to allow for local solutions
to be developed according to local needs whilst also providing an opportunity to test a variety of ways in
which healthcare activity might be re-orientated towards primary care.

The Area Team has also commissioned a comprehensive evaluation programme for the Demonstrators in
order to maximise learning via two linked but distinct agendas; Firstly, the evaluation team will work closely
with each pilot community as they implement new or redesigned services in order to understand the
approaches in their local context providing real time assessment and feedback around selected themes.
Secondly, to evaluate the longer term impact of the demonstrator approaches by considering questions of
scalability and by monitoring the utilisation and effectiveness of selected approaches according to routine
quality benchmarks.
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3.2.2 Primary Care Demonstrator Communities

Bolton: “Care home to own home”

Objective: To support integrated care planning, use telehealth to improve primary care access and avoid
unnecessary hospital admissions.

Themes: Integration, Access, Telehealth

Integration: Shared records with care homes, collective integrated care plans for all high risk patients, remote
access to GP clinical systems for Active Case Managers, develop access to GP clinical systems for patients and
other health economy partners.

Access: Improved out-of-hours primary care access will be achieved via integrated care planning, shared
records, and telehealth.

Telehealth: Wireless video link between health professional and patient for virtual consultation. Virtual care
rounds using telehealth video link kit.

Outcomes: Reduced GP call outs, reduced A&E attendance, reduced admissions/readmissions, reduced
ambulance activity, improved care planning, improved support to care home staff, improved end of life care.

Bury: “A Healthier Radcliffe”

Objective: To provide the right workforce in the right place at the right time in order to speed access, improve
continuity and help people to take responsibility for their own health and wellbeing.

Themes: Integration, Access, Telehealth, Health Promotion, Self Care

Integration: Integrated care plans and service specs between health and social care, care co-ordinator for
vulnerable individuals, shared GP portal, integrated IT systems, single record and care plan.

Access: Extended hours, 8-8 Mon-Fri, 8-6 Sat/Sun, single contact centre and shared portal.

Health Promotion: Engagement exercise in local communities, develop accessible directory of services, provide
pathway guidance and lifestyle guidance.

Self Care: Increase individual responsibility for health through awareness and ownership of services and
accountability for lifestyle, maximise use of existing support networks and community assets.

Outcomes: Increased service provision via extended hours in primary care, improved patient and carer
experience, more community and home based care.

Central Manchester “Delivering the new vision for primary care”

Objective: All people in Central Manchester should have access to consistent, high quality care, via greater
integration of services, improved access to and involvement in services, and more proactive management of
vulnerable people and those with LTCs.

Themes: Integration, Access

Integration: Align with aims of ‘Living Longer Living Better’, extend access to shared records and integrated
care plans to whole population of Central Manchester.

Access: Extended hours via a GP hub open 8am-8pm, Monday-Friday, 3 hours on Sat/Sun. Develop variable
appointment structures and system for inter-practice referrals. Improved emergency and urgent GP response
times. Specialist care to be provided closer to home.

Outcomes: Increased usage of new services, increased uptake of existing services, increased population
coverage. Reduced A&E attendance, reduced admissions/readmissions, length of stay. Improved patient
satisfaction.

This is illustrated in the diagram overleaf.
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Central Manchester “Delivering the new vision for primary care”
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Heywood, Middleton and Rochdale CCG: “Heywood health hub: A pilot in integrated care”

Objective: To pilot a new way of working via a primary care locality hub, to improve access to general practice,
reduce A&E attendance and acute admission, and improve care of the frail elderly.

Themes: Integration, Access, Health Promotion

Integration: Hub of primary and secondary clinicians and psychological therapies, shared practice booking
system, enhanced step down service for frail elders and GP engagement with advance care planning and care
homes.

Access: Extended hours, same day appointments, inter-practice booking and shared record system. Online
patient booking system.

Health Promotion: Education in use of A&E, advertisement of existing and new services, pathway guidance
and extension of ‘navigator’ role via Multi Skilled Care Workers.

Outcomes: Improved access to GP via hub activity levels. Reduce A&E attendance and non-elective admissions.
Improve care of frail elderly and improve patient satisfaction.

Middleton: “Primary care strategy Middleton”

Objective: To increase access to primary care, integrate with specialist services, and develop more proactive
approaches to LTCs via enhanced IT.

Themes: Integration, Access, Telehealth, Integration: Hosted GP shared list server, care diary and NHS tracker,
community-based mental health service, virtual ward for LTCs.

Access: Increased access to routine primary care in the evenings and weekends via enhanced IT. More
proactive management of admission/discharge via community and virtual wards.

Telehealth: Web based consultations, care diary and NHS tracker, community and virtual wards, local list
server and patient forum.

Outcomes: Increased access to primary care via web based consultations. Reduced A&E attendance and
admission via care diary and NHS tracker. Reduced stay in acute bed for LTCs via virtual community wards.
Improved satisfaction of staff and patients. This is illustrated in the diagram overleaf.
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Stockport: “Development of an integrated locality hub”

Objective: To develop an approach to GP federation via the first locality hub in Stockport, in order to provide
evidence that investing in primary care will lead to increased independence and reduced A&E attendance and
admission.

Themes: Integration, Access, Telehealth
Integration: Locality hub — one integrated care plan, care record, contact point, case co-ordinator and budget

Access: Hub providing single point of access, proactive identification and management of patients with
complex needs, supporting people to stay in the community

Telehealth: Telemedical support for heart failure, COPD and diabetes. Tele-consultations with hospital
consultants

Outcomes: Reduced A&E attendance and admission, reduced length of stay for LTCs, increase in rapid
discharge, improved carer and patient confidence and experience, increased access to diagnostic tests,
electronic shared integrated care plans for long term conditions (LTCs).
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Integration and access are common themes to all six demonstrator communities, and the exploration of how
each site is defining, operationalising and quantifying their aims in relation to these themes are important
guestions for evaluation. Related to these aims, Information Technology features prominently in each site, in
some this takes the form of a specific telehealth intervention, such as web based consultation, in all sites IT is
the operational means by which integration can be achieved between services, through shared electronic
records. All demonstrator sites have encountered challenges with integrating IT systems and with securing the
necessary governance approvals to share information. While each pilot has gained important knowledge about
local systems and solutions in finding timely solutions to these issues, there is a need for a systematic
exploration of these issues, in the interests of answering questions about the future scalability of the pilots
and how the learning from these Demonstrators can be easily spread across primary care in GM.

3.2.3 Integrated Care Plans - Better coordinated Health and Social Care Services

The development of “integrated care” models has been locally led by health and social care partners in each of
the 10 areas of GM. In the June 2013 spending review, the Government announced a £3.8bn Better Care Fund
(BCF) — a pooled budget for local areas to access to support the better coordination of health and social care.
This aims to ensure that the different responsibilities of organisations do not get in the way of people
receiving the care they need when and where they need it. The BCF supports the direction of travel that GM
localities were working towards in the development of integration plans and will act as a catalyst for change at
greater scale and pace.

Each of the 10 models of integrated care in GM looks different, reflective of local circumstances and
population needs. However, there are a number of service components that commonly feature in locality
integrated care plans. These are:

e Prevention and early intervention

e Supporting self-care to maintain good health and wellbeing and reduce their reliance on
services

e Asingle point of contact for services, to make it easier to get the care needed

e Locality based multidisciplinary teams to better co-ordinate the delivery of health and social
care services

e Afocus on empowering people and communities

e Enhanced intermediate care

More detail about these service components is given below, including some examples of where these are
being planned / implemented. Further information, including case studies can be found in Appendix 5.

Localities have recognised that ‘prevention is better than the cure’. Local plans assume that quality of life can
be improved and usage of health and social care services can be reduced by working to prevent people from
needing to access health and social care services in the first place, and where people do have health and social
care needs, intervening early to prevent needs escalating.

Bolton has a ‘Staying Well’ programme for early intervention and supporting those presently well,
but at risk of needing high level health and social care in the future.

Stockport has introduced a People Powered Health team to address low level isolation in the
community.

Tameside & Glossop are using improved health and wellbeing information, education and
engagement to encourage people to lead healthier lifestyles.
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Another common feature of locality integrated care plans is a focus upon supporting service users to take
control of their own health and care needs and supporting them to self-care. This will empower service users,
help them to maintain good health and wellbeing and reduce their reliance on services.

North, Central and South Manchester are using peer support and education to promote self-care.
Plans include the use of technological advances, e.g. telecare and apps for efficient self-
management.

Stockport are implementing the use of care plans which are produced by service users and
professionals together. The plans will support people to self-care.

In Wigan, there is a commitment that residents who are identified as needing support will have full
involvement in the development of an integrated care plan which will include self-care. Where
appropriate, service users will have the option of a personal budget to buy the care they need.

Accessing services can often be difficult for service users and health and social care professionals. Localities
have recognised that this can result in unnecessary stress and frustration, people not gaining access to the
services that they need and in some cases, people accessing service inappropriately (e.g. A&E). Therefore, a
common approach has been to streamline access / referral routes to health and social care services.

In Bolton, health and social care partners in Bolton are working together to design a single point of
contact that avoids repeating information.

Rochdale are developing a well-known single point of access to care (single point of contact).

Salford are creating an single contact centre for navigation, monitoring and support throughout
the health and social care system.

A feature of all 10 locality models of integrated care is the creation of multidisciplinary teams for certain
groups of service users. The aim is to better co-ordinate the delivery of health and social care services by
different professionals involved in a person’s care working together in a joined up way. This will have the
benefit of making services more efficient as duplication and waste can be reduced and service users will feel
better supported, will only have to tell their story once and will need to spend less time attending
appointments and reviews. The benefits of such an approach are exemplified in the case study from South
Manchester that is set out below.

Bury are developing multidisciplinary teams wrapped around GP practices.

North, Central and South Manchester are working together on the ‘Living Longer, Living Better’
programme of community based co-ordinated care. New delivery models are being implemented
for the following priority population groups: adults and children with long term conditions; end of
life care; frail older adults; adults with dementia; and adults with complex lives.

In Oldham, community services have been changed to be “wrapped around the patient” and
coordinated through GPs

Rochdale has plans to provide specialist medical expertise in community settings.
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South Manchester Case Study

Sixty-seven year old Dave has a history of alcohol dependency and has been sober for 30 years. He has a
number of health issues, including epilepsy and myocardial infarction, and has a history of falls. He recently
suffered a stroke and is experiencing chest pains, which he believes may be due to his heavy smoking. He is
therefore trying to stop smoking and make positive lifestyle changes. Sadly, Dave has recently become a
widower and he misses his wife greatly. This bereavement has impacted on his sleep patterns and significantly
increased his levels of anxiety. Other family members have moved in with Dave to help support him in his bid
to be as healthy and independent as possible.

Dave’s care history

Prior to the death of his wife, Dave was managing his health and social needs quite independently, despite
suffering from epilepsy and a number of on-going health complaints. A shortness of breath at night which led
to his latest admission into hospital may be anxiety-related, but the underlying cause is difficult to diagnose
due to his aortic aneurism. He has also experienced a number of falls over the years as a result of feeling
disorientated and, following his recent bereavement, has lost a significant amount of weight. He has been
finding it difficult to relax and is restless during the day and unable to sleep at night. He feels comforted only
when ‘talking’ to his late wife.

A ‘single team’ approach

Dave’s situation following his bereavement was discussed by the South Manchester Neighbourhood Team at
its multi-disciplinary team meeting. As a first step, a review meeting was set up with the Team’s mental health
practitioner. Dave was appointed a key worker and has begun a programme of anxiety and cognitive
behavioural therapy to help him cope with his emotional distress after the loss of his wife. This key worker also
worked closely with his GP to manage and monitor Dave’s day-to-day health needs. His recent falls have been
highlighted to the GP and a referral made to the local Falls Service. Both the mental health practitioner and
the Neighbourhood Team’s support worker regularly relay any concerns to the Team’s nurses so that they can
ensure safe management and appropriate support of any issues as they occur. Dave’s recent weight loss has
been addressed by the community dietician and he has been referred for physical activity through his local
community services. Further counselling input has also been requested through Age Concern’s ‘Silver Service’
organisation.

How has this helped?

As a result of this integrated team approach, Dave now feels that he has the coping mechanisms in place to
help him with his day-to-day care. He has an allocated key worker with mental health expertise who is helping
him through this period of bereavement and he has regained the confidence he needs to continue to live
independently. He is finding his therapy effective and has felt well enough to undertake a family holiday
abroad since the intervention of the Neighbourhood Team.

Dave has made a number of positive lifestyle changes, including a healthy eating regime, and is receiving
ongoing support from the community dieticians, including regular weight reviews. Whilst he has not given up
smoking entirely, he has significantly reduced from 60 cigarettes a day to three with support from his GP
practice and remains motivated in continuing his journey to become a non-smoker. He has had no admissions
to A&E since being with the NT.

Many localities have considered how they can best harness the resources of individuals and communities in
improving health and wellbeing. This can be a more innovative, efficient and effective way of delivering
services and is more empowering for the individuals involved.
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Bury’s care model has a focus on citizenship and community engagement, with a commitment to
involve people directly in the development of services (known as “co-production”).

In Salford, there are plans for the promotion and increased use of local community assets for
increased independence, including local schools; businesses and voluntary groups.

The Trafford integrated care model involves “co-production” with the voluntary groups, residents,
housing and leisure providers.

Intermediate care is key to supporting people to keep well and out of hospital when they have escalating/ de-
escalating needs. Therefore, a number of localities have chosen to focus on enhancing these services to ensure
that they are better integrated and can better support people outside of a hospital setting.

A model of integrated intermediate care (joined up health and care services) and re-ablement
support (helping people remain independent) is being developed in Bury.

North Manchester has plans for a new integrated service including intermediate care, re-
ablement, crisis response and helping people to navigate services.

In Trafford, enhanced re-ablement and discharge teams (helping people return home) and
facilities are being developed.

3.3 Community Based Care Benefits Framework

3.3.1 Approach to developing a community based care benefits framework

As the plans for community based care (including integrating Health & Social care and improving Primary Care
services) are locally developed and locally driven to address specific local challenges, the target benefits differ
from one locality to the other.

However, there is a significant level of consistency in the anticipated impact and therefore benefits, which the
collective aspirations and proposals put forward, will have. Localities achieved this level of consistency by
developing their plans based on the agreed GM Community Based Care standards and have collectively agreed
to measure and present the impact and benefits of their various plans using a number of consistent metrics.
These are:

e Percentage reductions in A&E attendances

e Percentage reductions in emergency admissions

e Reduction in emergency readmissions from x to x

e Percentage reduction in permanent admissions to care homes
e Percentage increase in deaths in usual place of residence

Each locality will use the above metrics to illustrate and measure the target benefits to be achieved within
their area. Reductions or increases will be measured over a 5 year period (2014/15 - 2018/19), where 2012/13
is the baseline. Each area in GM will have a different starting point which will be reflected in the scale of
ambition for each of the metrics.
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The key system level benefits of the proposals to improve Community Based Care upon service users are

summarised below:

)

Quality and
Safety
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Prevention
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& Choice
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People will feel confident that careand treatment is deliveredto agreed safety and quality standards
People will receive consistent, high quality care

People will havea positive experience of careand support

Increased personal responsibility andindependence

People will experienceimproved physical and mental healthand wellbeing

People are informed how to access a range of services to keep them well

Reduced sickness absence from work

People will haveincreased confidence and knowledge to self-care

People will know how to appropriatelyaccesshealth and social careservices

People & their carers will be helped to be full partnersintheir care,increasingself-reliance &
independence

People will receive co-ordinated, high quality carefrom anincreased range of services inthe community

N

Improved coordination between care staff from different organisations

All people who would benefit from a care planwill have one

People are supported to die in their home ifthey choose

People will beableto use primary careas their first port of call when accessing health services

People with anurgent healthor social careneed will haverapidaccessto primary, community & social care

services

Reduced use of the ambulanceservice, attendances at A&E and emergency admissionsto hospital

People are supported to remain livingathome for as longas possible

A series of local benefit plans have been developed which show specific benefits to be realised from the

implementation of integrated care in each locality. These are summarised in Appendix 7.

For more information on Community Based Care standards, please see Appendix 4.
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4.0 In Hospital Care Proposals

4.1 In Hospital Future Model of Care
4.1.1 Introduction

The Future Model of Care (FMoC) has been developed by clinicians from across organisations in GM in
workstream clinical congresses and the Future Model of Care Group, which has cross-workstream
representation. From 2012 to date there have been 84 congresses with over 373 attendees.

Since the CiC and NCAT approval of the model, work has been underway to develop the outline model of care
to a future model of care by adding further detail to pathways, responding to areas for further development
from the NCAT panel and others as well as understanding risks and developing mitigations. The Future Model
of Care has been developed with the Healthier Together Clinical Champions and via a series of Clinical
Congresses. See Appendix 8 — Future Model of Care for the detail of the areas of further development raised
by the NCAT team and others and information on how these have been responded to.

Hospital GM Quality and Safety standards

The hospital Quality and Safety standards were developed at the clinical congresses where each developed a
vision for their specialty and used the standards to describe how the vision would be achieved. The standards
were developed in parallel with the model of care and may be seen as a description of how the model should
be delivered. Many of the standards were developed from national guidance and recommendations from
Royal Colleges; others have been created specifically for GM to reflect the new and innovative mays of
working in the model of care. See Appendix 2 for a full list of the in Hospital GM Quality and Safety Standards.

In early 2013, provider organisations self-assessed against the standards. This process demonstrated
significant variation in compliance. Subsequently, the Provider Reference Group suggested that this process of
self-assessment may not have provided a true reflection of current performance. Therefore, the National
Clinical Advisory Team (NCAT) were asked to review the delivery of existing care standards at the eight
hospital trusts, through a series of panels. During the panels the NCAT team asked for further evidence, if
available, and discussed compliance with members of each Trust’s panel to better understand the Trust’s
ability to comply with the standards.

Following the panels, the NCAT team rated the compliance of each Trust against the standards in light of the
evidence and information provided. This assessment was sent to each Trust for review and the opportunity
was given for Trusts to provide further evidence if necessary. Further evidence was received and assessed and,
if appropriate, the compliance rating updated in light of this. The appendices of this report provide this
assessment of compliance following the provision of any additional data.

The NCAT team firstly reported that they supported the standards identified and, when questioned, members
of each Trust also felt these were the appropriate standards for review. Secondly, this robust assessment of
compliance demonstrated significant variation in compliance so supporting the case for change.

Further they were asked to review the existing standards and where appropriate offer new standards.
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4.1.2 Future Model of Care - Summary

The model of care is summarised as follows, a more detailed description is given below:

GM Hospital Vision: Hospital services delivered in accordance with best practice standards with

quality and safety paramount — the right staff, doing the right things, at the right time

In summary, the proposed model of care for includes:

> Deliver care locally for the majority of patients — Local Services;

» Upgrade Local Services so that all sites achieve Greater Manchester Quality and Safety
standards;

» Care for the small number of patients with ‘once in a lifetime’ life threatening illnesses and
injuries in a smaller number of Specialist Services delivered in line with best practice
standards;

» To achieve this, create Single Services — multi-disciplinary teams responsible for the delivery of
Specialist and Local Services across a sector of Greater Manchester;

» Consultant led services delivered to best practice standards

» Standardise and improve children’s community care to treat as many children as is safe and
appropriate to do so in the community;

» Work with the Ambulance Service to direct patients to the right place at the right time,
including to Community and Primary Care if appropriate as well as to Local and Specialist
services, and;

> Effective clinical leadership and decision making to ensure high quality, efficient care.

4.1.3 Future Model of Care — Local Services

> Deliver care locally for the majority of patients — Local Services;
> Upgrade Local Services so that all sites achieve GM Quality and Safety standards

Health and Social Care Reform principle:

o Where possible we will bring more services closer to home

A key aim of Health and Social Care Reform is to bring services closer to home, where appropriate. Therefore,
every local hospital in Greater Manchester will continue to provide secondary care services for patients with
non-life threatening illnesses and injury with facilities and resources tailored for treating this group of patients.
This means that the majority of patients will receive care in their local hospital should they need it and in the
future will access this care as they do currently.

Local Emergency Department

Every Local Service will have a 24/7 Emergency Department. Analysis shows that only a very small proportion
of patients using our Emergency Departments have a ‘one in a lifetime’ need for specialist services. Therefore,
it is estimated that 96% of patients will continue to attend the same department that they do currently (see
Appendix 8 - Future Model of Care for the methodology). Every Local Emergency Department will be delivered
in accordance with the Greater Manchester Quality and Safety standards. None of our Emergency
Departments are fully compliant with these standards now. This means we will be upgrading our current
Emergency Departments in our Local Services.

61





Local Acute Medical Unit and Geriatric Service

The biggest and most important challenge facing us is looking after the needs of an ageing population, and
local hospitals are critical to the solution. Every hospital will have an Acute Medical Unit (AMU) that is
supported by acute medics and geriatricians for 12 hours per day, 7 days per week. The AMUs will work
closely with Nursing and Residential homes as well as Social Care to provide a high quality, seven day, local
service for our aging population. AMUs will be supported by an on-site critical care service to intervene and
provide appropriate critical care as and when a patient’s health deteriorates.

Local scheduled surgical service

Local services may specialise in delivering day case and low risk elective general surgery. This represents the
majority of elective general surgery (79.8% of spells) so most patients will be able to have their routine
surgery locally. When undertaking these planned operations, surgeons will be dedicated to operating on
planned lists and so scheduled operations will not be cancelled to deal with emergencies as sometimes
happens now. This means that patients get a better, more reliable service, the hospitals run more efficiently
with less waste, making best use of resources, and the quality of care improves.

Local specialist services

Whilst specialist services such as emergency surgery will not be provided on every local site, some elements of
these services will be provided locally. For example, there will be rapid access clinics for patients arriving at a
Local Emergency Department who need an urgent surgical assessment. Similarly, following an emergency
operation, patients can see their surgeon in an outpatient clinic at their Local Hospital. Increasingly, other
some elements of other specialist services will be provided in Local Hospital — for example specific cancer or
chemotherapy treatments, and diagnostic tests.

Local services include:
e 24/7 Emergency Department (patients with life-threatening illness and injury will be taken by
ambulance directly to a hospital with a Specialist Emergency Department);
e Acute Medicine;
e Low risk elective general surgery;
e Adult critical care;
e Qutpatient clinics;
e Rapid access clinics, and;
e Other specialist services such as specific cancer or chemotherapy treatments, and diagnostic tests.

These services will be termed Local Services and will be delivered in every in scope hospital in GM.

4.1.4 Future Model of Care - Specialist Services

Care for the small number of patients with ‘once in a lifetime’ life threatening ilinesses and
injuries in a smaller number of Specialist Services delivered in line with best practice standards

Health and Social Care Reform principle:

e For a relatively small number of patients (for example those requiring specialist surgery) better
outcomes depend on having a smaller number of bigger services

As described in the Case for Change summary (Section 2), there is currently unacceptable variation in the
quality and outcomes for patients in Greater Manchester, including those with a ‘once in a lifetime’ life
threatening illnesses or injury. This is partly due to the small numbers of patients with life threatening illnesses
or injuries cared for in some of our hospitals.
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Practice does make perfect, so for patients with complex life threatening conditions, it is much safer for
patients to be treated by clinical teams that specialise in caring for these patients with the right equipment
and facilities to support them.

There is a wealth of evidence that centralising some services can save lives — lives have already been saved as
a result of centralising stroke services across Greater Manchester, rather than having every single hospital
provide these services. Rehabilitation of patients has also drastically improved with people making a better
recovery from strokes because of the expertise of the people treating them.

We know that where people truly believe that a facility is a centre of excellence as they do with the Christie
Hospital, they are willing to travel longer distances to get what they perceive to be the best possible
treatment. This already works well for stroke and major trauma. The model of care proposes extending this
approach to patients who require emergency surgery or who have complex critical care needs and creating
Specialist Services to care for these very sick patients.

Specialist Services will include a non-selective 24/7 Emergency Department, Emergency General Surgery and
Intensive Care and would provide emergency and acute care for patients with:

e Conditions requiring emergency surgery; and

e Conditions requiring Intensive Care.

These Specialist Services will be delivered on a few sites across Greater Manchester allowing a
concentration of expert resource and facilities. Analysis completed by Healthier Together has found that
patients with these conditions account for around 8% of all patients attending Emergency Departments in
Greater Manchester (see Appendix 8). All Specialist Services will be delivered in line with the Greater
Manchester Quality and Safety standards — see Appendix 2 for a full list of the standards.

4.1.5 Future Model of Care — Single Services

Create Single Services — multi-disciplinary teams responsible for the delivery of Specialist and
Local Services across a population of Greater Manchester

As described above, a smaller number of sites will provide Specialist Services for the very small number of very
sick patients across Greater Manchester. Therefore, the Hospitals delivering Specialist Services will provide
care for patients from both the immediate locality of the hospital but also those in the surrounding
localities. This means that the Specialist Services will see a larger number of patients each year from across a
larger geography of Greater Manchester, enabling them to become centres of excellence in caring for seriously
ill patients.

Hospitals providing Specialist Services will collaborate with surrounding hospitals offering Local Services in
Single Services. The Single Service will be formed of a single multidisciplinary team of resources from all the
hospitals in the collaboration. The Single Service team will be responsible for delivering care to both the Local
and Specialist patients across the wider geography. The care may be delivered across a number of sites in the
geography both in and out of hospital.
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There will be Single Services of:
1. Emergency Department staff;
2. General Surgical staff;
3. Anaesthetists, and;
4. Critical Care staff.

For example, a General Surgery Single Service created from a collaboration of three sites might have one site
offering Specialist Services and two offering Local Services. This is illustrated on the diagram below:

A General Surgery - Specialist Service:
* Emergency surgery
* High risk elective surgery
e Outpatient clinics

Single Service 1

General Surgery - Local Service:
* Low risk elective surgery
¢ OQutpatient clinics

Single Service 2

The formation of a single team is important to ensure:

In the example left, a General Surgery Single
Service would be made up of surgeons and
nursing three of the
collaborating hospitals. Staff from within the
Single Service Team would work at both Local
and Specialist sites. This is vital to maintain

staff from all

skills in dealing with a full breadth of general
surgery patients.

e Equitable access to Specialist Services for all patients in the sector;
e Ease of transfer for patients who require escalation or de-escalation between sites; and

e Equality of standards and outcomes across the whole sector.

To further enable a single team approach, the Single Service would have a single:

e Performance framework;
e Governance and accountability framework, and;
e Training and education programme.

4.1.6

Future Model of Care - Single Service staff implications

The model of care, and in particular the Single Service, has been discussed in workshops with staff including 89
consultants, middle grade doctors, senior nurses, Allied Health Professionals and healthcare scientists’. The
comments raised in these sessions have helped to shape the model of care and inform other work required by
expert groups such as the Healthier Together HR and Workforce Group. The graphic below depicts some of the
comments made about the benefits and challenges of the proposed model.

7 Healthier Together Bespoke Communications events, October and November 2013.
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Comments made by staff about the Single Service model

the single service may reduce

the frequency of on call, night

and weekend working.
Consultant

\_

There is an opportunity to

develop consistent ratios,

staffing levels , skill mix and

remuneration across GM.
Senior Nurse

\C

A

sites may prove attractive to
potential job applicants making
it easier to recruit.

Consultant
\_

/ The Single Service model allows\
peer review to take place and
better working practices can be

adopted across the Single

Service .
\ Healthcare scientist )
4 N\

The model will provide the
opportunity to flex work at

N
(The pooling of workforce across f Rotating between sites will

Rotating between sites means a'\
larger pool of nurses can be

Challenges

increase the breadth of
experience and training.

Middle Grade Doctor

\_ J

(The cultural change involved in
implementing the new model
of care is significant and will
take time to bed in.
Consultant

involved in specialist care, such

(The opportunity to work across\ i The increase in consultant

\_
e
Governance and accountability
for a sector will need to be

N\

as Major Trauma, which may defined.
make it easier to attract staff. Middle Grade Doctor A
\ Senior Nurse VRN
\ | /Rotation around different N\
hospital sites might not be
cover would mean increased attractive for some staff and
support for trainees. may cause problems with HR
Middle Grade Doctor and logistics. A
\_ /| \Senior Nurse
Rotating between sites may ( )
allow a ‘Hot” week and a ‘Cold’ Visitors may find it is more
week which may be easier to difficult to visit patients.
manage in terms of stress Consultant
Senior Nurse
\C VARN
\|

Training development and
provision can be combined and
improved.

The social service provision for
patients who become out of
area will need to be considered.

The need to be 30 minutes )
from a site where working on

Moving to a new site takesa '\
time to learn the new IT

systems, layout etc. Common
standards and processes would
assist this.

Middle Grade Doctor J

There is a need to manage the
balance between the breadth
and depth of experience of
staff.
Senior Nurse

J

call may cause problems for
some consultants.
Consultant

\_ J

The ethos of a weII-estainshed\
and productive team may be

lost with staff members

rotating to different sites.

Senior Nurse
\_ J

The successful implementation
of the model will require strong
leadership. Staff will need to be

different points in your career. Allied Health Professional Senior Nurse supported to become excellent
Consultant VRN leaders.
\_ Senior Nurse J

4.1.7 Future Model of Care — Consultant led care

~

» Consultant led services delivered to best practice standards

Health and Social Care Reform principle:

e When people need services they should expect to receive outcomes delivered in accordance with best
practice standards with quality and safety paramount — the right staff, doing the right things, at the
right time

As outlined in the case for change, in a number of key specialties our hospitals are struggling to meet
guidelines about required numbers of consultants. Evidence suggests that the presence of appropriate
numbers of consultants is associated with improved outcomes and reduced length of stay. Ensuring the
appropriate numbers of consultants in our paediatric, maternity and acute medical wards is a key driver for
change and cornerstone of the future model of care. In addition, inpatient care will be delivered in line with
the Greater Manchester Quality and Safety standards. None of our hospitals is currently fully compliant with
these standards. Therefore, we will be upgrading our wards to ensure high quality care for patients needing
an inpatient stay.

The case for change shows significant variation in outcomes and standards including rates of admission, length
of stay and mortality. Determining the appropriate care for each patient does not always mean a hospital
admission. Evidence suggests that the presence of consultants is linked to lower rates of admission®. The
central tenet of the model of care is to ensure the appropriate senior clinical decision makers are present at
the right time at the right place to make the right treatment decisions for patients.

® White, A. L., Armstrong, P.A.R., Thakore, S. (2010) Impact of senior clinical review on patient disposition from the emergency department Emergency
Medicine Journal 27:262-265 doi:10.1136/em;j.2009.077842
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Analysis shows there is significant opportunity to reduce length of stay across hospitals by sharing best
practice from the best performing hospitals. To achieve this requires strong clinical leadership and oversight of
care. The proposed model of care will be a significant change for our staff — strong clinical leadership will be
required to lead the clinical teams through the change with minimal impact on performance. A key benefit of
the Single Service model is to allow sharing of learning between clinical leadership teams. Strong clinical
leadership teams within each single service will be a key factor in the success of the model of care.

