GOVERNING BODY MEETING – A meeting in public
Tuesday 1st November 2016
Old Market House, Nightingale Room
1pm - 4pm
AGENDA
Ref
No.

No

Time

Item

Action

GB1617/0017

1.

1.00pm

PRELIMINARY
BUSINESS/ADMINISTRATIVE
ITMES
(Chair)
1.1 Apologies for Absence
1.2 Chair’s Announcements
1.3 Declarations of Interest
1.4 Welcome and
Comments/questions
from members of the
public (10 mins)
1.5 Minutes and Action
Points of Last Meeting –
4TH October 2016

Papers

To Note

To
Approve
DRAFT GB Minutes
Copy of WCCG
PUBLIC MEETING 04 1Formal GB Action Poin

Action Points

1.7 Patient Story

To
Approve
To Note

1.8 Chief Officer’s Update

To Note

1.6 Matters Arising

GB Cover sheet
Chief Officers
Chief Officers updateGoverning Body Novem
GB1617/0018

2.

1.20pm

RISK MANAGEMENT
To
Discuss

2.1 Risk Register
(Paul Edwards)
GB1617/0019

3.

1.30pm

MASTER Risk
Resgister - November

FINANCE
3.1 Chief Financial Officer’s
Report
(Mike Treharne)

To Note
GB Cover sheet
Wirral CCG FINANCE
Chief Financial OfficerGB Report 16-17 - Mon

Appendix 1 Finance
Appendix 2 - QIPP
Committee - Board RePlan on a pageV19.xlsx

GB1617/0020

4.

1.50pm

PERFORMANCE AND
COMMISSIONING
1
st
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Ref
No.

GB1617/0021

No

5.

Time

2.20pm

Item

Action

4.1 Director of
Commissioning’s Report
(Nesta Hawker)

To Note

4.2 Performance Pack
(Nesta Hawker)

To Note

Papers

GB Cover sheet
Director of
Director of CommissioCommissioning Report

PerformancePackMon
thlyAugustFINAL.pdf

QUALITY & PATIENT SAFETY
To Note

5.1 Director of Quality &
Patient Safety’s Report
(Lorna Quigley)

GB Cover sheet
Director of Quality
Director of Quality an
Report.docx

CM TCP Ex Summary
2016 - 2019.pdf

5.2 Ofsted Report
(Lorna Quigley)

To Note

5.3 Health Protection Report
(Fiona Johnstone)

To Note

5.4 Medical Optimisation
(Dr L Ariaraj/ Lorna
Quigley)

To
approve

GB coversheet re
GB Ofsted Report Ofsted Report.docx November 2016.docx

Coversheet Final
final partnership
Partnership Report.docreport 2015 _ 2016.pd

GB Coversheet
Preoperative Medical
Preoperative Medical OOptimisation GB 1 Nov

Copy of Updated Stage 1 EIA SCREENIN

GB1617/0022

GB1617/0023

6.

7.

2.50pm

3.10pm

GOVERNANCE AND
ENGAGEMENT
6.1 Director of Corporate
Affairs’ Report
(Paul Edwards)

To Note
GB Cover sheet
Director of Corporate
Director of Corporate Affairs Report.docx

6.2 Communications and
Engagement
Implementation Plan
(Paul Edwards)
COMMITTEE REPORTS

To Note

7.1 Medical Director’s
Report
(Dr Sue Wells)

To Note

GB Commmunications
GB Coversheet
Communications and Eand Engagement - Imp

To Note

Audit Chair’s Report
(Alan Whittle)

Medical Directors
Governing Body Repor

Audit Chair's report
September 2016.docx

To Note

Finance Committee
Chair’s Report
(Lesley Doherty)

2
st
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Clinical Senate Chair’s
Report
(Dr Sue Wells)

To Note

QPF Chair’s Report
(Lorna Quigley)

To Note

Papers

Finance Chair briefing
September 2016.docx

Clinical Senate report
October 2016.docx

QPF chair briefing
report to October 2016

7.2 Committee Meeting
Minutes
QPF Minutes from
July 2016
ANY OTHER BUSINESS
•

GB1617/0024

8.0

3.30pm

To Note

RATIFIED QPF
MINUTES 26.07.2016.d

Date and time of Next meeting: Tuesday 3rd January 2017 – 1pm – 4pm Nightingale Room OMH
Please forward any apologies to allison.hayes@nhs.net

3
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WIRRAL CLINICAL COMMISSIONING GROUP
GOVERNING BODY BOARD MEETING
Minutes of Meeting – Public Session
Tuesday 4th October 2016
2pm
Birkenhead Town Hall, Birkenhead

Present:

Dr Sue Wells (SW) (Chair)
Jon Develing (JD)
Mike Treharne (MT)
Nesta Hawker (NH)
Paul Edwards (PE)
Lorna Quigley (LQ)
Alan Whittle (AW)
James Kay (JK)
Dr Laxman Ariaraj (LA)
Dr Simon Delaney (SD)
Dr Paula Cowan (PC)
Dr Sian Stokes (SS)
Dr James Sowery (JS)

In Attendance: Allison Hayes (AJH)

Corporate Officer
Head of Communications and Engagement

Mike Chantler (MC)

Ref
No.
GB1617/0012

Medical Director/Acting Chair
Chief Officer
Chief Financial Officer
Director of Commissioning
Director of Corporate Affairs
Director of Quality & Patient Safety
Lay Member (Audit & Governance)
Lay Member (Patient Champion)
GP Lead – Planned Care
GP Lead – Primary Care
GP Lead – Unplanned Care
GP Lead – Long Term Conditions
Chair of CCGs Members Council

Minute

Action

Preliminary Business
1.1 Apologies for absence
Apologies were received from: Fiona Johnstone, Graham Hodkinson, Lesley Doherty,
Arpan Guha and Alastair Cannon.
1.2 Chairs Announcements/Opening Remarks
Chair welcomed members and the public to the meeting.
1.3 Declarations of Interest
Chair reminded the Governing Body members of their obligations to declare any interest
they may have on any issues arising at committee meetings which might conflict with the
business of Wirral Clinical Commissioning Group.
Declarations declared by members of the Governing Body are listed in the CCGs
Register of Interests. The Register is available either via the secretary to the Governing
Body or the CCG website at the following link:
https://www.wirralccg.nhs.uk/Downloads/AboutUs/WhosWho/Register%20of%20Interest
s%20Version%20Updated%20June%202016.pdf
There were no declarations of interest received at today’s meeting.
1.4 Comments/questions from members of the public
th
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Minute

Action

Twelve members of the public attended the meeting, three of whom requested to
address the Governing Body.
•
•
•

Mr J Cook
Mr R Giles
Mr J Cadwallader

Mr Cook addressed the Governing Body with regards to the Homeopathy service and
stated that it was an approach that had been used for over 150 years. Mr Cook drew
attention to the paper included on the agenda and stated that the data in the report
showed that some service users had seen some benefit. With that in mind, he implored
the CCG to allow the service to continue until such time as a wider national review could
be undertaken.
Mr Giles addressed the Governing Body and highlighted that there is no known evidence
to support positive outcomes or effectiveness from homeopathy and NHS resources
should therefore not be used to fund it.
Mr Cadwallader addressed the Governing Body with regards to Gluten Free products
and requested that the Governing Body consider vulnerable groups and people on low
incomes who may struggle to buy Gluten Free products in supermarkets at current
prices.
Chair thanked the members of the public for their comments and the Governing Body
acknowledged the public members statements.
1.5 Minutes & Action Points from previous meeting held on 6th September 2016
The minutes of the previous meeting held on 6th September were agreed as a true and
accurate record notwithstanding grammatical/typographical errors which will be rectified.
Action Points:
LQ advised that Healthwatch are having technical difficulties in producing a video with
regards to a recent patient story and once the editing process has been performed LQ
will email the video to members.

LQ

1.6 Matters Arising
PE advised the Governing Body that the Chair’s Report of the Quality Performance and
Finance Committee would be presented at the November Governing Body meeting and
that an amendment to the previous minutes from the September meeting will include a
comment by Alastair Cannon in relation to assurances and controls in place with regards
to the Financial Recovery Plan. PE to amend minutes.
GB1617/0013

PE

2.0 Commissioning Decisions
JD introduced the following agenda items and advised that the CCG has undertaken
these specific pieces of work to in line with the CCG’s agreed values in order for the
CCG to make appropriate and informed decisions.
2.1 Products of Limited Clinical Value Prescribing Policy
LQ presented item number 2.1 Products of Limited Clinical Value Prescribing Policy and
reported that there are a number of products currently prescribed in Wirral that are
th
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proven to be of limited clinical value, based on safety, efficacy and cost effectiveness of
the product. LQ advised that the following medications were to be considered following a
review of published clinical trials and national clinical guidance from organisations such
as NICE:
•
•
•

Antioxidant supplements for age related macular degeneration
Lactase enzyme drops for colic
Supplements for joints (e.g. glucosamine)

LQ advised that a robust consultation process has taken place which gave the following
options:
•
•

Option 1 – to stop prescribing items deemed to be of low clinical value
Option 2 – continue prescribing items deemed to be of limited clinical value at a
cost to the NHS

LQ stated that 203 patients and members of the public responded and said that 87% of
respondents supported a prescribing policy which would stop the prescription of the
aforementioned items.
LA sought clarity on lactase enzyme drops and LQ confirmed that this was only in
relation to colic. SS stated that the CCG should support evidence based options, and for
this reason, would support Option1, as this was option was based on recognised
evidence. PC echoed this view and AW stated that it appeared that the outcome of the
public consultation was in line with the evidence.
LQ assured the Governing Body that should any new clinical guidance or evidence
become available, then the policy would be reviewed at that time.
The Wirral CCG Governing Body, having considered the evidence and the consultation
outcome, supported Option 1 to stop prescribing the three products deemed to be of low
clinical value and it was agreed that LQ would progress this action.

LQ

2.2 Self Care Prescribing Policy
LQ presented the Self Care Prescribing Policy to the Governing Body and explained that
there are a number of medicines currently being prescribed in Wirral for minor ailments
that patients can purchase over the counter in pharmacies and/or local supermarkets
and retail outlets such as paracetamol, ibubrofen and ear wax removers. LQ stressed
that this applied only for minor ailments and in cases where any of the medications in the
report were prescribed for a long standing health problem, where clinically appropriate,
these would continue to be prescribed.
LQ advised the Governing Body of the proposal to develop a policy in relation to SelfCare which if implemented would result in the cessation of the prescribing of the above
products on prescription which are available for purchase over the counter.
Based on a recent formal consultation process and impact assessment processes and
highlighted that two options were proposed:
•
•

Option 1 – continue with current prescribing of over the counter products at a cost
to the NHS
Option 2 – stop prescribing over the counter products to patients who are able to
self-purchase
th
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LQ highlighted that 256 patients and public responded to the survey and 89% of
respondents opted to support the development of a prescribing policy which stops the
prescribing of over the counter medicines.
JK asked if there would be exceptions for prescribing for children in low income families
and LQ clarified that, given the low cost of these medicines, it was not expected that
there would exclusions. LQ advised that the policy would be implemented in all Wirral GP
practices to ensure consistency and once the policy is in place another impact
assessment would need to be carried out.
LA pointed out that by reducing certain medications for example throat sprays, then
prescribing antibiotics may increase, and this should be borne in mind. He also asked
around nurseries who require medication to be labelled to a particular child and LQ
stated that the CCG would work with local nurseries to agree an approach.
LQ recommended that the Governing Body note the consultation process and the impact
assessments that had been undertaken and to support option 2, in order to allow the
CCG to develop a policy which will cease the prescribing of over the counter products to
patients who are able to self-purchase in line with the consultations findings.
The Wirral CCG Governing Body accepted the recommendations set out within the
proposal and agreed that option 2 is adopted. LQ to oversee the development and
implementation of the policy.

LQ

2.3 Gluten Free Prescribing
LQ introduced a paper to the Governing Body detailing the drivers for change and the
process Wirral CCG has undertaken in reviewing the gluten free prescribing policy which
has been in existence since 2013. LQ drew member’s attention to an amendment to
point 7.2 of the report which should read 56% and not 69% as originally documented.
LQ explained to the Governing Body that in the past, the availability of gluten free foods
was low and therefore these products became more accessible via prescription through
community based pharmacies. However, since the increased awareness of Coeliac’s
disease and a general trend to eat less gluten, LQ highlighted that these products are
more readily available from supermarkets and online retailers. LQ pointed out to
members that the prices of many gluten free products are now similar to gluten
containing equivalents and that the price paid by the NHS is much higher than
supermarkets prices.
LQ informed members that the formal consultation process asked stakeholders to
consider the following options:
•
•
•

Option 1 – continue with current prescribing of gluten free products on
prescription
Option 2 – develop further prescribing restriction for certain gluten free products
Option 3 – Stop prescribing gluten free products on prescription altogether.

LQ advised that in total the CCG received 645 responses and 56% supported either
developing further restrictions for certain gluten free products or stopping gluten free
products on prescription altogether.
PE sought clarity around how prescribing for coeliacs differs from diabetics, where food
is not prescribed. LA explained that diabetics are advised to follow healthy diets as
th
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opposed to specific products.
PC stated that whilst bread is important to some people, there are other generally
available products that are gluten free (e.g. rice and potatoes). Therefore, not
prescribing gluten free products would not always result in higher prices being paid for
patients who were required to follow a gluten free diet.
LA raised concerns regarding children on gluten free diets and suggested that these be
excluded should a decision be taken to stop or restrict prescribing in this area. Further
discussions took place around supporting low income groups and the possibility of
introducing a voucher scheme.
PE stated that there seemed to be some arguments for retaining some basic items on
prescription in terms of ensuring low income families and individuals were not
disadvantaged, given the issue of cost of some products, but this should perhaps be
restricted to a more limited range of products.
Having discussed the evidence base and the consultation findings, members agreed that
Option 2 (to develop further prescribing restrictions) would be the Governing Body’s
preferred option, given consideration to lower income groups and children
The WCCG Governing Body approved option 2, and tasked LQ with developing a
revised policy that took into account the factors discussed.

LQ

2.4 Homeopathy and Iscador Service Review
NH introduced this item and informed members that the CCG had undertaken a review of
Procedures of Low Clinical Value in 2014 and, as part of that process, it was stated that
a review of Homeopathy and Iscador would be carried out subsequently. She stated that
this piece of work had been concluded and included a formal consultation process, a
service review utilising NICE evidence and feedback from service users.
NH stated that a query had been raised ahead of the meeting as to whether the GP in
the service was regulated by the GMC for homeopathy work. NH stated that the GMC
had confirmed that it does cover homeopathy.
NH summarised the findings of the consultation and stated that there has been over
1200 responses to the survey and that 94.81% supported stopping funding the service.
She also stated that the National Institute for Health and Care Excellence (NICE) does
not list the use of Homeopathy or Iscador in its guidance on the use of complementary
and alternative treatments. NICE is the body which the NHS uses as its primary source
of clinical evidence and effectiveness.
PE pointed out that in response to the earlier statement around service users finding
some benefit, 2.4.5. in the report made it clear that this was from a relatively small
number of respondents. PE asked if other CCGs commissioned these services and NH
informed members that local CCGs do not commission Homeopathy and Iscador
services and nationally only a very small number of CCGs currently commission the
service.
AW sought clarity around those patients currently being seen by the service should a
decision be taken to cease funding and NH said there would be an agreed transition
period.
PC stated that there was no clinical evidence to support the use of Homeopathy and
Iscador and there could be a risk that patients choose not to proceed with proven,
th
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evidence based treatments.
JD said any decision needed to factor in the available current evidence and the feedback
from consultation, but made clear that if Option 3 was supported, the CCG would not be
closing the service as it is provided by an independent organisation, but would no longer
provide funding from NHS Wirral CCG resources.
Members agreed that decisions should be based on current NICE guidance and
supported by consultation results and hence Option 3, to stop funding the service, should
be adopted. NH made clear that should further NICE evidence be produced, then the
CCG would review its decision.

NH

The Wirral CCG Governing Body members agreed that Option 3 to stop funding the
Homeopathy and Iscador services should be supported. NH to implement the decision
and notify the provider.
Chair advised that the decisions made and recorded at today’s meeting would be
published on the CCGs website later this week.
GB1617/0014

3.0 Governance
3.1 Board Assurance Framework
PE introduced the Board Assurance Framework (BAF) and explained how the CCG has
adopted a ‘risk appetite’ section since the risks were re-aligned to refresh the CCGs
strategic aims. He has incorporated this into the BAF and members supported this
approach.
PE informed the Governing Body that there are three new risks to add to the framework.
1. The newly formed Finance Committee has suggested that a separate risk is
added with regard to delivery of QIPP, (E3) with a score of 4 (likelihood) & 4
(impact) that mirrored the financial risk on the BAF
2. A new risk, suggested by the Lay Member for Quality and Outcomes, regarding
the capability and capacity to ensure the CCG meets its duties (F3) score 3
(likelihood) & 3 (impact). PE stated that the Price Waterhouse Cooper review,
currently underway, would inform the narrative, controls and gaps and he would
add these ahead of the next review
3. As the Assessment Framework baseline assessment of the 6 clinical domains
had identified some areas that needed improvement, this was added a broader
risk related to the rating resulting from the Assessment Framework. It was
agreed to initially score these as 3 (likelihood) & 3 (impact) and PE to develop
narrative in support of this risk.
4. All other risks were deemed to be accurate in terms of scores and narrative.
PE highlighted that the ‘risk appetite’ section had a number of target scores for Quarter 4
and risk owners should be actively working towards the achievement of these.
AW congratulated PE and his team regarding the development of the Board Assurance
Framework and felt that it was now very close to best practice.
PE advised members that should there be any developments with regards to Sustainable
Transformation Plans (STPs) he would include this in the future.
4.2 Development of Wirral Health and Social Care
th
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JD gave a presentation regarding the development of the Wirral Health and Social Care
system. Areas included:
•
•
•
•
•
•

Key developments to date
A single integrated commissioning model for Wirral
The role and form of an Accountable Care Partnership
Oversight and implementation
Proposed Healthy Wirral Partnership Board (HWPB) Membership
Next Steps

Members discussed the proposed membership of the HWPB. PE suggested that a
balanced approach with regards to lay members, directors and clinicians would be
appropriate.
NH raised concerns around the balance of commissioners and providers on the voting
and LA stated that he feels there is a need for a patient representative, a primary and
secondary care doctor on the HWPB.
JK sought clarity around the purpose of the board and whether it is to be transitional. JD
clarified it would oversee the development of both the Integrated Wirral commissioner
and the integrated provider Accountable Care Partnership. JK also questioned the role of
an independent chair and suggested that he thought it would be appropriate for the chair
to be an executive.
LQ suggested that once the terms of reference for the group are established then the
right skill set can be identified.
PC asked how the Alliance Leadership Group fits in with the HWPB and JD is to clarify
this once the group is established.

GB1617/0015

The Governing Body noted the presentation given by the Chief Officer and he agreed to
take on board the comments and suggestions and feed these back to the Senior
Leadership Group.
4.0 Performance

JD

4.1 Presentation from Wirral Hospitals on CQC Report
LQ introduced Gaynor Westray, Director of Nursing at WUTH to the meeting who gave a
thorough overview of the developments and progress to date that the hospital has made
since implementing an action plan after a recent CQC review.
Key areas included:
•
•
•
•

The emergency department
Critical Care
Maternity
End of life care

Members commented on the positive outcomes and progress to date and thanked
Gaynor for her insight.
5.0 Risk Register
PE presented the CCGs risk register and informed members of the following decisions:
•

To close 14-15K – PuPOC cases - the trajectory has been met
th
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QPF now take a deeper and detailed look into the risks and it was agreed that
more definition is added to 14-15P in relation to the new financial risk is now
specific to the new £9m deficit target
• 14-15T – members agreed to increase the risk consequence to 4 to reflect that
PuPOC disputes and complaints that will add risks.
6.0 Any other Business
•

PE

There were no other items of business.
7.0 Date and Time of next meeting
Date and time of the next FORMAL Governing Body meeting is Tuesday 1st
November at 1pm in the Nightingale Room, Old Market House.
Board meeting ended at: 16:00pm

th
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GB Formal Meetings Action Log
No.

Date of meeting

Title of Item

7

01.03.2016

Equality Act

10

03.05.2016

Quality & Patient Safety Report

GB/16-17/0002

2.3

11
14
15

03.05.2016
06.09.2016
06.09.2016

Patient Story
Chair's Announcements
Action Points

GB/16-17/0001
GB16-17/0009
GB16-17/0009

16

06.09.2016

Director of Corporate Affairs

17
18

06.09.2016
06.09.2016

19

04.10.2016

20

04.10.2016

21

04.10.2016

22

04.10.2016

23

24
26
27
28
29
30
31
32
33
34

04.10.2016

04.10.2016

Agenda Ref

ID

Action

Lead(s)

Deadline

Progress Update

LQ to present an update on Equality & Diversity

LQ

November

The CCG is undertaking their
assessment against EDS2 wc28/11.
the outcome will be discussed at GB

LQ

October

1.7
1.2
1.5

LQ to invite WUTH to a Governing Body meeting to take through their action plan in
relation to the CQC report
LQ to use the patient video for training purposes when availble.
PE and AJH to review format of future agendas and papers
AJH to amend current action log to reflect numerical recordings

LQ
PE/AJH
AJH

ongoing
Oct-16
Oct-16

Nurse Director now attending informal
GB
Waiting for production of video
Completed
Completed

GB16-17/0010

2.2

PE to develop a dashboard highlighting areas of concern in regarding the CSU

PE

Nov-16

Requested from CSU Service Director

Financial Recovery Plan Update
Risk Register

GB16-17/0010
GB16-17/0011

2.5
4

MT
PE

Oct-16
Oct-16

Completed

Matters Arising

GB16-17/0012

1.6

PE

Nov-16

Completed

GB16-17/0013

2.1

MT to review duplication of services
PE to add an aspirational risk column to the risk register
PE to include amendment to the previous minutes from the September meeting will
include a comment by Alastair Cannon in relation to assurances and controls in
place with regards to the Financial Recovery Plan.
The Wirral CCG Governing Body, having considered the evidence and the
consultation outcome, supported Option 1 to stop prescribing the three products
deemed to be of low clinical value and it was agreed that LQ would progress this
action.
The Wirral CCG Governing Body accepted the recommendations set out within the
proposal and agreed that option 2 is adopted. LQ to oversee the development and
implementation of the policy.

Products of Limited Clinical Value
Prescribing Policy
Self Care Prescribing Policy

Gluten Free Product
Homeopathy and Iscador Service
Review
Development of Wirral Health and
Social Care

Nov-16
LQ

GB16-17/0013

2.2

GB16-17/0013

2.3

The WCCG Governing Body approved option 2, and tasked LQ with developing a
revised policy that took into account the factors discussed.

LQ

2.4

The Wirral CCG Governing Body members agreed that Option 3 to stop funding the
Homeopathy and Iscador services should be supported. NH to implement the
decision and notify the provider.

NH

GB16-17/0013

GB16-17/0014

4.2

The Governing Body noted the presentation given by the Chief Officer and he
agreed to take on board the comments and suggestions and feed these back to the
Senior Leadership Group.

Policy approved at QPF 25th October
2016

LQ

JD

Nov-16

Nov-16

Policy approved at QPF 25th October
2016
task and finish group established
policy to be apporaved at QPF
November 2016

Nov-16

Nov-16
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GOVERNING BODY BOARD REPORT COVER SHEET

Chief Officer – Update
Agenda Item:

1.8

Reference

GB 16-17/0017

Public / Private

Public

Meeting Date

01.11.2016

Lead Officer/Author
of paper

Jon Develing – Chief Officer

Contributors
Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

Link to current
strategic objectives

2 Enhance the quality of life for people with long term conditions
4 Ensuring people have a positive experience of care

To Approve
To Note

Yes

To Ratify
Summary

Report summaries the key activities undertaken by the Chief Officer for noting by the
Governing Body.

Comments

N/A

Next Steps/
Recommendations

•

Note the update report

What are the implications for the following (if not applicable please state why):
Financial

Does the report consider the financial impact?
Any financial aspects of the update report will be included within the Chief Financial
Officer’s Report (where applicable)

Value For Money

Does the report consider value for money?

Risk

Is there a documented risk assessment? Any risks arising from the content of
update report will be detailed in supplementary reports included on the Governing
Body agenda (Risk Management). The update report will indicate this where
applicable.

Legal

Are there any legal implications and has legal advice been obtained? Any
legal implications arising from the update report will be detailed in supplementary
reports included on the Governing Body agenda. If any legal advice has been
obtained in relation to any aspect of the update report then this will be indicated in
the report content.

