GOVERNING BODY MEETING – A meeting in public
Tuesday 1st March 2016
Nightingale Room, OMH
1pm - 4pm
AGENDA
Ref No.
GB1516/0055

No
1.

Time
1.00pm

Item
PRELIMINARY BUSINESS
(Chair)
Apologies for Absence
1.1
Chair’s Announcements
1.2
Declarations of Interest
1.3
Comments/questions from
1.4
members of the public (10 mins)
Minutes and Action Points of
1.5
Last Meeting – 5th January
2016(All)

1.6
1.15
GB 1516/0056

2.
1.30

• Action Points
Matters Arising

2.00

2.15

Patient Story
(Lorna Quigley)
ITEMS FOR ASSURANCE AND
APPROVAL
Chief Officer Update
2.1
(Jon Develing, Chief Officer)

2.2

2.3

2.4

Sustainability and
Transformation Plan
Briefing
Corporate Affairs Report
(Paul Edwards, Director of
Corporate Affairs)
Quality and Patient Safety
Report
(Lorna Quigley, Director of Patient
Quality and Patient Safety)

Commissioning Report
(Nesta Hawker, Director of
Commissioning)
•
•
•

2.45

DRAFT GB Minutes
Action Points of
PUBLIC MEETING 5 1 1WCCG -PUBLIC GB Mee

1.7

•

1.45

Papers

2.5

Urgent and Emergency
Performance
ECIP Whole System Report
ECIP Weekly Report

Chief Officer STP
Briefing Paper - GB Ma

Director of Corporate
Affairs Report March 2

Director of Quality TC Impementation
GB report.docx
National Plan Cheshire

Director of
Urgent and
Commissioning ReportEmergency care perfo

2016_01_28ECIP Copy of ECIP Weekly
Wirral Whole System RReport 070216.xlsm

Finance Report
(Mike Treharne, Chief Financial
st
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Ref No.

No

Time

Item

Papers
Officer)
•

Chief Financial
Officer Report - GB 01

Allocations Presentation

GB March Wirral CCG
Finance Report 15-16

3.15

GB 11516/0057

3.

2.6

Medical Director Report
(Dr Susan Wells)

ITEMS FOR NOTING
3.30

3.1

Subgroups (Ratified Minutes):
•

4..

Final Audit Minutes 12
11 15.docx

Final Audit Minutes from:
12.11.2016
QPF Minutes from 29TH
December 2015

•

GB 1516/0058

Medical Director
Report for GB -March

QPF Draft Minutes
29 12 2015 LQ mb 220

RISK REGISTER
3.45

Current Risk Register
Risk Resgister MASTER COPY Feb 20

5.

6.

ANY OTHER BUSINESS
5.1
End

DATE AND TIME OF NEXT MEETING
rd

Tuesday 3 May 2016
1pm – 4pm
Nightingale Room OMH
Please forward any apologies to Allison.hayes@nhs.net

Day
Tuesday
Tuesday
Tuesday
Tuesday

Wirral Clinical Commissioning Group – Future FORMAL Meetings 2016
Date
Time
rd

th

3 May & 24 May (accounts sign off)

Venue

1pm – 4pm

Nightingale Room

5 July

1pm – 4pm

Nightingale Room

th

6 September

1pm – 4pm

Nightingale Room

st

1pm – 4pm

Nightingale Room

TH

1 November

st
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WIRRAL CLINICAL COMMISSIONING GROUP
GOVERNING BODY BOARD MEETING
Minutes of Meeting – Public Session
Tuesday 5th January 2016
2pm
Nightingale Room, Old Market House

Present:

Dr Pete Naylor (PN)
Jon Develing (JD)
Mark Bakewell (MB)
Paul Edwards (PE)
Dr Sue Wells (SW)
Dr Sian Stokes (SS)
James Kay (JK)
Alistair Cannon (AC)
Lesley Doherty (LD)
Alan Whittle (AW)
Dr Arpan Guha (AG)
Fiona Johnstone (FJ)
Dr Laxman Ariaraj (LA)
Dr Simon Delaney (SD)
Dr Paula Cowan (PC)
Lorna Quigley (LQ)
Nesta Hawker (NH)

Chair
Chief Officer
Chief Financial Officer
Director of Corporate Affairs
Medical Director
GP Lead – Long Term Conditions
Lay Member (Patient Champion)
Lay Member (Quality & Outcomes)
Registered Nurse
Lay Member (Audit & Governance)
Secondary Care Doctor
Director of Public Health
GP Lead – Planned Care
GP Lead – Primary Care
GP Lead – Unplanned Care
Director of Quality and Patient Safety
Director of Commissioning

In Attendance:
Gail Moore (GM)
Ref No.
GB1516/0045

Corporate Support Admin Assistant WCCG
Minute

Preliminary Business
1.1 Apologies for absence
Apologies were received from: Graham Hodkinson, Mike Sowden & Dr Sean Magennis
1.2 Chairs Announcements/Opening Remarks
•
•

Chair congratulated SW who came runner up as ‘Collaborative Leader of the Year’ in the
North West Leadership Academy Awards
Chair also congratulated AG who was named as ‘Coach and Mentor of the Year’ in the
North West Leadership Academy Awards.

1.3 Declarations of Interest
There were none declared
1.4 Comments/questions from members of the public
There were no comments from the public.
th
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Minute
1.5 Minutes & Action Points from previous meeting held on 3rd November 2015.
Members agreed the following amendments to the minutes:
•

AW pointed out that his name was not down as present at the meeting and the SW was
recorded as present when she had not attended. The minutes would be amended to
reflect this

•

AW pointed out that on page 7 under the heading Co-Commissioning there was a missing
comment which expressed AW’s rationale for GPs to stay in the room during the
discussion, due to their important clinical input into the item.

These points aside, the minutes were agreed as a true and accurate record.
Action Points:
 Action from page 2 – ‘AJH to contact FJ with regards to presenting cancer screening
figures at a future GB meeting’
In order to progress this, FJ agreed to meet with LQ outside of the meeting.
1.6 Matters Arising
There were no matters arising.
1.7 Patient Story
LQ read extracts from a letter sent in by a patient who had recently accessed the Mental Health
Perinatal Service & wanted to express her gratitude to the staff for their support throughout her
pregnancy and birth and to relay how positive her experience had been. It was particularly noted
that the interlink between providers had worked well. LQ advised the full letter was available for
members to read should they wish to.
SW asked if the positive comments had been fed back to the service involved. LQ advised they
had.
Members thanked LQ for the patient story presented today and noted the contents.
GB1516/0046

2.0 Items for Assurance and Approval
2.1 Chief Officer’s Update
JD gave a presentation on the new Planning Guidance (slides from the presentation will be
included with the minutes). He gave an insight into what the newly required Sustainability &
Transformation Plan (STP) entails, and stated that access to future Transformation and
Sustainability funding will dependent on a credible and compelling STP, coupled with high quality
leadership.
JD spoke updated members about the following items:
•
•

The Junior Doctors Strike planned for next week and how the contingency plans already
in place from the last scheduled strike will re-activated.
Systems Resilience Group (SRG). JD explained that this is a mandatory group all CCG’s
have, which meets monthly and is made up of providers and commissioners. The Group
recently undertook an Escalation Plan test exercise from which a number of lessons have
been learned, with changes in practice now evident and the plan itself being revised. JD
th
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also updated on the A&E 4 hour target and stated that whilst this had been achieved on
some individual days over the past month, this was not always the case and overall
performance remains a concern. JD stated that some of the actions related to addressing
the 4 hour target and urgent care more generally are further covered in LQ and NH’s
reports, but these include the ‘Safer Start Programme’ which began at WUTH yesterday
(4th January). Safer Start is a national initiative driven by the NHS Emergency Care
Improvement Programme (ECIP) involving a number of Acute Trusts across the country.
It aims to deliver a unified health and social care system, where everyone agrees that
patients no longer requiring an acute level of care can be safely discharged and will not
remain in an acute hospital bed.
Memorandum of Understanding for Healthy Wirral
JD introduced Memorandum of Understanding (MOU) and stated this aimed to put in place a
more formal framework by which the ‘Healthy Wirral’ partner organisations could work together.
This also included a risk share agreement. The MOU and had been already been approved by
Wirral University Hospital Foundation Trust and Cheshire and Wirral Partnership Trust (CWP),
with the paper being presented for approval at Wirral Community Trust’s Board later in January.
CWP suggested an amendment to the risk share element to explicitly state that it would be based
on contract value and members agreed that this seemed a fair approach.
PE touched on the fact that it would be the intention longer term to have primary care as a
signatory to the document as it develops as a provider and, to that end, members agreed it
should be shared with the Local Medical Committee.
 ACTION: JD to discuss with Local Medical Committee at future LMC meeting
JD asked Governing Body members for any views/comments.
LQ welcomed the Memorandum particularly around behaviours, and suggested that quality and
outcomes should be a constant theme of all Health Wirral.
JK advised that although he welcomed the inclusion of primary care as the MOU develops, he
thought it may be useful if it is emphasised that this would be from a provider perspective and not
as commissioners to avoid confusion.
AC also welcomed the MOU and added that more work would be needed around actual
governance and accountability arrangements in practice. JD agreed and stated that clear
governance arrangements will be required for the STP.
AW asked whether internal and external auditors be approached for their support. JD advised
that auditors had attended a session on the Healthy Wirral arrangements and they saw no
significant issues.
A discussion was had over a point brought up by the Chair around point 14.1 ‘Employees and
non-solicitation’. Members voiced their concerns regarding the contents and the way it reads it
may be interpreted that staff will be restricted from changing roles. PE clarified that the meaning
behind it was to prevent any single organisation acting outside the partnership arrangement in
soliciting staff and it was not meant as a block to staff from developing or changing role. It was
agreed that the language needs to be clarified on this point.
The Governing Body, with the above suggestions noted, unanimously approved the
Memorandum of Understanding.

th
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CCG Network
JD spoke regarding devolution and CCGs starting to work together within Liverpool City Region
(LCR) on a more collaborative basis. He proposed that a ‘Committee In Common’ is formed
between the LCR CCGs moving forward to strengthen the collective voice of CCGs.
JK asked how a Committee In Common (CIC) differs form a Joint Committee. PE advised
members that a CIC is where ideas are shared and collaboration promoted, but unlike a Joint
Committee, no decisions can be made without approval of individual CCGs. JK asked for the
wording to be amended to clarify this and avoid confusion, particularly in regard to the CIC’s
relationship to the CCG. JD agreed the wording could be amended.
SW asked if JD saw any disadvantages of being part of the CIC. JD advised he could see no
disadvantages and it would be more disadvantageous if Wirral CCG was not part of the
committee.
 ACTION: JD to clarify wording as raised by JK
Mission, Vision, Values and Objectives
JD described the process by which these has been refreshed and updated, taking on board
views from staff and the Governing Body and asked for any feedback/comments.
JK advised members how he was pleased to be part of the development process and to have
had the chance of input into the amendments.
PE explained that, if adopted, the CCG would look to carry out a new set of Personal
Development Reviews aligned to the new aims. JK asked it Lay Members would be included in
this and PE confirmed that they would.
The Governing Body noted and approved the updated Mission, Vision, Values and Objectives
2.2 Corporate Affairs Report
PE advised that following JD’s previous item, future corporate reports and documents will be
updated reflect the newly revised Mission, Vision, Values and Objectives, and staff PDRs will be
organised so that objectives are aligned.
PE also provided updates on his key areas of responsibility, and drew particular attention to the
following key points:
•
•
•

•

Governing Body Development – PE stated that the work undertaken by PACE Consulting
was now complete and a report and action plan is currently being finalised. This also
closed the final outstanding action from the Capability and Governance Review
Organisation Development– having concluded this work, PE will now start work in Quarter
4 on a refresh of the wider CCG Organisational Development Plan and will aim to bring a
progress report to March Governing Body
Emergency Preparedness, Resilience & Response. As a result to changes to NHS
England guidance, CCG’s may now be required to be present at tactical command level,
supporting NHS England in a Major Incident. With this in mind, all CCG on-call staff are to
be trained in the tactical command and the use of a tactical control room. This will be
arranged for Quarter 4. PE stated that on-call action cards and documentation have been
updated and shared with staff. He advised of future training events, including Pandemic
Flu, and that the annual EPRR assurance documentation, previously approved by
Governing Body, has now been submitted.
Statutory & Mandatory training is fully compliant. PE asked members with management
th
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•

roles to make sure any new starters complete their training e.g. new Vanguard staff, as
they are reported under the CCG and this ensure continued compliance.
The main theme of complaints continues to be Continuing Health Care and local providers

FJ advised the group that the recent Flu Vaccination uptake rates for staff across the Wirral
economy had been poor. SW advised she had sent an update via Primary Care
Communications and the group agreed to continue to promote uptake with providers.
The Governing Body noted the report
2.3 Quality & Patient Safety Report
LQ presented a report detailing the key messages and issues relating to quality and patient
safety. Areas included:
•

•
•
•

•

•

Wirral University Teaching Hospital Foundation Trust – LQ stated that the Care Quality
Commission has undertaken a comprehensive inspection of all services in September, as
part of this programme a series of patient listening events was undertaken facilitated by
CQC. The outcome of the inspection is expected in January 2016. There have been
seven serious incidents that have been reported onto the national reporting system in
November. In accordance with the serious incident reporting a root cause analysis will be
undertaken
Wirral Community Trust –since January 2015, the Trust has undertaken the Friends and
Family test for Community Services and whilst there has been an increase in uptake,
‘recommended’ scores for Community Nursing had decreased
Cheshire and Wirral Partnership Trust –CQC have been awarded on overall ‘good’ on
their recent inspection, with an ‘outstanding’ in caring.
Nursing and Residential Homes - The CCG continues to work collaboratively with Local
Authority colleagues to ensure that quality and safety in nursing homes is maintained.
One nursing home has been rated inadequate following a recent internal inspection by
CQC. LQ and other members of the Quality & Patient Safety Team visited the home
before Christmas to seek assurances that all residents are safe and that action plans are
in place.
Quality in Primary Care – A system for reporting near misses and serious incidents has
been implemented within Primary Care; this system gives Primary Care the ability to
report quality concerns about providers to the CCG in addition to self -report which
improves quality. The largest theme for reporting relates to the discharge process and
access/appointments
Constitutional Standards – LQ reported that achievement against the 4 hour standard
remains a challenge for both the Trust and the Health and Social Care economy. Some
improvement had been seen in the latter half of June and July; however this has not been
sustained. The Systems Resilience Group (SRG) continues to meet monthly to hold the
system to account and an economy escalation plan has been developed and its
robustness has been tested by SRG, this identified issues around systems
communications which are being addressed. In addition, the Wirral economy is in Phase 1
of the Emergency Care Improvement Project (ECIP) which a project is being run by
NHSE for the most “challenged” economies; this includes a SAFER week being run from
the 4th January 2016
The ceiling set for the CCG in 2015/16 in relation to Clostridium Difficile was 75. The year
to date position is 53, with 4 new cases reported in September. AG felt that although they
had been provided with useful information with regard to Clostridium Difficile, more
information is needed such as what the underlying issues/trends are and whether each
case is avoidable/unavoidable. LQ replied that every case of Clostridium Difficile is
reported and a review undertaken by a panel.
th
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The Governing Body noted the Directors of Quality and Patient Safety Report.
LQ had to leave the meeting to Chair an Urgent Care Teleconference as the Director oncall, so PE introduced the Looked After Children Annual Report for noting. JK raised
about the lack of equalities data, and asked that this be included in future versions of the
report. This was noted and will be fed back to LQ. AW asked about the accountability for
Look After Children and FJ stated that this was the Wirral Corporate Parenting Board.
 ACTION – Any additional questions/comments to be emailed to LQ
2.4 Commissioning Report
NH, Director of Commissioning updates on her key areas of responsibility, and drew attention to
the following key points:
•

•

•
•

•

•

The final draft Commissioning Decision Policy was attached for agreement and formal
adoption of the policy. There were no comments received as a result of the public
consultation and members were asked to ratify the policy. Members supported and
approved the policy
Recovery plan - Detailed project plans for recovery during 2015/16 have been
reviewed against achievement against the agreed metrics Further work now being
undertaken to develop further plans to achieve the target of the recovery plan for
2015/16 and work also progressing to develop plans for 2016/17.
Review of urgent care model - Results from the initial engagement have been collated
and will inform the development of person centred outcome measures for urgent care
during focus groups to be held.
Single Front door - Phase 1 of the service commenced on Monday 7th December and
deflecting an average of 15 patients per day away from the A&E Department. Data is
being collected and will be analysed at the end of the first month to review activity
levels, patient journeys and patient outcomes.
Wirral Patient Voice - The Patient Voice group now established with a Chair and Vice
Chair elected into post for a 6 month period. The group have agreed terms of
reference which will be reviewed on a bi-annual basis. NH congratulated JK on being
elected as the Chair of the Patient Voice Group
Member engagement - All Members forums are now open to Practice Managers and
Practice Nurses to attend as a result of feedback received from members. On-going
use of survey monkey and practice visits to gather feedback are providing excellent
opportunities to address practice specific issues and build positive relationships.

The Governing Body noted the update and reiterated its approval of the Commissioning Decision
Policy
2.5 Finance Report
MB updated the Governing Body on the Year to Date and Forecast Financial Performance. As at
the end of November (Month 8) the year to date operational performance position for Wirral CCG
is an over spend of £3.08m before surplus (£3.2m). This gives a year to date surplus position of
£0.12m compared to planned surplus of £3.2m
MB advised that there has been a further deterioration in the year to date operational position,
this is a continuation of previous month trends over performance against planned levels of activity
(across both NHS / Non-NHS providers) and prescribing.
The forecast outturn surplus position remains at £0.37 million (revised from planned levels in
th
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August (Month 5) and this is a deviation away from the CCG’s ability planned surplus level (1% £4.8 million) as per NHS England Business Rules and is subject to the delivery of the in-year
impact of its recovery plan as agreed by the Governing Body with associated risks and
mitigations identified appropriately
AC asked if NHS England have continued sight of the recovery plan. MB advised that NHS
England have full disclosure every month, where progress is scrutinised & challenged. NHS
England has given positive feedback on the plan and progress to date.
JK asked are there any contingency plans should the current recovery plan not fully deliver. MB
stated that different options and schemes were being explored, such as more efficiency from
Medicines Management. JD advised members that there are now a number of CCG’s across the
North West considering deferring referrals, which is not something Wirral CCG would aspire to,
as it purely leads to a delay in care and payment and a poorer patient journey. The approach
suggested was to focus on reducing variation which supported the Right Care national
approach..
Chair congratulated MB on his new role within Vanguard and thanked him for support to
Governing Body.
2.6 Medical Directors Report
SW asked Governing Body to note the progress in the report and drew particular attention to two
recent surveys. Results from the survey of attendees on the Clinical Senate which were
available will be discussed at the Clinical Senate meeting next week. Results from a
Membership survey (also available) were positive and a number of suggestions have already
been implemented. Both of these surveys were actions as part of the Board Assurance
Framework and have been completed in line with planned timescales so as to gather early
feedback ahead of the forthcoming 360 survey.
JK raised the issue he had that no dentists were involved in Clinical Senate. SW advised JK that
attendance to the meeting is in accordance to what clinical issues are on the agenda, and that if
any dentistry issues arise then dentists will be invited to attend.
SW also drew attention to excellent feedback from GPs and hospital colleagues on the recently
introduced ‘Consultant Connect’ initiative.
3.0 Items for Noting
3.1 Subgroups for Noting
QPF ratified minutes from 27th October 2015

GB1516/0048

Members noted the minutes as detailed above.
4.0 Risk Register
JK asked whether the 62 day cancer target be put on as risk. PE advised this should go to QPF
to consider in the first instance. PE stated that it had been suggested that CHC is split into two
risks (current service provision and retrospective cases) and a new risk regarding IAPT waiting
times was added. Members agreed with those suggestions and the risk register updated to reflect
this.
5.0 Any other business
th
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Audit Committee Chair’s Summary Report – 12.11.15
AW discussed the extra paper he had forwarded to be part of the meeting with attention drawn to
an issue around External Audit. AW stated that CCGs will assume responsibility for the
appointment of its external auditors from financial year 2017/18. Guidance will be issued soon on
the steps to take, which will include the establishment of an Auditor Panel to oversee the
appointment process. This needs to be in place early in 2016, however there is first a need to
consider the service procurement options. For example, CCGs may decide to make joint
appointments for a cluster if that offers benefits in terms of service quality and price. AW
suggested that the Audit Committee and its members could be used to form a panel, or part of a
panel should a joint approach be agreed and Governing Body members agreed with that
approach. MB suggested establishing the right footprint would be important so there was
alignment with Local Authorities on Better Care Fund audit.
Annual Report Declaration
PE stated that one of the requirements of the Annual Report submission process is to declare
that there are no known governance issues as at mid-January 2016. This declaration needs to be
approved by the Chief Officer and the Chair of the Audit Committee. PE asked if the Governing
Body wished to report any governance issues and members agreed that there were none to
declare. The Chief Officer and Chair of the Audit Committee agreed with this position and that the
required submission would state that there were no known governance issues.
There were no other items of business and the meeting was brought to a close at 17:10pm.
6.0 Date and Time of Next Meeting
st

The date and time of the next formal meeting is Tuesday 1 March 2016 in the Nightingale Room, OMH
please contact Allison.hayes@nhs.net with any apologies or agenda items.

Board meeting ended at: 17:10pm

th

Minutes of the WCCG –Governing Body Meeting – PUBLIC SESSION – 5 January 2016 Page 8 of 8

Wirral Clinical Commissioning Group
Governing Body
Action Points re Meeting of 5th January 2016 (Public Session)
Nightingale Room, OMH
2pm
Outstanding Actions from: 03.11.2015
Topics Discussed

Minute

Action Points

Responsibility Action Target
date

There were no outstanding actions recorded from the meeting in November

New Actions from: 05.01.2016
Topics Discussed
Action Points

Responsibility Action Target
date

Previous Minutes

• LQ to progress cancer screening figures with FJ

• LQ

• March 2016

Memorandum Of Understanding for
Healthy Wirral

• JD to discuss LMC at future LMC meeting

• JD

• Feb/March 2016

CCG Network

• JD to clarify working as raised by JK

• JD

• February 2016

Quality & Patient Safety Report

• Any additional questions/comments to be emailed to LQ

• All

• February 2016

Agenda Items for next meeting / Decisions to note for next meeting / Date & time of next meeting
The date of the next FORMAL meeting is Tuesday 1st March 2016 at OMH, Nightingale Room.
Agenda items and apologies are to be sent to: Allison.hayes@nhs.net

Action Points – Wirral Clinical Commissioning Group, Governing Body Meeting - PUBLIC SESSION – 05.01.2016

1/1

Report Title
Lead Officer

Briefing Paper on Sustainability and Transformation Plan
Jon Develing, Chief Officer

Contributors
Recommendations

Note key messages in report

Introduction
The purpose of this paper is to brief the Governing Body on the latest developments in
relation to the Sustainability and Transformation Plan.

Background
The NHS Shared Planning Guidance asked every health and care system to come together
to create their own local blueprint for accelerating implementation of the Five Year Forward
View (5YFV). Sustainability and Transformation Plans (STPs) are place-based, multi-year
plans built around the needs of local populations. STPs are not an end in themselves, but a
means to build and strengthen local relationships, enabling a shared understanding of where
we are now, our ambition for 2020 and the concrete steps needed to get us there.

Regional and Local
With the publication of the technical guidance supporting the planning framework it has
become increasingly clear that the STPs need to reflect both local transformations, in our
communities, neighbourhoods, primary and community services, and in an acute hospital
setting at footprints greater than that of a single Clinical Commissioning Group (CCG). In
this respect discussions have been taking place at a Cheshire & Merseyside and locality
level that best describe these interdependencies.
Resulting from a joint provider and commissioner event 29th January 2016 the following
structure has been developed

Overarching Cheshire & Merseyside STP
Level 1
Local Operational Planning &
Delivery

Local place based plans
•

Healthy Wirral

Equivalent in other CCG areas include
• Connecting Care (Central Cheshire)
• West Cheshire Way
• Caring Together (Eastern Cheshire)

Level 2
Sector Planning & Delivery

`Sector planning and delivery` footprints.
•

Wirral and West Cheshire (South Mersey)

Equivalent in other CCG areas include
•
•

•

North Mersey
Mid Mersey (including Warrington)
Cheshire

Level 3
Regional Planning

`Regional Planning footprint (Cheshire & Merseyside)
This would reflect services that are provided by a smaller
number of providers across a wider footprint e.g.
•
•
•
•

North West Ambulance Services
Medium and Secure Mental Health Services
Other Specialised Services
Acute Mental Health Services

And able to reflect a networked approach including e.g.
•
•
•

•

Cancer network
Stroke Network
Urgent Care Network
Improving maternity experience program

It is explicitly recognised that a number of organisations will need to work within multiple
delivery plans both within Cheshire and Merseyside across geographic footprints beyond
Cheshire and Merseyside (Manchester and Staffordshire).

Governance Level One - Local
Governance arrangements at Level One currently exist.
In respect of the Wirral STP component of the overall plan a multiagency agency workshop
has been held chaired by the Chief Officer, Building on the success of Vanguard Wirral is
well placed to be able to respond to the STP challenge with an initial draft by June 2016.

Governance Level Two - Sector
It is acknowledged that a number of collaborative arrangements exist or are developing at
sub-regional level (between level 2 and 3) these include CCG alliances, committee in
common, within the Liverpool City Region and more recently between Wirral, West Cheshire
and Cheshire CCGs.

Governance Level Three - Regional
Governance arrangements at this level are in development with the proposal of a Cheshire
and Merseyside STP steering group representative of:
•
•
•
•
•
•

Four Clinical Commissioning Group Chief Officers (One of which to be jointly
identified as the Chairperson of the Steering Group)
Two Clinical Commissioning Group Directors of Finance (Merseyside and Cheshire)
Four provider Chief Executive Chief Executives from across the regional footprint
NHS England commissioner of Primary Care services
NHS England commissioner of Specialised services
Local Authority Chief Executives representing the `devolution` footprints

In establishing these arrangements due consideration will need to reflect the Acute, Mental
Health and Community sectors.
The steering group will elect its Chair at its first meeting and will consider the need for wider
representation when developing its terms of reference.
The first Cheshire and Merseyside STP Steering Group meeting will need to take place
before the end of February.

Recommendation
The Governing Body are asked to note
•
•
•

The establishment of the Cheshire and Merseyside STP Steering Group and its
structure.
The development of STP footprints at a local, sector and regional level,
That an initial workshop has been held to develop a Wirral STP building on the
advanced work within the Wirral vanguard program

Jon Develing
Chief Officer

Report Title
Lead Officer

Corporate Affairs Report – Governing Body – 1st March 2016

Contributors
Recommendations

Laura Wentworth, Corporate Affairs Manager
• Note key messages in report

Paul Edwards, Director of Corporate Affairs

INTRODUCTION
This paper provides Governing Body with a report on the statutory functions and duties that the Director
of Corporate Affairs is responsible for. These areas also align to the external CCG Assurance
Framework.
KEY ISSUES / MESSAGES
•

Emergency Preparedness, Resilience and Response
o

New EPRR framework
•

•

o

The new Emergency Preparedness, Resilience and Response guidance for NHS
organisations was circulated in November 2015 and included amended roles and
responsibilities for Clinical Commissioning Groups. The primary change was in relation to
CCG staff roles in a Major Incident.
As a result, on-call members of staff were required to attend training in relation to the new
framework and sessions have been arranged throughout February and March 2016 to
ensure on-call staff are compliant and are familiar with Incident Control Rooms and
processes.

Feedback from groups
•

o

Local Resilience Forum (LRF) held on 16th December 2015
• NHS England represents the NHS at the main LRF group
• Cyber security is likely to be added to the risk register locally and there will be a
presentation regarding this at a future meeting
• No other issues raised for the CCGs

Training exercises
•
•

The Director of Commissioning will be representing the CCG at NHS England’s whole
system Pandemic Flu exercise to be held on Wednesday 13th April 2016.
A National Pandemic Flu exercise has been arranged for the 23rd May 2016. NHS
England and Public Health England will be running the Merseyside element alongside
the Mersey Local Resilience Forum. It has not yet been confirmed what, if any, CCG
involvement is required.

•
•

o

On-call review
•

•

•

•

A Mass Casualties exercise is being arranged for April 2016 - It has not yet been
confirmed what, if any, CCG involvement is required.
An Electricity Power Failure workshop is being arranged for May 2016 - It has not yet
been confirmed what, if any, CCG involvement is required.

The on-call rota has been revised in line with newly appointed senior management staff
and there has also been a refresh of the CCG action cards to reflect new North West
Ambulance Service and NHS England divert and escalation protocols in Quarter 3.
These have been issued to all CCG on-call staff.
Following a review and a test exercise at the Systems Resilience Group, the Director of
Corporate Affairs has revised the existing local ‘Escalation Plan’, including updated
organisational actions cards, trigger points and communications protocols. These have
now been shared across local health and social care organisations and form part of the
on-call resources.

Commissioning Support
•

Following the award of the contract for Commissioning Support Services to Midland and
Lancashire Commissioning Support Unit (MLCSU), the transition date of 1st March is fast
approaching and there appears to be good progress against the mobilization plan for the
new provider to take over the contract. For information, the CCG has contracted for the
following elements: End to End services (including areas such as Human Resources and
Communications). Medicines Management, Individual Funding Requests and
Retrospective Continuing Health Care

•

There have been numerous meetings between MLCSU heads of service and CCG staff
to discuss service delivery in more detail. Members of the mobilisation team are now
spending more time in client sites identifying concerns or gaps in service provision. A
number of these “drop-in” sessions have taken place across both Cheshire &
Merseyside and the MLCSU Senior Team attended Wirral CCG’s Senior Management
Team Operational Meeting.

•

There was a Voice of the Customer (VOTC) session in Chester on 13 January run by
MLCSU. All CCGs and Trusts who had awarded Commissioning Support work to
MLCSU were invited and common mobilisation issues were discussed and action plans
agreed

•

Where gaps have been identified, MLCSU and the CCG are currently working through
them in a structured way, and MLCSU are also currently producing a summary page of
each service line to provide a high level overview of what each service specification
includes.