4.1.8 Future Model of Care — Children’s Care

» Standardise and improve children’s community care to treat as many children as is safe and
appropriate to do so in the community;

The case for changing children’s services falls into two main themes:
1. Standardising and improving children’s community care, and;
2. Standardising and improving children’s inpatient care, when it is needed.

Discussions with the clinical community suggest that standardising and improving children’s community care in
a first phase of activity would pave the way for a second phase aimed at standardising and improving inpatient
care. This is because, if implemented correctly, effective children’s community care would significantly reduce
inpatient activity making improvements to inpatient care easier; whilst promoting greater out reach of
hospital paediatric teams.

Therefore it is proposed to respond to the children’s case for change in two phases as shown on the schematic
below. Phase 1 would commence now, and when Children’s Community Care is embedded and has led to a
reduced number of inpatient children, phase 2 would be implemented. This means that during this
consultation no inpatient children’s unit will be closed. This has a knock on effect to maternity as the two
services are inter-dependent and so means that similarly, during this consultation no maternity unit will be
closed.

There may also be local projects aiming to improve compliance with the Greater Manchester Quality and
Safety standards for inpatient units. This may include in some localities inpatient units working together to
achieve some economies of scale or safety improvements.

The diagram below summarises this proposed phasing of improvements to Children’s Services.

Improving Children’s Services in Greater Manchester - Phases

More children treated
in the community

* Improved primary care access

* Primary care training and competencies in the
care of children

* Standardised Children’s Community Nursing
specification

« Significant increase in hospital outreach to
children e.g. outpatients, therapies etc

* Creation of a multi-disciplinary team delivering
seamless care to children across organisational
boundaries: Primary Care, Community Care
and Secondary Care

Phase 2
Children’s Inpatient care

* Creation of single services — sites with and
without inpatient paediatrics working
together to deliver hospital services

* Full attainment of Greater Manchester Quality
and Safety standards for children’s inpatient
care including consultant presence

66





The model of care for standardising and improving children’s community care aims to achieve: “No child or
young person should be in hospital when care can be provided to the same or better standard in the
community”.
The proposed model to achieve this includes
e Improved access to primary and community based care for urgent needs within 2 hours, 7 days per
week, increasing the number of children cared for in the community.
o Named paediatricians attached to a cluster of practices or community settings.
e Significantly enhanced outreach of senior nurses and consultants for management of children. For
example for children with asthma or epilepsy.
e Consistent implementation of Children’s Community Nursing Teams, providing the bridge between
primary and hospital care.
e Increased use of nurse prescribing in community settings.
e The creation of Children’s Community Multi-Disciplinary Teams of community, primary care and
hospital clinicians caring for children from across a locality of Greater Manchester.
o  GPs will be the accountable case load holder for children with long term conditions.
e Consideration of skill transfer schemes with rotations between community, primary and secondary
care.
e Patients will be streamed within the sector to the service appropriate to their need. NWAS Pathfinder
will be utilised by paramedics and clinicians in the community to direct patients to community
services, local services and specialist services, as appropriate.

4.1.9 Future Model of Care — NWAS Pathfinder

» Work with the Ambulance Service to direct patients to the right place at the right time

The Ambulance Service play a vital role in the future model of care as they will assist in directing patients to
the most appropriate service to meet their care needs. To do this the North West Ambulance Service (NWAS)
will utilise their Pathfinder tool — a successful tool that allows qualified ambulance clinicians to determine the
most appropriate place for patients to receive their treatment based on their presenting symptoms.

Healthier Together clinicians have worked with NWAS to develop new Pathfinder tools to direct patients to
either a Specialist or a Local Emergency Department or if appropriate an Urgent Care Centre or other
community setting. (See Appendix 8 — Future Model of Care for the Healthier Together Pathfinder matrices).

Analysis of a representative, statistically valid sample of historical ambulance records found that 11% of
patients conveyed by ambulance would require conveyance to a Specialist Emergency Department’ (See
Appendix 8 — Future Model of Care). NWAS plan to undertake a full live audit of the revised Pathfinders in
2014 to ensure safety and accuracy before implementation.

Whilst Pathfinder will be used to direct patients to the most appropriate site, some patients may present at a
local site with a specialist care need. There will be robust pathways in place for the stabilisation of these
patient and transfer to the specialist site. The rotation of staff between local and specialist sites will facilitate
this process.

°® NWAS analysed 823 records from 2012/2013 of patients who were conveyed by ambulance. This was a representative sample in terms of both GM
A&E site and nature code. This was a statistically valid sample with a confidence level of 95% and a confidence interval of 0.034. NWAS retrospectively
applied the Healthier Together Pathfinders to these patients to determine the proportion of patients who would have required conveyance to a
Specialist or Local ED should this model of care have been implemented.
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4.1.10 Future Model of Care - Clinical Leadership and Decision Making

Effective clinical leadership and decision making to ensure high quality, efficient care

The case for change shows significant variation in outcomes and standards including rates of admission, length
of stay and mortality. Determining the appropriate care for each patient does not always mean a hospital
admission. Evidence suggests that the presence of consultants is linked to lower rates of admission'®. The
central tenet of the model of care is to ensure the appropriate senior clinical decision makers are present at
the right time at the right place to make the right treatment decisions for patients.

Analysis shows there is significant opportunity to reduce length of stay across hospitals by sharing best
practice from the best performing hospitals. To achieve this requires strong clinical leadership and oversight of
care. The proposed model of care will be a significant change for our staff — strong clinical leadership will be
required to lead the clinical teams through the change with minimal impact on performance. A key benefit of
the Single Service model is to allow sharing of learning between clinical leadership teams. Strong clinical
leadership teams within each single service will be a key factor in the success of the model of care.

4.1.11 Future Model of Care - local flexibility

While this model provides a framework to deliver the Greater Manchester Quality and Safety standards, it is
expected that there will be local tailoring of the model within individual single services to suit the local
population and demographic. However, there are some elements of the model that are expected across
Greater Manchester:

e Attainment of the Greater Manchester Quality and Safety standards;

e Single services of linked sites working together with single teams of rotating staff to deliver Local and
Specialist adult services, paediatric and women’s services.;

o A smaller number of sites providing Specialist adult services than currently;

e Consistency in the provision of Emergency Department and General Surgery services in every Local
and every Specialist site to enable paramedics to appropriately direct patients;

o A smaller number of sites providing inpatient paediatric (and therefore maternity) services than the
current provision, and;

e The following services provided in every in scope hospital: 24/7 Local Emergency Department, Acute
Medical Units, outpatient clinics, rapid access clinics, some diagnostics and scanning.

° White, A. L., Armstrong, P.A.R., Thakore, S. (2010) Impact of senior clinical review on patient disposition from the emergency department Emergency
Medicine Journal 27:262-265 doi:10.1136/em;j.2009.077842
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4.2 Proposed Outcomes for Patients

The schematic below illustrates the proposed outcomes for patients of the model of care described.

)

Emergency
Department

Acute
Medicine

General
Surgery

Paediatrics

An increased percentage of Emergency Department patients seen by a Senior Decision Maker
A reduced mediantime from arrival of a patient to the Emergency Department to initial assessment
An increased percentage of accidentand emergency attendances spending less than4 hoursinthe ED

An increased level of patient satisfaction for patients attending the ED

An increased |level of ED staff satisfaction

A reduced average Length of Stay (days) inthe Acute Medical Unitand all Medical Wards
A reduced percentage of Acute Medical Unitpatients admitted to other inpatientwards

Improved mortality rates in Acute and SpecialistMedical Wards (HSMR and SHMI)

An increased |evel of patient satisfaction for acute medical patients

An increased level of acute medical staff satisfaction

Improved mortality levels across Greater Manchester and reduced levels of variation (HSMR & SHMI)
An improved percentage of Emergency General Surgery patients seen by a consultant 24/7
A reduction in Average Length of Stay (days)and re-admission rates

Consistenttimely access to theatres, critical careand diagnosticservices 24/7

An increased level of patient satisfaction for general surgical patients

An increased level of general surgical staff satisfaction

A reduced percentage of admissions whoseneeds could be best met at home or inthe community

Improved mortality levels across Greater Manchester and reduced levels of variation

An increased percentage of emergency aamissionsseen bya consu

the first24 hours of admission

An increased level of patient satisfaction for child patients and their carers

An increased level of paediatric staff satisfaction
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5.0 Communication and Engagement

The Healthier Together programme has undertaken substantial engagement with a wide range of stakeholders
and public since it commenced pre consultation in August 2012. The below information provides a baseline of
the activity and responses the programme has received during this period and explains how it has informed
the development of the model of care and wider programme.

Throughout the pre-consultation period, the programme has undertaken comprehensive engagement with
other local clinicians, stakeholders, patients and the public as part of initiatives to establish, develop and
influence the Case for Change and Future Model of Care (FMoC), leading up to the development of proposals
that can be taken forward to consultation. This work is part of a wider programme of public sector reform
that incorporates Primary Care and Integrated Care. It is only with these core components working together
the programme can begin to address the issues facing health and social care in GM.

Following this phase, a period of enhanced conversations is taking place between January-March 2014, led by
the ten localities across the conurbation.

5.1 Engagement Method and Approaches

The programme has structured its engagement around three key groups during the pre-consultation phase:

Public and patient engagement, including carers, service users and resident across GM and the media
Clinical and provider organisation engagement, including wider staff groups, Health and Social Care
organisations

3. Health Overview Scrutiny Committee (HOSC), Health & Wellbeing Board (HWBB) and wider political
engagement including MPs.

These were broken down further via a comprehensive stakeholder mapping exercise.

Before embarking on the pre-consultation engagement across GM a full and detailed Pre Consultation
Implementation Plan was produced. This included a comprehensive stakeholder map which enabled us to
identify how particular methods and approaches could be applied across different stakeholder groups.

Drawing upon lessons learned from previous service transformation consultations, best practice guidance,
Equality Act 2010 and NHS North West Assurance Framework (now superseded by the NHS England Assurance
Process), Table 7 details the methods that were agreed in conjunction with the External Reference Group.

Table 7: Communication and Engagement methods

What the plan proposed What we delivered

Open Public Meetings in each of the ten localities 14 public meetings, offering variety of opportunities
for people to provide feedback, comment cards,
flipcharts, interactive voting technology, washing line

(pants & tops)

Comprehensive stakeholder briefing sessions, utilising
local networks and organisations

Sessions held across GM with voluntary sector, Local
Authorities, GPs, clinicians, patients and public

Bespoke focus groups with patients, public and
carers, and seldom heard groups

Focus groups held across all localities with variety of
hard to reach groups and service users and carers

1-2-1’s with key stakeholders including Healthwatch
(otherwise known as LINks)

1-2-1 ‘s with LINks and Healthwatch across GM
including presentations at GM Healthwatch Network
meetings

Social media engagement — twitter, website and
Facebook

Twitter utilised, social media management tool
commissioned, further work required to enhance
social media usage
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What the plan proposed What we delivered

Patient Panels established for both In Hospital and | Patients Panels met at least 6 times during course of

Out of Hospital work streams pre consultation

1-2-1 media briefing sessions Undertaken briefings with local media inc Bolton
News, Wigan Today, Manchester Evening News, ITV,
BBC

Information sharing using newsletters and bulletins Monthly stakeholder and clinician based briefings

disseminated as well public facing newsletter ( began
circulation in October 2012)

Independent Scrutiny of consultation process External Reference Group established, independently
chaired, meets monthly to scrutinise the engagement
process. The Consultation Institute validated the pre
consultation activity to date (copy of report available
on request).

Engagement with these groups is carefully planned and coordinated by the programme. A number of tools are
used to track and manage stakeholder contact:

A comprehensive database — with stakeholder contact details;
A Stakeholder Map — a detailed map of all key stakeholders and their position in regards to support
for the programme;
3. A stakeholder management diary — a log of all upcoming meetings and events and record of
programme attendance;
4. Engagement Audit log — a template for capturing all engagement activity across the programme, and;
5. Daily monitoring — of local, regional and national media.

Underpinning the pre consultation was a robust programme of communications, which saw the dissemination
of:

Programme Update Monthly Newsletter;

Integrated Care Weekly Bulletin;

Patient & Stakeholder Monthly Newsletter;

Local Media briefings including regional radio and newspaper, and;

vk wnN e

Establishment of Communications & Engagement Working Party for CCGs, LAs and Provider Trusts
reps

This section summarises the following:
1. Engagement that has occurred with each of these three groups;
2. Key themes that have emerged during this engagement, and;
3. How this feedback has been used by the programme to develop proposals.

5.2 Summary of engagement, themes and responses

5.2.1 Stakeholder, Patient and public engagement

Over 20 major public and stakeholder open public meetings have taken place during the pre-consultation
period, along with focus groups, bespoke briefing sessions, attendance at forums, and groups. This
engagement activity has been delivered centrally by the Healthier Together comma and engagement team or
by the localities. The locality led engagement activity is still on-going. A summary of these events by locality is
contained in the (Table 7).
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Table 8: Summary of events by locality

HMR Case for Change Open public meeting | Healthwatch Rochdale MIND
Vision Local Conversation 0SsC BME Forum
Outline Model of meeting HWBB Rochdale Stroke
Care Focus groups x2 Association
Carers Association
Youth Forum
Rochdale Borough wide
Housing
Rochdale Disability Group
Bury Case for Change Open Public meeting | Healthwatch Bury Carers Association
Vision x2 0SsC Home Start
Outline Model of Carers Event x1 HWBB Ramsbottom Carers
Care Focus groups x6 Stroke Association
Carer focus groups Scope
x3 Creative Living Centre
Age UK
Bury Asian Women’s
Centre
Older People Forum
Oldham Case for Change Open Public Meeting | Healthwatch Breathe Easy
Vision Local Conversation 0sC Street Angels
Outline Model of Public Meeting x2 HWBB Oldham POINT
Care Focus Groups x1
PPG Meeting
Manchester Case for Change Open Public Meeting | Healthwatch MHA ( Live at home
Vision Focus groups x 4 0sC scheme)
Outline Model of PPG Meeting HWBB Breathworks
Care People First Housing
Association
Withington Heart Help
Wai Yin Chinese Society
Coalition of Disability
Action
CAB
Bolton Case for Change Open Public Meeting | Healthwatch Bolton Community &
Vision x2 0SsC Voluntary Services
Outline Model of HWBB Stroke Association
Care
Tameside & Case for Change Open Public Meeting | Healthwatch The Stroke Association
Glossop Vision x2 0sC Crossroads
Outline Model of HWBB Centre for Voluntary
Care Action
Trafford Case for Change Open Public Meeting | Healthwatch Sale Square Mile
Vision Focus Group x2 0sC Trafford Healthwatch
Outline Model of HWBB Race In Health Org
Care
Wigan Case for Change Open Public Meeting | Healthwatch Think Ahead
Vision Focus Group x2 0sC Carers Association
HWBB Age UK
Salford Case for Change Open Public Meeting | Healthwatch Salford Arts
Vision CCG Patient Panel x2 | OSC Crossroads
Outline Model of Focus Groups x2 HWBB Salford CVS
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Care

Treetops Counselling

Stockport Case for Change Open Public Meeting | Healthwatch Stockport & District Mind
Vision Local Conversation 0sC Beacon Counselling
Outline Model of Public Meeting x4 Bramhall North
Care Focus Groups x 2 Conservatives

GM Wide Case for Change Focus groups x7 GM Health Scrutiny Transport for Sick

Vision

Patient Panel Launch

GM HWBB Convenors

Children

Outline Model of Patient Panel Meetings Coalition for Disabled
Care Meetings x6 GM HWBB Children

Criteria Criteria Alliance for Community
Development Development Care

Information Session Neurological Alliance

British Red Cross

Chinese Women'’s Society
George House Trust
Lesbian Gay Foundation
Self Help Services —

mental health
Anxiety UK

Numbers of attendees at the Healthier Together specific public engagement meetings were recorded and over
15 public meetings 960 individuals attended. Number of participants at focus groups and other meetings that
Healthier Together attended but did not specifically organise were not recorded but it is estimated that there
have been over 2000 face to face contacts with members of the public.

It is important to note that a variety of media channels including local television, radio and newspapers have
been used to promote the aims and objectives of the programme, along with dissemination of the Healthier
Together Newsletter. Therefore, reach into communities is estimated to be far greater than the number of
face to face contacts.

18 meetings/events specifically in relation to transport and access have also taken place with key stakeholders
and public.

5.2.2 Summary of the Local Conversation Phase (Jan-April 2014)

The Committees in Common (CiC) of the CCGs, along with the Association of GM Authorities (AGMA), decided
to hold locality “conversations” on the wider Health and Social Care reforms in each of the 10 localities. This
will ensure that sufficient engagement within local communities has taken place prior to formal public
consultation. These are underway and involve initially getting decision-makers and stakeholders up to speed
with the wider health and social care reform proposals, and the interdependencies between Community-
Based-Care (i.e. Integrated Care and Primary Care) and the In-Hospital transformation.

This is to be followed by wider public engagement. The below is a summary of the activity that has taken place
in each locality so far.

Bolton

The conversation has been a continuation of current engagement and communications, concentrated around
primary care strategy, integration and hospital standards and very much a partnership programme. The
important message was that the majority of care would be locally delivered.

73






Bury

Bury delivered and attended a range of stakeholder meetings with the Council and with health partners and
are already on with their public engagement. They have held a highly successful and well attended Carers
event (over 100 Carers attended) and are attending the six Township Forums across the borough.

North, South and Central Manchester CCGs

All three Manchester CCGs have attended the Manchester Health and Wellbeing Boards. “One conversation”
has been held across the three Manchester CCGs, which has involved other key stakeholders, such as GP
practices. It has been incorporated into the Living Longer, Living Better programme which has begun to
describe the models for Out of Hospital care, the Single Service and the changes ahead for patients.

Oldham

As well as work carried out with the communications team from GM Commissioning Support Unit, the
knowledge and expertise of the Local Authority had been utilised. A clear plan has been agreed and is on-going
with the key partners.

Heywood, Middleton and Rochdale

Engagement with stakeholders had already begun and had been integrated into an overall piece of work.
Engagement with Healthwatch has also taken place as well as on a wider basis.

Salford

There had been opportunity at the Health and Wellbeing Board to bring members up to speed on the locality
conversation. There has been “one conversation” shared with all major stakeholders and one common
message which ambassadors have used to engage on a wider basis.

Stockport

The locality conversation has been initiated with key stakeholders. There is on-going dialogue taking place
with system leaders, i.e. Local Authority, Hospitals, CCG and Mental Health Providers and sponsored
conversations with the public. Further meetings have been planned and a formal meeting was held in
February.

Tameside and Glossop

There is “one conversation” being held with stakeholders, with an agreed timeline and Healthier Together is a
clear aspect of that work. Two events have taken place; a provider event was held in January 2014, along with
a public listening event.

Trafford

There has been continuation of the high level conversations with local authorities, Health and Wellbeing
Board, Local Medical Committee and council members.

Wigan

The conversation has centred around primary care and integrated care. There has also been some success
reported from recently adopted strategies, such as significant reductions in A&E attendance. The mood going
forward is positive, this had been reflected in recent meetings with the Local Authority.
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5.2.3 Informing the development of the Future Model of Care

Feedback from both the public and stakeholder conversations has been utilised to inform the development of
the Future Model of Care (FMOC), Draft Primary Care Strategy (DPCS) and Community Based Care Standards.

The FMOC was shared widely at over 14 locality based public meetings, focus groups, voluntary and
community sector based meetings and Healthier Together Patient Panels. Initial feedback from the public
highlighted that there would need to be an emphasis on travel, access and transport. Following this a detailed
scoping transport and access review was undertaken and this is featured within the FMOC. A Transport &
Access Working Party was established with public and stakeholder representatives so we could continuously
engage around this important work stream.

Feedback from local people around the need to improve access to primary care has also been translated into
the DPCS. Evidence of this in practice can be found in the demonstrator site initiatives currently taking place in
six localities, where extended hours and other innovative solutions to provide enhanced primary care services
are being piloted. We have been demonstrating to patients, public and partners how their feedback has been
used to shape the implementation of these initiatives, and our drive to improve the access to primary care
services across the conurbation. All of which is highlighted within the DPCS.

Other feedback described the importance of local access to services, especially local EDs. This was
subsequently featured heavily within the FMOC, stating that local ED access would remain and was a vital
element of the single service. Bespoke Patient Panels were also established to work through in detail key
elements of the FMOC and what the potential impact of this would be for patients across GM.

Communication and transparency became a key theme to arise from every public event, meeting or workshop,
and so the FMOC and DPSC were shared with patients and stakeholders from the inception through to final
draft. This has ensured that feedback is used dynamically to influence our plans at every stage.

More details of the meetings that have taken place and how the feedback has utilised can be found in
Appendix 9 within the Stakeholder and Public Engagement Record.

Table 9: Key themes identified through engagement

Sustainability Communication Likelihood of Delivery
Current system not sustainable IT Education for health professionals
Removal of unnecessary Information Skills lost in restructure
expenditure Patient education Capacity
Efficient services — release savings | Honest consultation Workforce
Streamline pathways Equality of access to information Actual delivery — current financial climate
Manage public expectations
Clinical Evidence Self-Care Quality
Recognition of case for change — Prevention Patient Experience
clinical evidence Education Inequality
Use of resources Awareness Specialist services
Screening Exercising choice

Patient responsibility
Access
Travel

Transport
Inequity of access to services
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Quotes from the public and stakeholders

“Improve access to primary care”

“More support for people to retain their independence”

“Need an open and honest dialogue with the public”

“Will travelling further put lives at risk”

“More education and information about services in our communities”

Sample of visual minutes used to capture feedback at public and stakeholder sessions:-

The majority of coverage received has been positive however, there have been instances where reactive PR
was required in response to public concern about proposed changes to their local hospitals.

5.2.4 Engagement with Clinical Staff

The programme has been clinically led from the outset and began with a series of clinical congresses in a
number of specialties to develop the Case for Change, Vision and GM Quality and Safety Standards. This work
resulted in detailed Case for Change and Vision documents for each workstream.

However, it was recognised that a holistic view of how each workstream would interact in future was required
to develop the Outline Model of Care. Therefore, in April 2013, the Future Model of Care group was
established to bring together the work completed in each specialty congress. This group was made up of
representatives from all in scope workstreams as well as primary and community care and NWAS colleagues.
The Future Model of Care Group met 19 times in 2013 and oversaw the development of the Outline Model of
Care document and the work to develop the Outline model to a Future Model of Care.

A key component of the programme’s governance structure is the Clinical Reference Group. This group is
chaired by the programmes Medical Director/Associate Medical Director, and has representatives from the 10
acute trusts including members from a number of specialities and grades. The workstream clinical congresses
and Future Model of Care Group feed into the Clinical Reference Group who oversee and assure the clinical
viability of models proposed by these sub-groups.

The key deliverables assured and signed off by the Clinical Reference Group during the pre-consultation period
have been:-

e The Case for Change

e Clinical Vision

e C(linical standards

e Future Outline Model of Care
e Future Model of Care
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The Clinical Reference Group makes recommendations to the Healthier Together Steering Group which in turn
reports to the Committee in Common (Final decision making authority).

The inputs, discussions and decisions of the Clinical Reference Group are well documented through papers and
reports and so are not included here, but can be provided.

Whilst the Case for Change, Vision and Outline Model of Care was developed and influenced by clinicians from
across GM, wider clinical engagement during the pre-consultation period was essential to ensure that the
views of our clinical workforce are fed into the development of the Future Model of Care and options for
transformation. Therefore, clinical congresses were re-instated in February 2014 to develop the detail
required to turn the Outline Model of Care into a Future Model of Care. Congresses are being held for:

Urgent, Emergency and Acute Medicine
General Surgery

Children’s Services

Women'’s Services

e Anaesthetics and Critical Care

e Diagnostics, Therapies and Pharmacy

These congresses have been developing patient pathways, risk and mitigation registers and co-dependency
frameworks as well as assuring the Future Model of Care document.

In total, 84 clinical Congress/Workshop sessions have been held since January 2012 - October 2013, covering
Acute Surgery, Oral and Maxi facial, Urgent and Emergency Care, Women and Children’s, Frail Elderly and
Medicine, Elective Care, Cancer and Gynaecology. Over 373 clinicians (including doctors and nurses from both
primary and secondary care) have attended these events.

5.2.5 Engagement with Primary Care

As part of the wider public service reform agenda, the Primary Care Team that form part of the NHS England,
Local Area Team North West have undertaken a rigorous programme of engagement with Primary Care staff
across GM, including CCGs, GPs Nursing staff and AHPs. This has been complimented by a wider piece of
engagement with key stakeholders including HWBB’s and OSCs and Local Medical Committees. This work has
been led by the Primary Care Commissioning Strategy Group chaired by the Healthier Together Associate
Medical Director.

Outputs from this group have been
e Primary Care Case Vision, and;
e Draft Primary Care Strategy

All inputs, discussions and decisions of the Primary Care Commissioning Strategy Group are again well
documented through papers and minutes and so are not included here but are available upon request.

The Programme Medical Directors (MDs) and team of Clinical Champions have been absolutely committed to
supporting stakeholder and peer engagement, by attending and presenting at meetings to enable the clinical
messages to be given accurately to other clinicians, and to enable feedback to be gathered and considered
throughout the Future Model of Care development process. To ensure wider clinical engagement, direct
engagement has been focused on two core groups; provider clinicians and local GP Practice staff.

Primary Care has been a key component of all the public engagement to date, presenting at public meetings,
voluntary sector meetings and patient panels. This is reflected within this section of the document. More
detailed information relating to Primary Care Engagement can also be found in Appendix 9.
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The Primary Care Team have also undertaken the following stakeholder engagement since April 2012:
Primary Care Specific Engagement

Twenty presentations have been delivered to Local Medical Committees across GM in order to effectively
engage around the draft Primary Care Strategy.

Primary Care Clinical/GP Engagement

The Primary Care Team have held, on 24 occasions, a combination of Primary Care Congresses, and GP
member engagement events across GM. These have ranged from attendance at Local Medical Committees to
locality specific engagement events with local GP’s. These were opportunities to discuss and gain views from
the primary care community in order to develop the vision and Primary Care Strategy, as well as the Future
Model of Care.

Primary Care Key Stakeholder Engagement

The Primary Care team have engaged with various people/groups on 22 occasions, presenting to local HWBB,
HOSC and the GM Health Scrutiny Panel.

All evidence of outputs from these discussions, meetings and events can be found in version 13 of the Draft
Primary Care Strategy and its previous iterations. The aforementioned is available upon request.

A Clinical Briefing is disseminated every month to all clinicians engaged in the programme, providing them
with an update and progress report. Copies of these briefings are available on request.

5.2.6 Engagement with Statutory Partners

Throughout the pre-consultation period, the Health and Wellbeing Board (HWBB) have been in various stages
of establishment and maturity. As such, there is variation in the levels of engagement with some of the
HWBB's.

Engagement with the GM Health Scrutiny Panel continues, and presentations have been delivered to reflect all
three elements of programme including Primary Care, In Hospital and Community Based Care. Conversations
are on-going to make arrangements for Joint HOSC duties to be considered.

The Team have presented on 32 occasions at both local HWBB and HOSC as well the GM Health Scrutiny Panel.

Full details of all HWBBs and Scrutiny Panels attended can be found within the Engagement Record, Appendix
9.

5.2.7 Wider political engagement

Greater Manchester MPs have been engaged throughout the pre-consultation phase, both through their local
CCGs and local authorities, as well as through the central programme team.

Specific briefing sessions for Greater Manchester MPs have taken place both in Westminster and in Greater
Manchester, and we have also held individual meetings with MPs, including the Shadow Secretary of State for
Health. As well as being able to present the Healthier Together programme, we have been able to hear the
concerns of MPs in relation to their local services. (A further meeting of Manchester MPs in Westminster is
also planned for 29 April 2014).

MPs and their offices have also received a number of briefing documents from the programme team.
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The Healthier Together programme has also taken part in ministerial visits, including the Secretary of State for
Health and Prime Minister visiting Primary Care demonstrator sites in GM, as well as being represented at
meetings in Downing Street.

5.2.8 Media Engagement

Healthier Together has featured in over 130 pieces of media coverage since the programme’s inception in
February 2012 through proactive and reactive PR.

Healthier Together has been the subject of BBC radio, television and online news items and has been recorded
in numerous editorial features ranging from trade publications (HSJ) and predominantly regional press
including the Manchester Evening News and weekly locals; Bolton News, Wigan Evening Post, Bury Times.

The programme has also ensured all events were well publicised and advertised to maximise attendee
numbers and keep the wider GM public informed about plans to systematically change their health and social
care services. Local radio interviews were also conducted to raise the Healthier Together profile prior to
events and to complement national stories by providing the local angles.

79





6.0 The Programme

6.1 Programme Structure and Governance

The GM health and social care reform programme structures and governance have evolved during the life
cycle and are reflective of the significant change of commissioning responsibilities from 1°* April 2012.

The Healthier Together programme was initiated in 2012 following the support of a programme mandate and
identification of Dr Mike Burrows (NHS GM) as the Senior Responsible Officer. However the responsibility for
commissioning the NHS services has transferred following the implementation of the Health and Social Care
Act 2012 to Great Manchester’s 12 Clinical Commissioning Groups (CCG’s) and the statutory organisations
responsible for the GM Health and Social Care reform commissioning are shown in Table 10.

Table 10: GM Health & Social Care Reform

Statutory Bodies Collaborative Branding
Arrangements
12 Greater Manchester Greater Manchester INHS|
Clinical Commissioning Association of Clinical Ciemar Nianchastar A S ARaTor
o o a Clinical Commissioning Groups
Groups Commissioning Groups
10 Greater Manchester Association of Greater AGMA
Local Authorities Manchester Authorities GREATER MANCHESTER
"’ AUTHORITIES

NHS England (Greater m

Manchester) England

The GM Health and Social Care Reform has identified a number of Senior Responsible Officers and Programme
Sponsors:

Programme Element Name Role Organisation

In-Hospital lan Williamson Chief Officer Central Manchester CCG

GM Integrated Care Steve Pleasant Chief Executive Tameside Metropolitan

Programme Borough Council

GM Integrated Care Su Long Chief Officer Bolton CCG

Programme

Primary Care Rob Bellingham Director of NHS England
Commissioning

These individuals support the programme alongside the clinical leadership who, representing each Greater
Manchester CCG, make up the Programmes Decision Making body for the In-Hospital programme the
‘Committees in Common’ (CiC) — see section 6.2.3.

6.1.1 Programme Management Overview

The programme is managed based upon Prince 2® methodology and the relevant controls and products are
regularly produced, reviewed and endorsed. A Programme Initiation Document provides the strategic
oversight for the In Hospital Programme and can be found at Appendix 10.
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6.1.2 Programme Risk Management Overview

A consistent approach to risk management is used across the programme. This ensures outline principles of
measuring, managing and reporting risk are maintained. This provides a framework for the management of
risk through rigorous governance arrangements and regular review by the Senior Responsible Officers Group
(SROG).