Patient and Public

Does the report provide evidence whether there could be a positive or

As above
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Involvement (PPI)

negative impact on patients and public?
Any Patient and Public Involvement aspects of the update report will be included
within the Director of Corporate Affairs Report (where applicable)

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) Any Equality & Human rights implications arising from the update
report will be detailed in supplementary reports included on the Governing Body
agenda with an associated Equality Impact Assessment (EIA)

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff?
Any workforce related aspects of the update report will be included within the
Director of Corporate Affairs’ Report (where applicable)

Partnership Working

Does the report evidence a partnership working in its development?
Evidence of partnership working will be incorporated into the update report (where
applicable)

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? n/a

Any performance related aspects of the update report will be included within the
Director of Commissioning’s Report (where applicable)

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private14
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business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to an x.
If you require any additional information please contact the Lead Officer.
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Report Title
Lead Officer

Chief Officer’s Governing Body Report
Jon Develing

Recommendations

1.

1.

Note progress

INTRODUCTION
The purpose of this report is to brief Governing Body members on key activities and related matters of
the Accountable Officer.

2.

SUSTAINABILITY AND TRANSFORMATIONAL PLAN
The second iteration of the Cheshire & Merseyside STP, now referred to as the implementation plan
for the Five Year Forward View, is due for submission to NHS England on 21st October 2016. A key
component of this plan is the Cheshire & Wirral Local Services Delivery Plan (LDSP). The plan contains
four principle themes which are described as follows
1.
2.
3.
4.

Managing care in the appropriate setting
Managing out unwarranted variation and reconfiguration
Exploring opportunities for back and middle office efficiencies
Exploring different ways of working

Each of the above themes will be further developed and quantified for impact and benefit realisation
prior to gaining a full understanding of potential implications. As such the plan should be considered as
the first part of the planning process with any future consequences being consulted upon should that be
appropriate.
Colleagues will be aware that the Accountable Office has been leading the Cheshire & Wirral
component part of the plan as the lead senior responsible officer. This being on behalf of CCGs,
Providers and Local Authorities.
•

Advancing Quality Alliance (AQUA)
AQuA is a quality improvement organisation whose mission is to transform the quality of health and
care. AQuA works with members across a North West England footprint and with consultancy
customers across the UK. Wirral CCG and Wirral providers are existing members of AQUA. The
Healthy Wirral partnership has approached AQUA to undertake a rapid acceleration programme so
as to engage all parts of the Wirral system in exploring the development of a provider Accountable
Care Partnership. This will develop in parallel to the proposed Local Authority/CCG integration work
referred to at the September Governing Body.

•

Planning Guidance
NHS England and NHS Improvement have published this year’s operational and contracting
planning guidance three months earlier than normal to help local organisations plan more
strategically. For the first time, the planning guidance covers two financial years, to provide greater
stability and support transformation. This is underpinned by a two-year tariff and two-year NHS
Standard Contract. It provides local NHS organisations with an update on the national priorities for
2017/18 and 2018/19, as well as updating on longer term financial challenges for local systems.
16

Whilst the early publication is welcome the time line for delivery if contracts by December are very
challenging particularly given the financial challenges that the Wirral system is facing.
•

Price Waterhouse Coopers
Colleagues will be aware that we have commissioned PWC to assist the CCG in developing a
financial recovery plan. This has been further supported by the appointment of recovery director on
an interim basis.

3.

CONCLUSION
Governing Body members are asked to note the contents of the report.
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CORPORATE RISK REGISTER
To be reviewed at Governing Body - 1st November 2016

Consequence
1
2
3
4
5

1
1
2
3
4
5

Likelihood
2
3
2
3
4
6
6
9
8
12
10
15

4
4
8
12
16
20

5
5
10
15
20
25
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Master 14-15
Risk ID

Date added

Source

Division

Risk Description

14-15G

Jun-14

CCG

Gov Body

A&E 4 hour Target, including Quality / Financial /
quality of care & standards
Patient Safety
provided to patients

Organisational
Objectives (reference
to detail)

Consequ
ence

Likelihoo
d

Matrix
Score

Key Control Established

Key Gaps in Control
(reference to evidence)

4

5

20.00

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)

Consequ Likelihoo Previous Owner
Risk Rating
ence
d

Date of
Date of last review
next review

Last review

October 16
QPF

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

Change narrative

Risk Appetite

Target Impact
Target continues to not be
met.

4

4

16.00

NH

August 2016 QPF

Target Likelihood

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.
Updated AP received for review at March QPF.
Reviewed at March 16 QPF and agreed that for 2015/16 the 4
hour target would not be achieved. QPF members recognised,
however, that a range of measures are in place to address this
risk and it was envisaged that performance would improve in
quarter 1 2016/17.
Further update to be provided at QPF in April 2016.
Reviewed at April QPF and members agreed they would
request specific assurances from the Systems Resilience
Group around implementation of action plans and tangible
improvement milestones.
Update provided at May QPF together with a review of the
performance report and action plan to support patient flow.
Next due for review at June QPF.
Some improvemnt following SAFER, new Chief Operating
Officer appontment and improved internal processes. Score
left as is to assess sustainablilty of improvement.
Reviewed at July 16 QPF - Agreed for next review at August
16 QPF. Agreed for scores to remain the same.

14-15K

August QPF

CCG

Gov Body

Continuing Healthcare issues Quality / Patient Safety
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

3

5

15.00

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

5

3

15.00

LQ

October 16
QPF

September 2016 QPF New risk discussed at August QPF. AP to be completed by IS. Risk removed as agreed at September 16 QPF.
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.
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.
Updated action plan received to be reviewed at April QPF. LQ
presented report at QPF in May 16 with further updates with
recognition that there is a potential additional risk in the
change of CSU.provider for PUPOC. Due for next review at
July 16 QPF.
Reviewed at July 16 QPF - Due for next review at August 16
QPF.
Reviewed at QPF in August 16 and agreed no change at
present but to remain on the risk register and continue to be
monitored.
Update provided from LQ (plan lead) to confirm the next Joint
CHC Committee is being held in 21/09/16 and the risk register
for this committee is included on the agenda for discussion. LQ
to therefore provide a verbal update at QPF to be held on
27/09/16. Recommended for scores to remain the same.

14-15P

January QPF

CCG

QPF

Financial risk to CCG in
achieving the planned £9
million deficit.

Financial

4

4

16.00

Regular financial reporting Ability to influence activity
trends.
through QPF & GB. Further
detailed monitoring of
contractual prescribing &
other commissioning
expenditure areas as
appropriate. Finance
Committee. QIPP Plan.
Financial recovery plan.

Minutes & monitoring of
GB / QPF / Finance
Committee / QIPP Plan /
Financial recovery plan.

Timeliness of reporting /
ability it implement action
plans directly.

4

4

16.00

MT

October 16
QPF

27/09/16 Discussed at QPF and committee members agreed
September 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.

27/09/16 Risk description updated to reflect actual risk and
additional controls added. Next due for review at October 16
QPF.

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.
Further verbal update to be provided at QPF in March 16.
MT advised that a Lessons Learned report will be provided to
May 16 QPF.
MT updated at April QPF with a view that a final year end
position will be presented at GB in May 16.
Lessons Learned report presented at June QPF and received
assurance that most of aciton plan has been implemented.
Also agreed formaiton of Finance subcommittee. Score
remains unchanged given scale of challenge.
Update provided at July 16 QPF to advise that the Finance
Committee has not been set up and the first meeting has been
held.
Due for next review / update at August 16 QPF.
Sept 16 - Update provided from MT(plan lead) to update that
the month 5 position has been agreed with NHS England and it
has been forecast that a £9 million deficit will be the outturn
position. However, still need to deliver the combination of circa
£6 million reduction in operational overspend and QIPP
delivery. Recommended for scores to remain the same.

14-15U

Dec-15

CCG

QPF

Improving Access to
Psychological Therapy
(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.

Quality / Patient Safety /
Financial / Contracts

3

4

12.00

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

3

5

15.00

NH

October 16
QPF

August 2016 QPF

Oct 16 - Update provided from MT (plan lead) to update of
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.
QPF agreed to reduce the consequence score to 4 following
implementation of robust action plan for addressing waiting
times.
Update received from Commissioning Support Manager to
advise that until the full evaluation of outcomes (time lag in
HSCIC data of few months) recovery work is on-going at this
moment.
Reviewed at April 16 QPF and NH stated that the plan for
recovery was on track and she was confident that they would
be compliant by June - review again at June 16 QPF.
03/06/16 Update received from LG to advise that the CCG at
QPF in June 16 that the CCG will be compliant with the new
waiting time standards at the end of June 16 (Quarter 1), as
planned. This is currently at 6 week now at 71% (75% target)
18 week at 95% (95% target).
The Recovery Standard has trajectory to be achieved by
September 2016 (reported to NHS England in Feb 16 as part
of the recovery planning). Currently on 45% from 40%, and the
standard is 50%.
Risk to remain on the register until recovery standard is met,
then all IAPT standards will be compliant (access, 6 and 18
week waiting times and recovery).
Update re IAPT performance provided at July and August 16
QPF - Noted (as above) to remain on the register until the
recovery standard is met then all IAPT standrads will be
compliant (access, 6 and 16 week waiting times and recovery).

14-15X

14-15Y

Jul-16

Jul-16

QPF

QPF

Number of significant issues
raised by MIAA report into
Personal Health Budgets.

Commissioniong

Potential Sustainability of
Non-NHS Provdiers

Commissioniong

3

3

3

3

9.00

9.00

Head of Partnerships to
develop plan based on the
management responses
within the MIAA report.

Ensure contingenciies are
in place

Action plan still not
developed.

Monitoring of action plan
once in agreed and in
place.

Action plans developed as
required.

Monitoring framework still
not established.

3

3

3

3

9.00

9.00

NH

NH

October 16
QPF

July 2016 QPF

October 16
QPF

July 2016 QPF

Current position and verbal update to be provided by NH
Action Plan to be collated for review at July 2016 QPF.
Paper included within the agenda for July 16 QPF with MIAA
Personal Health Budget Arrangements Advisory Report
2015/16 which also includes action plan. Agreed to leave risk
on the register with the same scores.
Current position and verbal update to be provided by NH
at QPF in October 2016.
New risk identified at June QPF.
Update provided at July 16 QPF to advise that agreement has
been made with court paried and the provider organisation will
not be closing. Agreed to leave risk on the register with the
same scores.
Current position and verbal update to be provided by NH
at QPF in October 2016

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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Target Score

Target Deadline

Process

Risk Register Process
Before QPF Meeting
E-mail to be sent to QPF members to request any new risks.
Risk added to Register by Laura Wentworth.
At QPF Meeting:
New Risks and corresponding action plan to be considered for inclusion - either keep or decision escalated to risk owner.
Current risks to be reviewed in line with action plan progression.
After QPF Meeting
Laura Wentworth to update Monitoring column with decisions made at group.
Laura Wentworth to amend residual risk rating in line with actions.
At Governing Body
Review new and escalated risks
Agree to include or de-escalate risks
After Governing Body
Laura Wentworth to update Monitoring column with decisions made at group.
Laura Wentworth to amend residual risk rating in line with actions.
Add removed risks to the Removed risks Tab.
Save and copy for next reveiw.
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GB
QPF
PCMH
DNA
KPI
SLA
NWCSU
MD
DMIC
OOH
NHSD
DOS
CCG
AT

Governing Body
Quality, Performance and Finance Committee
Primary Care Mental Health
Did not Attend
Key Performance Indicator
Service Level Agreement
North West Commissioning Support Unit
Managing Director
Data Managerment Information Centre
Out of Hours
NHS Direct
Directory of Services
Clinical Commissioning Group
Area Team
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Chief Financial Officer’s Report
Agenda Item:

3.1

Reference

GB 16-17/0019

Public / Private

Public

Meeting Date

01.11.2016

Lead
Officer/Author of
paper

Mike Treharne – Chief Financial Officer

Contributors
Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

Link to current
strategic
objectives

2 Enhance the quality of life for people with long term conditions
4 Ensuring people have a positive experience of care

To Approve
To Note

Yes

To Ratify
Summary

Report summaries the key activities undertaken by the Chief Financial Officer for
noting by the Governing Body.

Comments

N/A

Next Steps/
Recommendations

•

Note the update report

What are the implications for the following (if not applicable please state why):
Financial

Does the report consider the financial impact?
Any financial aspects of the update report are included within this report

Value For Money

Does the report consider value for money?

Risk

Is there a documented risk assessment? Any risks arising from the content of
update report will be detailed in supplementary reports included on the Governing
Body agenda (Risk Management). The update report will indicate this where
applicable.

Legal

Are there any legal implications and has legal advice been obtained? Any
legal implications arising from the update report will be detailed in supplementary
reports included on the Governing Body agenda. If any legal advice has been
obtained in relation to any aspect of the update report then this will be indicated in
the report content.

As above
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Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public?
Any Patient and Public Involvement aspects of the update report will be included
within the Director of Corporate Affairs’ Report (where applicable)

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) Any Equality & Human rights implications arising from the update
report will be detailed in supplementary reports included on the Governing Body
agenda with an associated Equality Impact Assessment (EIA)

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff?
Any workforce related aspects of the update report will be included within the
Director of Corporate Affairs’ Report (where applicable)

Partnership Working

Does the report evidence a partnership working in its development?
Evidence of partnership working will be incorporated into the update report (where
applicable)

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? n/a

Any performance related aspects of the update report will be included within the
Director of Commissioning’s Report (where applicable)

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted23or
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for other special reasons stated in the resolution. If this applied, items must be submitted to the private
business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to an x.
If you require any additional information please contact the Lead Officer.
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GB FINANCE REPORT
Report Title
Lead Officer
Recommendations

Finance Report for the period - 1st April to 30th September 2016
M6 – 2016/17 Financial Year
Mike Treharne
1. To note contents of M6 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 September (Month 6) 2016/17. The main headlines are;
•
•
•

£7.654m YTD deficit against Resource Limit
Year-end forecast remains at a £9.028m deficit which remains consistent to the position
reported in month 5.
QIPP and control of operational overspends is required of at least £5m in order to
achieve the forecasted out turn position of £9m.

2. FINANCIAL POSITION
As at the end of September, NHS Wirral CCG has a reported deficit of £7.654m. The year to
date operational overspend is shown below along with the reported forecasted outturn:
Wirral CCG Financial Position as at 30th September 2016 (Month 6)
Expenditure
Area

NHS
Non NHS
Prescribing
Commissioned
out of Hospital
Primary Care
Better Care Fund
QIPP (incl
reserves/
contingency)
Running costs
Operational
performance
Surplus
CCG YTD overall
performance

M6 YTD M5 YTD Movement
variance variance
£'000s
£'000
£'000

M6
M5
Movement
Forecasted Forecasted
£'000s
Year End
Year End
Outturn
Outturn
£'000s
£'000s

695
247
(693)

566
275
(343)

130
(28)
(350)

1,083
947
(1,112)

899
876
(421)

185
72
(690)

2,205
(39)
(13)

1,736
(23)
23

469
(16)
(35)

3,570
41
105

3,294
21
228

276
20
(124)

5,449
(2)

4,576
(49)

873
47

4,765
23

4,508
18

257
4

7,851

6,761

1,090

9,422

9,422

0

(197)

(164)

(33)

(394)

(394)

0

7,654

6,596

1,057

9,028

9,028

0

This deficit position reported includes QIPP achieved to date of £3,641k or 36% of the
requirement for the year (see Table 1 page 6 based on phasing of schemes identified) and a
number of operational overspends as discussed (starting at paragraph 2.4) below. A full
breakdown of the CCG position by contract and spend area is within Appendix 1.
GB Finance Report M6
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The graph below shows total actual expenditure by month for months 1 to 6, and then the
forecast by month for the remaining 6 months which would be required to achieve a forecast
deficit of £9,028k. The 12 months in total amounts to an expenditure of £500,986k compared to
a plan of £491,958k.

44,000

Total Monthly Expenditure Actual/Forecast 2016/17

43,500

43,000

42,500

42,000

£000

41,500

41,000

40,500

40,000

39,500

39,000

M2
M8
M3
M4
M5
M7
M9
M1
M6
Month
Month
Month
Month
Month Month Month Month Month
Ending
Ending
Ending
Ending Ending Ending Ending Ending
Ending
31303030- 31-Jul- 31303131MayNovApr-16
Jun-16 16 Aug-16 Sep-16 Oct-16
Dec-16
16
16

M10
Month
Ending
31Jan-17

M12
M11
Month
Month
Ending
Ending
3128MarFeb-17
17

Actual/Forecast 40,948 40,972 42,258 40,875 43,717 41,381 41,806 41,806 41,806 41,806 41,806 41,805

The table below shows the current forecast together with the best and worst case forecast
financial positions for 2016/17 year end outturn.

M6
Best
Worst
Current
Case
Case
Forecast Forecast Forecast
£000's
£000's
£000's
NHS
Non NHS
Prescribing
Commissioned out of Hospital
Primary Care

GB Finance Report M6

1,083
947
(1,112)
3,570
41

386
147
(1,612)
3,570
41

1,283
1,097
(1,112)
4,370
41
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Better Care Fund
QIPP (incl reserves/contingency)
Running Costs
Operational Performance
Surplus
CCG Ytd overall performance

105
4,765
23
9,422
(394)
9,028

105
(103)
23
2,557
(394)
2,163

105
9,807
23
15,614
(394)
15,220

Month 6 FOT
Includes further QIPP delivery of £5m Includes Contingency £2.5m
FNC Pressure built in £1.7m
Includes Operational Overspends
M6 Reported Forecast Outturn

9,028

No further QIPP savings

5,042

Winter pressures over and above current anticipated levels

350

CHC increase in high cost packages

800

Worst Forecast Position

15,220

Month 6 Reported Forecast Outturn
Utilise Headroom
Some reduction in operational overspends
Additional prescribing savings
Additional CWP/ MH savings

9,028
(4,867)
(1,301)
(500)
(197)

Best Forecast Position

2,163

NHS Contracts
NHS contracts are currently showing a £695k year to date overspend as at month 6 which
represents an adverse movement of £130k when compared to the month 5 position. Of the
£695k overspend; £433k is attributable to the Countess of Chester Hospital. This is due to
critical care which is overspending by £316k and a further £111k pressure due to non-elective
activity consisting of vascular procedures mainly consisting of amputations and lower limb
arterial.
The Royal Liverpool contract continues to over perform by £90k and is mainly caused by
overspends against plan in (£36k), Wet AMD (£34k), and Immunoglobin (£20k) The Liverpool
Heart and Chest Hospital contract is also over performing by £72k as at month 6 predominantly
due to £62k related to day cases.

GB Finance Report M6
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The weekly activity management group (AMG) continues to look into significant contract
variances and there is an activity log to monitor actions which is reviewed and task and finish
groups set up to report back on items identified.
Non NHS Contracts
Non NHS contract over performance is £247k at the end of month 6. This represents a
marginally favourable position of £28k when comparing to the month 5 position. Spire
Murrayfield is £441k over the planned level of spend as at September which represents an
adverse movement of £10k when compared to Augusts position. This continues to be caused
by elective T&O activity. This is offset by under performance against planned levels at
Peninsula (£82k) and Spa Medica (£85k).
Monthly practice visits have now begun in order to attempt to address the issue of over
performance. The meetings to date have involved GP’s, Practice Managers, and
Commissioning Support Managers, Finance and Business Intelligence in order to raise
awareness about the CCG financial position and the need to address the overspend. The
meetings so have seen some useful engagement in understanding cost drivers and other
feedback.
Prescribing
The month 6 financial position for prescribing has been informed by July’s data. This shows a
year to date position of £693k underspent, of which £677k relates to practice prescribing, £34k
against central drugs, but a pressure of £30k against Air Liquide.
Continuing Healthcare
As at the end of September, Joint/ Fully Funded and Children’s packages are overspent by
£2.2m. This is an adverse movement of £469k when compared to the month 5 position. Of
this, approximately £109k is the result of the FNC rate increase approved by government. The
remaining pressure has been caused by a number of new packages and existing package
price increases.
The CHC position has seen a rapid deterioration in the financial position in the first 6 months of
the financial year, the breakdown by month is shown below.

Month

Month 1
Month 2
Month 3
Month 4
Month 5
Month 6
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Position
Overspend
£000

Movement
from
previous
month

28
90
309
740
1,736
2,205

62
219
431
996
469
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The main movements however this month include the following:
Continuing Healthcare
30 new CHC eligible packages have been agreed totalling an estimated value of £274k, with
an increase in existing package costs totalling £104k. 25 packages have ceased totalling
£168k. We have also seen 3 new PHB packages with a total cost of £54k.
Funded Nursing Care
The impact of the weekly rate increase has seen an in month impact of £109k.
Better Care Fund
BCF is reporting a £13k underspend as at month 6, this is 6/12ths of the Care of the Elderly
pressure, less further slippage reported against some of the schemes. The forecasted out turn
position is showing an overspend of £105k which represents a favourable movement of £124k
when compared to the pressure of £228k reported at month 5 however the overspend still
needs to be addressed.
Other/ QIPP (Inc contingency and reserves)
Other/ QIPP shows £5.5m pressure as at the end of September, this is shown as per the table
below:

Month 6
Planning Gap/
QIPP
Contingency

YTD
position
£'000
6,813
(1,235)

Headroom
Other Programme
spend
Total

(129)
5,449

FOT
Commentary position
£'000
6/12ths pressure now £12.5m
6/12ths factored into YTD
position
Must remain uncommitted as
per NHSE, for reporting
requirements
Vanguard pressure/ small
benefit from 15/16 over accrual

7,552

Commentary
£12.5 less anticipated
further £5m delivery

(2,471)
Remains unutilised
(316)
4,765

Other Programme spend

*Of the £17.6m starting gap, £5.1m is forecast to be achieved this year (QIPP plan on a page), leaving £12.5m gap.
Of this, a further £5m is anticipated in the second half of the year to achieve a forecast gap of £7.552m – see above
table. This end of year gap is consistent with the current forecast deficit of £9.028m for the year.

Please refer to the QIPP section for an updated QIPP.
Running Costs
Running cost budgets are showing a near balanced position as at month 6 with a slight £1.8k
underspend. The position as at the end of September is due to income from Western Cheshire
GB Finance Report M6
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CCG for the provision of contracting services and some staff vacancies offset by pressures in
other areas.
It should be noted that the forecasted running cost position is £23k overspent by the end of the
financial year. Of this, the pay position is contributing a £173k underspend due to a number of
fortuitous savings from staff not currently part of the NHS pension scheme and other
vacancies. There is therefore a risk that if all staff took part in the pension scheme and all
vacancies were filled then the running cost position could potentially be overspent by
approximately £185k during this financial year which poses a risk to the CCGs statutory duty to
spend within the running cost allocation.
It should also be noted that there continues to be an anticipated pressure of circa £209k by
Property Services Limited for the vacant space within Old Market House. This is the space
that the Community Trust used to occupy, as host tenant, the CCG is liable for the charges
until the space is occupied. (This is included in forecasts but is disguised due to income
recovery for services provided to Western Cheshire CCG as noted above)
3. QIPP
The CCGs QIPP challenge started at £17.6m (excluding BCF £0.6m). However since the start
of the year the forecast outturn has been revised from a surplus of £0.4m to a deficit of £9m.
The QIPP/financial recovery requirement has consequently been revised. Appendix 2 shows
the latest QIPP plan on a page. This shows a revised QIPP/financial recovery target of
£10.05m. There are currently £5.1m forecasted likely savings. However the Executive
Directors met on 5th October 2016 and identified £7.2m of potential savings, of which c£5m are
expected to be required.
Table 1 – QIPP Identification and Implementation
£

%

Schemes implemented and started 24%
Schemes implemented but not yet started
9%

3,641,285

36%

1,413,576

14%

Financial Recovery Measures 50%

4,995,139

67%

10,050,000

100%

Total
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Whilst full detail is provided within the plan included in Appendix 2, key risks with the current
QIPP plan continue to be that:
• There is a significant risk to the CCG with the delay or failure of QIPP schemes
to deliver the planned savings.
•

Further unexpected cost pressures or allocation reductions throughout the year.

•

Unexpected cost pressures against the CCGs running cost allocation.