•

The ICT sub-group has now had its second meeting and is responsible for ensuring
each aspect of the ICT mobilisation plan is delivered. For Wirral, this also included GP
ICT.

Organisational Development

o

•

The following section outlines development in the areas of Organisational Development since
the last report presented to the Governing Body on 5th January 2016
•

The Director of Corporate Affairs is leading the development of an updated
Organisational Development Strategy which will be brought to Governing Body in
Quarter 1 2016/17. He has secured external support via the North West Leadership
Academy and, at present, staff across the organisation are being interviewed as part of
the diagnostic element of the work. This will enable an assessment to be made about
what works well currently and where there any opportunities to improve the CCG’s
approach. It is envisaged that a revised Organisational Strategy will be completed in
May 2016, with the Implementation Plan being made operational thereafter subject to
Governing Body approval of the Strategy.

•

The Chief Officer continues to hold a weekly team briefing, updating staff on key issues
and also giving a weekly opportunity for CCG employees to raise any topics they wish.
This is alongside bi-weekly staff fora and a planned CCG development session being
planned for CCG employed staff May 2016. This will be open to GP leads and Lay
Members.

Policies
o

At the Quality Performance & Finance Committee (QPF) held in January 2016, the following HR
policies were reviewed and approved as they currently stand, as there had been no material
changes to employment legislation or local processes. These policies will have a new review
date of January 2018. If, however, any policies are affected by Staff Partnership Forum
reviews, changes to local arrangements or legislative change, these will be brought back to
QPF ahead of the next planned review date.
•
•
•
•
•
•
•
•
•
•
•
•
•
•

o

Attendance Management Policy
Annual Leave Policy
Capability Policy
Career Break Policy
Equality and Diversity Policy
Family Leave Policy
Harassment and Bullying Policy
Learning and Development Policy
Recruitment and Selection Policy
Retirement Policy
Secondment Policy
Special Leave Policy
Whistleblowing Policy
Work Experience Policy

The Travel and Expenses Policy was agreed with a minor amendment regarding the mileage
allowance rates in line with recommended wording from NHS Employers and with a new review
date of January 2018.

o

•

Following approval of these policies, they have been circulated to employees and included on
the staff intranet:

Statutory and Mandatory Training
The training compliance as at the end of January 2016 is as follows:
Training Module

Compliance (%)

Counter Fraud
Equality & Diversity
Fire Safety
Health & Safety Awareness
Infection Prevention and Control
Information Governance
Safeguarding Adults
Safeguarding Children

87%
83%
81%
89%
86%
80%
90%
89%

The target compliance rate for all Statutory and Mandatory training is 85% and overall for the
CCG the overall compliance rate is 86%.
The slight drop in figures is due to new starters within the organisation who are yet to complete
their training or where training records have not yet been provided from the previous
organisation of employment.
The new on-line training system has the ability to provide reminder emails to staff one month
prior to their courses expiring and reminder emails continue to be sent directly to staff members
and copied to Line Managers from the Corporate Affairs team, to continue to address noncompliance.
•

Personal Development Reviews
The CCG has refreshed its organisational objectives, in consultation with staff and the
Governing Body, and these were ratified at January 2016’s Governing Body. A new round of
Personal Development Reviews is now in the process of being carried out based on these new
objectives.

•

Complaints
Within the reporting period of 16th December 2015 to 10th February 2016, 18 new complaints
were received, all off of which were acknowledged within 3 working days of receipt in line with
national guidance.
A summary of the 18 new complaints received is detailed below:

•
•
•

•
•

12 complaints received were to appeal the decision in relation to patient’s eligibility for
Continuing Healthcare (CHC) funding
1 complaint was in relation to the CHC process
1 raised in relation to Wirral University Teaching Hospital NHS Foundation Trust
(WUTH), of which following consent from the complainant was forwarded to WUTH for
their management and response
2 complaints were regarding GP Practices and following consent from the complainant,
these complaints were forwarded to NHS England for their investigation and response.
The remaining 2 complaints received related to single issues and mostly focussed on
service providers and waiting times for appointments.

Trends from this and previous periods identified CHC related complaints as particularly
prominent, with a focus on delays in the CHC process and also challenging of the decisions
made following assessments (together with requests for copies of all evidence considered to
make these decisions which were managed as Subject Access Request’s). With regards to the
complainant who wishes to appeal the decision of the CHC assessment, these concerns were
investigated by the CHC team and an explanation was provided within the response together
with the reasoning of the outcomes from the CHC assessment. In relation to complaints
received whereby complainants were dissatisfied with the decision, complainants were advised
that a Dispute Nurse Assessor has now conducted an impartial peer review of the checklist and
for the cases within this reporting period, letters of response confirmed that the Nurse has
determined that the originally completed checklist is robust and clinically sound, and therefore is
in agreement that the application did not meet the criteria for further assessment.
There were no complaints escalated to the Parliamentary & Health Service Ombudsman
(PHSO) during this period.
There were 27 complaints closed (some of which were received in the previous reporting
period). Of the complaints received, 2 had extension of times for the investigations requested by
the Provider organisation and new deadlines for response were communicated to the
complainants. The remaining 25 complaints were responded to within 25 working days, in line
with the CCG’s Complaints Policy. Full details of each investigation, outcome and lessons
learned were provided in all complaint responses, in line with the national standards for
managing complaints and National Health Service Complaints (England) Regulations 2009.
Of the 27 complaints closed, 4 complainants re-contacted the CCG unhappy with the responses
to their concerns raised which are currently being investigated. These reopened complaints
were relating to the following:
•
•
•

2 on Continuing Healthcare (CHC) processes
Care provided by Wirral University Teaching Hospital NHS Foundation Trust (WUTH)
Treatment provided by Minor Surgery Clinic

A questionnaire feedback form is provided when a complaint is closed to determine how a
patient feels their complaint has been managed. During this reporting period, of the 27 feedback
forms sent, 1 was completed and returned to the Corporate Affairs team, which regarding a
complaint relating to Wirral Community NHS Trust (WCT).

Patient Advice and Liaison Service (PALS)
The PALS is commissioned by Wirral CCG and provided by Wired to provide ‘on the spot’ help
whenever possible, with the power to negotiate immediate or speedy resolution (within 48 hours)
of problems. Where appropriate, the PALs service will refer patients to independent advice and
advocacy support from local and national sources including HealthWatch.
There were 52 (23 in December and 29 in January) PALS enquiries received within the
reporting period of December 2015 and January 2016.
Details of the services calls were received about are included below:
December 2015:

January 2016:

Type of Service
14
12
10
8
6
4
2
0

Declined to say

Other

Not NHS

Out of area

Health Treatment…

Spa Medica

Continuing Care

Pharmacy

Optical

GP

WCT

CWPT

WUTH

NWAS

9
8
7
6
5
4
3
2
1
0

Dental

Type of Service

Wirral CCG

•

Of the 52 calls received by the PALS office, 27 contacts were from callers raising a concern, 13
were queries being raised and 12 callers wished to make a formal complaint and were provided
with the appropriate contact details to make a complaint together with information about the
Complaints Advocacy Service (HealthWatch). All enquiries were dealt with within the national
best practice response time of 48 hours.
(Source: Monthly PALS report provided from Wired)
•

MP Enquiries
Within the reporting period of 16th December 2015 to 10th February 2016, 2 new enquiries were
received, both of which were acknowledged within 3 working days.
There were 2 MP enquiries responded to and closed within this period both of which were
regarding Continuing Healthcare (CHC) funding. These 2 MP enquiries were investigated and
responded to within the CCG’s target Key Performance Indicator of 20 working days, and were
therefore fully compliant within this reporting period.

•

Freedom of Information (FOI) requests
December 2015:
Within the reporting period of December 2015, 22 new FOI requests were received. The
subjects of the FOI requests received are detailed below:

Subject of FOIs received in December 2015
CCG Commissioning

9%
9%

Contracts and Procurement
27%

Finance and Expenditure
HR

9%

ICT

5%

9%

5%
18%

9%

Medicines Management
Mental Health
Other
Primary Care

January 2016:
Within the reporting period of January 2016, 28 new FOI requests were received. The subjects
of the FOI requests received are detailed below:

Subject of FOIs received in January 2016
7%

7%

CCG Commissioning
Finance and Expenditure

14%

45%

ICT
Medicines Management
Mental Health

10%

Other
7%

10%

Primary Care

All FOI requests received during this period were responded to within 20 working days, in line
with the Freedom of Information Act 2000 and the CCG’s Policy for Management of Freedom of
Information requests, and the average response time was 7 working days. Therefore, the CCG
were fully compliant in managing and responding to all FOI requests within this reporting period.

•

Subject Access Requests (SARs)
There were 5 SARs received within the period of 1st December 2015 to 31st January 2016 (4
were received from solicitors and 1 was received from the patient themselves).
All of SARs were responded to within 40 days, therefore the CCG were fully compliant in
managing and responding to requests within this reporting period.

IMPLICATIONS
The CCG will actively seek to ensure Statutory and Mandatory training targets are complied with by reiterating
messages for new starters in regard to early completion of all training modules.
CONCLUSION
Governing Body is asked to note the contents of the report.

Report Title
Quality and Patient Safety Report
Lead Officer
Lorna Quigley Director of Quality and Patient Safety
Recommendations

•
•

Note progress in report
Review issues and concerns highlighted and identify any
further actions.

INTRODUCTION
This report is to provide information to the Governing Body on the quality of services
commissioned by NHS Wirral CCG.
KEY ISSUES / MESSAGES
WIRRAL UNIVERSITY TEACHING HOSPITAL
The Care Quality Commission has undertaken a comprehensive inspection of all services in
September 2015. The report will be published following the Quality Summit which is taking
place on 14th March.
There have been three and seven serious incidents that have been reported onto the
national reporting system in December and January. In accordance with the serious incident
reporting a root cause analysis will be undertaken.

The Trust receives patient feedback via the Friends and Family Test which is assessed in
A&E (minors unit), inpatient services, and maternity service over 4 touch points. The data
presented is performance in December

Maternity services have seen an improvement in the % recommend. Response rate remains
low. This remains a challenge nationally.

December’s data has seen both a reduction in response rates and % of recommended than
previous months and is lower in comparison to other Trusts in Cheshire and Merseyside.
As part of the assurance process, the CCG has commissioned Merseyside Internal Audit
Agency to undertake a review of the methodology used in capturing FFT in the emergency
Department. When completed, the report will be presented at Audit Committee.
Action: Governing Body to note the imminent publication of the CQC inspection report, and
the internal audit report for Friends and Family.
WIRRAL COMMUNITY TRUST
There have been five and four serious incidents reported on the national reporting system for
December and January. In accordance with the serious incident reporting a root cause
analysis will be undertaken.

Since January 2015, The Trust has undertaken the Friends and Family Test for Community
services. The data presented is performance in December.

There has been a decrease in the number of responses from November and recommended
scores in all but Specialist Services.
Action: Governing Body to note the results of the Friends and Family Test

CHESHIRE AND WIRRAL PARTNERSHIP TRUST

There have been two and zero incidents to the national reporting system in December and
January

In light of the concerns identified by the Mazars report deaths of people with Learning
Disabilities at Southern Health Foundation Trust, the CCG with NHS England, are working
with a North West social interest group in the North West to gain assurance that care
delivered to people with Learning Disabilities is optimal.

Friends and Family Test for Mental Health services at CWP are detailed below.

There has been a decrease in the % recommended scores from previous months.
Action; GB to note the action being taken to seek assurance regarding Incident reporting in
CWP following the publication of the Mazars report..

NURSING AND RESIDENTIAL HOMES
The CCG continues to work collaboratively with Local Authority colleagues to ensure that
quality and safety in nursing homes is maintained. The following CQC reports have been
published
The Dukes House 3 Good

http://www.cqc.org.uk/directory/1-1516480520
Hilbre Manor EMI Residential Care Home requires improvement
http://www.cqc.org.uk/directory/1-2124444857
Barnston Court Care Home Requires improvement
http://www.cqc.org.uk/directory/1-111147708
Grange Nursing Home requires improvement
http://www.cqc.org.uk/directory/1-683457459
St Martins Residential Home requires improvement
http://www.cqc.org.uk/directory/1-136773460
Osborne Court Limited good
http://www.cqc.org.uk/directory/1-127509487
Melrose requires improvement
http://www.cqc.org.uk/directory/1-126347946
Meadowcroft inadequate
http://www.cqc.org.uk/directory/1-669976514
QUALITY IN PRIMARY CARE
A System for reporting near misses and serious incidents has been implemented within
Primary Care; this system gives Primary Care the ability to report quality concerns about
providers to the CCG in addition to self-report which improves quality. The table shows the
number of GP reported incidents. The largest theme for reporting relates to the discharge
process and access/appointments.

Action: GB to Note: The majority of reporting relates to other providers, and not self reporting

CQC have commenced their programme of inspections in Primary Care which includes both
GPs and Dental Surgeries. It is the intention that these visits will be undertaken over the next
12 months.

Cavendish Medical Centre - JA Melville Good
http://www.cqc.org.uk/location/1-552423641
Dr D Y Patwala & Dr N Mugerwa Good

http://www.cqc.org.uk/location/1-572899899
Earlston Medical Centre Good
http://www.cqc.org.uk/location/1-572074508

Drs Edwards Green and Broadbelt - Vittoria Medical Centre good
http://www.cqc.org.uk/location/1-551429106
The GP Patient is an England-wide survey, providing practice-level data about patients’
experiences of their GP practices. Ipsos MORI administers the survey on behalf of NHS
England, and the data is from the January 2016 survey.
The GP Patient Survey measures patients’ experiences across a range of topics, including:
• Making appointments
• Waiting times
• Perceptions of care at appointments
• Practice opening hours
• Out-of-hours services
The GP Patient Survey provides data at practice level using a consistent methodology,
which means it is comparable across organisations and over time, however it does has its
limitations.
• Sample sizes at practice level are relatively small.
• The survey does not include qualitative data which limits the detail provided by the
results.
• The data are provided twice a year rather than in real time.
Given the consistency of the survey across organisations and over time, GPPS can be used
as one element of evidence and triangulated with other sources of feedback, such as
feedback from Patient Participation Groups, local surveys and the Friends and Family Test,
to develop a fuller picture of patient journeys.

Within Wirral CCG, 18,144 questionnaires were sent out, and 6,060 were returned
completed. This represents a response rate of 33%.
The slide below shows the overall experience of the GP surgery for the CCG. This has also
been broken down by practice.

Grove Road Surgery 100%
Prenton Medical Centre 99%
Church Road Medical Practice 98%
Allport Medical Centre 97%
Mantgani and Partners 97%
Riverside Surgery 97%
Hoylake Road Medical Centre 97%
Vittoria Medical Centre 97%
Manor Health Centre 96%
TG Medical Centre 96%
Claughton Medical Centre 96%
Civic Medical Centre 95%
Hamilton Medical Centre 95%

Holmlands Medical Centre 95%
Egremont Medical Centre 95%
Spital Surgery 94%
Parkfield Medical Centre 94%
St Hilary Group Practice 94%
The Village Medical Centre 94%
Devaney Medical Centre 93%
Cavendish Medical Centre 93%
Moreton health centre 93%
Field Road Health Centre 93%
Liscard Group Practice 93%
Commonfield Road Surgery 92%
St Georges Medical Centre 92%
Fender Way Health Centre 92%
Villa Medical Centre 91%
Somerville Medical Centre 91%
Victoria Park Practice 91%
Whetstone Lane Medical Centre 90%
Earlston and Seabank Medical Centre 90%
Teehey Lane Surgery 90%
West Wirral Group Practice 89%
Kings Lane Medical Practice 89%
Hoylake and Meols Medical Centre 89%
Upton Group Practice 88%
Heswall and Pensby Group Practice 88%
Greenway Surgery 88%
Blackheath Medical Centre 88%
Silverdale Medical Centre 88%
Gladstone Medical Centre 87%
Greasby Group Practice 87%
Central Park Medical Centre 87%
Heatherlands Medical Centre 86%
Parkfield Medical Centre 86%
Moreton Medical Centre 85%
The following surgeries scored patient satisfaction ratings below the national
average:
Marine Lake Medical Practice 81%
Eastham Group practice 81%

Moreton Cross Group Practice 81%
Orchard Surgery 80%
Woodchurch Medical Centre 80%
Leasowe Primary Care Centre 79%
Townfield Health Centre 78%
.The Friends and Family test (FFT) have been performed in GP practices since January
2105. There is a variance in response rates across practices. Practices will need to look at
innovative ways to improve response rates. The % recommended score for Wirral Practices
are more favourable than those across Merseyside and Cheshire and England.

Work will be undertaken with NHS England to triangulate the results of the GP survey,
Friends and family and the CQC reports to ensure the quailt of care is primary care is
maintained or improved
Action GB to Note: The increase in response rates from 481 November to 799 in December.
and the work to undertaken to triangulate the data form different sources.

CONTINUING HEALTH CARE (CHC)

Previously Unassessed Periods of Care (PUPOC)
The Department of Health introduced deadlines for appeals for people who think they may
have been eligible for NHS continuing healthcare funding between 1 April 2004 and 31
March 2012 but who did not have a continuing healthcare assessment at that time, this is
known as Retrospective CHC -Previously unassessed periods of care, (PUPoC). Below is
the plan set and the actual cases that have been undertaken.
This work is being undertaken by the Northwest Commissioning Support Unit and due to the
changes in contractual arrangements, will transfer to Midlands and Lancashire CSU. This
transfer will not affect the delivery against the trajectory.
A milestone that was set by NHS England that all “living cases i.e. claimant who are still alive
would have an eligibility checklist undertaken by 31st January 2016. There are currently 5
people who need this to be undertaken. These cases have been prioritised by the CSU in
order to be completed.

Action: GB to note the performance against trajectory.
TRANSFORMING CARE
As a result of the Winterbourne View Review: Concordat: Programme of Action (2012) NHS
England is committed to improving the health and outcomes of people with learning
disabilities and autism, and transforming services to improve the quality of care throughout
peoples’ lives.
The report in Appendix 1, has been prepared by NHS England to inform Clinical

Commissioning Group (CCG) Governing Bodies with regard to the national, regional
and local programme of work with regard to Transforming Care for people with
Learning Disabilities. The Local position for Wirral CCG has been discussed at both
QPF and as part of the CCG assurance process.

OTHER PERFORMANCE AGAINST THE NHS CONSTITUIONAL STANDARDS QUALITY

Mixed Sex Accommodation Breaches
There have been three breaches in in the delivery of the same sex accommodation in
December all breaches where in the critical care area at Wirral University Teaching
Hospitals (ITU, CCU, HDU). There has also been a reduction in the amount of time that the
breach occurs. The CCG continue to manage this through the contractual process.
Action: GB to note the approach that the CCG are adopting with regard to single sex
accommodation breaches.

Healthcare Acquired Infections
Cumulative figures for the year to date (April 2015 – January 2016) show that there
were 135 reported cases of Healthcare Acquired Infection (HCAI). Of these, there
were:
• 75 cases of C.difficile,
• 6 cases of MRSA,

•
•

45 cases of MSSA
9 cases of E-coli.

The total number of reported cases for April 2015 – January 2016 is lower than the
number for the same period 2014/2015 (149 cases). This is as a result of a reduction
in the number of reported MSSA and E-coli cases. The number of reported C.difficile
cases has increased (75 versus 68) and the number of MRSA reported cases is the
same compared to the 2014/2015 reporting period (April – January). The distribution
of cases of acute and community acquired C.difficile is broadly proportionate. A
larger proportion of MRSA cases have been assigned to the community.
C.difficile
In addition to an increased number of total reported cases across the health
economy for 2015/2016 compared to 2014/2015, the YTD number of cases is equal
to the whole Wirral economy C.difficile infection threshold (75) for 2015/2016.
A pilot, monthly retrospective case review for all Wirral C.difficile cases was initiated
in January 2016. 4 cases were reviewed for December 2015 (3 WUTH and 1
Community) including:
• 3 WUTH cases: Lapses in care noted for documentation on 2 cases and
delayed collection of sample on 1 case.
• 1 Community case: reported issues associated with inappropriate antibiotic
prescribing for a chest infection. Learning outcomes from this identified for
discussion within GP practice concerned.
Information gathered at these reviews will be used to identify further and recurring
themes. The January case review will take place at the end of February. Wirral
Infection Prevention and Control Network will be responsible for reviewing the
outcome of the reviews and driving system improvement.
MRSA
For the year to date there have been 6 cases of MRSA bacteraemia. 2 cases were
attributed to Countess of Chester; 1 to WUTH and 3 to Wirral CCG.
Other HCAI’s
WUTH have reported a reducing incidence of CPE cases for the year to date.
Antibiotic resistant pathogens are associated with the increased incidence of
healthcare acquired infections. Wirral is currently ranked 28 (Where 1 is the worst)
out of 209 CCGs for antibiotic prescribing and is an outlier for broad spectrum
antibiotic prescribing. Prescribing data for Wirral is significantly above trajectory and
converse to prescribing trends for neighboring, and peer, CCG’s. Focused work is

being undertaken in relation to antimicrobial prescribing to reduce variation across
practices and contribute to reducing HCAI’s.
In conjunction with Public Health, and through Wirral Infection Prevention and
Control Network, a number of actions have recently been implemented to address
HCAI’s, in particular C.difficile. These aim to enhance the existing local system for
management and control of HCAI’s as well as develop a number of proposals for
next steps.

CONCLUSION
Governing Body is asked to note the report, and the actions being taken.
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1. Purpose of report
The purpose of this report is to update Clinical Commissioning Group (CCG) Governing
Bodies with regard to the national, regional and local programme of work with regard to
Transforming Care for people with Learning Disabilities.
2. Background
As a result of the Winterbourne View Review: Concordat: Programme of Action (2012)
NHS England is committed to improving the health and outcomes of people with learning
disabilities and autism, and transforming services to improve the quality of care
throughout peoples’ lives.
Transforming Care for People with Learning Disabilities - Next Steps, (July 2015)
outlined an ambitious programme of system wide change to improve care for people with
learning disabilities and/or autism, and behaviour that challenges (learning disabilities).
Next Steps (July 2015) set out clear expectations that six organisations - NHS England,
Department of Health (DH), Local Government Association (LGA), Association of
Directors of Adult Social Services (ADASS), Care Quality Commission (CQQ) and Health
Education England (HEE) - would work together more effectively, to drive forward
change.
There is now a single shared Transforming Care programme that recognises the scale of
the change required, and ensures that we address the underlying causes of why so
many people remain in, and are continuing to be placed in, hospital settings.
The five areas in the Transforming Care programme are:
•

Empowering individuals – giving people with learning disabilities and/or autism,
and their families, more choice and say in their care.

•

Right care in the right place – ensuring that we deliver the best care now,
including a new approach to care and treatment reviews, whilst re-designing
services for the future, starting with five fast-track sites to accelerate service redesign and share learning.

•

Regulation and inspection – tightening regulation and the inspection of providers
to drive up the quality of care.

•

Workforce – developing the skills and capability of the workforce to ensure we
provide high quality care.

•

Data and information – making sure the right information is available at the right
time for the people that need it, and continuing to track and report progress
(Appendix 1).

3. National Transforming Care Programme 2015 - 2019
Next Steps (July 2015) set out a clear ambition for a radical re-design of services for
people with learning disabilities. A draft service model has been recently published,
3

which sets out nine overarching principles which define what ‘good’ services for
people with learning disabilities and/or autism whose behaviour challenges should
look like.
These principles will underpin how local services are redesigned over the coming
months and years – allowing for local innovation and differing local needs and
circumstances, while ensuring consistency in terms of what patients and their
families should be able to expect from local decision-makers.
The establishment of six Fast-Track areas, announced by Simon Stevens at the
NHS Confederation conference will ‘test; the draft Service model during the summer
of 2015.
NHS England have continued to seek the views of clinicians, commissioners,
providers, people with learning disabilities and/or autism who have a mental health
condition or display behaviour that challenges (including offending behaviours) and
their families, ahead of the publication of a final version published in autumn 2015.
This will help to support commissioning intentions and financial planning 2016/17.
In line with the priorities of the Transforming Care programme, it is intended that this
will involve a significant shift in commissioning towards high quality community-based
services over the next 18 months, allowing the closure of inpatient beds and facilities.
Friday 30 October 2015 saw a key milestone in the Transforming Care programme
with the publication by NHS England, the Local Government Association (LGA), and
the Association of Directors of Adult Social Services (ADASS) of; ‘Building the right
support: A national implementation plan to develop community services and close
inpatient facilities and a ‘New Service Model’ (2015).
Taken together, these documents have asked Local Authorities, Clinical
Commissioning Groups (CCGs) and NHS England specialised commissioners to
come together to form Transforming Care Partnerships (TCPs) to build up community
services and close unnecessary inpatient provisions over the next 3 years and by
March 2019.
Based on national planning assumptions, it is expected that no area should need
more inpatient capacity than is necessary at any time to care for:
•
•

10-15 inpatients in CCG-commissioned beds (such as those in assessment and
treatment units) per million population
20-25 inpatients in NHS England-commissioned beds (such as those in low-,
medium- or high-secure units) per million population

While local areas will be able to design bespoke services with those who use them,
the national plan (2015) also sets out the need for:
•

Local councils and NHS bodies to join together to deliver better and more
coordinated services
4

•

•

•

•
•

local housing that meets the specific needs of this group of people, such as
schemes where people have their own home but ready access to on-site
support staff
a rapid and ambitious expansion of the use of personal budgets, enabling
people and their families to plan their own care, beyond those who already have
a legal right to them
people to have access to a local care and support navigator or key worker, and
investment in advocacy services run by local charities and voluntary
organisations so that people and their families can access independent support
and advice
pooled budgets between the NHS and local councils to ensure the right care is
provided in the right place
Using the nine principles set out in the ‘New Service Model’ (2015) TCPs should
have the flexibility to design and commission services that meet the needs of
people in their area

There is also an expectation as part of the national Transforming Care programme of
work for:
• A 10% reduction in in-patient admissions using the pre 31.3.15 cohort of
patients as the baseline, by 31 March 2016 and,
• Care and Treatment reviews (CTRs) for all people in an inpatient bed to become
‘business as usual’.
4. Transforming Care Partnerships (TCPs)
Cheshire & Merseyside have had an historic Learning Disability Network that has
undertaken much work from the Winterbourne View Recommendations over the past
3 years. Discussions through this network resulted in an agreed consensus to
progress developments via one Transforming Care Partnership or unit of planning
across the Cheshire & Merseyside footprint to ensure commissioning at scale, with
three geographical collaborative commissioning delivery hubs as outline below.

Hub
Hub 1
Cheshire

Hub 2
Mid
Mersey

Hub 3
North
Mersey

Cheshire and Merseyside Unit of Planning
CCGs
Local Authority
Total Population
Wirral
Wirral
1,078,886
West Cheshire,
West Cheshire &
Population
East Cheshire,
Chester
South Cheshire
East Cheshire
Vale Royal
Halton
Halton
701,952 Population
St Helens
St Helens
Warrington
Warrington
Knowsley
Knowsley
South Sefton
Southport &
Formby
Liverpool

Sefton
Liverpool

786,383 population
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This approach builds on:
• existing CCG/LA collaborative commissioning arrangements
• current clinical pathway service delivery
• joint purchasing arrangements between some CCGs
• joint CCG/LA arrangements, including governance for joint decision-making
• excellent CCG/Provider working relationships
• provider financial viability and clinical sustainability
NHS England has proactively facilitated the bringing together of local delivery hubs
and local discussions have already commenced
4.1 Cheshire & Merseyside Transforming Care Board
In response to the national programme (Building the right support, 2015) a Cheshire
& Merseyside Transforming Care Board has been established; with Alison Lee,
Accountable Officer, West Cheshire CCG as Senior Responsible Officer for this
programme of work and Sue Wallace-Bonner, Director of Adult Social Care Halton
Council as Deputy Chair. There are current discussions underway with service user
groups to establish a co-chair position.
The Board are undertaking 2 pieces of work in the first instance. The first is to
establish the population need to enable commissioning of high quality services
moving forward. We have commissioned a Joint Strategic Needs Assessment
across Cheshire & Merseyside to inform current work programmes in partnership
with Public Health England and Liverpool John Moore’s University.
The second is a look back exercise to evaluate were we have come from in terms of
bed usage and models of care and where we need to get to as a health and social
care economy.
It is recognised that Cheshire & Merseyside have already undertaken a significant
amount of service improvement in this area and recognising the journey so far is
significant when reviewing in-patient provision. To this end the Board will:
•

Undertake a retrospective review of LD service provision and activity from 2010-2015
focussing on Assessment and Treatment beds, Locked Rehabilitation beds and Neuro
Psychiatry beds, both in and out of area. Within this work there will be a look at:


The trend analysis and identify complementary activity within local NHS in
patient provision in assessment and treatment units.



Identify elements of key community services that contribute to care and
prevent admission, and accelerate discharge.



Performance as measured in the LD Self-Assessment Framework over this
period.
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•

Developing a model of care for the coming 3 years, 2016-2019, for LD
services for Cheshire and Merseyside that builds on the strengths identified
in the retrospective study that draws on Government Policy and the NHS 5
Year Forward View (NHS England 2015).