To manage the risks associated with the successful delivery of the programme, a risk register is maintained
which ensures risk assessment and management is a proactive process.

The maintenance of the risk register ensures:

=  Programme risks are identified;

= QOwners of the risk are identified;

=  Risks are evaluated for likelihood and impact; and;

= Risks are responded to through the appropriate implementation of mitigating actions.

Risks are scored based on their likelihood and impact using of the following risk categorisation matrix (see
Table 11). Risks are scored as identified (pre mitigation) and then given a score based on the implementation
of the mitigating actions identified (see Table 111).

Table 11: Risk categorisation matrix

Low Low/Medium | Medium | Medium/High High
probability | probability | probability probability probability
High impact 5

Medium/High
impact

Low/Medium
impact

Low impact

Based on the scoring given to the risks the following actions are identified:

Table 12: Post categorisation action

Category Action

>12 Risk logged, mitigating actions identified and approved for implementation by the SROG.
Risk may be escalated and reported to the CiC as agreed by SROG.

4-12 Risk logged and monitored by the programme team.

1-3 Risk logged but should not require further intervention or monitoring.

The programme routinely identifies issues that are recorded on the Issues Log. An example of current risks
<12, after action and mitigations (as of 8" April) can be seen in Table 13.
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Table 13: Example of current risks <12 after mitigations

065 |Risk SR - Hospital |Risk: Sector congresses may develop models of care thatare notin line with the [Chris Brookes 15/01/2014 Mitigation: Greater clarity on the elements of the model of care
Healthier Together FMoC. thatare a given to be included in the FMOC and to be discussed
at congresses.
Impact: Sectors implement differing models of care leading to variation in 16 12 On-going
outcomes. Time atclinical congresses to be given to sector congresses to
allow discussion about the elements of the model that can be
tailored locally.
067|Risk Programme Risk: Failure to gain NHS England assurance of the programme. Alex Heritage 05/01/2014 Mitigation: Plan developed to determine owners for each element
of the assurance framework and aligned to the PCBC sections.
Impact: NHS England do not sign off the programme and do notallow
consultation to proceed. 20 Programme management team to review this weekly and report to 12 30 May 14
SMT.
068|Risk Comms Risk: Lack of wider staff engagement before consultation. Martin 01/02/2014 Mitigation: HR&W group have established a Partnership forum to
McEwan meet with staff side groups to understand their concerns.
Impact: Staff are unable to answer questions from the public during
. . . 16 A s 12| 01June2014
consultation. Failure to have robust staff engagement strategy in place could 350 plus staff have been invited to the clinical congresses.
resultin lack of buy in from staff or unions which would delay consultation.
Webinars and roadshows at each Trust are planned for April /
069|Risk SR - Hospital [Risk: Failure for GM Providers to find a workable collaboration/joint working |Chris Brookes |[15/01/2014 Mitigation: CB to work with sectors to assist in development of
arrangement under the single service. Alex Heritage workable model.
20 15 On going
Impact: Could resultin breakdown of model and failure to deliver within Attila Vegh appointed to lead work looking at the possible
timescale. governance arrangements for the single service.
072|Risk Finance Risk: Following CiC discussion on 26 Feb, further decisions needed to develop Laura Foster 27/02/2014 Mitigation: Preparatory session with CiC members scheduled for
the shortlist of options for financial appraisal are not made at CiC on 16 April. 2 April.
Impact: Delay due to inability to progress quickly enough with final stages of 20 Consideration of adjustment to approach that would enable 12 16-Apr-14
options appraisal more options than expected to be retained at this stage in the
process
2/4/14 Informal CiC shortlisted to 4 options
073|Risk Comms Risk: Stakeholders may not support and commit to deliver the 'public Martin 20/11/2013 Mitigation: Confirm sponsorship of CCG and LA leaders for the
consultation'. Challenge around time taken to ensure all are assured and fully [McEwan conversations, outcomes and timings in all GM localities
aware of the process and elements of consultation
Seek confirmation of commitment from CCG & LA leaders to drive
Impact: Failure to support & deliver the intended outcomes of the conversation, the 'conversation' within localities' and communicate the
. ; . . . 16 ! 12 30 Sep 14
through working with localities, would increase the risk of challenge to the commitment to local teams
consultation and any subsequent CCG decision due to lack of awareness,
understanding or support for the proposed reconfiguration of hospitals. Confirm local ownership and plans through engagement of
COO's and Comms leads
074|Risk Programme Risk: Pre Consultation Business case not completed ready for CiC to review 21st |Alex Heritage 04/03/2014 Mitigation: PM team to drive forward input from their teams
May 2014
20 PM team to engage in open and honest conversations to raise 15 21 May 14
Impact: Failure to produce will not leave sufficient time for the PCBC to be challenges and issues at the weekly PM meeting with a view to
ratified by CiC and Joint Overview and Scrutiny Committee (JSOC) which could supporting resolving as a team
affect the ability to start public consultation
075|Risk Comms Risk: Failure to respond to consultation Martin 29/03/2013 Mitigation: Externally validate and fully document the process
McEwan for ensuring attention to responses, extensive report to lead
Impact: Public perception that costs of public consultation is too high could CCG/NCB detailing these responses with copies to JOSC and
lead to formal challenge to the programme and FOI requests documented decisions demonstrating that the final decision took
20 . 12 30 Sep 14
all these factors fully into account
NHS England will assure the process
077|Risk Programme Risk: Communication on System reform Leila Williams |27/07/2012 Mitigation: Establish close working relationships across the 3
programmes to increase understanding and consistency of
Impact: Failure to manage messages that the HT programme recognises the 16 proposals 12 30 Sep 14
interdependencies with change programmes for Primary Care, Integrated care
and Hospital services could lead to lack of support and/or missed
opportunities to gain local/national support






6.2 Internal Governance Overview

As described the GM Health and Social Care reform programme involves a number of statutory bodies and
key stakeholders. The following sections provide an overview of the internal governance architecture,
specifically identifying the routes of delegation and accountability.

6.2.1 Primary Care Governance Overview

NHS England AT GM CCG Boards
Management Board (co-commissioners)
( Management Stakeholders
Clinical Stakeholders
_______________ GM AT Primary
LPNs LRCs Care SMT AGG AGMA
Primary Care Transformation ( SRO Group
Steering Group : :
Y/ Vi
Healthier Integrated
Together Care

Primary Care Transformation
Delivery Group

6.2.2 GM Integrated Health & Social Care Governance Overview

GM Integrated Health & Social Care (Community Based Care)

Association of Greater Association of Greater
Manchester CCGs Manchester Authorities
GM Integrated Care Board | PublicService Reform
Chair: Su Long Executive

—

Integrated Care Integrated Care Leads
Enabling Group Reference Group
Chair: Lisa Stack Convener: Damon Palmer

Key:
Accountable Delegated to Advisory
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6.2.3 In Hospital Programme Governance Overview

12 GM Clinical Commissioning Groups

Committees in Common
Chair: Phil Watson CBE

SRO Group
Chair: lan Williamson

. . N\ :
Clinical Reference External Reference Finance & Estate Group !
Group Group !

. ) ; Chair: Joanne Newton
Y Chair: Dr Chris Brookes y Chair:vacant

| Provider Reference

———

| | | 1 Group
4 ) I Chair: Dame Ruth Carnell
Future Model of Care Transport & Access I;IAI’! &k\.Norcli(force \ g e AR e
Chair: Alex Heritage ) Groulp . .or ing sroup
u ) Chair: Dr Martin Whiting Chair: Laura Roberts
Key:
Accountable Delegated to Advisory

The 12 GM Clinical Commissioning Groups have mandated the programme and each one of the 12 CCG
Governing Bodies have delegated the decision making function to a Committee. The 12 Committees meet in
unison and is described as Committees in Common (CiC).

Terms of Reference have been included for the following groups as Appendix 11;

= Healthier Together Committees in Common,;
= Clinical Reference Group;

= External Reference Group;

=  Finance & Estates Group;

=  Future Model of Care Congress;

= Transport & Access Group; and;

= HR & Workforce Working Group.

6.2.4 Programme Plan

The activities of the programme and the interlinked elements of all GM Health & Social Care reform activities
are combined within a single programme plan. A copy of the programme plan can be found at Appendix 12.

The programme plan is overseen by the Programme Director and is regularly reviewed at a weekly
programme management team meeting. This meeting updates all elements of the programme management
process including the programme plan, risk and issues log and assurance activities. To provide regular
communication a bi-weekly Highlight Report is generated for the Senior Responsible Officers Group.
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6.3 External Governance Overview

A robust internal governance structure is in place for the programmes which provides a regular review of
activities, cost and timescales. However, it was recognised that external governance would further strengthen
the programmes. The following sections provide an overview of external governance. It is recognised that
further external governance and accountability will be provided by the NHS England Assurance Framework
process.

6.3.1 National Clinical Advisory Team review of the model of care
Informal review

On the 11™ September 2013, a panel of National Clinical Advisory Team (NCAT) members were asked to
provide an informal review and recommendations to ensure clinical assurance of the proposed Outline Future
Model of Hospital Care in GM. Panel members included:

e Professor David Colin-Thomé chair and NCAT input into Primary Care, Long Term conditions and
unscheduled care;

e Professor Kate Costeloe (Paediatrician);

e Suzanne Truttero (Consultant midwife), and;

e Mr Tony Giddings (General Surgeon).

The NCAT informal review report was sent to GM on 27" September 2013.

‘The panel expressed support for the ambition, scale and development of the strategy and programme
although there are specific issues to be addressed before the formal NCAT review takes place prior to
formal public consultation. The NCAT panel for the formal review will include an expert in acute and
emergency medicine.’

The panel asked that for the formal review, all three areas of the Programme are presented to the panel for
their consideration.

Formal review

On the 17" December 2013, a panel of NCAT members undertook a formal review of the model of care. The
panel met with the Senior Responsible Officers for all three elements of the programme, members of the
Clinical Reference Group, Clinical Champions and members of the Programme team. Presentations were given
about primary care, integrated care and the hospital elements of the programme. Following the panel the
NCAT team endorsed the model of care and provided a report to the Programme. An extract is given below:

‘The unanimous opinion of the NCAT panel is to strongly support the programme and to give clinical
assurance that the programme can proceed to public consultation. The panel offered strong approval
of the programme’s ambition, vision and scope together with an impressive public and clinician
engagement.

The commitment to the process of all the Local Authorities, Health and Well Being Boards and all NHS
Organisations is hugely impressive. It is the panel’s opinion that the programme offers an approach
and modelling that is an exemplar for the NHS and its partners as they grapple with improving safety,
value and sustainability in financially more austere times.’

A full copy of the report can be found at Appendix 13.
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6.3.2 Department of Health: Health Gateway Review

The Health Gateway Review Process provides all NHS and other health public sector organisations with
confidential independent peer review support for their projects and programmes. Supported by the Cabinet
Office and managed by the Department of Health, Health Gateway Reviews provide assurance to programme
and project owners that their project is on course to deliver the desired outcomes, on time and within budget.

Gateway Reviews are mandatory for all programmes and projects being undertaken by NHS organisations that
are assessed as high risk. A Gateway Review is also required prior to public consultation when any service
transformation is proposed.

The programme completed a Stage 0 review in November 2012 (See Appendix 14) which proved a very useful
aid to strengthen key areas of the programme.

The programme recently completed an additional review, 25-28" March 2014, which again proved a very
worthwhile and useful experience.
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Part 2 of 2

Part 2 will provide the technical and analytical analysis to support the final decision to proceed. It is intended
that Part 2 will be received by the Committees in Common at their 4th June 2014 meeting.

Proposed Contents:

7.0 Determining the options for implementation
8.0 Appraisal and evaluation of options

9.0 Assurance

10.0 Implementation plan

11.0 Scrutiny and Oversight

12.0 Consultation Documentation
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Appendices Contents

Appendices Contents

Title

Appendix 1 Endorsed GM Case for Change (Sept 2013)
Appendix 2 GM Quality and Safety Standards for In Hospital
Appendix 3 Healthier Together Financial case for change
Appendix 4 Community Based Care Standards

Appendix 5 Future Model : Community Based Care
Appendix 6 Primary Care Strategy

Appendix 7 Community based care benefits plan
Appendix 8 Future Model of Care for Hospital Services
Appendix 9 Stakeholder and Public Engagement Record
Appendix 10 In Hospital Project Initiation Document
Appendix 11 Terms of Reference

Appendix 12 Programme Plan

Appendix 13 NCAT formal review

Appendix 14 Health Gateway Stage O Review
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NHS

Greater Manchester Association of
Clinical Commissioning Groups

St James’s House
Pendleton Way
Salford

M6 5FW

Direct Line: 0161 212 4813
Fax: 0161 212 6030
Email: alan.campbell3@nhs.net

28" April 2014

To: Chairs of Greater Manchester Clinical Commissioning Groups

Re: Further Centralisation of Stroke Services in Greater Manchester

Dear Sir / Madam,

I am writing on behalf of the Greater Manchester Stroke Centralisation Implementation Board to
share an update on the plans to improve acute stroke services in Greater Manchester. We want
stroke patients to get the care they need and, as you will already be aware, most recently from the
April AGG, we are currently implementing plans to improve equity of access to the specialist
services put in place 4 years ago.

The intended service model

In 2010 the Stroke Network supported a new service design so that people who ring 999 within 4
hours of their symptoms starting are taken by ambulance to one of three hospitals specially
equipped to deal with emergency stroke patients. These specialist hospitals are Fairfield Hospital in
Bury, Salford Royal Foundation Trust and Stepping Hill Hospital in Stockport. Once the emergency
care is completed, patients are taken to their local district hospital for ongoing care and
rehabilitation. If the ambulance is called more than 4 hours after stroke symptoms start, patients are
taken directly to their local district hospital without having to go to a specialist hospital first.

In July 2013 the AGG agreed to develop this model, in line with the original ambitions, so that all
patients are taken to one of the three specialist centres, regardless of when or where their stroke
takes place. Under the new services, all three centres will be open 7 days a week, and Salford will
continue to be open 24 hours a day, 7 days a week. All stroke patients will stay in one of the three
specialist centres for approximately the first 3 days of their care, whilst they receive the best practice
care processes which are recommended in national guidance.

These changes have come about following an extensive process of review of the current model and
appraisal of options to improve it. In January 2012 and most recently in November 2013 we
presented to the Greater Manchester Health Scrutiny Committee, who enthusiastically endorsed the
plans. A recent study (enclosed) covering over 45,000 stroke patients in England, provides further
support. Researchers found that stroke patients presenting out of hours are still less likely to
receive timely access to best practice care processes, such as braining scanning and rapid
admission to stroke units, than patients presenting during normal hours, despite improvements over
recent years. There was also evidence that, whilst short term (within 72 hours) mortality was not
significantly affected, stroke patients who present to hospital at weekends have a higher risk of
mortality within 30 days of being admitted. By centralising specialist stroke services into hyperacute
centres, and giving all stroke patients access to these centres seven days a week, we aim to embed
services that deliver high quality care to all patients, regardless of when they present.



mailto:alan.campbell3@nhs.net



Progress to date

A robust governance structure has been set up to deliver this stroke model and the Implementation
Board, which | chair, has delegated authority to deliver the reconfiguration on behalf of Greater
Manchester CCGs. Steve Dixon (NHS Salford CCG) is the lead Chief Finance Officer for the
implementation and has, following collaboration with colleagues through the GM CFOs meeting and
Contract Steering Group, released the financial impact assessment and proposed tariffs for the
centralised stroke model. CCG and Provider contract leads have been given the opportunity to
review these impact statements and the finances will be discussed again, following a three week
consultation period, at the Implementation Board on 9" May 2014.

A definitive timescale for implementation has not yet been set, pending resolution of financial
discussions. Once these are agreed, a Greater Manchester implementation plan drawing on local
provider plans will be set. As discussed at the April AGG, the Implementation Board is committed to
a go-live date no later than 31* March 2015.

I hope this information is of use and | respectfully request your assistance in keeping stroke at the

top of the agenda in discussions with your respective providers, in order to conclude local
discussions in the shortest possible timeframe.

Please do not hesitate to get in touch if you would like any further information.

Yours faithfully,

@f\;\u (VAU V\-"“/\L

Alan Campbell
Senior Responsible Officer for GM Stroke Centralisation
Accountable Officer NHS Salford CCG
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The Effect of Out of Hours Presentation with Acute
Stroke on Processes of Care and Outcomes: Analysis of
Data from the Stroke Improvement National Audit
Programme (SINAP)

James T. P. Campbell’*, Benjamin D. Bray?, Alex M. Hoffman’, Sara J. Kavanagh', Anthony G. Rudd®3,
Pippa J. Tyrrell?, on behalf of the Intercollegiate Stroke Working Party
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Abstract

Background: There is inconsistent evidence that patients with stroke admitted to hospital out of regular working hours
(such as weekends) experience worse outcomes. We aimed to identify if inequalities in the quality of care and mortality exist
in contemporary stroke care in England.

Methods: SINAP is a prospective database of acute stroke patients, documenting details of processes of care over the first
72 hours. We compared quality of care indicators and mortality at 72 hours, 7 days and 30 days, for patients who arrived
within normal hours (Monday-Friday 8am to 6pm) and for those who arrived out of hours, using multivariable logistic and
Cox proportional hazard models. Quality of care was defined according to time from arrival at hospital to interventions (e.g.,
brain scan), and whether the patient received therapeutic interventions (such as thrombolysis).

Results: 45,726 stroke patients were admitted to 130 hospitals in England between 1 April 2010 and 31 January 2012.
Patients admitted out of hours (n=23779) had more features indicative of worse prognosis (haemorrhagic stroke, reduced
consciousness, pre stroke dependency). Out of hours admission was significantly associated with longer delays in receiving
a CT scan or being admitted to a stroke unit, and reduced odds of receiving thrombolysis. After adjusting for casemix, there
was no consistent evidence of higher mortality for patients admitted out of hours, but patients admitted at the weekends
had a higher risk of 30 day mortality (OR 1.14, 95% Cl 1.06-1.21)

Conclusion: Inequalities in the provision of stroke care for people admitted out of regular hours persist in contemporary
stroke in England. The association with mortality is small and largely attributable to higher illness severity in patients
admitted out of hours.
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Introduction associated with worse outcome. Specifically in stroke, there have
been a number of studies that suggest that weekend admission is
associated with higher in-hospital mortality [12,13]. Admission at
weekends with intracerebral haemorrhage, one subtype of stroke,
is associated with increased risk adjusted in hospital mortality [14].
There is evidence from a previous cohort in the UK that weekend
admissions with acute stroke are less likely to be admitted to a

Stroke is the third commonest cause of death [1] and the
commonest cause of complex disability [2] in the UK. There is
evidence that some interventions (for example stroke unit
admission [3] and thrombolysis for acute ischaemic stroke [4])
improve outcome. “Out of hours care”, particularly weekend care,
1s associated with reduced staffing levels, fewer senior staff, more
cross cover, and reduced access to imaging and other services
[5,6]. Across a number of care settings, including emergency
admissions [7,8,9] pulmonary embolism [10] and myocardial
infarction [11], admission at nights and weekends is reported to be

stroke unit, receive thrombolysis or have a CT scan than those
admitted during the week [15]. There have been major changes in
the organisation of stroke care since this study was published and it
is not known if these changes have reduced inequalities in care for
patients admitted out of regular working hours.
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Effect of Out of Hours Presentation with Stroke

We aimed to review data from a large prospective dataset of
acute stroke admissions in England to compare the quality of care
and mortality in patients admitted out of hours (weekday evenings
and overnight, weekends and public holidays) to determine
whether inequalities in stroke care for patients admitted out of
hours persist.

Methods

The Stroke Improvement National Audit Programme (SINAP)
is a continuous, prospective national clinical audit of acute stroke
care in England, coordinated by the Royal College of Physicians
London. The aim of SINAP is to audit against national guidelines
on best practice for stroke patients in order to inform hospitals
about their current performance and to identify national
performance against key measures. 130 out of 186 (70%) hospitals
in England which admit patients with acute stroke submitted data
to the audit. Hospitals are encouraged to enter data on all
admissions to the hospital with stroke regardless of ward to which
they were admitted or what treatment they received. Patients with
subarachnoid haemorrhage are not included. Uniformity in
approach to data collection is achieved by providing audit
participants with help notes on how to interpret the questions in
the dataset and a dedicated email and telephone helpdesk to clarify
queries about the dataset. The audit documents aspects of process
of care in the first 72 hours of admission, including time from

PLOS ONE | www.plosone.org

Table 1. Demographics and unadjusted mortality for normal hours versus out of hours patients.

Normal hours Out of hours All p value
n (%) (unless otherwise specified) N=21947 N=23779 N=45726
Records per site, median (IQR)* 122 (39, 242) 125 (41, 253) 250 (77, 497)
Sex: Female 11213 (51.1) 12070 (50.8) 23283 (50.9)
Male 10734 (48.9) 11709 (49.2) 22443 (49.1) 0.478
Age, median (IQR)* 77 (66, 84) 77 (66, 84) 77 (66, 84) 0.067
Males age, median (IQR)* 73 (63, 81) 73 (63, 81) 73 (63, 81) 0.484
Females age, median (IQR)* 80 (71, 87) 80 (71, 87) 80 (71, 87) 0.137
Aged 81 or over 8347 (38.0) 8982 (37.8) 17329 (37.9) 0.567
Independent in everyday activities pre-stroke 17479 (79.6) 18639 (78.4) 36118 (79.0) 0.003
Type of stroke: Infarction 19686 (90.0) 20775 (87.8) 40461 (88.9)
Primary Intracerebral Haemorrhage 2185 (10.0) 2883 (12.2) 5068 (11.1) <0.001
OCSP** Stroke classification (Infarct only) TACI 2324 (11.8) 2564 (12.3) 4888 (12.1)
LACI 3535 (18.0) 3445 (16.6) 6980 (17.3)
POCI 1873 (9.5) 1848 (8.9) 3721 (9.2)
PACI 11391 (57.9) 12315 (59.3) 23706 (58.6)
Other 563 (2.9) 603 (2.9) 1166 (2.9) <0.001
Worst consciousness level in first 24 hours: Fully conscious 17154 (78.2) 17536 (73.8) 34690 (75.9)
Drowsy 3124 (14.2) 4012 (16.9) 7136 (15.6)
Semi-conscious 866 (4.0) 1113 (4.7) 1979 (4.3)
Unconscious 803 (3.7) 1118 (4.7) 1921 (4.2) <0.001
Palliative care decision in first 72 hours 1178 (5.4) 1654 (7.0) 2832 (6.2) <0.001
72 hour mortality 426 (1.9) 548 (2.3) 974 (2.1) 0.007
7 day mortality 1262 (5.8) 1675 (7.2) 2937 (6.5) <0.001
30 day mortality 2619 (12.1) 3337 (14.3) 5956 (13.2) <0.001
*Inter quartile range.
**Oxford Community Stroke Project.
doi:10.1371/journal.pone.0087946.t001

arrival to assessment by the stroke team, to CT scan and to a
stroke unit, and interventions such as thrombolysis and adminis-
tration of anti-platelet agents. Data were submitted by hospitals via
a secure web tool with built-in validation checks. Mortality is
reported via data linkage with the national death register (the
Office for National Statistics).

Patients admitted between 1 April 2010 and 31 January 2012
are included in the cohort. Admission data including time of onset
(where known), arrival at hospital time, stroke team assessment
time, brain scan time and time of admission to the stroke unit are
recorded. The dataset includes patient characteristics (including
stroke type and severity) and interventions (such as thrombolysis or
admission to stroke unit). There are also 5 care “bundles” which
demonstrate the achievement of multiple related care processes on
an “all or none” basis. These bundles were defined by the
Intercollegiate Stroke Working Party. Patients can be excluded
from care bundles based on pre-specified exclusion criteria.
‘Normal hours’ are defined as weekdays between 8am and 6pm
and ‘out of hours’ as weekdays before 8am or after 6pm or at any
time on a weekend day or English public holiday. Patients who
were already in hospital at time of stroke (2,871 patients, 5.9%) are
excluded from the analysis. Patients defined in the audit as eligible
for thrombolysis have the following characteristics: ischaemic
stroke; age less than 81 years; an onset of symptoms to arrival at
hospital time of less than 3 hours; no contra-indications for
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Table 2. Unadjusted results for processes of care comparing normal hours with out of hours patients.

Normal hours

Out of hours All

p value

n (%) (unless otherwise specified) N=21947 N=23779 N=45726

Bundle 1 10315 (54.4) 9255 (47.0) 19570 (50.7) <0.001
Bundle 2 16362 (84.2) 17695 (84.3) 34057 (84.3) 0.484
Bundle 3 12259 (55.9) 11921 (50.1) 24180 (52.9) <0.001
Bundle 4 11130 (59.5) 11860 (58.7) 23190 (59.1) 0.122
Bundle 5 7451 (41.2) 6845 (35.4) 14296 (38.2) <0.001
Eligible for thrombolysis 2002 (9.1) 2606 (11.0) 4608 (10.1) <0.001
Thrombolysed if eligible 1252 (62.5) 1350 (51.8) 2602 (56.5) <0.001
Given oxygen if required 3578 (68.5) 4379 (72.1) 7957 (70.5) <0.001
Catheterised (except for retention) 1507 (6.9) 1972 (8.3) 3479 (7.6) <0.001
Onset to arrival time, median (IQR) in minutes 576 (113, 1010) 349 (97, 1120) 462 (103, 1063) <0.001
Arrival to stroke unit time, median (IQR) in minutes 209 (120, 383) 227 (127, 741) 218 (123, 505) <0.001
Arrival to scan time, median (IQR) in minutes 114 (44, 285) 155 (46, 850) 130 (45, 644) <0.001

assessment within 72 hours.
doi:10.1371/journal.pone.0087946.t002

thrombolysis; and did not decline treatment. These eligibility
criteria are based on European licensing indications at the time.

The aim of our study was to determine whether patients
admitted out of hours to hospital with acute stroke have worse care
or higher mortality than people admitted within hours. Logistic
regression was used to test the relationship between arrival
category and outcomes. Mortality was analysed at 72 hours, 7
days and 30 days after admission. Sensitivity analyses were carried
out in which patients dying within the first 3 days following
admission were excluded, on the basis that such early mortality
may be a marker of stroke severity and co-morbidities, rather than
reflect process of care. A further sensitivity analysis was carried out

1004

Bundle 1: The patient was seen by a nurse (trained in stroke management) and one therapist within 24 hours of hospital arrival and all relevant therapists within

72 hours.
® Bundle 2: The patient had a nutrition screening and, when required, a formal swallow assessment within 72 hours.
® Bundle 3: The patient’s first ward of admission was a stroke unit and they arrived there within four hours of hospital arrival.
® Bundle 4: The patient was given an antiplatelet, when appropriate, within 72 h and adequate fluid and nutrition in all 24 hour periods.
L]

Bundle 5 includes the following stroke standards: Admitted to stroke unit within 4 hours; Scanned within 24 hours; Seen by stroke consultant or associate specialist
within 24 hours; Saw nurse within 24 hours; Nutrition screening within 72 hours; Prognosis/diagnosis discussed with relatives/carers within 72 hours; Physiotherapy

adjusting for stroke syndrome type using the Oxford classification
[16] (OCSP). A Cox proportional hazards model was used to test
the relationship between arrival category and time taken for
patients to progress along the stroke care pathway. In this analysis,
a hazard ratio above one is interpreted as faster progress, and
below one as slower progress. Analyses were adjusted for age, sex,
worst level of consciousness in the first 24 hours (a surrogate for
stroke severity), stroke type (ischaemic versus primary intracerebral
haemorrhage) and pre stroke independence. Regression analysis
results are presented as odds ratios or hazard ratios with analytical
95% confidence intervals. Categorical data are presented as N (%),
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Figure 1. Cumulative frequency plot of arrival to scan and symptom to arrival delays for normal hours and out of hours patients.

doi:10.1371/journal.pone.0087946.9001
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Table 3. Adjusted results for processes of care comparing normal hours with out of hours patients.
Univariable Multivariable*

N of patients OR P OR p
Bundle 1 (nursing and therapy) 38504 0.74 (0.71-0.77) <0.001 0.74 (0.71-0.77) <0.001
Bundle 2 (nutrition screen and swallow assessment) 40270 1.02 (0.97-1.08) 0.48 1.02 (0.97-1.08) 0.44
Bundle 3 (stroke unit direct admission) 45529 0.79 (0.77-0.82) <0.001 0.80 (0.77-0.83) <0.001
Bundle 4 (fluid/nutrition/antiplatelet) 39113 0.97 (0.93-1.01) 0.12 1.02 (0.98-1.07) 0.32
Bundle 5 37292 0.78 (0.75-0.81) <0.001 0.78 (1.75-0.81) <0.001
Eligible for thrombolysis 40461 1.27 (1.19-1.35) <0.001 1.25 (1.17-1.33) <0.001
Thrombolysed if eligible 4608 0.64 (0.57-0.73) <0.001 0.62 (0.55-0.70) <0.001
Given oxygen if required 11236 1.19 (1.09-1.29) <0.001 1.13 (1.03-1.23) 0.007
Catheterised (except for retention) 45529 1.23 (1.14-1.32) <0.001 1.10 (1.02-1.18) 0.011

N HR p HR p
Onset to arrival time 40138 1.12 (1.10-1.14) <0.001 1.10 (1.08-1.13) <0.001
Arrival to stroke unit time 42601 0.86 (0.85-0.88) <0.001 0.87 (0.85-0.89) <0.001
Arrival to scan time 42601 0.85 (0.84-0.87) <0.001 0.84 (0.85-0.89) <0.001
*Adjusted for age, sex, worst level of consciousness in the first 24 hours, stroke type and pre-stroke independence.
Odds and hazard ratios for achieving each of the process measures. Reference category is normal hours patients.
doi:10.1371/journal.pone.0087946.t003

More likley for patients More likley for patients
arriving during normal hours arriving out of hours

Bundle 1:

_._
Nursing & therapy

Bundle 2: Nutrition screening
& swallow assessment

Bundle 3: Stroke unit
first ward and within 4 hours

Bundle 4: Antiplatelet &
adequate fluid & nutrition

Bundle 5:
Seven processes of care

Eligible for
thrombolysis
Thrombolysed —a—
Given oxygen
if required

Catheterised
(except for retention)

._._

0.5 0.75 1.00 1.25 1.50
Odds ratio

Figure 2. Eligibility for and compliance with process measures for normal hours and out of hours patients (adjusted odds ratios).
doi:10.1371/journal.pone.0087946.9002
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72 hour mortality

7 day mortality

30 day mortality

30 day mortality
weekday vs. weekend

Lower mortality for out of hours Higher mortality for out of hours
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Figure 3. Adjusted mortality odds ratios for normal hours and out of hours patients.

doi:10.1371/journal.pone.0087946.9g003

and continuous data are presented as mean (SD) or median (IQR)
as appropriate. All analysis was performed using Stata 12.1.