4. UNDERLYING POSITION
Due to the sizeable challenge the CCG faces, it must be noted that the underlying position of
the CCG finances is a significant deficit. To date the position is based on achieving little
progress towards the QIPP gap with the exception of contingency and 1% headroom (subject
to NHSE approval).
Wirral CCG Underlying Recurrent Position

2017/18

Revenue Resource Limit

493,774

Programme Costs
Running costs

494,810
7,099

Contingency
Total Application of Funds
Underlying Surplus /(Deficit)

501,908
(8,134)

£8.1m deficit would mean contingency and headroom have been utilised. In order to return to
business rules (1% surplus/ 1% headroom and 0.5% contingency (£12.2m)), the underlying
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position could be closer to £20m deficit. (This is a slight favourable movement than reported in
M5 due to a change in reporting some items of expenditure between recurrent and nonrecurrent)
5. RISKS
The CCG QIPP/financial recovery gap is c£5m (Original gap of £17.6m less QIPP schemes
identified as measurable at the time of M3 reporting including contingency) but before £0.6m
BCF and any operational overspends during 16/17. If this gap isn’t met then the underlying
position of the CCG is stated above – minimum £8m deficit ref table at 4.1.
The current QIPP plan on a page shows £3.02m of non-recurrent savings towards the 16/17
planning gap before the application of the £2.47m contingency. The recurrent impact still
needs a robust deliverable plan.
If no more QIPP is delivered and 1% headroom cannot be utilised then the potential in year
pressure will be circa £14m deficit.
STATEMENT OF FINANCIAL POSITION (BALANCE SHEET) AND CASH MANAGEMENT
The Statement of Financial Position at 30th September 2016 is shown below.
Statement of Financial Position (Balance Sheet)

30th September
2016
£000

Current Assets
Trade and other receivables
Cash and cash equivalents
Total current assets

31st March
2016
£000

4,161
6
4,167

3,853
7
3,860

Current Liabilities
Trade and other payables
Provisions
Total current liabilities

(28,537)
(108)
(28,645)

(25,954)
(162)
(26,116)

Net Current Liabilities

(24,478)

(22,256)

Financed by Taxpayers' Equity
General Fund
Total taxpayers' equity

(24,478)
(24,478)

(22,256)
(22,256)

The Statement of Cash Flows at 30th September 2016 is shown below.
Statement of Cash Flows

GB Finance Report M6

5 Months to 31st
August 2016
£000

Full Year 201516
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Cash Flows from Operating Activities
Net Operating Expenditure
(Increase)/decrease in trade and other receivables
Increase/(decrease) in trade and other payables

(250,151)
(308)
2,583

(491,834)
143
3,160

Increase/(decrease) in provisions
Net Cash Inflow (Outflow) from Operating Activities

(54)
(247,930)

102
(488,429)

Net Cash Inflow (Outflow) before Financing

(247,930)

(488,429)

247,929
247,929

488,416
488,416

(1)

(13)

Cash & Cash Equivalents at the beginning of the period

7

20

Cash & Cash Equivalents at the end of the period

6

7

Cash Flows from Financing Activities
Parliamentary Funding Received
Net Cash Inflow (Outflow) from Financing Activities
Net Increase (Decrease) in Cash & Cash Equivalents

In total there is £271,910.92 of outstanding debt at 30th September 2016. The ageing profile is
shown in the graph below.

Aged Debtors
140000

123991

120000
100000
80000
60000
40000
20000

36703.52
17937.15

0

Aged Debtors

26966.04 28067.7
9882.67

25742.84
2620

The top 3 debtors by value greater than 30 days amounts to £173,999 (63.9% of total
outstanding debt) and is summarised below.
Customer
GB Finance Report M6
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WIRRAL COMMUNITY NHS TRUST
WIRRAL METROPOLITAN BOROUGH
COUNCIL
WEST CHESHIRE CCG

£119,218 Various
£27,221 Various
£27,560 08/07/2016

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, the
CCG performance was 99.18% for September. The following table shows the number of
invoices paid against target.
Performance Against Better Payment Practice Code (BPPC) ALL

Month

Period
Number

Paid
Year

Total
Number
of
Invoices
Paid

Total
Paid
Within
Target
No.

%age

Total Value of
Invoices Paid £

Value paid
within Target £

%age

APRIL

1

16

866

860

99.31%

£33,456,211.22

£33,444,805.71

99.97%

MAY
JUNE
JULY
AUGUST
SEPTEMBER
TOTAL

2
3
4
5
6
-

16
16
16
16
16
-

1032
1318
1031
1253
1099
6599

1014
1298
1030
1244
1090
6536

98.26%
98.48%
99.90%
99.28%
99.18%
99.05%

£53,350,413.32
£18,709,856.47
£40,173,367.99
£35,662,459.16
£35,889,499.67
£217,241,807.83

£53,321,457.60
£18,689,113.64
£40,120,156.39
£35,654,083.17
£35,862,128.53
£217,091,745.04

99.95%
99.89%
99.87%
99.98%
99.92%
99.93%

The CCG cash balance at the end of September was £16k. This is in line with current NHSE
guidance that CCGs aim towards 1.25% month end cash balance of the drawdown.
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 September.
10.CONCLUSION
NHS Wirral CCG’s Finance Committee is asked to note:
•

Month 6 Operational Overspend of £7,654k. If no more QIPP is delivered, there is
forecast to be a worst case £15.2m deficit based on the current level of operational
overspends and utilising 0.5% contingency but no use of 1% headroom (para 2.3 above
refers).

•

Current forecast reported to NHSE remains at £9.028m following discussions with
NHSE.

•

Every effort still needs to be made quickly to confirm and implement a robust recurrent
QIPP plan.

Mike Treharne
Chief Financial Officer
NHS Wirral Clinical Commissioning Group 13/10/16
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APPENDIX 1 - Month 6 Board Report Extract
Cost Centre

Expenditure Category

Wirral University Teaching Hospital NHS Foundation Trust

Acute

North West Ambulance Service

Ambulance and Other

West Midlands Ambulance Service

Ambulance and Other

Royal Liverpool & Broadgreen University Hospitals NHS Trust

Acute

Aintree University Hospitals NHS Foundation Trust

Acute

Countess of Chester NHS Foundation Trust

Acute

Liverpool Womens NHS Foundation Trust

Acute

Liverpool Heart & Chest NHS Foundation Trust

Acute

Alder Hey Childrens NHS Foundation Trust

Acute

St Helen's & Knowsley NHS Trust

Acute

CCC Diagnostics

Other

Central Manchester University Hospitals NHS Foundation Trust

Acute

Warrington & Halton Hospitals NHS Foundation Trust

Acute

Wrightington, Wigan and Leigh NHS Foundation Trust

Acute

University Hospital of South Manchester NHS Foundation Trust

Acute

Walton Centre NHS FT

Acute

Non Contracted Activity (various providers)

Acute

Cheshire & Wirral Partnership NHS Foundation Trust

Mental Health

South Staffordshire and Shropshire Healthcare NHS Foundation Trust

Mental Health

Greater Manchester West MH NHSFT

Mental Health

MH NCAs (Various Providers)/ Merseycare NHS Trust

Mental Health

Wirral Community NHS Trust

Community

Liverpool Community Health NHS Trust

Community

Total NHS Contracts
Spire - Murrayfield

Acute

Spa Medica

Acute

One to One Midwifery

Acute

Spire Liverpool/ Extended Choice Network

Acute

Locally Commissioned Services - Minor Surgery (Wallasey&Bebington)

Community

Peninsula

Community

Locally Commissioned Services

Community

Stroke Association

Other

Specialist Care / IFR Panel Approvals

Other

Marie Curie

Community

End of Life

Community

St Johns Hospice (Wirral)

Community

British Pregnancy Advice Service

Community

Patient Transport

Other

Mental Health Services

Mental Health

Primary Care Advice Link

Other

CAMHS

Mental Health

Parenting & Prevention

Other

Homeopathy

Other

Looked After Children

Other

Total Non Acute Contracts
Primary Care Prescribing

Prescribing

Central Drugs

Prescribing

Air Liquide

Prescribing

Total Prescribing
Continuing Healthcare/ Fully Funded Packages of Care

Commissioned Out of Hospital

Continuing Healthcare/ Fully Funded Packages of Care Personal Health

Commissioned Out of Hospital

Continuing Healthcare/ Joint Funded Packages of Care

Commissioned Out of Hospital

Continuing Healthcare/ Joint Funded Packages of Care Personal Health Commissioned Out of Hospital
Children with Special /Safeguarding Needs

Commissioned Out of Hospital

CHC Childrens Personal Health Budgets

Commissioned Out of Hospital

Funded Registered Nursing Care

Commissioned Out of Hospital

Total Commissioned out of Hospital
LES Budgets

Other

Think Pharmacy

Other

WCCG Service Development

Other

Interpreting Services

Other

Collaborative Fees

Other

Phlebotomy

Other

Primary Care GPIT

Other

Total Primary Care
Reablement

Other

Acute Elderly Services

Other

Commissioning - Non Acute

Other

Community Services

Other

Palliative Care

Community

Hospices

Community

Mental Health Services - Advocacy

Other

MH Services - Adults

Other

Dementia LES

Other

Dementia

Other

Intermediate Care

Other

Total BCF
Programme Projects (VANGUARD)

Other

CHC Admin Team

Other

CHC Admin Team - Other

Other

CSU MM Programme charges

Other

Winter Pressures (SRG)

Other

Safeguarding

Other

Safeguarding - other

Other

General Reserve - Programme

Reserves

Contingency

Reserves

Rec QIPP Target

Reserves

Non recurrent Reserves

Reserves

Annual
Budget

Budget to
Date

Spend to
Date

227,977,000 113,988,488 113,988,480
12,165,890
6,182,891
6,160,207
898,443
316,188
348,272
7,398,314
3,853,300
3,942,911
2,786,886
1,423,210
1,457,856
4,214,294
2,125,674
2,559,597
2,578,747
1,289,364
1,300,942
1,297,932
641,050
713,091
2,163,700
1,081,845
1,073,485
1,046,464
516,970
456,581
168,188
85,158
58,292
223,955
110,814
160,626
96,821
48,401
61,986
147,347
72,822
73,572
168,267
88,896
100,968
1,010,472
505,230
543,091
2,660,510
1,330,254
1,330,254
32,928,659 16,276,753 16,240,541
2,617,118
1,250,262
1,250,263
30,000
15,000
14,874
54,393
27,192
44,190
43,029,211 21,275,380 21,320,627
47,897
23,946
23,688
345,710,508 172,529,088 173,224,393
5,701,910
3,145,905
3,587,252
1,447,599
744,496
659,522
934,426
467,205
416,954
150,759
75,372
117,199
181,522
90,756
66,811
1,993,374
1,004,870
922,874
2,867,508
1,458,674
1,451,327
135,829
67,914
67,914
345,284
172,638
181,235
113,675
56,832
59,598
329,545
164,766
164,783
1,642,482
821,232
814,309
196,327
98,162
109,729
37,706
18,846
14,158
67,998
33,996
33,679
484,820
239,453
239,380
174,000
87,000
87,000
87,500
43,751
43,750
14,318
7,158
5,768
0
0
2,997
16,906,582
8,799,026
9,046,237
59,422,741 29,852,592 29,176,039
1,728,388
863,194
820,665
527,608
264,804
290,994
61,678,737 30,980,590 30,287,698
8,124,350
4,056,796
4,815,440
857,048
434,673
572,042
19,276,502
9,742,182 10,049,967
0
0
26,066
1,522,841
728,391
804,227
32,557
16,323
16,805
4,581,840
2,297,196
3,196,226
34,395,138 17,275,561 19,480,773
2,146,691
1,197,778
1,155,957
200,000
106,220
101,167
727,979
359,157
354,078
70,400
35,196
35,806
180,625
90,312
90,312
121,029
60,510
79,776
860,000
429,984
423,292
4,306,724
2,279,157
2,240,388
17,337,962
8,668,965
8,696,480
623,039
311,515
311,520
127,057
63,523
63,529
48,633
24,313
22,652
43,785
21,889
21,891
230,036
115,015
115,017
158,776
79,386
97,509
969,866
484,927
466,995
53,000
26,498
35,700
221,290
110,640
110,646
5,129,556
2,564,759
2,516,956
24,943,000 12,471,430 12,458,895
75,000
75,000
107,199
796,022
398,010
398,010
187,374
93,685
93,689
873,125
436,560
436,561
198,684
30,800
(21,311)
385,396
192,661
185,391
194,082
97,032
97,121
851,915
(550,682)
(652,344)
2,470,100
1,235,497
0
(13,850,824) (7,426,711)
0
922,337
613,350
0

Variance

Prior Mth Change In
YTD
YTD
Variance Variance

Forecast
Variance

Prior Mth
Forecast
Variance

Change In
forecast
Variance

(8)
(7)
(1)
0
0
(22,684)
(19,665)
(3,019)
(55,029)
(173,179)
32,084
0
32,084
60,598
(1)
89,611
91,086
(1,475)
87,102
153,877
34,646
34,919
(272)
65,450
107,597
433,923
331,819
102,104
684,925
551,701
11,578
12,729
(1,151)
38,600
59,029
72,041
54,355
17,685
144,077
121,618
(8,360)
37,904 (46,264)
(22,195)
60,262
(60,389)
(44,103) (16,286)
(133,279)
(127,569)
(26,866)
(25,386)
(1,480)
(54,179)
(60,930)
49,812
46,325
3,487
99,627
77,304
13,585
4,076
9,510
25,823
(549)
750
(15,504)
16,254
(203)
(9,784)
12,072
8,710
3,361
20,422
7,889
37,861
49,976 (12,114)
75,711
119,929
()
()
0
0
0
(36,212)
(27,536)
(8,676)
(56,902)
(47,994)
1
1
0
0
0
(126)
0
(126)
0
0
16,998
()
16,998
17,728
0
45,247
26,236
19,011
85,434
59,926
(258)
(215)
(43)
(521)
(521)
695,306
565,720
129,586 1,083,189
898,605
441,347
431,730
9,617 1,150,889 1,149,741
(84,974)
(77,748)
(7,226)
(155,160)
(168,094)
(50,251)
(47,991)
(2,260)
(52,959)
(90,366)
41,827
21,514
20,313
83,643
51,619
(23,945)
(24,901)
956
(23,949)
(24,904)
(81,996)
(57,336) (24,660)
(196,444)
(207,956)
(7,347)
12,190 (19,538)
122,442
130,280
(1)
1
(1)
0
0
8,597
11,449
(2,852)
17,186
27,467
2,766
1,019
1,747
5,521
2,434
17
14
3
23
23
(6,923)
(6,070)
(853)
(14,793)
(15,153)
11,567
7,665
3,902
23,132
18,393
(4,688)
2,082
(6,770)
(9,390)
4,991
(317)
(356)
39
0
0
(73)
(1)
(73)
0
0
0
0
0
0
0
(1)
(1)
0
0
0
(1,390)
(1,167)
(223)
(2,782)
(2,919)
2,997
2,747
250
0
0
247,211
274,841 (27,630)
947,359
875,556
(676,553) (338,596) (337,957) (1,072,327)
(390,276)
(42,529)
(34,161)
(8,368)
(87,058)
(77,697)
26,190
29,916
(3,727)
47,820
46,801
(692,892) (342,840) (350,052) (1,111,565) (421,172)
758,644
521,833
236,811
977,931
813,458
137,369
83,459
53,910
322,976
199,262
307,785
268,922
38,862
164,389
251,745
26,066
24,899
1,167
33,144
33,144
75,836
47,122
28,714
264,039
130,024
482
388
94
1,054
1,054
899,030
789,670
109,360 1,806,394 1,865,032
2,205,212 1,736,294
468,918 3,569,927 3,293,719
(41,821)
(28,746) (13,075)
0
0
(5,053)
(2,499)
(2,554)
0
0
(5,079)
4
(5,083)
1
1
610
1,199
(589)
1,213
3,778
0
()
0
14,299
0
19,266
13,155
6,111
31,920
31,920
(6,692)
(6,193)
(499)
(6,705)
(14,888)
(38,769)
(23,080) (15,689)
40,728
20,811
27,515
5,344
22,171
113,199
224,000
5
4
1
0
0
6
6
0
0
0
(1,661)
(115)
(1,546)
(1,660)
0
2
1
1
0
0
2
2
()
0
0
18,123
15,403
2,720
36,620
36,000
(17,932)
(2,936) (14,996)
(17,938)
0
9,202
7,668
1,534
18,400
18,400
6
5
1
0
0
(47,803)
(2,512) (45,290)
(43,741)
(50,000)
(12,535)
22,870 (35,404)
104,880
228,400
32,199
(24,006)
56,205
32,199
0
0
1
(1)
0
0
4
2
2
0
0
1
1
0
0
0
(52,111)
(52,134)
23
(52,134)
(52,134)
(7,270)
(9,716)
2,447
0
0
89
88
2
0
0
(101,662)
18,386 (120,048)
(297,741)
(155,309)
(1,235,497) (1,029,581) (205,916) (2,470,100) (2,470,100)
7,426,711 6,309,951 1,116,760 8,846,623 8,690,998
(613,350) (637,268)
23,918 (1,293,837) (1,505,564)

0
118,150
60,599
(66,775)
(42,147)
133,224
(20,429)
22,459
(82,457)
(5,710)
6,751
22,323
26,372
9,581
12,533
(44,218)
0
(8,908)
0
0
17,728
25,508
0
184,584
1,148
12,934
37,407
32,024
955
11,512
(7,838)
0
(10,281)
3,087
0
360
4,739
(14,381)
0
0
0
0
137
0
71,803
(682,051)
(9,361)
1,019
(690,393)
164,473
123,714
(87,356)
0
134,015
0
(58,638)
276,208
0
0
0
(2,565)
14,299
0
8,183
19,917
(110,801)
0
0
(1,660)
0
0
620
(17,938)
0
0
6,259
(123,520)
32,199
0
0
0
0
0
0
(142,432)
0
155,625
211,727

35

Cost Centre

Expenditure Category

1% Headroom

Reserves

Total Other
Total Programme Budgets

Annual
Budget

Budget to
Date

Spend to
Date

Variance

Prior Mth Change In
YTD
YTD
Variance Variance

Forecast
Variance

Prior Mth
Forecast
Variance

Change In
forecast
Variance

4,867,000
0
0
(2,029,789) (4,804,798)
644,316
485,910,900 239,530,054 247,382,701

0
5,449,114
7,852,647

0
0
4,575,722
873,391
6,809,526 1,043,122

0
4,765,010
9,399,528

0
4,507,891
9,403,810

0
257,119
(4,282)
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Cost Centre

Expenditure Category

Chair and Non Execs

Running Costs

CEO/ Board Office

Running Costs

Strategic Planning & Outcomes

Running Costs

Clinical Governance

Running Costs

Contracts Management

Running Costs

Corporate Costs

Running Costs

CSU SLA

Running Costs

Business Informatics

Running Costs

Finance

Running Costs

Commissioning

Running Costs

PALS

Running Costs

Reserves

Running Costs

Total Running Costs
Total Wirral CCG Spend
Surplus

Total Wirral CCG Resource

Offset

Annual
Budget

Budget to
Date

Spend to
Date

Variance

179,711
757,690
446,821
472,904
552,422
775,800
444,580
445,218
883,227
573,858
34,000
86,874
5,653,105

89,832
378,822
223,374
236,442
276,156
387,858
222,288
221,574
442,548
286,878
16,998
(12,305)
2,770,465

128,444
485,529
207,002
228,841
190,715
498,316
205,158
209,430
426,807
278,742
17,000
(107,341)
2,768,644

38,612
106,707
(16,372)
(7,601)
(85,441)
110,458
(17,130)
(12,144)
(15,741)
(8,136)
2
(95,036)
(1,821)

491,564,005 242,300,519 250,151,345
394,000
196,998
0
491,958,005 242,497,517 250,151,345

Prior Mth Change In
YTD
YTD
Variance Variance

Forecast
Variance

Prior Mth
Forecast
Variance

Change In
forecast
Variance

38,446
28,674
(5,883)
(11,327)
(16,165)
25,695
16,701
(1,654)
521
(5,056)
0
(22,782)
47,170

24,166
195,776
(21,808)
(29,572)
(107,895)
193,603
(32,684)
(13,887)
0
(15,310)
0
(169,727)
22,662

0
198,053
2,127
(9,572)
(106,136)
208,184
(45,537)
(11,740)
0
(41,654)
0
(175,345)
18,380

24,166
(2,277)
(23,935)
(20,000)
(1,759)
(14,581)
12,853
(2,147)
0
26,344
0
5,618
4,282

7,850,826

6,760,534 1,090,292

9,422,190

9,422,190

()

(196,998)
7,653,828

(164,165) (32,833)
6,596,369 1,057,459

(394,000)
9,028,190

(394,000)
9,028,190

0
()

22,662

18,380

4,282

166
78,034
(10,489)
3,726
(69,276)
84,764
(33,830)
(10,491)
(16,261)
(3,080)
2
(72,255)
(48,991)

* Running costs budget is vired non recurrently each year to cover programme spend - actual running costs expenditure against the original allocation is shown on the line below
Total Running Costs

7,099,000

3,493,371

3,484,285

(9,086)

(58,705)

49,618
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NHS Wirral CCG
Savings estimate until
further info is provided scheme not yet started

QIPP 2016/17 Plan on a Page - V19
QIPP Gap reconciliation
£m
£17.61
-£5.05
-£2.47
£10.09

Original QIPP target (excluding £0.6m care of the elderly)
Plan on a page - achieved QIPP
Contingency
Revised QIPP GAP - excludes operational over/underspends.

2016/17

2017/18

2018/19

Forecasted likely savings from schemes

QIPP Area

Prescribing

Non-Acute Activity

Target Savings 16/17
(Area)

£1,200,000

£2,600,000

PID
Completed?

QIPP Scheme
Over the Counter
Products of Limited Clinical Value
Gluten Free Foods Policy
Dental Prescribing
Infant Feeds
Generic Medicine Reimbursement Prices (Jun-Sept)
Wirral Integrated Medicines Optimisation (Risk - will this now be
a 17/18 scheme?)

Yes
Yes
Yes
Yes
Yes
N/A

Management of Repeat Prescriptions

Yes

Menses Delay Medication

Yes

Physiotherapy IMC tariff review

N/A

Physiotherapy MSK Triage
Podiatry Tariffs (review of podiatry spec)
Audiology Review
Patient Transport Services

Packages of Care

£1,200,000

£2,100,000

Committed Spend
Review

£1,000,000

Running Costs

£0

Inter-Stakeholder
Agreements

SUB TOTAL

£2,200,000

Yes
Yes
Yes
Yes
Yes
N/A
No - need
more info
No - need
more info
Yes

Scheme start Target Savings 16/17
date
(Scheme)

Executive Lead

Clinical Lead

Operational Lead

Finance Lead

BI Lead

Rec

Non-Rec

Total 16/17
(Scheme)

Oct-16
Oct-16
Oct-16
Oct-16
Oct-16
Jun-16

£62,500
£7,500
£25,000
£22,500
£30,000
£114,000

Lorna Quigley
Lorna Quigley
Lorna Quigley
Lorna Quigley
Lorna Quigley
Lorna Quigley

Simon Delaney
Simon Delaney
Simon Delaney
Simon Delaney
Simon Delaney
Simon Delaney

Barbara Dunton
Barbara Dunton
Barbara Dunton
Tracy Dakin
Tracy Dakin
Tracy Dakin

Louise Morris
Louise Morris
Louise Morris
Louise Morris
Louise Morris
Louise Morris

Jo Bradburn
Jo Bradburn
Jo Bradburn
Jo Bradburn
Jo Bradburn
Jo Bradburn

£62,500
£7,500
£25,000
£22,500
£30,000
£0

£0
£0
£0
£0
£0
£114,000

£62,500
£7,500
£25,000
£22,500
£30,000
£114,000

TBC

£140,000

Lorna Quigley

Simon Delaney

Tracy Dakin

Louise Morris

Jo Bradburn

£0

£0

£0

TBC

£220,000

Lorna Quigley

Simon Delaney

Tracy Dakin

Louise Morris

Jo Bradburn

£220,000

£0

£220,000

TBC

£1,500

Lorna Quigley

Simon Delaney

Tracy Dakin

Louise Morris

Jo Bradburn

£1,500

£0

£1,500

TBC

£100,000

Nesta Hawker

Lax Ariaj

Andrew Cooper

Louise Morris

Angela Denny

£100,000

£0

£100,000

Dec-16
Aug-16
Aug-16
Jul-16

£102,636
£11,700
£5,000
£98,000

Nesta Hawker
Nesta Hawker
Nesta Hawker
Nesta Hawker

Lax Ariaj
Lax Ariaj
Lax Ariaj
Paula Cowan

Andrew Cooper
Tricia Clitheroe
Tricia Clitheroe
Andrew Cooper

Louise Morris
Louise Morris
Louise Morris
Lucy Henshaw

Angela Denny
Angela Denny
Angela Denny
Angela Denny

£102,636
£11,700
£5,000
£98,000

£0
£0
£0
£0

£102,636
£11,700
£5,000
£98,000

TBC
TBC
TBC
Sep-16
Sep-16
Sep-16
Jul-16

£0
£0
£0
£42,000
£0
£0
£87,000

Nesta Hawker
Nesta Hawker
Nesta Hawker
Nesta Hawker
Nesta Hawker
Nesta Hawker
Nesta Hawker

Sue Wells
Sue Wells
Sue Wells
Lax Ariaj
Sian Stokes
Sian Stokes
Sue Wells

Andrew Cooper
Andrew Cooper
Andrew Cooper
Iain Stewart
Anna Rigby
Anna Rigby
Tricia Clitheroe

Louise Morris
Louise Morris
Louise Morris
Louise Morris
Louise Morris
Louise Morris
Lucy Henshaw

Simon Pearce
Jo Bradburn
Angela Denny
Simon Pearce
Andy Moran
Andy Moran
Lydia Roberto

£0
£0
£0
£0
£0
£0
£87,000

£0
£0
£0
£42,000
£0
£0
£0

£0
£0
£0
£42,000
£0
£0
£87,000

Yes
Yes
Yes
Yes

No - need
more info
Yes
Yes
Yes
Yes

N/A
N/A
N/A
Yes
Due Sept 16
Due Sept 16
Yes

N/A
N/A
N/A
Yes
Due Sept 16
Due Sept 16
Yes

South Manchester Follow Ups

Yes

Yes

Sep-16

£13,000

Nesta Hawker

Lax Ariaj

Andrew Cooper

Lucy Henshaw

Simon Pearce

£13,000

£0

£13,000

RLBUHT Follow Ups

Yes

Yes

Nov-16

£142,076

Nesta Hawker

Lax Ariaj

Andrew Cooper

Lucy Henshaw

Simon Pearce

£142,076

£0

£142,076

Right Care - Neurology (17/18)
Right Care - Gastro (17/18)
Right Care - CVD (17/18)
Consultant Connect
New Models of Care - Diabetes
New Models of Care - Respiratory
Review of HCD at Royal Liverpool (spec comm)

Acute Activity

Yes

Finance & BI
Template
Complete?