The target completion date for this work is January 2016.
It is expected that the TCPs will now follow the same programme of work as the six
national fast track sites. Therefore the programme plan of transformation will include:
•

•

•

•

Development of local plans that support the development of new models of
care and long term bed closures, underpinned by a robust learning disability
joint strategic health needs assessment.
Rapid expansion and improvement in community provision, encompassing a
range of supported living options and housing with accompanying care and
support, to enable the transfer of people from inpatient facilities.
Any use of in-patient services must be based on robust assessment of an
individual’s needs. People that do require in-patient care due to the severity
of their condition should have the highest quality of care and an agreed plan
to return to their community placement as quickly as possible.
Repatriation of out of area placements

4.2 Governance arrangements to support delivery
There is a well-established Cheshire & Merseyside learning disabilities network with
CCG, LA, Provider and service user representation. This group will now undertake
task and finish work on behalf of the board. One of the current strategic work themes
is, ‘Safe and Responsive services’ for which a full work plan has been developed.
However it is envisaged that this work plan will be captured and continue as part of
the Cheshire and Merseyside Transforming Care Board which will hold partners to
account for delivery of the National Implementation programme (2015).
There will be financial support via a national budget to progress some of this work;
the amount and process for access to funding is still yet to be agreed nationally, but
there is local agreement that a project management office function be established to
facilitate the work programme locally.
The national governance structure to support delivery of the national plan is
outlined below:
National Transforming
Care Board
Chair: Secretary of State

NHSE National
Transforming Care
Board
Chair: Julie Higgins
NHS England North
Region Transforming
Care Board
Chair: Clare Duggan
NHS England Cheshire & Merseyside
Transforming Partnership Care Board
Co-Chair: Alison Lee (SRO)
& Sue Wallace Bonner

Commissioning Delivery
Hub 1

Commissioning Delivery
Hub 2
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Commissioning Delivery
Hub 3

As NHS England is not a Governing body the suggested local governance structure to
support delivery of the national plan is outlined below:

4.3 National and Local Focus 2016 – 2019
The expectation is that the non-fast track areas (Cheshire & Merseyside being one of
them), will start to mobilise using the learning from the fast track areas and begin
collaborative working to enable the system to realise the start date of April 2016 for:
•

A reduction in in-patient admissions using the pre 31.3.15 cohort of patients
of 10% by 31 March 2016
• Long term learning disability bed closures in
 Assessment and Treatment beds
 Locked Rehabilitation beds
 Neuro Psychiatry beds
(Forensic beds, low, Medium and High secure are being led by
Specialised Commissioning)
• Development of new models of care.
4.3.1 Care and Treatment reviews
Care and Treatment reviews (CTR) are offered to all patients who are or have been
an inpatient for 6 months or longer and patients have a right to request these at any
time. More recently the expectation is that patients should be offered a CTR prior to
admission or alternatively within two weeks following admission and then 6 monthly
thereafter.
Cheshire and Merseyside CCGs and 3 main LD NHS Providers (Merseycare, 5
Borough Partnership and Cheshire Wirral Partnerships NHS Mental Health Trusts)
are fully engaged in the CTR process and have pooled clinical resource to enable
delivery in a consistent manner. Pathways Associates/North West Training and
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Development Team provide Experts by Experience (service users, families and
carers). There has been local proactive development of local operational models to
ensure CTRs are ‘business as usual’ from September 2015. The patient stories of
individuals who have had Delayed discharges have been collated which is useful in
detailing some of the challenges in the system and will be considered in the new
service models.
As of December 2015:
• 135 CTRs have been undertaken across CCGs for CCG commissioned services.
• There are 5 patients who have a delayed discharge; the main reasons being
accessing an appropriate community provider, no local care package availability
and requirement for housing adaptations to be undertaken.
• The use of the pre admission / blue light CTR protocol has avoided 4 hospital
admissions during the period October-December 2015
Specialised commissioning
CTRs are also undertaken for patients in forensic/secure commissioned services.
The aim being to progress the patient along the secure/forensic pathway into CCG
commissioned services or community settings.
To aid progress NW Specialised Commissioning team have established quarterly
meetings with local commissioners to ensure the number of Cheshire and
Merseyside patients moving along the secure/forensic pathways of care into CCG
commissioned placements is planned and funded for.
As of December 2015 the number of Cheshire and Merseyside patients in
Specialised Commissioned services is outlined below:
CCG
East Cheshire
West Cheshire
Halton
South Cheshire
Vale Royal
Warrington
Wirral
Knowsley
South Sefton
Southport
St Helens
Liverpool
Totals

Stepdown LSU
1
3
0
2
0
2
1
1
1
4
0
3
1
5
2
23

MSU
0
0
4
0
0
1
2
1
3
0
2
4
17

(Data source NHS England Specialist Commissioning Tracker Dec 2015)
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4.3.2

In patient reduction & bed closure programme

In patient reduction
One of the main responses to the Winterbourne View Concordat (2012) was the
requirement to discharge patients from in patient settings if clinical safe to do so. The
National Transforming Care board set a national discharge trajectory of between 10% 13% for patients currently in an inpatient setting as of 31.3.15 to be achieved by 31. 3.16
Progress to date for Cheshire and Merseyside’s discharge trajectory is outlined below;

Data source: HSCIC Assuring Transformation dataset & NHS England TC Tracker Dec 15

12
10
8
6

Admission
s

4
2
0
Apr

May

June

July

Aug

Sep

Oct

Data source: NHS England TC Tracker Dec 15

18
16
14
12
10
8
6
4
2
0

Proj 10%
@31/3/16

Data source: NHS England TC Tracker Dec 15
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4.3.3 Bed closure programme
Based on national planning assumptions, it is expected that no area should need more
inpatient capacity than is necessary at any time to care for:
• 10-15 inpatients in CCG-commissioned beds (such as those in assessment and
treatment units) per million populations
o Cheshire & Merseyside target = 25 – 37 (CCG beds)
• 20-25 inpatients in NHS England-commissioned beds (such as those in low-,
medium- or high-secure units) per million populations
o Cheshire & Merseyside target = 50 – 62 (specialised beds)
The Cheshire and Merseyside Transforming Care board are currently undertaking the
following baseline exercise which will help inform commissioners of bed activity as the new
models are care are developed:
•

A retrospective review of LD service provision and activity from 2010-2015 focussing
on Assessment and Treatment beds, Locked Rehabilitation beds and Neuro
Psychiatry beds, both in and out of area. Within this work look at:
-

The trend analysis and identify complementary activity within local NHS in
patient provision with assessment units.

-

Identify elements of key community services that contribute to care and
prevent admission, and accelerate discharge.

The detail from the baseline report will be available January 2016.
4. Potential risks that may prevent delivery
Risk
Lack of robust
baseline data

Requirement for
Efficiency savings

Viability of Providers

Delayed discharges /
transfers

Risk Level
Medium

Mitigating Actions
• Commissioned LD JSNA to understand robust
population based needs
• Timescales for completion of LD JSNA not in line
with timescales for service development
• Commissioned look back exercise of bed state
High
• Work with CCG/LAs to ensure funds are ring
fenced for LD service development & delivery
• Bids for capital funds available for adaptions etc.
via NHS England
High/medium • Providers to develop models of care that ensure
trust viability
• Providers to commence discussions with legal
teams regarding consultation
• Commission at scale to ensure viability of
providers
High
• Work with LAs to ensure robust process in place
to move patient to suitably commissioned
supported living placements
• Map current provision of commissioned services
and benchmark against LD profile
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Risk

Risk Level

Lack of sustainable
community LD teams
/services

High

Disruption to natural
patient pathway/flows
Limited personalised
social care

Medium
Medium

Mitigating Actions
• Commissioners to hold providers to account in
ensuring planned discharge date for individual
on admission
• Commissioners to collaborate to develop
strategic provider / preferred provider
frameworks with commissioning collaborations
need to be as local as possible
• Work with commissioner to understand what
community services are current commissioned –
mapping & identifying ‘what goods look like’ to
support shaping of future local service models
• Development of bids to ‘double run’ services
• Clinical Leadership
• Clear communication
• Mapping of housing providers and social care
providers
• Establish market place

5. Service Change Assurance
The scale of change being envisaged (introduction of new care models and removal of
beds may be considered a significant change, with associated risk of Judicial Review or
referral to the Secretary of State.
To mitigate these risks NHS England with key partners (LGA, ADASS, Service users
etc.) has a role in assuring the service change proposal before progress to the next
stage. The assurance would need to be tailored to the specific circumstances and scale
of the proposal. Details of assurance process to follow from National TC programme
leads.
6. Next steps
Following local discussions at the Regional Transforming Care engagement workshop
(9 November 2015) the following areas were identified as essential to support delivery of
the national implementation plan:
 Clear governance structures
 As the national plan is reflective of all age ranges, further mapping of
stakeholders to ensure all relevant stakeholders engaged in local development
work i.e. Children’s commissioners, CAMHS etc.
 Review of current community learning disability team (CLDT) specifications
 Review of out of area patients and development of repatriation programme
 Mapping of current social care/housing providers with CCG & LA commissioners
with the potential to develop a social care framework
 Hold social care provider forum to establish current and potential services on
offer
 Consideration of interim residential placements for current in-patients cohort with
delayed discharge
 Development of ‘Step up Step Down beds’ to support crisis management
building on what models that are nationally/regionally evidenced to support local
developments
12







Establish a provider forum
Strength the ‘at risk register’ development’s with all stakeholders: including
development and agreement of data sharing agreements
Strength local authority involvement in work programme via ADASS leads
Pooled budgets
Hold a local stakeholder dialogue event

7. Cheshire & Merseyside Stakeholder event
A local stakeholder event was held on 16 Dec 2016 at Daresbury Park Warrington to
understand the local ‘ask’ of the National Transforming Care programme across the
Cheshire & Merseyside footprint.
Over 85 delegates attended the event, with representation from health, local authority,
social care, NHS providers, Healthwatch, advocacy, housing, and experts by experience
and family members.
Members of the National Transforming Care Programme (NHS England and LGA)
outlined the national ‘ask’ and timescales for mobilisation and delivery. As Senior
Responsible Officer for this programme of work, Alison Lee, Accountable Officer, West
Cheshire CCG endorsed the progress and work to date in this field across Cheshire &
Merseyside, but also acknowledged the challenge ahead.
Moving into their relevant delivery commission hubs, the stakeholders started to work
together to:
- Describe the vision for services for people with a Learning disability/autism or
behaviours that challenge living in Cheshire & Merseyside?
- Established the strengths and weakness of current LD service provision in their
locality
- Identify any key stakeholder that are missing and need to be involved
- Describe what does success look like
- Identify some local quick wins, and
- Begin to prioritise services developments for Years 1, 2 and 3
- Give thought to how the delivery hubs will progress locally
Details from the event have been collated and shared with stakeholders present
(Appendix 2). NHS England will now utilise the detail from the event together with the
findings of the retrospective reviews to develop a strategic plan for Cheshire &
Merseyside which will be shared with the 3 delivery hubs and relevant governing bodies.
8. Conclusion
It is recognised that Cheshire & Merseyside have already undertaken a significant
amount of work with regard to service provision for people with learning disabilities
and/or autism, and/or behaviours that challenge.
Telling the story of the journey so far is significant when reviewing in-patient provision to
ensure we have adequate support for people who require it in times of deteriorating
health or crisis. Alongside this the development of high quality services closer to home
will enable people to live independent lives closer to their friends, family and carers.
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The Cheshire & Merseyside Transforming Care Partnership Board will strive to delivery
that national priorities locally, ensuring this is done in a co-productive manner with the
patient’s voice at the centre of the service model. Governing Bodies are asked to note
the content of this report and support its implementation as a high priority area of work.

ENDS
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Appendix 1. Cheshire & Merseyside Local Progress 2015/16
Empowering
Individuals

Empowering people with learning disabilities and their families to have greater rights and say in their care, underpins the
Transforming Care programme. We have been working with partners across the health, local authority and voluntary
sectors to strengthen the collective voice of individuals with learning disabilities and their families, to ensure greater
personalisation, increased choice about care, and greater influence over service design and delivery.
An important milestone this year was the public consultation issued by the Government, ‘No voice unheard, no right
ignored’, to strengthen the rights of people with mental health issues, learning disabilities and autism, so they can live
independently, be included in their community, and make choices about their own lives. Locally we continue to work
closely with Pathways Associates in:
•
•
•
•

Developing an expert hub of clinical reviewers and experts by experience to undertake Care and treatment reviews
ensuring we are asking whether people are getting support from advocacy through the revised approach to Care
and Treatment
Reviewing Assuring Transformation data to gather information that tells us what sort of advocacy a person is
receiving.
Developed a Co-production workstream to ensure the voice of the service user/Family carers is heard locally,
regionally and nationally

As a result of the work undertaken local we have successfully presented our methodology and how we have utilised the
LDSAF validation process to improve and drive forward quality for people with LD locally at 2 national workshops run by
IHAL. The workshops were held in June 2015 in Manchester and Bristol. Wirral CCG presented how this work at been used
strategically at a local level to drive forward a joint action plan. As part of this they have streamlined processes, integrated
stakeholders and worked towards joint ownership.

Right Care,
Right Place,
Right Time

Governance: Co-production Sub Group of the Cheshire & Merseyside Transforming Care Board.
The national ambition is to discharge 50% of patients from an inpatient facility at 1 April 2014 to the community by 31
March 2015; and to carry out care and treatment reviews for any patients in that cohort who have not got a discharge date
and are in a low secure setting.
Cheshire & Merseyside position at November 2015:
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50% discharge ambition: Currently on
trajectory to achieve discharge ambition
of 65% by Q4 leaving 15 inpatients from
the 31 March 2014 cohort with discharge
dates during 2016/17

There is a renewed focus on reducing hospital admissions from the 2013/14 baseline by 10% during 2015/16, reducing
length of stay and tackling delayed discharges. This will require a focus on developing community based provision locally.
Improving the patient experience and outcomes is a key factor to drive this initiative.
Cheshire & Merseyside position at November 2015:
10% discharge ambition: despite an increase in
admission numbers over summer months (due
to CCG’s has found patients who were out of
area) now on a downward trend and confident
that the 10% ambition will be achieved by end
of Q4. Current focus on 3 CCGs with highest
admission rate: West Cheshire, Wirral and
Liverpool CCGs.

Governance: Commissioning Hubs of the Cheshire & Merseyside Transforming Care Board.
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Regulation &
Inspection

NHS England has established an Enhanced Quality Assurance Programme (EQAP) with the specific role of making sure
people are safe and monitoring the quality of care reviews. EQAP will seek the firmest assurances that patients have clear
care plans and are receiving the support they need and deserve.
CQC is working to ensure that its assessment methods are fully adapted to ensure robust inspections of hospital and
community learning disability services.
The CQC is further developing the work on registration, to ensure that:
• Applications by any service provider to vary their ‘service type’, that describes the services that they offer, are
only agreed when the new ‘service type’ accurately reflects a changed model of care. This will also ensure that
any inappropriate models of care for people with learning disabilities do not continue after the ‘variation’ has
been agreed; and
•

Workforce

new applications are only agreed when the application reflects the agreed model of care for people with
learning disabilities, which is currently being defined by the Transforming Care programme and outlined in the
new Service Model for commissioners

Governance: Safe and Responsive Services Sub Group of the Cheshire & Merseyside Transforming Care Board.
Since the publication of Next Steps (July 2015), Health Education England (HEE) has been working with its Transforming
Care partners, including Skills for Health and Skills for Care, to ensure that workforce development and planning supports
the wider service re-design across health and social care.
Work to date will includes the development and testing a new Learning Disability Skills and Competency Framework that
outlines the competencies that staff needs to have, to fulfil certain roles, to ensure that we have the right skills in the right
place. This Framework will be rolled-out in January 2016.

Data and
Information

Governance: Safe and Responsive Services Sub Group of the Cheshire & Merseyside Transforming Care Board.
Health and Social Care Information Centre (HSCIC) is the national electronic information data analysis system for the
Assuring Transformation Clinical Platform. All local CCGs are registered with HSCIC and actively submitting data.
Local CCG/LA leads are also required to submit fortnightly data to NHS England via the local Transforming Care tracker.
This enables the local monitoring of CTRs, admissions, in patient length of stay and progress being made towards
individual, anticipated and planned discharge dates. Work is currently ongoing between NHS England Transforming Care
analytical team and HSCIC to enable all clinical data fields to be submitted via one clinical portal on HSCIC system. It is
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envisaged that the NHS England TC tracker will cease in December 2015.

Learning
Disabilities
Mortality
Review (LeDeR)
Programme

Governance: Safe and Responsive Services Sub Group of the Cheshire & Merseyside Transforming Care Board.
The new Learning Disabilities Mortality Review (LeDeR) Programme has been commissioned by the Healthcare Quality
Improvement Partnership (HQIP) on behalf of NHS England and will run from 2015 – 2018. The Programme has been
established as a result of the key recommendations of the Confidential Inquiry into premature deaths of people with
learning disabilities (CIPOLD). The aim of the Programme is to make improvements in the quality of health and social care
service delivery for people with learning disabilities and to help reduce premature mortality and health inequalities faced by
people with learning disabilities, through national and local reviews of deaths. There will be a phased roll-out of the
programme across the 12 NHS Clinical Senate geographical areas of England from January 2016, following a piloting
phase in autumn 2015. Once known, dates for C&M will be disseminated locally.
Governance: Health Inequalities Sub Group of the Cheshire & Merseyside Transforming Care Board.
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Appendix 2
Transforming Care Stakeholders event 16 December 2015 Daresbury Park Hotel
Warrington
Cheshire Delivery Hub
Who’s missing?
• Family Carer’s
• Carer’s
• CCG’s
• Eastern Cheshire CCG’s
• Educational Sector
• Employment Services
Overall Vision for People with Learning Disabilities
• Care in the community / Closer to home
• Safety
• Proportionate risk taking
• Right care, Right Treatment, Right time.
• Own front door (Housing)
• Working together (CCG, LA’s, Independent Sector)
• Forums
Culture change
Workforce development
Market shaping
• ‘Nothing about us without us’.
• Honest
• Self-Advocacy
• Community Development
• Leading ‘own’ support (Self/peer advocacy)
• ‘Good Lives’ – People leading
• Sharing Data
• Working with service users.
• Reducing Barriers.
• Stream less Services / Transitions.
• Sharing Resources
Useful tools
More co-production
• Gaps in service (Autism)
• Good Communication
Person centered.
• Culture Change
• Right People?
Employers
Children’s Services
Shared Vision
• Meeting needs at times of crisis

-

Appropriate planning
Step up/step down beds
Person led

• Individuals taking control of care planning
• Safe happy and well
• Supporting services to meet peoples neds
• Individuals More in control of own budgets
What could be improved?
• Patient voice being heard.
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•
•
•

24/7 support for service users in the community
Transparency
Patient-led care
Managing own budget
• Contingency planning
Crisis support
• Employment Service Users
Autism/LD
Opportunities
Improving quality of life, achieving goals.
• Involvement of employment and children’s service and stakeholder groups.
• Care within home – Not sending out of area / secure units etc.
What does success look like?
• Working alongside service users - Closer collaboration.
- Getting the best out of the services.
• Transparency
Between Services
Available Services
E.g. Development of land
• Shared Vision
• Meeting needs
Times of crisis
Appropriate planning step up / step down
Person-Led
• Individuals taking control of care planning.
• ‘Safe, Happy and Well’
• Supporting services to meet person’s needs.
• More In control of own budget (Service users)
What’s Working Well?
• Local area coordinator’s scoping available services – Individualised.
• Person – centred planning
• Improved communication – Hospitals / GP’s
• Lots of work with Hospitals
Reasonable adjustments
GP Training
Health Champions (Training)
• Caring (CQC)
• Effectiveness (CQC)
Communication / Staff and carers
• Service users key role in recruitment.
• Service users assessing services
• Fewer people LD in assessment
What keeps you awake at night?
• Safeguarding issues – Problematic providers.
• Quality of service provision – Leadership
• Sending service users out of area
• Isolation
No support company
How are you going to progress locally?
• Out of area
Jan 16 meeting CCG’s service users
• Single plan
Commissioner led
Strategic group set up
Joining commissioners / joined-up commissioners.
• Strategic Visions
Work streams working to same vision.
-
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Mid Mersey delivery Hub
Overall Vision for People with Learning Disabilities
• Gaps in provision need to be addressed such as post diagnostic services – for people with
Autism / Asperger’s.
• Clarity of responsibilities of health provider 5BP
• Better planning around transition and people coming through the service.
• Involvement of voluntary sector to meet needs – potentially?
• Housing / Builders being on board with transitional planning (Affordable housing)
• Smarter intelligence and how we collate information of people coming through the transitional
system.
• Greater involvement of people of all ages including younger people.
• Greater support for parents to understand the transitional process.
Positive communication with people from birth.
What could be Improved
• Autism Post Diagnostics (decisions making) what will be decided when
• Transitional Process
• Reasonable adjustments process, explaining to people (Staff as well as service users)
• Embedding reasonable adjustments in general practice.
• Educating the wider population around learning disability awareness – Autism and Aspergers
Syndrome.
• Community Cohesion / resilience?
Gaps within the Process
• No Children’s Service representation.
• Ensuring the right cohort of people are involved ( E.g. LD Social Work)
• We need to ensure all professionals are communicated with. (E.g. GP’s/CCG’s)
• Strategic Planning and building positive relationships with housing providers.
• Ensuring people receive the right care in the right setting –
-Improving transitional processes
-Partnerships is second
-Care particularly elder carers
What Does Success Look Like?
• Seamless Services
• Establishing what is important to the individual
• Co-ordinated support through the journey (navigation role)
What is Working Well?
• Cohesive approach and relationships.
• Good advocacy
• Integration
• Co-production (Partnership boards)
• Voluntary sector involvement to develop groups
• Learning Disability Pathway
• Skill up the workforce (Educate workforce)
• Positive behaviour support working well in some areas.
• PBS not a short term solution for crisis – Community teams generally pick VW’s?? up.
What keeps you awake at night?
• Impact on family carers, particularly older family carers / significant others.
• Needs to be more communication between professionals.
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North Mersey Delivery Hub
Who’s missing?
• Sefton Local Authority
• Liverpool City Council
• Autism Initiatives
• Options
• Natural Breaks
• People First
• Sefton and Liverpool Partnership
• Education
Overall Vision for People with Learning Disabilities
• Right Care, Right Time, Right Place, Right Professionals
• Individual/Personalised Care Packages
• Care primarily provided in the community not hospital.
• Communities that welcome support.
• Care pathway relating to OATS
• Efficient funding
• History of wrap around care – third sector.
• Good third sector providers.
What could be improved?
• Information and support to families early on.
• Inclusive education systems.
• Avoiding the cliff of transition.
• Insufficient capacity in the autistic spectrum.
Gaps within the Process
• Post diagnostic support – Autism
• Autism (Big Gap)
• Crisis management capacity is not robust.
• Refresh Green Light Tool Kit
• No short term care in the home.
• Crisis House – Crash Pads
• Lack of agreed definition.
• Pool budgets, Joint funding – Something needs sorting out.
• Horizontal and vertical care integrated.
Quick wins.
• Develop a pathway – OATS repatriation.
• Utilise Merseyside Partners and the Joint Training Partnership – To be invested in.
• Review of the past five admissions.
• Audit Green Light Tool Kit
• Test PBS
• Agree Service Specifications – CLT
• Repatriate OATS
• Revisit SAF
• HWB Report
• TC-The Local vision for CCG’s
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Report Title
Lead Officer
Recommendations

1

1. Note progress in report
2. Note the review of recent performance against constitutional
standards.

INTRODUCTION
•

1

Director of Commissioning Report
Nesta Hawker Director of Commissioning

This paper provides Governing Body with a report on the key strategic and operational issues and
developments related to the delegated duties of the Director of Commissioning.

STRATEGY DEVELOPMENT AND REFORM IMPLEMENTATION
•

•

•

•

•

Co-commissioning of primary care. An application was submitted end of January 2016 expressing
an interest as a CCG to apply for level 2 joint commissioning status. The local area team of NHS
England have recommended that the application is supported and currently awaiting formal decision
from the Senior Management Team at NHS England. The intention is to be at level 2 joint
commissioning operationally from 1st April 2016. Membership survey resulted in 72% support from
member practices for the CCG submission.
PMS GP practice premium. In line with the national direction of phasing out the PMS premium, a
proposal and an evidence template for the use of the retained premium has been submitted to NHS
England. Approval has been given for bowel/breast screening recall management, GPwSI (GPs
with Special Interest) who will offer mentorship on a range of health conditions, and up skilling of
primary care clinical staff. For the part of the PMS premium which is released for use by all primary
care practices, this is to be utilised to fund a revised intermediate Community Minor Surgery
service. A paper will be drafted to NHS England stating our proposal for measuring the outcome
from the schemes funded by the retained PMS premium and the investment of the released
premium.
Care Home GP service pilot. The CCG has been successful in a bid to NHS England for £54,000
non recurrent funding. This funding will enable comprehensive medical assessments of patients in
nursing homes to be undertaken, in order to identify early indications of potential illness, and which
intervention could avoid acute exacerbation.
Intermediate Minor Surgery Re-design. A revised service specification and supporting
documentation has been forwarded to all Wirral GP providers to express an interest in providing the
service. The new specification will standardise protocols and processes and strengthen clinical
governance and the audit process. This re-designed service is being funded by the released PMS
premium as described in 2.2 above. Expressions of interest with supporting information is due by
end of February 2016. A panel will convene in early March to review proposals received and a
decision made on selection of the successful GP providers. The CCG is keen to secure a
geographic spread to ensure equitable access for patients.
Estates Strategy/Primary Care Transformation Fund. In order to progress with development of a
Wirral strategy, funding has been secured from NHS England to undertake conditions surveys and
utilisation surveys. These will be undertaken during March 2016 on primary care premises to inform
the strategy. Alongside this member practices have been submitting their aspirations and intentions
for premises development which are currently being considered for inclusion in both the strategy
and Transformation Fund submission. The deadline for CCG submission to the Transformation
Fund has been rescheduled from end of February 2016 to end of April 2016 as final guidance is
awaited from NHS England.

•

•
•
•
•

•

•
•
•

•
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Recovery plan. Progress against achievement of the targets within the recovery plan have been
reviewed and additional plans identified to secure additional savings. Positive achievement has
been realised as a result of the review of the referral criteria in primary care in order to meet best
practice, together with the change in contract requirements in relation to the current physiotherapy
contracts. There has continued to be a focus on reviewing packages of care, with efficiencies being
released in a number of areas to support the CCG’s financial recovery plan. A number of schemes
within medicine management and pathway redesign are to be progressed during 2016/17.
Review of urgent care model. The initial focus groups have now been undertaken with members
from the public and the output is being used to develop draft outcomes which will undergo wider
consultation.
Single Front door. The scheme continues to deflect 15% of patients that walk in to A&E reception.
Development of phase 2 of the project is underway to develop the single front door into an urgent
care centre.
Community Diabetes Service. Roll out of the additional spokes continues as planned along with the
development of a central hub clinic at Clatterbridge.
Redesign of Musculoskeletal services. Stakeholders day undertaken in February with
representatives from members of the public, MSK providers (Physio/Occupational
Therapy/Podiatrists) and commissioners. MSK triage model now being developed using evidence
from established national best practice and input from stakeholders.
A new way of commissioning and contracting with Cheshire and Wirral Partnerships is being agreed
which will enable a pilot of a programme budgeting approach for mental health and learning
disability. Work will continue during 2016/17 in terms of agreement of outcomes expected as part of
the contract.
Together with the other Cheshire CCGs, Wirral CCG has submitted a Transforming Care Plan to
NHS England. This is our commitment and plan to reduce the number of inpatient beds for people
with a learning disability by 2020.
A review of community paediatric services has now been completed and the report shared with the
hospital Trust. The report includes a range of recommended actions in order to improve
compliance with NICE guidelines and quality standards for the service as a whole.
Emergency Care. A report is attached which outlines the performance of the emergency and urgent
care system in comparison to the winter of 2014/15. This report includes the report from the
Emergency Care Improvement Programme (ECIP) team following their visit to the Wirral emergency
and urgent care system during November and December. A formal concordat has also been signed
between ECIP and by the Wirral System Resilience Group (SRG) as a commitment to 7 priority
action areas identified by the ECIP team.
Alliance for Urgent Care. Agreement reached to develop a memorandum of understanding (MoU)
which will deliver a single clinical governance structure for the services within scope and facilitate
the parties of the MoU to work together to achieve agreed outcomes which are across the pathway.

OPERATIONAL DEVELOPMENTS
• The impact of ‘consultant connect’ pilot has been reviewed. Based on quarter 3 of 2015/16 the full
year impact of the scheme would be around 384 referrals to outpatients avoided. Haematology
service has recently been introduced to the scheme.
• Within primary care an elderly care network has been commenced. The network will meet on a
quarterly basis and a GP lead from each practice and local Consultants will be invited to join. The
aim of the network is to enable clinicians to share best practice and discuss topical elderly care
issues.
• Locally commissioned services with primary care are being re-designed to become outcome based
rather than being measured against activity alone. Work is underway on defining outcomes and
supporting measures which will be monitored during 2016/17 contract year. The proposal is to have
one locally commissioned service based on outcomes that will be funded per registered patients.

•

•

•

•
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Current schemes being reviewed in terms of outcomes include anticoagulation, dementia and
elderly and complex care.
A task and finish group has been established within primary care to review the discharge and
clinical information between primary and secondary care. Improvements have already been
achieved such as removal of routine request for urine samples in outpatient letters (this following
patients requests). There is also now a process for escalation for poor discharge information part of
which involves the issue of not meeting the minimum standards for discharge letters being raised as
part of the staff appraisals with hospital clinicians.
A Primary Care Academy is to be established with two aims – one to work in partnership with an
educational establishment in order to develop a curriculum based on the needs from Wirral and also
to work with Sixth Form Colleges and encouraging future interest in NHS careers. Initial scoping
meeting has taken place and terms of reference are being developed.
Procurement update
• Case Loading Maternity. The procurement went live on 12th October 2015 and is on going.
New contracts will commence on 1st June 2016
• Direct Access Diagnostics. The procurement process is progressing. The new contract due
to start 1st November 2016
Contract negotiation and reviews
•
The CCG is in discussion with its’ 3 main providers: Wirral University Teaching
Hospital NHS Foundation Trust, Wirral Community NHS Trust and Cheshire and
Wirral Partnerships NHS Foundation Trust to agree contractual financial envelopes
that reflect Wirral system priorities. Chief Executives from all provider organisations
and Wirral CCG Accountable Officer have agreed principles to ensure organisational
stability whilst focussing on patient outcomes. An open letter to providers has been
made outlining the indicative offer. All other contracts are currently in the process of
negotiation.