Ethics Statement

Ethical approval of the SINAP audit and associated data linkage
was granted by the Ethics and Confidentiality Committee of the
National Information Governance Board. This included Section
251 (under the NHS Act 2006) approval to collect data without
active patient consent and patients are able to request for any
identifiable data to not be included. Patients and patient
representatives are involved in the design, reporting and oversight

of SINAP.

Results

Of the 45,726 stroke patients, 21,947 patients (48%) arrived at
hospital within normal hours and 23,779 patients (52%) arrived
out of hours. Whilst the two groups were similar in terms of age
and sex, there were significant clinical differences between them
[Table 1]. There were a greater proportion of patients with
primary intracerebral haemorrhage amongst the out of hours
group (12.2% versus 10.0%, p<<0.0001), fewer patients with
lacunar infarct (16.6% versus 18.0%, p<<0.001) and fewer patients
who were fully conscious in the first 24 hours (73.8% versus
78.2%, p=0.003). In univariable analysis, out of hours patients
had a significantly higher mortality at 72 hours (2.3% versus 1.9%,
p=0.007), 7 days (6.5% versus 5.8%, p<<0.001) and 30 days
(14.3% versus 12.1%, p<<0.001).

In univariable analysis, there was a significant difference
(favouring normal hours arrivals) in the proportion of patients
receiving several audited processes of care (Table 2). A higher
proportion of patients arriving in normal hours received Bundles
1, 3 and 5 and thrombolysis if eligible, and a lower proportion
were catheterised. These patients also had faster arrival to scan
(Figure 1; median 114 minutes versus 155 minutes, p<<0.001) and
arrival to stroke unit times. There was no significant difference
between the two arrival groups for Bundles 2 and 4. A greater
proportion of out of hours patients were estimated to be eligible for
thrombolysis, based on shorter times from onset to admission
(median 349 versus 576 minutes, p<<0.001) (Table 2 and Figure 1).
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Similar associations were observed in the multivariable analysis
of process of care [Table 3 and Figure 2]. Out of hours patients
had a higher odds being eligible for thrombolysis (OR 1.25, 95%
CI 1.17-1.33, p<0.001), but reduced odds of receiving it if eligible
(OR 0.62, 95% CI 0.55-0.70, p<<0.001). The adjusted mortality
results are shown in Figure 3 and Table 4. After adjusting for
patient casemix, there were no significant differences in 72 hour
and 7 day mortality for out of hours admissions. There was a small
higher risk of 30 day mortality, but only at a borderline level of
statistical significance (OR 1.07, 95% CI 1.00-1.14, p =0.040).
Using a different measure of out of hours (weekends but not
overnight) yielded a slightly higher odds ratio of death (OR 1.14,
95%CI 1.06-1.21, p<0.001). In sensitivity analysis, excluding the
72 hour deaths increased the odds ratio of 30 day mortality for out
of hours patients, (OR 1.10, 95% CI 1.03-1.18, p=0.008).
Patients admitted out of hours were not at higher risk of mortality
when adjusting for OCSP subtype (OR 0.96, 95% CI 0.86-1.06,
p=0.41).

Discussion

This study shows that there are significant differences both in
the patient population admitted with stroke out of usual working
hours, and in the quality of the care that they receive. Patients
admitted out of hours are more likely to present with haemor-
rhagic stroke, have reduced consciousness and have pre-morbid
dependency; those patients with ischaemic stroke are more likely
to present with more severe stroke subtypes. These data suggest
that the observed excess mortality associated with out of hours
admission reported in previous studies can largely be explained by
un-measured differences in severity and prognosis. However,
despite presenting with a greater illness severity, patients admitted
out of hours are also less likely to receive timely access to key
investigations and interventions, such as brain scanning and stroke
unit admission. These data show that in this large sample of
contemporary stroke care in England, there remain significant
inequalities in care standards depending on the time of day and
day of week that a patient has a stroke.
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Table 4. Adjusted mortality results.

Effect of Out of Hours Presentation with Stroke

admission with weekday admission

Univariable Multivariable*
N of patients OR p OR p
72 hour mortality 44783 1.17 (1.06-1.29) 0.002 0.95 (0.85-1.05) 0.32
7 day mortality 44783 1.24 (1.15-1.34) <0.001 1.05 (0.96-1.14) 0.28
30 day mortality 44783 1.21 (1.14-1.27) <0.001 1.07 (1.00-1.14) 0.040
30 day mortality comparing weekend 44783 1.24 (1.16-1.32) <0.001 1.14 (1.06-1.21) <0.001

doi:10.1371/journal.pone.0087946.t004

Comparison with Other Studies

Several previous observational studies have demonstrated excess
mortality associated with out of hours or weekend admission for
acute stroke, although the effect size has generally been modest
and not all studies have demonstrated such an effect. In the largest
previous cohort study from England, patients admitted on a
Sunday were found to have 26% higher odds of inpatient mortality
compared to those admitted on a weekday [17]. However, the
study was based on administrative data returns and was therefore
limited in its ability to control for stroke severity between weekend
and weekday admissions. Data from the Canadian Stroke Registry
showed a similar excess risk of 7 day mortality in patients admitted
at weekends [18]. More modest estimates of excess mortality risk
were observed in data from the US Get With The Guidelines
register, where out-of-hours admission was associated with 9% and
19% higher odds of in-patient mortality in patients with ischaemic
stroke and haemorrhagic stroke respectively [13]. By contrast,
studies in other settings have not observed higher mortality in
weekend admissions [19,20]. In our study, no significant
differences were observed in mortality at 72 hours or 7 days for
patients admitted out of hours when adjusting for patient casemix.
30 day mortality was higher in some but not all of the analyses,
and with only borderline levels of statistical significance. These
suggest that more complete adjustment for casemix can explain
most if not all of the observed excess mortality for patients
admitted out of hours. Patients admitted out of hours had a greater
number of features associated with worse prognosis (such as
haemorrhagic stroke, reduced consciousness, dependency in
activities of daily living prior to stroke). These differences in
casemix may reflect differences in access to community medical
care services out of hours, less awareness of minor stroke
symptoms that occur during sleep or reduced propensity of
patients to seek medical attention out of regular hours. Interest-
ingly, patients admitted out of hours presented to hospital quicker
after the onset of their symptoms. This may reflect greater urgency
in referral and transfer to hospital in response to more severe acute
symptoms (such as reduced consciousness) or possibly may reflect
differences in pre-hospital transport (reduced demand for ambu-
lances, lower traffic levels) for out of hours admissions.

There was a stronger association with weekend admission and
mortality, which was associated with a 14% higher odds of 30 day
mortality. The reasons for differences between weekend admission
compared to a broader definition of out of hours care (including
overnight admissions) are not clear. It is possible that the effect of
weekend admission on mortality relates to the prolonged period of
exposure to out of hours working (up to 56 hours versus up to
14 hours for overnight admissions).

PLOS ONE | www.plosone.org

*Adjusted for age, sex, worst level of consciousness in the first 24 hours, stroke type and pre-stroke independence.
Reference category is normal hours patients, except for last row which is patients admitted any time on a weekday.

This study found significant differences in the quality of care
received by patients admitted out of hours. Patients admitted out
of hours waited longer to receive a brain scan or be admitted to a
stroke unit and were less likely to be admitted to a stroke unit
directly or to receive thrombolysis, multidisciplinary stroke specific
care and therapy early after admission (Bundle 1). Other aspects of
care quality were equivalent, including nutritional and swallow
screening and administration of antiplatelet therapy, adequate
fluid and nutrition. Differences in care quality may reflect the
differences in the organisation of out of hours care — access to
brain scanning may be restricted out of hours, and many hospitals
have reduced nursing and medical staff rostered at weekends [16].
In particular, the difference in thrombolysis rates suggests that
patients admitted out of hours have inequitable access to one of
the key evidence based therapies for acute stroke [4]. This is even
more unfortunate given that patients presenting out of hours
presented quicker to hospital and thus potentially have most to
gain from timely administration of thrombolysis [21].

These findings are similar to those reported in the United
Kingdom from 2005, which demonstrated reduced access to early
CT scanning and stroke unit admission for weekend admissions.
Since then, changes in stroke service organisation in England have
significantly increased the number of stroke unit beds and CT scan
availability (RCP Sentinel Audit 2010). These data show however
that these improvements have not eradicated inequality in stroke
care arising from out of hours admission. There is evidence that
reorganisation for stroke care can reduce these inequalities —
outcomes from out-of-hours admissions to Comprehensive Stroke
Centres in the USA has been reported as being no worse for
weekend admissions [20].

Strengths and limitations

These data represent a large, national cohort of patients, with
high levels of data completeness and linkage with national
mortality records to generate accurate estimates of mortality rates.
Several previous studies have used in-patient mortality as the
outcome of interest: this may underestimate true mortality rates,
particularly in a changing health care environment where patients
may be discharged early to nursing home or intermediate care
facilities. The dataset is also specifically designed to capture
accurate information concerning the process of acute stroke care,
and therefore is likely to give more accurate estimates than those
derived from routine coding of administrative data. The outcomes
data are however limited to mortality, and no data was available
on other important stroke outcomes such as disability and quality
of life. It is therefore not possible to determine if inequalities in
process of care for patients admitted out of hours influenced these
outcomes. Adjustment for stroke severity also was limited by lack
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of availability of the National Institutes of Health Stroke Scale
(NIHSS), which is commonly used in stroke research, and other
prognostic variables such as cardiovascular comorbidities. Adjust-
ment for stroke severity was therefore carried out using other
measures of severity (consciousness level and OCSP subtype).
SINAP is not a population based register, and hospital participa-
tion is voluntary. Differences in case ascertainment and reporting
between hospitals cannot therefore be excluded. Both the
voluntary participation and differing case ascertainment may be
a source of bias as non-participating hospitals may have different
processes of care. Nevertheless, our results are based on patient
level data rather than hospital level, so the effect of low and non-
participation should not be overstated.

Summary

Despite improvements in the organisation of stroke care in
England over recent years, significant inequalities in care remain
for patients with acute stroke admitted out of regular working
hours. Observed excess mortality for patients admitted with stroke
out of hours are largely explained by higher illness severity,
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Effect of Out of Hours Presentation with Stroke

although patients admitted at the weekend had a small but
significant increased risk of mortality. Despite worse illness
severity, patients admitted out of hours wait longer for key
investigations and interventions, and are less likely to receive
several aspects of multidisciplinary stroke care. Strategies to
improve 24/7 emergency care generally should allow more
hospitals to provide high quality specialist care regardless of time
of presentation.
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Executive Summary

What decisions do you require of the Governing Body?

To note the financial position as at 31 March 2014

Please detail the key points of this report

This paper provides Governing Body members with a summary of the CCG’s
financial performance for the financial year ended 31%' March 2014.

The key points of this report are:

e CCG met all its statutory financial duties

e The CCG reported a year end surplus of £4,281k which is £781k above
original plan (£3.5m).

e Maintained its running costs within the £25 per head of population allocation
(E7,180k)

What are the likely impacts and/or implications?

Delivery against statutory financial duties.

How does this link to the Annual Business Plan?

As per Financial Plan set out in 13/14 Strategic 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: 14" May 2014

Agenda item: 17

Reason for being in Part 2 (if applicable)

N/A






1.0

11

2.0

Financial Performance 2013-14
Introduction

This paper provides a summary of the CCG’s financial performance for
the year ended 31% March 2014 as reported within the Draft Annual
Accounts which were submitted on time on the 23" April 2014.

Members should note that the CCGs are currently subject to external
audit review and scrutiny and that this should be completed by the end
of May at which time the External Auditor will produce the Audit
Opinion.

An additional Governing Body meeting has been arranged for the 3"
June to formally approve the audited 2013-14 Annual Report and
Accounts.

Performance Overview

The CCG has a statutory duty to breakeven. Table 1 provides a
summary of net expenditure and a reported surplus of £4,281k which is
£781k above the 1% planned surplus of £3,500k. The increased
surplus is mainly due to slippage in non-recurrent investments and
underspends in our running costs.





Table 1: Summary of Net Expenditure 2013-14

Full Year 2013-14
Plan Actual \ar \ar
£000s £000s £000s %
Revenue Resource Limit (RRL)
Confirmed {355.580) [356.580) 0 0.0%
Anticipated 6.471 6.471 ] 0.0%
Total RRL (350,109) (350,109) 0 0.0%
Programme
Acute 207 612 211 925 4313 2 1%
Mentz| Health 29,201 29277 76 0.3%
Community Health 21,377 21.347 {30 (0.1%)
Continuing Care 13.640 13.418 (222) {1.6%)
Primary Care 7,222 7.545 323 4.5%
Prescribing 44 320 44 922 (02 1.4%
Other 10,792 10,756 [36) [0.3%)
Reserves 5,265 0 (5.2645) {100.0%)
Sub Total Programme 339,429 339,190 5,026 1.5%
Administration
Running Costs (Corporate) 7.180 6.638 {542) (7.5%)
Sub Total Admin 7,180 6,638 (542) (T.5%)
Total Net Expenditure 346,609 345,828 4,484 (7.5%)
TOTAL (SURPLUS) / DEFICIT (3,500) (4,281) (781) 22.3%

Acute

An overspend of £4.3mk has been reported for Acute services at year
end which is c£400k better than our Mth 11forecast. The majority of
this overspend is attributable to our 3 main contracts and is consistent
with our in-year forecasts - University Hospital South Manchester
(£1,919k) and Stockport Foundation Trust (£1,692k) and the Central
Manchester University Hospital (E737k).

Prescribing

The NHSBSA has provided actual spend to January 14. The position
reported at year end therefore includes an estimate for the months of
February and March 14 which, combined with actuals up to January,
provides for an overspend of £602k,

Prescribing spend has risen in recent months due to an increase in the
overall volume of prescribed drugs and drug tariff increases in the price
of some high volume, previously low value, medicines which have seen
significant price increases.






.The prescribing team are actively reviewing this increase of spend with
a view to establishing measures to address this trend going into the
2014-15 financial year.

Members are reminded that the prescribing QIPP of £3.5m was fully
embedded within the prescribing budget at the start of the 2013-14
financial year. As such, this forecast level of overspend (£602k) would
result in us actually delivering £2.9m (83%) of total QiPP target in
2013-14.

3.0 Running Costs (Corporate) not to exceed the £25 per head of

4.0

population Allocation

The CCG has a statutory duty to maintain its running costs within the
£25 per head of population allocation (£7,180k). Table 2 provides a
breakdown of the running costs directly incurred by the CCG and via
service level agreements with the Greater Manchester Commissioning
Support Unit (CSU).

Table 2 Summary Running Cost

Variance
Annual (Favourable) /
Budget | Actual Adverse
Running Costs £000s £000s £000s
Csu 2,233 2,029 (204)
Non CSU 4,947 4,609 (338)
Total CCG Running Costs | 7,180 6,638 (542)

The under spend reported is due to staff vacancies during the year and
underspends within external consultancy support budgets.

Better Payment Practice Code (BPPC)

The Better Payment Code Practice requires the CCG to aim to pay all
valid invoices by the due date or within 30 days of receipt of a valid
invoice, whichever is later. Table 3 provides a summary of the CCG
compliance against the BPPC.





Table 3 - Better Payment Practice Code - Measure of Compliance

The Public Sector Payment Policy target requires CCG's to aim to pay February YTD

95% of 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 Mon-MHS Trade Invoices Paid in the Year 10,092 38,374
Total Mon-MHS Trade Invoices Paid Within Target 9,961 37,802
Percentage of Mon-MHS Trade Invoices Paid Within Target 98.70 958.51
NHS Payables

Total MHS Trade Invoices Paid in the Year 2,080 243,062
Total MHS Trade Invoices Paid Within Target 2,070 246,338
Percentage of NHS Trade Invoices Paid Within Target 99.04 9931
Total NHS and Non NHS Payables

Total MHS Trade Invoices Paid in the Year 12.182[ 286,436
Total MHS Trade Invaices Paid VWithin Target 12.031 284 140
Percentage of MHS Trade Invaices Paid Within Target 98.76 99.20

YWe 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 hoth numbers of invoices and £ value

5.0 Quality Improvement Productivity Prevention (QIPP) target
The CCG QIPP target of £24m (incl 4% tariff deflator) has been fully
achieved. The delays in obtaining formal approval on our business
cases from NHSE had resulted in knock on effect in delays of the
associated delivery of CIP targets. As a result a proportion of our CIP
has been delivered via slippage in investments.

6.0 Recommendation
The Governing Body is asked to:-
Note the CCG’s financial performance for the year ended 315" March
2014 as reported within the Draft Annual Accounts which are currently
being audited

Gary Jones

Chief Finance Officer

07 May 2014
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Email : toni.eyre@nhs.net
Tel : 0113 82 52830

To: All members of the South Sector Challenged Health Economy
Programme Board for communication to local stakeholders

Dear Colleague
Re:  The South Sector Challenged Health Economy (SSCHE) Programme

We are writing to explain the focus and aims of the work that has just commenced as part of the
above Programme. This letter sets out the arrangements we have put in place to ensure there is
strong engagement in developing the vision and plan for future services in the South Sector.

This is the first of a series of letters that will be issued by the SSCHE Programme Board to
provide a regular update on progress. We have also developed the attached slide deck which can
be shared with key stakeholders.

The key details of the CHE Programmes are as follows:
1. National support for challenged Health and Care Systems

Several health economies across England are facing major structural challenges in delivering high
guality clinical services to patients in a way that is financially sustainable. The challenges faced
by these economies range from a need to find effective agreed solutions to delivering more
integrated care in the community to a need to consolidate and reconfigure services in acute
hospital providers to meet care standards.

To support these economies and accelerate the solutions to these challenges, the national bodies
of Monitor, the NHS TDA and NHS England have come together to provide a process to bring the
key stakeholders together to develop the potential solutions. We have also provided funded
external support from McKinsey & Company and Carnall Farrar to act as a “Critical Friend” to
support the process.

Eastern Cheshire, Stockport, South Manchester and Tameside & Glossop CCGs together with
NHS England are responsible for commissioning care services for a population of 900,000 people
across a geographic area, which together with the existing care providers have been identified as
a challenged health economy. We are therefore embarking on a programme of work for the next
12 weeks until the end of June 2014 to identify sustainable long term solutions.

North Derbyshire and Trafford CCGs have also been included as members of the Programme
Board so that their commissioner plans and projections are included in the review of data for this
work. The impact of their patient flows will therefore be incorporated into the South Sector CHE
modelling and options analysis.

High quality care for all, now and for future generations
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2. Alignment with and building on other local system change

This work is intended to complement and build on current CCG transformation programmes
including, for example, Healthier Together and Caring Together, and the existing Southern
Sector Provider Partnership which is seeking options for provider sustainability and to respond to
the intentions of commissioners. The programme will also model the impact of future changes to
Specialised Services Commissioning and any other provider initiatives. The CHE Programme will
work with existing local programmes to share and review the ‘most likely’ scenarios which result
from this work so that these can be used to inform and align with future plans.

The CHE Programme will build on the significant work that has been undertaken to date across
the patch including development of new standards of acute care, development of integrated
community services and transformation of primary care. These are overriding transformation
principles shared by all commissioners across the south sector which are reflected in their 5 year
plans.

The purpose of the CHE Programme is to fully understand and account for the Out of Hospital
Models of Care developed through local transformation programmes and to use them together
with other recently agreed standards to validate proposed care models. Where proposed care
models developed through local programmes are demonstrated to not achieve the required
improvement in clinical outcomes and clinical and financial sustainability, the CHE programme will
consider alternative models for commissioning and providing care.

Given the scope of the CHE work differs from existing CCG Transformation Programmes both in
terms of geography covered and services included, there will be a need to review the full spectrum
of appropriate models of care.

3. Work Programme and timescales
The programme will involve:

e Analysis and assessment of the baseline performance and financial viability of the CCGs
and Trusts, including draft 2 year operational and 5 year strategic plan submissions

¢ Review and analysis of the financial and clinical sustainability of the health economy in the
light of local models developed as part of existing CCG Transformation Programmes.

o Where agreed by the Programme Board, consider the development of alternative care
models and service options to improve long term commissioning and provider viability.

¢ Evaluation of these options using an agreed set of evaluation criteria, and the development
of a holistic health economy strategy that will consistently and coherently inform CCG and
NHS England commissioning strategic plans across the sector, which in turn will inform
and support a sustainable provider market in-line with, NHS England’s “Call to Action”,
procurement law and the NHS Constitution

The programme of work to deliver this strategy has just commenced, and will run until the end of
June supported by McKinsey and Carnall Farrar.

4. Governance Arrangements

A governance slide for the SSCHE work programme is shown in Appendix 1. NHS England, NHS
TDA and Monitor are accountable for the process of developing a coherent plan to address the
challenges or the local health economy. The Programme Board is accountable for developing the
content of the work programme including the identification of options and recommending a
preferred option. Local Organisations (CCGs, Trusts etc.) are accountable through their statutory

High quality care for all, now and for future generations





governance arrangements for agreeing the final option and implementing the required changes.

The Healthier Together Committees in Common and Caring Together Executive Board are
represented on the SSCHE Programme Board by Executive Officers agreed by the respective
organisations. The operational delivery of the programme will be coordinated through a weekly
Programme Management Group for which the SSCHE Programme Board has appointed
appropriate Programme Directors. One of the key priorities of the latter group is to ensure CHE-
wide alignment across other local programmes of work.

5. Communications

Effective communication will form a crucial part of the programme. There are a large number of
stakeholders and associated staff that cut across and beyond both the Commissioner and
Provider transformation programmes.

All South Sector CHE Communications will initially be aligned and managed through the
Programme Board and disseminated through respective stakeholders and/or communication
groups associated with existing transformation programmes.

The Programme Board will monitor on-going levels of communication and determine if additional
resources are required in the future.

6. Commitment to support the programme

Clinical Commissioning Groups and Provider Trusts are requested to seek support through their
respective governance arrangements to ensure timely support is provided to the work programme
including the following:

1. Key senior stakeholders treat this work as a priority and are available upon request for key
meetings.

2. Ensuring that McKinsey & Company and Carnall Farrar acting as the “Critical Friend” will
have reasonable access to data and key stakeholders in a timely fashion.

3. Agreement to the sharing of relevant and appropriate data, as required.

4. Stakeholder organisations will also identify key managers and care professionals to be
engaged actively in the Programme Board and sub-groups.

The next meeting of the SSCHE Programme Board is 28 April. An update and further
communication slides will be issued after this meeting.

Yours sincerely

Ay

Alison Tonge
Director of Commissioning

High quality care for all, now and for future generations
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Date of Meeting: 19" February 2014 Time 1.30pm 2.30pm
Venue: Walthew House, Shaw Heath

Dr Ameer Aldabbagh, Springfield Surgery (Chair)
Dr Adam Firth, Bracondale Medical Centre (Vice Chair)
Dr David Gilbert, Adshall Road Surgery/LMC

Dr Heather Procter, Lowfield Road Surgery
Carmen Mincherton, Lowfield Road Surgery

Dr Rachel Tomalin, Cale Green Surgery

Rhona Gilbert, Cale Green Surgery

Dr YD Sharma, The Surgery Offerton

Jeanna Sharma, The Surgery Offerton

Vivienne Farrell, LPC

Gerry Wright, Healthwatch Stockport

Kath Whittall, Springfield Surgery

Dr Ranjit Gill, Stockport Medical Group

Dr Ben Duncan, Little Moor Surgery

Rosemary Hyde, Bracondale Medical Centre
Julia Newton, SMBC Adult Social Care

Andrea Kay, LOC

Attendees: Dr H Lloyd, Cedar House

Christine Small, Cedar House

Victoria Fuller, Shaw Villa Medical Centre
Zahida Rafigue, Haider Medical Centre

Dr S Rafique, Haider Medical Centre

Jane Whitworth, Stockport Medical Group
Debbie Griffin, Adswood Road Referral Coordinator
Dr Eileen Eeckelars, Adswood Road Surgery
Jane Jefferson, Public Health SMBC

Tricia Brookes, Manor Medical Centre

lan Stanyer, Little Moor Surgery

Dr Phil Allan, Beech House

Paula Trow, Beech House

In attendance

Dee Waterhouse, Mastercall

Emma Bamber, Communications Officer NHS Stockport CCG

Phil Scott, Area Business Manager, Heaton & Tame Valley Stockport CCG






Jacqui Coleman, Prescribing Advisor NHS Stockport CCG
Jo Macey, Age UK

Sarah Clarke, SMBC Public Health
Mark Fitton, SMBC

Apologies: Julie Rowe, Shaw Villa

David Doherty, LPC

Jo Ann Edwards, Adshall Road

Secretary to
Committee:

MEETING GOVERNANCE ‘

Elaine Abraham-Lee Stepping Hill and Victoria Area Business Manager

It’\tla(r)n Meeting Item Responsible
1 [ Apologies AA
As noted
2 _ AA
Declarations of Interest
No new items were declared. Members were advised of the process
to declare any future items.
3 AA

Notification of items for Any Other Business
No items

4 | Approval of the Notes of the meetings held on 20" November AA
2013 Agreed as a true and accurate record.

Actions Log AA
TIA update

AA reported that the use of the TIA pathway fluctuates and at

5 present is not showing a pattern. A number of different issues have
arisen including the department not being open when referrals are
made and Out Of Hours services referring to A&E. AA advised that
closer examination of the data is underway and welcomed any
feedback on the pathway.

Local Optometry Committee Update - Andrea Downs |AD

MECS summary
Locality meetingAJK F

AD provided a summary report of the MECS 1% April 2013 to 31
December 2013. During this period 2257 episodes are recorded.






Referral to the service are generally appropriate, with some practices
only using the service on a low level the reasons for this are being
explored. Plans are under development to enable Optometrists to
be able to prescribe to increase GP deflection. In addition work is
being undertaken to enable Optometrists to be able to directly refer
for cataract rather than via the GP. For any further information about
the Minor Eye Service please contact AD via the Stockport LOC
website. http://www.stockportloc.co.uk/

Local Authority Update — Julia Newton SMBC

JN provided an update on the integrated hub based in Marple and
Werneth locality. This service is planned to be extended to the rest of
Stockport in September 2014. The hub is in its initial stages of
development, providing services for individuals 18 years and over.
Social Workers, Therapists and District Nurses are part of the
service. A complex care pathway is being constructed which is
having a frontline operational input into its development.

The Enhanced Rapid Response Service is working well and
demonstrates clear integration with benefits to patients and staff.
This service is hoped to be extended for a further 3 months, to be
confirmed.

JN

Local Pharmacy Committee Update — Vivienne Farrell

VF advised that the EPS phase 2 roll out is continuing. Issues were
reported by members that a prescription leaves the practice
electronically but doesn’t arrive electronically at the pharmacy. VF
requested that practices provide any feedback to Peter Marks LPC
Chair who is coordinating this project peter.marksl@nhs.net

VF updated the meeting regarding the Feeling Under the Weather
Pharmacy campaign. There is also a call to action from NHS
England in relation to how Pharmacy can more fully integrate with
other health organisations, including an event in early March 2014.

An update was provided regarding the 2013/14 pharmacy flu
campaign which had shown good uptake across GM. This service is
to be recommissioned by NHS England for 2014/15 flu season.

VF

Public Health Update — Jane Jefferson SMBC

JJ provided an overview of the Public Health priorities for 2014/15
which has an emphasis on encouraging local people to self care i.e.
use of Pharmacy. A work based health programme is also under
consideration. Earlier diagnosis and management is another work
stream including mental health, accident prevention especially
children and the elderly, health protection i.e. imms and vacs, sexual
health, healthy aging and a focus on the NHS Health Checks never
screened cohort.

JJ

10

Healthwatch Stockport Update — Gerry Wright
GW provided an update regarding current Healthwatch projects

GW




http://www.stockportloc.co.uk/

mailto:peter.marks1@nhs.net



including the hearing aid work stream Its In The Drawer, which
focuses on identifying the number of patients who have hearing aids
and are not using them to try and find out why. The Enter and View
training has been updated and volunteers are undertaking training.
These visits now focus on themes similar to CQC and build on any
CQC reports. Healthwatch are holding a Dignity in Care event
focussing on eating disorders in the elderly. GW also provided
copies of the new Complaint, Compliment leaflets which are
available in practices.

11

CCG Governing Body Update — Dr A Aldabbagh

ED Quality-4 hour quality targets are good. External peer review of
ED and patient flow in ED is currently under way

Cardiology-follow up waits has been noted to be poor and some
new patients not achieving 18w wait target. Commissioning
currently under review which aims to improve this by partnership with
neighbouring trust (UHSM).

Dermatology- A partnership approach with another FT is currently
being explored.

SALT-Lengthy waits for children - The CCG have agreed funding to
manage waiting list and a monitoring process is currently underway.
Pressure Ulcers-incidence of serious pressure ulcers at SFT has
been raised. Working groups have been identified to look further into
this.

TIA-achievements have improved though work still needs to be
done. GP’s to note that there is a new referral form and more
information is available on the TIA CCG website.

Notes on TIA in Stockport;

Up to 40% of all people who have experienced a TIA will go on to
have an actual stroke.

Most studies show that within two days after a TIA, 5% of people will
have a stroke;

Those who score high on their ABCD2 score have an approximate 2
day risk of stroke at 8%.

The average high risk referrals per month for Stockport is 27
referrals per month

The average risk of stroke then within this population is that: of these
patients- 1.35 — 2.16 patients will go on to have a stroke within 2
days. (The risk rises further at 7 and 30 days).

C.difficile and MRSA-figures improving

Mental Health-Patients with Mental Health diagnoses may have
outcomes compromised by long waits for Psychological Therapies.
Additional investments with Pennine Care are being look at.
Integrated Commissioning Plan for Stockport 2012-2015

Our Strategic Aims;

In delivering this vision we have identified five strategic priorities for
the next 3 years.

1. Transform the experience and care of adults with long-term and
complex conditions.

2. Improve the care of children and adolescents with long-term
conditions and mental health needs

AA






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

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

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

Program initiatives examples;

Stockport One-health and social care organisations working together
Community IV service

GP Referral Management Schemes

EUR

Prescribing advisors

12

GP/FT Interface

The current areas of focus are outpatient letters, discharge letters
and death notification. If you have any feedback or comments please
contact Dr A Firth adam.firth@nhs.net

AF

13

Social Prescribing — Age UK Jo Macey

JM provided members with an overview of services provided by Age
UK which were reported to have been well received by practices.
Why should GPs refer to Age UK Services?