COCH Follow Ups

Yes

Yes

Nov-16

£15,377

Nesta Hawker

Lax Ariaj

Andrew Cooper

Lucy Henshaw

Simon Pearce

£15,377

£0

£15,377

Second eye surgery

Yes

Yes

Nov-16

£41,000

Nesta Hawker

Lax Ariaj

Andrew Cooper

Lucy Henshaw

Angela Denny

£41,000

£0

£41,000

Other Provider Activity (Acute and non Acute merged into 1 PID)

Yes

Work in
Progress

Dec-16

£584,988

Nesta Hawker

Lax Ariaj

Iain Stewart

Louise Morris

Simon Pearce

£0

£584,988

£584,988

LD review of funding split
PHB surplus in accounts

Yes
Yes

Yes
Yes
Work in
Progress
Yes

Aug-16
Jan-17

£837,937
£10,000

Nesta Hawker
Lorna Quigley

Sian Stokes
Sian Stokes

Christine Campbell
Christine Campbell

Vic Horton
Vic Horton

Matt Gilmore
Matt Gilmore

£837,937
£0

£0
£10,000

£837,937
£10,000

Oct-16

£50,000

Nesta Hawker

Sian Stokes

Christine Campbell

Louise Morris

Matt Gilmore

£50,000

£0

£50,000

Jul-16

£109,091

Nesta Hawker

Sian Stokes

Christine Campbell

Vic Horton

Matt Gilmore

£109,091

£0

£109,091

ADHD - Shared Care

Yes

Mental Health Case Review - Packages of Care

Yes

Committed Spend Review (reserves) scheme achieved £1m

N/A

N/A

Jul-16

£1,000,000

Mike Treharne

Sue Wells

Emma Shanks

Clare Shelley

Matt Gilmore

£0

£1,000,000

£1,000,000

Third Sector / Charities Payment Holiday

N/A

N/A

TBC

£0

Mike Treharne

Sue Wells

Mike Treharne

Nicola Phillips

Matt Gilmore

£0

£0

£0

Integrated Management Costs (wef from 17/18)
Accommodation (wef 17/18)

N/A
N/A

N/A
N/A

17/18
TBC

£0
£0

Jon Develing
Jon Develing

Sue Wells
Sue Wells

Paul Edwards
Paul Edwards

Vic Horton
Vic Horton

Graeme Hancock
Graeme Hancock

£0
£0

£0
£0

£0
£0

Specialised Commissioning
Eating Disorders
PCAAL
Parenting and Prevention
Winter Money - NHSE Support
Transitional Support - Community Trust
Prior Year Adjustments - scheme has delivered £1m. Actioned
in month 3

N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A

Mar-17
Jul-16
Jul-16
Aug-16
Mar-17
Mar-17

£200,000
£0
£0
£0
£1,000,000
£100,000

Mike Treharne
Mike Treharne
Mike Treharne
Mike Treharne
Jon Develing
Jon Develing

Sue Wells
Sue Wells
Sue Wells
Sue Wells
Sue Wells
Sue Wells

Emma Shanks
Emma Shanks
Emma Shanks
Emma Shanks
Mike Treharne
Mike Treharne

Clare Shelley
Clare Shelley
Clare Shelley
Clare Shelley
Emma Shanks
Emma Shanks

Graeme Hancock
Graeme Hancock
Graeme Hancock
Graeme Hancock
Graeme Hancock
Graeme Hancock

£0
£0
£53,868
£0
£0
£0

£0
£203,000
£0
£62,500
£0
£0

£0
£203,000
£53,868
£62,500
£0
£0

N/A

N/A

Jun-16

£900,000

Mike Treharne

Sue Wells

Emma Shanks

Clare Shelley

Graeme Hancock

£0

£1,002,689

£1,002,689

£2,035,684

£3,019,177

£5,054,861

Delivery of a £1m deficit
Utilise CCG 0.5% contingency from planning rules
Utilise CCG 1% headroom from planning rules

N/A
N/A
N/A

N/A
N/A
N/A

Mar-17
Mar-17
Mar-17

Jon Develing
Jon Develing
Jon Develing

Sue Wells
Sue Wells
Sue Wells

Mike Treharne
Mike Treharne
Mike Treharne

Emma Shanks
Emma Shanks
Emma Shanks

Graeme Hancock
Graeme Hancock
Graeme Hancock

£0
£0
£0

£0
£2,470,100
£0

£0
£2,470,100
£0

£2,035,684

£5,489,277

£7,524,961

£10,300,000

Use of Reserves

£7,311,842

TOTAL

£17,611,842

£6,072,804
£1,400,000
£2,400,000
£4,900,000

£14,772,804

Total 16/17
(Area)

£483,000

£317,336

£925,440

Shortfall 16/17

Rec

Non-Rec

Rec

Non-Rec

TOTAL

£717,000

£254,763
£16,077
£50,000
£30,000
£60,000
£0

£0
£0
£0
£0
£0
£0

£254,763
£16,077
£50,000
£30,000
£60,000
£0

£0
£0
£0
£0
£0
£0

£572,026
£39,654
£125,000
£82,500
£150,000
£114,000

£140,000

£0

£140,000

£0

£280,000

£440,000
£1,500

£0
£0

£440,000
£1,500

£0
£0

£1,100,000
£4,500
£0

£0
£0
£19,715
£11,745
£0

£0
£0
£0
£0
£0

£0
£0
£19,715
£11,745
£0

£0
£0
£0
£0
£0

£0
£0
£0
£0
£800,000
£800,000
£116,000

£0
£0
£0
£0
£0
£0
£0

£0
£0
£0
£0
£800,000
£800,000
£116,000

£0
£0
£0
£0
£0
£0
£0

£100,000
£102,636
£51,130
£28,490
£98,000
£0
£0
£0
£0
£42,000
£1,600,000
£1,600,000
£319,000

£20,000

£0

£20,000

£0

£53,000

£21,528
£99,000

£0

£99,000

£0

£239,000

£2,282,664

£274,560

£198,906

£0

£0

£0

£0

£584,988

£1,436,463
£0

£0
£0

£1,436,463
£0

£0
£0

£3,710,864
£10,000

£87,750
£0

£0
£0

£87,750
£0

£0
£0

£225,500
£109,091

£1,007,028

£1,092,972

£1,000,000

£0

£0
£0

£0
£0

£0
£0

£0
£0

£1,000,000
£0

£0

£0

£400,000
£100,000

£0
£0

£400,000
£100,000

£0
£0

£0
£0
£53,868
£0
£0
£0

£0
£0
£0
£0
£0
£0

£0
£0
£53,868
£0
£0
£0

£0
£0
£0
£0
£0
£0

£800,000
£200,000
£0
£0
£203,000
£161,604
£62,500
£0
£0

£0

£0

£0

£0

£1,002,689

£5,245,139

£5,157,316

£0

£4,936,881

£0

£14,771,172

£2,470,100

£4,841,742

£0
£0
£0

£0
£0
£0

£0
£0
£0

£0
£0
£0

£0
£2,470,100
£0

£7,524,961

£10,086,881

£5,157,316

£0

£4,936,881

£0

£17,241,272

£1,322,057

£5,054,861

£877,943

PLEASE NOTE 1. Finance and BI monitoring templates cannot be completed until further information is received to enable a realistic savings target to be identified and robust monitoring can take place.
2. Where savings targets are yet to be identified, further work is being undertaken between teams to understand what can be achieved. Also, a small number of workstreams are due to begin Sep 16.

Tracked Changes through version control
Version

Savings target

V1 V2 V3 V4-

£21,800,000
£21,800,000
£21,800,000
£21,800,000

Forecast Likely Savings from Schemes
£12,560,556
£12,560,556
£12,360,556
£12,360,556

£6,539,444
£6,539,444
£9,439,444
£9,439,444

Difference in
forecasted
savings from
schemes
£0
£0
(£200,000)
£0
£574,944

Shortfall

V5 -

£21,800,000

£12,935,500

£8,864,500

V6 -

£21,800,000

£12,935,500

£8,864,500

£0

V7 -

£19,000,000

£12,510,500

£6,489,500

(£425,000)

V8 V9 -

£19,000,000
£19,000,000

£12,486,500
£12,886,500

£6,513,500
£6,113,500

(£24,000)
£400,000

V10 -

£19,000,000

£12,677,200

£6,322,800

(£209,300)

V11 -

£19,000,000

£12,377,200

£5,245,139

(£300,000)

V12 -

£19,000,000

£12,762,137

£6,622,800

£384,937

V13 -

£19,000,000

£12,866,137

£6,133,863

£104,000

V14 -

£19,000,000

£13,598,195

£5,401,805

£732,058

V15 -

£19,000,000

£13,557,752

£5,442,248

(£40,443)

V16 -

£17,600,000

£7,327,852

£10,272,148

(£6,229,900)

V17 -

£17,611,842

£7,367,509

£10,244,333

£39,657

V18 -

£17,611,842

£7,524,961

£10,086,881

£157,452

Narrative Explanation

First Version - no changes
Version updated to reflect PIDS received (Prescribing, LD, ADHD,)
Savings from schemes have dropped by £200k as Spire removed from the list. Also updated for further PIDS received.
Plan updated for PIDS received
Likely savings from schemes has increased by £575k as estimates have been provided whilst further work was underway on each of
the QIPP schemes.
Other provider activity has been added as a QIPP scheme.
Saving target has been reduced from £21.8m to £19m as per MT. Narrative added to bottom of sheet to state where a finance
template has not been completed, the team are waiting for more info. Further estimated savings have been added to schemes,
£200k for provider activity analysis (non acute), £100k for IMC review and £10k for physio, £150k for provider activity analysis
(acute), £115k against packages. NHSE Winter monies projected savings has reduced by £1m
Forecasted likely savings have reduced by £24k - second eye surgery.
Forecasted likely savings have increased by £400k - prescribing Generic Medicine Reimbursement Prices.
Forecasted likely savings have decreased by £209.3k due to -£35k MSK, -£11.3K Podiatry, -£25k Audiology, -£143k PTS, offset by an
increase in £5K for South Manchester Follow Ups
Track changes table added. Named leads changed in a number of areas following the QIPP Meeting. Generic Meds prescribing £400k
removed to cover in year pressure of circa £300k.
Revised QIPP gap reconciliation shown as top of schedule. Schemes updated to reflect progress. LD value reduced by £58k, WUTH
packages reduced by £55k to £0. South Manchester follow ups reduced by £2k. Plans will now means savings will be realised in
future years once negotiated. BCF line removed as any slippage achieved will need to contribute towards the Care of the Elderly
pressure of £600k. Third Sector payment holiday renamed to committed spend review (reserves) £1m achieved to be reported in
month 4.
Removed Physio tariffs scheme £10k (scheme been appraised but no material savings identified),Added back generic medicines
reimbursement line in Prescribing £114k and 3rd Sector/charities payment holiday in Committed Spend Reviews. Moved use of
reserves areas to below the QIPP sub total line. ADHD - Shared Care updated as PID received but further information is needed.
Added in values for Mental Health Case Review (£109k). £56k added back to LD saving as cost of staff will be sourced from current
SLA (currently underspent) and not reduced from the QIPP scheme. Additional meds management schemes have been devised with a
combined value of £221.5k. MSK Value revised from £15k to £125,479 (£110k movement), Other provider activity merged into 1 PID
and value changed from £350k to £585k (movement of £235k)
Spec Comm value removed (£100k), PCAAL added £54k, ED Funding added £203k, Prior Year value amended by £3k, CT removed
£100k. Overall movement £40.4k.
The QIPP savings target has been revised from being the £19m original list of ideas to the £17.6m recognised QIPP GAP for the CCG.
This represents a difference of £1.4m. We have then also removed the forecasted use of the headroom £4.9m and delivering a 1%
deficit £1.4m. This reduces the forecasted savings from schemes by £6.3m and the gap is now £10.3m which is consistent with what
the CCG is reporting to NHS England.
MSK QIPP scheme reduced by £22.8k incorporating the change in waiting times as described in the revised PID. Consultant connect
now marked as non recurrent. Yellow boxes in 17/18 represent where a 16/17 scheme has been earmarked as recurent yet no
recurrent value has been established due to dependencies on this years schemes. PHB & Consultant connect changed to non rec.
£62.5k added for parenting and prevention saving.
The FUP scheme originally applied to South Manchester is now applicable to RLBUHT £142,076 and COCH £15,377 therefore
totalling an additional saving of £157,452.
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Wirral CCG QIPP 2016/17 - V18
QIPP Gap £17.6m
Forecasted likely savings from schemes
QIPP Area
1
2
3
4
5
6
7
8

Prescribing
Non Acute Activity
Acute Activity
Packages of Care
Committed spend review
Running costs
Inter-Stakeholder Agreements
Use of Reserves
Total

Target Savings
No of
Est start dates
16/17 (Area)
schemes
1,200,000
9 Oct 16
2,600,000
5 Aug 16-Dec 16
1,200,000
9 Jul-Dec 16
2,100,000
4 Jul 16-Jan 17
1,000,000
2 Jul 16
2 tbc
2,200,000
7 various
7,311,842
1 various
10,300,000
39

Rec

Non Rec

369,000
317,336
298,452
997,028

114,000
626,988
10,000
1,000,000
1,268,189
2,470,100
5,489,277

53,868
2,035,684

Total Plans
483,000
317,336
925,440
1,007,028
1,000,000
1,322,057
2,470,100
7,524,961

Shortfall 16/17
717,000
2,282,664
274,560
1,092,972
877,943
4,841,742
10,086,881

% Forecasted
Achievement
40%
12%
77%
48%
100%
0%
60%
34%
73%
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Wirral CCG QIPP 2016/17 - V19
Revised QIPP Gap £10.05m

Schemes implemented and started 36%
Schemes implemented but not yet started 14%
Financial Recovery Measures 50%
Total

£
3,641,285
1,413,576
4,995,139
10,050,000

%
36%
14%
50%
100%

QIPP Scheme Identification &
Implementation
£
36%

50%

Schemes implemented and
started 36%
Schemes implemented but not
yet started 14%

14%

Financial Recovery Measures
50%
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Report Title
Lead Officer
Recommendations

1.

Director of Commissioning Report
Nesta Hawker Director of Commissioning
1. Note progress against the delivery of the Operational Plan
2. Note progress made in additional plans for the delivery of the
financial recovery
3. Note the review of recent performance against constitutional
standards.

INTRODUCTION

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.
2.

STRATEGY DEVELOPMENT AND REFORM IMPLEMENTATION
•

Operational Plan 2016 - 17
The following is an update on progress to date against the priority areas of work for the CCG
identified in the Operational Plan for 2016/17. Overall the current position is on track and this update
is to give assurance to the Governing Body that work is progressing as per the plans. Identified
risks against delivery are being mitigated against and at present it is expected that each priority area
of work will achieve the milestones identified for 2016/17. Impact of the achievements and benefits
realised will be reviewed and reported to Governing Body during quarter 4.

•

Primary care transformation
This work is on track to deliver and a number of milestones have been achieved to date. This
includes agreement to pilot extending access to GP planned appointments during the evening and
weekends and a further achievement of 23 practices participating in a national GP Improvement
Programme. A current priority within this work stream is to work with our members regarding
progressing with an application for level 3 delegated commissioning of primary care.

•

Urgent care redesign
The performance of waiting times at the Emergency Department and the ambulance handover times
continues to be of real concern and Wirral CCG is not achieving the national standards. However,
the work within this priority area is on track and two value stream analysis events have been held
and options for redesigning the pathway in order to improve the patient experience have been
identified.

•

Care closer to home – Better Care Fund
There are a number of schemes within this priority area, all of whom are focused on reducing
admission and length of stay in hospital and increasing support in the community. The overall target
for reduction of non-elective admissions has been met and as at August the CCG is reporting -0.5%
under plan. A review of the intermediate care provision has been completed and transformation has
now commenced. The national Emergency Care Improvement Team are undertaking a visit to
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ascertain system wide progress in October and the outcome will be reported to the Quality and
Performance committee in December.
•

Long term conditions
Diabetes & Respiratory – the redesigned community services have continued to be delivered and a
business case has been developed as a result of this work in order to progress with the future
redesign and development of a new model of care. The new model will deliver a community hub
which will act as a ‘one stop shop’ for people with long term conditions to access the care they need
to meet their needs. The business case was taken to the Healthy Wirral Partners Board at the end
of August and agreement reached for the new model, however further steps are required in order to
progress with the practicalities to implement.

•

Parity of esteem
Work is ongoing to achieve the outcomes expected which will aim to deliver an increase in access to
mental health services and support, annual physical health checks and achievement of constitutional
standards. Delivery of the plan is currently on track with a number of work streams ongoing and
positive progress being made, such as consistent achievement of the early intervention in psychosis
performance standard and agreement of mental health training in primary and secondary care.
There is a risk to note regarding the achievement of the constitutional standards and the
improvement required in the Improving Access to Psychological Therapy service and the CCG is
proactively monitoring this with the current provider.

•

Learning disability – Transforming Care Programme
Following the policy ‘Transforming Care for People with Learning Disabilities’ 2015 the CCG is
required to transform services in order to ensure that those with a learning disability and/or autism
receive the right care in the right place. This requires the system, across health and care
commissioners and providers to transform. The aim is to reduce the number of in-patient beds
commissioned by the CCG and ensure effective care is provided in the community. Wirral is a hub
of the Cheshire and Merseyside Transforming Care Programme. As a hub, milestones have been
achieved however there are concerns regarding the reduction of in-patient beds. Further urgent
work will be required with the Local Authority particularly regarding increasing use of assessment
and treatment beds. There is a risk linked to achievement of the reduction on in-patient beds by
March 2017.

•

Children’s Mental Health
This priority is in response to the Future in Minds report by NHS England on the future model for
improving the mental health of children. The report recommended that health and care systems
promote resilience, prevention and early detection, improve access to effective support by
development of a system without tiers and ensure effective care for the most vulnerable children.
Alongside this there is a requirement to ensure there is accountability and transparency and a
workforce with the ability to deliver the new way of working. To date all milestones have been
achieved and the ongoing plan is on track for delivery. Notable achievements to date include
establishment of a Future in Mind Steering group to direct and oversee delivery of the joint action
plan, establishment and launch of a new parenting service and a named primary mental health
worker for each school.
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•

Maternity
The work is on track and continues to progress with implementation of the recommendations of the
Better Births report. In July 2016 the Maternity Choice and Personalisation Pioneer sites were
launched. Wirral CCG is part of Pioneer 1 with Halton CCG leading the project. We will be working
with its commissioned partners, Liverpool CCG, St. Helen’s CCG, Knowsley CCG, South Sefton
CCG, Southport and Formby CCG, Warrington CCG, West Lancashire CCG, West Cheshire CCG,
South Cheshire CCG, to implement the recommendations included in the Better Births report.

•

Frailty Pathways
This priority area is on track to deliver the expected milestones and the final value stream analysis
will take place in October. The future state of care pathways will be agreed and a system wide
action plan agreed. A number of opportunities have already been identified such as the use of
assistive technology in Care Homes in order to improve management of patients and ensuring
consistent use of the Wirral falls pathway.

•

Cancer
Progress is on track and milestones have been achieved. In particular, the draft of the 2017 - 2020
Cancer Strategy is now available on the CCG website for comment. The final version will be
launched at the end of the year. In terms of the existing strategy, the Wirral Strategic Cancer
Partnership Group discussed updates to the action plan in September. No areas of concerns were
raised and many actions were identified as complete. Areas identified as a priority for on-going work
are quality of referrals, early diagnosis, maximising local impact of national campaigns.

•

Palliative and End of Life Care
This is a priority area for Wirral CCG and the health and care system as it has been identified that
there are differences in the delivery of care and pathway between the providers. A notable
achievement to date is the agreement of a system wide CQUIN which facilitates discussion between
providers in order to identify opportunities to ensure preferred place of death is met. A draft strategy
has been developed and will be brought to Governing Body once agreed by the health and care
system.

•

Financial Recovery Delivery
Work has continued with the development and implementation of schemes for the recovery plan.
The emphasis has continued to develop and implement additional recurrent schemes. The following
is an update on the progress made on the main schemes:o

o

o

Robust application of the Procedure of Low Clinical Priority Policy. The web based
system developed by the CCG to ensure compliance with the thresholds within the policy has
been launched with GP practices since the middle of September. NHS providers and non
NHS providers are applying the process within their organisation.
Demand management. The Primary Care Quality Scheme and GP practice visits have
continued with positive effect. As at August GP referrals to all providers is -1.3% compared to
the plan for 2016/17.
Service Review consultation. The start of the formal public consultation is now due to
commence in October. The CCG has continued to work collaboratively with the Cheshire
CCGs and also NHS England in agreeing the detail within the consultation and the options of
further raising thresholds for particular interventions or not routinely providing some
interventions. The consultation will be in conjunction with Cheshire CCGs.
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The identification of additional schemes to deliver further savings in 2016/17 has been supported by the
interim Recovery Director and the detail of these schemes will be shared within the financial recovery plan.
The major themes of these schemes are increasing the robustness of contract management, realising
additional prescribing savings and reduction of the overspend on packages of care.
For the recovery plan for 2017/18, the following is recent progress in the development of schemes already
identified:-.
•

Work has continued in progressing with realising the opportunities to improve patient pathways,
outcomes and value for money identified utilising the NHS Right Care approach.
o

o
o

Gastroenterology - a detailed review of activity and benchmarking against both our
comparator CCGs and nationally has identified opportunities to improve pathways
particularly within upper gastroenterology. An ‘optimal pathway workshop’ will take place in
December with key stakeholders in order to agree opportunities to redesign pathways.
Cerebral vascular disease – the specific pathways are atrial fibrillation, cerebral vascular
and chronic heart disease. An ‘optimal pathway workshop’ is to take place in November.
Primary Care Quality Scheme - development of the PCQS for 17/18 and beyond is
commencing with an initial workshop at the GP Members meeting in October. Areas for
indicators to be debated with members include primary care access, proactive disease
management, improving quality and prevention and improving medicines management,

3. PERFORMANCE AGAINST THE NHS CONSTITUTIONAL STANDARDS (June 2016)
The following is a summary of the performance against the NHS constitutional standards by exception only.
A performance report is attached which contains the detailed information of performance at August 2016.
The 4 hour A&E target continues to be a challenge and performance has not achieved the 95% target. In
August the performance for the Arrowe Park site was 89.15% which, although demonstrates a consistent
improvement since April, remains below the national 95% standard. The Emergency Care Improvement
Programme team has undertaken a review in October of the health and care pathways within Wirral and
any resulting recommendations will be adopted as a priority.
Aligned with the A&E performance, the ambulance standards continue to be a challenge, in particular the
‘time to clear’ with a weekly average at 33 minutes which is above the 30 minute standard. This has an
impact on the availability of ambulance vehicles and in August Wirral is below the targets for the most
urgent calls. The newly formed A & E Delivery Board, of which the CCG is a member, is tasked with
addressing this performance.
The graphs below highlights performance in comparison with the improvement trajectory plan submitted by
Wirral CCG, and the trajectories that WUTH have agreed with NHS Improvement for the Sustainable and
Transformation Fund (STF). Whilst the national standard and the CCG improvement trajectory have not
been met, WUTH have met their trajectory for the STF in terms of the A&E 4 hour target, however they
have not met their 18 week incomplete pathway target.
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As previously stated, the standard for referral to treatment 18 week wait for incomplete pathway was not
met in August with the performance of 90.07% for Wirral CCG. The CCG has asked for a recovery plan
from the WUTH due to their poor performance on this standard. WUTH has not met their STF target for
July and August.
The performance of NHS 111 continues to fall below expected standards and a deterioration in
performance occurred in July in the performance for waiting times (call back) and on warm transfers.
The CCG is working with the lead commissioner to understand when sustainable improvement is to be
achieved.
The CCG did not achieve 1 of the cancer standards during August for first treatment within 62 days, all
breaches are monitored and action plans instigated to reduce avoidable delays in the pathway. Some
details are due to patient choice in delaying treatment.
In terms of the performance for the Improving Access to Psychological Therapies (IAPT) the
implementation of the action plan for recovery is continuing and additional action plans and scrutiny have
been implemented in order to improve performance and meet the improvement trajectories. The 6 week
waiting time target was not met at 67.58% (standard 75%) however this is an improvement from June
when performance was 60.14%.
Delayed transfers of care at WUTH have increased significantly and the year to date activity is now
171% higher than 2015/16 which equates to 1,491 bed days lost. The CCG and Local Authority Social
Services are undertaken further work to validate this data.
On a positive note, the CCG is meeting a number of targets consistently and has improved the dementia
diagnosis rate. The target for delivery of the new Early Intervention in Psychosis model continues to be
met.
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4.