ENGAGEMENT
•

•

•
•

•

Wirral Patient Voice. The Chair and Vice Chair are now well established in their interim 6 month
period in post. The Voice meetings are attracting up to 31 practices PPG representatives. Recent
topics for the meetings have been Direct Access Diagnostics, GP Federations, diabetes on Wirral
and medicine waste management. The CCG are hosting an annual general meeting in May 2016
which will include the re-election of the chair and vice-chair from the group.
Practice Nurse Engagement. A member of the Direct Commissioning team has been attending the
practice nurses protected learning time events and has also been involved with organising the
revalidation support sessions for practice nurses. There are 8 such sessions planned for 2016.
There are daily communications forwarded to practice nurses to share education updates and to
advise for training sessions available.
Practice Managers. There are four practice manager network meetings which are facilitated by a
network lead. Each quarter there is a forum where all managers meet together, the agenda is
agreed between the network leads and the CCG. Along
Member engagement. There have been two formal meetings with members during January and
February. These meetings were well attended and covered topics such as primary care
federations, and an update from the Accountable Officer on the allocations to the CCG. To date
there has been 45 practice visits undertaken which enables representatives from the CCG to
engage directly with a GP practice. The weekly bulletin to primary care has continued to be
distributed to all GP practices which shares key information on any developments or changes to
local or national policy/guidance.
In conjunction with the Local Authority, the CCG has held a further public workshop to discuss
transition for children with complex needs and disability. It is envisaged that the pathways agreed
as a result of the feedback from the consultation will be agreed and will begin formally in April 2016.

•

The Partnerships Team has been working together with the Commissioning Support Unit to develop
a consultation and engagement plan around the commissioning of Homeopathy and Iscador. A
formal 12 week consultation process is now underway.

5. PERFORMANCE AGAINST THE NHS CONSTITUINAL STANDARDS (December 2015)
•

The following is a summary of the performance against the NHS constitutional standards by
exception only. A new performance framework is in development to enhance reporting and
governance and will be shared in the next formal Governing Body meeting.

•

The 4 hour A&E target continues to be a challenge and was not met for November 2015 as per the
graph below. Whilst the target of 95% was also not met during December 2015, the performance at
the Arrowepark Hospital Site was an improvement from 2014/15. Further detail regarding the
performance against the 4 hour A&E target can be found in the paper attached to this report.
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•

In terms of the ambulance standards the ambulance handover time within 15 minutes (target 100%)
was not achieved during December, the actual of 87.3% being an improvement from the previous
month achievement of 85.5%

•

The standard for referral to treatment 18 week wait for incomplete pathway was not met in
December - 91.1%. This was due to four main areas within Wirral University Hospitals Foundation
Trust – trauma and orthopaedics (action plan for additional out patient clinics), Community
Paediatrics (action plan developed), Upper GI and Colorectal surgery and urology (action plan for
additional theatre and outpatient clinics) and Pain Management (action plan agreed).
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•

There was one patient waiting over 52 weeks during December at Robert Jones and Agnes Hunt
Hospital. This was due to initial patient request delay in treatment in November. In January this
patient has now been removed from the waiting list at their request and therefore there are no
patients waiting over 52 weeks in January.

•

The standard for 6 week wait for diagnostic test being 99% was not met during December, with the
actual performance being 93.53%. This is principally due to a DEXA scanner which became
dysfunctional at the end of October. A new scanner has been installed in January and the existing
scanner repaired. The clinical risk to patients due to the delay has been assessed as negligible and
mitigation actions are being taken to achieve the standard before the end of March.

•

There are four standards attached to Improving Access to Psychological Therapies (IAPT). The
CCG did meet the two standards for treatment times (6 and 18 weeks) in December. Against the
access standard of 15%, the CCG will not meet this annual standard by end of March 2016.
Current projections are to achieve 11%. Additional funds have been secured from NHS England to
support an action plan and as a result we predict meeting the 15% target during 2016/17. In terms
of the standard for 50% to achieve recovery the CCG is currently reporting a performance of 43.65
as at December 2015. There agreed action plan will ensure the standard is achieved by October
2016. The CCG is working closely with the provider to ensure the delivery of the action plan.

6. CONCLUSION
•

Governing Body is asked to note progress made and the recent performance against the
constitutional standards and review of the accident and emergency performance.

Governing Body Report
Report Title
Lead Officer
Recommendations

Review of local performance against the 4 hour constitutional
standard for access to emergency care
Nesta Hawker – Director of Commissioning
1. For noting

1. INTRODUCTION
•
•

•
•

•
•
•

This paper shares a review of the performance of the urgent and emergency system in
Wirral in particular to the 4 hour waiting time standard.
It is accepted nationally, and supported by evidence, that the timeliness of receiving urgent
and emergency care has a direct impact on the outcomes for a patient. The urgent and
emergency care system within Wirral has been identified nationally as a system that is
under particular pressure to meet the four hour standard, and as a result the system is
receiving support from the Emergency Care Improvement Programme (ECIP).
The national view from NHS England is for systems to achieve a performance against the 4
hour standard that is an improvement on the performance during 2014/15, and to agree a
trajectory for when the 95% target of achievement of the 4 hour standard will be met.
As part of the support from the ECIP team a whole system diagnostic visit has been
undertaken, and a report has been shared which highlights the local issues and makes
recommendations for improving the performance against the four hour standard in the
Wirral.
A concordat, developed by the ECIP team, has been signed which outlines key priority
actions for the urgent and emergency care system in Wirral.
There are a number of schemes currently being commissioned which are impacting on
referral activity to the hospital and on supporting early discharge from hospital.
The performance of the urgent and emergency care system is reviewed by the System
Resilience Group (SRG) on a system wide basis.

2. KEY ISSUES / MESSAGES
•

During 2015/16, on a monthly basis, the urgent and emergency care system in Wirral has
achieved a performance which is an improvement from 2014/15 in June, July and
December 2015/16. This is shown in table 1 below.
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Table 1
APH Site (Combined)

Month/Year

Better or
Worse
than 201415

Apr-15

Attds
15/16

Against
95%
Validated
Breaches Standard
15/16
15/16

Attds
14/15

Against
95%
4 hour
breaches Standard
14/15
14/15

9781

1578

83.87

10328

708

93.48

10111

1481

85.35

10506

950

90.96

Jun-15

10309

688

93.33

10216

1074

89.49

Jul-15

10600

295

97.22

10555

879

91.67

Aug-15

10371

787

92.41

9676

427

95.59

Sep-15

10238

1010

90.13

9935

552

94.44

Oct-15

10741

1335

87.57

9726

393

95.96

Nov-15

10332

1238

88.02

9422

854

90.94

Dec-15

10225

1183

88.43

9784

1258

87.14

Jan-15

10615

1888

82.21

9128

1373

84.96

103323

11483

89.59

99276

8468

92.19

May-15

Yearly Total

From the above table it is evident that the attendance at the Arrowepark Hospital site has
increased during 2015/16 by 4,047 more attendances.
In terms of performance to date over the winter period in 2015/16, table 2 below highlights
weekly current performance against 2014/15. It can be seen that for four weeks from 20th
December to the 10th January 2016 the performance against the four hour standard was
improved in comparison to 2014/15.
,
Table 2
o

Week Ending
29/11/2015
06/12/2015
13/12/2015
20/12/2015
27/12/2015
03/01/2016
10/01/2016
17/01/2016
24/01/2016
31/01/2016
07/02/2016

Total

BBetter or
e Worse
tthan 2014t
15

APH Site (Combined)
Attds
15/16

Against
95%
Validated
Breaches Standard
15/16
15/16

Attds
14/15

Against
95%
4 hour
breaches Standard
14/15
14/15

2293
2449
2235
2419
2157
2506
2424
2193
2400
2437
2467

202
423
284
224
153
334
356
310
551
515
488

91.19
82.73
87.29
90.74
92.91
86.67
86.67
85.86
77.04
78.87
80.22

2266
2228
2243
2328
2114
2210
2026
1994
1951
2110
2175

128
212
264
312
304
352
373
225
310
311
149

94.35
90.48
88.23
86.60
85.62
84.07
81.59
88.72
84.11
85.26
93.15

25980

3840

85.47

23645

2940

85.77

During the 11 weeks shown in table 2 activity has increased by 2,335 attendances in 2015/16
in comparison to 2014/15 and further work will be undertaken to understand the reason for this
growth in activity. In particular there is to be a detailed piece of work to clarify if there has
been an increase in ambulance attendances as a result of the commencement of the 111
service at the beginning of October 2015. Table 3 below outlines the A&E attendances via
ambulances and indicates an increase in activity. However this will require to be reviewed and
validated over a longer time period.
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Wirral CCG Patients - A&E Attendances via Ambulance (All Providers)
111

Started

3000
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1500

A&E Ambulance

•

The report from ECIP is attached as Appendix 1. This report identifies that the
performance agains the four hour standard will improve when patient flow improves within
Wirral University Hospitals Foundation Trust. Issues were identified in the high level of bed
occupancy, a particularly high length of stay for patients over 75, and a higher percentage
of stranded patients (admission 7 days or more). The result of the long length of stay (LoS)
in the patient group aged over 75 is that simple discharges become complex due to the
subsequent deconditioning that takes place within this patient group. Graph 1 and 2 below
taken from ECIP report demonstrate the LoS in the whole patient group and then the LoS
in the over 75s.

Graph 1
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Graph 2 (over 75s)
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•

In terms of length of stay the current performance in comparison to 2014/15 within WUTH
is shown below in table 3. Whilst January shows a slight increase, there are improvements
in November and December.

Table 4
No of Non-Elective Inpatients
> 7 days
750
700
650
600
550

Nov

Dec

Jan

2014-15

653

716

736

2015-16

621

699

704

•

•

•
•
•

There are a number of schemes and initiatives across the urgent and emergency care
system which have been implemented to improve the patient flow and improve the
performance against the 4 hour standard. The agreement of the stakeholders to form
an MoU for urgent care will facilitate alignment of pathways across the different
providers. A number of the recent iniatives are as a result of the recommendations
from ECIP. These include:Implementation of SAFER Start the first week of January across all medical wards at
WUTH. SAFER is a national best practice bundle that implements five clear steps that
are proven to reduce blockages and reduce mortality. (SAFER stands for Senior
review, Assessment with targeted discharge date, Flow of patients to commence as
early as possible, Early discharge with aim of 33% to be discharged before midday,
Review of patients with extended length of stay.
SAFER rollout throughout hospital.
Frailty model roll out – to reduce time spent in hospital.
Investment in Emergency Department (Build and workforce) plus new models of
working e.g. SIFT (Senior Intervention at First Treatment).
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•
•
•
•

Increase consultant presence at ‘front door’ – numbers and duration
Integrated working – numerous schemes such as Single Front Door, Step down beds,
early supported discharge, street triage.
Review and update the escalation plan
Better Care Funded schemes such as the Single Front Door which has been shown to
deflect 17.16% of walk in attendances to the Emergency Department to the Walk in
Centre.

•

As a result of these schemes and initiatives within the Wirral system, currently in
2015/16, 1,743 admissions to WUTH have been avoided and 830 patients have been
supported to an early discharge. It is positive to note that as a result hospital admission
rate has decreased. However, this has not released bed capacity or financial resource
and as per 2.1 there have been more than 4,000 additional attendances to the Urgent
and Emergency Care system at WUTH.

•

On a system wide basis the recommendations from the ECIP report have been
reviewed and a formal concordat has been signed by leaders of the Wirral system and
ECIP. This includes the agreement of key areas for action which are outlined below:-

•

Chief Officer sign up to one shared Wirral vision for urgent care which includes an
improvement methodology. This then needs to be communicated to staff working within
the system. Development of a ‘single version of the truth’ performance report that the
SRG and organisations can sign up to.

•

The work streams within urgent care need to be coordinated if they are to deliver. The
system should develop a PMO function to support the delivery of plans.

•

The new ways of working will require some changes to and development of the
workforce. The workforce is already experiencing some recruitment and retention
challenges, notably in primary care and nursing. The system needs to develop a
workforce strategy to address these challenges.

•

To review the process for escalation status setting and develop the response from
organisations and teams. This involves the development of action cards, so that all
parts of the system are able to respond in an appropriate, timely way to periods of
escalation.

•

Align the system to the “home first” principle, with full implementation of SAFER across
all inpatient beds, both at WUTH and in community intermediate care, review Section 2
and Section 5 assessments and use of a discharge to assess model of care.

•

Therapy services and others who contribute to assessment of patients should be refocused to earlier in the patient journey, in order to support discharge planning, reducing
length of stay.

•

Ensure that Single Point of Access (SPA) supports clinical teams to navigate the
system, signposting to non-hospital based services when appropriate.
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These actions, and their progress towards completion, will be monitored by the SRG and
updates will be reported to the Governing Body.

3.

•

The support from the ECIP team includes a weekly update on the performance within
the urgent and emergency care system of Wirral and also compares our performance
against that of the other systems involved in the ECIP scheme. A recent example of
this report is attached as Appendix 2. It can be seen that in comparison to the other
urgent and emergency care systems, Wirral is within the middle of the field. This
demonstrates that the additional attendances have been contained within the Wirral
system.

•

There are a number of positive indicators of the performance of the urgent and
emergency care system despite the 4 hour standard has not been made. During the
Christmas period WUTH made no formal request for an ambulance diversion and this
again demonstrates that the system has contained its pressures. During the 2014/15
winter period an average of 70 additional beds had to be opened within the hospital to
meet the demand, whilst to date in 2015/16 only 10 additional beds have been required
within the hospital.

•

In respect of quality and safety the 4 hour standard is an indicator of the entire health
system and it is positive to note that there have been no serious incidents during
2015/16 whilst there were 2 such incidents during 2014/15.

CONCLUSION

•

Whilst not meeting the national target and the current position of not delivering a
performance which is an improvement in the position from 2014/15, the system has
contained the additional activity and there are a number of indicators that the system is
making positive improvements.

•

The performance of the urgent and emergency care system is reviewed by the System
Resilience Group (SRG), whose membership represents the whole system, and action
plans and progress are reviewed by the Group on a system wide basis. The trajectory plan
to meet the 4 hour standard is to be reviewed by the SRG membership and monthly and
quarterly targets agreed with supporting action plans which will incorporate the
recommendations from ECIP.

•

Further work is required to understand the increase in attendances at A&E, particularly the
ambulance attendances at the Emergency Department and what has caused this change in
activity. Local assumptions is that this is due to the commencement of the 111 service and
further work will be undertaken to verify this and to understand this underlying causes for
this additional activity.

•

As the 4 hour standard is a constitutional standard future performance will continue to be
reviewed by the CCG and the Governing Body of the CCG. This will include the progress
of achievement to the improvement trajectory plan.
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•

The support from ECIP will continue until the end of March and the actions agreed as
part of the concordat and progress towards completion will be reviewed by the SRG and
reported to the CCG Governing Body.

4. APPENDICES (Must be copied below or available on request – do not embed)
No.
1
2

Title of Appendix
ECIP report
ECIP weekly report

Appendix 1 (attached)
Appendix 2 (attached)
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Emergency Care Improvement Programme (ECIP)

28 January 2016
Management in Confidence
To: - Jon Develing
Chair, Wirral System Resilience Group
Chief Officer, Wirral CCG
David Allison, Chief Executive, Wirral University Teaching Hospital NHS Foundation Trust; Karen
Howell, Wirral Community NHS Trust; Bob Williams, North West Ambulance Service NHS Trust
By E-mail
Dear Jon,
Emergency Care Improvement programme (ECIP) – Whole System Diagnostic Report
Thank you for hosting the ECIP team to review the systems urgent and emergency care (UEC)
pathway and processes where we had the opportunity to meet with leaders, professionals, clinicians
and managers working across the system.
This report:
•
•
•

Builds on the recommendations of the acute walk through at WUTH (November 2015)
Provides more detail on the key issues raised during the whole system feedback session held
on 16 December
Offers some priorities for ECIP intensive support to the system during January to March 2016

We do hope the report can be of assistance for future development. We would welcome the
opportunity for ECIP to attend an SRG meeting in the near future to discuss with Chief Officers what
support is required to assist the system delivering against the high impact priority
recommendations, to improve performance across the urgent and emergency care pathway.
Yours sincerely,
Steve Christian
Head of Improvement
ECIP

Tim Gillatt
Intensive Support Manager
ECIP

ECIP – Whole System Diagnostic Visit – Wirral
Summary
Performance against the emergency care 4 hour standard fell steeply nationally last winter. This
winter, the national tripartite and the DH have committed to take action to support improvement in
performance against the 4 hour standard for the most pressurised urgent and emergency care (UEC)
systems. Twenty – seven acute Trusts (and their wider system) have been identified. Wirral
University Teaching Hospital NHS Foundation Trust (WUTH) is one of these Trusts.
The programme of support is called the Emergency Care Improvement Programme (ECIP). The
programme has completed the diagnostic stage (delivered by end of Dec 15) to determine what we
believe to be the ‘high impact’ priority recommendations to support improved performance across
each of the ECIP systems UEC pathway. From the beginning of January 2016 the programme moves
into phase 2, enhanced support to assist systems in the implementation of the ‘high impact’
priorities we have recommended. The recommendations are focused on rapid improvement
initiatives that we believe provide the greatest marginal gains for each system. ECIP is currently
commissioned up to 31 March 2016 and our focus will be on providing practical support to systems
across the remaining 3 months of the financial year to assist systems to deliver improved UEC to the
local population.
This programme builds on the Emergency Care Intensive Support Team (ECIST) model of support to
systems. The role of ECIST has grown and the team has now been enhanced with additional
intensive support managers, clinical and specialist support. The recommendations identified have
been delivered elsewhere in the NHS and in line with evidence based good practice. We can offer
practical and specialist support across each recommendation. Whilst we offer support and
constructive challenge the successful implementation and sustainability of the improvement
required will be reliant on the capability of the organisations and systems we are working with.
We committed to provide the acute Trust the internal report (with recommendations) in advance of
completing the whole system diagnostic report to assist immediate review and development. The
WUTH acute walkthrough report (provided to WUTH on 16 December) is a significant contributor in
determining the ‘high impact’ priority recommendations that we are prescribing within this report
for the system. However, to realise the full benefits of such interventions ALL partners must play a
pivotal role in supporting the acute Trust to deliver the areas highlighted.
The whole system diagnostic visit comprised of the following:
1. An Acute Walkthrough of the patient pathway across WUTH’s urgent and emergency care
system, the visiting team met with clinical and managerial staff involved in leading and
delivering services across the internal pathways.
2. A Clinical Challenge event (led by Dr Jack Hawkins and Stephen Duncan) which engaged
consultant and clinical staff, themed around the link between improved flow and better
outcomes for patients.
3. Structured interviews and visits with providers and commissioners outside the Acute Trust
including independent and voluntary sector partners.

4. A whole system event with Chief Officers and service leads to present findings and initiate
discussion to agree scope of ECIP support.
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Evidence Base – Case for Change
As a starting point, it is essential that everyone across the system understands that poor patient flow
leads to a reduction in high quality care at all points on the patients journey through the system.
There is therefore a need to make improvements at pace.
The main cause of lack of flow is a lack of decision making, rather than a lack of beds. Decision
making needs to be by people with the ability to make decisions about clinical plans, functional plans
and onward care, it must be timely. Everyday away from a persons’ home should be adding value for
them. There should be a focus on ensuring that no time is lost in the patient’s journey from the point
of admission or pre admission for elective patients.
Research into poor patient flow (resulting in crowded Emergency Departments and high bed
occupancy) has established links with a number of adverse patient outcomes and evidence suggests:
•
•
•
•
•

For patients who are seen and discharged from an A&E, the longer they have waited to be
seen, the higher the chance they will die during the following 7 days (Guttmann et al, 2013).
The longer a patient spends in the Emergency Department (ED), the longer they stay in the
hospital (Liew et al, 2003).
10 days in hospital leads to the equivalent of 10 years ageing in the muscles of people over
80 (Giles et al, 2004).
Delays in transfer from ED to higher dependency units increase mortality and length of stay
(Chalfin et al, 2007).
Once a hospital is over 90% bed occupancy it reaches a tipping point in its resilience (Forster
et al, 2003).

•

Lowering levels of bed occupancy is associated with decreased in hospital mortality and
improved performance on the 4-hour target (Bowden et al, (2015).

This is a system where the numbers of people appearing to need significant support on discharge
from hospital is a greater number than we would expect. This means that simple discharges are
becoming complex, during the period when they are still classed as medically unfit for discharge in
the hospital setting. The subsequent deconditioning and the bed based routes before people are
deemed able to return home are causing more people to go into long term care from a hospital
setting than would be expected. This will be impacting on the budget situation with
Northamptonshire County Council
The key national factors associated with deterioration in 4 hour standard performance – Winter
2014/15
The Economic Team at Monitor have completed analysis to determine the key factors at a national
level for the deterioration in performance (figure 1).

Figure 1 - Drivers of the A&E performance challenges in 2014/15
The findings show that the most important cause of the decline was a reduction in acute Trusts’
ability to absorb an increase in admissions from EDs. This, in turn, was a result of Trusts running at
very high occupancy rates of 90% or above. Data submitted by the Trust shows that WUTH often
runs at a bed occupancy of 99% or more. The data indicates that factors potentially contributing to
blockages at other stages in the patient pathway had either a minor or no impact on actual delays.
Therefore measures taken by acute Trusts to improve patient flow through hospital departments
other than ED are likely to be highly effective in avoiding another sharp decline in 4 hour standard
performance this winter.
Based on the findings from the analysis (national context) and our observations across the whole
system diagnostic visit, the report will detail priority areas that if delivered we believe will improve
the system’s resilience and ability to achieve the 4 hour standard. More importantly, they will
improve patient experience and mitigate any potential harm arising from the evidence based risk
factors associated with poor patient flow and ED crowding.

Key Information from ECIP Data Pack To Drive Rapid, Sustained Improvement
Percentile LOS:
The data suggests that the key focus point for the system will be to drive improvement in Length of
Stay (LoS) across the acute Trust for admitted patients. The system has a particularly high LoS for
patients over the age of 75. This can only be achieved through a whole system approach and
working together under a shared vision. For patients aged 75 and over, particularly those with

frailty, unnecessary internal waits must be managed in an assertive way using the evidence base that
supports an acute frailty model.
Internal waits generate harm through de-conditioning which translate what would have been a
relatively simple discharge into a complex one. This hospital based de-conditioning results in a
functional decline that is now dependent on external agencies to support the discharge. The best
performing trusts have 20 % or less of their patients requiring complex support on discharge. This
system has a considerably higher number of complex discharges than this based on the number of
PDNAs sent and the MFFD patients requiring care to return home or bed based care for ongoing
rehabilitation.
The aim is to eliminate these ‘internal’ waits to shorten hospital admissions and reduce the
consequences of prolonged admission. The Trust has joined the next cohort of the Acute Frailty
Network, which will support focussed work to improve performance against this metric.
Graph 1 – Percentile LoS
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Graph 2 – Percentile LoS (over 75)
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Stranded Patient:
The ‘stranded patient metric’ is defined as the number of beds occupied by patients who have been
in hospital 7 days or more. A proportion of these people will have a truly catastrophic illness and will
need to be in hospital that long. However, a significant proportion will have spent 7 or more days in
hospital because of unnecessary waits in the system.

Many of these waits as highlighted above are internal including waiting for a decision, a diagnostic
test, an intervention, a referral etc. It is also important to be certain that whatever the patient is
waiting for necessarily needs to be done as an inpatient.
Findings: For the period January to June 2015 the stranded patient metric at WUTH was 55%. While
this has decreased to 50% by December 2015, it is still higher than that in many of the systems who
are part of the ECIP programme.
The ‘high impact’ priority recommendations that ECIP is recommending following our diagnostic visit
are focused on improving Length of Stay and the Stranded patient metric at the acute hospital.
From our observations, we believe that driving the ‘basics’ should be the focus. We strongly believe
that there are opportunities for the system to ‘left shift’ percentile performance in LoS and reduce
the stranded patient metric. This will lead to a reduction in bed occupancy and deliver resilience
against the 4 hour standard. We have other acute trusts that have now achieved this with internal
changes and would be happy to share their experience.

‘High Impact’ Priority Recommendations
As a result of our diagnostic visit, ECIP has identified a number of ‘high impact’ priority
recommendations that we believe will provide the marginal gains for improvement across UEC and
as a result the 4 hour standard.

1. System Leadership and Governance
There was a widely held view that the SRG was functioning far better than it has done previously and
that relationships at this level had improved considerably. There was a consistent view that the SRG
was making real improvements.
We recognise that the urgent care strategy is currently being updated. As a consequence, those
interviewed were unable to articulate a vision for urgent care. We recommend that all partner
organisations sign up to the vision for urgent care and communicate this well to their teams.
The direction of travel for urgent care across Wirral is to move towards an accountable care
organisation model, using and alliance contract approach. The new plan requires the sign up and
commitment of all partner organisations and leaders, together with a plan for delivery and
accountability. This should be lead by the CCG, as commissioners, with accountability for delivery
through the SRG. The plans are ambitious and will require considerable leadership capacity and the
development of a PMO function.
The health and care community is facing real workforce challenges over the next five years, with
many GPs due to require and new nursing roles being developed. There is a further opportunity to
provide rotational roles across community and secondary care settings, notably for therapists. We
recommend that the system develops a workforce strategy to help to manage these challenges and
opportunities.
Recommendations:
•

Chief Officer sign up to the Wirral vision for urgent care, and communication of this to staff
working within the system.

•
•

Consideration of the development of a PMO function to support the delivery of plans.
Development of a workforce strategy.

2. Information To Support Improvement and Management of Escalation
There was also a theme around various aspects of information management. In common with many
systems, there is duplication in information gathering and assessment. While there is a degree of
inevitability to this with different clinical systems in use, we recommend that you explore
opportunities to share basic information and reduce this duplication. Some of these opportunities
are not reliant on IT systems. For example, there was enthusiasm for conversations between GPs
and secondary care clinicians on assessment. We recommend that you take this forward.
Some services still transmit information via fax. Not only is this outdated, but it also presents
significant information governance risks. We strongly advise that this is stopped immediately.
There was some disagreement on performance data and information. The system needs to have
one defined and agreed version of the truth that is owned and discussed by the SRG, to enable it to
focus on priority areas and evaluate performance, based on an agreed dashboard.
Furthermore, the use of agreed data and information will support the setting of a system wide
escalation status. This should then support the development of action cards for key services at each
escalation level, with an aim of safely managing the period of escalation, and de-escalating as soon
as possible. The system needs to ensure that it does not become normalised to heightened
escalation.
The leadership, accountability and roles need to be defined within the escalation plan. Training
needs to be provided to ensure leaders are competent to manage escalation either within the
organisation or at a system level. Along with this, clear lines of communication need to be agreed,
defined agendas for any calls established and defined information required to inform the calls.
Recommendations:
•
•
•
•

Explore the opportunities for further information sharing.
To no longer use fax to transmit information within the system.
Development of a single version of the truth performance report.
The current operational process in managing heightened levels of escalation across the
system needs to be reflected upon and reviewed in order to evaluate the effectiveness in
managing periods of pressure.

Consider:
•
•

Is the acute Trust site meeting action focused and does it deliver an outline operational
plan for the day?
Do the teleconferences / partner meetings reflect a tactical meeting that removes
barriers or blockages across the system?
o Do they add value?
o Do they problem solve?

•

Is there a system wide full capacity protocol that can be mobilised at pace and scale?
Does every stakeholder (be it service, team, individual) have an action card and how
they report back on completion of actions every day the system is in escalation?

3. WUTH Internal Processes
This is covered in more detail in the acute walkthrough report submitted to the Trust in December.
The Trust has made early progress in implementing the SAFER bundle and the safer start initiative.
Further work is to be undertaken to left shift the assessment process (described in more detail
below). We recommend that SAFER becomes the Wirral way of managing all inpatient services,
including intermediate care beds.
The Trust has also committed to being part of the next cohort of the Acute Frailty Network. Fully
embracing the opportunities that this presents will impact on LoS and the number of stranded
patients in hospital beds. This work will require the support of the whole system.
The Trust is also working to improve operational processes across ED and develop its acute medicine
model, with support from ECIP clinical experts.
There has to be consistency of the SAFER processes to support parallel discharge planning:
•

Initial senior decision making is a key element. Leading to:
o Clear written clinical plans set on admission with Expected Dates of Discharge (EDDs)
o Clear criteria for discharge, both clinical and functional
o Daily review of these plans

This consistent level of planning within the acute trust will enable partner organisations who are
involved in the discharge planning process to do this in parallel, rather that sequentially, thus
reducing length of stay.
Recommendations:
•
•

The full implementation of SAFER across all inpatient beds.
The implementation of all the recommendations in the acute walk through report, including
operational processes in ED, participation the Acute Frailty Network and the review of the
acute medicine model.