[1 Services can relieve pressures on GP appointment time, allowing
time to concentrate on medical issues during consultations

[ Referrals are free
1 Potentially reduce prescription charges

[ Increases the range of services offered by the practice, providing a
holistic care package

Examples of patients that would Benefit:

) Mild to moderate anxiety or depression

[1 Patients who are lonely or socially isolated
[J Longstanding health conditions
[1 Practical home or day-to-day living issues

[] Other social and non-medical issues
Outcomes:
[J Reducing social isolation

1 Reducing the likelihood of hospital admissions

[1 Maintaining older people’s ability to live independently
Attached briefing and referral cards
Referral Card A5 v2 GP Brief Updated Jan

(3).pdf 14.pdf

JM

14

=

Stockport IV
Community Service

IV Therapy Service Update Dee Waterhouse
DW provided an update on the service and how referrals have been

DW




mailto:adam.firth@nhs.net



steadily increasing. The main refers are GPs and secondary care are
being targeted to increase service referrals. DW provided detail of
the number of referrals per practice, the types of conditions treated
and the number of bed days saved. Patient satisfaction remains
high at 95%. It is a 24 hour on call service with referrals being
received between 8am — 10pm.

ANY OTHER BUSINESS
15 None AA

DATE AND TIME OF NEXT MEETING ‘

The next meeting will take place on
Thursday 1° May 2014
Bredbury Hall, Stockport further details to follow
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_ " _ From To
Date of Meeting: February 20™ 2014 Time 1:30pm 2:30pm
Venue: Heald Green Health Centre

Peter Carne- Locality Chair (PC)

Daniel Goldspink-GP-Village Surgery (DG)
Stephen Hastings-GP The Health Centre (SH)

Jan Elliott-Practice Manager(JE)

Alex Bayes-GP-Bramhall Park Medical Centre (AB)
Joanne Wilson-GP-Cheadle MP (JW)

Sarah Griffiths-GP-Heald Green Health Centre (SG)
Javaid Ali-GP-Bramhall Health Centre (JA)
Attendees: Matthew Jinkinson-LOC rep (MJ)

Martin Stratton-LPC rep (MS)

Sue Kardahji-Public Health rep (SK)

Julia Hilton-Stockport Council (JH)

Ruth Gateley-Practice Support Officer, SCCG (RG)

In attendance for item 6

Susan Parker-Clinical lead for Eyecare, NHS Stockport CCG
Viren Mehta- Clinical Director, SCCG

Mark Warren-Stockport Council

Mark Fitton-Stockport Council

Jo Revell-Practice Manager

Jan Grime-Locality Medicines Optimisation Co-coordinator-SCCG
Sylvia O’Brien-Practice Manager

Kath Wilkinson-Practice Manager

Apologies:

Secretary to
Committee:

Cath Comley, Area Business Manager for Cheadle and Bramhall, SCCG

MEETING GOVERNANCE

Meeting Iltem Responsible

1. Apologies

As noted above.
2. Approval of the Minutes of the meeting held on November 28th 2013
The notes were approved as an accurate record of this meeting






3. Any new declarations of interest

PC asked if there were any new declarations of interest. No new declarations of
interest declared.

4. Updates

Public Health

Public Health priorities are being aligned with the CCGs. Ideas still being shared
with the Public Health team so SJ unable to give full details yet. Jane Jefferson in
Public Health is leading on the health check programme with emphasis on the
‘never screened’ category. There are also plans for a falls prevention programme
as well as a re-launch of the ‘every contact counts’ programme.

Pharmacy
Electronic prescription service is already live in some practices. There is a ‘rollout’
programme across Stockport and there have been no major issues.

Dental

Local Dentistry Committee has been asked to establish whether their
representative wants to step down from the role as he has not attended any
meetings in the last 12 months. If he doesn’t wish to continue then they will find a
new representative to attend our meetings.

Adult Social Care-Julia Newton on behalf of Mark Fitton/Mark Warren

The integrated care hub is being rolled out in Marple and Werneth. There will then
be a roll out in other Localities. There have been challenges including IT and
pressure on the District Nursing service. It is going to take time but they are
working to align the District Nurses and Social Workers. It has improved
communication between the teams.

Waiting to hear whether there will be another 3 months funding for Enhanced
Rapid Response as this has been very successful and been of benefit in keeping
patients from being admitted to hospital.

Medicines Optimization

@H

LOCALITY MEETING
REPORT20th Februar

5. Governing Body
Governing Body are keen to promote all the new services which are aimed at
managing patients in primary care when clinically appropriate these include:

-IV therapy service
-NWAS Pathfinder
-Enhanced primary care

Workstreams update

PC reminded practices of the need to ensure that they had completed care plans
required for the DES by the end of March. Also to ensure that they are completing
and reviewing care plans for the Enhanced Primary Care workstream.






6. MECS update

Chea@and MECSEage
Bramhall Locality Mee Guidance and Formv:

Susan Parker joined the meeting with Matt Jinkinson to discuss the MECS service.
The attached documents are a summary of the presentation and the triage form.

Around 1/3 of the activity within the service originates from Cheadle and Bramhall.

If no appointments are available within the timescale that the patient has been
triaged as needing to be seen within then the optometry practice they have
contacted are responsible for finding the patient an appointment at another
practice.

The issue around prescriptions is still being looked at and once this is resolved
practices will be informed.

The issue was raised about the patient pathway for the rare occasions when a TIA
is diagnosed by an optometrist. It was agreed that this would be taken away for
further discussion with the CCG so the same message can be given to all GP
practices.

The link below is for the MECS website. Leaflets and posters are available from
this about the service and practices are welcome to print them off. The practice list
button tells you the opening times of all practices.

http://www.stockportmecs.co.uk/

ANY OTHER BUSINESS

» PC reminded practices that the final QOF QP submission needed to be in
by the end of February.

> STAIRS 2 there is still time for practices to sign up to this
DATE AND TIME OF NEXT MEETING ‘

May 1st 2014, Bredbury Hall as part of the Annual Member Event




http://www.stockportmecs.co.uk/
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Executive Summary

What decisions do you require of the Governing Body?

e To note the costing implications of NICE Technology Appraisals

e To note additions to the black list and grey lists from STAMP
11.02.14/11.03.14 and formulary recommendations from GMMMG

e To note the endorsement of Generic Prescribing Guidelines and
Third party prescribing request for continence and stoma products
Jan 2014 (GMCSU)

e To note that CPC endorsed the draft EUR policies on Aesthetic
Breast Surgery, Lycra Body Suit and Tonsillectomy

e To note the adoption of the new therapies sub group
recommendations.

e To note the endorsement of the recommendations from STAMP
on Fidaxomicin

e To note the endorsement of the request from the hospital
prescribing committee (17.02.14) on Certolizumab

e To receive the February, March and April minutes of the Clinical
Policy Committee (attached)

e To note the slightly amended membership of Individual Funding
Panel and CCG process review panel as agreed.

Please detail the key points of this report

This paper informs the Governing Body of new policies that have been
agreed at Clinical Polices Committee (CPC), best practise gaps around
NICE guidance and costing implications for new NICE technology
appraisals.

What are the likely impacts and/or implications?

Impacts on budget identified in NICE costing tool.
All other measures are in place to manage clinical cost effectiveness

How does this link to the Annual Business Plan?

Effective use of resources is an essential part of QIPP. This process
ensures innovation by systematic and timely dissemination and adaptation
to new NICE guidance and the control of new developments in-year.

What are the potential conflicts of interest?

None.






Where has this report been previously discussed?

Clinical Policy Committee (CPC)

Clinical Executive Sponsor: Dr Vicci Owen-Smith

Presented by: Dr Vicci Owen-Smith

Meeting Date: 14.05.2014

Agenda item:

Reason for being in Part 2 (if applicable) n/a

1.0

11

2.0

2.1

2.2

3.0

3.1

3.2

Title

Purpose

This update ensures that the CCG is able to introduce new policies,
innovate and adapt to new NICE guidance in a systematic and timely
manner and prioritise investment within our financial envelope.

Context

The Governing Body is asked to note that the costing summary has
been adjusted to £651,666 to include the costings for TA302 Macular
Oedema (central retinal vein occlusion) aflibercept solution for injection
£16,835.

The Governing Body is asked to note the total cost impact for 2013/14
is £651,666. In comparison the total cost impact for 2012/13 was
1,935,000.

Agreed General Policies

CPC agreed to adopt GMMMG guidance on: Adalimumab,
Collagenase, Perampanel and Linaclotide.

CPC agreed the following additions to the black list:
Dapoxetine

Ulipristal Esmya

Linaclotide

Branded preparations containing Atoruastatin

CPC agreed the following additions to grey list:
Linocaine/Prilocaine





3.3

3.4

3.5

4.0

4.1

4.2

4.3

5.0

5.1

5.2

CPC agreed the summary of proposed changes to the black and grey
lists from STAMP 11.03.14; with the following insertion - skin
camouflage preparations for the treatment of Facial Vitiligo may be
considered grounds for appeal.

CPC agreed the recommendation from STAMP (Feb 2014) on
Fidaxomicin

CPC agreed to request from the Hospital Prescribing Committee (17
Feb 2014) on Certolizumab.

CPC has endorsed new EUR policies on: Aesthetic Breast Surgery,
Lycra Body Suit and Tonsillectomy.

Duty to Involve

The Governing Body of the CCG has delegated the ultimate decision
on changes to policies to the CPC.

Due to the technical nature of policy discussions around new
treatments and medications, the Clinical Policy Committee (CPC) has
four members of the Governing Body, including a GP (as chair), the
Public Health Doctor, and the lay chair of the Governing Body (as vice
chair) as well as expert directors and managers and lay representation
from Stockport’s Healthwatch.

Where individual patients or referring clinicians disagree with a
decision, their case will be reviewed on an individual case basis by the
Individual Funding (IF) panel.

Equality Analysis

As a public sector organisation, we have a legal duty to ensure that
due regard is given to eliminating discrimination, reducing inequalities
and fostering good relations. In taking our decisions, due regard is
given to the potential impact of our decisions on protected groups, as
defined in the Equality Act 2010.

We recognise that all decisions with regards to health care have a
differential impact on the protected characteristic of disability. However,
in all cases, decisions are taken primarily on the grounds of clinical
effectiveness and health benefits to patients. As such, the decision is
objectively justifiable.

Dr Vicci Owen-Smith
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Clinical Policy Committee

MINUTES 26™ February 2014

Date of
Meeting: 26™ February 2014

Venue: Boardroom, 7" Floor, Regent House

Attendees: Dr Mary Ryan (MR) (Chair) — NHS Stockport CCG Governing Body member,
Secondary Care Representative

Jane Crombleholme, Governing Body Lay Member for Public Involvement
Mike Lappin (ML) — Healthwatch Representative

Peter Marks (PM) — Allied Health Professional Representative

Roger Roberts (RR) — Director of General Practice Development

Dr Sasha Johari (SJ) — NHS Stockport CCG Governing Body member & locality
chair

Dr Vicci Owen-Smith (VOS) — Clinical Director (Public Health), NHS Stockport
CCG

Mark Chidgey (MC) — Director of Provider Management, NHS Stockport CCG

Apologies: Sarah Williamson (SW) — Performance Manager, NHS Stockport CCG
Andrew Dunleavy (AD) — Senior Public Health Advisor, Stockport MBC
In Sarah Smith, Administrator to the Committee
attendance:

Meeting Item Actions

1. Apologies

Apologises noted as above.
The meeting was quorate

2. Agree Minutes from 22" January 2014

The minutes of the previous meeting held on 22" January 2014 were
approved as a correct record.

3. Action log

3.1 | The following actions were completed and removed from the action log:
64, 74,77, 81, 82, 83, 84, 85, 86, 88, 90, 92 and 94.

Updates were provided for the following actions:

77. Update on agenda under item 5.1.

26" February 2014
Page 1 of 7





86. VOS confirmed that S Kardahji had been contacted regarding CO
Monitors (for QS43 Smoking cessation).

88. SJ advised the group that QS32 Caesarean section had been raised at
January Maternity Board. SFT responded that an Algorithm for a specialist
mental health assessment in women requesting caesarean section for
anxiety around childbirth has been agreed. SJ confirmed that SFT was now
fully compliant with this standard.

90. MC confirmed that the costing’s for TA298 Ranibizumab were not
significant.

92. MC tabled the Attention Deficit Hyperactivity Disorder (ADHA) update
paper which had gone to the annual planning round. MC advised that the
intention is to commission a diagnostic and treatment service for Stockport.
MC explained that the next step is for an outline business case to be
written, a decision will then be made regarding the procurement process.
Health-watch requested involvement in planning of the service. MC advised
that Health-watch were already fully engaged in the process.

94. MC confirmed that the single template had been checked against QS50
(Mental wellbeing of older people in care homes) and advised that there
was no overlap between the two documents.

4. Matters arising
None this month
5. NICE assurance / implementation (3/12 post publication)
5.1 | The group noted the SFT NICE Scorecard and compliance report.
5.2 [ To receive updates on progress on NICE CG/QS

QS44 Atopic eczema in children

The primary care audit had identified that all statements are being met, with
the exception of statement 3; where it is estimated that it would not be
done for every consultation but is done where appropriate. It was noted
that this standard is not applicable to SFT. SJ to write an update for the
Newsletter.

QS45 Lower urinary tract symptoms in men

The group noted the primary care audit which identified that some of the
statements were not being met, however it was agreed that this did not
pose a clinical risk. It was agreed to put an update on urethral milking in the
newsletter.

QS46 Multiple pregnancy

The group noted the baseline assessment from SFT which showed full
compliance with this standard.

QS33 Rheumatoid arthritis

It was noted that the SFT scorecard showed the FT as partially compliant.
The group agreed that further data is needed from SFT and that the main
issue is likely to be the speed of assessment (statement 1).

QS34 Self harm

The primary care audit had identified that compliance with this standard
was likely however it was noted that this needs to be confirmed by Mental
Health.

SW to contact
SFT for data on
QS33

SJ to write

newsletter

updates on
QS44 &QS45

26" February 2014
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CG137/QS26 Epilepsy

The group discussed the Epilepsy pathway. VOS advised that a gap has
been identified and it had been previously agreed that the way forward is to
tighten the pathway and appoint a GP with special interest in Epilepsy.
VOS advised the group that the appointment of the GP with special interest
was in progress and was being discussed at Strategic Leadership Team.
VOS will provide CPC with an update from Strategic Leadership Team. The
group recommended that the quality standard should be reviewed with the
FT Neurologists to identify pathway issues.

VOS informed the group that a letter had been received from Epilepsy
Action which complimented SCCG on its stance on Epilepsy

CG174 IV Therapy

The group queried the baseline assessment form which had been
circulated with the papers. The assessment appears to be inaccurate; the
group therefore requested further clarification on this assessment.

VOS to
telephone FT
Neurologists to
review QS26.
AD to present
his paper at
March CPC.

SW to clarify
who completed
the assessment

and request a

further review

Prior notification of new NICE guidance to be added into work plan

6.1

NICE Clinical Guidance (CG):

CG175 Prostate Cancer: diagnosis and treatment. The group queried if
SFT still use the robot and if so what the outcomes are. It was agreed that
VOS would investigate this query outside of the CPC.

CG176 Head injury

The above CG’s were noted by the group and will be added to the
committee’s work-plan and will be brought back for review in 3 months.

NICE Technology Appraisals (TA)

The following TA was reviewed:

TA303 Multiple sclerosis (relapsing) - teriflunomide

The group noted the costing implication which was not applicable as this
TA is specialist commissioned.

NICE Medical Technology Guidance (MTG):

None this month.

NICE Quality Standards (QS)

The group reviewed the following quality standards:

QS51 Autism

QS52 Peripheral Arterial Disease

The above QS’s were noted by the group and will be added to the
committee’s work-plan and will be brought back for review in 3 months

NICE Public Health Guidance (PHG) and other guidance:

PH49 Behaviour change: individual approaches

The group felt that the above Public Health Guidance was appropriate to
Public Health (SMBC) and that this would be followed up by Public Health

SS to update
costing
template

26" February 2014
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Healthwatch advised the group that; public health had re-scheduled the
meeting to discuss public health compliance to 10 March 2014.

NICE Diagnostic Guidance (DG)
None this month.

NICE Interventional Procedure Guidance (IPG)

IPG474 Arthroscopic trochleoplasty for patellar instability

Red: as NICE state ‘Special, other research’, these procedures are not
commissioned without prior approval of the CPC.

IPGA475 Insertion of prostatic urethral lift implants to treat lower urinary tract
symptoms secondary to benign prostatic hyperplasia

Amber; as NICE state ‘Normal’ and SFT are not already performing the
procedure, an outline business case is required.

IPG476 Radiofrequency ablation of the soft palate for snoring.

NICE state normal for this procedure which Stockport’s policy categorises
as Amber (requiring a business case). The group confirmed that a business
case would not be accepted for this procedure.

IPG477 Transcranial magnetic stimulation for treating and preventing
migraine

Red: as NICE state ‘Special, other research’, these procedures are not
commissioned without prior approval of the CPC.

7. New policies
7.1 Business Cases or clinical pathway changes: None to report.
7.2 Amendments to prescribing lists (e.q. black/grey lists, formulary,

recommendations from GMMMG):

7.2.1 Blacklist review paper from STAMP

The group noted the Blacklist review paper that had been circulated with
the papers. RR explained that those drugs already blacklisted through the
GM approach had not been reviewed; all other drugs had been reviewed.
RR summarised that the majority of treatments had stayed the same, 2
drugs became grey listed - Sodium cromoglycate inhaler and Rifaximin
(Xifaxanta®), there were no further changes to the grey list and no items
came off the blackilist.

7.2.2 IPNTS recommendation

The group agreed to adopt the GMMMG guidance on:

Adalimumab UC - which recommends adalimumab for patients with
moderate to severe active ulcerative colitis who have failed, have a medical
contraindication or are intolerant of all conventional treatments and in
whom a colectomy is deemed inappropriate by the IBD team.

Collagenase — which recommends use as per the SMC advice i.e. as an
alternative to limited fasciectomy in adult patients with Dupuytrens’s
contracture of moderate severity (as defined by the British Society for
Surgery of the Hand), with a palpable cord and up to two affected joints per
hand, who are suitable for limited fasciectomy, but for whom percutaneous
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7.3

needle fasciotomy is not considered a suitable treatment option. The GM
EUR policy criteria for surgical intervention must also be met.

Perampanel — is not recommended for routine use. However, it may be a
treatment option for patients with highly refractory epilepsy who are unable
to tolerate at least two other more established adjunctive therapies. IPNTS
further recommends that perampanel should only be initiated by a
consultant neurologist.

7.2.3 Dapoxetine

The position statements for Derbyshire and the Midlands had been
circulated with the papers. It was noted that Derbyshire do not recommend
or commission the use of Dapoxetine and that in contrast the Midlands do
consider its use as suitable. A discussion ensued on the use of
Dapoxetine. It was noted that GP’s are using alternative treatments, there
is some evidence that SSRI's have better outcomes, are cheaper and help
reduce anxiety, the use of Dapoxetine should be treated similarly to ED
drugs (unless there is an organic cause or impacting on fertility which
would go through IFR). The group therefore agreed to add Dapoxetine to
the blacklist.

7.2.4 Ezetimibe prescribing

RR referred the group to the paper ‘Impact of NHS Stockport CCG policy
on ezetimibe prescribing’. RR advised that the ezetimibe policy was due for
review. RR further advised that the policy had created an overall reduction
of 32% which is less than the minimum 50% anticipated and far less than
the 70% that was required within the strategic plan. RR recommended that
the criteria and policy is tightened further and asked the committee to
approve this recommendation.

SJ noted that a NICE TA on ezetimibe was in place, which would need to
be taken into consideration. It was agreed that RR would develop this
discuss this outside of CPC. The group noted that some practices were
implementing the policy to a limited degree and in some cases disregarding
the policy. RR agreed that work needs to be done with these practices to
push for implementation.

The group agreed that a revised policy should be brought back to CPC for
agreement.

7.3 Amendments to EUR Policies/new GMEUR policy and new policies
discussed at GMEUR

7.3.1 EUR Schedule

VOS asked the group to review the EUR schedule that had been circulated
with the papers. VOS confirmed that policy updates will be done by the
CSU. VOS recommended that varicose veins policy is changed to prior
approval; this was agreed by the group.

VOS notified the group that the EUR policy group have approved changes
to: spinal, pinaplasty, varicose veins, cataracts and 1 other. These changes
will come out for consultation and ratification, VOS advised that SCCG will
need to make representation at this stage as SCCG will want to change
some of the thresholds. It was agreed that VOS will respond at the

RR to add
Dapoxetine to
the blacklist

RR to bring
revised
policy to
future CPC
for
ratification.
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consultation stage.

VOS recommended that SCCG ‘gate keeps’ the thresholds and ensures it
has appropriate representation at the EUR policy group meetings when
VOS is unable to attend. VOS voiced concern about the varicose veins
policy and advised that meetings to discuss this policy will be prioritised.

7.3.2 Generic Prescribing Guidelines

The group discussed the policy. PM noted that any new patients should be
started and kept on generic prescribing. RR noted that our local
Neurologists do not recommend switching to different manufacturers for
Anti-epileptics drugs (AEDs). SJ noted that patients can believe that certain
brands are better. RR recommended that the group support the
development of the policy to enforce generic prescribing in more strength.
This recommendation was agreed by the group.

The policy was therefore ratified by the group.

7.3.3 Third party prescribing request for continence and stoma products
Jan 2014 (GMCSU)
This policy was ratified by the group.

Equality Impact Assessment for new Policies. None to report (GMEUR
policies already assessed as part of the GM process)

Ratify minutes of reporting panels / meetings

STAMP minutes and associated papers dated 14 January 2014 Individual
Funding Panel (IFP) Minutes dated 8" January 2014 and Individual Care
Panel (ICP) dated 8" January 2014.

All of the above minutes were ratified.

8. Agree report from CPC to NHS Stockport CCG
The group agreed to update SCCG on the following:
e Adopted GMMMG guidance on Adalimumab, Collagenase and
Perampanel
e Updated costing tool
e Endorsement of Generic Prescribing Guidelines and Third party
prescribing request for continence and stoma products Jan 2014
(GMCSU)
e Review of the Blacklist
e EUR schedule on CCG website
e Addition of Dapoxetine to the blacklist
e New therapies sub group recommendations adopted
10. | Any other business
10.1 | Payment for maternity services provided by private provider of midwifery

services

MC advised that SCCG do not currently refer into the private service,
relying on a single GM position. However Salford (at least) has moved
from the GM position and is now funding GP referrals in to the service.

26" February 2014
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10.2

10.3

10.4

MC advised that SCCG’s position has now become unsustainable and
recommended that SCCG agree to fund future GP referrals. MC
acknowledges some concerns regarding the quality of the provider and
advised that a meeting has been arranged with them to discuss the areas
of concern. VOS — what is NHS England’s view? MC They have no role,
and would advise CCG's to seek assurance. JC — have Salford got
assurance? MC — possibly not, | will contact Salford to get some feedback.
Chair — has SCCG received any requests? MC — yes. Heathwatch — what
are the timescales to accept referrals? MC — we will only accept GP
referrals at the moment and will not accept self-referrals.

The group expressed some concern regarding the quality of the provider
and agreed that VOS and MC would work outside of the committee to gain
assurance and then report back to CPC.

Huddle

VOS advised the group that a new IT tool is available called the ‘Huddle’
this tool can assist the committee to organise, view and comment on its
agenda items and papers. The following group members requested access
to the Huddle: PM, MR,JC,SJ,RR and MC

Blacklist appeals
The group agreed that all blacklist appeals decisions need to be feedback
into CPC for ratification. RR agreed to provide the link into CPC.

NICE Guidance on Statins

VOS wanted to alert the group to the news that NICE will be bringing out
some new guidance on the use of statins which will have massive cost
implications.

2" April 2014, 09:00 — 11:00am
Meeting Room 1, Floor 7, Regent House

The Chair reminded members to convey apologies to Sarah Smith promptly to
ensure the meeting is quorate.

VOS/MC to
gain
assurance on
the quality of
the service
provider.

SSto arrange
huddle
access for
group
members.

DATE AND TIME OF NEXT MEETING

The next meeting will take place on:

26" February 2014
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Clinical Policy Committee

MINUTES 2" April 2014

Date of
Meeting: 2" April 2014

Venue: Meeting Room 1, 7" Floor, Regent House

Attendees: Mike Lappin (ML) — Healthwatch Representative

Roger Roberts (RR) — Director of General Practice Development

Dr Sasha Johari (SJ) Chair — NHS Stockport CCG Governing Body member &
locality chair

Dr Vicci Owen-Smith (VOS) — Clinical Director (Public Health), NHS Stockport
CCG

Mark Chidgey (MC) — Director of Provider Management, NHS Stockport CCG
Andrew Dunleavy (AD) — Senior Public Health Advisor, Stockport MBC

Sarah Williamson (SW) — Performance Manager, NHS Stockport CCG

Apologies: Jane Crombleholme, Peter Marks

In Sarah Smith, Administrator to the Committee
attendance:

Meeting Item Actions

1. Apologies

Apologises noted as above.
The meeting was quorate

2. Agree Minutes from 26" February 2014

The minutes of the previous meeting held on 26™ February 2014 were
approved as a correct record.

3. Action log

3.1 | The following actions were completed and removed from the action log:

38, 45, 79, 87, 89, 95, 96, 98, 100 and 101.

Updates were provided for the following actions:

31. CG165 Hepatitis B (chronic) diagnosis and management of chronic hep
B in children, young people & adults. AD has contacted the GM Network
following advice from Sarah Turner. AD has also emailed NICE.

45. PH46 assessing body mass index. SJ confirmed that he had written
some guidance and agreed to re issue and disseminate it.

2" April 2014
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87. Review the process for checking the mother postnatal BMI. SJ advised
the group that the Maternity Specification states it is not the Midwives
responsibility and Health Visitor's do not think it their responsibility, GP’s
have also stated that the check is not commissioned from general practice;
from a commissioner perspective it is not clear who is responsible for this
check. VOS agreed to check the guidance and have a conversation with
NHS England.

91. Endoscopy after 24 hours (QS38). SW confirmed that she had
requested an update from SFT and is awaiting a response. SW advised the
group that SFT are currently reviewing their process for monitoring
compliance with NICE standards and this is likely to result in very few
updates over the coming months. Paul Buckley has handed over his role to
the SFT new performance manager.

97. CG174 IV Therapy baseline assessment. SW informed the group that a
response had only been received from Mastercall who had completed just
two points on the assessment; nothing has been received from SFT.

100. Private provider of midwifery service. VOS and MC will be meeting
with the provider on 24.04.14. MC confirmed that various checks and
processes are happening in GM. A GM approach is being considered
however MC feels it should be done locally and then information should be
pooled. VOS added that it is unclear if the provider is doing new born
screening, this matter is therefore being checked and an incident in
Trafford has been noted, there is also concern regarding late scans in
Wirral. MC stated that MONITOR’s view is that CCGs need to have plans
for market entry and exit; MC added that quality of care is therefore an
assumption.

Mothers
postnatal BMI
check; VOS to

check guidance
and speak to
NHS England

Matters arising

Paper on Epilepsy

AD referred the group to the 3 papers circulated prior to the meeting. AD
highlighted the recommendations on page 5 of the GAP analysis —
management of seizure disorder in adult’s paper. AD talked through levels
1-3. The group discussed access issues. AD advised that work is being
done on a first fit pathway. MC confirmed this was in place with ACU and
that he would review the number of patient accessing this. MC also
informed the group that Neurology services will be transferring to Salford.

The group discussed mortality rates and agreed to request a critical event
summary of these deaths. SW advised the group that SFT were already
planning to provide this.

MC asked the group for its view on access to Epilepsy Nurses. AD advised
that it was included in the NICE guidance. The group discussed access to
Epilepsy Nurses and associated costs. The group agreed that the evidence
was weak regarding the value added by the post; the group also
acknowledged that some of the evidence/outcomes were old. The group
therefore agreed that this matter should not be pushed forward but
patient’s access to diagnostics is confirmed.

Healthwatch raised concern that training had not been done. VOS

VOS to contact
Neurology lead in
Salford to outline
access issues and

highlight that

SCCG have GP
willing to have

trng.

MC to find out
who is the lead
service manager

and ask Salford to
report back after
first few months.

VOS to bring a
report on
mortality back to
CPC in 4 months

(July)
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confirmed that training had been delivered via a Masterclass and through
the care plan.

NICE assurance / implementation (3/12 post publication)

To receive updates on progress on NICE CG/QS

QS47 Heavy Menstrual Bleeding

The group noted the baseline assessment received from SFT. SJ informed
the group that SFT had confirmed at Maternity Board (27.03.14) that it is
compliant with Standard 5 and that standard 6 is offered to women if
deemed suitable, therefore SFT is compliant with standard 6. It was
therefore agreed that SFT was fully compliant with QS47.

QS48 Depression in children 7 young people

The group noted the primary care audit which identified that feedback is
needed from the provider and that the standard should be audited by
secondary care. The group agreed that a further level of assurance is not
required.

CG172 Myocardial infarction — Report from Public Health

AD provided an update on the Cardiac Rehabilitation (Phase 4)
intervention programme commissioned by Public Health with regard to
NICE CG172, specifically recommendation 1.2 Lifestyle changes after an
MI. AD talked through the paper circulated prior to the meeting. The group
gueried the figures under section 3 and requested the following
information: numbers eligible, numbers offered and number taken off for
phases 1, 3 & 4. The group queried other primary care referrals into the
system. AD will ask JJ to factor this information into the next report. The
group discussed pathways.

CG147 Lower limb peripheral — Report from J Connolly

VOS referred the group to the report which had been circulated prior to the
meeting. VOS talked through each option. Option 1 do nothing — the group
agreed this probably would not result in increased referrals. Option 2
Doppler probe for every practice — the group agreed this was not feasible.
Option 3 — Doppler probe in every locality — VOS advised that GM EUR
policy states that if various veins are severe enough to warrant referral it
will require a Doppler scan, SCCG may therefore need to consider
commissioning a Doppler service.

VOS recommended that we hold this report pending GM guidance on
various veins. A gap has been identified however it poses no clinical risk.
This recommendation was agreed by the group.

AD to meet with
VOS/JJ to pull
together data
and bring back
report to June

CPC.

MC to get
access to
pathways.

Prior notification of new NICE guidance to be added into work plan

2" April 2014
Page 3 of 6






6.1

NICE Clinical Guidance (CG):

CG177 Osteoarthritis

CG178 Psychosis and schizophrenia in adults The group noted the
emphasis on physical health.

The above CG’s were noted by the group and will be added to the
committee’s work-plan and will be brought back for review in 3 months.

NICE Technology Appraisals (TA)

The following TA’s were reviewed:

TA304 Total hip replacement and resurfacing arthroplasty for endstage
arthritis of the hip (review of TA2 & T44)

The group noted the costing implication which was not significant. The
guidance is not expected to have a cost impact on NHS resources.
TA305 Aflibercept for treating visual impairment caused by macular
oedema secondary to central retinal vein occlusion.