CONCLUSION

Governing Body is asked to
•
•
•

Note progress achieved in the delivery against the Operational Plan
Note progress in the additional plans for the delivery of the financial recovery
Note the recent performance against the constitutional standards and improvement trajectories.
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Introduction

This performance pack is designed to pull together key data and analysis to support:
•
Operational planning;
•
Board Assurance;
•
CCG Assurance.
This pack is produced monthly.
The data and Key lines of enquiry contained within the pack are Wirral CCG focussed and include:
•
NHS Constitutional standards;
•
Quality Standards
•
Mental Health and Learning Disability Standards
•
Operational planning i.e. referral activity
•
Celebrate success
The pack provides Wirral CCG level and Trust level data where we are the lead commissioner and where this information is available. We will seek to
include benchmarking data where this is available. Most data sources use published data which has an approximate 8 week time lag. Local more current
data will be used where available e.g. A&E 4 hour standard.
The CCG has established monthly ‘triangulation’ meetings which bring together contracts, BI, Finance, Commissioners and Quality teams to consider the
data and analysis, develop narrative by exception for those KPI’s not achieving performance standards or significantly above planning assumptions and deep
dive to better understand issues where appropriate. This enables a ‘golden thread’ from planning to service delivery. This narrative will be incorporated
within the monthly report and will seek to address the following:
•
What are the issues affecting performance and risks of poor performance?
•
What actions are taken to recover performance?
•
When will the standard/situation improve?
•
When and where to escalate issues to ensure ‘line of sight’?
This pack will be developed and finely tuned over time. The scope and content of this report will also be revised to reflect the key indicators outlined in the
new CCG Improvement and Assessment Framework 2016/17 and will incorporate Public Health and Social Care data in addition to CCG data. This will
reflect the local delivery sustainability footprint within the Sustainability and Transformation Plan.
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Operational Group

Activity Management Group

Contract and Quality
Monitoring: Issues/Actions

Quality and Performance
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BI Draft Report
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Summary – August 16
Standard

Comment

A&E – WUTH

Explanation of Current Position: In August the combined A&E and WIC performance fell below the national standard at 89.15%. Performance has failed to
achieved the Wirral CCG’s threshold of 91% but has achieved WUTH’s agreed trajectory with NHSI (86% for August) – the CCG has not agreed to this
trajectory and continues to monitor the provider against CCG plan.
• Compared to the previous month, August had 297 less A&E attendances
• Compared to the previous year, August had 329 less A&E attendances.
• Compared to the previous month, August had 3 less Non-Elective Admissions
• Compared to the previous year, August had 114 more Non-Elective Admissions
Issues, Actions and Recovery Trajectory:
Review of Urgent Care Recovery Group (UCRG) - Focussed action plan being monitored fortnightly at UCRG with exceptions reported to A&E Delivery Board.
Out of hospital care - implementation of intermediate care and reablement review to ensure delivery prior to winter - to include mixed offer of nursing,
residential and specialist assessment beds and community provision - delivered within a smaller financial envelope due to BCF pressure. Redesign on target
for completion prior to winter following facilitated redesign workshops.
Hospital flow – Ongoing implementation of SAFER patient flow bundle and renewed focus on internal processes led by new in post Chief Operating Officer.
Key areas of focus for hospital internal activity include Emergency Department processes , Assessment Function and Discharge
Care Navigation – Cross economy working group to develop and redesign single point of access to become a care navigation function with clinical input to
deliver 'right care, right place, right time‘. Phase 1 on schedule for completion as planned by end of September 2016.
The A&E Improvement trajectory is detailed within ‘Sustainability and Transformation Fund (STF) – Performance Improvement Trajectories’ (Pg 34)
Emergency Care Improvement Programme (ECIP) 3-day assessment visit undertaken 11th-13th October – positive feedback received regarding progress in all
areas since previous visit.

95% of patients seen within 4
hours

Ambulance
75% Emergency response
within 8 minutes
(Cat A Red 1 + Red 2 )

95% Ambulance conveying
vehicle on scene within 19
minutes
(Cat A 19 Minutes )
Total turnaround time within 30
minutes

Explanation of Current Position:
• In August the Wirral performance for ambulance response times CAT A Red 1 did not meet the standard at 71.70%. Performance fell below standard for
CAT A Red 2 (65.64%), Cat A 19 mins (94.72%) and Ambulance handovers did not achieve the standard at an average overall arrival time to clear of 33.42
minutes.
• Continuing challenges to meet 30 minute turnaround time at Arrowe Park. Ambulance Turnaround for the week ending 9th October averaged 40.4
minutes (this was skewed by poor performance weekend 8 & 9th October average turnaround 56.2 & 41.8 minutes). The knock on-effect of ambulances
being delayed on turnaround means the ability to free up vehicles to respond and meet Red 1+2 targets are restricted by failures in the clinical handover
process.
Actions
• Pilot Pathway for Trauma injury's at Victoria Central Hospital (VCH) MIU started in March 2016, reviewed April 2016 and extended to July 2016. It has
since been reviewed and the decision to continue the pathway to allow for further discussion with NWAS to agree a permanent pathway.
• WUTH to ensure all Rapid Handovers from NWAS accepted directly into A&E without redirecting to Hospital Arrival System (HAS). New capacity system
for better patient flow to AMU at WUTH has now commenced.
• Agreement at A&E Delivery Board that any waits over 4 hours will be considered as a Serious Untoward Incident (SUI) and recorded on the STEISS system
provided this approach is adopted at North West level.
54

Version 3

5

Summary – August 16
Standard

Comment

Ambulance

Explanation of Current Position:
• In August the Wirral performance for ambulance response times CAT A Red 1 did not meet the standard at 71.70%. Performance fell below
standard for CAT A Red 2 (65.64%), Cat A 19 mins (94.72%) and Ambulance handovers did not achieve the standard at an average overall arrival
time to clear of 33.42 minutes.
• Continuing challenges to meet 30 minute turnaround time at Arrowe Park. Ambulance Turnaround for the week ending 9th October averaged
40.4 minutes (this was skewed by poor performance weekend 8 & 9th October average turnaround 56.2 & 41.8 minutes). The knock on-effect of
ambulances being delayed on turnaround means the ability to free up vehicles to respond and meet Red 1+2 targets are restricted by failures in
the clinical handover process.
Actions
Pilot Pathway for Trauma injury's at Victoria Central Hospital (VCH) MIU started in March 2016, reviewed April 2016 and extended to July 2016. It has
since been reviewed and the decision to continue the pathway to allow for further discussion with NWAS to agree a permanent pathway.
WUTH to ensure all Rapid Handovers from NWAS accepted directly into A&E without redirecting to Hospital Arrival System (HAS). New capacity
system for better patient flow to AMU at WUTH has now commenced.

75% Emergency response
within 8 minutes
(Cat A Red 1 + Red 2 )
95% Ambulance conveying
vehicle on scene within 19
minutes
(Cat A 19 Minutes )
Total turnaround time within 30
minutes

RTT Performance
92% of incomplete pathways
should be within 18 weeks

Explanation of Current Position
Wirral CCG failed to achieve the Incomplete RTT standard in August performing at 90.88%. WUTH’s performance is a significant contributing factor.
The CCG is currently underperforming in the following specialties; Cardiothoracic Surgery (33.33%), ENT (91.14%), General Medicine (91.67%),
General Surgery (86.68%), Ophthalmology (90.90%), Other Surgery (91.42%), Plastic Surgery (77.60%) and T&O (86.77%) which are mostly
attributable to underperformance at WUTH.
WUTH has failed to achieve the national standard at 90.70% and have not achieved their agreed trajectory with NHSI (92% for August), this is not
within the 1% tolerance allowed– The CCG has not agreed to this trajectory and continues to monitor and challenge the provider against CCG plan
of 92.1%.
WUTH
Issues: ENT 90.78% (95 patients), General Surgery 86.46% (475 patients), Ophthalmology 90.6% (170 patients), Other 90.93% (269 patients), T&O
85.91% (358 patients).T&O the Trust is currently 3 consultants down - 2 posts have been recruited to with a start date of Dec/Jan but the foot &
ankle post is back out to advert. ENT delays are due to sickness. Other includes Community Paeds which had significant staffing issues which are
now being resolved, Oral Surgery has staffing issues, and Pain clinic (back injections are an issue but work on Procedures of limited clinical priority
may help this) . Gen Surg - Gastro has brought in an additional consultant to support waiting times and also looking at additional roles to help. The
Consultant Connect is being mandated on specialties with long waits to support RTT.
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Summary – August 16
Standard

Comment

RTT Performance

Actions: A new Chief Operating Officer (COO) joined the Trust in April and undertook a rapid review of the processes used to manage RTT
performance which highlighted a lack of management processes and robust assurance throughout the system, underpinned by fragmented and poor
quality data. Newly established Trust-wide Access and Performance Group has drawn up an action plan to understand and manage capacity/demand
which includes; robust governance arrangements, live, accurate reporting, and trained staff in RTT/Validation.
The plan incorporates analysis, effective oversight of operational performance, clear patient tracking, mapped pathways to highlight bottlenecks,
clear lines of accountability and escalation, consultant job planning etc.

92% of incomplete pathways
should be within 18 weeks

Recovery: The Trust has indicated that it will not recover the standard until April 2017. The CCG do not accept this position and are challenging their
position and plans. Monthly performance meetings are in place which aim to challenge and action this recovery.
52 Weeks: 1 patient waiting for T&O at Robert Jones & Agnes Hunt who will be seen in September 2016.
• The CCG continues to monitor numbers posing a rising risk (40+ Weeks) but has noted that this has been reducing month on month.

Diagnostics
The percentage of patients
waiting 6 weeks or more for a
diagnostic test should be less
than 1%

Explanation of Current Position
•
•
•
•
•

Wirral CCG performance for diagnostic testing completed within 6 weeks was 99.63% for August, meeting target of 99%.
23 Patients breached the 6 week target
WUTH performance for diagnostics within the 6 week timescale was 99.76% and has achieved their agreed trajectory with NHSI (0.9% for August)
13 Patients breached the 6 week target for WUTH
Short term staffing problem with Echo cardiology in July was resolved.

Mixed Sex
Accommodation

Explanation of Current Position
• August = 5 breaches (CCG Level)

Eliminate MSA except where it
is in the overall best interest of
the patient

WUTH
August = 3 Breaches
Patient 1 – CCU, 1 Day, 7 Hours and 14 Minutes (Poor Medical Bed State)
Patient 2 – HGU, 1 Day, 7 Hours and 12 Minutes (Poor Medical Bed State)
Patient 3 – ITU, 1 Day, 3 Hours and 55 Minutes (Delay in movement)
•
•

A performance notice has been issued as part of the contractual process, The CCG is current awaiting a response from the provider.
This measure continues to be monitored via the contract meeting and is currently subject to a contract performance notice. The provider is
required to report on reasons for failure and develop a recovery plan.
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Summary – August 16
Standard

Comment

Cancer Performance

Explanation of Current Position

93% of all urgent referrals to be seen within 2
weeks

Targets not met include
• Wirral CCG - First treatment within 62 days from an urgent GP referral August = 83.13% target = 85%

93% of all urgent referrals to be seen within 2
weeks (Breast)

96% of all referrals to be seen within less than 31
days (First)
94% of all referrals to be seen within less than 31
days (Surgery)
98% of all referrals to be seen within less than 31
days (Drugs)
94% of all referrals to be seen within less than 31
days (Radiotherapy)
85% of all referrals to be seen within less than 62
days

This relates to 14 patients, being managed by WUTH. Reasons for the delays are:
• 2 breaches relate to patient decisions – patients chose to cancel or delay start date
• 2 patients had numerous diagnostic tests prior to a treatment pathway being agreed
• 9 patients who received radiotherapy , drug treatments or surgery are thought to have been delayed prior to treatment,
information in respect of the cause has been raised with WUTH by the CCG
• 1 patient waited 16 days for investigation results then further 21 days for Joint Clinic OPA

Issues, Actions and Recovery Trajectory:
WUTH have commenced patient level review meetings weekly , engaging the divisions more in patient pathways. It is anticipated that
this will speed pathways up and help reduce delays etc. An action log is produced from those meetings with tasks allocated to named
staff to bring appointments forward, chase reports etc.
In addition, WUTH completes SBARS for each breach; these are used to populate an action plan, monitored by the WUTH performance
group headed by the Trusts COO. An update in respect of August breaches has been requested.
On an regional basis, the Cancer Managers Advisory Group, has identified that there is a need to understand why breaches are
occurring and if there are any patterns within specific tumour groups across the trusts. New data collection systems are being
established which will help inform NHS England and the tumour specific clinical network groups where resources are required.
WUTH Provider Performance (including Non-Wirral patients)
• Patients seen within 14 days from an urgent referral for suspect cancer – 94.85%
• Patients seen within 14 days from an urgent referral for suspect cancer (Breast) – 98.33%
• Patients given first treatments for cancer within 31 days of decision to treat (First) – 95.00%
• Patients given first treatments for cancer within 31 days of decision to treat (Subsequent Surgery) – 100%
• Patients given first treatments for cancer within 31 days of decision to treat (Subsequent Drugs) – N/A
• Patients given first treatments for cancer within 31 days of decision to treat (Subsequent Radiotherapy) – N/A
• Patients given first treatments for cancer within 31 days of decision to treat (Rare) – 0%
• Patients given first treatment within 62 days from an urgent GP referral – 87.50%
• Combined figure of patients given treatment within 62 days and patients with rare cancer (NHSE Standard) – 87.7%
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Summary – August 16
Standard

Comment

IAPT

Explanation of Current Position
Access : 0.89% target not met (monthly target 1.25%)
6 week waiting time: 67.58% target not met (75%)
18 week waiting time: 96.35% target met (95%)
Recovery: 37.32% target not met (50%)

Access:
1.25% of patients to access IAPT Services
Waiting times:
75% of patients to be treated within 6
weeks of referral
95% of patients to be treated within 18
weeks of referral
Recovery:
50% of patients moving to recovery at
discharge

Dementia
66.7% Diagnosis Rate Target (taken as a
percentage from number of patients on
Dementia Register/prevalence)

CPA 7 Day Follow Up
95% of patients on CPA who were followed
up within 7 days after discharge from
psychiatric inpatient care (QA)

Transforming Care
A maximum of 6 inpatients being treated.

Early Intervention Psychosis
50% of patients treated within 2 weeks

Issues, Actions & Recovery Trajectory
• The 15% access rate is an annual target and is anticipated it will be met by the end of 2016/17
• In August 96.35% patients entered treatment within 18 weeks, achieving the 95% standard. The in-ability to achieve the 6 week waiting
time standard is as a result of an additional 800 people entering more complex treatment than planned therefore effecting service
capacity. Extra ordinary meetings are being held with the provider to establish complex demand and responsive action planning; a revised
trajectory is required. Demand & waiting list tracker submitted weekly to the CCG to scrutinise performance on access , waits and breaches.
• Recovery during August was 37.32% not meeting the target, we continue to scrutinise recovery rate to achieve the year end target.
The CCG continues to work with the provider and NHS England to achieve national standards, and improve service quality. We will explore use
of all available contract levers if we are unable to gain assurance of performance for constitutional targets.
Explanation of Current Position
• Dementia Diagnosis rate for August-16 (70.90%) an increase from July-16 (70.73%).
• Increase is due to continued awareness raising with the practices regarding the importance of early identification, and of keeping their
registers up to date
• The CCG will continue to contact practices where their prevalence is lower than expected to increase rates further
Explanation of Current Position
• 100% of discharges received follow-up within 7 days during Q1
• 132 patients successfully discharged from psychiatric inpatient care
• 132 Patients receiving CPA within 7 days of discharge
Explanation of Current Position
• The total number of LD inpatients for August-16 was 9; during July there were 1 new admissions and 2 successful discharges.
Issues, Actions & Recovery Trajectory
LD inpatients continue to be closely monitored, with CTRs organised in line with the national guidance. The reduction in admissions and
increase in discharges evidences that the processes are working to reduce inpatient bed use. It is anticipated that the NHS England approved
trajectory of 6 beds by March 2017 is achievable.
Explanation of Current Position
• 100% completed pathway and seen within 2 weeks , target met (50%)
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Summary – August 16
Standard

Comment

Healthcare Acquired Infections

Explanation of Current Position
• MRSA - There was 0 new cases in August, cumulative score still stands at 3 incidents for Wirral CCG.
• Cdiff – In August there were 6 cases attributed to Wirral CCG, cumulative score stands at 32 incidents, now 1 over the trajectory
cumulative figure (31).
• All cases of C-difficle are having a Post Infection Review undertaken to ascertain if these where unavoidable or due to lapse in care.
Action plans are developed for any cases due to lapse in care.

MRSA - Zero Tolerance
Clostridium Difficile - CCGs establish and report
against monthly trajectories

Patient Experience (FFT)

Explanation of Current Position
Inpatient – 89.37%, Outpatient – 94%, Ambulance – 95.37%, Mental Health – 92%, Dental – 91%,
A&E – 88%, Maternity Services – 98%, Community Health – 88.02%, General Practice – 89.82%
Issues, Actions and Recovery Trajectory
Metrics are presented monthly at quality and contract meeting with the main providers and discussed by exception.
Response rate and recommendation scores are scrutinised and give rise to deep dives by heads of patient experience at each provider
on a quarterly or monthly basis where specific action plans for improvement are in place.

Delayed Transfer of Care

Explanation of Current Position
• There were 36 Delays in transfer of care in August: 2 less than the number of DTOC in July 2016
• 15 patients transfer of care was attributable to NHS, 6 patients transfer of care was attributable to Social Care, 15 patients transfer
of care was attributable to both
• The overall YTD number of patients whose transfer of care is delayed is 138
• Compared to August 15/16 there is an increase of 35 patients
- Compared to the previous year, August had 10 more delayed transfers of care attributable to NHS
- Compared to the previous year, August had 6 more delayed transfers of care attributable to Social Care
- Compared to the previous year, August had 14 more delayed transfers of care attributable to Both
Over the last 2 months Wirral has seen reduced provision of domiciliary care due to supply issues. This is to be rectified as a priority
from the 25th August.

Reduction in DTOC when comparing against
previous financial year

Bed Availability – WUTH only
KH03 – Bed usage

Explanation of Current Position
WUTH Provider Performance:
• 85.37% Of Day Rate beds were occupied during Q1
• 85.5% of Overnight Beds were occupied during Q1
The results for Bed availability have been revised to only include General and Acute beds only
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Summary – August 16
Standard

Comment

Cancelled Operations

Explanation of Current Position
During Q1 16/17 the CCG recorded 94 cancelled elective operations for non clinical reasons. The number of patients not treated within
28 days of the last minute elective cancellation is 11.
Issues, Actions and Recovery Trajectory
For non-clinical reasons, some elective operations can be cancelled. Overall performance in 2015/16 was better than 14/15. However,
in Q4, the number of patients who had their elective op cancelled rose to 55. The overall YTD number of last minute elective operations
cancelled is 239 for 15/16.
Once cancelled, operations must be rescheduled within 28 days. Performance improved over the year with only 1 patient in Q4 not
treated within 28 days of the last minute elective cancellation. The total number of patients not treated 28 days for 15/16 is 12.

Reduction in number of cancelled operations in
comparison to previous year

Referrals & Activity
All Wirral CCG patients & providers

There is a new internal activity monitoring group held on a weekly basis. CCG clinical leads and “Heads of” CCG managers attend to
review the current performance and identify areas of variation. This will be reported by exception on a monthly basis commencing
next month.
Explanation of Current Position:
Planned Care - For August-16 GP Referrals have a variance of -1.3% and Other Referrals have a variance of 9.9%
• Compared to the previous month, August 2016 had 104 less GP referrals
• Compared to the previous month, August 2016 had 219 less referrals from other sources
Unplanned Care – A&E Attendances are currently higher than the previous year (15/16) for August 2016/17, however non-elective
admissions are down -0.5%
Outpatient Attendances - For August the year to date variance of all First Outpatient attendances compared to the plan is -2.6%.
The variance for Follow up outpatient attendances for August is -4.1%
A&E Attendances – 7877 Wirral patients attended A&E in August 2016, a variance of just -2.37% compared with the previous months
result of 8172.
Admitted Patient Care
• The Total of Elective Spells has a variance of 0.0%
• Elective Day case spells now have a variance of -0.8%
• Elective Ordinary spells now have a variance of 4.0%
• Non-Elective spells has a variance of -0.5%
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Indicator Summary – Achieved
Status

Achieved Measures

Standard

Results

Date

Cancer Waiting Times - 14 Days All
(Monthly data shown, standard is quarterly)

93% of patients seen within 14 days from an urgent
referral for suspect cancer

94.88%

August 16/17

Cancer Waiting Times - 14 Day Breast
(Monthly data shown, standard is quarterly)

93% of patients seen within 14 days from an urgent
referral for suspect cancer - Breast

98.25%

August 16/17

Cancer Waiting Times - 31 Days First
(Monthly data shown, standard is quarterly)

96% of patients given first treatments for cancer within 31
days of decision to treat – First

100%

August 16/17

Cancer Waiting Times - 31 Days Surgery
(Monthly data shown, standard is quarterly)

96% of patients given first treatments for cancer within 31
days of decision to treat – Surgery

100%

August 16/17

Cancer Waiting Times - 31 Days Radiotherapy
(Monthly data shown, standard is quarterly)

96% of patients given first treatments for cancer within 31
days of decision to treat - Radiotherapy

98.04%

August 16/17

Cancer Waiting Times - 31 Days Drugs
(Monthly data shown, standard is quarterly)

96% of patients given first treatments for cancer within 31
days of decision to treat – Drugs

100%

August 16/17

Cancer Waiting Times < 62 Days (Screening)

90% cancer screening service within 62 days

100%

August 16/17

Dementia

66.7% Diagnosis Rate Target (taken as a percentage from
number of patients on Dementia Register/prevalence)

70.90%

August 16/17

Care Programme Approach (CPA)

95% of those patients on CPA discharged from inpatient
care who are followed up within 7 days

100%

Q1 16/17

Early Intervention Psychosis

More than 50% of people experiencing a first episode of
psychosis within two weeks of referral

100%

August 16/17

Diagnostics % 6 week and over (Commissioner Data)

99% of patients in within six weeks for a diagnostics test

99.63%

August 16/17

Healthcare Acquired Infections - MRSA

Report against Monthly trajectories

0

August 16/17

IAPT – 18 Week

95% of patients to be treated within 6 weeks of referral

96.35%

August 16/17
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Indicator Summary – Not Achieved
Status

Trend

Not Achieved Measures

Standard

Results

Date

Accident and Emergency 4 Hour Wait

95% of patients, admitted, transferred or
discharged within 4 hours

89.15%

August 16/17

Ambulance Services

75% Red 1 Calls resulting in an Emergency
Response within 8 minutes

71.70%

August 16/17

Ambulance Services

75% Red 2 Calls resulting in an Emergency
Response within 8 minutes

65.64%

August 16/17

Ambulance Services

95% Cat A calls receiving conveying ambulance on
scene within 19 minutes

94.72%

August 16/17

RTT Incompletes (Commissioner Data)