4. Discharge Management
The above actions will enable better planning of discharge from point of admission. We recommend
that there is a focus on introducing a single early functional information gathering and where
required fuller assessment undertaken by senior therapists or assistant practitioners with
experience, preferably at handover from the ambulance or arrival in ED. The best services have staff
who have been cross skilled using a competency framework to enable one person to undertake this
information gathering and assessment in the majority of cases. It is possible to train newly qualified
staff in this environment but our experience is this intervention requires people with experience

ideally both community and acute. We have seen some very good examples that bring teams
together from both sectors.
If this information gathering and assessment is undertaken at the front door it reduces the input
required by therapists on the ward, particularly occupational therapists and other sites have
increased the size and therefore days and hours of the week that can be covered by moving
resource from the wards to the front door. The team then develops an in reach model to the wards
by attending board rounds and the link to good implementation of the SAFER flow bundle is
essential.
This assessment should then follow the patient through their hospital journey unless there has been
significant change caused by incidents such as severe trauma or a stroke. Ideally this information
would also be collected for fractured neck of femur patients as well. This will impact on the way that
the ward therapists work, particularly the Occupational Therapists. There is evidence from
elsewhere that this approach reduces hand offs, reduces duplication and makes effective and
efficient use of time. Doing this ensures that plans for discharge set on admission allow discharge of
patients when a Consultant says the patient is ready to go from a medical perspective.
Working with the front door therapy team should be the acute frailty team who can provide
expertise available to introduce early, consistent Comprehensive Geriatric Assessment (CGA) for
patient’s attending the ED. CGA is a multidimensional inter-disciplinary diagnostic process to
determine the medical, psychological and functional capabilities of a frail older person in order to
develop a co-ordinated and integrated plan for treatment and long-term follow up. Effective
implementation has been shown to reduce admissions for the over 75s by 33% and for those who
are admitted, length of stay is reduced. The ‘front door’ therapy process is a key element of the
Acute Frailty process and must work in sync.
In line with this, assessment for any care requirements on discharge should be carried out
systematically in parallel, with the aim of all assessments being completed and services arranged so
that patients are able to go home on, or as close to as practical, their medically fit for discharge day.
There are several other issues that, if addressed, would improve the discharge process:
a. Full, systematic implementation of the Patient Choice Policy – a quick guide on this
will be published in February
b. The use of ticket home or welcome card, ensuring that patients and where
appropriate their families are communicated with and fully involved in their
discharge from the point of admission. Ideally, the person should be supported to
return to the place they were admitted from for ongoing assessment with additional
short term care and support while they recover if this is required.
c. Developing the MDT approach to ensure that all involved in the discharge process
are proactively working towards the same goal and are accountable for its
achievement. Trusted assessor models should be developed with teams working in
an interdisciplinary way. This is less confusing for the patient and makes effective
use of the workforce. It is worth considering looking at a competency based
framework to develop and maximise the use of your workforce. We can share
examples of this approach.
d. A single and simple point of access to services outside the hospital to support quick
discharge home to assess.
This process requires system wide commitment and should work to the principle that decisions
about long term care should not be made in a hospital setting.

Recommendations:
•
•

•

To review the services involved with functional assessments and left shift them to refocus on
assessment for short term needs as close to the point of entry as possible.
Assessment for longer term needs is timely, proportionate, has a little duplication as
possible and is done once the person is home or at home before admission wherever
possible. If not at home functional information should be gained at the point of ambulance
handover.
Aim to develop a workforce based on competencies rather than professions – initially by
using trusted assessor models.

5. Navigating The System
In recent times, the system has introduced several new services to address its urgent care
challenges. Many of these are very new and will need to be given time to embed before the true
benefits are realised.
Inevitably, our interviews highlighted that there was some difficulty in navigating the system, both
for people using the service and staff. The Single Point of Access will address some of these issues
for staff, but the breadth of services covered should be reviewed to ensure that it is truly a ‘single’
point of access. It should work from the principle of saying yes and then confirming the pathway the
patient should move on to. The ECIP team are keen to understand and support the development of
the evaluation of the SPA service.
Recommendations:
•
•
•
•

•

Ensure that the SPA service is able to access all alternatives to hospital admission and
support discharge.
Work to the principle that through a single point/call the answer is always ‘yes’ with the SPA
putting in place the relevant support from the range of services available.
The SPA service must be centred on the person in need of short term support rather than
many individual services driven by restrictive criteria.
Ensure all clinical teams are aware of the breadth of the functions of the SPA service and
how to access the service. It must be kept simple with a minimum of paperwork ideally
using and building on the paperwork developed to support the front door information
gathering.
Review the evaluation criteria for the service so that its impact on urgent care demand can
be fully evaluated.

Next Steps
We hope that this report has been useful. We welcome any feedback on the content/accuracy. We
would like to formally thank those involved in our visit for their time and constructive discussions.

Future Support
As you are aware, we have assigned Tim Gillatt, Intensive Support Manager, to be your ECIP support
going forward and Tim will start working with you in January 2016. It is essential we agree what
support you would like from our enhanced team function to enable you to make the improvement
against the ‘high impact’ priority recommendations at pace but in a sustained manner.
In summary , ECIP has identified a number of ‘high impact’ priority recommendations following our
diagnostic visit that we believe provide the greatest marginal gains for improvement across UEC and
as a result the 4 hour standard. We have purposively focused our attention on specific priorities
(rather than a wide range of initiatives) to ensure the improvement remains focused and realistic in
terms of delivery.
The recommendations identified have been delivered elsewhere in the NHS and in line with
evidence based good practice. We can offer practical and specialist support across each
recommendation across the next 3 months. Whilst we offer support and constructive challenge the
successful implementation and sustainability of the improvement required will be reliant on the
capability of the organisations and system.

•
•
•

•
•
•
•

Chief Officer sign up to one shared Wirral vision for urgent care. This then needs to be
communicated to staff working within the system. Development of a ‘single version of the
truth’ performance report that the SRG and organisations can sign up to.
The work streams within urgent care need to be coordinated if they are to deliver. The
system should develop a PMO function to support the delivery of plans.
The new ways of working will require some changes to and development of the workforce.
The workforce is already experiencing some recruitment and retention challenges, notably
in primary care and nursing. The system needs to develop a workforce strategy to address
these challenges.
To review the process for escalation status setting and develop the response from
organisations and teams. This involves the development of action cards, so that all parts of
the system are able to respond in an appropriate, timely way to periods of escalation.
Full implementation of SAFER across all inpatient beds, both at WUTH and in community
intermediate care beds.
Therapy services and others who contribute to assessment of patients should be re-focussed
to earlier in the patient journey, in order to support discharge planning, reducing length of
stay.
Ensure that Single Point of Access (SPA) supports clinical teams to navigate the system,
signposting to non-hospital based services when appropriate.

Yours Sincerely,
Steve

Tim

Steve Christian
Head of Improvement
ECIP

Tim Gillatt
Intensive Support Manager
ECIP
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Heart Of England Nhs Foundation Trust

Mid Essex Hospital Services Nhs Trust

Kingston Hospital Nhs Foundation Trust

Portsmouth Hospitals Nhs Trust

West Hertfordshire Hospitals Nhs Trust

Barts Health Nhs Trust

King'S College Hospital Nhs Foundation
Trust

London North West Healthcare Nhs Trust

Plymouth Hospitals Nhs Trust

Colchester Hospital University Nhs
Foundation Trust

United Lincolnshire Hospitals Nhs Trust

Kettering General Hospital Nhs
Foundation Trust

East Kent Hospitals University Nhs
Foundation Trust

MEDWAY MARITIME HOSPITAL

North Cumbria University Hospitals Nhs
Trust

Brighton And Sussex University Hospitals
Nhs Trust

Worcestershire Acute Hospitals Nhs Trust

Weston Area Health Nhs Trust

Portsmouth Hospitals Nhs Trust

Mid Essex Hospital Services Nhs Trust

University Hospitals Of North Midlands
Nhs Trust

Wirral University Teaching Hospital Nhs
Foundation Trust

Hull And East Yorkshire Hospitals Nhs
Trust

University Hospitals Coventry And
Warwickshire Nhs Trust

Heart Of England Nhs Foundation Trust

Shrewsbury And Telford Hospital Nhs
Trust

York Teaching Hospital Nhs Foundation
Trust

Cambridge University Hospitals Nhs
Foundation Trust

West Hertfordshire Hospitals Nhs Trust

Mid Yorkshire Hospitals Nhs Trust

St George'S University Hospitals Nhs
Foundation Trust

Kingston Hospital Nhs Foundation Trust

17.7%
20%

19.0%

Royal Cornwall Hospitals Nhs Trust

85%

80%

75%

4 Hr Standard %
1

% of beds closed due to Norovirus

NEL Operations cancelled

Barts Health Nhs Trust

North Cumbria University Hospitals Nhs
Trust
Cambridge University Hospitals Nhs
Foundation Trust
Barts Health Nhs Trust
York Teaching Hospital Nhs Foundation
Trust
Worcestershire Acute Hospitals Nhs Trust
St George'S University Hospitals Nhs
Foundation Trust

Last Year

This Year

Weekly 4 Hr Standard against last year

York Teaching Hospital Nhs Foundation
Trust
St George'S University Hospitals Nhs
Foundation Trust

Kettering General Hospital Nhs
Foundation Trust

Worcestershire Acute Hospitals Nhs Trust

Kingston Hospital Nhs Foundation Trust

Plymouth Hospitals Nhs Trust

30%

1
1
1
2

19.0%
21.4%
22.2%
23.0%
23.3%

38.5%
38.8%

EL Operations cancelled

Hull And East Yorkshire Hospitals Nhs
Trust

0

% of beds used by DToC (LA)

Portsmouth Hospitals Nhs Trust

0

Royal Cornwall Hospitals Nhs Trust

0

% of beds used by DToC (NHS)

% of beds used by DToC (All)

Stranded Patients % (EL)

0

West Hertfordshire Hospitals Nhs Trust

0

East Kent Hospitals University Nhs
Foundation Trust

MEDWAY MARITIME HOSPITAL

27/03/2016

20/03/2016

13/03/2016

06/03/2016

28/02/2016

21/02/2016

14/02/2016

07/02/2016

31/01/2016

24/01/2016

17/01/2016

10/01/2016

03/01/2016

27/12/2015

20/12/2015

13/12/2015

06/12/2015

29/11/2015

22/11/2015

15/11/2015

08/11/2015

01/11/2015

25/10/2015

18/10/2015

11/10/2015

Week Ending

Stranded Patients % (NEL)

Bed Occupancy %

Admissions - All

Conversion Rate %

Admissions - ED

Time to initial assessment %

Time to treatment %

Ambulance Delays

0

23.9%
23.9%
25.2%
25%

25.4%
27.4%
27.5%
27.7%
28.0%
29.4%
29.5%
29.5%
29.5%
30%

30.4%
31.4%
31.7%
32.0%
32.9%
35%

34.3%
35.7%
36.6%
40%

% of Ambulance patients

4

28.8%
33.6%

0

36.1%

34.4%

0

North Cumbria University Hospitals Nhs
Trust

0.0%

Attendances (Walk In)

Weekly proportion of beds occupied by Emergency Stranded patients (Not available at Site level)

35.2%

0

38.9%
40%

39.2%
42.2%
43.1%
47.3%
47.6%
48.3%
49.5%
50.1%
50%

50.4%
51.7%
51.9%
52.3%
52.7%
53.4%
53.8%
54.0%
60%

0
0

King'S College Hospital Nhs Foundation
Trust

40.7%
45%

0.0%
0%

61.6%
66.0%
70%

0
0
0

1.5

2

0.5

1

-0.5

-1
0

-1.5

-2
Variation from mean (StDev)

80.22%

0
0
0
0

4Hr %

0
0
0
0
0
0
0
1

Attendances (Ambulance)

Attendances (All)

4
5

6
No inmediate action needed, potential to have a negative impact soon
No action needed, systems should look for it in the near future
No action needed
AMBER RED
AMBER GREEN
GREEN
07/02/2016

Assessment
rating

Inmediate action is needed, key driver of A&E performance in the system
RED
Weekly
Time period
Analysis Date
#

Standardised Metrics
2.5

-2.5

Weekly Number of 12 hour breaches (Not available at Site level)
4

3

3

2

20%

10%

Weekly proportion Ambulance against overall attendances(Not available at Site level)

15%

10%

5%

0%

100%

95%

90%

70%

65%

60%

Report Title
Lead Officer
Recommendations

Finance Report for the period - 1st April to 31st January 2016
M10 – 2015/16 Financial Year
Mike Treharne
1. To note contents of M10 report and associated risks /
mitigations to delivery of NHS England business planning
rules

1. INTRODUCTION
•

This report sets out the headline financial position for NHS Wirral Clinical
Commissioning Group (Wirral CCG) as at the end of January (Month 10) within the
2015/16 financial year.

•

There is an intention to review financial reporting arrangements, and proactive
input from colleagues will be anticipated and welcomed as to how information and
relevant messages are received.

•

For this month the detailed financial report that everyone is accustomed to seeing
is attached behind this summary report.
2. FINANCIAL POSITION

•

As at the end of January, NHS Wirral CCG financial position has a reported
underspend of £0.31m. This is consistent with the revised forecast outturn of
£0.37m for the end of the financial year, revised at month 5 downwards from a
planned 1% surplus of £4.8m.

•

The January (Month 10) position was a small favourable movement from
December reporting period of £0.05m

•

There are a number of associated risks that continue with the reported forecast
position:
•
•
•
•
•

•

BCF ( see section 3 )
NHS Contract positions- PBR positions
Ambulance penalties etc.
Prescribing
CEOV allocation adjustment

Attached at appendix 1 is a summary of the month 10 year to date variance,
together with movement from month 9 and estimated forecast.
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3. BETTER CARE FUND POSITION
•

There are financial challenges within the CCG that manifested themselves via the
required contribution to the Better Care Fund.

•

The “planning gap” appears to be around £3.8 million- £3.4 million, and it has
always been assumed that this gap would be closed by further additional slippage,
or avoidance of expenditure, from the Better Care Fund. This assumption appeared
to be reasonable and deliverable when one compared actual spend to date against
potential forecast (ie pro-rata, year to date spend to year end would have implied
significant further slippage).

•

In very recent discussions with the Director of Adult Social Services (pool fund
manager) and Social Services Finance Manager, it has become apparent that no
further slippage will be delivered, and a £3.4 million problem is likely to hit the CCG
bottom line financial position. Assuming that other risks are managed or do not
materialise, this would result in a £3 million deficit at year end.

•

A meeting has taken place with the section 151 Officer of the Wirral MBC on Friday
19th February, and potential solutions to this problem are being examined. A verbal
update will be provided at the QPF meeting.

•

A complete review of the BCF governance and reporting arrangements will need to
be carried out in the very near future, together with a complete review of BCF and
CCG expenditure schemes.
4. FORECAST OUTTURN POSITION

•

Attached at appendix 2 is a summary forecast position based on best and worst
case positions. Below those figures are the assumptions behind the figures so that
members can gain assurance from the forecasting process, but also be fully
informed of the risks pertaining to the CCG’s end of year financial position.

•

It can be seen that the worst case forecast assumes very adverse eventualities,
resulting in a deficit position of £6.487 million.

•

The best case forecast assumes very positive eventualities, resulting in a surplus
of £2.340 million.

•

The month 10 forecast at this stage results in the CCG delivering its revised target
surplus of £0.370 million, but is dependent on a solution being found to the £3.4
million CCG/BCF “planning gap” problem.
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•

Since M10 reporting, the latest prescribing data has been made available.
Unfortunately this potentially has an adverse impact on our position and increases
the worst case position further away by £0.83 million. Traditionally December is a
high prescribing month, and it remains to be seen whether the forecast comes back
in line through January figures.
5. CONCLUSION

•

NHS Wirral CCG’s Governing Body is asked to note:
•
•
•

The CCG financial position as at the end of January 2016
The month 10, worst, and best case forecast outturn position
The associated financial risks within the declared position including
the impact of potential resource allocation issues.

6. APPENDICES
No.
1
2

Title of Appendix
Wirral CCG Financial Position as at 31st January 2016 (Month 10)
Forecast Outturn Position – best/ worst

Mike Treharne

Chief Financial Officer
NHS Wirral Clinical Commissioning Group
1st March 2016
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Appendix 1 - Wirral CCG Financial Position as at 31st January 2016 (Month 10)

NHS
Non NHS
Prescribing
Commissioned out of
Hospital
3rd Sector
Better Care Fund
Other (incl reserves)
Running costs
Operational performance
Surplus
CCG YTD overall
performance

M10

M9

YTD
variance
£'000
1,116
1,932
629

YTD
variance
£'000
714
1,885
652

Movement
£'000s

Forecast
£'000s

402
47
(22)

2,195
2,343
626

78
(2)
0
367
(415)
3,706
(4,019)

60
(3)
0
118
(73)
3,354
(3,617)

18
1
0
249
(342)
352
(402)

(245)
(3)
0
(58)
(406)
4,453
(4,823)

(313)

(263)

(50)

(370)

Appendix 2 - Wirral CCG Best/ Worst Case Forecast Position as at 19th February 2016

NHS
Non NHS
Prescribing
Commissioned out of
Hospital
3rd Sector
Better Care Fund
Other (incl reserves)
Running costs
Operational performance
Surplus
CCG YTD overall
performance

M10
Forecast
£'000s

Best Case
Forecast
£'000s

2,195
2,343
626

1,895
2,343
626

Worst
Case
Forecast
£'000s
3,668
2,343
1,464

(245)
(3)
0
(58)
(406)
4,453
(4,823)

(905)
(3)
0
(706)
(767)
2,483
(4,823)

444
(3)
3,355
446
(406)
11,310
(4,823)

(370)

(2,340)

6,487
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M10 Reported Assumptions:
CEOV allocation adjustment
Ambulance penalities appplied to WUTH contract
Assumed physio tarfiff reduction
Contingency built in
QIPP gap
Headroom spare resource
Ambulance reinvest included in forecast
Wirral CT contractual differences
WUTH contract resolution
CHC packages adjustment
NWAS Utilisation
Appliances new contract
Bottom Line adjustment - Recovery Plan

(426,000)
(600,000)
(478,000)
(2,405,000)
4,247,264
(1,714,580)
150,000
146,000
245,200
(391,483)
18,000
67,800
(455,509)

M10 Reported Forecast Outturn

(370,000)

Prescribing December Actual pro rata
BCF Gap
Ambulance penalities not applied
FNC pressure
Walton Spec Comm Pressure
CEOV
Readmissions not applied for Q4
PbR WUTH increase
SSSFT - Set up Costs
Recovery Plan Shortfall
Worst Forecast Position

838,000
3,355,000
600,000
688,343
93,000
426,000
350,000
350,000
80,000
76,815
6,487,158

M10 Reported Forecast Outturn

(370,000)

Prescribing Recovery in January
Quality Premium 15/16
Uncommitted investments
CWP CQUIN non delivery
Further Savings
WUTH CQUIN non delivery
Best Forecast Position

0
(361,000)
(649,000)
(100,000)
(660,000)
(200,000)
(2,340,000)
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Finance Report for the period - 1st April to 31st January 2016
M10 – 2015/16 Financial Year
Mike Treharne
1. To note contents of M10 report and associated risks /
mitigations to delivery of NHS England business planning
rules

Report Title
Lead Officer
Recommendations

1. INTRODUCTION
1.1

This report sets out the financial position for NHS Wirral Clinical Commissioning
Group (Wirral CCG) as at the end of January (Month 10) within the 2015/16
financial year and the performance against the measures outlined in the CCG
Assurance Framework 2015/16.
2. PERFORMANCE INDICATORS

2.1

NHS England has developed a proposed set of financial performance indicators as
part of its CCG Assurance Framework which is outlined in Appendix 1.

2.2

Wirral CCG’s assessment of its performance against these indicators is set out in
the table below with commentary:

2.3

`Note that the underlying recurrent surplus indicator has changed this month to
Amber/red following financial planning submissions. Given the financial pressures
of the CCG, the indicative planned surplus for 16/17 is therefore set at 0.5%.

st
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Financial performance
Indicator

No.

Primary /
Supporting
Indicator

Supporting

Green
Red
Red
Green
Amber / Red
Amber / Red
No Formal
Indicator
Available
No Formal
Indicator
Available

Green
Red
Red
Green
Amber / Red
Amber / Red
No Formal
Indicator
Available
No Formal
Indicator
Available

Amber/Red
Red
Red
Green
Amber / Red
Amber / Red
No Formal
Indicator
Available
No Formal
Indicator
Available

Primary

Green

Green

Green

Primary

Amber / Red

Amber / Red

Amber / Red

Supporting

Green

Green

Green

Supporting

Green

Green

Green

Supporting

Amber / Red

Amber / Red

Amber / Red

1
2
3
4
5
6

Underlying recurrent surplus
Surplus - year to date performance
Surplus - full year forecast
Management of 1% NR funds within agreed processes
QIPP ** - year to date delivery
QIPP ** - full year forecast

Primary
Primary
Primary
Supporting
Primary
Primary

7

Activity trends - year to date

Supporting

8

Activity trends - full year forecast

9

Running costs
Clear identification of risks against financial delivery and
mitigations
This covers internal and external audit opinions, and an
assessment of the timeliness and quality of returns
Balance sheet indicators including cash management and
BPCC
Financial plan meets the 2015 surplus planning
requirement

10
11
12
13

Self Assessment Self Assessment Self Assessment
Month 10 (Jan
Month 8
Month 9
2016)
(Nov 2015)
(Dec 2015)

*Note under indicator 3 and 13 – the risk adjusted outturn position and impact upon assessment ratings

Resources (Indicator no.1)
2.4

Wirral CCG’s current resource allocation for this financial year is £488.78 million
split between recurrent and non-recurrent as shown below:

Resource

Recurrent
£m

Non-Recurrent
£m

Total
£m

479.36

9.42

488.78

2.5

The following allocation adjustments took place in month 10 resulting in a net
reduction adjustment of £256k:
• £13,000 Mental Health CAMHs transformation
• (£426,000) CEOV adjustment (Charge exemption for overseas patients)
It is anticipated support is available from NHSE to cover for unexpected
allocation adjustment
• £142,000 T3 specialised commissioning
• £15,000 Collaborative Fees

2.6

In line with guidance received, a non-recurrent adjustment has been actioned for
“programme” administration costs that the CCG funds from within its admin
st
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expenditure (running cost allowances) of £21 per head. Budget has been vired
accordingly on the basis of £1.3m to cover programme costs.
2.7

At month 10 the revised expenditure plan of £488.42 million against the allocation
is illustrated in the table below:
Recurrent Non-Recurrent
£m
£m

Total
£m

Resource

479.36

9.42

488.78

Expenditure

476.27

12.14

488.42

(3.09)

2.72

(0.37)

Revised (Surplus) / Deficit

Year to date and Forecast Financial Performance (Indicator no 2 & 3)
2.8

As at the end of January (Month 10) the year to date operational performance
position for Wirral CCG is an over spend of £3.7m before surplus, as shown in the
variance table below.

NHS
Non NHS
Prescribing
Commissioned out of Hospital
3rd Sector
Better Care Fund
Other (incl reserves)
Running costs
Operational performance

M10

M9

YTD variance
£'000

YTD variance
£'000

Movement
£'000s

1,116

714

402

1,932

1,885

47

629

652

(22)

78

60

18

(2)

(3)

1

0

0

0

367

118

249

(415)

(73)

(342)

3,706

3,354

352

2.9

There has been a further deterioration in the year to date position; this is a
continuation of previous month trends over performance against planned levels of
activity mainly with Non-NHS provider contracts. It is expected that the expenditure
run rate for the remainder of the financial year will hold.

2.10

The forecast outturn surplus position remains at £0.37 million (which was revised
from planned levels in August (Month 5).

2.11

The revised surplus is a deviation away from the CCG’s ability to deliver the
planned surplus level (1% - £4.8 million) as per NHS England Business Rules and
st
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is subject to the delivery of the in-year impact of its recovery plan as agreed by the
Governing Body with associated risks and mitigations identified appropriately.
Non-recurrent Investment / 1% Headroom (Indicator no.4)
2.12

Monitoring of 1% headroom / non-recurrent investment funds is continuing in line
with planned developments. A breakdown of the CCGs 1% non-recurrent
investment for 2015/16 is illustrated in the table below:
Non-Recurrent
£000
Contractual
CHC Risk pool

887

CHC Restitution costs

716

Peninsula

384

Prescribing

348

CSU Stranded Costs

355

other NR items

896

Total NR expenditure

2.13

1,053

4,640

In addition to the non-recurrent headroom is the additional ‘Healthy Wirral’ resource
of circa £3.6m.
QIPP (Indicator no. 5 & 6)

2.14

The CCG had established a ‘QIPP’ Gap of circa £6.53m QIPP following an update
to the 2015/16 financial plan. This is made up of £2.285m in identified schemes
and £4.24m in unidentified for which further mitigations are currently being
identified through the financial recovery plan.

2.15

Details of the original QIPP schemes identified have been reported previously, and
are reflected in the requirements in the Financial Recovery Plan. This plan has
superseded these original schemes with an impact assessment based on year to
date performance

2.16

Due to the value of the unidentified / maturity of QIPP schemes this has previously
resulted in an Amber RAG rating for the appropriate indicators and based on
current indicative performance would provide a similar assessment of relative
scheme performance.
Recovery Plan

2.17

The CCGs financial recovery plan the CCG has identified 8 high impact areas as
stated below:
st
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1.
2.
3.
4.
5.
6.
7.
8.

Urgent Care Recovery including Single Front Door
Statutory Duties / Packages of Care
New Models of Care - Respiratory
New Models of Care - Diabetes
Primary Care Quality
Contract Conditions
Risk Strat / ICCH
Prescribing

2.18

The headline reporting position is that the schemes are showing a mixture of
performance positions to date and this reflects the different starting points for the
recovery plan initiatives. As activity data is based on month 8 then further month’s
information is required in order to monitor delivery more effectively.

2.19

The assumptions are reviewed as part of the “Confirm and Challenge” process.
The current summary reflects 33% confidence levels (previous month 44%).

2.20

Further detailed on monitoring and impact of the recovery plan is included within
section 4 of this report.
Activity Trends (Indicator no. 7 & 8)

2.21

The CCG continues to develop a robust activity monitoring system via its Business
Intelligence team and delivery through its web portal.

2.22

The below tables are extracts from the portal of performance information and
sources of appropriate data providing a snapshot of activity performance against all
provider contracts:

st
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CCG Activity Dashboard – Comparison against NHS England Plans (All Providers)

CCG Activity Dashboard – Comparison against Last Year (All Providers)

st
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GP Referrals All Providers (General & Acute Specialties)

Other Referrals (General & Acute Specialties)

st
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All Elective Admissions (General & Acute Specialties)
NHS England plans are not available to provider level, year on year comparisons
are provided below:

Non-Elective Admissions (General & Acute Specialties)
NHS England plans are not available to provider level, year on year comparisons
are provided below:

For further detail by practice please refer to the web portal.
Admin Expenditure (Running Costs) (Indicator no. 9)
2.23

Year to date running cost expenditure is under plan at month 10 (£415k) due to
quality premium received (£361k), contributing to helping the CCG achieve the
forecast surplus position. The forecast plan remains within the running cost
allocation.
Financial Risks (Indicator no. 10)

2.24

A number of risks are still being highlighted by the CCG in the month 10 reporting
to NHS England, as outlined below in section 4 but are summarised by:
st
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•
•

Financial Recovery Plan delivery
Better Care Fund

Financial Quality (Indicator no. 11)
2.25

This indicator relates to Financial Quality (predominantly concerned with internal /
external audit opinions, timeliness and quality of returns).

2.26

The CCG has met all planning / reporting deadlines in respect of NHS England
Planning requirements and uploads to the Integrated Single Financial Environment
(ISFE) ledger on a monthly, quarterly and ad-hoc basis. Regular contact is made
with both internal / external audit terms regarding plans and audit progress where
necessary. No items to report at this stage.

Balance Sheet and Cash Management (Indicator no. 12)
2.27

Balance sheet indicators and other performance metrics regarding cash
management and Better Payments Practice Code (BPPC) is reported below.

2.28

The BPPC monitors public sector organisations on the timeliness of its financial
payments in terms of both volume and value. Guidance recommends 95% of
payments within 30 days.

2.29

The table below shows performance for all invoices (NHS and non NHS) within the
system as at month 10:

Performance Against Better Payment Practice Code (BPPC) ALL
Month

Period
Total Num ber of Total Paid Within
Num ber
Invoices Paid
Target No.
APRIL
01
921
902
02
874
850
MAY
949
JUNE
03
991
JULY
04
1,153
1141
AUGUST
05
927
915
855
SEPTEMBER
06
871
OCTOBER
07
1,247
1240
NOVEMBER
08
1,280
1273
988
DECEMBER
09
1,080
JANUARY
10
1,292
1282
10,636
10395

2.30

%age
97.94%
97.25%
95.76%
98.96%
98.71%
98.16%
99.44%
99.45%
91.48%
99.23%
97.73%

Total Value of
Value paid w ithin
Invoices Paid £
Target £
32,778,907.90
32,720,890.84
38,055,968.14
37,972,865.93
33,506,484.35
33,600,636.05
34,667,331.37
34,683,462.58
42,363,408.68
42,353,025.51
34,182,383.02
34,156,833.61
32,436,585.23
32,374,641.60
32,816,805.46
32,458,417.95
32,273,583.95
31,957,963.33
35,357,883.13
34,897,374.06
348,549,624.14
347,065,828.55

%age
99.82%
99.78%
99.72%
99.95%
99.98%
99.93%
99.81%
98.91%
99.02%
98.70%
99.57%

The CCG cash balance at the end of January was £12k. This is in line with current
NHSE guidance that CCGs aim towards 1.25% month end cash balance of the
drawdown.
st

Finance Report M10 – GB 1 March 2016

Page 9 of 32

GB FINANCE REPORT
2.31

Expenditure incurred above £25k is collected monthly and published on the CCG
website.

2.32

There are no significant aged debtors or creditors to highlight as at January,
although there are a range of on-going queries with regards to expenditure in
relation to packages of care with Wirral DASS. These queries are being
investigated and challenged by the CCG for an effective resolution between both
parties.
3. DETAILED PERFORMANCE ANALYSIS

3.1

The month 10 year to date operational performance detail breakdown is shown in
the variance table below:

NHS
Non NHS
Prescribing
Commissioned out of Hospital
3rd Sector
Better Care Fund
Other (incl reserves)
Running costs
Operational performance

3.2

M10

M9

YTD variance
£'000

YTD variance
£'000

Movement
£'000s

1,116

714

402

1,932

1,885

47

629

652

(22)

78

60

18

(2)

(3)

1

0

0

0

367

118

249

(415)

(73)

(342)

3,706

3,354

352

The year to date position worsened mainly due to WUTH contract over
performance.
NHS Contracts

3.3

Monthly information relating to contract performance is regularly being received by
all providers. The reporting position reflects December data (M9) where received
and has been used to inform the month 10 financial reporting position.