The group noted the costing implication which was £16,835.

TA306 Pixantrone monotherapy for treating multiply relapsed or refractory
aggressive non-Hodgkin’s B-cell lymphoma.

The group noted the costing implication which was not applicable as this
TA is commissioned by NHS England.

NICE Medical Technology Guidance (MTG):

None this month.

NICE Quality Standards (QS)

The group reviewed the following quality standards:
QS53 Anxiety Disorders

QS54 Faecal incontinence

QS55 Children & young people with cancer

QS56 Metastatic spinal cord compression.

The above QS’s were noted by the group and will be added to the
committee’s work-plan and will be brought back for review in 3 months

NICE Public Health Guidance (PHG) and other guidance:

PHG50 Domestic violence and abuse: how health services, social care and
the organisations they work for can respond effectively.

The group felt that the above Public Health Guidance was appropriate to
Public Health (SMBC) and that this would be followed up by Public Health

NICE Diagnostic Guidance (DG)
None this month.

NICE Interventional Procedure Guidance (IPG)

IPG478 Electro-chemotherapy for primary basal cell Carcinoma and
primary squamous cell carcinoma.

Red: as NICE state ‘Special, other research’, these procedures are not
commissioned without prior approval of the CPC.

MC to ask
Gina Evans
to review
CG178

SSto add
QS55 to the
agenda for

Maternity

Board
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IPG479 Subcutaneous implantation of a battery-powered Catheter
drainage system for managing refractory and recurrent ascites.

Red: as NICE state ‘Special, other research’, these procedures are not
commissioned without prior approval of the CPC.

IPG480 Endoscopic thoracic sympathectomy for primary Facial blushing

VOS to check

Amber; as NICE state ‘Normal’ and SFT are not already performing the with GM EUR
procedure, an outline business case is required. 'fa?;“cff;ecrﬁfzs
IPG481 Optical coherence tomography to guide Percutaneous coronary IPG480
intervention.
Red: as NICE state ‘Special, other research’, these procedures are not
commissioned without prior approval of the CPC.
7. New policies
7.1 | Business Cases or clinical pathway changes: None to report.
7.2 | Amendments to prescribing lists (e.g. black/grey lists, formulary,
recommendations from GMMMG):
7.2.1 | Summary of proposed changes to SCCG Black and Grey lists from STAMP
11.03.14
RR drew the group’s attention to the changes to the Black and Grey list RR 1o amend
which had been circulated prior to the meeting. The group agreed to make Camouflage
the following addition under Camouflage: except for facial vitalego; this section.
may be considered grounds for appeal. The group also agreed to ask
Governing Body to discuss this matter.
The changes to the Black/Grey list were approved by the group subject to
the above addition.
7.2.2 | IPNTS recommendation Linaclotide
The group approved the IPNTS recommendation on Linaclotide.
7.2.3 | Fidaxomicin
The group approved the recommendation from STAMP (Feb 2014) on
Fidaxomicin.
7.2.4 | Certolizumab
RR advised the group that currently there isn’t a positive appraisal from
NICE; however this treatment has been put into a group of treatments that
have received a positive NICE appraisal. The group noted reasonable
evidence and that this request is supported by consultants. The request
was therefore approved by the group.
7.3 | Amendments to EUR Policies/new GWEUR policy. New policies discussed
at GMEUR
VOS referred the group to the draft GM EUR policies on: Aesthetic Breast
Surgery, Lycra Body Suit and Tonsillectomy which are currently out for
consultation.
7.3.1 | Aesthetic Breast Surgery
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This policy was endorsed by the group.
7.3.2 | Lycra Body Suit
This policy was endorsed by the group.

7.33 Tonsillectomy

This policy was endorsed by the group.

Equality Impact Assessment for new Policies. None to report (GMEUR
policies already assessed as part of the GM process)

7.4 Ratify minutes of reporting panels / meetings
Individual Funding Panel (IFP) Minutes dated 12" February 2014 was
ratified by the group.

8 Any other business

8.1 |TORs IFR Appeals Panel

VOS talked the group through the changes that had been made to the
Terms of Reference for the Process Review Panel. VOS explained that the
requirement to have a Public Health Consultant on the panel had been
removed due to the availability of Public Health Consultants. The
amendment was approved by the group.

Hypertension Campaign

AD informed the group that a full week of activity is planned which will
include a stand at Mersey Way shopping centre in central Stockport. AD
asked the group to send him ideas regarding clinical engagement.

DATE AND TIME OF NEXT MEETING

The next meeting will take place on:
23" April 2014, 09:00 — 11:00am
Boardroom, Floor 7, Regent House

8.2
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Clinical Policy Committee

DRAFT MINUTES of the meeting held on Wednesday 23 April 2014

09:00 — 10:40, Board Room, Floor 7, Regent House

Present:

JO) Jane Crombleholme, Lay Member, Chair of NHS Stockport CCG Governing Body

(MC) Mark Chidgey, Director of Quality & Provider Management, NHS Stockport CCG

(ML) Mike Lappin, Healthwatch Representative

(PM) Peter Marks, Community Pharmacist, LPC Representative

(SJ) Dr Sasha Johari, Locality Chair & Governing Body member, NHS Stockport CCG
(Chair)

(SW) Sarah Williamson, Performance Manager, NHS Stockport CCG

(VOS) Dr Vicci Owen-Smith, Clinical Director (Public Health)

In attendance:

(AN) Alison Newton, PA, NHS Stockport CCG (minutes)

(LB) Liz Bailey, Medicines Optimisation Lead, NHS Stockport CCG (for item 7.5)

Apologies:

(AD) Andrew Dunleavy, Senior Public Health Advisor, SMBC

(RR) Roger Roberts, Director of General Practice Development, NHS Stockport CCG

(SS) Sarah Smith, Administrator to the Clinical Policy Committee

MEETING GOVERNANCE

1 Apologies
Meeting item Action
1. Apologies: Apologies were noted as above.
OPERATIONAL BUSINESS
2 Minutes & actions from previous meeting (2 April 2014)
Action

Meeting item

The minutes of the previous meeting held on 2 April 2014 were accepted as a true
record.
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3 Action Log

Meeting item

Members were referred to the action log and briefed on the progress of the actions:
Action number:-

= 01 To amend paper regarding diabetes prevention and share with diabetologists:
Due June 2014.

= 31 CG165 Hepatitis B (chronic) diagnosis and management of chronic hep B in
children, young people & adults. SJ to update GPs on guidance on further tests
required for patients who are surface antigen positive: Due May 2014

= 69 SJ to disseminate Urinary incontinence guidance: SJ awaiting a response
before the information is to be circulated in May 2014.

= 76 CG170 Autism, SW to request a report from Alison Caven (Joint
Commissioning Manager, Children & Young people): SW referred members to
the two papers “ Autism: The management and support of children and young
people on the autism spectrum NICE CG170 — Stockport’s Current Position
March 2014 (Draft)”. This action could be removed from the log.

= 80 DG11 Faecal calprotectin diagnostic tests for inflammatory diseases of the
bowel. The Chair awaited a response to his email on this issue to Gill Burrows.
Deferred to next meeting (28 May 2014).

= 91 SW to request clarification from SFT (Stockport Foundation Trust) re:
endoscopy after 24 hours (QS38 Acute upper gastrointestinal bleeding). SW
awaited an update on this issue. Deferred to 28 May 2014.

= 93 QS49 Surgical site infection: SW to request assessment from SFT (Stockport
Foundation Trust). SW reported that she had requested an assessment but
highlighted the fact that there had been a number of internal changes within SFT
and whilst most of the areas had been assigned a lead, there would be a delay in
receiving the updates. Deferred to 28 May 2014.

= 94 QS33 Rheumatoid arthritis: SW reported that she had received an update
from SFT; the update would be emailed to members before the next meeting.

= 97 CG174 IV Therapy baseline assessment: SW reported that work is underway
on this issue and she would provide an update at the next meeting. Deferred to
28 May 2014.

= 99 Ezetimibe: SJ and Heather Procter to discuss. The Chair reported that there
is a big trial due in September 2014 and there is a TA in process. This item was
deferred until October 2014.

= 103 VOS to check guidance for checking the mother’s postnatal BMI and to
speak to NHSE (NHS England). VOS reported that she would be meeting with
Laura Browse (NHSE) the following week. Deferred to 28 May 2014.

= 104 VOS to contact Neurology lead at Salford to outline access issues and
highlight that the CCG has a GP willing to undertake the training. VOS reported
that she had made contact with the Neurology lead and she would arrange a
meeting with them at a later date. Deferred to 28 May 2014.

= 105 MC to identify lead service manager (Neurology) and ask Salford to report
back after first few months of providing the service. This issue could be removed
from the log (refer to issue 104).

= 106 VOS to bring a report on Epilepsy mortality back to July CPC. Deadline July
2014,
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= 107 CG172 Myocardial infarction: AD to meet with VOS & JJ to pull together data
and bring back report to June CPC. A meeting had been arranged. Deadline
June 2014.

= 108 MC to get access to CG172 activity numbers. The Chair reminded the
meeting that this issue related to phase four rehab, (post cardio rehab after MI's).
Deferred to 28 May 2014.

= 109 MC to ask Gina Evans to review CG178. Deferred to 28 May 2014.

= 110 VOS to check with GM EUR if other CCGs are offering IPG480. Deferred to
28 May 2014.

= 111 RR to amend camouflage section on Black/Grey list. Deferred to 28 May
2014.

4 Matters Arising

Meeting item Action
4.1 There were no matters arising that would not be covered on the agenda.

5 NICE assurance / implementation (3/12 post publication)

Meeting item Action
5.1 Assurance on NICE TAs: A lengthy discussion ensued on assurance received
from NICE TAs. The Chair requested comments on this item. Members agreed that
there were a number of gaps in provision, notably in the transition period 16 — 18
years old. MC reported that this gap had already been recognised and funding had
been put in place for the next two years to address this gap in provision. Further
discussions were taking place with Pennine Care FT. MC commented that the
discussions focused on whether there should be development of the current
specification or whether a new procurement exercise needed to be undertaken.

5.1.1 Members discussed the gaps in provision and identified four main gaps:

Analysing and managing challenging behaviour

The need for a multi-agency pathway

The need for an ASD (Autism Spectrum Disorder) Transition Team
A one year wait for diagnosis

PwpnPE

VOS requested that an action plan be produced to follow the progress of the gaps
identified as above and that it may require a Clinical Development Coordinator role.
It was agreed that a progress report would be presented to the Committee in six
months. ML commented that a key worker is required to ensure these gaps in
provision are covered.

SW

Action: Submit a progress report against the four gaps in provision as Oct 14

identified above

5.1.1 MC informed the meeting that Tim Ryley (Director of Strategic Planning &
Performance) had written to every lead manager outlining the funding for their area
over the next two years, in line with the strategic plan. VOS questioned whether lead
managers would receive regular reports on the progress against their allocated
funding; MC responded that managers would receive regular reports.
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5.2 Receive update on progress of NICE CG/QA

5.2.1 QS38 Acute upper gastrointestinal bleeding (July): Members questioned
whether there were any updates. VOS reported that she had received a letter from
James Catania (Medical Director) on the new process and the correspondence
referred to the need for additional resources where gaps in provision were identified.
VOS stated that when she meets with James Catania she would reiterate that what
the CCG required was an assessment of where these gaps were. CPC would
prioritise where there was a clinical risk to patients and review all others as part of
the annual planning cycle. Solutions may require additional investment or redesign
of existing services. VOS reiterated the importance of receiving assurance for
gastrointestinal bleeding as a high SHMI for upper gastrointestinal bleeding has been
reported at the Trust previously.

5.2.2 QS39 Attention deficit hyperactivity disorder (July) — members noted the
update on the sheet.

5.2.3 QS49 Surgical site infection — members noted the update on the sheet.

5.2.4 QS50 Mental wellbeing of older people in care homes — members noted the
update on the sheet.

5.2.5 Members recognised the need to pursue the gaps in provision and review this
every three months as the CCG is responsible for receiving assurance from its
providers. JC pointed out the Trust is answerable to multiple agencies all seeking
assurance but this Committee (as well as the Quality & Provider Management
Committee) is responsible for seeking assurance on the quality of care for patients.
It was acknowledged that this would be a new role for someone at the Trust and it
would take time for them to adjust to the demands of the role. It was noted that VOS
and CB would be meeting with James Catania to discuss the clinical gaps; members
would be updated at the next meeting.

Action: Include an item on the next agenda — discussion on the clinical areas

that need developing at the Trust SS
28May14

5.2.5 CG172 MI — secondary prevention. Members requested the activity figures for

this item in order to gain assurance. Members would be updated at the next

meeting.

5.2.6 CG173 Neuropathic pain — pharmacological management. The

pharmacological management of neuropathic pain in adults in non-specialist settings.

Members noted that the GMMMG Neuropathic Pain Guidelines is on the agenda

under item 7.5.

5.2.7 CG174 Intravenous fluid therapy in adults in hospital. Members awaited an

update on this issue.

6 Prior notification of new NICE guidance to be added

Meeting item Action

6.1 NICE Clinical Guidance (CG): None this month.
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6.2 NICE Technology Appraisals (TA):

6.2.1 TA307 Aflibercept in combination with irinotecan and fluorouracil-based therapy
for treating metastatic colorectal cancer that has progressed following prior
oxaliplatin-based chemotherapy: Not recommended. Members referred to the
costing tool and noted that costs were not applicable.

6.2.2 TA308 Rituximab in combination with glucocorticoids for treating antineutrophil
cytoplasmic antibody-associated vasculitis: Approved with specific criteria. VOS
informed the meeting that this involved a small number of patients. Members
referred to the costing tool and noted that costs were not significant.

6.3 NICE Interventional Procedure Guidance (IPG)
6.3.1 IPG482 Extracorporeal membrane oxygenation (ECMO) for acute heart failure
in adults:

Red: Where NICE state "Special, other or research’, these procedures are not
commissioned without prior approval of the CPC.

6.3.2 IPG483 Insertion of a magnetic bead band for faecal incontinence:

Red: Where NICE state "Special, other or research’ these procedures are not
commissioned without prior approval of the CPC. ML questioned why this was not
commissioned more widely if it was proven to be beneficial. VOS pointed out that
current evidence on the safety and efficacy of insertion of a magnetic band for faecal
incontinence is limited in quantity and quality. MC pointed out that if further evidence
supports the efficacy of this procedure, it has the potential to significantly improve the
quality of life for appropriately selected patients but until this additional evidence is
supplied, the procedure can only be undertaken for exceptional cases.

6.3.3 IPG484 Transoral carbon dioxide laser surgery for primary treatment of
oropharyngeal malignancy:

Where NICE state 'Normal’ and SFT are not already performing the
procedure an outline business case is required. It was noted from the guidance
(NHS Sheffield CCG) that patient selection for this procedure should only be done by
a multidisciplinary team ...on improving outcomes in head and neck cancers
(CSGNH 2004); SFT does not have this multidisciplinary team for this speciality.

6.3.4 IPG485 Faecal microbiota transplant for recurrent Clostridium difficile infection.

Where NICE state 'Normal’ and SFT are not already performing the
procedure; an outline business case is required. JC asked what this procedure
entailed; the Chair briefed her on this procedure, used to prevent CDiff.

6.4 NICE Medical Technology Guidance (MTG):

6.4.1 MTG17 The Debrisoft monofilament debridement pad for use in acute or
chronic wounds. It was noted that this provided a cost savings for CCGs and is
better for patients. The Chair asked whether SFT are training the nurses on using
these pads; SW would raise this question at the Pressure Ulcer Task & Finish group
later that day and update members at the next meeting.
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6.5 NICE Quality Standards (QS):

6.5.1 QS57 Neonatal jaundice: ML questioned why QS is on twice on the agenda.
VOS informed him that one item relates to reports due back for review after three
months and the other item relates to new standards. Members requested feedback
from the Maternity Board and asked the Chair if he could request an update for this
Committee at the next meeting of the Board.

Action: SJ to request an update from Maternity Board to be presented to CPC SJ

at the next meeting 28May14
6.6 NICE Public Health Guidance (PHG) and other guidance:

6.6.1 PH51 Contraceptive services with a focus on young people up to the age of 25.

JC asked whether a committee had been convened at the LA (Local Authority) to

discuss this item, and provide a link to CPC. VOS reported that she had met with

Andy Dunleavy (SMBC), Steve Watkins (SMBC) and John Pantall (SMBC) to discuss

the proposal to set up a committee but nothing had progressed. Members noted the

link to the Local Government Briefing on community engagement to improve health:
http://publications.nice.org.uk/community-engagement-to-improve-health-lgb 16

VOS informed the meeting that Michael Priestley is the lead in the LA on this and

she would ask him for an update.

Action: VOS to contact Michael Priestley (LA) and ask for an update on VOS
Community Health engagement 28May14
7 New Policies

Message item Actions

7.1 Business Cases or clinical pathway changes: None this month.

7.2 Amendments to prescribing lists (e.g. black/grey lists, formulary,
recommendations from GMMMG): No amendments.

7.3 Amendments to EUR Policies/new GMEUR policy. New policies discussed
at GMEUR: Neuropathic Pain Guideline — this item would be covered under 7.5.

7.4 Equality Impact Assessment for new Policies: None this month.
LB joined the meeting (09:40 am)

7.5 Ratify minutes of reporting panels / meetings:

7.5.1 GMMMG (Greater Manchester Medicines Management Group) Neuropathic
Pain Guidelines: LB referred members to the document circulated with the papers
and informed the meeting that this paper had been widely circulated. The document
had been discussed at the STAMP meeting on 8 April 2014. LB advised the meeting
that STAMP had rationalised the dosage in the table under item 3.1.1 to benefit the
patient:

Step 1 Amitriptyline 10mg at night* for 2 weeks
Step 2 Amitriptyline 20mg (2 x 10mg) at night* for 4 weeks if tolerated
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Increase to 25mg for 2 weeks, if this is tolerated and the pain is relieved, maintain on
25mg, if not tolerated reduce to 20mg

LB explained that the GMMMG document is for guidance only and each CCG can
adapt the document to suit local needs. The cost of each tablet is the same but it
was felt that it is normal practice for GPs to prescribe these doses for the benefit of
the patient. VOS advised the meeting that the wording on the website would need to
be amended to state that this is an exception to GM EUR (Greater Manchester
Effective use of Resources) and GMMMG guidance. The Chair requested that this
amendment to the algorithm be circulated to GPs for guidance and that the clinicians
in Orthopaedics at the Trust be advised on the changes.

Actions:

e Amend the wording on the website for this document to state that the table
in 3.1.1 differs from GMMMG guidance

e Circulate updated table to GPs & advise Orthopaedic clinicians at the Trust
on the changes

7.5.2 IPNTS recommendation — Linaclotide: Include Linaclotide on the CCG Black
list. STAMP Committee discussed the need for a pathway for the use of Linaclotide
at the Trust before it would be considered for the Grey list. Members discussed the
recommendation and stated that the condition is not for the Black list. LB took
members through each criteria to Black list this product. CPC supported the
recommendation from STAMP to include Linaclotide on the CCG Black list.

7.5.3 IPNTS recommendation Tempe® (Lidocaine/Prilocaine: Include
Lidocaine/Prilocaine on the Grey list. LB read through the criteria for inclusion on the
Black list. It was noted that CPC does not have a policy for these products and this
would need addressing in the future. CPC supported the recommendation from
STAMP to include Lidocaine/Prilocaine on the CCG Grey list.

7.5.4 IPNTS recommendation Ulipristal Esmya: Include Ulipristal Esmya on the CCG
Black list. Include Ulipristal/Acetate on the CCG Black list. It was noted that this is a
new treatment for fibroids and that it is for secondary care only; consultants are
aware not to ask GPs to prescribe this product. CPC supported the
recommendation from STAMP to include Ulipristal Esmya on the CCG Black
list.

7.5.5 Consideration of items for inclusion on the NHS Stockport CCG Black or Grey
list - Brands of Atorvastatin: Include branded preparations containing Atorvastatin on
the CCG Black list. PM asked when this recommendation would be implemented as
it would be helpful to advise pharmacies as soon as possible so that they can reduce
their stocks. A discussion ensued on the prescribing of LIPITOR® (atorvastatin
calcium). It should only be prescribed for exceptional need. The Chair pointed out
that it is very difficult for GPs to persuade some patients to use a different brand
when they have been using a particular brand for a while. LB explained that the
paperwork has been given to GPs to advise patients on the change and it is at a GPs
discretion as to whether they write to the patient or invite them in to the surgery to
inform them of the change. The GP would have to prove exceptionality for it to be

LB
28May14

LB
28May14
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prescribed. The Chair asked whether it could still be prescribed until a decision has
been taken on the exceptionality of the case as it places undue pressure on the
GP/patient relationship if the GP has to tell the patient they cannot have this product
any more. MC questioned how many patients this would affect. The Chair reported
that it would involve two patients in his Practice and the patients would claim that
only this drug works for them. Members discussed the issue at length. LB explained
that previously, as a PCT, the organisation had a process in place to deal with a GP
that continued to prescribe a drug when it had been Black listed but there is no
process under the CCG. LB recommended that this issue be re-visited at a later
date. Members commented that the GP would be able to include in the letter to the
patient or within a discussion with the patient, the fact that the CCG does not
commission this product, making it clear that it is not a GPs decision not to prescribe.
Patients could be advised on the process to appeal this decision but their GP would
have to prove exceptionality. LB reported that the CCG has Black listed six products
since it commenced as an organisation saving a considerable amount of funds. CPC
supported the recommendation from STAMP to include branded preparations
containing Atorvastatin on the CCG Black list.

Action: LB to send PM the wording for this recommendation to enable him to
advise pharmacies

7.5.6 MHRA Patient Safety Alert: LB briefed the meeting on the recommendations
contained within the document for the CCG:

= To identify a MSO (Medication Safety Officer) and email their contact details
to the CAS team.

= To regularly review information from the NRLS (National Reporting & Learning
System) and the MHRA (Medicines and Healthcare products and Regulatory
Agency) to support improvements in reporting and learning and to take local
action to improve medication safety.

LB expressed her concern that incidents do not get reported to the CCG as a matter
of course and this would prove to be a barrier in enabling members to do the job. A
request has been submitted to NHSE to share their data but nothing had progressed
on this issue. LB questioned whether members would like incidents to be reported
on a quarterly basis. A discussion ensued on this issue. It was agreed that incidents
(pseudonymised) should be discussed at Quality & Provider Management
Committee in the first instance before coming to CPC. LB stated that she wouldn’t
expect individual incidents to be reported to the CCG but themes to enable
commissioners to learn from the lessons. PM informed the meeting that he has just
started on a group involving GPs, Pharmacists and specialists from the University of
Manchester, to reduce prescribing errors. It was noted that there is also a
Performance Panel for Greater Manchester but their work is not shared. PM
explained that there used to be a poorly performing pharmacy panel in the PCT but
this panel does not exist in the CCG. A representative from the LPC (Local
Pharmaceutical Committee) and the PCT visited individual pharmacies to stop
incidents escalating and this process worked. It was recognised that this is now
under the remit of NHSE. PM informed the meeting he had voiced his concerns at a
Greater Manchester meeting. VOS commented that it would be useful if the GM
panel shared their learning. PM reported that the LPC do write to GP Practices if

LB
28May14
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there is an issue.

7.5.7 MC referred back to a dashboard presented at Quality & Provider Management
(Q&PM) Committee earlier in the year when the focus was on Primary Care and
guestioned whether it was just controlled drugs that are included on this dashboard
and was told "Yes’, this particular document contained information on controlled
drugs. VOS reminded members that this is the responsibility of NHSE but the CCG
still has a responsibility to patients and it is important that the CCG receives
information from NHSE to share with its GPs. SW informed the meeting that the
CCG does receive information via STEIS (Strategic Executive Information System) at
the Trust and the headline figures are passed on to Q&PM and this Committee. LB
reported that any incidents of medication errors are reported to Q&PM Committee.

LB left the meeting (10:20 am).

7.6 Individual Funding Panel (IFP) Minutes:

7.6.1 Radiofrequency denervation to facet joints: Members discussed the individual
funding request for radiofrequency denervation to facet joints. The panel
recommended reviewing current policy, to reduce the threshold from 80% to a 60%
reduction in pain following treatment. JC briefed the meeting on the case and the
reasons why 80% was not achieved. VOS reported that GM EUR was consulting on
a policy on spinal treatment as there was no radiofrequency ablation with the
treatment.

7.6.2 Custom-made toric lens implant: Members discussed the individual funding
request for a custom-made toric lens implant. This was the first request received for
the treatment and the panel had requested that an evidence review be undertaken.
Members questioned whether CPC would need a policy on this treatment. VOS
reported that she had received an email from Tony Moriaty asking if the CCG would
fund this treatment. VOS informed the meeting that she had spoken to Susan Parker
(Allied Health Professional, Optometry) and had been advised that staff at the Trust
would require no additional training for this treatment. The custom-made lens would
cost £720 and had proved beneficial for patients. A decision was deferred on this
case until more evidence was submitted. VOS reported that the procedure was
being performed in other Trusts but there is no NICE guidance on it; Optometrists
would need to be advised if a CCG approved such requests from NHS patients.
Members were asked to note that this procedure is not for new patients but patients
currently with a lens implant and exceptionality would need to be proven. A policy
would be considered when more evidence was submitted on this treatment; VOS
would ask GM EUR to consider producing a policy on this issue. JC questioned
whether the CCG commissions GM CSU (Greater Manchester Commissioning
Support Unit) to carry out evidence reviews and was advised by MC that it would
depend upon how many CCGs requested it. VOS questioned whether the treatment
is to correct a stigmatisation or for cataracts as it would make a significant difference.
SJ volunteered to look up further evidence on toric lens and circulate to members
before the next meeting.

The minutes of the IFR Panel meeting held on 12 March 2014 were ratified by the
group.
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Actions:
e VOS to ask GM EUR to consider producing a policy on custom-made toric

lens implants VOS
e SJtolook for further evidence on toric lens and circulate to members 28May14
before the next meeting SJ
28May14

7.7 Individual Care Panel (ICP) Minutes — 2 April 2014: The minutes of the ICP
meeting held on 2 April 2014 were ratified by the group.

8 Agree report from CPC to CCG

Meeting item Action
8.1 Members had endorsed the recommendation of STAMP to the additions to the
CCG Black and Grey list as covered under items, 7.5.2, 7.5.3, 7.5.4 and 7.5.5.

SS/LB
Action: LB and SS to update CCG Black and Grey list 8May14

9 Any other business

Meeting item Action
9.1 JC sought clarification as to whether the CCG has a policy on Vitamin D testing.
VOS explained that the CCG had followed GMMMG guidance on this — it was not
required.

9.2 NICE Advice on BMI and Ethnicity: The Chair presented a paper he had
circulated prior to the meeting. Members noted the tables containing Diabetes Risk
and BMI and Waist Circumference Thresholds. ML commented that there seems to
be a postcode lottery regarding treatment, as stated in a recent media report. The
Chair explained that the management of diabetes is about good sugar control and
monitoring blood pressure, along with effective foot education (looking after their
feed, correct shoes, regular podiatry reviews). MC explained that podiatry falls under
any quality provider and this is a specialist service for SFT (Salford NHS Foundation
Trust). Following a recent benchmarking exercise, Stockport had come out low for
vascular surgery and there were no gaps in service provision. SW reported that a

new 2014/15 CQUIN focuses on diabetic foot care. s3]

Action: Send a copy of the paper to RR to be added to the website 28May14

9.4 Greater Manchester Effective Use of Resources Policy — Consultation:
VOS advised the meeting on a consultation taking place on the Effective Use of
Resources Policy. The consultation ends on 12 June 2014; AN would circulate the
link to members following the meeting.

The next meeting will take place on:
Wednesday 28 May 2014
09:00 — 11:00
Board Room, floor 7, Regent House
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Executive Summary

What decisions do you require of the Governing Body?

For information.

Please detail the key points of this report

The report provides a summary of the activity of the communications
function from April 2013 to March 2014. This includes information about
Media, Freedom of Information requests and social media.

What are the likely impacts and/or implications?

N/A

How does this link to the Annual Business Plan?

Although the communications function supports the work across all the
strategic aims a lot of the focus is around Strategic aim 1 and Strategic aim
5.

What are the potential conflicts of interest?

N/A

Where has this report been previously discussed?

N/A

Clinical Executive Sponsor: Ranjit Gill

Presented by: Tim Ryley

Meeting Date: 14.5.14

Agenda item: 15

Reason for being in Part 2 (if applicable)

Not applicable
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Annual Communications report 2013/2014

Purpose

This report provides a summary of the activity and outcomes of the
work of the CCG communications function from April 2013 to March
2014 plus information about plans for the coming year.

Responsibilities of the communications function

The CCG communications team are responsible for:
Branding and identity

Campaigns

Corporate events

Design and print of public documents
Events

Freedom of information enquiries

General communications with GP practices
General communications with the public
Internal communications with CCG staff
Press and Media

Social media

Video production

Website and intranet

The team provide communications planning advice and support to all
directorates of the CCG and GP practices.

The team includes a Head of Communications, communications and
events officer, media officer and communications administrator. The
team work a mixture of full and part time hours. Support is also
provided from the Commissioning Support Unit for graphic design,
social media and campaigns.

Branding

From the 1% April 2013 the CCG adopted its branding style and logo.
The logo is nationally set and there are other rules and guidelines set
out by NHS Identity. However local guidelines and styles have been
designed to complement the national look and feel. The
communications team have provided a set of templates for Governing
body papers, powerpoint slides, letterheads and other stationary. A
guide has been produced for staff to ensure that all documentation
looks professional and consistent.
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Campaigns

The campaigns support is provided by the Commissioning Support Unit
working alongside the team to develop concepts, designs, mass and
targeted campaign plans. Initially this new way of working between the
organisations was challenging and this did take some time to get off
the ground.

One of the main campaigns was for Winter 2013. This adopted the
overarching Choose Well messages about promoting self-care and
pharmacy. These were promoted via a billboard located by Stepping
Hill Hospital, via social media and a dedicated website. The website
includes over 20 short videos about various conditions and what
people can do at home to look after themselves. These have also been
shown on the GP TV screens.

For 12 consecutive weeks the winter campaign had a different sub
theme targeting different groups of patients via the local media. For
example, falls, asthma and keeping warm in cold weather.

The other main campaign was Know it, Check it, Treat it. This
campaign aimed to raise awareness of COPD signs and symptoms
and encourage people to attend their GP if they have a persistent
cough. The campaign itself was aimed at raising awareness however
there was a small event during which 53 people were given a lung test
and a ‘lung age’. 17 people had a better lung age than their real age,
15 people had a worse lung age than their real age. The worst lung
age difference was a 53 year old man who smoked, with a lung age of
95 years. This prompted him to make an appointment at his GP
practice and take advice about giving up smoking.

There are plans to repeat this campaign on a much larger scale in
autumn 2014.
FOI requests

Freedom of Information requests are managed centrally by the
communications team.