92% of incomplete pathways within 18 weeks

90.88%

August 16/17

Cancer Waiting Times - 62 Days
(Monthly data shown, standard is quarterly)

85% of patients given first treatment within 62 days
from an urgent GP referral (inc rare)

83.13%

August 16/17

IAPT – Access

1.25% of patients to access IAPT services

0.89%

August 16/17

IAPT – 6 week Treatment Timeframes

75% of patients to be treated within 6 weeks of
referral

67.58%

August 16/17

IAPT – Recovery

50% of patients moving to recovery at discharge

37.32%

August 16/17

Transforming Care

A maximum of 6 inpatients being treated

9

August 16/17

Results

Date

No Target Applicable

Measure

Accident and Emergency Attendances

Number of A&E Attendances

10,042

August 16/17

Cancer Waiting Times < 62 Days (Upgrade)

90% cancer screening service within 62 days

100.0%

August 16/17

Healthcare Acquired Infections - Cdiff

Report against Monthly trajectories

6

August 16/17

Mixed Sex Accommodation

Eliminate MSA except where it is in the overall best
interest of the patient

5

August 16/17
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Indicator Trends
Accident and Emergency
Target
Accident and Emergency 4 Hour Wait

95% and
above

Accident and Emergency Attendances

Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16

Oct-16 Nov-16 Dec-16

Jan-17

Feb-17 Mar-17

YTD

85.36%

83.45%

87.63%

88.54%

89.15%

86.83%

9721

11258

10419

10652

10042

52092

111 & Ambulance
Target
111 Percentage of calls answered within 60 seconds – North West only

95%

Apr-16 May-16 Jun-16

Jul-16

79.50%

90.09%

89.48%

Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16

85.18%

Aug-16 Sep-16

Oct-16 Nov-16 Dec-16

Jan-17

Feb-17 Mar-17

92.9%

YTD
87.43%

Oct-16 Nov-16 Dec-16

Jan-17

Feb-17 Mar-17

YTD

Red 1 Calls resulting in an Emergency Response within 8 minutes

75% and
above

82.3%

75.2%

71.60%

79.17%

71.70%

75.99%

Red 2 Calls resulting in an Emergency Response within 8 minutes

75% and
above

74.3%

65%

65.40%

65.05%

65.64%

67.08%

Cat A calls with conveying ambulance on scene within 19 minutes

95% and
above

96.3%

94.3%

92.40%

93.85%

94.72%

94.31%

RTT
RTT Incompletes (Commissioner Data)
Greater than 52 Weeks (Commissioner Data)

Target

Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16

92% and
above

91.16%

91.49%

91.13%

91.28%

90.88%

0

1

1

0

1

1

Oct-16 Nov-16 Dec-16

Jan-17

Feb-17 Mar-17

Diagnostics
Diagnostics % waiting 6 weeks and over (Commissioner Data)

Diagnostics Actual Waiters (Commissioner Data) - Breaches

Less than 1%

0.74%

0.43%

0.74%

1.17%

0.37%

39

20

43

82

23
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Indicator Trends
Delayed Transfers of Care
2014/15

Delayed patients per quarter as a percentage of occupied beds

2015/16

2016/17

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

1.57%

3.00%

1.86%

1.04%

1.67%

2.84%

1.33%

0.12%

6.51%

Q2

Q3

Q4

YTD
6.51%

Availability and Occupancy
2014/15

KH03 - Percentage of occupied bed days

2015/16

2016/17

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

82.90%

84.56%

85.80%

86.92%

86.88%

84.38%

83.75%

85.37%

84.71%

Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16

Q2

Q3

Q4

YTD
84.71%

Cancer
Target

Oct-16 Nov-16 Dec-16

Jan-17

Feb-17 Mar-17

YTD

2 Weeks

93% and
above

96.5%

96.0%

95.9%

98.85%

94.88%

96.40%

2 Weeks Breast

93% and
above

95.4%

98.0%

95.7%

98.92%

98.25%

97.28%

< 31 Days First

96% and
above

100.0%

98.8%

97.8%

97.48%

100%

98.70%

< 31 Days subsequent Surgery

94% and
above

83.3%

100.0%

100.0%

100%

100%

96.88%

< 31 Days subsequent Drugs

98% and
above

97.8%

100.0%

95.0%

100%

100%

98.97%

< 31 Days subsequent Radiotherapy

94% and
above

100.0%

98.9%

100.0%

96.77%

98.04%

98.77%

< 62 Days

85% and
above

83.6%

87.1%

82.1%

82.56%

83.13%

83.54%

< 62 Days (Screening)

90% and
above

92.3%

85.7%

100.0%

100%

100%

93.10%

84.6%

68.4%

85.7%

88.46%

88.89%

84.44%

< 62 Days (Upgrade)
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Indicator Trends
Healthcare Acquired Infections
Target

MRSA CCG assigned Month on Month

0

Cdiff

Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16

Oct-16 Nov-16 Dec-16

Jan-17

Feb-17 Mar-17

YTD

1

0

0

2

0

3

4

7

8

7

6

32

IAPT
Target

Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16

50% and
above

44.70%

52.34%

42.96%

36.52%

37.32%

42.70%

1.25% and
above

0.80%

1.16%

1.49%

0.89%

0.89%

5.25%

Target

Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16

IAPT First Treatment (6 Weeks)

75% and
above

71.69%

63.92%

60.14%

65.46%

67.58%

65.90%

IAPT First Treatment (18 Weeks)

95% and
above

95.18%

95.69%

95.80%

94.41%

96.35%

95.42%

IAPT Recovery
IAPT Access

Oct-16 Nov-16 Dec-16

Oct-16 Nov-16 Dec-16

Jan-17

Jan-17

Feb-17 Mar-17

Feb-17 Mar-17

YTD

YTD

Mixed Sex Accommodation Breaches
Apr-16 May-16 Jun-16
Mixed Sex Accommodation Breaches

7

4

1

Jul-16
3

Aug-16 Sep-16

Oct-16 Nov-16 Dec-16

Jan-17

Feb-17 Mar-17

5

YTD
20

Cancelled Elective Operations
2014/15
Cancelled Elective Operations

2015/16

2016/17

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

47

135

71

154

110

44

30

55

61

Q2

Q3

Q4

YTD
61

CPA 7 day follow up
Target
CPA 7 day follow up

95% and
above

2014/15

2015/16

2016/17

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

97.50%

97.60%

100.00%

97.70%

95.70%

100.00%

97.00%

99.00%

100.0%

Q2

Q3

Q4

100.0%
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YTD

Accident and Emergency
Data Weekly 4 Hour Standard Performance Comparison 2016-17 to 2015-16
Wirral University Teaching Hospital NHS Foundation Trust

Week Ending

Better or
Worse than
2015-16

Attds
16/17

4 hour
breaches
16/17

Against
95%
Standard
16/17

Attds
15/16

4 hour
breaches
15/16

Against
95%
Standard
15/16

APH WIC
Better or
Worse
than 201516

Attds
16/17

4 hour
breaches
16/17

Against
95%
Standard
16/17

APH Site (Combined)

Attds
15/16

4 hour
breaches
15/16

03/04/2016
10/04/2016
17/04/2016
24/04/2016
01/05/2016
08/05/2016
15/05/2016
22/05/2016
29/05/2016
05/06/2016
12/06/2016
19/06/2016
26/06/2016
03/07/2016
05/07/2015
12/07/2015
19/07/2015
26/07/2015
02/08/2015
09/08/2015
16/08/2015
23/08/2015
30/08/2015

1889
1606
1666
1712
1684
1890
1906
1833
1862
1884
1974
1902
1858
1852
1798
1919
1919
1774
1808
1725
1755
1802
1768

526
359
425
209
269
396
467
398
405
440
482
268
160
222
266
292
388
144
289
260
231
171
268

72.15
77.65
74.49
87.79
84.03
79.05
75.50
78.29
78.25
76.65
75.58
85.91
91.39
88.01
85.21
84.78
79.78
91.88
84.02
84.93
86.84
90.51
84.84

1708
1677
1648
1753
1765
1668
1696
1662
1717
1741
1797
1856
1843
1891
1827
1798
1726
1655
1744
1759
1623
1715
1736

359
454
395
228
409
432
254
284
347
254
74
135
214
45
70
37
41
173
277
144
67
181
312

78.98
72.93
76.03
86.99
76.83
74.10
85.02
82.91
79.79
85.41
95.88
92.73
88.39
97.62
96.17
97.94
97.62
89.55
84.12
91.81
95.87
89.45
82.03

787
612
579
577
583
692
624
616
646
558
564
563
534
548
528
577
544
579
552
511
520
593
559

5
0
0
0
1
0
0
0
0
0
0
0
0
1
7
1
2
0
2
0
0
0
0

99.36
100.00
100.00
100.00
99.83
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
99.82
98.67
99.83
99.63
100.00
99.64
100.00
100.00
100.00
100.00

592
620
554
537
592
574
577
613
614
558
566
615
624
620
644
647
585
571
645
587
615
607
633

13
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1
0
0
0
0
0

Yearly Total
(For the Weeks
Shown)

41786

7335

82.45

40005

5186

87.04

13446

19

99.86

13790

14

Against
95%
Standard
15/16
97.80
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
100.00
99.82
100.00
100.00
100.00
100.00
100.00

99.90

Better or
Worse
than 201516

Attds
16/17

4 hour
breaches
16/17

Against
95%
Standard
16/17

Attds
15/16

17

Against
95%
Standard
15/16

2676
2218
2245
2289
2267
2582
2530
2449
2508
2442
2538
2465
2392
2400
2326
2496
2463
2353
2360
2236
2275
2395
2327

531
359
425
209
270
396
467
398
405
440
482
268
160
223
273
293
390
144
291
260
231
171
268

80.16
83.81
81.07
90.87
88.09
84.66
81.54
83.75
83.85
81.98
81.01
89.13
93.31
90.71
88.26
88.26
84.17
93.88
87.67
88.37
89.85
92.86
88.48

2300
2297
2202
2290
2357
2242
2273
2275
2331
2299
2363
2471
2467
2511
2471
2445
2311
2226
2389
2346
2238
2322
2369

372
454
395
228
409
432
254
284
347
254
74
135
214
45
70
37
41
174
277
144
67
181
312

83.83
80.24
82.06
90.04
82.65
80.73
88.83
87.52
85.11
88.95
96.87
94.54
91.33
98.21
97.17
98.49
98.23
92.18
88.41
93.86
97.01
92.20
86.83

55232

7354

86.69

53795

5200

90.33
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4 hour
breaches
15/16

Accident and Emergency
Data Monthly 4 Hour Standard Performance Comparison 2016-17 to 2015-16
Wirral University Teaching Hospital NHS Foundation Trust

Month/Year

Better or
Worse
than 201516

Attds
16/17

4 hour
breaches
16/17

Against
95%
Standard
16/17

Attds
15/16

4 hour
breaches
15/16

Against
95%
Standard
15/16

APH WIC
Better or
Worse
than 201516

Attds
16/17

4 hour
breaches
16/17

Against
95%
Standard
16/17

APH Site (Combined)

Attds
14/15

4 hour
breaches
14/15

Against
95%
Standard
14/15

Better or
Worse
than 201516

Attds
16/17

4 hour
breaches
16/17

Against
95%
Standard
16/17

Attds
14/15

4 hour
breaches
14/15

Against
95%
Standard
14/15

Apr-16

7171

1422

80.17

7316

1565

78.61

2550

1

99.96

2465

13

99.47

9721

1423

85.36

9781

1578

83.87

May-16

8349

1863

77.69

7470

1481

80.17

2909

0

100.00

2641

0

100.00

11258

1863

83.45

10111

1481

85.35

Jun-16

8088

1289

84.06

7786

688

91.16

2331

0

100.00

2523

0

100.00

10419

1289

87.63

10309

688

93.33

Jul-16

8196

1210

85.24

7870

295

96.25

2456

11

99.55

2730

0

100.00

10652

1221

88.54

10600

295

97.22

Aug-16

7919

1088

86.26

7621

786

89.69

2123

2

99.91

2750

1

99.96

10042

1090

89.15

10371

787

92.41

0

Yearly Total
(For the Months
shown)

•
•
•

39723

6872

82.70

38063

4815

87.35

12369

14

99.89

13109

14

99.89

52092

6886

86.78

51172

4829

During August at Arrowe Park 86.26% were seen in under 4 hours. At Wirral Walk in Centres 99.91% were seen in under 4 hours, meaning that the overall Wirral
performance was only 89.15%.
System transformation over the next 3 - 5 years is being taken forward by the Urgent Care Alliance Group.
In year performance improvement is being taken forward by the Urgent Care Recovery Group. This group has revised its TOR and has a senior membership
tackling 3 areas, out of hospital care, hospital flow, care navigation, with a recovery plan to achieve the 95% by the end of the financial year.
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90.56

Accident and Emergency
Data Monthly 4 Hour Standard Performance Comparison 2015-16 to 2014-15
Wirral University Teaching Hospital NHS Foundation Trust
100%
90%
16/17
80%

15/16

70%
Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Arrow Park Hospital Walk In Centre
100%
99%

98%

16/17

97%

15/16

96%
95%

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Combined WUTH and APH WIC
95%

16/17

85%

15/16

75%
Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17
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GP Out of Hours
Data for GP Out of Hours attendances
All GPOOH

Difference Cumulative
2015/16 2016/17 Year on Year on Year
Year
%

April
May
June
July
August
September
October
November
December
January
February
March
Cumulative

Attendances
based on
Days per
month

5648

3691

-53%

-35%

123

6004

4297

-40%

-31%

143

4610

3813

-21%

-27%

127

4529

4317

-5%

-22%

144

5001

4749

-5%

-19%

158

25792

20867

-19.10%

696

The CCG keeps a watching brief on all Urgent Care activity. This
includes GP Out of Hours Services, Walk in Centre activity, calls to
NHS 111, Single Front Door activity etc. This is a system wide
approach.
The CCG began a Value Stream Analysis (VSA) process reviewing
all Urgent and Unplanned Care Services on 12th July, it is expected
there will be short, medium and long term outcomes that will
create efficiencies and service improvements throughout the
current financial year

All GP Out of Hours Attendances

The graph on the right shows last years GP Out of
Hours activity. We will continue to monitor activity as
the year progresses. And watch for any trends in other
Urgent Care services.

7000
6000
5000
4000
3000
2000
1000
0

2015/16

2016/17

Linear (2015/16)

Linear (2016/17)
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Walk in Centre
Breakdown of WIC Attendances
Total WIC
April
May
June
July
August
September
October
November
December
January
February
March

Cumulative

Eastham
April
May
June
July
August
September
October
November
December
January
February
March

Cumulative

Difference Cumulative Year
Year on Year
on Year %

Attendances
based on Days
per month

2015/16

2016/17

6017

7435

19%

24%

248

6240

8483

26%

30%

274

6057

7841

23%

30%

261

6451

8203

21%

29%

265

6367

7386

14%

26%

238

31,132

39,348

26.39%

Difference Cumulative Year
Year on Year
on Year %

1146

1169

2%

2%

39

1217

1394

13%

8%

45

1211

1266

4%

7%

42

1187

1367

13%

9%

44

1120

999

-22%

4%

32

3.58%

Cumulative

Attendances
based on
Days per
month

2016/17

6,195

April
May
June
July
August
September
October
November
December
January
February
March

1286

2015/16

5,981

ADHC

VCH
April
May
June
July
August
September
October
November
December
January
February
March

202

Cumulative

Attendances
Difference Cumulative Year
based on Days
Year on Year
on Year %
per month

2015/16

2016/17

2612

2956

12%

13%

99

2810

3378

17%

17%

109

2676

3015

11%

15%

101

2918

3108

6%

13%

100

2883

3030

5%

11%

98

13,899

15,487

11.43%

Difference Cumulative Year
Year on Year
on Year %

506

Attendances
based on
Days per
month

2015/16

2016/17

2259

3310

32%

47%

2215

3711

40%

57%

120

2173

3563

39%

59%

119

2346

3729

37%

59%

120

2264

3357

33%

57%

108

11,257

17,670

110

56.97%

577
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111 – Breakdown of calls answered
Overall North West Ambulance Service (NWAS) – Service Standards
Currently there is no national dataset for 111 services therefore we cannot benchmark nationally

NWAS
Abandoned
Calls

Service Standard

Year to
Date

April-16

May-16

June-16

July-16

Aug-16

3.9%

5.90%

3.71%

2.05%

3.76%

1.78%

•

Calls abandoned – less than 5%

•

Calls answered in 60 seconds – 95%

84.35%

79.50%

85.18%

90.09%

82.93%

90.36%

•

Call back in 10 minutes – 75%

39.66%

39.39%

40.79%

40.42%

37.94%

38.75%

•

Warm Transfers – 75%
33.32%

39.39%

40.79%

40.40%

32.85%

35.41%

Waiting
Times

Warm
Transfers

At least 75% of the total calls that are transferred to a clinical
advisor must be “warm transfers” i.e. transferred while the call
was live or the caller was on hold.

100.00%
80.00%
60.00%
40.00%
20.00%
0.00%
Apr-16

May-16
Calls abandoned

Jun-16

Calls answered in 60 seconds

Call back in 10 minutes

Jul-16

Aug-16

Warm Transfers
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111 – Breakdown of calls answered
The percentage breakdown of NHS 111 calls answered

Calls Triaged

114,711

Call Backs in 10 Minutes

5,748

100%
39%

34,232
1,847

Locality CCG's

100%
42%

12.18
0.47

100%
32%

12.32
0.46

100%
28%

13.42
0.61

100%
36%

12.56
0.84

100%
28%

16.08
0.71

100%

14.95

32%

0.65

%
Breakdown

NHS West
Cheshire CCG
Volume per 1000
population

%
Breakdown

NHS Warrington
CCG
Volume per 1000
population

%
Breakdown

NHS South
Cheshire CCG
Volume per 1000
population

%
Breakdown

NHS Vale Royal CCG
Volume per 1000
population

%
Breakdown

NHS Eastern
Cheshire CCG
Volume per 1000
population

%
Breakdown

Volume per 1000
population

NHS Wirral CCG

%
Breakdown

Cheshire &
Merseyside

Caller
Treatment

NWAS

%
Breakdown

Local

Caller
Treatment

Benchmarking
Call volume,
Performance &
Outcomes

Regional

100%
33%

Outcomes of calls triaged

Calls Triaged
Ambulance Despatches
Attend A&E
Primary and community care
Recommended to Attend Other Service
Not Recommended to Attend Other Service

114,711

100%

34,232

100%

12.18

100%

12.32

100%

13.42

100%

8.51

100%

16.08

100%

14.95

100%

16,217

14%

4,612

13%

1.62

13%

1.64

13%

2.09

16%

1.94

15%

1.81

11%

2.12

14%

9,971

9%

2,879

8%

1.05

9%

1.00

8%

1.04

8%

0.81

11%

1.53

10%

1.37

9%

63,272

55%

19,115

56%

6.60

54%

7.26

59%

7.84

58%

5.75

56%

9.03

56%

8.71

58%

2,838

2%

1,025

3%

0.54

4%

0.22

2%

0.18

1%

0.15

2%

0.62

4%

0.39

3%

22,413

20%

6,601

19%

2.38

20%

2.21

18%

2.27

17%

0.90

15%

3.08

19%

2.37

16%

August 2016
Wirral CCG performance is comparable with current North West and County wide performance, further improvement is expected when the provider
begins to consistently achieve contracted service standards.
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Ambulance
The graph below shows Ambulance Handover times improved in April (but still exceeded targets). However the CCG believes that there is a continuing challenge to meet the 30 minute turn around
time at Arrowe Park. In April the average handover time was 33.3 minutes and we believe that this situation will worsen in Mays performance figures to an average performance of approximately 39
minutes.

Ambulance Service
Calls Red 1
Red 1 calls (most time critical covering cardiac arrest and other severe conditions) in England
resulting in an emergency response within 8 minutes. Performance – 71.70%

Calls Red 2
Red 2 calls (serious but less immediate time critical than Red 1 Calls) in England resulting in an
emergency response within 8 minutes. Performance – 65.64%

Ambulance 19 Minutes
Category A (Red 1 and Red 2) Presenting conditions which may be immediately life threatening
and should receive a conveying ambulance response at the scene within 19 minutes irrespective
of location 95% of cases. Performance – 94.72%

Ambulance Turnaround Times
The guideline is that all handovers between ambulance and A&E must take place within 15
minutes with none waiting more than 30 minutes. Total turnaround time should be completed
within 30 minutes. – 33 Minutes

Version 3

73

24

Ambulance
Comparison of Wirral CCG to a selection of NHS Right Care Comparators
Where data is available
Measure
R1 8 mins

R2 8 mins

All Reds 19 mins

CCG

Apr-16 May-16 Jun-16 Jul-16 Aug-16

Sep-16

Oct-16 Nov-16 Dec-16 Jan-17

Feb-17

Mar-17

YTD Average

Target

NHS Wirral CCG

82%

75%

72%

79%

72%

76.00%

75%

NHS Wigan Borough CCG

74%

78%

80%

63%

67%

72.40%

75%

NHS Stockport CCG

59%

71%

66%

58%

73%

65.40%

75%

NHS St Helens CCG

71%

62%

63%

70%

73%

67.80%

75%

NHS South Sefton CCG

77%

78%

75%

71%

73%

74.80%

75%

NHS Wirral CCG

74%

65%

65%

65%

66%

67.00%

75%

NHS Wigan Borough CCG

68%

65%

66%

61%

61%

64.20%

75%

NHS Stockport CCG

62%

57%

59%

58%

66%

60.40%

75%

NHS St Helens CCG

69%

69%

68%

62%

66%

66.80%

75%

NHS South Sefton CCG

72%

67%

62%

58%

62%

64.20%

75%

NHS Wirral CCG

96%

94%

92%

94%

95%

94.20%

95%

NHS Wigan Borough CCG

89%

89%

93%

90%

91%

90.40%

95%

NHS Stockport CCG

91%

91%

92%

92%

94%

92.00%

95%

NHS St Helens CCG

96%

96%

96%

94%

95%

95.40%

95%

NHS South Sefton CCG

95%

95%

91%

91%

93%

93.00%

95%
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18 Week RTT Overview
The percentage of Referral to Treatment pathways which are incomplete and are therefore still on the waiting list

Constitutional Standards.
The percentage of referral to treatment (RTT) pathways within 18
weeks for incomplete pathways –
Wirral CCG has not achieved all RTT targets this month with
Incomplete just under at 90.88%.
The graph below is showing that RTT incomplete performance is
on a downwards trend when compared with July 15/16. It has
improved since March 15/16 but dipped again this month
The number of referral to treatment (RTT) incomplete pathways
greater than 52 weeks –
1 patients waited 52+ weeks and therefore the standard was not
achieved. The patient waiting 52 weeks + was waiting at the
Robert Jones and Agnes Hunt orthopaedic hospital NHS
Foundation Trust and was waiting for T&O.
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RTT Incomplete
The percentage of patients on an incomplete pathway within 18 weeks against the total number of patients on an
incomplete pathway at the end of a calendar month, the standard is measured at 92% - WCCG Performance
Provider

Admitted

Total Referrals

17646

19456

1810

90.70%

Royal Liv &
Broadgreen

541

607

66

89.13%

Spire Murrayfield

510

510

0

100%

COCH

386

443

57

87.13%

-

-

-

-

Aintree

145

165

20

87.88%

Alder Hey

40

43

3

93.02%

Liv Heart & Chest

38

42

4

90.48%

WUTH

Liv Women's

Breaches

WUTH has failed to achieve the national standard and has not achieved their
agreed trajectory with NHSI (92% for August) – The CCG has not agreed to
this trajectory.
Issues: WUTH ENT 90.78% (95 patients), General Surgery 86.46% (475
patients), Other 90.93% (269 patients), Ophthalmology 90.60% (170), T&O
85.91% (358 patients).The Trust has gaps in key specialties including: T&O currently 3 consultants down - 2 posts have been recruited to (starting
December 2016) but the foot & ankle post is back out to advert. Other
includes Community Paeds which continues to experience long waits
(referral criteria has now been agreed which will impact on performance).
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RTT Incomplete 52+ Week Waiters
The number of patients waiting longer than 52 weeks on an incomplete pathway
Over 52 Weeks:

Incomplete RTT Waiting List August 16
Over 26 Weeks:
There were 639 patients
waiting 26+ weeks in
August. An increase
compared to last month.
There are 64 Patients
waiting for treatment
over 40 weeks which is 14
more than the previous
month.