3.4

NHS contracts report an over spend against plan of £1.1m as at month 10 this is
an adverse in month movement of £402k mainly due to the over performance at
WUTH. Over performance on the Royal Liverpool and Broadgreen Hospital Trust,
Aintree and Alder Hey contracts all remain.

st
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Wirral University Teaching Hospital Foundation Trust (WUTH)
3.5

The table below show the actual year to date performance at WUTH against plan
as at month 9:
Summary
DC and Elective (including XBDs)
A&E
Non Elective (including XBDs)
Non Elective Non Emergency (including XBDs)
Outpatients
Unbundled Diagnostic Imaging
Maternity
Non-PbR
CCC Diagnostics
Bilateral Patient Charges

Total Contract

Full Year
Plan
£000s

Plan YTD
(M9)
£000s

Actual YTD
(M9)
£000s

Var YTD
(M9)
£000s

movement
from M8
£000s

42,008
9,695
64,849
7,973
31,180
2,143
4,848
55,233
219
59
218,207

31,628
7,350
48,590
5,970
23,379
1,605
3,655
41,391
164
45
163,778

31,087
6,824
48,976
5,743
23,874
1,568
3,918
42,021
152
27
164,190

(541)
(526)
386
(227)
494
(37)
263
629
(12)
(18)
413

71
(151)
125
(81)
209
3
48
253
(7)
(2)
470

3.6

The month 10 (pro-rata’d) reported performance position worsened in month by
£477k (YTD now £339k) mainly due to non-elective activity performance,
outpatients and by Non PbR in relation to critical care and rehab.

3.7

Under performance reported year to date in both day case and elective points of
delivery:
• Notable over performance in specialties Anaesthetics, Respiratory
Medicine & Urology – these are however being offset by
• Notable under performance in specialties Trauma & Orthopaedics, Breast
Surgery, Clinical Haematology & ENT.
• A reduction in contract consequences (sanctions)

3.8

The main driver to the underperformance in Non-Elective Non-Emergency is
Obstetrics.

3.9

It is also important to note the issue of potential increases in elective activity given
the increase in GP referral numbers as per the activity section of this report and the
potential impact of this upon the current position with regards to future month’s
activity.
Other NHS Contracts

3.10

The main areas of other NHS contract over performance to note at month 10 are:
•

Royal Liverpool & Broadgreen Hospital £466k – mainly due to,
elective activity across all points of delivery and non elective activity
in T&O, general surgery and general medicine.
st
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•
•
•

•

•

3.11

Alder Hey Children’s Hospital £180k – mainly due to daycase
pressures in oncology and rheumatology and non elective activity.
Aintree Hospital £235k - in relation to elective activity and excluded
drugs as in previous months.
St Helens & Knowsley Hospital £134k – day case, elective activity
and non-elective excess bed days (areas include breast
reconstruction and burns)
Mental Health NCA £17.7k – underspend due to the resolution of
Criminal Justice Liaison Service, credit notes received for incorrect
activity invoiced.
There are some under performances against some contracts helping
to offset these pressures.

More detailed information on NHS contract positions can be found in Appendix 2.

Non NHS Contracts
3.12

Month 9 activity has been received for the majority of non NHS contracts and is
used to inform the year to date position. The position at month 10 shows over
performance against plan of £1.93 million. (M9 £1.89 million over)

3.13

Spire Murrayfield is £707k over planned levels of spend as at month 9 which is an
adverse in month movement of £55k. It must be noted however that his is a
reduction in previous months activity and we are expecting the position to hold
between now and the end of the financial year. The over performance continues to
be due to increasing trauma and orthopaedic activity within all points of delivery
(still with no obvious reduction in activity being highlighted by other providers). It is
noted that the services at Spire have shorter waiting times than at WUTH.

3.14

The Spa Medica contract is £248k overspent against planned levels but is a slight
favourable movement on the previous month by £9k. However a trend continues
with referrals showing a slight increase. The key drivers relate to a continued rising
trend in cataract and AMD procedures.

3.15

Locally commissioned services shows a year to date over spend against plan of
£1.07 million, this predominantly remains in relation to physio activity, as shown in
the table below:
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Annual Budget
£'000

Month 10
AQP Physio
AQP Radiology
AQP Audiology
AQP Ophthalmology
AQP Other
Bridgewater
Appliance

movement from M9
£'000

985

701

327

196 -

6

387

109

7

433

49

57 -

-

Total

3.16

YTD variance
£'000

3

0

-

78 -

1 -

1

46

6

1

2,256

1,069

47

The CCGs overall year to date position in relation to physio performance is
illustrated by provider in the table below:
Plan YTD
£'000

Physio Provider

Variance
YTD £'000

YTD
£'000

movement
from M9 £000

WUTH

1,050

1,081

31

(26)

WCT

3,112

3,571

459

17

Peninsula

313

332

20

(10)

AQP Premier Health

351

505

154

3

AQP Injury Care Clinic

461

990

529

43

AQP Spire Healthcare

9

28

19

3

5,296

6,506

1,211

30

Total

3.17

There is an adjustment to Wirral CT physio in relation to a favourable tariff
reduction, this is reflected in the contract but the figure above is reported gross so
not to disguise the continued underlying position.

3.18

The over performance at the Injury Care Clinic is due to extra clinics to meet
demand and reduce waiting lists.

3.19

Further details on Non NHS contracts positions can also be found in Appendix 2
Prescribing

3.20

Eight months prescribing actual data has been received to date with estimates
included for December and January. The year to date performance position
reported for prescribing is £629k overspend, an improvement from month 9.

3.21

This detail breakdown is shown in the table below:
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Practice Prescribing
Amber
Centrally Charged Drugs
Air Liquide
Total Prescribing

M10 YTD
variance
£'000
647
(191)
125
48
629

movement
from M9
£'000
(29)
(42)
28
20
(22)

3.22

November saw an in month reduction in cost growth of 3.21% and item growth
reduced 5.7%. The month on month actual prescribing cost for this year is
illustrated below with a comparison against monthly cost in 2013/14 and 2014/15.

3.23

There has been a 6.5% increase in the monthly prescribing cost for April to
November in comparison to the same period in 2014/15, and a 3% increase for
monthly items dispensed.

3.24

The increasing trend in monthly items dispensed can be seen in an equivalent
comparison year on year in the table below:
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3.25

The year to date position also reflects the CCGs sign up to the pharmaceutical
rebate scheme for Dabigatran. A further two schemes have now been signed by
the CCG in relation to Seretide and Edoxaban, which are included in the forecast
position.

3.26

In addition, work continues collaboratively amongst the CCGs prescribing lead,
primary care lead and the CSU Medicines Management team, Cheshire and
Merseyside wide.
Commissioned Out Of Hospital

3.27

As at the end of January, Joint/ Fully Funded and Children’s packages are
overspent by £78k. This is a small adverse movement due to high cost packages
agreed but not notified.

3.28

To note: a number of package queries are still being reconciled and resolved.
There is also an on-going increasing pressure on the number of packages
approved and the costs of these packages due to complexities.
Third Sector

3.29

No exceptional items to report at month 10.
Other & Reserves

3.30

Other expenditure remains consistent with financial planning assumptions.

st

Finance Report M10 – GB 1 March 2016

Page 15 of 32

GB FINANCE REPORT
3.31

The year to date pressure shown in reserves of £1.5 million is consistent with the
release of 10/12ths of the contingency and the current unmitigated QIPP gap as
per table below:

Un-identified QIPP
Contingency
Total Pressure

Full Year Impact
£'000

YTD
£'000

(4.25)

(3.5)

2.41

2.0

(1.84)

(1.5)

Better Care Fund (BCF)
Overview & Background
3.32

The Better Care Fund budget for 2015/16 is £33.8m and is made up of
contributions from health and social care.

Wirral CCG - 78% topslice
additional
Wirral MBC - 22% core budgets
capital grants
Total

Contributions
to pool £m
24.92
1.62
4.21
3.08
33.82

3.33

The BCF has a number of purposes but primarily from a health perspective is
intended to focus upon reducing the number of non-elective admissions as a result
of better coordination between partners and upscaling of community based
services to prevent admissions / support discharge processes.

3.34

The Wirral BCF has included an increase in pump priming of new services to
further enable community intended provisions as part of desired system changes.

3.35

The split of the expenditure budget figure is as follows with expenditure described
by lead organisation. Wirral Department for Adult Social Services (DASS / ASC)
are the host for the pooled budget which is managed via a section 75 agreement
between the CCG and DASS.
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Wirral ACS
Wirral CCG
DF grant
Social capital
Contingency
Total

3.36

£
22,372,338
4,247,451
2,073,000
1,003,000
4,125,277
33,821,066

As at the end of December 2015 (Month 9) the combined actual expenditure for
both partners was £16.295 million with CCG and DASS spending 84.5% and
60.4% of their forecasts respectively. The CCG run rate is in line with the forecast
due to the majority of the forecast being block contracts and the DASS spend level
is lower due to the late recruitment of staff and delay in schemes becoming live.
This is being reviewed by the finance and performance accountant with both
respective organisations.

Funding
3.37

Funding flows for the pooled budget was as a combination of:
• Previous years section 256 agreement
• Realigning of existing CCG expenditure
• Funding gap (resourced from scheme slippage, reduction in PbR
non elective admissions, contingency/set aside)

3.38

At the beginning of the financial year the difference between planned expenditure
and associated funding contributions was circa £9.7m with a range of mitigations
agreed and further actions required to close the planning gap.

3.39

Within the full year budget for Wirral ASC and CCG , there is an amount of £1.2m
for ‘planned slippage’ which is due to be delivered within the DASS ‘Revised 7 Day
working / Community Provision’ budgets.

3.40

Also the ‘contingency’ budget was to be aligned to the planning gap of £4.1m. This
reduced the planning gap to circa £3.8m non-recurrently (for 2015/16) but £5.6m
recurrently.

3.41

Further actions are required to close the planning gap, either through further
slippage against planned expenditure (review currently being undertaken in line
with half year budgetary performance), reduction in non-elective performance as a
result of impact of schemes or further realignment of existing expenditure. These
options are being explored as part of the pooled budget arrangements with the
BCF Pooled Budget Manager.

BCF Exception Reporting
st
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3.42

Monitoring of the Month 9 BCF position has highlighted a number of areas that
require further investigation in conjunction with the BCF Pooled Budget Manager
and through the BCF Board. Summary position is included in Appendix 3

Wirral Independence Service (£562k pressure)
3.43

A pressure was reported to the BCF board regarding over performance against
planned levels. Changes in the delivery of care have meant a greater demand of
higher cost items, e.g. IMC beds and will need to be monitored with regular
meetings with Medequip. This pressure has been revised down from the figure
reported last month.

2015/16 Identified Slippage.
3.44

At the beginning of the year ‘Identified Slippage’ was £1.2m. It was envisaged that
a number of areas would contribute to this as per the original assumptions. Further
enquiries are being made regarding the year to date expenditure versus potential
forecast outturn positions in each of the relative areas.

3.45

The overall forecast assumption at the moment (£2.3m) provides slightly more than
the original figure given the relative under / over performance, but makes little
impact on closing the resulting funding gap.

Activity Reporting
3.46

There have been a number of potential issues raised regarding the activity ‘count’
of the impact of the BCF scheme in terms of admission avoidance. These are
currently being reviewed and are expected to be amended over the coming
months.

BCF Summary
3.47

Action is required to close the non-recurrent gap of £3.8 million with members of
the BCF Board. Failure to close the gap will have an adverse impact on the CCGs
ability to deliver the planned forecast expenditure position.
4 IMPLICATIONS

Forecast Outturn/ Risks and Mitigations:
4.1

The CCG is required to declare in its monthly returns to NHS England the risks and
mitigation plans with regards to the CCG achieving financial balance at the year
end.
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4.2

Given the continued challenging year to date position in the financial year, the CCG
maintains its reported revised financial surplus of £0.37 million consistent with the
movement in month 5 from the planned 1% surplus of £4.8 million.
Recovery Plan Confirm and Challenge Group

4.3

The “Confirm and Challenge Group” meet on a regular basis. Using the identified 8
high impact areas the group conducted a sensitivity analysis on the confidence
levels of achieving delivery of the planned savings.

4.4

Based on the group’s current assessment at month 10 (table below) of the £3.75
million planned savings £1.231 million savings have been identified as likely to be
delivered, of which £0.852 million is currently included in the CCGs forecast
position. £0.380 million is still likely to be delivered; therefore the resultant gap at
month 10 is a further £77k.

4.5

The “confidence of delivery” level at month 10 is 33%, compared to last month of
44%.
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Wirral CCG - Confirm and Challenge Recovery Plan Confidence Meeting (Month 10)
B

A
Planned Savings
£

Urgent Care Redesign

Packages of Care

Respiratory
Diabetes
Primary Care Quality

Contract Conditions

Risk Strat / ICCH
Prescribing

Single Front Door
Early Supported Discharge
Green Car
Acute Visiting Scheme
OPAT
Older people's services
Street triage
Rapid community service and ICCHs
Risk Stratification
TOTAL URGENT CARE
Reduction in expenditure on mental health packages
Credit received for all outstanding queries
Reduction in expenditure on 100% health funded packages
Reduction in expenditure on joint learning disability packages
TOTAL PACKAGES OF CARE
Reduce non-elective beddays
TOTAL RESPIRATORY
No impact
TOTAL DIABETES
Reduction in referrals
TOTAL PRIMARY CARE QUALITY
Physio Contract Changes
Spire Activity
Spa Activity
TOTAL CONTRACT CONDITIONS
**Counted in Urgent Care
TOTAL RISK STRATIFICATION
Rebate Schemes
TOTAL PRESCRIBING
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114,048
175,500
32,700
38,304
269,100
403,650
26,910
699,660
503,000
2,262,872
125,660
171,000
75,000
125,000
496,660
58,500
58,500
0
0
376,000
376,000
478,818
15,000
6,182
500,000
0
0
60,000
60,000
3,754,032

Month 10
Confidence of Delivery
20%
100%
50%
0%
0%
25%
0%
0%
0%
14%
100%
69%
50%
25%
63%
100%
100%
0%
100%
0%
0%
100%
0%
100%
97%
0%
0%
100%
100%
33%
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22,810
175,500
16,350
0
0
100,913
0
0
0
315,572
125,660
117,231
37,500
31,250
311,641
58,500
58,500
0
0
0
0
478,818
0
6,182
485,000
0
0
60,000
60,000
1,230,713

C

D

E

F

Non-Delivery
£

Included in M10
Forecast Outturn
£

Revised
Recovery Plan
£

Likely to Deliver
£

91,238
0
16,350
38,304
269,100
302,738
26,910
699,660
503,000
1,947,300
0
53,769
37,500
93,750
185,019
0
0
0
0
376,000
376,000
0
15,000
0
15,000
0
0
0
0
2,523,319

0
0
0
0
0
0
0
0
0
0
125,660
117,232
39,626
31,250
313,768
0
0
0
0
0
0
478,818
0
0
478,818
0
0
60,000
60,000
852,586

114,048
175,500
32,700
38,304
269,100
403,650
26,910
699,660
503,000
2,262,872
0
53,768
35,374
93,750
182,892
58,500
58,500
0
0
376,000
376,000
0
15,000
6,182
21,182
0
0
0
0
2,901,446

22,810
175,500
16,350
0
0
100,913
0
0
0
315,572
0
0
0
0
0
58,500
58,500
0
0
0
0
0
0
6,182
6,182
0
0
0
0
380,254

Recovery
Needed

457,069

Recovery
Gap

-76,815
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4.6

The tables below show the movement between respective positions over the last
five financial periods:
Post – Recovery Plan Mitigation Scenario
Analysis
Forecast Out-Turn Position
Potential WUTH / Other Contract Risks
Actual Deficit Pre Mitigation
Target Revised Deficit / Surplus Position
Recovery Plan Gap
Total Recovery Plan Impact Needed
Revised Deficit / Surplus Position

M6
£000
576
1,000
1,576
(370)
1,946
1,946
(370)

M7
£000
561
1,345
1,906
(370)
2,276
2,276
(370)

M8
£000
(188)
1,069
881
(370)
1,251
1,251
(370)

M9
£000
(229)
791
562
(370)
932
932
(370)

M10
£000
(1,052)
1,139
87
(370)
457
457
(370)

4.7

The month 10 position (post recovery plan) includes an adjustment in the forecast
outturn position of £457k for actual recovery plan achievements.

4.8

The table below shows the revised best, likely and worst case scenarios updated to
the month 10 reporting position. The “Confirm and Challenge” column illustrates
the £77k additional savings as identified above.

Pre – Recovery Plan Mitigation Scenario
Analysis
Forecast Out-Turn Deficit / Surplus
Potential WUTH / Other Contract Risks
Pre-Mitigation Position
Other risks (coding / counting & bcf)
Estimated Recovery Plan Impact
Revised Deficit / Surplus Position
Target Revised Deficit / Surplus Position
Planning Gap

4.9

Month 9
Month 10
Worst Case - Likely Case - Confirm & Best Case - Worst Case - Likely Case - Confirm & Best Case 25%
50%
Challenge
100%
25%
50%
Challenge
100%
£000
£000
£000
£000
£000
£000
£000
£000
(229)
(229)
(229)
(229)
(1,052)
(1,052)
(1,052)
(1,052)
791
791
791
791
1,139
1,139
1,139
1,139
562
562
562
562
87
87
87
87
1,000
750
(712)
(1,425)
(777)
(2,850)
(725)
(1,451)
(380)
(2,901)
850
(863)
(215)
(2,288)
112
(1,364)
(293)
(2,814)
(370)
(370)
(370)
(370)
(370)
(370)
(370)
(370)
1,220
(493)
155
(1,918)
482
(994)
77
(2,444)

The recovery plan assumptions are as follows:
Likely Scenario
1.1. The current forecast outturn assessment is based on Month 9 activity reflecting
the information regarding potential expenditure trends and is before the
assessed impact of the recovery plan. It is anticipated that the identified
mitigations will begin now start to be reflected as the corresponding actions
begin to impact and will consequently be reflected as an adjustment to the
forecast outturn position.
1.2. The current forecast outturn position includes an assessment of the Wirral
University Teaching Hospitals NHS Foundation Trust contract position and of
st
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note is that an increased over performance has now been included within the
forecast outturn position (pre-mitigation) based on forecast methodology given
increase in elective activity referrals’ and Non-PbR trends.
1.3. Previously it was assumed that in a likely scenario of the expenditure trends
continuing that 50% of the recovery plan would be required to ensure that the
CCG position delivers the revised surplus position of £370k.
1.4. 50% delivery of the remaining recovery plan areas would deliver £1.451 million
savings and result in a surplus position of £1.36 million. It is important to
contrast with the assessment undertaken as part of the “Confirm and
Challenge” process which delivers a £0.380 million savings and a resulting
surplus of £0.293 million.
Worst Case
1.5. This scenario also models if the recovery plan were to only deliver 25% of the
assumed impact
1.6. This would result in a deficit position of £0.1 million for the CCG.
Best Case
1.7. The best case scenario assumes that 100% of recovery plan is achieved
through mitigation and that none of the additional expenditure risks as identified
in the ‘worst case’ scenario is translated into actual performance.
1.8. This would result in a surplus position of £2.8 million for the CCG, £2.4 million
above the current forecast of £370k planned surplus.
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CCG Forecast Out-turn Position

Resource
Expenditure
Reported Surplus / Deficit
Actual Surplus / Deficit
Recovery Plan Impact Needed
Target "best case" - 100%
Confirm and Challenge
Target "likely" - 50%
Target "worst case" - 25%
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M6
483.54
483.16
(0.38)
1.58
1.96
(2.43)

M7
487.92
487.55
(0.37)
1.91
2.28
(1.85)

ACTUAL
M8
487.92
487.55
(0.37)
0.88
1.25
(1.97)

(0.47)
2.24

0.00
1.96

(0.54)
1.17
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FORECAST
M9
489.04
488.67
(0.37)
0.56
0.93
(2.29)
(0.54)
1.17

M10
489.04
488.67
(0.37)
0.09
0.46
(2.29)
(0.29)
(0.54)
1.17

M11
487.92
487.55
(0.37)
(0.37)
0.00
(2.29)
(0.29)
(0.54)
1.17

RAG
M12
487.92
487.55
(0.37)
(0.37)
0.00
(2.29)
(0.29)
(0.54)
1.17

Red
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Plan B
1.9. In line with the “Confirm and Challenge” discussions the Executive team are
currently reviewing a range of options in order to provide further mitigations
against the non-delivery of the financial recovery plan. These include a wider
range of options from reduction in referrals, further applications of contracts
conditions, prescribing behaviour, reduction in variation of elective / demand
management. These options will be reviewed alongside month 10 reporting
following the receipt of month 9 activity data, in order to inform the “Confirm and
Challenge” review.
5. CONCLUSION
5.1

NHS Wirral CCG’s Governing Body is asked to note:
•
•
•
•

The CCG financial position as at the end of January 2016
Performance against indicators based on the information available
The revised forecast outturn position
The associated financial risks within the declared position including
the impact of potential resource allocation issues.

6. APPENDICES
No.
1
2
3

Title of Appendix
NHS England Financial Performance Indicators
Cost Centre Level Year to Date Position as at Month 10 (January) 2015/16
Better Care Fund Month 9 (December) Finance Summary

Mike Treharne

Chief Financial Officer
NHS Wirral Clinical Commissioning Group
1st March 2016
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Appendix 1
Financial performance

Individual indicator RAG rating threshold
Primary /
Supporting
Indicator

Green

Amber/Green

Amber/Red

Red

Primary

>= 2%

Primary

variance <= 0.1%

Surplus - full year forecast

Primary

variance <= 0.1%

0% - 0.99%
0.25%>
variance > 0.5%
0.25%>
variance > 0.5%

Variance => 0.5%

3

1% - 1.99%
0.1% > variance <=
0.25%
0.1% > variance <=
0.25%

< 0%

2

Underlying recurrent surplus
Surplus - year to date
performance

4

Management of 1% NR funds
within agreed processes

Supporting

Yes

5

QIPP ** - year to date delivery

Primary

>= 95% of plan

>= 80% of plan

>= 50% of plan

< 50% of plan

6

QIPP ** - full year forecast

Primary

>= 95% of plan

>= 80% of plan

>= 50% of plan

< 50% of plan

7

Supporting

< 101% of plan

< 102% of plan

< 103% of plan

< 104% of plan

8

Activity trends - year to date
Activity trends - full year
forecast

Supporting

< 101% of plan

< 102% of plan

< 103% of plan

< 104% of plan

9

Running costs

Primary

<= RCA

No.
1

10

Indicator

Clear identification of risks
against financial delivery and
mitigations

Variance => 0.5%
No

>RCA

Primary

Indicator met in full

Indicator partially
met - limited
uncovered risk
One or two nonsatisfactory audit
reports in relation
to finance related
systems and
processes and/ or
finance returns
sometimes
submitted late
and/ or of a poor
quality

Indicator
partially met material
uncovered risk
A number of
nonsatisfactory
audit reports in
relation to
finance related
systems and
processes and/
or finance
returns often
submitted late
and/ or of a
poor quality

Indicator not met
Significant number
of nonsatisfactory audit
reports in relation
to finance related
systems and
processes and/ or
finance returns
consistently
submitted late
and/ or of a poor
quality

11

This covers internal and
external audit opinions, and an
assessment of the timeliness
and quality of returns

Supporting

No nonsatisfactory audit
reports in relation
to finance related
systems and
processes and all
finance returns
submitted on time
and of satisfactory
quality

12

Balance sheet indicators
including cash management
and BPCC

Supporting

TBC

TBC

TBC

TBC

13

Financial plan meets the 2015
surplus planning requirement

Supporting

>=1% surplus but
planned

<1% surplus but
>=0.5% surplus
planned

>=breakeven
position but
<0.5% surplus
planned

Deficit plan

1. The combination of these factors will lead to an overall “financial performance” rating on the
basis of the following with an overall “Green” rating only being achieved if all primary
indicators (as outlined in the table above) are individually rated green.
i.
ii.
iii.
iv.

Green
Amber / Green
Amber / Red
Red

2. 2 or more “Red” primary indicators would lead to an overall “Red” rating and also a
“qualified” audit opinion also resulting in an overall “Red” rating.
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Appendix 2
Level Year to Date Position as at Month 10 (February) 2015/16
Cost Centre
Wirral University Teaching Hospital NHS Foundation Trust
Wirral Community NHS Trust
Cheshire & Wirral Partnership NHS Foundation Trust
North West Ambulance Service
Royal Liverpool & Broadgreen University Hospitals NHS Trust
Aintree University Hospitals NHS Foundation Trust
Countess of Chester NHS Foundation Trust
Liverpool Womens NHS Foundation Trust
Liverpool Heart & Chest NHS Foundation Trust
Alder Hey Childrens NHS Foundation Trust
South Staffordshire and Shropshire Healthcare NHS Foundation Trust
Non Contracted Activity (various providers)
St Helen's & Knowsley NHS Trust
CCC Diagnostics
Central Manchester University Hospitals NHS Foundation Trust
WARRINGTON & HALTON HOSPITALS NHS FOUNDATION TRUST
Wrightington, Wigan and Leigh NHS Foundation Trust
University Hospital of South Manchester NHS Foundation Trust
MH NCAs (Various Providers)/ Merseycare NHS Trust
Liverpool Community Health NHS Trust
Total NHS Contracts

st
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Annual Budget

Budget to Date

Spend to Date

Variance

218,207,155
43,322,901
31,804,038
11,808,057
7,042,514
2,570,375
4,253,372
2,562,737
1,429,045
1,834,435
2,468,112
2,682,328
854,834
299,824
218,888
106,979
150,017
166,634
62,723
47,798
331,892,766

182,221,425
35,780,657
26,179,041
9,800,408
5,807,450
2,141,980
3,524,531
2,109,581
1,190,870
1,510,015
2,025,216
2,235,270
703,711
249,850
182,400
88,050
123,481
138,857
52,260
39,340
276,104,393

182,560,697
35,620,866
26,160,014
9,921,509
6,274,082
2,377,440
3,498,208
2,070,758
1,147,920
1,689,817
2,058,541
2,197,938
837,743
173,712
219,670
71,067
120,630
146,094
34,508
39,480
277,220,695

339,272
(159,791)
(19,027)
121,101
466,632
235,460
(26,323)
(38,823)
(42,950)
179,802
33,325
(37,332)
134,032
(76,138)
37,270
(16,983)
(2,851)
7,237
(17,752)
140
1,116,302
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Prior Mth YTD Change In YTD Forecast Outturn
Variance
Variance
Spend
(138,034)
477,306
219,346,188
(5,982)
(153,809)
43,144,802
(13,892)
(5,135)
31,780,288
62,395
58,706
12,065,503
439,236
27,396
7,603,096
166,896
68,564
2,852,928
(26,805)
482
4,221,785
(34,353)
(4,470)
2,516,155
(65,208)
22,258
1,377,504
187,430
(7,628)
2,050,198
(6)
33,332
2,518,112
(67,937)
30,605
2,637,529
132,419
1,613
1,005,292
(68,646)
(7,492)
208,453
29,191
8,079
263,604
(13,164)
(3,819)
85,280
(225)
(2,626)
144,757
(342)
7,579
177,333
130,815
(148,568)
41,421
126
14
47,376
713,914
402,387
334,087,604

Forecast
Variance
1,139,033
(178,099)
(23,750)
257,446
560,582
282,553
(31,587)
(46,582)
(51,541)
215,763
50,000
(44,799)
150,458
(91,371)
44,716
(21,699)
(5,260)
10,699
(21,302)
(422)
2,194,838

GB FINANCE REPORT
Cost Centre
PCMH - WGPCC
PCMH - WACCG
WHCC PCMH
Spire - Murrayfield
Spa Medica
Specialist Care / IFR Panel Approvals
One to One Midwifery
Spire Liverpool/ Extended Choice Network
Stroke Association
Locally Commissioned Services - Minor Surgery (Wallasey&Bebington)
Peninsula
Locally Commissioned Services
Marie Curie
End of Life
St Johns Hospice (Wirral)
British Pregnancy Advice Service
Total Non Acute Contracts
Primary Care Prescribing
Central Drugs
Air Liquide
Total Prescribing

st
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Annual Budget

Budget to Date

Spend to Date

Variance

349,163
132,707
19,719
5,171,757
1,148,463
319,854
1,141,133
132,855
134,351
156,327
1,999,457
2,255,937
118,219
257,882
1,647,317
186,683
15,171,824
57,414,425
1,557,709
452,952
59,425,086

349,163
132,707
19,719
4,257,239
945,378
266,538
950,949
109,560
111,950
130,261
1,666,200
1,874,523
98,510
214,900
1,372,750
155,560
12,655,907
48,207,227
1,298,091
377,460
49,882,778

319,121
126,234
27,302
4,964,176
1,193,417
308,732
760,690
122,460
111,950
123,317
1,704,430
2,943,236
91,726
276,859
1,369,011
145,472
14,588,133
48,663,605
1,423,198
425,329
50,512,132

(30,042)
(6,473)
7,583
706,937
248,039
42,194
(190,259)
12,900
()
(6,944)
38,230
1,068,713
(6,784)
61,959
(3,739)
(10,088)
1,932,226
456,378
125,107
47,869
629,354
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Prior Mth YTD Change In YTD Forecast Outturn
Variance
Variance
Spend
0
319,121
(30,042)
(6,473)
0
126,234
7,583
0
27,302
651,459
55,478
6,086,921
256,974
(8,935)
1,446,492
23,124
19,070
370,479
(161,371)
(28,889)
914,547
7,645
5,254
148,336
3
(3)
134,351
147,980
(2,800)
(4,144)
81,838
(43,608)
2,020,612
1,021,240
47,473
3,512,718
(6,716)
(68)
110,070
54,750
7,209
332,231
(718)
(3,021)
1,642,815
(11,081)
993
174,567
1,885,417
46,809
17,514,776
527,653
(71,275)
57,842,589
96,635
28,472
1,700,649
27,564
20,305
508,247
60,051,485
651,852
(22,498)

Forecast
Variance
(30,042)
(6,473)
7,583
915,164
298,029
50,625
(226,586)
15,481
0
(8,347)
21,155
1,256,781
(8,149)
74,349
(4,502)
(12,116)
2,342,952
428,164
142,940
55,295
626,399