The number of freedom of information requests during 2013/2014 was
147. 96% of FOIs have been responded to within the legal timeframe of
20 working days.

The reasons for the delays in response to four of the enquiries are as
follows:





FOIl number Delay Reason

006 5 days Staff providing information
overlooked email

015 5 days Complex response requiring many
contributors

105 10 days Complex response requiring many
contributors with high volume of
information requested

108 10 days Complex response requiring many
contributors with high volume of
information requested

The requester is always contacted and informed of the reason for the

delay.

Clearly the CCG has a statutory responsibility to abide by these
timeframes and will strive to achieve 100% for 2014/2015.

As a result of the delays an additional step has been added to the

process which will mean

that the Chief Operating officer is alerted

when we are reaching the 20 day limit.

5.4 Examples of FOIs by theme and subject

Organisational information

BME representation on Governing Body,
Governing body contact details, public liability

Commissioning of services

IVF, Diabetes, Neuro rehab, Cataracts, Gluten
free foods, pain management, counselling and
psychotherapy

Contracts

SLAs with business intelligence organisations,
mobile phones, Any Qualified Providers, Local
Enhanced Services, GP out of hours, CCG
guality premiums, telecommunications,
competitive tendering process

Policies and Strategies

Dementia, formulary, epilepsy,
antidepressants

Funding and budgets

Non urgent referrals, spending on agency
staff, continuing health care, mental health
spend
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6.0 Internal Communications
6.1 Internal communications includes our communications with GP
practices and CCG staff.
6.2 We produced 28 newsletters during 2013/2014 for GP practices. There

is a monthly general newsletter plus special issues on prescribing and
cancer.

Surveys have shown that the newsletters are well read and
appreciated. Following the issue of the publication the team receive
gueries and comments from practices plus our website data evidences
that people do click on links within the newsletter.

The newsletter is aimed at all practice staff.

The content of the newsletter includes a ‘focus on’ a topic area each
month. Topics examples are:
e Respiratory health
C Difficile
Skin conditions
Flu
Winter plans
IV Therapy service

We work with Dr Viren Mehta, Clinical Director to agree the themes
and content for inclusion. The team benefit from being co-located in an
office with the CCGs Area Business managers.
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7.0

7.1

Our CCG website includes a section dedicated to GP practices. Most
of this is also available to the public. Collectively the pages in this
section have been viewed over 50,000 times since the site was set up.
However, feedback received has suggested that the site can be difficult
to navigate and is no longer fit for purpose. The website will be
reviewed and plans to develop a better solution will be worked up in
May-June 2014.

CCG staff are communicated to on a daily basis via Sharepoint. Staff
automatically see this page when they log onto their computers. This
enables the team to quickly cascade announcements. It also acts as
the main store for corporate documents and information. The site
includes a section to promote hot topics or health messages. This is
very regularly accessed by staff.

CCG senior managers receive a monthly verbal briefing from the Chief
Operating Officer, Chief Clinical officer and Directors. This is then
written up into a briefing and cascaded to all staff. This includes an
update on Governing body decisions.

The communications team organise an annual start of year conference.
Last year this focussed on plans and priorities. As the organisation was
in its infancy opportunities were provided to allow teams to get to know
each other.

The communications team supported the set up of a Staff Forum which
includes representatives from each directorate.

The team worked with the staff forum to introduce a monthly staff
survey. Over 50% usually respond to this. The survey results have
been on the whole very positive particularly about communication and
support from managers. Re-occuring themes have risen about cross
directorate communication. Directors are working to address this and it
will be a key theme at the start of year conference in May 2014.

Learning lunches for staff are arranged by the team on topics such as
Healthier Together, Social Media and Mental Wellbeing. The team
have also facilitated the first CCG staff awards which includes
employee of the year and team of the year. The winners will be
announced at the start of year conference.

Press and Media

The following table lists the themes of the reactive and proactive press
releases that have been issued from April 2013 to March 2014.





Organisational | Prevention | Commissioned | Choose | GP Events
services Well services
Proactive | 1 38 5 16 1 2
Reactive | 2 0 7 0 2 0
7.2  We have responded to 102 media enquiries by either providing

statements or clinicians for interview. This has included three BBC
News programmes filmed in local GP practices and interviews on both
TV and radio with our local GPs and Governing Body clinicians.

7.3  The tone of the media coverage is listed in the table below. This covers
mentions of the CCG or Stockport GP practices.
Very Positive Neutral Negative Very
positive negative
April 7 4 3 3 0
May 1 13 4 0 0
June 0 5 2 3 0
July 2 11 0 0 0
August 0 11 0 0 0
September | 0 5 5 2 0
October 0 8 4 1 0
November | 0 23 1 0 0
December |1 12 2 0 0
January 0 9 2 2 0
February |0 9 1 0 0
March 0 6 5 5 0
11 116 29 16 0
7.4  Example headlines for the positive stories include the following:
e ‘Docs take on services for a healthier town’
e ‘Bowel cancer screening saved my life’
e ‘Get your MOT and stay on top of your BP’
¢ ‘New NHS deal for Beechwood’
e ‘Mum beats her asthma with a little band aid’
e ‘Doctors praised for flu jab success’
Neutral
e ‘1in 4 patients should see GP instead’
e ‘Stop NHS privatisation 38 Degrees urge’
e ‘Car crashes into GP surgery’
Negative

patient transport)

‘Data blunder lands NHS with £100k fine’
‘Thieving boss told to sell holiday home’

‘Get a grip over patient problems says MP’ (with regard to
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A regular health slot is broadcast on Imagine FM every other Thursday
lunchtime. We are the main contributors to this and have covered a
wide range of topics in line with CCG priorities. For example, antibiotics
awareness, respiratory health, self-care/pharmacy, physical activity,
diabetes and alcohol awareness.

The CCG also purchase a quarterly page in the Councils newsletter
The Stockport Review. This is delivered to every household in
Stockport.

Social media

Overall, Stockport has 2,906 social media followers — 102 on Facebook
and 2,804 on Twitter.

Of these followers, approximately 69% are female (of those
identifiable).

In an average month, the general sentiment of messages into
Stockport’s social media accounts are approximately 39%
positive, 14% negative, and 47% neutral.

In an average month, the social media accounts send around 127
messages or tweets, two thirds of which are on Twitter

The CCGs social media messages reach 250,000 users (not all unique
users) each month.

In an average month, followers click links on CCG social media
messages 750 times.

Films

The communications team have produced a monthly patient story for
the CCG governing body. The patient or carer describes their
experience of healthcare in their own words in a short video. The idea
is to gain a snapshot view of what it is like as a patient, what was good,
what was bad and what would make their experience of healthcare in
Stockport more positive.

A wide range of podcasts have been produced by the team. These
include films about C difficile, Flu, Bowel cancer, handwashing,
respiratory problems etc. All governing body members have delivered
podcasts describing their roles.

In late 2013 the CCG funded the installation of TV screens in 13 of the
GP practices. It is envisaged that this will be a valuable way of





10.0

10.1

10.2

10.3

10.4

10.5

communicating key messages. There have been some technical
problems that do not allow us to yet evaluate the impact of these.

Next Steps

Communications and Engagement — The engagement function and
engagement officer will now transfer to the Head of Communications. A
key element of sustaining and embedding any concept or behaviour
change is to communicate with the public effectively and to engage
them as early on as possible. If we can connect with individuals
through engagement we can ensure that they have the information
they need in order to enable them to play their own part in promoting
health, the early detection of ill-health and the self-management and
care of illness. We also aim to ensure that there are feed-back
mechanisms so that their perception of their experience directly informs
the commissioning and delivery processes.

Website - The team will be embarking on the progression of a new
CCG website. The current site was set up prior to authorisation and at
the time was fit for purpose. The organisation now needs to make
some changes to respond to the needs of local people, stakeholders
and GPs.

Healthier Together consultation — Over summer 2014 the team will
be supporting the communication and engagement required for the
Healthier Together programme.

Hypertension and other prevention campaigns

To support the CCGs strategic aim around prevention the team have
been planning a large scale campaign on hypertension which launched
in April. This includes outdoor advertising, awareness raising events,
social media campaign, targeted workplace testing and door drops.

Evaluation - Measuring and proving the effectiveness of the
communications activity can be challenging. The team aim to improve
on building this into all aspects of their work. For example, the
hypertension campaign will measure how many people now have a
blood pressure reading on their records as a result of the campaign.
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What decisions do you require of the Governing Body?

Agreement to the proposed commissioning processes for the Locally
Commissioned Services currently provided by general practice

Please detail the key points of this report

There are seven services that are proposed to be locally
commissioned and have been put onto a short 6 month contract whilst
procurement options are considered and the federation is established
as a body that could bid to be a provider.

The services have been discussed at conflict of interest panel and
proposed procurement arrangements agreed. These are detailed in
the paper.

What are the likely impacts and/or implications?

This paper is intended to make transparent the decision making
process for how locally commissioned services are procured in the
future.

How does this link to the Annual Business Plan?

These are services that are a legacy of the PCT and are not directly
aligned to the business plan. The Blood pressure and ECG services
will however be important to support the hypertension work within the
prevention work stream.

What are the potential conflicts of interest?

These services are in most part commissioned from general practice
at the moment. There is a significant spend overall on these services
and therefore the CCG is commissioning a set of services with
significant value from its members.

Where has this report been previously discussed?

All the conflict of interest issues have been discussed at the conflict of
interest panel.

Clinical Executive Sponsor: Dr Viren Mehta

Presented by: Roger Roberts

Meeting Date: 14 May 2014

Agenda item: 16

Reason for being in Part 2 (if applicable): Not applicable






Locally Commissioned Services

1. Purpose

1.1.To gain agreement to the procurement processes proposed for each
of the locally commissioned services that are currently commissioned
from General Practice.

2. Context

2.1.The services listed below are services previously commissioned by
the PCT from General Practice as variations of the GMS/PMS
contracts and were termed Enhanced Services. As the CCG does not
have the GMS/PMS contract it is unable to commission variations to
this contract and has set up NHS contracts with each practice to
commission these services.

2.2.The decision has been made to commission these services from the
same practices for 6 months from 1% April 2014, in the form and paid
at the rate, at the time of the contract move. No competitive tender
was employed at this stage for any of the services.

2.3. The federation is currently in development and the decision to delay
procurement for 6 months was made to allow this company to become
established. It will then be able to bid to deliver services when they
are offered out for tender. This does not mean that they are a
preferred provider.

3. Proposal

3.1.There are a number of services being considered and there are a
number of different proposed procurement solutions. These were
discussed at the conflict of interest committee and a proposal is listed
in the table below.

3.2.The specifications for many of these services are currently out dated
and will be reviewed prior to re-commissioning in the future. This
paper does not consider the specifications for these services, only the
procurement arrangements. Further work is being done on the
specifications and pay rates.





3.3.The AQP route is being proposed where the service is not delivered
by all practices and some expertise is required to ensure a high quality
service. The specification will identify a population that is required to

be covered that will maintain the requirement for expertise.

3.4.Competitive tender will be used where there should only be one
provider to ensure consistency across the CCG.

3.5. The remaining services it was considered could only be delivered from
general practice and all practices would be encouraged to take up
their delivery. They will therefore not be offered to other providers and
will be commissioned from practices with no further process other than
specification and payment review.

SERVICES 2013-2014 Procurement
Budget proposal

Blood Pressure Ambulatory & Home £76,000 AQP

Spirometry Spirometry and Reversibility £83,000 AQP

Direct from

ECG GP Practices £61,000 practice

Competitive

Broomwell £180,000 tender

Anticoagulation £16,000 | Decommission

Direct from

Near Patient Testing £144,000 practice

Continue

existing

contract as

recently

Vasectomy £45,000 tendered

Direct from

Asylum Seekers £7,500 practice






4. Equalities

4.1.There are no inequality issues in this paper as any issues of this type
are more likely to be seen in the specifications.

5. Risks

5.1.There are services that are being directly commissioned from
practices without testing and this could be challenged. Is it considered
that this is defendable given the overall situation where there has been
a competitive process for other services.

5.2. Some services could move from practices to other providers. This is
unlikely but possible and given the potential for others to provide there
is also a potential for challenge if this is not tested through appropriate

process.

6. Next Steps

6.1.1f governing body members agree to the proposals above the
specifications will be completed and payment rates reviewed. CSU
support will be engaged to work through the processes to complete
the procurement processes in the time available.

7. Recommendations

7.1.Members are asked to consider the proposed procurement routes and

agree the way forward.

Compliance Checklist:

Documentation

Statutory and Local Policy
Requirement

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

L . - ) To follow
Cover sheet completed Y /N Change in Financial Spend: Finance Section
below completed
Page numbers Y/N Service Changes: Public Consultation nfa
9 Completed and Reported in Document
" ; /a
. Service Changes: Approved Equality Impact n
Paragraph numbers in place YN Assessment Included as Appendix
2 Page Executive summary in place n/a Patient Level Data Impacted: Privacy Impact Y /N
(Docs 6 pages or more in length) Assessment included as Appendix
All text single space Arial 12. Headings Arial Y /N Change in Service Supplier: Procurement & Y /Na
Bold 12 or above, no underlining Tendering Rationale approved and Included
Any form of change: Risk Assessment n/a
Completed and included
Y /N
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Board Assurance Framework Summar

Drill Risk Directorate 3 mth 12 mth

Down Lead Jan14 Feb 14 Mar 14 Trend Trend Affects: Events and Mitigating Actions
1. There are inadequate systems in place . * CCG Priority 1 - Long-term . . .
for managing the quality and safety of the '(\)Ar;lrc:(gey, = » conditions . E;a:)ncr:ss eeil:et\)/!/lgtg)%%%m 3
services which we commission. » CCG Priority 4 - Quality 9

The Q&PM Directorate has implemented systems and processes for monitoring the quality of services provided. Risks and issues are being identified with action planning reported through the Q&PM committee.
There is a specific risk based work-plan for this committee. The quality strategy has been reviewed with the key objectives for 2013/14 delivered, the next stage is to develop a new strategy to ensure that the CCG
continues to make significant progress in this area.

31/03/2014
* CCG Priority 1 - Long-term
Jones, Diane A A A - » conditions * Phase One demonstrator 01/14
» CCG Priority 4 - Quality

Outpatient Reform: GP review completed, consultant review process delayed. There was an agreement at Transformation Board to move ahead and develop an outline business case to move to the upper

quartile of performance for Outpatient follow ups.

2. We fail to deliver our major service
= reform programmes.

Integration: All planned services are live in Marple and Werneth. A cost model is under development to understand the investment required to scale the model across Stockport.

31/03/2014
* CCG Priority 1 - Long-term
conditions
3. The members are not adequately Roberts » CCG Priority 2 - Paediatrics
engaged with the CCG's strategy and Roger ’ b » * CCG Priority 3 - Cost » Council of Members 09/10/13
priorities. effectiveness

+ CCG Priority 4 - Quality
» CCG Priority 5 - Prevention
At the Governing Body meeting of 12 March all Locality Council Committee chairs reported good engagement from the membership. Funding to support a series of workshops to establish the Federation has
been agreed by the CCG.

31/03/2014
4. The adoption of clinical best practice . . i
guidance and innovation by the CCG is Owen-Smith, [ » efi‘ﬁ:ﬁvggggy 3 - Cost « IVF decision by GB 05/13
= limited or slow (due to provider Vicci « CCG Priority 4 - Qualit y
mobilisation or CCG financial contraints) y Y
We do not believe there is any clinical risk associated with delay. We are still waiting for assurance on a number of NICE guidance areas.
31/03/2014
* CCG Priority 1 - Long-term
5 Th L . - conditions
. The organisation's capacity, capability - CCG Priority 2 - Paediatrics » CSU re-procurement 21/03/14
and/or internal engagement are Rvlev. Tim A A A - » . CCG Priority 3 - Cost + General Election 01/05/15
= inadequate (Including commissioned yiey, effectivenessy * Lower running costs 01/05/15

support services). * NHS England review 01/05/14

» CCG Priority 4 - Quality

* CCG Priority 5 - Prevention
Executive team in process of reviewing CSU contract and organisational structure and capacity. This has been delayed until the end of April due to planning and contract round pressures. Impact of portfolio

office is still in early days.

31/03/2014
* CCG Priority 1 - Long-term
. . . - ditions
6. Our providers fail to provide efficient . con > . « CSU re-procurement 21/03/14
and timely health services to the patients Chidgey, A A A - » CCG Priority 2 - Pasdiatrics » ED Action plan: High level of activity
X Mark * CCG Priority 3 - Cost
and public of Stockport. offectiveness 01/06/13

* CCG Priority 4 - Quality





Board Assurance Framework Summar

Drill 8 Directorate 3 mth 12 mth . e .
Down Risk Lead Jan14 Feb 14 Mar 14 Trend Trend Affects: Events and Mitigating Actions

This risk is red due to continued failure to achieve the ED access target. Performance in 2013/14 has improved on 2012/13 but not sufficiently to meet the national standard. In addition, there are risks on 18
week delivery particularly within orthopaedics. The CCG is meeting with all providers to address and minimise this risk.
31/03/2014
. Zv.it\rl:i/g ?r:la:wocgﬁ:rlzr?;g the CCG remains Jones, Gary - » - CCG Priority 4 - Quality zg%r;ﬁ?ent of risk sharing across GM
The CCG offered up an additional surplus of £1.2 million (increased target from £3.5 to £4.7 million) in February based on financial performance to month 10. However, we have seen an increase in our forecast
spend for both secondary care (non-electives) and prescribing during month 11 which now gives little room for movement should additional pressures impact during month 12. For this reason, the rating has been
maintained as yellow. (There is not the level of certainty we would usually expect to see at this time of year).

31/03/2014
* CCG Priority 1 - Long-term
conditions
. L . » CCG Priority 2 - Paediatrics « Publication of 2014/2015 Operating
e ?ér;'ZEaSCCG fails to defiver its QuIPP g;y:?:r A A A o » * CCG Priority 3 - Cost Framework & local government
’ effectiveness settlements 21/08/13
+ CCG Priority 4 - Quality
» CCG Priority 5 - Prevention
This risk remains high. We have a very challenging reform programme. There is still significant progress to be made.
31/03/2014
9. The CCQG fails to meet its statuatory 012/(())5’4144 SIC from Internal Audit
duties for compliance (including those for Ryley, Tim » * CCG Priority 4 - Quality

procurement). E)E)/gg;/)rghsh guidance on procurement

The risk of non compliance is low. Information Governance Toolkit will be completed by 31 March 14 and an audit review has indicated we should be compliant. Mandatory training levels are good.
31/03/2014
10. The CCG fails to deliver its planned Owen-Smith
improvements to the health inequalities of Vicei ’ - » + CCG Priority 5 - Prevention * JNSA refresh 01/03/14
the patients and public of Stockport.
The hypertension campaign has been delayed and will start mid-April. The draught CCG plan for 2014/15 addresses a number of areas where picking up disease early will improve health outcomes. These
diseases are in the majority higher in people from less affluent backgrounds and therefore it is expected to reduce health inequalities across Stockport.
31/03/2014

: P + CCG Priority 1 - Long-term
11. The CCG fails to deliver its planned = > conditions

improvements to the health literacy of the Ryley, Tim . I - * Programme Board established 01/11/13
patients and public of stockport . 888 E:g::g g ) Ef:féﬁtﬁfﬁ

A work programme has now been put in place. However, there has been limited investment in the CCG budget for this area and until the management review of capacity is complete, there is limited identified

management support to this agenda.
31/03/2014
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MINUTES OF THE GOVERNING BODY MEETING

Ms J Crombleholme

Dr S Johari

Dr J Idoo

Mr J Greenough
Dr V Mehta

Dr M Ryan

Dr P Carne

Mr G Jones

Mrs G Mullins

Mr M Chidgey

Mr P Pallister

Dr V Owen-Smith
Mr R Roberts

Mr T Stokes

Mr T Ryley

Dr D Jones

Clir J Pantall

Dr A Aldabbagh
Dr R Gill

Dr C Briggs

Dr A Johnson
Miss K Richardson

HELD AT REGENT HOUSE, STOCKPORT

ON WEDNESDAY 9 APRIL 2014
PART I
PRESENT

Lay Member (Chair)

Locality Chair: Heatons and Tame Valley (Vice-chair)
Clinical Director of Service Reform

Lay Member

Clinical Director for General Practice Development
Secondary Care Consultant

Locality Chair: Cheadle and Bramhall

Chief Finance Officer

Chief Operating Officer

IN ATTENDANCE

Director of Quality and Provider Management
Board Secretary

Clinical Director for Public Health

Director of General Practice Development
Healthwatch Representative

Director of Strategic Planning and Performance
Director of Service Reform

Chair of the Health and Wellbeing Board

APOLOGIES

Locality Chair: Stepping Hill and Victoria

Chief Clinical Officer

Clinical Director for Quality and Provider Management
Locality Chair: Marple and Werneth

Nurse Member





43/14 APOLOGIES

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

Apologies were received from A Aldabbagh, R Gill, C Briggs, A Johnson and K
Richardson.

44/14 DECLARATIONS OF INTEREST

The Chair invited the members of the Governing Body and those people in
attendance to make their full annual declaration of interests.

J Crombleholme declared that she is Head of Executive Education at Manchester
Business School (part of the University of Manchester). She is a school governor
at Cheadle Hulme High School. She is also the chair of the Health and Wellbeing
Integrated Commissioning Board which governs the section 75 budget pooled with
the local authority.

S Johari declared that he is a Partner at Park View Group Practice. He is a
member of Mastercall via the practice. He is a member of the General Medical
Council, of the British Medical Association, of the Royal College of General
Practitioners, and of the Medical Protection Society. He is a diplomat of the Faculty
of Sexual and Reproductive Health.

V Owen-Smith declared that she is a trustee for the Together Trust. She is the
Centre Consultant in Healthcare Public Health for Public Health England in Greater
Manchester. She is a member of the Medical Protection Society, of the British
Medical Association, and of the Faculty of Public Health. She is registered with the
General Medical Council.

T Ryley declared that he is a former employee of Age Concern Stockport (now Age
UK). He also declared that his wife works for NHS Stockport CCG and, with his
responsibilities for organisation development, this could occasionally create a
conflict of interests.

M Chidgey declared that during 2013/14 he has carried out some fundraising for St
Ann’s Hospice. He is a visiting lecturer at Manchester Business School. He is a
governor at St Catherine’s Roman Catholic Primary School. He is a member of the
Chartered Institute of Management Accountants.

J Pantall declared that he is the Executive Member of the Health and Wellbeing
Board at Stockport Metropolitan Borough Council and, as such, has responsibility
for the section 75 pooled budget and responsibility for Public Health and related
budgets. He is an appointed governor at Stockport NHS Foundation Trust.





R Roberts declared that he is a member of the General Pharmaceutical Council
and of the Guild of Hospital Pharmacists.

V Mehta declared that he is a GP Partner at Cheadle Medical Practice. He advised
the members that his practice intends to join Viaduct Health, the emerging
Stockport GP federation. He is a member of the Royal College of General
Practitioners, of the British Medical Association, of the Medical Protection Society,
and of the General Medical Council.

J Greenough declared that he is a former partner and employee of KPMG (now
retired). He is a member of the Chartered Institute of Public Finance and
Accountancy and is a Fellow of the Chartered Certified Accountants.

P Carne declared that he is a GP Partner at Gatley Medical Centre. He is a joint
director of ELR Locum Limited which is a personal company into which is paid his
privately-earned income. He does out-of-hours work for Mastercall. He performs
Port Health on-call work for Manchester Airport. He is a member of the Stockport
Local Medical Committee. He is a member of the General Medical Council, of the
British Medical Association, and of the Medical Defence Union.

G Jones declared that he is a member of the Chartered Institute of Public Finance
and Accountancy.

M Ryan declared that she is a director of the 25A Falkner Square Management
Company. She is a trustee of the Advanced Life Support Group, Liverpool (which
is a provider of resuscitation training). She is a member of the Medical Protection
Society, of the General Medical Council, of the College of Emergency Medicine,
and of the Royal College of Paediatrics and Child Health.

J Idoo declared that she is a GP Partner at Alvanley Family Practice. She declared
that the practice received an honorary payment from the NHS in respect of
structuring services including those for diabetes. Her husband is also a GP Partner
in Stockport. She is a member of the Royal College of General Practitioners, of the
Medical Protection Society, of the British Medical Association, and of the General
Medical Council.

D Jones declared that her husband works as Head of IT for Cancer Research UK.
Her brother works for University Hospital Birmingham as Human Resources
Director.

G Mullins declared that she is a member of the Health and Wellbeing Integrated
Commissioning Board (which governs the section 75 agreement). Her brother is an
employee of Dr Schar (a manufacturer and supplier of gluten-free foods). During
summer 2013 she accepted a bouquet of flowers for speaking to the Cerebral
Palsy Society.

T Stokes declared that he is a retired member of the Society of Medical
Radiographers.





There were no further interests declared.

45/14 APPROVAL OF THE MINUTES OF THE MEETING HELD ON 12 MARCH
2014

The draft minutes of the meeting of the Governing Body held on 12 March 2014
were agreed as a correct record.

46/14 ACTIONS ARISING
The members reviewed the outstanding items.

051213: To share with the members the new CCG assurance process once
known: G Mullins informed the members that this will be covered in her Chief
Operating Officer's update later in the meeting. This item can be removed from the
list

010214: To look into the issues of waiting times for the wheelchair and orthotics
services: M Chidgey informed the Governing Body that he raised this at the most
recent Community Contract meeting and is expecting to receive a written response
later today. If any issues are identified this response will include the plan for
addressing these. He offered to provide a further update at the next meeting

040214: To bring to the Governing Body data regarding access to GPs: V Mehta
requested that this item be deferred until the June meeting as he is unable to
attend in May. This request was granted

070214: To circulate the narrative (of the Better Care Fund) to the members: G
Mullins informed the members that she will ask the Board Secretary to circulate
this after the meeting. This item can then be removed from the list

010304: To provide a summary of CCG performance including achievement of the
qguality premium: G Mullins informed the members that this is included within
today’s Strategic Performance Report. This item can therefore be removed from
the list

020314: To share with the members the feedback received from the Checkpoint
Three meeting (once received form the Area Team): G Mullins informed the
members that this has not yet been received

040314: To raise NWAS performance with the lead commissioners: M Chidgey
informed the members that he has done this. There are to be four ‘deep dives’
regarding performance in health economies across Greater Manchester and he
has been assured that Stockport will be one of the four to be considered in this
detail. It has been acknowledged that there are variations in performance across
Greater Manchester. He agreed to bring the output from the ‘deep dive’ to a
Governing Body meeting once received. This item can be removed from the list
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050314: To provide an update on when the ophthalmology backlog will be cleared:
M Chidgey updated the Governing Body by stating that since March 2014 the
ophthalmology service has been meeting the 18 week waiting time standard. He is
also trying to establish the current position for ophthalmology follow-ups. This item
can be removed from the list

060314: To clarify the definition of the Arriva ‘45 minute schedule’: M Chidgey
informed the members that ‘on time’ is counted as ‘delivering the patient between
thirty minutes before and fifteen minutes after their appointment time’ for renal and
cancer appointments. For the majority of other appointment types the definition of
being ‘on time’ stretches to ‘delivering the patient between forty five minutes before
and fifteen minutes after their appointment’. The service standard is for this to be
met for at least 90% of appointments but the provider is currently achieving only
88%. He explained that these definitions of ‘on time’ are within the contract and
therefore cannot easily be changed. He informed the members that he has
expressed their displeasure to the provider. This item can be removed from the list

070314: To feed back that members would like the contact details for the Healthier
Together team: This information has been circulated with today’s papers and
therefore can be removed from the list.

The Governing Body noted the updates.

47/14 NOTIFICATION OF ITEMS FOR ANY OTHER BUSINESS

The Chair invited items of additional business; there were no further items
requested.

48/14 PATIENT STORY

The Governing Body viewed a video patient story of a member of the public
describing his experiences of diagnosis and treatment for cancer.

J Crombleholme opened the discussion by stating that this is a nice patient story
with which to start the year. P Carne noted the straightforward approach of the
patient.

T Stokes remarked that it had been the patient’s wife who encouraged him to visit
his GP, and V Owen-Smith added that recent research has shown that people in
relationships are more likely to seek medical help. There is further evidence that
living in a relationship is good for a person’s health. She suggested that, when
looking at older people’s health needs the issue of living alone needs to be
considered. She commented that this patient story would be a good promotional
tool to support men’s health and particularly the strong message that the issue was
identified early and sorted.





V Mehta reminded the members that there has recently been the communication
campaign concerning ‘blood in pee’, and J Crombleholme commented that men
are less likely to visit their GP and therefore are more likely to present later.

J Pantall informed the members that the local authority’s Director of Public Health
is promoting ‘wellman clinics’ and he suggested that it will be interesting to review
the take-up rates of the current hypertension campaign according to gender. V
Owen-Smith agreed that the demographics will be interesting although she added
that the gender split may not be as stark as the members might expect. The Head
of Communications explained that the take up rate is currently 60:40 on the basis
of female:male.

J Pantall added that in Stockport 30% of households are single occupancy which is
also relevant to the current research regarding the health benefit of being in a
relationship. J Crombleholme asked if this information is available at a borough
level and J Pantall agreed to find this out. V Mehta commented that the Cheadle
and Bramhall locality has the highest proportion of pensioners living alone.

J Idoo noted that this is the second positive patient story regarding male cancer.
She explained that she would like to show this in her practice. The Head of
Communications replied that this patient has given his permission for the CCG to
use this patient story more widely (although not all patients feel comfortable doing
s0). She added that the Communications Team are producing a series of shorter
patient story videos which could be shown on screens in practice waiting areas.

The Governing Body noted the patient story and requested that their appreciation
be conveyed to the patient.

49/14 STRATEGIC PERFORMANCE REPORT

G Mullins presented to the members the Strategic Performance Report. She
explained that Stockport NHS Foundation Trust has failed the emergency
department target for the second year running. The 18 week waiting time standard
has recovered but remains a risk area. The CCG achieved a result of 99.04% for
staff mandatory training which is an excellent outcome.

The report also contains some information regarding the quality premium and an
estimation of the CCG’s final result. We will earn some elements of the premium
but not all of them. We are still awaiting the technical guidance on the indicator
tolerances and thresholds which will hopefully help us more accurately anticipate
our outcome. She added that it will be no surprise to the members that we have
lost the element of the quality premium which relates to emergency department
performance.

G Mullins concluded that the members might wish to consider the frequency of
receiving this report for the coming year and also the reporting mechanisms for
some of the more strategic aspects of the CCG’s plan.