25000
20000
15000
10000
5000
0

Sum of 0-18
Weeks

Sum of 1826 Weeks

Sum of 2640 Weeks

Sum of 4052 Weeks

Sum of 52 +
Weeks

19884

1357

575

63

1

Series1
2000
1800
1600
1400
1200
1000
800
600
400
200
0

1 patient waited over 52
weeks at all providers in July
for Wirral CCG. The patient
waiting 52 weeks + was
waiting at the Robert Jones
and Agnes Hunt orthopaedic
hospital NHS Foundation
Trust and was waiting for
T&O.
Patient requested a delay in
surgery due to work
commitments. Surgery
undertaken 7/9/2016

This graph is a snapshot taken in August. It demonstrates how
long patients have been waiting to complete their treatment.
E.g. 1470 patients have been waiting between 5 to 6 weeks.
E.g. 839 patients have been waiting considerably longer
(for 14 to 15 weeks).
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Diagnostic Incomplete Waits
Less than 1% of patients should wait six weeks or longer for a diagnostic test
This graph shows that there was a decline in performance from November to January which was largely down to the failure of a Dexa Scanner at
WUTH. The overall performance has since returned to target after falling again in July and now achieved the target at 99.63%
100.00%
99.00%

99.20%

99.40%

99.20%

99.11%

99.26%

Mar-16

Apr-16

99.57%

99.26%

99.00%
98.00%

99.63%
98.83%

97.30%

97.00%
95.80%

96.00%
95.00%
94.00%

93.50%

93.00%
Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

May-16

Jun-16

Jul-16

Aug-16

All Wirral Patients at All Providers
• 1565 patients currently in their first week of waiting for a diagnostic
test
• 366 patients approaching the 6 week breach mark
• 36 patients currently waiting over 6 weeks for a diagnostic test
• 0 patients waiting 14+ weeks for a diagnostic test

2000
1500
1000
500

0

All
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Diagnostic Tests
No more than 1% of patients should have to wait six weeks or longer for a diagnostic test – WCCG Performance
6 Week Achievement Top 8 Providers

6 Week Target all Providers by Endoscopy Tests

100.00%

100.00%

99.50%

99.50%

99.00%
99.00%
98.50%
98.00%

98.50%
AINTREE
ALDER HEY COUNTESS OF LIVERPOOL
LIVERPOOL
UNIVERSITY CHILDREN'S
CHESTER
HEART AND WOMEN'S NHS
HOSPITAL NHS
NHS
HOSPITAL NHS
CHEST
FOUNDATION
FOUNDATION FOUNDATION FOUNDATION HOSPITAL NHS
TRUST
TRUST
TRUST
TRUST
FOUNDATION
TRUST

ROYAL
SPIRE
ST HELENS
WIRRAL
LIVERPOOL MURRAYFIELD
AND
UNIVERSITY
AND
HOSPITAL
KNOWSLEY
TEACHING
BROADGREEN
HOSPITAL HOSPITAL NHS
UNIVERSITY
SERVICES NHS FOUNDATION
HOSPITALS
TRUST
TRUST
NHS TRUST

98.00%
Colonoscopy

Cystoscopy

Flexi Segmoidoscopy

Gastroscopy

6 Week Target all Providers by Test Non Endoscopy
100.00%
98.00%
96.00%
94.00%
92.00%
90.00%
88.00%
Audiology
Assessments

Barium Enema

CT

Dexa Scan

Echocardiography Electrophysiology

MRI

Non Obstetric
Ultrasound

Peripheral
Neurophys

Sleep Studies

Urodynamics
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Diagnostic Breaches
No more than 1% of patients should have to wait six weeks or longer for a diagnostic test
6 Week Breaches Top 8 Providers
14
12
10
8
6
4
2
0

As shown in the graph, 1 provider breached in August;
Wirral University Teaching Hospital NHS Foundation
Trust.
• 13 patients waited 6 weeks or longer for a diagnostic
test at WUTH
WIRRAL
AINTREE
ALDER HEY COUNTESS OF LIVERPOOL LIVERPOOL
ROYAL
SPIRE
ST HELENS
UNIVERSITY UNIVERSITY CHILDREN'S
CHESTER
HEART AND WOMEN'S
LIVERPOOL MURRAYFIELD
AND
TEACHING HOSPITAL NHS
NHS
HOSPITAL NHS
CHEST
NHS
AND
HOSPITAL
KNOWSLEY
HOSPITAL NHS FOUNDATION FOUNDATION FOUNDATION HOSPITAL NHS FOUNDATION BROADGREEN
HOSPITAL
FOUNDATION
TRUST
TRUST
TRUST
FOUNDATION
TRUST
UNIVERSITY
SERVICES NHS
TRUST
TRUST
HOSPITALS
TRUST
NHS TRUST

WUTH achieved standard for August but remained
the only provider from our Top 8 providers list to
record breaches.
WUTH
Echocardiography had 6 breaches, MRI had 2
breaches, Non Obstetric Ultrasound had 4 breaches
and Urodynamics had 1 breach.
All Providers
Echocardiography had 15 breaches, MRI had3
breaches, Non Obstetric Ultrasound had 4 breaches
and Urodynamics had 1 breach.

6 Week Breaches by Test August 16
16
14
12
10
8
6
4
2
0

80

Version 3

31

Cancer
These statistics provide information on the waiting times of people referred by their GP with suspect cancer or breast
symptoms and those subsequently diagnosed with and treated for cancer
NHS England
62 Day Inc 31 Day
Rare – 82.14%

August 2016/17
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
2 Weeks

2 Weeks

2 Weeks Breast

< 31 Days First

2 Weeks Breast

< 31 Days First

< 31 Days
Subsequent
Surgery

< 31 Days
Subsequent
Drugs

< 31 Days Subsequent Surgery

< 31 Days
Subsequent
Radiotherapy

< 31 Days Subsequent
Drugs

< 31 Days Rare

< 31 Days Subsequent
Radiotherapy

< 62 days

< 31 Days Rare

< 62 Days
(Screening)

< 62 days

< 62 Days
(Upgrade)

< 62 Days
(Screening)

< 62 Days
(Upgrade)

Apr-16

31*

96.5%

4*

95.4%

0*

100%

3*

83.3%

1*

97.8%

0*

100%

11*

83.6%

1*

92.3%

4*

84.6%

May-16

39*

96.0%

3*

98.0%

2*

98.8%

0*

100%

0*

100%

1*

98.9%

9*

87.1%

1*

85.7%

6*

68.4%

Jun-16

45*

95.9%

4*

95.7%

4*

97.8%

0*

100%

1*

95%

0*

100%

17*

82.1%

0*

100%

4*

85.7%

Jul-16

11*

98.85%

1*

98.92%

4*

97.48%

0*

100%

0*

100%

1*

96.77%

1*

100%

15*

82.56%

0*

100%

3*

88.46%

Aug-16

51*

94.88%

1*

98.25%

0*

100%

0*

100%

0*

100%

1*

98.04%

1*

0%

14*

83.13%

0*

100%

4*

88.89%

Sep-16
Oct-16
Nov-16
Dec-16
Jan-17
Feb-17
Mar-17
*Number of recorded breaches
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Cancer Quarterly
These statistics provide information on the waiting times of people referred by their GP with suspect cancer or breast
symptoms and those subsequently diagnosed with and treated for cancer
95.00%
85.00%
75.00%
65.00%
55.00%
45.00%
35.00%
25.00%
2 Weeks

2 Weeks Breast

< 31 Days First

< 31 Days Subsequent < 31 Days Subsequent < 31 Days Subsequent
Surgery
Drugs
Radiotherapy

Q1 16/17

2 Weeks

2 Weeks Breast

< 31 Days First

< 31 Days
Subsequent
Surgery

Q2 16/17

< 31 Days Rare

< 62 days

< 62 Days (Screening) < 62 Days (Upgrade)

Target

< 31 Days Subsequent
Drugs

< 31 Days
Subsequent
Radiotherapy

< 31 Days Rare

< 62 days

< 62 Days
(Screening)

< 62 Days
(Upgrade)

Q1 15/16

159*

95.07%

1*

98.25%

5*

98.82%

2*

97.96%

2*

98.17%

0*

98.43%

41*

87.59%

0*

97.83%

10*

89.52%

Q2 15/16

95*

97.06%

2*

94.29%

10*

97.48%

0*

100.00%

0*

100.00%

7*

95.78%

33*

87.50%

0*

100.00%

12*

88.99%

Q3 15/16

70*

97.75%

0*

100.00%

12*

98.07%

0*

100.00%

0*

100.00%

1*

99.15%

42*

82.64%

4*

91.30%

5*

93.06%

Q4 15/16

48*

98.33%

2*

98.82%

6*

98.68%

0*

100.00%

1*

99.46%

2*

98.79%

37*

83.56%

2*

95.56%

5*

92.96%

Q1 16/17

115*

96.12%

11*

96.65%

6*

98.64%

3*

94.44%

2*

98.02%

1*

99.38%

37*

84.05%

2*

91.67%

14*

80.82%

Q2 16/17

62*

96.82%

2*

98.67%

4*

98.79%

0*

100%

0*

100%

2*

97.56%

29*

82.84%

0*

100%

7*

88.71%

2*

50%

Q3 16/17
Q4 16/17
*Number of recorded breaches
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Performance Improvement Trajectories (STF)
For the Sustainability and Transformation Fund (STF) Wirral CCG has selected four key areas for improvement; RTT
Pathways, A&E attendances, Diagnostics testing and Cancer waiting times.
Performance Improvement Trajectories for RTT and A&E were not agreed between Wirral CCG and WUTH, therefore both commissioner and provider plans and actuals are detailed below:

E.B.3 Percentage of Service Users on incomplete RTT pathways (yet to start treatment) waiting no more than 18 weeks from Referral
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Plan

92.1%

92.1%

92.1%

92.1%

92.1%

92.1%

92.1%

92.1%

92.1%

92.1%

92.1%

92.1%

(WUTH & other providers)

Achievement

91.16%

91.49%

91.13%

91.28%

90.88%

WUTH only

Plan
Achievement

90.0%
90.98%

90.0%
91.37%

91.0%
91.10%

92.0%
91.20%

92.0%
90.70%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

Plan vs Actuals 2016/17

Wirral CCG

E.B.5 Percentage of A & E attendances where the Service User was admitted, transferred or discharged within 4 hours of their arrival at an A&E
department
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Plan

89.0%

89.0%

89.0%

93.0%

91.0%

94.0%

95.0%

94.0%

92.0%

90.0%

89.0%

95.0%

(WUTH & other providers)

Achievement

85.36%

83.45%

87.63%

88.54%

89.15%

WUTH only

Plan
Achievement

82.0%

83.0%
83.45%

84.0%
87.63%

85.0%
88.54%

86.0%
89.15%

87.0%

88.0%

89.0%

90.0%

90.0%

90.0%

90.0%

Wirral CCG

85.36%

The following two STF plans are agreed between commissioner and providers:

E.B.4 Percentage of Service Users waiting more than 6 weeks from Referral for a diagnostic test
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.37%
0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

0.9%

Wirral CCG

Plan

0.74%

0.43%

0.74%

1.17%

WUTH only

Plan

0.9%

0.9%

0.9%

0.9%

0.9%

Achievement

0.49%

0.35%

0.64%

1.23%

0.24%

WUTH & other providers - agreed plan Achievement

E.B.12 Percentage of Service Users waiting no more than two months (62 days) from urgent GP referral to first definitive treatment for cancer (Inc Rare)

Wirral CCG

Plan

WUTH only

Plan

WUTH & other providers - agreed plan Achievement

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

87.0%

85.7%

85.4%

85.4%

86.1%

85.4%

85.2%

85.7%

85.6%

85.7%

85.5%

85.7%

83.6%

87.1%

82.1%

82.6%

83.1%

87.0%

85.7%

85.4%

85.4%

86.1%

85.4%

85.2%

85.7%

85.6%

85.7%

85.5%

85.7%

Achievement
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Mixed Sex Accommodation
The NHS Operating Framework for 2012-2013 confirmed that all providers of NHS funded care are expected to eliminate mixed-sex
accommodation, except where it is in the overall best interest of the patient
Month

MSA Breaches

Trajectory

Breach Rate

Apr-16

7

0

60%

May-16

4

0

30%

Jun-16

1

0

10%

Jul-16

3

0

20%

Aug-16

5

0

40%

In August, there where 5 breaches of the same sex accommodation
guidance bringing our cumulative figure for YTD to 20 Mixed Sex
Accommodation breaches.
Contract performance notice issued, awaiting response from
provider.
NHS organisations are expected to operate without having mixedsex accommodation, except in very specific circumstances. “Sleeping
accommodation” includes areas where patients are admitted and
cared for on beds or trolleys, even where they do not stay overnight.
It therefore includes all admissions and assessment units (including
clinical decision units), plus day surgery and endoscopy units. It does
not include areas where patients have not been admitted, such as
accident and emergency cubicles.

Sep-16
Oct-16
Nov-16
Dec-16

Jan-17
Feb-17
Mar-17
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IAPT Access
Measures the proportion of people that enter treatment against the level of need in the general population. The expectation was that
CCGs achieve 15% IAPT access by the end of 14/15 and maintain this throughout 15/16 and 2016/17. Assessment will be based on a
quarterly run rate requirement of at least 3.75% of local prevalence entering services.
The measure is the number of people who receive psychological therapies as a percentage of the number of people who have depression
and/or anxiety disorders.
Result

Target

Aug 2016

0.89%

1.25%

YTD

5.25%

6.25%

1.60%

1.49%
1.20%

1.16%
0.80%

20%

0.89%

0.80%

Aug-16,
0.89%

10%
5%

0.40%

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
Percentage Access

9.77%

15%

Monthly Target

0.30% 1.97%

0%
Q1

Trajectory to meet 15%

Q2

Q3

Percentage Access
Measure

April

May

June

July

August

49,165

49,165

49,165

49,165

615

615

615

394

568

Percentage Access

0.80%

Access Target

1.25%

Prevalence - Number of people who have
depression or anxiety disorders
First treatment numbers required as per
CCG plan
Actual first treatment numbers delivered

Access Wirral CCG Improvement Trajectory
HSCIC National Results

0.87%

September October November December

January

February

March

Q4

YTD

Shortfall

Q1

Q2

Q3

Q4

49,165

49,165

49,165

49,165

615

615

1,845

615

2460

734

436

439

1,705

436

2,132

1.16%

1.49%

0.89%

0.89%

3.47%

1.78%

5.25%

1.25%

1.25%

1.25%

1.25%

1.25%

1.25%

1.25%

1.25%

1.25%

1.25%

1.25%

3.75%

3.75%

3.75%

3.75%

6.25%

1.29%

1.29%

1.19%

1.19%

1.19%

1.39%

1.39%

1.39%

1.29%

1.29%

1.29%

3.38%

3.58%

4.17%

3.87%

15%

1.16%

1.53%

3.56%

3.56%
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YTD

IAPT 6 and 18 Weeks
The primary purpose of these indicators is to measure waiting times from referral to treatment to improve access to psychology therapies
(IAPT) services for people with depression and/or anxiety disorders.
100%
95.18%

95.69%

95.80%

80%

94.41% Aug-16,
96.35%

71.69%
63.92%

60%

60.14%

65.46%

August-16

YTD

Target

6 Week

67.58%

65.90%

75%

18 Week

96.35%

95.42%

95%

18 Week Target, 95%

Aug-16,
67.58%

6 Week Target, 0.75%
100%
80%

40%
Apr-16

May-16

Jun-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

6 weeks

18 weeks

6 week Improvement trajectory

Recovery Improvement Trajectory

6 weeks target

60%
40%

18 Week Target

Percentage access to first
treatment within 6 weeks

September October November December

January

20%
Q1

April

May

June

July

August

71.69%

63.92%

60.14%

65.45%

67.58%

75%

75%

75%

75%

75%

75%

75%

75%

75%

75%

75%

76.5%

77%

75%

75%

75%

75%

75%

75%

75%

75%

6 weeks
Improvement trajectory

February

HSCIC National Results

40.00%

38.46%

42.37%

Percentage access to first
treatment within 18 weeks

95.18%

95.69%

95.80%

94.46%

96.35%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

69.23%

74.58%

18 weeks target

18 weeks

Aug-16

6 Week Target

National target timeframes
(at point of discharge)

6 weeks

Jul-16

18 weeks
Improvement trajectory
HSCIC National Results

63.08%

March

Q2

Q3

Q4

Q3

YTD

Q1

Q2

Q4

YTD

65.64%

66.64%

75%

75%

75%

75%

75%

75%

75%

75%

75%

75%

75%

75%

65.90%

40.28%

40.28%%

95.53%

95.22%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95.42%

68.96%

68.96%

For planning purposes the national indicator for treatment timescales is focused on measuring waits for those finishing a course of treatment i.e. two or more treatment sessions and coded as discharged but also requires local
monitoring of all referral to treatment starts.
Wirral CCG will introduce frequent monitoring of treatment timescales but at point of entering treatment, this will help forecast future results for the national measure but also allow the CCG to proactively highlight underperformance
with the provider at an early stage.
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IAPT Recovery
The primary purpose of this indicator is to measure the maintenance of recovery rates in psychological services achieved at the end of
2016/17 via the national IAPT programme for people with depression and/or anxiety disorders. The effectiveness of local IAPT services is
measured using this indicator and E.A.3 whilst focused on access to services as a proportion of local prevalence.
60%

Recovery Improvement
Trajectory

52.34%
50%

49%

47%

40%

50%

50%

51%

51%

52%

52%

Result

Target

Aug 2016

37.32%

50%

YTD

42.70%

50%

53%

46%
44.70%

42.96%

30%

Aug-16,
36.52% 37.32%

60%

46%

50%

49.6%

51.4%

52.6%

50%

40%
20%

30%
20%

10%

46.34%

42.70%

36.85%

10%
0%

0%
Apr-16 May-16 Jun-16

Jul-16

Q1

Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Percentage recovery rate

Recovery Target

Q2

Q3

Percentage recovery rate

Recovery Improvement Trajectory

Q4

YTD

Target

Recovery Improvement Trajectory

Recovery
Percentage recovery rate
Recovery rate target

Completing
treatment Percentage Recovery Rate

April

May

June

July

44.70%

52.34%

42.96%

36.52%

37.32%

50%

50%

50%

50%

50%

50%

50%

50%

50%

50%

50%

46.00%

47.30%

49.00%

49.50%

50.00%

51.00%

51.00%

52.00%

52.00%

52.50%

52.08%

41.82%

Improvement Trajectory
HSCIC National Results

43.10%

August September October November December January

February

March

Q1

Q2

Q3

Q4

46.34%

36.85%

50%

50%

50%

50%

50%

50%

53.00%

46%

49.5%

51.4%

52.6%

50%

42.70%

45.67%

45.67%
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YTD

Dementia
A timely diagnosis enables people living with dementia, and their carers/families to access treatment, care and support, and to plan in
advance in order to cope with the impact of the disease. A timely diagnosis enables primary and secondary health and care services to
anticipate needs, and working together with people living with dementia, plan and deliver personalised care plans and integrated
services, thereby improving outcomes

Wirral Dementia Diagnosis Rate –

August 2016: 70.9%
Target:
66.7%

The planning guidance states that an increase in the dementia diagnosis rate to 66.7 percent should be achieved by March 2015, and sustained through 2015/16
and 2016/17.
Measure

% Diagnosis Rate
Expressed as a percentage of the
estimated prevalence

April

May

June

July

August

September October

November

December

January

February

March

69.14% 69.32% 69.68% 70.73% 70.90%

Prevalence
Estimated number of people who have
dementia

4458

4458

4458

4458

4458

Number of Wirral patients on Dementia
register

3083

3091

3107

3154

3162

August 2016:of Current Position
• The diagnosis rate is expressed as a percentage of the estimated prevalence (4458)
• The current number of patients on the Wirral Dementia Register is 3162
• Diagnosis rate for August 2016 is 70.90% an increase on previous month, increase is due to continued awareness raising with the
practices regarding the importance of early identification, and of keeping their registers up to date
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Care Programme Approach (CPA)
7 day follow-up
The number of people under adult mental illness specialties on CPA who were followed up (either by face to face contact or by phone
discussion) within 7 days of discharge from psychiatric in-patient care during the quarter (QA)

FinYear

Number of patients on CPA who were followed up within 7 days
after discharge from psychiatric inpatient care (QA)

FinQtr

Total number of patients on CPA discharged from psychiatric
inpatient care (QA)

Proportion of patients on CPA who were followed up within 7 days
after discharge from psychiatric inpatient care (QA)

2015/16

Q1

88

92

95.70%

2015/16

Q2

79

79

100.00%

2015/16

Q3

56

58

97.00%

2015/16

Q4

84

85

99.00%

2016/17

Q1

132

132

100.00%
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Transforming Care
The Department of Health published Transforming Care: A national response to Winterbourne View Hospital and the Concordat:
Programme of Action in December 2012. The review of services received indicated that failings were widespread within the operating
organisation but importantly also evident across the wider care system. The Concordat and 63 actions detailed within the review seek to
address poor and inappropriate care and achieve the best outcomes for people with a learning disability, or autism, who may also have
mental health needs or behaviour that challenges.
‘In response to ‘Building the right support’ – a national plan to develop community services and reduce inpatient facilities for people with
a learning disability and/or autism, Wirral CCG Partnerships team has agreed a three year plan to reduce LD inpatient numbers from 10 to
just 4 by 2018/19.’
LD Inpatients
Number of Inpatients
Target

April

May

June

July

August

13

10

8

10

9

September October November December

January

February

6 inpatients by April 2017/18

August 2016
The number of inpatients reported in August has decreased to 9. Work is
ongoing with providers to ensure CTRs take place in order to avoid admission
as well as facilitate discharges.

August 16/17

- 2 discharges
February 15/16
+ 1 admissions
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March

Early Intervention Psychosis
The new access and waiting time standard requires that, by 1 April 2016, more than 50% of people experiencing a first episode of
psychosis will be treated with a NICE approved care package within two weeks of referral.

EIP 2 week referral to treatment –

August 2016: 100%
Target:
50%

Measure

April

May

June

July

Number of EIP pathways completed this
month

3

13

5

9

1

31

Number of patients with completed
pathways seen within 2 weeks of
referral

3

13

3

8

1

28

100%

100%

60%

89%

100%

90.32%

% Patients seen within 2 weeks
(completed pathways)

August September October

November

December

January

February

March

YTD

August 2016:
The provider has identified a number of inappropriate referrals and is sharing learning from completed assessments and on
threshold criteria again with key referrers. Capacity is set to increase as the service demand and subsequent caseloads increase in
the coming months. Finances have been agreed and in place to meet local demand.
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Healthcare Acquired Infections
Clostridium Difficile
The number of Incidences of Clostridium Difficile

Apr-16
May-16
Jun-16
Jul-16
Aug-16
Sep-16
Oct-16
Nov-16
Dec-16
Jan-17
Feb-17
Mar-17

CDiff Trajectory

Trajectory
Cumulative

CDiff Actuals

Actuals
Cumulative

7
6
6
6
6

7
13
19
25
31

4
7
8
7
6

4
11
19
26
32

100
90
80
70
60
50
40
30
20
10
0

2015/16
2016/17

MRSA
The number of commissioner assigned MRSA cases

Apr-16
May-16
Jun-16
Jul-16
Aug-16
Sep-16
Oct-16
Nov-16
Dec-16
Jan-17
Feb-17
Mar-17

MRSA Trajectory

MRSA Actuals

MRSA Cumulative

0
0
0
0
0

1
0
0
2
0

1
1
1
3
3

8
7
6
5
4
3
2
1
0

2015/16
2016/17
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Patient Experience (FFT)
The following percentages show the proportion of responses who would recommend the service to family or friend
Inpatient

89.37%

Outpatient

94.00%

Accident And Emergency

88.00%

Ambulance Services

Maternity Services (Birth)

95.37%

98.00%

Mental Health Services

Community Health Services

92.00%

88.02%

Dental Services

General Practice

91.00%

89.82%

August 2016
In August Wirral received feedback from friends and family for Inpatient, Outpatient, Ambulance, Mental Health, Dental, A&E, Maternity, Community Health and GP.
As shown in the infographic above Inpatient departments received a recommendation score of 89.37%, whilst Outpatient received a recommendation score of 94%.
Ambulance Services received a recommendation score of 95.37%.
Mental Health Services received a score of 92%, Dental Services received a score of 91% and Accident and Emergency received a score of 88%.
Maternity (Birth) received a score of 98%
Community Services received a recommendation score of 88.02% and GP Services received a score of 89.82%
As there is no specific target set within the guidance we have added a local benchmarking target of 90% as shown in the trend charts.
>= 90% (Achieved)
<90% (Not achieved)
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Delayed Transfer of Care
A delayed transfer of care from acute or non-acute provider (including community and mental health) care occurs
when a patient is ready to depart from such care and is still occupying a bed

Year

Period
Name

Provider
Org
Name

Attributable to NHS
(i.e. includes patients making their
own arrangements)
Number of patients
whose transfer is
delayed at midnight on
the last Thursday of the
month (AT1)

Attributable to Social Care

Number of days
delayed within the
month for ALL patients
delayed throughout the
month (AT2)

Number of patients
whose transfer is
delayed at midnight on
the last Thursday of the
month (AT3)

Number of days delayed
within the month for ALL
patients delayed
throughout the month

(AT4)

Attributable to Both
Number of patients
whose transfer is
delayed at midnight on
the last Thursday of the
month (AT5)

Number of days delayed
within the month for ALL
patients delayed
throughout the month

Totals
Number of acute
patients whose
transfer of care
is delayed

Number of days
delayed within
reporting period

(AT6)

2016/17

APRIL

WUTH

5

86

6

139

1

86

12

310

2016/17

MAY

WUTH

5

128

0

16

6

66

11

210

2016/17

JUNE

WUTH

20

402

1

60

20

350

41

812

2016/17

JULY

WUTH

15

384

2

33

21

616

38

1033

2016/17

AUGUST

WUTH

15

507

6

191

15

502

36

1200

2016/17

SEPTEMBER

WUTH

2016/17

OCTOBER

WUTH

2016/17

NOVEMBER

WUTH

2016/17

DECEMBER

WUTH

2016/17

JANUARY

WUTH

2016/17

FEBRUARY

WUTH

2016/17

MARCH

WUTH

60

1507

15

439

63

1619

138

YTD TOTAL
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94

3565

Bed Availability – WUTH General & Acute only
The KH03 is an NHS England quarterly collection for all NHS organisations that operate beds. For wards open
overnight an occupied bed day is defined as one which is occupied at midnight on the day in question. For wards
open day only an occupied bed-day is defined as a bed in which at least one day case has taken place during the day.