GB FINANCE REPORT

Cost Centre
Continuing Healthcare/ Fully Funded Packages of Care
Continuing Healthcare/ Fully Funded Packages of Care Personal Health
Continuing Healthcare/ Joint Funded Packages of Care
Continuing Healthcare/ Joint Funded Packages of Care Personal Health
CHC Childrens Personal Health Budgets
Funded Registered Nursing Care
Children with Special /Safeguarding Needs
Mental Health Services
Primary Care Advice Link
Parenting & Prevention
CAMHS
Looked After Children
Care In The Community
Total Commissioned out of Hospital
Homeopathy
Cruse
Age UK Bereavement
Advocacy in Wirral (BTB)
Total Third Sector
Total BCF

st
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Annual Budget

Budget to Date

Spend to Date

Variance

8,810,425
561,337
18,882,180
3,188
25,866
4,671,827
1,360,395
67,258
532,827
150,000
175,000
0
75,632
35,315,935
16,506
13,700
13,700
22,133
66,039
16,823,364

7,365,987
469,273
15,785,692
2,664
21,626
3,905,953
1,137,038
55,547
438,602
125,000
145,830
0
63,020
29,516,232
13,750
13,700
13,700
22,133
63,283
20,294,578

7,665,986
591,916
15,317,735
77,921
36,433
3,866,290
1,209,463
55,368
438,609
125,000
145,094
1,067
63,027
29,593,910
11,598
13,700
13,700
22,133
61,131
20,294,038

299,999
122,643
(467,957)
75,257
14,807
(39,663)
72,425
(179)
7
0
(736)
1,067
7
77,678
(2,152)
0
0
0
(2,152)
(540)
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Prior Mth YTD Change In YTD Forecast Outturn
Variance
Variance
Spend
388,361
(88,362)
9,037,600
102,442
20,201
722,290
(567,493)
99,536
18,067,009
67,759
7,497
92,954
13,849
957
42,526
5,766
(45,429)
4,639,549
49,402
23,024
1,469,681
(179)
0
67,045
6
1
532,827
0
0
150,000
3
(739)
174,113
127
940
0
6
1
75,632
60,050
17,628
35,071,226
(2,691)
539
13,917
0
0
13,700
0
0
13,700
0
0
22,133
(2,691)
539
63,450
()
(539)
16,823,364

Forecast
Variance
227,175
160,953
(815,171)
89,766
16,660
(32,278)
109,286
(213)
0
0
(887)
0
0
(244,709)
(2,589)
0
0
0
(2,589)
0
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Cost Centre
LES Budgets
LES Other
Pharmacy First
Service Development & Commissioning Fund
Interpreting Services
Mental Health Assessments
Phlebotomy
Primary Care GPIT
Patient Transport
Programme Projects (IOM)
Programme Projects (Healthy Wirral)
CSU Programme charges
Winter pressures
MH Winter pressures
Safeguarding
Miscodes
Integration Demonstrator Bids
Reserves
Non recurrent Reserves
Total Other
Total Programme Budgets

st

Finance Report M10 – GB 1 March 2016

Annual Budget

Budget to Date

Spend to Date

Variance

3,653,166
0
148,000
585,155
66,030
200,000
0
854,000
65,465
0
3,765,000
970,148
2,474,000
0
295,748
0
0
(556,818)
6,567,057
19,086,950
477,781,964

3,044,305
0
123,334
487,629
55,022
166,667
0
701,666
54,540
0
2,675,330
808,451
2,035,881
0
246,964
0
0
(463,561)
5,159,094
15,095,322
403,612,493

3,228,082
0
146,645
497,952
58,736
150,521
0
701,666
25,523
33
2,675,330
808,457
2,035,881
0
251,360
0
(758)
1,152,939
3,730,278
15,462,647
407,732,685

183,777
0
23,311
10,323
3,714
(16,146)
0
0
(29,017)
33
0
6
0
0
4,396
0
(758)
1,616,500
(1,428,816)
367,325
4,120,192
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Prior Mth YTD Change In YTD Forecast Outturn
Variance
Variance
Spend
90,449
93,328
3,773,829
0
0
0
24,196
(885)
178,000
0
10,323
597,587
4,081
(367)
70,400
0
(16,147)
180,625
0
0
0
0
0
854,000
1
(29,018)
30,645
0
33
0
()
0
3,765,000
5
1
962,065
0
0
2,474,000
0
0
0
5,630
(1,234)
310,604
0
0
0
(758)
(758)
0
1,416,699
199,802
1,285,446
(1,421,841)
(6,975)
4,547,418
118,464
248,861
19,028,860
3,427,006
693,186
482,640,765

Forecast
Variance
120,663
0
30,000
12,432
4,370
(19,375)
0
0
(34,820)
0
0
(8,083)
0
0
14,856
0
(758)
1,842,264
(2,019,639)
(58,090)
4,858,802
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Cost Centre

Annual Budget Budget to Date

Chair and Non Execs
CEO/ Board Office
Administration & Business Support
Clinical Governance
Contracts Management
Corporate Costs
CSU SLA
Business Informatics
Finance
Commissioning
PALS
CHC Admin
Quality Premium
Reserves
Total Running Costs
Surplus
Total Wirral CCG Resource

218,187
1,034,227
143,121
404,000
0
614,438
1,076,503
461,434
542,123
699,619
34,000
820,018
361,000
(228,565)
6,180,104
4,823,000
488,785,068

st
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182,237
861,544
119,250
345,833
0
508,583
897,089
349,060
452,106
582,900
28,330
683,340
300,833
(191,261)
5,119,844
4,019,160
412,751,497

Spend to Date

Variance

209,353
800,297
59,753
296,707
59,825
578,662
693,054
314,357
391,906
444,327
28,333
777,651
0
51,061
4,705,287
0
412,437,972

27,116
(61,247)
(59,497)
(49,126)
59,825
70,079
(204,035)
(34,703)
(60,200)
(138,573)
3
94,311
(300,833)
242,322
(414,557)
(4,019,160)
(313,525)
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Prior Mth YTD Change In YTD Forecast Outturn
Variance
Variance
Spend
30,712
(3,596)
255,072
(39,624)
(21,623)
966,363
(55,140)
(4,357)
72,833
(47,520)
(1,606)
369,659
49,084
10,740
101,675
60,489
9,590
734,394
(133,046)
(70,988)
811,927
(25,247)
(9,455)
412,703
(56,343)
(3,857)
478,386
(133,475)
(5,097)
542,843
3
0
34,000
59,994
34,317
933,181
0
(300,833)
0
217,398
24,923
61,266
(72,716)
(341,842)
5,774,302
(3,617,244)
(401,916)
0
(262,953)
(50,572)
488,415,068

Forecast
Variance
36,886
(67,864)
(70,288)
(34,341)
101,675
119,956
(264,576)
(48,731)
(63,737)
(156,776)
0
113,163
(361,000)
289,831
(405,802)
(4,823,000)
(370,000)
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Appendix 3
Better Care Fund 2015/16
Summary financial position for the period to the end of December 2015 ( Month 9 )

Better Care Fund Schemes

Annual Budget
2015/16
£
3,133,150
935,130
100,000
516,000
929,000
4,296,824
1,325,000
3,434,600
1,805,776
2,285,791
2,630,000
27,000
538,158
415,909
22,372,338
1,123,039
875,300
93,279
400,000
152,000
605,543
400,000
53,000
145,000
250,000
75,290
75,000
4,247,451

Wirral Independence
DASS Third Sector Spend
Care Homes Schemes
Flexible Social Care Support at Night
Care & Support Bill Implementation
Maintaining Eligibility Criteria
Carers Service
Intermediate/Transitional beds
MDT to Support beds
7 Day Working - IDT, PULL, ICCT
Reablement
Brokerage
72 hr care
Joint Posts - Mental Health
Total
Community Care of the Elderly
CCG Third Sector Spend
Homeless Service
IV Antibiotics & Blood Transfusion
Street triage
New Admission Prevention Service
Rapid community response for GP's
Dementia LES
Early onset Dementia
Complex Needs Service
Dementia Nurse
Joint Post co-ordination of BCF
Total Wirral CCG BCF
Contingency
DFG
Social Capital

4,125,277
2,073,000
1,003,000

Total BCF 15-16

33,821,066
st
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YTD ( M9 ) Expenditure
CCG
£
549,455

751,071
92,601

1,393,127
842,279
683,593
69,959
300,000
114,000
454,157
300,000
38,110
108,750
187,500
56,468
3,154,816
4,547,943

DASS
£
1,828,932
741,005
281,736
480,898
2,509,630
516,125
2,428,286
429,549
631,806
1,533,754
20,848
39,184
305,338
11,747,091

2015/16
Identified
Pressure

Identified
Slippage

Forecast
Outurn

£

£
3,611,211
987,285
80,000
516,000
929,000
4,296,824
1,060,000
2,961,976
1,632,487
1,335,116
2,385,275
27,000
312,158
410,935
20,545,267
1,123,039
907,184
93,279
400,000
152,000
605,543
400,000
53,000
145,000
250,000
75,290
75,000
4,279,335

478,061
52,155
-

20,000

-

265,000
472,624
173,289
950,675
244,725

- 226,000
4,974
530,216 - 2,357,287
31,884

11,747,091

31,884

-

2015/16
Pressure /
(Slippage)

-

-

£
478,061
52,155
20,000
265,000
472,624
173,289
950,675
244,725
226,000
4,974
1,827,071
31,884
31,884

- 4,125,277
-

2,073,000
1,003,000

-

4,125,277
-

562,100 - 6,482,564

27,900,602

-

5,920,464
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Report Title
Lead Officer
Recommendations

Medical Director Report March Governing Body 2016

Sue Wells Medical Director
1. Note progress in report

INTRODUCTION
This paper provides Governing Body with a report on the delegated duties of the Medical Director.

Clinical Engagement
URGENT CARE ACTIVITY Lead – Dr Paula Cowan
•
•
•
•
•
•
•
•
•

Single Front Door: (Project at Accident and Emergency ) 17.16% attendances have resulted in
deflection directing people to a more appropriate place for their care since commencement in
December 2015. Working toward phase 2.
OPAT (Outpatient Antibiotic Therapy) Awaiting confirmation of funding for 2016-17. Referrals
increasing with 3226 bed days saved as at end December 2105. Awaiting January data. Service review
undertaken.
ECIP (Emergncy Care Improvement Programme) Attended conference in Leeds Wednesday 3rd
February. Highlighted work on flow and integration.
Alliance contracting increasing collaboration regarding urgent care provision across Wirral: Dr Cowan
will chair Alliance clinical Group. This will incorporate clinical aspects of single front door also.
Transfusion pathway: working to develop this pathway
Ambulance service: Pathfinder for WIC,( Walk in Centre) falls etc.
Integrated discharge group: working to improve flow and encouraging involvement of Primary Care.
Think Pharmacy: Survey monkey has been sent to practices to assist review of this service.
Paracetamol prescribing may be reviewed.
Continence service: Working with lead nurse to update the service (avoidance of inappropriate
admissions).

PLANNED CARE ACTIVITY Lead - Dr Laxman Ariaraj
•
•
•
•
•

•
•

Meetings have taken place with Musculoskeletal specialists about redesigning the service based upon
an integrated model and triage
A new form has been initiated for Antenatal referral incorporating perinatal mental health.
Gynaecology community services are under review
Meeting with dermatologist planned to look at the design of the service
Consultant Connect is proving a helpful service allowing GPs ready access to discuss clinical cases
with a consultant to assist most appropriate care. Currently available for Urology, Gynaecology, Acute
surgery,Paediatrics and Haematology. Discussions are taking place with ENT, Rheumatology,
Ophthalmology and Intermediate Cardiology with the aim of expanding this service.
Work with Public Health regarding Sexual Health Service will take place
Advice and exploring the use of fibroscan (hepatology)

•

Specialist Top Tips are regularly circulated to GPs to assist best care.

LONG TERM CONDITIONS Lead - Dr Sian Stokes
Diabetes
• Community Diabetic Service has commenced improving integrated care closer to the patient.– Plan for
a hub at Clatterbridge with 4 spokes.Personnel- GPwSI( GP with Special Interest), Consultant and 2
Diabetic Specialist Nurses, delivering email advice and face to face reviews for difficult to manage
patients. Referrals from GP. 2 spokes in place – St Georges Wallasey and The Orchard Bebbington.
• National Diabetes Prevention Programme- successful bid with a number of other local CCG’s including
West Cheshire. Case finding element to identify patients with ‘pre’ diabetes and early intervention to
help prevent progression to diabetes. National provider for intervention part awaiting agreement at
national level.
• Diabetes UK Pledge – Wirral CCG has agreed to make a pledge to reduced amputations by 15% by
2020
• Person Centred Outcome Measures – under development with patients
• Diabetic Registries are under development
• Diabetes Guidelines has been developed and circulated to GPs regarding Pregnancy, IGR( Impaired
Glucose Regulation), Foot Ulcer pathway
Respiratory
• Respiratory Community Service in development as part of Healthy Wirral. Several elements including:
o Early Supported Discharge
o ‘Hot’ clinics –for next day assessment of poorly patients
o Home visits/admissions prevention
o Community Clinics – to be delivered in 4 hubs – 3 already agreed – VCH, St Catherine’s
Hospital and Clatterbridge. 2 GPwSI recruited to work alongside consultants in these clinics
o Further development of Pulmonary Rehabilitation, COPD and Oxygen Service is planned –
there are some problems with recruiting staff
• COPD and Asthma guidelines – to be launched at the GP Members meeting in April
• TEVA Asthma Project
• Respiratory Registries being developed
Elderly Care
• Older Peoples Community Service
o OPRA ( Older People’s Rapid Access) clinics, OPSU (now OPAU- Older Person’s Assessment
Unit)) unit, Community geriatricians (2 in place with a wish to recruit 2 further), NPOP ( Nurse
Practitioner for Older People) (4 in place but only 2.5WTE), expansion of IMC ( Intermediate
Care)Beds – 28 at Charlotte House as Discharge to assess.
• Acute Frailty Network – Launch event on 25th February 2016
• OPAU – working to develop a ‘frailty service’. 8am-8pm, all over 85’s or over 75 + frequent falls, care
home, cognitive impairment, fragility fracture, Parkinsons disease. 1 hour nurse assessment,
Consultant review within 2 hours. Rapid decision, patients not admitted unless appropriate.
• Care Home Summit – recently undertaken, looking at developing a pilot for delivery of medical care in
care homes.
End of Life Care
• End of Life Toolkit Task and Finish group has been initiated
• Wirral EOL Citizens Charter – website with resources for patients and Health Care Professionals
• Elderly Care network regularly meeting for lead GPs regarding elderly care from practices. Recent
updates regarding Mental Capacity Assessments and Deprivation of Liberty Safeguards.

Public Health- CCG collaborative work
• Alcohol Oversight Panel
• Ageing Well in Wirral
• Weight Management Service
• Smoking Cessation Service
PRIMARY CARE Lead - GP Dr Simon Delaney
•
•
•
•
•
•
•

Visits to every practice by a CCG lead clinician and manager to enhance communication is taking
place. This cycle of visits planned to be completed by the end of March.
Learning from these visits will be shared.
A Survey Monkey will be circulated to practices to seek their views regarding the usefulness of how the
visits are conducted in order to plan arrangements for visits next year
The Head of Primary Care Transformation (Martyn Kent) has commenced in post.
Regular Communication with GPs via Weekly Connecting and other emails
Use of CCG web portal and Service Index regularly encouraged
Work on prescribing in Primary Care

CLINICAL SENATE
•
•
•
•
•

January meeting centered on the results of the review of the work of the Clinical Senate
February meeting focused on antibiotic stewardship and antimicrobial resistance
Update regarding the developing registeries
Good multidisciplinary attendance.
Wirral St John’s Hospice will be invited to send a regular attendee

ENGAGEMENT
•
•
•
•
•
•
•

Membership Council well attended in January. Discussions regarding the CCG allocation for the next
3/5 years, Wirral Care Record , Practice Variation and GP Federations.
February Members’ Meeting was allocated to the Local Medical Committee to hold a more detailed
discussion with GP members regarding the issue of GP Provider Federation on Wirral
A Protected Learning Time event will take place this month with a focus on Diabetes.
Prescribing Cluster events are currently focusing on antibiotic prescribing.
Practice Managers meetings occur quarterly
Practice Nurse meetings occur quarterly with a program of educational support.
Patient Voice meetings have taken place . Discussions included Wirral Care Record and Direct Access
Diagnostics. The March meeting is planned to discuss Diabetes and waste management.

RESEARCH
•
•
•

Currently 50 practices are involved in research
Many are involved through the Me and My COPD project ( lead – Dr Sian Stokes)
Research Champion and Medical Director intend to encourage practice to continue to be research
active following this study.

CALDICOTT GUARDIAN
Considerable work with Healthy Wirral Information Governance Group to take forward the Wirral Care Record.
•

Advice regarding confidentiality issues as needed.

OTHER
•

A review of the use of the Procedures of Low Clinical Priority policy is currently being undertaken
asking all GPs and consultants regarding its use.

CONCLUSION
Governing Body is asked to note progress.

Audit Committee Meeting
Thursday 12th November 2015
10.00am – 1.00pm, Room 539, Old Market House

Present:
Alan Whittle (AW)

Lay Member (Audit & Governance) Chair

Mark Bakewell (MB)
Liz Temple-Murray (LTM)
Sylvia Cheater (SC)
Tracey Fisher (TF)
Bernard Halley (BH)
Laura Wentworth (LW)
Anne-Marie Harrop (AMH)
Robin Baker
Karen McCardle (KMc)

Chief Financial Officer
Manager - Grant Thornton
Audit Lay Member
Audit Lay Member
Audit Lay Member
Corporate Affairs Manager
Assistant Director, MIAA
Director (Grant Thornton)
Local Counter Fraud Specialist, North West Commissioning Support Unit

In Attendance:
Chelsea Worthington (CW)

Item No.
AC15-16/04
1.1

Administrative Assistant (minute taker)

Agenda Items

Action

PRELIMINARY BUSINESS
Apologies: Lorna Quigley, Paul Edwards and Alastair Cannon

1.2

Declarations of Interest:
There were no declarations of interest made

1.3

Minutes of Previous Meeting/Action points of previous meeting held on
24th September 2015
The minutes of the previous meeting held on 24th September 2015 were
agreed as a true and accurate record.
BH asked for a further sentence to be included under section 2.2 Risk
Management System to clarify what was discussed.
Action - AW to produce additional wording and send over to CW for
inclusion.
Signed – Chair

CW
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Matters Arising:

1.4

No matters arising.
AC15-16/04
2.1

ITEMS FOR DISCUSSION
Note business of other committees and review inter relationships
LW provided an update on behalf of PE regarding the new structures in place
which was discussed at the last Audit committee meeting.
LW explained that Audit committee members have recently attended a
Healthy Wirral session at Old Market House to give the group a further
understanding of what Healthy Wirral is all about and the plans for the future.
LW concluded that the proposed memorandum of Understanding is for
comments and views from the Audit Committee members. LW advised that
this will not have a direct impact on the CCG Governance structure but does
link to partner organisations and how governance will work between them. It
was noted that once finalised, this will be reviewed by the CCG’s solicitors
and ratified by the partner Boards/ Governing Bodies.
Audit Committee members suggested a number of minor changes to the
document, and concluded that the financial risk sharing clause was
particularly well drafted.
Action – Any further comments or views relating to this should be sent
to PE by close of play 20/11/15.

2.2

Review other sources of assurance
The committee received an updated diagram which details the major
organisations that can be relied upon to provide additional sources of
assurance regarding the roles and duties of the CCG.
The following amendments were noted:
Other stakeholders & partners – the wording has been amended so that it
also references wider patient and public groups and not just PPGs.
The Commissioning Support Unit is the main focus going forward, the new
CSU for relevant lots has now been confirmed as Midlands and Lancashire
and Arden and GEM CSU, the contract has been awarded
The CCG will now work together with the CSU to establish robust KPIs and
ensure that there is a new contract monitoring scheme in place.
The committee received a verbal update from MB on NHS England’s
response to the CCG’s financial recovery plan. This has been accepted by
NHS England subject to strengthening sections on capability to deliver the
plan, and assessment of its impact to partner organisations.
Signed – Chair
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It was noted that the CCG hasn’t been put into formal ‘turnaround’, which
implies confidence in our ability to return to compliance with the business
rules.
2.3

Agree final accounts timetable and plans
It was noted that the accounts closure has been brought forward to 9am on
the 22nd April 2016. It was highlighted that plans are in place to meet this
deadline, and Grant Thornton is prepared to complete the external audit
review of the accounts to enable the Audit Committee to complete it’s review
at an extra ordinary meeting which has been agreed for the 19th May 2016.

2.4

Review losses and special payments
There were no losses and special payments to report for the relevant period.

2.5

Review internal audit progress reports
AMH presented for information to the committee an update of the events and
conferences that MIAA currently have scheduled for the year.
AMH presented the Internal Audit Progress report and explained that the
report provides an update to the Audit Committee in respect of the
assurances, key issues and progress against the Internal Audit Plan for
2015/16.
It was noted that since the previous meeting, MIAA has undertaken a
benchmarking review and there are a number of reviews in progress :
• Financial systems
• Friends and family test (in conjunction with WUTH FT).
The internal Audit work plan for the year is slightly behind target, however it
was noted that completion of the plan by year end is not a concern.
The MIAA report included details of a review of the Assurance Frameworks of
their 45 CCG clients. This is useful in highlighting the Top 10 most common
risks included in Assurance Frameworks, as measured by the severity of the
risk scores. Reassuringly, our CCG’s Assurance framework includes 5 of the
Top 10.
It was noted that 14 of the 45 Assurance frameworks reviewed made
reference to the risk appetite of the organisation. Our assurance Framework
included 22 risks, which was at the higher end of the range of 1-26.

2.6

Review the effectiveness of external audit
The group noted that this is an exercise which the committee must undertake
each year, in accordance with the workplan.
The HMFA Audit Handbook is one of many documents published within the
profession which provides guidance for Audit Committees on how to complete
Signed – Chair
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the review, and the matter also features within the standard Audit Committee
self-assessment effectiveness questionnaire.
LTM had helpfully completed the self-assessment questionnaire on external
audit effectiveness to indicate the performance of the provider in key areas.
The forthcoming Audit Tool document will help the CCG to measure the
assurance provided by both the internal and external auditors.
The CCG has no current power over who is appointed to them as external
auditors or at what price the fee will be each year. This however will change
from financial year 2017/18.
The second paper presented is a review which LTM has previously
completed for another CCG.
LTM advised that another CCG had reviewed the effectiveness of External
Auditors by sending to members a survey monkey questionnaire to gather
their views and opinions.
AW agrees that this is a good approach to undertake and may be worth doing
at the end of the year.
2.7

Review external audit progress reports
This paper included a summary of emerging national issues and
developments that may be relevant to the CCG and also a number of
challenge questions in respect of these emerging issues which the committee
may wish to consider.
LTM presented a brief report which indicated that all the remaining areas
within the external Audit workplan were on target for completion by the
required deadlines.
One major issue for the CCG to consider is the requirement to assume
responsibility for the appointment of its external auditors from financial year
2017/18. Guidance will be issued soon on the steps to take, which will include
establishment of an Auditor panel to oversee the appointment process. This
needs to be in place early in 2016, however there is first a need to consider
the service procurement options. For example, CCGs may decide to make
joint appointments for a cluster if that offer provides benefits in terms of
service quality and price. The CFO agreed to discuss this matter within the
CCG CFO community and bring a paper to the next meeting of the committee
to progress the matter.

2.8

Review counter fraud progress reports
KMc gave a brief update on an investigation regarding a patient that is known
in the system which has again been investigated by NHS England. This has
been raised due to the patient going under a new false name.
Committee noted that this has also been reported to both Merseyside and
Birkenhead Police.
Signed – Chair
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The recent fraud detection activities had not highlighted any issues for the
CCG.
2.9

Review committees terms of reference
LW
The Committee noted and reviewed the CCG’s Audit Committee Terms of
Reference.
There were a number of concerns made on the draft revised Terms of
Reference which suggested that the document may not be the most up to
date version.
Therefore it was agreed to defer this matter to the next meeting.
Action - LW will speak to PE after the meeting to make sure this is the
correct version.

2.10

Audit Tracker
The Audit tracker was presented to the committee and the following updates
were provided:
QIPP / CIP Review 2013/14: The recommendations originally made have now
been superseded as there is a Financial recovery Plan in place. This work will
also form part of next year’s financial planning process. Therefore closure is
recommended, which was agreed by Audit Committee .
Prescribing Incentive Scheme Review 2014/15: A paper was taken to Quality
Performance and Finance Committee in September 2015 in relation to the
Prescribing Incentive Scheme and this was recorded in the minutes of this
meeting. This report will be brought back annually in line with the
recommendations of the review. Therefore closure is recommended, which
was agreed by Audit Committee.
CSU Contract Management Review 2014/15: SLA is signed and in place and
KPIs are being monitored. This has been superseded by the Lead Provider
Framework therefore recommend to remove this from the tracker, this was
agreed by Audit Committee.
Complaints Review 2015/16: All actions following the review are completed,
as per updates on the tracker. Therefore closure is recommended, this was
agreed by Audit Committee.
Briefing/update sessions

2.11

AW confirmed that he will now attend the Audit Committee pre-meets, in
place of James Kay.
Lay Members and Auditors have confirmed that they are happy with the
current set up and will meet with the Audit chair before each meeting.
AC15-16/04

ITEMS FOR INFORMATION

Signed – Chair
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No further items received for information.
AC15-16/04

ANY OTHER BUSINESS

3.1

Committee noted that KMc will be TUPE transferred to MIAA from 1st
December 2015.

AC15-16/04
DATE AND TIME OF NEXT MEETING
The next meeting will be held on:
Thursday 28th January 2016 10am till 1pm room 539
Please forward apologies / agenda papers to chelsea.worthington@nhs.net

Signed – Chair
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WIRRAL CLINICAL COMMISSIONING GROUP
Quality Performance and Finance meeting
Notes & Actions of Meeting
Tuesday 29th December 2015
1pm Room 539, 5th Floor, Old Market House
Present:

Dr P Naylor (PN)
Dr Sue Wells (SW)
Laura Wentworth (LW)
Nesta Hawker (NH)
Alan Whittle (AW)
Mark Bakewell (MB)
Lorna Quigley (LQ)
Sue Smith (SS)
Alastair Cannon (AC) Chair

Chair – Wirral CCG
Medical Director WCCG (Deputy Chair)
Corporate Affairs Manager
Director of Commissioning
Lay Member – Audit & Governance
Chief Financial Officer
Director of Quality and Patient Safety
Lead Nurse for Patient Safety Director
Lay Member – Quality and Outcomes

Board Support

Chelsea Worthington (CW)

WCCG Corporate Admin

In attendance

Suzanne Crutchley (SC)
Lorraine Guy (LG)

Senior Governance manager (IG)
Commissioning Support Manager (Partnerships)

Ref No.
QPF1516/0049

Minute
1.0 Standing Agenda Items
1.1 Apologies for absence
Apologies were received from: Jon Develing and Paul Edwards.
1.2 Declarations of Interest
AC raised that he has previously done some work for South Staffordshire FT as a consultant.
In view of this he has a conflict of interest and so will leave the room when agenda item 4.5
IAPT is discussed. AW has agreed to chair this part of the agenda.
AC advised the group that he has a previous conversation with AW regarding this and there
are some questions that AW will raise on behalf of AC.
1.3 Minutes of Previous meeting from 24th November
Discussion took place regarding the minutes of the previous meeting, it was felt that not all the
conversation has been captured in relation to agenda item 3.2, finance. Following this
discussion the minutes from the previous meeting held on 24th November would be amended
to reflect the discussions and were agreed on this basis.
It was also noted that some of the actions had not been picked up, it was therefore agreed that
an action log would be produced for each meeting.
Action – CW to make amendments as discussed to the minutes of QPF 24th November.
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Action –an action log is to be established with any actions produced in the minutes.
Matters Arising
Patient Transport Services (PTS)
Following the last QPF meeting in November and discussions with JD, Sarah Boyd-Short has
recently undertaken a piece of work on the costing’s of PTS to the CCG.
As the procurement is underway and the preferred bidder approved, the CCG are unable to
influence this process, however it is possible to change the drivers i.e.
A. Determine if numbers are correct
B. Influence protocols in the next 6 months
Further discussions are still yet to take place.
The next step is to formulise performance and look at re-design in advance of the new go live
launch date. A summary of this position will be submitted to a future QPF meeting.

QPF1516/0050

LQ brought to Members attention the CCG had a positive assurance meeting with NHS
England on the 23rd December.
2.0 Items for approval
2.1 CHC
LQ presented a paper regarding the commissioning policy for continuing health care. The
purpose of the paper was to provide, context & key highlights of the policy, proposed
implementation process in order that the policy can be signed off in order to be implemented
for an initial six month period, due to impending changes expected in April 2016. During that
period a newly established patient advisory group for continuing healthcare will work with
clinicians to monitor implementation and to draft a final version. An audit and equality impact
assessment will be carried out in order to determine risks and benefits of implementation of
the policy.
The committee were asked to note the work that has been undertaken in order to develop a
commissioning policy for CHC for use across Cheshire and Wirral CCGs.
To note the legal guidance received and the work underway to involve service users and
families in a CHC advisory group to help develop the policy further and to agree to use the
policy within the CCG for a period of 6 months, pending a full review.
CHC is the only clinical service the CCG has that is hosted by South and Vale Royal CCG.
This policy has been reviewed by the joint forum that meets regularly.
Members were asked to note that South and Vale Royal CCG have had legal assurance on
the policy and Hill Dickinson have been in involved in the development and on advising of this
policy. Members were asked to note that there has not been a previous policy in place, and
this has arisen to operational difficulties for the staff working in this area and led to variation
across the area in commissioning decisions. Other CCGs have adopted similar policies.
This risk of not having a policy on place , is if there was to be a challenge made from a
decision to the CCG, the policy outlines the principles to decision making rather than relying
on a framework.
As any policy that the CCG has, this is not risk free, but it will reduce any challenges.
This will also allow the public to see what they should expect from the CCG as this will be
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accessible via the CCG website.
A question was raised to why the policy is for 6 months, this is because new guidance is due
in April 2016 to allow changes to be added if required.
PN advised that it would be helpful for not just the policy to be added to the website but also
an easy to read version to be made available.
Action LQ to take back to the Cheshire’s CCG policy Group.
MB also advised that this would be useful to have a similar process of how we use complex
packages. LQ agrees this would be very helpful and will be considered.
Action – LQ and NH’s teams to work together to develop a principle regarding complex
cases and include DASS as a joint piece of work that can be taken through the Joint
Strategic Committee Group
AW asked if there will be any financial issues after agreeing this policy?
There is a framework that gives the CCG a base of what the correct fee we should be paying;
MB confirmed that there will be no complications for the CCG for the yearly budget.
What about patient engagement?
South and Vale Royal have a patient group that has already looked at and discussed this
policy which did also include a Wirral representative.
NH asked if it would be worth adding the policy to the website for comments as previously
done with the commissioning policy. LQ explained that as this is a Cheshire policy and that
they are the hosting organisation; therefore this policy has been through their Governance
procedures.
Group agreed that they are happy to approve this policy.