With regards to the quality premium J Greenough asked if ours is a good result
and how our peer organisations have performed. G Mullins responded that she is
not yet aware of how other CCGs have fared. T Ryley noted that most will have
performed better than Stockport with regards to the emergency department
indicator; he added that he would be surprised if many had a worse result than
Stockport. He explained that it is difficult to assess other CCGs’ performance as
regards to their earning of elements of the quality premium as we do not have sight
of their data. He stated that the current mechanism is highly statistical but that next
year’'s framework looks to be an improvement.

J Greenough reflected on the CCG’s good performance regarding infection control
and asked why the indicator is rated as ‘red’. T Ryley explained that this is
because we have had two cases of MRSA which means we have not met the
target of having no cases. G Mullins offered to circulate the technical guidance
once it is received. V Owen-Smith offered to look into the figures for ‘potential
years of life lost’ as this is now being calculated according to the European
methodology and therefore if it is being counted differently it is not directly
comparable with the previous data.

J Greenough noted that there are four patients who have waited longer than 52
weeks for their treatment and he asked if these are waiting for any particular
specialty. M Chidgey responded that he is continuing to raise this issue with the
Foundation Trust. He explained that earlier in the year there had been an issue
with a specialised provider in Shropshire, and he suggested that the performance
against this target by Stockport is about average. The issue has been discussed at
the Elective Care Board which has identified that such long waits can be due to
people requiring multiple diagnostic tests between a number of providers or it could
be due to an administration error whereby the patient's treatment has been
suspended while they are only partway down a pathway. J Greenough asked if this
has only come to light in the last quarter and M Chidgey replied that these figures
are for quarter 3 of 2013/14. J Greenough requested to know what is now
happening for these patients and M Chidgey explained that for each of them their
treatment is now complete.

T Stokes stated that he had heard a suggestion outside of the CCG that Care UK
may not be dealing correctly with the issue of patient choice. M Chidgey reminded
the members that G Mullins had previously mentioned the risk to the delivery
against the 18 week standard. There has been a change to the orthopaedic
pathway with more patients now going to the Foundation Trust than previously and
fewer going to other providers. We do not know the reason for this change. Care
UK run the triage service for NHS Stockport CCG and therefore we need to
understand if there has been a change to this triage process which might have
effected a 20% change in patients choosing to be treated at Stockport NHS
Foundation Trust. We are still looking into this.

J Pantall suggested that this raises the issue of how many patients make an
informed choice as to their provider. J Crombleholme stated that many ask the
advice of their GP. M Ryan also suggested that nowadays people may review
publically-available information on the internet. V Mehta commented that for the
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vast majority of patients choice is offered during the GP consultation but that for
this speciality the choice is offered as part of the triage process.

G Mullins concluded the report by informing the members that there is some
further performance information to be brought before the Governing Body; this will
be an outcomes report and will show how the CCG has performed against its
strategic priorities. She advised that there are different ways of presenting this
information and suggested she discusses with J Crombleholme and J Greenough
outside of the meeting as to the best way of doing this.

The Governing Body noted the contents of the Strategic Performance Report.

50/14 QUALITY REPORT

M Chidgey presented the monthly Quality Report. He provided the following
updates to the members:

- We are still awaiting the final details of Stockport NHS Foundation Trust’'s
2014/15 cost improvement plan. It is likely to be a significant challenge for
the Foundation Trust

- One Stockport GP has been removed from the register. His practice is
closing on 10 April 2014

- All of the legacy serious untoward incidents have now been closed

- There has been good progress made on the 2013/14 CQuIN targets
although there are some areas of concern

- There has been another case of MRSA which is the third this year. We are
still making good progress regarding Clostridium Difficile and expect to meet
that target for 2013/14

- Stockport NHS Foundation Trust have had a very positive result from the
2013 Staff Survey; they have been ranked in the top twenty for
recommending the Trust as a place to work and for receiving treatment.
One area of concern raised within the results is the provision of facilities for
hand washing and M Chidgey explained that he will be following up on this.

V Mehta asked if the Staff Survey is split between acute and community
healthcare; M Chidgey explained that the results are amalgamated at the national
level and then broken down by employer. He added that the Foundation Trust also
conducts divisional surveys; these are considered by the Quality and Provider
Management Committee and he offered to share that data with the members if
they wished.

P Carne informed the members that at a meeting of the LMC last night there had
been concerns voiced regarding the transfer of patients from the practice that is
closing with a particular issue being that of repeat prescriptions. V Mehta explained
that usually we receive twelve weeks’ notice of a practice closing and patients
being transferred but in this instance we received only two weeks’ notice. He
added that it has been fed back to the Area Team that this process needs tighter
management in the future. P Carne stated that the neighbouring practices need
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some support and V Mehta replied that the Area Team have informed us that they
are providing this support.

T Stokes added that he has heard that a retiring Stockport GP has been asked by
NHS England not to write to inform his patients. V Mehta responded that the Area
Team are still devising their processes for dealing with these situations and
explained that they had wanted to identify the receiving practices before notifying
the patients of any changes. He suggested that the CCG and Area Team jointly
review the two recent examples of one urgent and one planned practice closure to
identify learning points. G Mullins added that she is meeting with the Director and
Medical Director of the Area Team to understand how both the CCG and the Area
Team discharge their duties.

J Pantall asked if the provider quality accounts are received by the CCG (as they
were by the PCT). M Chidgey explained that the providers do share these with us
in draft form, and added that this week the Foundation Trust has asked us with
whom they should share the final version. We have also been asked this question
by Pennine Care NHS Foundation Trust. He added that for other providers such as
Central Manchester University Hospitals NHS Foundation Trust they would deal
with their lead commissioner CCG who would raise any quality concerns with us.

D Jones noted the positive mention of the Friends and Family Test and M Chidgey
replied that the intention of the test is not to measure foundation trusts against
each other. The Foundation Trust’s results are lower than those for other trusts
across Greater Manchester but we are unsure as to why.

With regards to TIA S Johari asked if the late referrals are reviewed in conjunction
with the GP practices to understand the reasons. V Mehta replied that the
performance by GPs has been above 75% for the last three months and added
that any specific cases not meeting the target are reviewed with the practice. M
Chidgey added that it is the introduction of weekend clinics that would make the
biggest impact for this target. J Crombleholme asked if there are any plans to
introduce such weekend clinics and M Chidgey replied that this is unlikely to
happen before the centralisation of stroke services. J Greenough asked if,
therefore, we should be referring Stockport patients into Salford but M Chidgey
replied that this would not necessarily be helpful as it would be introducing a
second process into the pathway.

The Governing Body noted the contents of the Quality Report.

51/14 FINANCE REPORT

G Jones presented the month 11 Finance Report. He informed the members that
the team is currently heavily focused on the production of the final accounts.

He reminded the members that the CCG’s surplus for 2013/14 had been increased
to £4.78M; however since then we have been instructed by NHS England that we
are to pay NHS Property Services Ltd based on allocations set in respect of
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estates rather than on actual spend. For Stockport the consequence of this is that
we have had to increase our payment to NHS Property Services Ltd and as a
result of this our target surplus amount has been reduced to £4.28M.

There has been an increase in the costs for prescribing. R Roberts explained that
this has been caused partly by some high-volume items being out of stock and
therefore more expensive equivalents being substituted. He added that there has
been an increase in the number of items prescribed in Stockport (as well as across
Greater Manchester) and his team are currently looking into the reasons for this.

G Jones concluded by informing the members that, with respect to its cash
forecast, the CCG has met all of its contractual obligations and its Public Sector
Payment Policy statutory duty.

J Greenough noted that the cash has been well controlled which is a positive for
the CCG. He explained to the Governing Body that he had been shocked when he
first saw this month’s financial position because in one month there has been a
spike leading to an overspend of £2M. He continued that the financial position is
being maintained through an underspend on investments which in his opinion is
the wrong way to be balancing a budget because in essence we are not making
the required savings. He stated that this needs to be addressed. He also asked
how the CCG can get a grip on provider over-achievement. He added that he
would like to understand what progress has been made on either reducing
utilisation or referrals.

G Mullins reminded the members that within the Strategic Performance Report she
had informed the members that the CCG has not made the progress needed under
its QIPP agenda; the programmes have not moved at the scale and pace which is
required to deliver change. This has been one of the drivers for establishing the
Portfolio Management Office as this is an issue for the whole health economy and
not just for the CCG.

J Crombleholme asked J Greenough if this provides him with sufficient assurance;
he responded by asking why there had been such a spike in costs during month
11. M Chidgey explained that we have recently seen a lot of volatility in our
providers’ contracts. Often this volatility is hidden between providers with some
over-performing and others under-performing. During month 10 many of our
providers over-performed which is why we are now seeing this overspend. M
Chidgey continued that for stroke services we had made an incorrect forecast and
are therefore likely to overspend by £500,000 and the activity to reduce waiting
times for ophthalmology services to within 18 weeks has also presented us with
additional cost.

J Crombleholme stated that she had been unaware of the new requirement
regarding the funding for NHS Property Services Ltd and asked if the reason for
this is that they have overspent. G Jones responded that there had been some
teething issues concerning the establishment of budgets for NHS Property
Services Ltd and a lack of clarity over which organisation is to be charged for each
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service. He added that this is a national directive and is intended as a one off
activity for 2013/14 only.

J Crombleholme continued that there have been two recent pressures upon the
CCG'’s finances due to changes in national directives; these are the requirement
for risk sharing for CCHC cases and this new issue regarding the payment to NHS
Property Services Ltd. She stated that it is unacceptable that the CCG is being
expected to bail out other organisations which have not demonstrated the same
degree of budgetary control. She offered to write to NHS England to voice the
Governing Body’s concerns.

G Jones informed the members that there may also be an issue concerning GP
IM&T as the responsibility for this is moving from NHS England to the CCG but we
are as yet uncertain of the amount of funding being transferred. J Crombleholme
stated that the CCG is already underfunded and with these developments we are
left with less and less money to fund healthcare in Stockport.

J Crombleholme concluded by agreeing that the CCG cannot continue to balance
its books by not investing in its plans.

The Governing Body noted the financial position at month 11. They noted the
revised 2013/14 forecast surplus of £4.28M and noted the financial risks remaining
for 2013/14.

52/14 REPORTS OF THE LOCALITY COUNCIL COMMITTEE CHAIRS

S Johari informed the Governing Body that things have recently been quiet in the
Heatons and Tame Valley locality. Their next meeting is on 1 May 2014.

P Carne updated the members from the Cheadle and Bramhall locality by saying
that he has recently conducted two practice visits and that work is ongoing
regarding the establishment of the Viaduct Health federation.

The Governing Body noted the updates.

53/14 REPORT OF THE CHAIR
J Crombleholme provided the following updates:

- There had been an additional meeting of the Governing Body last week to
approve the annual financial operational plan

- We have received feedback from the Patient Panel that they feel
disconnected from the CCG. She explained that she and the Head of
Communications will meet with the Patient Panel next week to discuss this.

T Ryley commented that the visibility of the Governing Body and their responsibility
for engagement is an important issue.
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J Crombleholme explained that the Patient Panel had submitted two specific
questions for the Governing Body. They have asked if GPs could do more to
encourage people to take personal responsibility for their health. T Ryley replied
that he considers that the CCG’s plans do recognise this issue for example with
reference to making every contact count.

The second question from the Patient Panel concerned the impressive work done
in Stockport regarding ‘flu vaccinations and asked if the learning from this could be
extended into other areas of healthcare provision. T Ryley responded that the
CCG'’s current and recent campaigns such as those for COPD and hypertension
are building on the learning we have taken from the successful ‘flu campaigns.

J ldoo commented that her practice does write out to patients who frequently
attend the Emergency Department to explain to them the other options available
for receiving advice or support; not all patients are aware of these options. She
suggested that providing patients with the information is better than merely stating
that they should not have attended the Emergency Department. T Ryley stated that
from the engagement events which he has attended he has come away with the
impression that the public can be much more forthright regarding misuse of NHS
resources than we might be.

J Crombleholme asked if J Idoo ever explains to patients the costs of their
attendance at the Emergency Department and she replied that she does not as
she is trying to encourage a behavioural change. T Ryley added that he has run
engagement sessions with that kind of financial focus and the feedback has been
illuminating.

T Stokes asked what alternatives there are to attending the Emergency
Department. J Crombleholme suggested that people could attend the out of hours
service. T Stokes stated that he has received feedback that it can be difficult to get
through to the out of hours service but P Carne suggested that there are no such
issues with access. J Crombleholme acknowledged that there might be that public
perception and G Mullins noted that there might be work required to address that
poor perception. T Stokes suggested that it could be an area for investment but J
Crombleholme noted the requirement to reduce capacity elsewhere before this
could be done.

The Governing Body noted the update.

54/14 REPORT OF THE CHIEF OPERATING OFFICER
G Mullins provided the following updates:

- We have now concluded negotiations with the Greater Manchester
Commissioning Support Unit regarding our commissioning intentions. For
Total Provider Management we are commissioning a smaller function; with
regards to Business Intelligence we have decided to employ the analysts
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ourselves; and Utilisation Management will be actively involved in the urgent
care improvement work. We have formally given notice on the
Organisational Development and Hyperion products. She explained that the
CCG will be signing a new service level agreement with new service
specifications and lower costs

- She reminded the members that she had previously promised to share with
them the CCG Assurance Framework and this has been included with
today’s update.

G Jones raised the issue of the responsibility for GP IM&T moving from the Area
Team to the CCG. He reminded the members that at last week’s meeting he had
suggested that this is transferring £2M of cost but only £1M of funding. This is
therefore presenting the CCG with a financial challenge.

V Mehta noted that the CCG is contracting for £500,000 less with the CSU and
asked how much it will cost to bring these services in-house. M Chidgey explained
that the main cost transfer will be to bring the Business Intelligence analysts in-
house and in sourcing some resource for organisational development.

J Crombleholme asked if there is to be an annual assurance visit by NHS England
and T Ryley replied that this is unlikely unless Stockport was viewed as being in
difficulty. He suggested that going forward we will continue to have assurance
meetings regularly with the Area Team. G Mullins commented that these meetings
are useful two-way discussions; if Stockport's performance is maintained the
meetings are likely to continue as quarterly checkpoint meetings.

J Greenough noted the reference to lay members within the Assurance Framework
and T Ryley explained that we have asked for clarity of what is expected; we are
currently unsure if this a reference to patients and public or to the Governing
Body’s lay members.

The Governing Body noted the update.

55/14 REFORM OF OUTPATIENT SERVICES: STRATEGIC OUTLINE CASE

D Jones presented to the Governing Body a report outlining four options for the
reform of outpatient services and asked for questions.

J Crombleholme opened the discussion by asking why this paper has not
previously been considered by the Conflicts of Interest and Procurement Panel. T
Ryley explained that, as a strategic outline case, this report is not yet at the stage
whereby it would be considered by the panel. He explained that this is in line with
the process for business cases as agreed by the Governing Body.

J Crombleholme noted that there is a conflict of interest for the GPs on the

Governing Body and T Ryley explained that this should therefore be handled as
per the usual process for handling conflicts of interest.
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J Idoo, V Mehta, P Carne and S Johari each declared an interest in this matter.

D Jones explained that this strategic outline case looks at the level of ambition in
the CCG towards this area of work and identifies four options which range from
doing nothing to removing all follow-up activity. She added that the report shows
option three as the preferred option, and stated that the Transformation Board has
already supported moving to an outline business case on this option. She asked
the Governing Body to endorse this option and to allow it to progress to the next
stage.

P Carne noted that the report focuses exclusively on Stockport NHS Foundation
Trust and stated that his practice uses University Hospital of South Manchester
NHS Foundation Trust; he asked if this work will impact on other providers. D
Jones replied that it is intended only to impact upon Stockport NHS Foundation
Trust although any pathway changes resulting from this will be shared with other
providers. J Idoo noted an opportunity to influence other providers through the
South Sector work.

J Greenough noted from the report that Salford Royal NHS Foundation Trust has
high follow-up ratios and questioned if this is one of the reasons for it providing a
high level of healthcare. M Chidgey cautioned that the figures could be interpreted
in a number of ways; for example the reason for Bolton NHS Foundation Trust
having a relatively low ratio could be the result of its significant investment in
community services. T Ryley added that we might assume that a high ratio of
follow-ups is an indicator of quality but it might be that many of these follow-up
appointments are adding little value. He noted from the report that Stockport NHS
Foundation Trust has a higher than average ratio and noted that this correlates
with our knowledge that we have a highly-hospitalised healthcare system.

J ldoo explained that the data has been validated for some of the specialities and
this has shown that 40% of patients in the hospital system do not need to be there
as it is not providing any improvement to their outcomes.

M Ryan noted that there is a perverse incentive for any trust to continue a high
level of follow-ups and she warned that the members should be mindful not to
transfer this perverse incentive into general practice.

V Owen-Smith asked if any of this work has been shared with other CCGs and J
Idoo explained that this has not been done yet as we are waiting to get it right in
Stockport before sharing more widely.

S Johari noted that consultants outside of the area do not have the same incentive
to maintain high follow-up ratios and suggested that this could be a line of enquiry.
J Idoo agreed that it is important that consultants are involved in this work and
gave the example of some new cardiologists at Stockport NHS Foundation Trust
who have been helping to review the patients as they are still new to the hospital’s
systems and processes. D Jones agreed that the CCG has been receiving good
levels of engagement from the consultants and that trust is developing between the
consultants and the GPs.
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V Owen-Smith noted that if there is to be a reduction of 40% in follow-ups then this
will have an impact of the training for junior doctors and suggested that contact be
made with the Deanery regarding this. She added that it could be that junior
doctors in future spend more time therefore in general practice. M Ryan agreed
that it would be useful for the Deanery to be made aware of this. G Mullins added
that Stockport is not the only CCG looking at this area of work and therefore the
impacts will be felt across the whole of Greater Manchester. T Ryley supported this
view and agreed that it is important to consider the impact of our plans on training
and workforce. G Mullins suggested that the workforce group of Healthier Together
may be the best route for raising this issue. M Ryan noted that there will also be an
Impact on nurse training.

J Crombleholme asked why option 3 is preferred above option 2 as it could be
viewed as making the easiest choice; D Jones explained that option 3 presented a
outcome on which all parties could agree. She acknowledged that over time we
might look to progress further with this work and to consider a more stretching
target but concluded by saying that we would not have received agreement now
from the Foundation Trust on such a basis.

The Governing Body agreed for an outline business case to be developed in
accordance with option 3.

56/14 REMODELLING OF GENERAL PRACTICE

V Mehta presented a report describing the high-level vision for primary care. He
explained that the Governing Body has previously stated its aim of investing in
primary care and that this paper is an over-arching report that will be followed by
smaller pieces of work that will be individually subject to due process such as
consideration by the Conflicts of Interest and Procurement Panel.

R Roberts continued that this paper is to open up the discussions. The aim is to
move more activity into general practice although it is acknowledge that general
practice is already very busy. He continued that some of the ideas being worked
up have come from patients themselves, and that there is a focus on prevention
and self-management. It has been recognised that we need to consider if there is
work currently being delivered through general practice which could be delivered
differently.

R Roberts informed the members that we have not yet heard if our submission to
the Prime Minister’s Challenge fund has been accepted. This submission is a piece
of work which has been drafted by a group of practices looking at ways of working
together more closely for example by flowing calls between each other at the
busiest times, by linking IT systems so that each can book appointments onto
others’ systems, and by establishing a joint acute visiting team. It was emphasised
that consultations for patients with long-term conditions would stay with their own
GP to support the continuity of care. He concluded by stating that even if the Prime
Minister’'s Fund bid is not successful we will be looking at how we can support this
initiative.
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V Owen-Smith voiced her support for the interaction between practices on
preventative care; she noted that this will help to reduce the health inequalities
between practices. She added that she would like to see this work emphasised.

D Jones asked this work fits with the federation and R Roberts explained that the
federation will provide the opportunity for a clear separation between providers and
commissioners. He remarked that this will be dependent upon practice sign-up to
the federation.

12.30 P CARNE LEFT THE MEETING.
THE MEETING WAS NO LONGER QUORATE.

S Johari suggested that the minor eye conditions service has not led to any
reductions in referrals. V Mehta explained that analysis is currently being done on
this service and will be shared with the contracting team in due course. S Johari
suggested that in order to make a difference we need to see a tangible reduction in
secondary care referrals.

T Ryley noted that the approach put forward echoes the feedback received from
the public sessions looking at the annual plan where the sentiment was that ‘for
long-term conditions | wish to see my own GP but for one-off incidents I’'m happy to
see any GP'.

V Mehta acknowledged that some people have expressed the fear that this is the
start of the end of general practice but he explained that general practice can only
continue if things are done differently.

T Ryley added that, with regards to the sharing of medical data, patients have
indicated that they are comfortable for their medical information to be shared with
clinicians but are less comfortable with sharing the data nationally.

J Crombleholme asked if there has been any engagement with the members
regarding this report. V Mehta responded that it is to be discussed at the member
event on 1 May 2014. R Roberts added that it has already been circulated to the
Locality Council Committee Chairs.

The Governing Body noted the report.

57/14 INFORMATION GOVERNANCE ANNUAL ASSURANCE REPORT

V Owen-Smith presented the annual assurance report for information governance.
She expressed credit to the Head of Compliance for the exemplary work she has
done in this area.

She informed the members that our systems have been independently audited and
assessed as being at level 2 (and close to being at level 3). This puts the CCG in a
good position to be able to apply for Accredited Safe Haven status.

16





She concluded by saying that the CCG has made terrific progress in its first year
and that in her opinion the priority now is for the learning to become embedded.

J Greenough asked if the Governing Body should be concerned about the four
Freedom of Information requests which were not progressed within their deadlines;
T Ryley offered to look into this and to report back next month. He gave his opinion
that the CCG is generally good at responding to such requests; he mentioned the
example of our having responded to a Freedom of Information request regarding
local enhanced services when many other CCGs did not respond. G Mullins
offered to report back on this.

The Governing Body noted the contents of the report including the assurance
level.

58/14 ANY OTHER BUSINESS

There were no further items of business.

59/14 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 14 May 2014 at Regent House,
Heaton Lane, Stockport, SK4 1BS.

THE GOVERNING BODY MEETING CLOSED AT 12.40.
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37/14 APOLOGIES

Apologies have been received from J Crombleholme, J Idoo, G Mullins, A Johnson
and V Mehta.

38/14 DECLARATIONS OF INTEREST

The Vice-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.

39/14 NOTIFICATION OF ITEMS OF ANY OTHER BUSINESS

The Vice-chair invited items of additional business; there were no further items of
business requested.

40/14 APPROVAL OF THE FINANCIAL PLAN

G Jones presented a report outlining the draft operational financial plan for
2014/15 and 2015/16. He explained to the members that this is the first time the
CCG has been required to submit a two year plan.

He explained that the CCG is required to deliver an in-year surplus of 1% which for
Stockport is £3.5M. For 2013/14 we are reporting a surplus of £4.7M and NHS
England have now requested that we deliver the same surplus of £4.7M for
2014/15.

G Jones also informed the Governing Body that NHS England are requiring the
CCG to settle in excess of £500,000 to NHS Property Services Ltd for 2013/14;
this figure is based on the budget and not on the actual cost for estates. As a result
of this movement our surplus target may be reduced by NHS England to £4.2M. J
Greenough asked why the CCG would have an estates budget which so exceeded
its costs and G Jones replied that we had previously occupied more space within
Regent House than we do currently. He added that this is a policy decision by NHS
England.

G Jones tabled two papers setting out the revenue budget and the revised budget.
He drew the members’ attention to a table setting out the CCG’s non-recurrent
allocations including that for PbR-excluded drugs.

He informed the Governing Body that in 2014/15 responsibility for general practice
IM&T will transfer to the CCG from NHS England; currently we know the
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expenditure amount but have not yet been told the amount of funding we will
receive to cover this.

G Jones drew the members’ attention to an appendix setting out the planned
recurrent investments of £1.6M and asked the members to be mindful of the areas
not being funded.

He finished by explaining the options appraisal and asked for comments from the
members.

V Owen-Smith opened the discussion by stating that she is very much against
option 2. She noted the need to continue with the work on prevention to reduce
future demand and suggested that there might be some flexibility within the budget
for weight management to fund only the high end cases and to use the remainder
of the budget to fund additional public health-focused prevention work. G Jones
acknowledged that the Governing Body is committed to weight management
services.

R Gill asked if the £75,000 for the falls service is for a full or part year; T Ryley
replied that he believes this to be a part-year cost because for 2015/16 a full-year
cost of £300,000 has been anticipated.

R Gill stated that he considers option 3 to be untenable and proposed either option
1, option 2 or a blend of the two. He reminded the members that they have made a
commitment towards mental health services although he acknowledged that we
are experiencing some challenges to our financial plans such as the policy
decision by NHS England regarding NHS Property Services Ltd. He suggested that
the expansion of the rapid response service could be reconsidered.

M Chidgey suggested that for all deflection schemes there needs to be a full
evaluation before any additional funds are committed. D Jones agreed with this
suggestion for evaluation as well as for clarity of when the actual investments are
required. She cited the example of the Better Care Fund and explained that she
feels she lacks clarity on this including what decisions have been made on the £1M
budget for 2014/15 and how this will contribute to the CCG’s plans. G Jones
replied that at the March pre-meeting he had shared with the members the
schedule of these investments including that for additional capacity to support
change management.

T Stokes stated that he has been looking into the falls service; he considers that
there is the opportunity to reduce healthcare costs by preventing falls. He
proposed not taking out this funding as it is an ‘invest to save’ scheme. He added
that he is of the same opinion regarding the hypertension work stream.

R Roberts asked if the Better Care Fund includes an additional sum of £600,000
for primary care and G Jones replied that it does.

J Greenough remarked that in his experience the CCG does not invest at the
required pace; we never spend according to our plans as schemes don’t progress
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at the expected pace. He asked if there is the opportunity here to invest further in
some of our strategic priorities.

G Jones agreed that the business case authorisation process at the start of
2013/14 had delayed some investments; for 2014/15 NHS England have informed
us that there will be an immediate turnaround for business cases received before
the end of June.

R Gill asked J Greenough if he is proposing that the CCG scales back on some of
its investments and rather suggested that, in light of our local hospital’s struggles,
we need to make the changes.

T Ryley reminded the members that the NHS England business case sign-off
process applies only to business cases drawing on recurrent funding; any business
cases for non-recurrent funding are subject to the CCG’s own approval process.
He expressed the view that it is the CCG’s responsibility to progress its plans and
to maintain momentum. It is for the Governing Body to decide the level of risk it is
willing to accept and then for the executive team to oversee the process for
managers to drawdown the funding.

11.43 T STOKES LEFT THE MEETING

V Owen-Smith asked if the option 2 investment of £50,000 for hypertension is for
work on prevention and early detection; T Ryley admitted that he did not have to
hand the detail behind this amount. V Owen-Smith therefore suggested renaming
the programme ‘Prevention and Early Detection’ and referring to hypertension as
the first of several work streams. T Ryley reminded the members that there is only
£50,000 allocated to this area of work.

S Johari summarised that the Governing Body has supported option 1 and has
requested a review of the proposal for rapid response.

G Jones asked the members to consider how to use the non-recurrent funding
available from the Call To Action fund and the £5 per head of population GP
investment. He explained that there are identified schemes which total up to
£7.150M while the funding is only £5.005M. He proposed that £1.5M be used as
transition costs for activities such as supporting the Foundation Trust to remove
beds.

S Johari noted that if the four priority areas are funded then there is very little
remaining; G Jones acknowledged that the priority areas would take approximately
£2.6M of the £3.505 Call To Action fund.

T Ryley asked if it is realistic that the development of a front end to the Emergency
Department will require £500,000 in-year. M Chidgey noted that this year we will
need to fund the project costs but agreed that the service delivery will not be until
guarter four and therefore the £500,000 is perhaps overstated. He suggested that
this point links to J Greenough’s earlier comments that mid-year the CCG could
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find that it is underspending against its plans. T Ryley agreed that in reality the
CCG has not commenced all of its work streams on 1 April 2014.

R Gill noted that if NHS England’s business case approval process is working to a
June turnaround then we might be running such initiatives only for three quarters of
the year; in light of this he suggested that there may be some benefit in reducing
all investments by three quarters.

T Ryley expressed concern that the CCG has not previously progressed its plans
at pace because it has not invested in having the correct transformation capacity; it
doesn’t fund this work appropriately.

S Johari summarised the Governing Body’s discussion that they agreed to fund all
of the categories on appendix 4C with each receiving a reduction of twenty five
percent to reflect a likely start date of July 2014.

11.58 C BRIGGS LEFT THE MEETING

G Jones noted that the £5 per head of population GP fund is to be targeted at the
over 75s patient cohort with the aim of reducing avoidable hospital admissions; he
asked R Roberts for an update on the care homes project. R Roberts explained
that a paper will be coming to the Governing Body detailing this piece of work. It is
looking to provide resource to enable the better management of people within
nursing homes and this will support a number of the CCG’s strategic aims. D
Jones added that it will also support the anticipatory care work.

G Jones informed the Governing Body of NHS England’s intention for a risk pool in
respect of continuing healthcare restitution cases. He explained that, because the
former PCT had made a provision to meet future liabilities in this area, in effect the
CCG is now being asked to pay a second time. This has not been well received by
the Chief Finance Officers. V Owen-Smith asked why the sum of £1.3 is being
quoted if the former PCT needed to make a provision of £6M. G Jones explained
that the sum of £1.3M represents NHS Stockport’s proportion of the risk pool. V
Owen-Smith asked for it to be minuted that money is being taken from patient care
in this way.

R Gill asked if our contingency fund is likely to be reduced. G Jones explained that
previously we have aimed for a contingency fund of 1% of our allocation
(approximately £3.5M) although the requirement is for it to be no less than 0.5%.
He added that in order to deliver the expected £4.2M surplus for 2014/15 we have
taken some money from contingencies.

T Ryley explained that in order to be able to move at pace the executive team
needs to be able to share a clear message with the managers. He asked the
Governing Body to acknowledge the risk in moving at pace.

12.06 C BRIGGS REJOINED THE MEETING





R Gill supported this view and added that if the Governing Body is content with the
executive team proceeding at pace on the strategy then the members need to
understand the implications of this and to make a conscious decision to accept the
inherent risk.

G Jones drew the members’ attention to the section of the report setting out the
risks and mitigations. He concluded by stating that 2014/15 will be a challenging
year and that the CCG needs to make its investments now in order to support the
increase in deflections.

S Johari asked the members if they approve this approach.

The Governing Body approved the two year operational financial plan covering
2014/15 and 2015/16. With regards to the options appraisal they supported option
1 and requested a review of the proposal for rapid response. With regard to the
non-recurrent funding available from the Call To Action fund and from the £5 per
head of population GP investment fund they agreed to support all eight of the
proposed initiatives subject to a funding reduction of 25% for each to reflect a likely
mid-year start date.

41/14 ANY OTHER BUSINESS

There were no further items of business.

42/14 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 9 April 2014 at Regent House,
Heaton Lane, Stockport, SK4 1BS.

THE GOVERNING BODY MEETING CLOSED AT 12.13.