QPF1516/0051

3.0 Items for Discussion
3.1 Performance Reports
LQ and NH presented the performance figures for October against the standards within the
NHS Constitution and the actions that are being taken in order to improve performance where
needed.
Areas included:
•

A&E waiting times (4 hour target)

Achievement of against the 4 hour target remains a challenge for the economy, with the
commitment that the position will not be any worse than last year. The Emergency care
Intensive Programme are supporting the economy and the trust will be undertaking a SAFER
week w/c 4th January 2016.
The CCG requires assurance that patient care is not compromised during periods of
escalation.
Group noted that we are currently part of an escalation process with Monitor and NHSE. The
objective for the economy is that the position will be no worse than the position last year,
although we are not worse than we were last year.
Minutes of the WCCG QPF Meeting –29.12.2015
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NH advised the group that the CCG are involved in phase one of the Emergency Care
Improvement Project work taking place.
•

Ambulance handover times- Nil to note Cancer waiting times

There were 23 breaches for 62 day wait in October for cancer. 15 - delay referral between
trusts, 5 – diagnosis required. The group noted that there were more breaches this month and
requested a more detailed look into this at the next QPF meeting to understand the reasons
for delays.
•

Delivering same sex accommodation

There have been 4 same sex breaches which have happened within critical care, these
breaches have also led to excess bed days in the unit. A protocol has been implemented by
WUTH to reduce this time spent in critical care areas.
•

Reducing healthcare acquired infections

There have been 0 new cases for MRSA and 4 new cases brought to the CCG’s attention in
October for C-Difficle. Public health is leading on work on antimicrobial prescribing to support
the reduction healthcare acquired infections.
•

Referral to treatment (RTT - 18 weeks/incomplete pathways)

Pressures remain with incomplete pathways in Community Paediatrics and pain management.
It was brought to the Groups attention noted Christine Campbell has undertaken a review of
the community Paediatric services and a discussion has taken place with CAMHS to look at
different ways of working in order to improve waiting times and outcomes for patients. This
report will be shared with providers in due course.
NH advised that some Pain management patients have been moved to Spire to reduce the
backlog at WUTH and ensure patients are treated in a timely manner. This should not affect
finance, however the CCG are monitoring this very closely.
3 patients who have waited over 52 weeks where brought to the meetings attention. SW asked
if we are aware of the reasons behind waiting time.
NH advised that the CCG are currently liaising with providers regarding these patients to
understand the reason behind this as the CCG were only made aware of this on Christmas
eve. It was noted that there have been changes to the national definition of clock stops and
this may have had some impact on the waiting times. Going forward, the CCG will monitor
patients who are still waiting at 40 weeks in order to prevent long waiters.
•
•

Diagnostic testing –for noting
Friends and family tests including staff and GP surgeries, Community Trust WUTH and
Mental Health- Performance noted

Action- NH to share ECIP report with the group once received
Action – NH to give a verbal update regarding ECIP work at the Governing Body
Action - a Deep dive to be undertaken at the next meeting for the cancer patients and
the long waiting patients
Group noted that SW and LQ have recently met with the WUTH to undertake a desk top
review to gain assurances regarding maternity services in light of Kirkup and other local
reviews that have taken place and it was raised at the meeting regarding poor response rates
for friends and family test. They have advised that they will be doing some further work to help
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this.
AC asked if the CCG knew of the reason why the trust is not achieving their targets.
ECIP had discovered when undergoing their recent work with the trust that they do need to
start moving patients in to ED, this will help to achieve targets.
PN asked the group if they felt assured that the CCG are confident that everything is being
done when problems are arising.
Issues relating to performance take place at the Systems Resilience Group meeting including
4hour target, and cancer waiting times. It was agreed that a discussion would be held in public
GB as part of the Chief Officers update.
SW welcomes the concerns to be discussed in a public setting to advise that the CCG are
doing everything they can.
Action Update performance to be presented at GB by Chief Officer
3.2 Finance Report
MB presented a report detailing the CCG’s financial performance against budgeted allocation
for 2015/16 financial year as at Month 8, November 2015 and the performance against the
measures outlined in the CCG Assurance Framework 2015/16.
MB described Wirral CCG’s assessment of its performance against these indicators as was
been set out within a table which group noted.
Wirral CCG’s current resource allocation for this financial year is £487.92 million. This is split
between recurrent and non-recurrent. The CCG did not receive any in month allocations
during Month 8.
As at the end of November (Month 8) the year to date operational performance position for
Wirral CCG was an over spend of £3.08m before surplus, as shown in the table within the
paper.
There had been a further deterioration in the year to date position with a continuation of
previous month trends over performance against planned levels of activity (across both NHS /
Non-NHS providers) and prescribing.
The forecast outturn surplus position remains at £0.37 million (revised from planned levels in
August (Month 5) subject to the risks as outlined within the paper.
Regarding Activity Trends members noted the table that presents extracts from the portal of
performance information and sources of appropriate data providing a snapshot of activity
performance against all provider contracts.
CCG dashboard shows that referrals to providers (general & acute) are reducing but are still
above plan.
SW mentioned that there are a number of issues that we could look at such as onward
referrals, Dr Ariaraj is visiting APH and other providers to gather information from them on
what they would like to see from referrals.
Regarding Admin Expenditure -year to date running cost expenditure is on plan at month 8
and forecast plan remains within the running cost allocation.
Regarding Financial Risks a number of risks are still being highlighted by the CCG in the
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month 8 reporting to NHS England, as outlined below in section 4 but are summarised by:
•
•

Financial Recovery Plan delivery
Better Care Fund

Regarding Financial Quality, the CCG has met all planning / reporting deadlines in respect of
NHS England Planning requirements and uploads to the Integrated Single Financial
Environment (ISFE) ledger on a monthly, quarterly and ad-hoc basis.
Regular contact is made with both internal / external audit terms regarding plans and audit
progress where necessary. No exceptional items to report at this stage.
An internal audit was conducted during October by Mersey Internal Audit Agency (MIAA) on
the CCGs core financial systems and financial planning. The draft report executive summary
indicates “significant assurance”. A follow-up review meeting has been arranged for 16th
December to discuss the outcomes of the audit.
Regarding Balance Sheet and Cash Management (Indicator no. 12).
Balance sheet indicators and other performance metrics regarding cash management and
Better Payments Practice Code (BPPC) is reported below.
The CCG cash balance at the end of November was £54k.
Expenditure incurred above £25k is collected monthly and published on the CCG website.
There are no significant aged debtors or creditors to highlight as at November, although there
are a range of on-going queries with regards to expenditure in relation to packages of care
with Wirral DASS.
MB then introduced some of the further detailed performance analysis with regards to the
month 9 position in respect of Wirral University Teaching Hospitals Contract Performance,
Non-NHS Contracts, Prescribing as included within the paper.
MB then provided an update with regards to the better care fund and the further actions being
required to close the planning gap, either through further slippage against planned expenditure
(review currently being undertaken in line with half year budgetary performance), achieving a
reduction in non-elective performance as a result of impact of schemes or further realignment
of existing expenditure and that these options were being explored as part of the pooled
budget arrangements.
Members discussed in detail the update with regards to the financial recovery plan and the
role of the Confirm and Challenge meeting within the process.
Based on the current assessment at month 8 of the £3.75 million planned savings, £905k has
been included within the forecast outturn position, with £2.85 million remaining subject to
further investigation. At the month 8 “Confirm and Challenge” review £1.07 million savings
have been identified as likely to be delivered and with the current forecast require planned
savings of £1.25 million; therefore the resultant gap is a further £182k.
The CCGs confirm and challenge group currently meets monthly reviewing the assumptions
within the process to gain assurance on the confidence in the recovery measures.
MB explained that the month 9 review and activity figures would be a key month for each of
the initiatives within the recovery plans and that discussions were underway with regards to a
potential plan ‘b’ but these were limited due to timescales and ability to impact.
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PN asked MB how assured we are that we have looked at the quality aspects of the impact of
these areas such as the physiotherapy changes on the providers?
NH advised that medium term procurement approach will look at into this and the range of the
different models that could be used.
MB asked QPF Committee members to note the CCG financial position as at the end of
November 2015.
MB presented the CCG’s Month 8 briefing providing an update of progress of claims for
Legacy CHC retrospective otherwise known as PUPOC.
During the month of November the CSU closed a total of 46 cases for the CCG. This
continues to outline an improvement in performance with the CCG having 353 open cases and
57% closed cases since August 2013.
The table shows the cases for a number of different CCG’s. LQ advised that she has
requested further information on why cases have been closed off sooner than WCCG if they
have all come from the same place.

QPF1516/0052

4.0 Items for Information
4.1 Complaints Update
LW provided an update regarding the CCGs current complaints. The purpose of this monthly
update is to provide assurance to the QPF committee of complaints received (including those
escalated to the Parliamentary & Health Service ombudsman (and MP enquiries received by
NHS Wirral CCG as at December 2015.
The QPF committee reviewed and noted the contents of the report.
• 21 new complaints of which 2 have been forwarded straight to WUTH
• 16 closed complaints
• 19 on-going complaints ( 2 have been reopened )
• 4 new MP enquires
• 2 on-going MP enquires
• 6 closed MP enquires
• 5 patient enquires/concerns
• None escalated to the ombudsman
Trends and themes
A number of the complaints for WUTH remain outstanding following an extension of time by
the provider. A number of complaints continue to be regarding CHC assessments and
requests for reviews
Feedback questionnaires
Along with the complaint investigation response, patient experience feedback questionnaires
are provided for complainants to complete and return to the CCG. Within the period of
November 2015 and December 2015, 1 questionnaire was returned to the team out of the 16
which were sent.
4.2 Freedom of Information Update (FOI)
LW presented a monthly report regarding FOI requests. The purpose of the report is to provide
assurance to the group of FOI’s received and responded to within November 2015.
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This report details the number of FOI requests received and closed during the reporting
period. This report also provides a brief description of each request, details the type of
applicant, the average response time and reasons for the delay, if applicable.
In the month of November there were 21 requests were received which is a decrease of 6
from the previous period.
During this period, the subjects of the FOI requests received are detailed below:
•
•
•
•
•
•

Mental health
Primary care
ICT
Commissioning
Finance & Expenditure
Contracts & Procurement

All FOI requests received during this period were responded to within 20 working days and the
average response time was 7 working days.
4 requests remained open at the time of writing this report, 1 of which is awaiting further
information from the applicant in relation to the information requested.
Subject Access Requests :
•
•

2 were received
1 remained open

This update report will continue to be presented at this committee on a monthly basis going
forward.
4.3 Serious Incidents Update
SS presented the Serious Incident Report for November 2015.
The QPF committee are asked to note the 9 new serious incidents reported to StEIS in
November, relating to:
•
•
•

7 WUTH
1 Clatterbridge cancer centre
1 WCT

As per the serious incident reporting framework, a root cause analysis will be undertaken on
the incident, the report and action plan will be monitored by the CCG’s SI review group to
ensure:
•
•
•
•
•

The incident has been adequately investigated
The root causes and contributory factors have been identified
The recommendations and action adequately address the root causes and contributory
factors
The action plan has been completed in a timely manner
All lessons learnt are shared appropriately

4.4 Information Governance Update
SC presented a report to the committee detailing the Information Governance process and
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assurance arrangements in place to demonstrate that the correct support and programmes of
work are underway to meet the IG toolkit requirements by 31st March 2016.
The committee were asked to note the processes and assurance arrangement in place and to
continue to commit to support compliance with the IG toolkit in preparation for the March
submission.
Group noted that the CCG are currently on target to meet Level 2 compliance for all
requirements.
SC advised of the recommendations of the spot checks that were previously undertaken in
Sept 2015.
The purpose of spot checks which is an arrangement that the CCG have in place to safeguard
confidential corporate and person-identifiable data.
General Observations:
Open plan office area, with some individual offices, with no access by the public.
Good knowledge and observance of Information Governance requirements.
A noticeable awareness amongst staff concerning IG was apparent, in comparison with the
spot checks carried out in 2014/15. All staff interviewed were familiar with the following terms:
 Information Governance
 IG policies and strategies
 SIRO
Members noted the data flow mapping report, information asset register report and CSU data
processing report, there are no concerns or further issues.
PN advised that MB is being seconded to Healthy Wirral and he is unsure if the replacement is
SIRO trained as this is a statutory duty.
Action – PN to get assurance form JD that CFO replacement is SIRO trained and to
confirm to the committee for their assurance
Members noted there is a risk around the availability and support from SC after March with the
CSU change over within the next few months.

4.5 IAPT
At this point AC left the discussion and handed over the chair to Alan Whittle in line with the
CCGs conflict of interest policy.
LG informed members of the committee that the national IAPT targets for 15% access and
50% recovery rates for patients will not be achieved by Wirral CCG in 2015/16. The recovery
plan makes reference that WCCG has registered IAPT delivery on the risk register.
Wirral CCG have been asked by NHS England to submit a recovery plan for the IAPT service
back in September 2015 as Wirral CCG is currently bottom of the table nationally for the 18
week target.
A deep dive exercise started the end of November with the IAPT provider (Inclusion Matters
Wirral) and a recovery plan has now been submitted to NHS England. The recovery plan
highlights additional financial support is required to meet the patient backlog activity and
Minutes of the WCCG QPF Meeting –29.12.2015
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formally notes that national targets will not be achieved locally 15/16. The recovery plan
proposes how WCCG will be in a position to reduce patient backlog and meet the new 6 and
18 week targets in 16/17.
SW advised that Primary Care are reluctant to refer due to waiting times, if this changes then
the referrals will start to come through.
PN has been and spoken to Inclusions Matters and they are happy to work alongside us and
are up for the challenge of meeting these targets.
There has been a system time out where members of the CCG have been brought together to
meet monthly and have been aligned to different providers. All issues are monitored regularly.
The QPF committee noted the – needs a concluding comment from Lorna.
5.0 Items for Noting
5.1 Influenza Assurance Update
SS presented a report regarding Influenza Assurance to outline the work within the CCG and
Public health to protect the population with regards to influenza.
The report provided information regarding the systems assurance for Wirral CCG in response
to winter planning and influenza prevention, treatment and management.
5.2 Other Committee Minutes
Members noted the minutes from the previous CCG SI review group.
AC advised that he has reviewed the minutes from the SI group and has noted the quality of
the investigations that are taking place.

QPF1516/0054

LQ advised that members from the organisations attend the meetings and these issues are
picked up with the individual organisations.
6.0 Risk Register
6.1 Risk Register
LW presented and members noted the updated version of the CCG’s risk register.
It was identified that previous risks have been put under an existing risk re CHC on the risk
register.
Action – LW to separate
Action- PE to provide a report detailing the recommendations made by the QPF
committee to the GB
7.0 Any other items of Business
7.1 AOB MB raised the issue regarding procurement of both internal and external audit; these will need
to be looked at as we will have to go to procurement in 2017.
The committee needs to think how we would like to approach this, although a survey has
come to both the CFO and Audit Chair.
This could be a recommendation to GB as an audit panel is to be arranged before the next

Minutes of the WCCG QPF Meeting –29.12.2015

Page 10 of 11

Ref No.

Minute
audit meeting.
Date and Time of next meeting
The date and time of the next QPF meeting is scheduled for:
Tuesday 26th January at 1pm in Room 539 OMH
Please forward any apologies to Allison.hayes@nhs.net

The meeting ended at: 16:37pm
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Master 14-15
Risk ID

Date added

Source

Division

14-15G

Jun-14

CCG

Gov Body

Risk Description

Organisational
Objectives (reference
to detail)
A&E 4 hour Target, including Quality / Financial /
quality of care & standards
Patient Safety
provided to patients

Consequ Likelihoo
ence
d
4

4

Matrix
Score

Key Control Established

Key Gaps in Control
(reference to evidence)

16.00

On-going monitoring

Target not being met by
Wirral economy & rated
high risk by NHS England
and Monitor

Assurance on Controls
(reference to evidence)

Gaps in Assurance
(reference to evidence)

Conseq
uence

Likeliho
od

Target continues to not be
met.

4

5

Previous
Risk
Rating
20.00

Owner

Date of
Date of last review
next review

Last review

LQ

March 2016
QPF

New risk discussed at June GB. To be monitored at
Governing Body. Action plan to be agreed with lead.

January 2016 QPF

Reviewed at Jan QPF & agreed for likelihood to be amended
to 5. Action plan for further review at March GB. Reviewed at
March GB & agreed for further review at May QPF.
AP reviewed at May QPF and noted further update due in
June 15 - Therefore due for next review at June QPF.
Updated AP received from LQ - for review at June QPF.
Reviewed at June 15 QPF - next due for review at July QPF.
LQ apols noted for July QPF, therefore due for review at
August QPF.
Action plan reviewed at August QPF and agreed monthly
review going forward.
Action plan reviewed at September QPF and agreed to
continue to monitoring on a monthly basis.
Updated action plan reviewed at October QPF - Wirral
economy is part of phase 1 ECIP and first meeting took place
on 20th October 2015. Next due for review at QPF in January
16.
Updated AP to be reviewed at Jan 16 QPF as weekly
monitoring of the target continues.
Updated AP reviewed at Jan 16 QPF and agreed for the risk
scores to remain the same. Noted that the ECIP report will be
reviewed at Governing Body in March 16. Therefore action
plan next due for review at March 2016 QPF.

14-15K

August QPF

CCG

Gov Body

Continuing Healthcare
issues re the service
provided, the CHC process
followed, general
performance & quality.
Gaps in contracts with
providers and delivery
against Previously
Unassessed Periods of
Care (PUPoC) trajectories

Quality / Patient Safety

5

3

15.00

Action plan in place and on- Reliance on shared CCG
CSU monitored monthly
service arrangements for
going monitoring of
against PUPoC target;
aspects of delivery and
performance via QPF.
action plan to address
CHC joint committee
reliance on CSU for
contract gaps in place and
delivery of PUPoC
minutes of joint committee
established to oversee
targets. Lack of contracts
and QPF
service transition
with provides

5

3

15.00

CC

March 2016
QPF

February 2016 QPF New risk discussed at August QPF. AP to be completed by IS.
For noting at September GB & AP to be reviewed at
December GB - awaiting AP from lead. Still awaiting AP from
lead - Dec 14.
AP requested from CC as part of new work plan / structure.
AP reviewed at May QPF & members requested for further
details to be included within the AP, for further review at June
QPF.
Further information to be included in AP for review at July QPF
following update, in line with timescales.
Reviewed at July QPF and added additional risks in relation to
contracts and PUPoCs.
Reviewed at September 15 QPF and agreed that the
mitigation can be amended when the new CHC teams are in
place, but to remain the same at present. Due for next review
at November QPF.
Updated AP received - Reviewed at Nov QPF - Due for next
review at January 2016 QPF.
Update AP reviewed at Jan 16 QPF - Agreed for next review
at February 2016 QPF.
AP reviewed at Feb 16 QPF and agreed to remain the same
as there is no solution in place as of yet. PE and LQ are to
attend Joint CHC Committee to raise issues further.

14-15N

December
QPF

CCG

QPF

Quality of care provided to
patients at Wirral University
Teaching Hospital NHS
Foundation Trust

Quality / Patient Safety /
Financial

3

3

9.00

Quality Surveillance Group
(QSG) meeting held on
13th February , follow up
meeting to be arranged in
6 months time. Outputs
from QSG to be monitored
through WUTH Quality &
Clinical Risk committee.

Minutes of the QSG
meetings & WUTH Quality
& Clinical Risk committee

To review further in 6
months

4

3

12.00

LQ

March 2016
QPF

January 2016 QPF

New risk discussed at December QPF. Scoring to be agreed
& action plan to be completed by LQ.
Scoring to be agreed at January QPF.
Reviewed at Jan QPF & agreed for the risk description to be
amended to reflect concerns regarding the quality of care
being provided. It was agreed that this risk would be scored at
the next GB to be held in Feb 15.
Reviewed & scored at Feb GB, and agreed for further review
at March GB. Reviewed at March Gb & agreed for further
review at May 15 QPF.
Action plan being reviewed at QSG meeting and also being
monitored through WUTH Quality and Clinical Risk
Committee.
Reviewed at August QPF and as WUTH surveillance has been
reduced agreed to amend the likelihood to 3 from 4. Next due
review September QPF.
Action plan continues to be reviewed at QSG meeting and
also being monitored through WUTH Quality and Clinical Risk
Committee. Due for further review / update at October 15
QPF.
Reviewed at October 15 QPF and agreed for the
consequence to be reduced to 3 from 4 as this is now at
normal surveillance level and has been stepped down - Due
for next review at QPF in January 2016.
Reviewed at QPF in January 2016 and noted for next review at
March 2016 QPF, following the release of the CQC report.

14-15P

January QPF

CCG

QPF

Financial risk to CCG

Financial

4

4

16.00

Regular financial reporting
through QPF & GB. Further
detailed monitoring of
contractual prescribing &
other commissioning
expenditure areas as
appropriate.

Ability to influence activity
trends.

Minutes & monitoring of
GB / QPF

Timeliness of reporting /
ability it implement action
plans directly.

N/A

N/A

N/A

MB

March 2016
QPF

February 2016 QPF

New overall financial risk agreed to be added at Jan QPF to
replace existing financial risks (1415C,D&F) - Further
description, key controls & scoring to be agreed at Feb GB.
Unable to score at Feb GB as CFO not present - Therefore
agreed to score at March GB.
Scoring agreed at Feb QPF.
May 15 - Financial assumptions are currently being tested
against contract values - This is currently being finalised and
once completed will review planning and then be brought back
to QPF and GB in June.
Financial plan was reviewed at QPF in June. The risk remains
the same at present. The financial plan will continue to be
monitored via QPF and Governing Body. Next due for review
at July QPF.
Worsening position based on month 3 data discussed at July
QPF and Chief Financial Officer will brief Governing Body at
August meeting with a view to reviewing this risk at August
QPF.
Reviewed at October QPF and agreed for further review and
discussion at GB to be held in November 15.
For next review at January QPF.
Reviewed at Jan 16 QPF - Agreed for next review and verbal
update at February 2016 QPF.
Reviewed at Feb 16 QPF and agreed for further review and
discussion at GB to be held on 01/03/16. CFO advised further
information would be available at GB on 01/03/16.

14-15Q

February GB

CCG

GB

Risk to services bought from CCG organisational
North West CSU following
delivery
failure of CSU to secure
place on the Lead Provider
Framework.

3

3

9.00

Transition Board
established and two staff
appointed from CSU to
oversee transition to new
providers or in-housing.
Agreed service
specifications

Transition plan, though
this is expected to be
developed once
procurement begins

Minutes from the
Transition Board and
regular newsletters on
progress

Stability arrangements
during transition and risk
of staff loss

N/A

N/A

N/A

PE/LQ/MB

March 2016
QPF

January 2016 QPF

New risk identified at Feb GB - Scoring to be agreed at Feb
QPF.Scoring agreed as appropriate at Feb GB.
May 15 - Scoring agreed but action plan for resolution is
being co-ordinated by NHS England with CCG's jointly, for
further review at July 15 QPF.
July 15 QPF - Update from MB to advise that transition
arrangements are progressing and specifications across
Cheshire & Merseyside are being finalised. In house business
cases have been informally approved. Support may be
required for assessment process in September Further
update due for review at September 2015.
Aug 15 - Update from CFO to advise that the position remains
as above (July 15). However, there continues to be
outstanding issues in relation to stranded costs / exit costs /
transfer / SLA payments.
Transition timetable provided by NWCSU detailing key
milestones and dates for completion. Next due for review in
November 15 following the contracts being awarded (in line
with timetable).
Reviewed at Nov QPF and update provided that this has been
awarded and is in transition. Mobilisation meetings are to be
held and it was agreed for this risk to remain on the register
until the transition is complete.
Verbal update in relation to the transition to be provided at
January 16 QPF.
Verbal update provided at QPF in January 2016 - PE to
provide a further update at March 2016 QPF following the
transition to the new CSU.

14-15S

Sep-15

CCG

QPF

Suspension of Lantern
Quality / Patient Safety /
Project following
Contracts
whistleblowing incident and
concerns raised in relation to
both safeguarding policies
and breach of confidentiality.
It was agreed by QPF that
the service should be
suspended with immediate
effect (on 25/08/15) with no
new referrals to be accepted
and with no payment to be
made to the project during
the period of suspension.

3

3

12.00

Meeting held with Provider
to discuss suspension and
address the conditions.
Meeting held with CCG
Designated Nurse for
Safeguarding Children to
work through the
Safeguarding Audit Tool
and Safeguarding
Assurance Framework
Dashboard to be submitted
to CCG. Provider to submit
a Confidentiality Policy to
the CCG to address the
breach in confidentiality,
which is to be reviewed by
CCG Caldicott Guardian,
CCG Senior Information
Risk Owner and CCG
Information Governance
Lead.

Next meeting with
Safeguarding policies are
Provider due to be held on
not compliant with
safeguarding toolkit,
20/10/15 as a single item
QSG.
provision of the new
dashboard and MDS
requirements to evidence
activity delivery by the
service, p[revision of
outcomes data to
evidence improvements
delivered by the service,
attendance at an Evidence
and Quality Review
meeting

NH

April 2016
QPF

January 2016 QPF

New risk highlighted and agreed to be added at September
15 QPF.
Next meeting with Provider due to be held on 20/10/15 as a
single item QSG - Further update to be provided at October
QPF.
Update provided at October 15 QPF to state that a meeting
was held with Lantern Project and Governing Body members
in October 2015 and a letter is to be issued regarding the
future funding of the service. Further review due at November
15 QPF.
The CCG has advised the Lantern Project of the decision to
terminate the contract and will now work with the provider to
support the existing patients to the end of their treatment or by
transfer to suitable alternative services. The CCG does not
expect the transition period will extend beyond 31st March
2016.
Reviewed risk at QPF in Nov 15 and agreed for risk to remain
on the register during the transition and also to highlight
regarding media handling, until the end of March 16. Noted
that the last payment will be made in December 15. Noted that
there has been no co-operation from the provider to tell
patients. Press statements are in place, if required.
Reviewed at QPF in January 2016 and committee noted that
the CCG should request assurance from The Lantern Project
that all patients have been transitioned appropriately.
CCG to monitor media activity and possible reputational
issues.
Agreed next due for review at April 2016 QPF.

14-15T

Nov-15

CCG

QPF

Delivery of Continuing
Healthcare (CHC) risks in
relation to:

Quality / Patient Safety /
Financial

5

3

15.00

Action plans are being
reviewed at the Joint
Committee.

LQ / CC

March 2016
QPF

January 2016 QPF

New risk discussed at Nov 15 QPF and agreed to be added
to risk register.
The 3 main CHC risks discussed and identified:

- Packages of care
- Complex patients
- Reputational and financial
risks to the organisation with
regular reviews not being
undertaken by CHC

- Packages of care
- Complex patients
- Reputational and financial risks to the organisation with
regular reviews not being undertaken by CHC
Action plans for the above are being reviewed at the Joint
Committee.
Action Plans are being reviewed at the CHC joint committee awaiting copies to be reviewed at QPF also.
Update provided at QPF held in January 2016 - Agreed for
next review at QPF to be held in March 2016.

14-15U

14-15V

Dec-15

Feb-16

CCG

CCG

QPF

QPF

Improving Access to
Quality / Patient Safety /
Psychological Therapy
Financial / Contracts
(IAPT) service will not meet
the targets related to access
and treatment and
performance will not improve
with additional resource and
will deteriorate with any claw
back of resource by NHS
England.

5

Wirral CCG is aiming to sign Corporate Affairs
sub-lease arrangement with
Wirral Local Authority on the
assumption that they sign the
head lease with the land
registry. This is because the
current lease arrangements
have expired.

3

3

15.00

Wirral CCG Improving
Access to Psychological
Therapy (IAPT) Recover
Plan 2015/16 in place.

NH

April 2016
QPF

January 2016 QPF

New risk discussed at Dec 15 QPF and agreed to be added
to risk register, following review of Recovery Plan - Statement
of Readiness, received at December 15 QPF.
Action Plan to be collated for review at January 2016 QPF.
Action plan reviewed at QPF held in January 2016. Agreed for
plan to be monitored and next due for review at QPF in April
2016.

3

9.00

Regular meetings with the
Council around
accomodation.

No current alternative that
would be instantly
available with NHS
connectivity to the CCG.

Meetings with council are
held weekly and evloving
plans documented.

Lack of formal legal sublease agreement which is
not possible until head
lease is agreed.

PE

March 2016
QPF

New risk identified at Feb 16 QPF.

The risk is that if the head
lease arrangement is not
signed by the Local
Authority, the CCG cannot
rapidly redeploy to another
building because of ICT and
telephony requirements.The
head lease was expected to
be agreed in January /
February 2016, but it has just
transpired that there are still
areas that the council and
land registry have not
agreed.
Insert Rows Above This Line Only

Impact Values
Negligible
Minor
Moderate
Major
Catastrophic

1
2
3
4
5

Probability Values
Rare
Unlikely
Possible
Likely
Almost Certain

1
2
3
4
5

Green/Yellow/Red Threshold Values
Green - maximum score
Yellow - minimum score
Yellow - maximum score
Red - minimum score

4
5
12
15
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