Open Day Only

Occupied Day Beds

Day Rate
Percentage

Open Overnight

Occupied
Overnight Beds

Overnight Rate
Percentage

Total bed
Availability

Q1 14/15

39

33

84.90%

768

636

82.80%

83.85%

Q2 14/15

40

34

84.30%

750

634

84.50%

84.40%

Q3 14/15

38

32

85.00%

751

645

85.90%

85.45%

Q4 14/15

44

36

80.90%

774

675

87.30%

84.10%

Q1 15/16

40

36

90.00%

760

659

86.71%

86.88%

Q2 15/16

42

37

88.10%

752

633

84.18%

84.38%

Q3 15/16

41

37

90.24%

765

638

83.40%

83.75%

Q4 15/16

41

37

90.24%

786

669

85.11%

85.37%

Q1 16/17

41

35

85.37%

725

620

85.52%

85.51%

FinQtr
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Bed Availability – G&A Benchmarking
The KH03 is an NHS England quarterly collection for all NHS organisations that operate beds. For wards open
overnight an occupied bed day is defined as one which is occupied at midnight on the day in question. For wards
open day only an occupied bed-day is defined as a bed in which at least one day case has taken place during the day.

Please note: The numbers in white represent the number of beds available
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Cancelled Operations
All patients who have operations cancelled, on or after the day of admission (including the day of surgery), for non-clinical reasons to be
offered another binding date within 28 days or the patients treatment to be funded at the time and hospital of the patients choice.
Our aim is to have a reduction in the number of cancelled operations.
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Activity

*
*A&E Figures are CCG Patients only (As for NHSE Plans)
98

Version 3

49

Activity
All Elective Admissions (General & Acute Specialties)

All Non-Elective Admissions (General & Acute Specialties)

Trend Graph for First Outpatient Attendances (General & Acute Specialties)

Trend Graph for GP Referrals All Providers (General & Acute Specialties)
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Data Sources
Accident and Emergency - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/statistical-work-areasae-waiting-times-and-activityweekly-ae-sitreps-2015-16/
Ambulances - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/ambulance-quality-indicators-data-2015-16/
NHS 111 - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/nhs-111-minimum-data-set/nhs-111-minimum-data-set-2015-16/
RTT – Unify
http://nww.unify2.dh.nhs.uk/unify/interface/homepage.aspx
Diagnostics – Unify
http://nww.unify2.dh.nhs.uk/unify/interface/homepage.aspx
DTOC - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/delayed-transfers-of-care/delayed-transfers-of-care-data-2015-16/
Bed Availability - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-occupancy/
Cancer Performance - Exeter
https://nww.openexeter.nhs.uk/nhsia/index.jsp
Healthcare Acquired Infections - Public Health England
https://hcaidcs.phe.org.uk/WebPages/GeneralHomePage.aspx?AspxAutoDetectCookieSupport=1
IAPT - HSCIC
http://www.hscic.gov.uk/article/2021/Website-Search?q=IAPT+Monthly+Activity+Data&go=Go&area=both
Mixed Sex Accommodation - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/mixed-sex-accommodation/msa-data/
Cancelled Operations - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/cancelled-elective-operations/
CPA 7 Day Follow Up - NHS England
https://www.england.nhs.uk/statistics/statistical-work-areas/mental-health-community-teams-activity/
Dementia – To be discussed
Patient Experience - Wirral CCG BI Reporting Portal
https://reporting.wirralccg.nhs.uk/ReportsGateWay/Summary
Activity – Wirral CCG BI Reporting Portal
https://reporting.wirralccg.nhs.uk/ReportsGateWay/Summary
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Technical Definitions
Measure

Detailed Descriptor

A&E Waiting Times – Total time in the
A&E department

Percentage of patients who spent 4 hours or less in A&E

Ambulance Clinical Quality - Category A
(Red 1 + 2) 8 Minute Response Time

Improved health outcomes from ensuring a defibrillator and timely response to immediately life-threatening
ambulance calls

Ambulance Clinical Quality - Category A 19
Minute Transportation Time

Patient outcomes can be improved by ensuring patients with immediately life-threatening conditions receive a
response at the scene which is ale to transport the patient in a clinically safe manner, if they require such a response

Ambulance Clinical Quality - Handover

Ambulance handover delays
A.B.S.7a - Ambulance handover delays of over 30 minutes
E.B.S.7b – Ambulance handover delays of over 1 hour

Referral to Treatment Pathways

The percentage of referral to treatment (RTT) pathways within 18 weeks for incomplete pathways
The number of referral to treatment (RTT) incomplete pathways greater than 52 weeks

Diagnostic Tests Waiting Times

The percentage of patients waiting 6 weeks or more for a diagnostic test

Cancer - Two Week Waits

Percentage of patients seen within two weeks of an urgent GP referral for suspect cancer and percentage of patients
seen within two weeks of an urgent referral for breast symptoms where cancer was not initially suspected

Cancer - 31 Day Waits

Percentage of patients receiving first definitive treatments within on month of a cancer diagnosis.
Percentage of patients receiving treatment for cancer within 31-days where that treatment is surgery, an Anti-Cancer
Drug Regimen or a Radiotherapy Treatment Course.

Cancer - 62 Day Waits

E.B.12 - Percentage of patients receiving first definitive treatment for cancer within two months (62 Days) of an
urgent GP referral for suspected cancer
E.B.13 – Percentage of patients receiving first definitive treatment for cancer within 62-days of referral from a NHS
Cancer Screening Service
E.B.14 – Percentage of patients receiving first definitive treatment for cancer within 62-days of a consultant decision
to upgrade their priority status.

E.B.12 - Suspect Cancer
E.B.13 - Cancer Screening
E.B.14 - Decision to Upgrade
Mixed Sex Accommodation

All providers of NHS funded care are expected to eliminate mixed-sex accommodation, except where it is in the
overall best interest of the patient, in accordance with the definitions set out in the Professional Letter CNO/2010/3
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Technical Definitions
Measure

Detailed Descriptor

Improving Access to Psychological
Therapies (IAPT) - Access

The effectiveness of local IAPT services is measured using this indicator and E.A.S.2 which is focused on recovery of
patients completing a course of treatment in IAPT services.
E.A.3 measure the proportion of people that enter treatment against the level of need in the general population (the
level of prevalence addressed or ‘captured’ by referral routes)

Improving Access to Psychological
Therapies (IAPT) – Waiting Times

The primary purpose of these indicators is to measure waiting times from referral to treatment in improved access to
psychological therapies (IAPT) services for people with depression and/or anxiety disorders.

Improving Access to Psychological
Therapies (IAPT) - Recovery

The primary purpose of this indicator is to measure the maintenance of recovery rates in psychological services
achieved at the end of 2015/16 via the national IAPT programme for people with depression and/or anxiety
disorders. The effectiveness of local IAPT services is measured using this indicator and E.A.3 which is focused on
access to services as a proportion of local prevalence.
E.A.3 – Measures the proportion of people who complete treatment who are moving to recovery

Dementia

To be confirmed

Care Programme Approach

The number of people under adult mental illness specialties on CPA who were followed up (either by face to face
contact or by phone discussion) within 7 days of discharge from psychiatric in-patient care

Transforming Care

E.K.1 Reliance on inpatient care for people with a learning disability and/or autism

Early Intervention Psychosis

E.H.4 Early intervention in Psychosis programmes: the percentage of Service users experiencing a first episode of
psychosis who commenced a NICE- concordant package of care within two weeks of referral
The standard requires that more than 50% of people experiencing first episode psychosis will commence treatment
with a NICE-approved care package within two weeks of referral.
There are two conditions relating to the standard and both must be met for it to be deemed achieved, namely: A
maximum wait of two weeks from referral to treatment, and treatment delivered in accordance with NICE guidelines
and Quality Standards for psychosis and schizophrenia (in children and young people or in adults).

Healthcare Acquired Infections

The number of patients who have picked up an infection (MRSA, Cliff) whilst in an NHS-funded service
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Technical Definitions
Measure

Detailed Descriptor

Delayed Transfers of Care

Delayed transfer of care from acute or non-acute (including community and mental health) care occurs when a
patient is ready to depart from such care and is still occupying a bed.
A patient is ready for transfer when a clinical decision has been made that patient is ready for transfer AND
a multi-disciplinary team decision has been made that patient is ready for transfer the patient is safe to
discharge/transfer.

Bed Availability

The KH03 return identifies the number of bed days for each NHS Health Care Provider which are available for patients
to have treatment or care. It must only include beds in units managed by the provider, not beds commissioned from
other providers. Exclude from the bed days available totals any beds designated solely for the use of well babies.
Exclude from the bed days occupied totals any bed days of occupation by well babies.

Cancelled Elective Operations

All patients who have operations cancelled, on or after the day of admission (including the day of surgery), for nonclinical reasons to be offered another binding date within 28 days or the patient’s treatment to e funded at the time
and hospital of the patients choice.
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Contacts
In Development
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GOVERNING BODY BOARD REPORT COVER SHEET

Director of Quality & Patient Safety Report
Agenda Item:

5.1

Reference

GB 16-17/0021

Public / Private

Public

Meeting Date

01.11.2016

Lead Officer/Author
of paper

Lorna Quigley – Director of Quality & Patient Safety

Contributors
Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

Link to current
strategic objectives

2 Enhance the quality of life for people with long term conditions
4 Ensuring people have a positive experience of care

To Approve
To Note

Yes

To Ratify
Summary

Report summaries the key activities undertaken by the Director of Quality & Patient
Safety for noting by the Governing Body.

Comments

N/A

Next Steps/
Recommendations

•

Note the update report

What are the implications for the following (if not applicable please state why):
Financial

Does the report consider the financial impact?
Any financial aspects of the update report will be included within the Chief Financial
Officer’s Report (where applicable)

Value For Money

Does the report consider value for money?

Risk

Is there a documented risk assessment? Any risks arising from the content of
update report will be detailed in supplementary reports included on the Governing
Body agenda (Risk Management). The update report will indicate this where
applicable.

Legal

Are there any legal implications and has legal advice been obtained? Any
legal implications arising from the update report will be detailed in supplementary
reports included on the Governing Body agenda. If any legal advice has been
obtained in relation to any aspect of the update report then this will be indicated in
the report content.

Patient and Public

Does the report provide evidence whether there could be a positive or

As above
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Involvement (PPI)

negative impact on patients and public?
Any Patient and Public Involvement aspects of the update report will be included
within the Director of Corporate Affairs’ Report (where applicable)

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) Any Equality & Human rights implications arising from the update
report will be detailed in supplementary reports included on the Governing Body
agenda with an associated Equality Impact Assessment (EIA)

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff?
Any workforce related aspects of the update report will be included within the
Director of Corporate Affairs’ Report (where applicable)

Partnership Working

Does the report evidence a partnership working in its development?
Evidence of partnership working will be incorporated into the update report (where
applicable)

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? n/a

Any performance related aspects of the update report will be included within the
Director of Commissioning’s Report (where applicable)

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private
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business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to an x.
If you require any additional information please contact the Lead Officer.
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Report Title
Lead Officer
Recommendations

Director of Quality and Patient Safety
Lorna Quigley- Director of Quality and Patient Safety
For Governing Body to:
1. Accept and note the quality report.

1. INTRODUCTION
This paper provides Governing Body with a report on the statutory functions and duties
that the Director of Quality and Patient Safety is responsible for. These reports also align
to the external CCG.
2. KEY ISSUES / MESSAGES
•

Safeguarding
Following an inspection by Ofsted of services for children in need of help and
protection, Children Looked After and care leavers and a review of the
safeguarding board, this report was published on 20th September. A separate
report is included.

•

Transforming Care for People with Learning Disabilities
Wirral CCG has been working as part of the Cheshire and Merseyside
Transforming Care Partnerships to ensure that there is a coherent plan aimed
at transforming services for people of all ages with a learning disability and/or
autism who display behavior that challenges, including those with a mental
health condition. This is in line with building the right support- national plans to
develop community services and close inpatient facilities (NHS England, LGA,
and ADASS 2015). The plan covers 2016/17, 2017/18, and 2018/19.
Action: Governing Body to note the transforming Care for people with
Learning disabilities plan, and to be assured that the plans are consistent with
Building the right support and the national service model developed by
NHS England, the LGA and ADASS, published on Friday 30th October 2015.
Performance against Quality indicators (August data)
Health Care Acquired Infections (HCAI)

MRSA- there has been three cases in year of MRSA, following post infection
review; these have been assigned to Wirral CCG.
CDifficle. There have been 32 cases to date which is above the local
trajectory. However, this is still showing an improvement from last year.
Following a post Infection review, these new cases will be allocated to a
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provider and if there were avoidable or non-avoidable (i.e. cases to due to
lapses in care).

Action Governing Body to note the progress made in relation to HCAI
as part of the wider Health Protection agenda.
•

Mixed Sex Accommodation Breaches
NHS organisations are expected to operate without having mixed sex
accommodation except in very specific circumstances “sleeping
accommodation” included areas where patients are admitted and cared for on
beds and trolleys, even when they do not stay overnight. It is therefore includes
all admissions assessment units (including decision making units) day surgery
and endoscopy units. It does not include areas where patients have not been
admitted such as Emergency Department cubicles.
There have been 5 breaches in month for CCG patients; 3 of which are from
Wirral University Teaching Hospital. Due to the lack of improvement with this
standard, a contract performance notice has been issued to the provider.
Action Governing Body to be assured that contractual levers are in place to

•

Friends and Family (FFT)
There is no specific target to achieve in relation to FFT; however providers
have set themselves performance thresholds with regard to the recommend
scores.
ED- in May, an electronic system has been introduced to capture FFT in
emergency Departments. This has led to an improvement in repose rate (from
2% to 16%), but a decrease in recommend scores. This is in line with national
average of other hospitals, which have changed their collection methodology.
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•

Serious Incidents (SI)
Serious incident are events in healthcare where the potential for learning is so
great, or the consequences to patients families and carers, staff or
organisations are so significant that the warrant using additional resources to
mount a comprehensive response. Serious incidents can extend beyond
incidents which affect patients directly and include incidents which may affect
patient safety or an organisations ability to deliver ongoing health care.
https://www.england.nhs.uk/patientsafety/wpcontent/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf
A SI requires a provider organisation to undertake a root cause analysis within
60 days of the incident occurring develop a remedial action plan and provide
ongoing evidence of implementation of the action plan. This process is
managed through the Wirral Serious Incident Review Group.
There was 32 SI’s recorded in August, Governing Body is asked to note:
2 of these were Never Events:
Wrong site surgery- Wirral Community Foundation Trust
Wrong Implant/prosthesis- Wirral University teaching Hospital
There has also been a change in reporting guidance in maternity services,
which has led to an increase in reported maternity incidents.
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3. CONCLUSION
Governing Body members are asked to note the contents of the report.

Appendix 1- Cheshire & Merseyside transforming care for people with learning
disabilities plan 2016 – 2019
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CHESHIRE & MERSEYSIDE TRANSFORMING CARE FOR PEOPLE WITH LEARNING
DISABILITIES PLAN 2016 – 2019
EXECUTIVE SUMMARY
1. Introduction
This document outlines the Cheshire & Merseyside (C&M) local plan, aimed at transforming
services for people of all ages with a learning disability and/or autism who display behaviour that
challenges, including those with a mental health condition, in line with ‘Building the Right Support’
– a national plan to develop community services and close inpatient facilities (NHS England, LGA,
ADASS, 2015). The plans cover 2016/17, 2017/18 and 2018/19.
The C&M Transforming Care Partnership (TCP) aspiration is that:
“Across Cheshire and Merseyside we are here to make a difference to the lives of people
with learning disabilities and give confidence to their loved ones that we are going to do
this.”
2. Our Vision
The C&M Transforming Care Partnership vision is consistent with the national service model and
is that:
“People with a Learning Disability and/or Autism, including people with complex and
challenging behaviour, can lead fulfilling lives in the community supported by ‘ordinary’
services with appropriate support from staff with skills to support them and their needs in
their local community, whenever possible”
This care and support will be:
•
Closer to home
•
In line with best practice models of care
•
Personalised and responsive to individual needs over time
•
Based on individuals’ and families’ wishes
•
Value for money
This will be achieved by:
•
Developing an integrated commissioning model
•
Creating a menu of options to enable and create control and choice
•
Ensuring a whole life approach
•
Using the ‘I Statements’ when commissioning services
•
Ensuring basic care and access to mainstream services is a right for everyone with a
learning disability and or Autism
•
Linking in national and local models of good practice
The outcome aspiration is to:
•
Improve quality of care
•
Improve quality of life
•
Reduce reliance on inpatient service (or realigning inpatient capacity as appropriate to
the needs of the population)
•
Improve Patient/carer/family experience
•
Achieve equitable outcomes comparable to the rest of the population
1
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3. Our Plan
The organisations, partners, people with learning disabilities, families and carers who have
coproduced this plan are committed to seeking the best approaches to delivering the principles
and objectives in the national service model (2015).
To support the delivery and implementation of the Cheshire and Merseyside (C&M) Transforming
Care Partnership (TCP) plan, there will be a two tiered approach to service transformation. This
will consist of service change at:
•
a system wide level (C&M) and,
•
a tailored service change to address local needs (local delivery systems) and gaps in
current provision
However we are mindful that each local geographical area (see table below), will need to develop
a local delivery plan that meets the needs of their particular population. These delivery plans will
need to reflect the preferred models, local approaches and provide a suitable ‘fit’. As such there
cannot be a ‘one size fits all’ solution. There must be local discretion as to the best way to deliver
improvement according to local need.
The planning assumptions have been used by local commissioners to inform the process of
planning. They are creative and ambitious, underpinned by the Cheshire & Merseyside Learning
Disability Health Needs Assessment 2016, alongside a strong understanding of the needs and
aspirations of people with a learning disability and/or autism, their families and carers that has
been informed through coproduction, and on expert advice from clinicians, providers and wider
stakeholders.

Commissioning
Systems
System 1
Cheshire

System 2
Mid Mersey

System 3
North Mersey

CCGs

C&M Strategic Unit of Planning
Local Authority NHS England

Wirral
West Cheshire,
East Cheshire,
South Cheshire
Vale Royal
Halton
St Helens
Warrington
Knowsley

Wirral
West Cheshire
& Chester
East Cheshire

South Sefton
Southport &
Formby
Liverpool

Sefton
Liverpool

Halton
St Helens
Warrington
Knowsley

NHS Provider
Cheshire Wirral
Partnership NHS
Foundation Trust

North West
Specialised
Commissioning
Hub

Total
Population
1,078,886
Population

5 Boroughs
Partnership NHS
Foundation Trust

701,952
Population

Merseycare NHS
Trust

786,383
population

4. Our Model
The C&M model of care is based on the principle that people with a learning disability and/or
autism across Cheshire and Merseyside should lead as fulfilling lives as possible in the
community, supported by universal services.
Our model is founded on the principles of Transforming Care (DH 2015) Valuing People (DH
2001) Valuing People Now (DH 2009) and reflects those principles enshrined in the National
Service Model outlined in ‘Building the Right Support’ (NHS England, ADAS,LGA 2015).The
2
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model is underpinned by ongoing co-production and consultation/engagement with all
stakeholders.
The model focuses on a number of key strands:
•
Reduced reliance on in-patient beds
•
Access to mainstream healthcare services
•
Effective prevention and early intervention
•
Person centred care and planning
•
Consistently highly skilled, confident and value driven workforce
•
Planned, proactive and co-ordinated care in the community
•
Choice and control being at the heart of all service provision and planning


Whilst an overarching aim of this programme is to reduce reliance of inpatient care, there
will still be times when this is necessary and beneficial to the patient. We will ensure that
inpatient treatment is integrated into a broader care pathway, working closely with community
based mental health and learning disability services and reduce our current in patient bed base
in line with ‘Building the Right Support’ (2015).



We will develop a stepped range of community support services to enable people to live at
home in the community



We will ensure there are appropriately resourced Community Learning Disability Teams with
accessible specialist professional support, working to a consistent specification and quality
standards across the C & M TCP delivering the following key components of care:
-

Work with those individuals who present as challenging and those at risk of admission
Support Primary Care and Hospital services in delivering high quality health services to
promote and maintain good health and well-being for people with learning disabilities
Proactively work with adolescents about to transition to adulthood to ensure such a
transition is smooth and well managed.



Locality-based intensive support teams would be charged with providing emergency and
planned urgent support to prevent hospital admissions.



A new model for short breaks will be developed across the TCP; subject to further
consultation



A full estates mapping will be undertaken and estates strategy developed across health
and social care, learning from work already being undertaken by the national Transforming
Care fast track sites.



We will utilise the findings from the Learning Disabilities Self-Assessment Framework (LDSAF)
and other local strategic information to inform us about gaps in service provision/support
services, and how we can deliver improvement to services.



We will ensure that individuals with a learning disability and/or an additional need will be able
to access the most appropriate service for their need, be it a physical health or a mental
health need.
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We will continue to work with Public Health England to improve the uptake of cancer
screening programmes among our population



As a TCP, we will implement the recommendations of the Southern Health (Mazar) Report in
ensuring a review of deaths among adults with learning disabilities, based on the findings
of the Confidential Inquiry in 2014.



We have agreed to develop a consistent specification and standards for these services
(health and social community services) that will reflect the new service model and deliver a
consistent quality of support; whilst allowing enough flexibility to reflect local need. This will be
considered with regard to meeting the need of all ages.



Key new roles have also been identified; such as the health and social care navigator; there
is an opportunity across the TCP to develop this role further, exploring how this role will work
with the cohorts of people’s needs.



We will continue to develop support to parents and families, ensuring early intervention for
children with Learning Disabilities and Challenging behaviour are accessible.



LD services between children, young people and adults are fragmented. Therefore this is an
opportunity for the TCP to develop pathways which support child to adult transition.



We will continue to work with NHS England Northwest Specialised Commissioning hub to
develop a robust pathway with specialised commissioned services (e.g. forensic units),
so that people are able to be stepped up and down as appropriate, with early and coordinated discharge planning.; this will include the need to continue to develop appropriate
forensic support for people in the community and at risk of admission.



There is a growing need to ensure criminal and justice diversion teams are accessible for
people with a learning disability, and police liaison, street triage become a part of the
offender pathway. As a TCP we will learn from the work currently being undertaken by
Merseycare in providing a care and triage service with Merseyside police.



One of the main aims of the Integrated Personal Commissioning project in Cheshire West
and Chester is to develop the provider market so that people have a greater range of
options to choose from and the potential to design a person centred service that reflects their
needs. As a TCP we would learn from work undertaken by Cheshire West and Chester and
move towards developing person centred commissioning as close to the person as
possible, with the aim of offering personal health budgets and integrated health and social
Care.



We will utilise learning from Mid Mersey in ensuring Positive behavioural support is an
integral part of the individual care pathway, and quality of life outcome measures are achieved.
This will include the development a Positive Behaviour Support training framework to
support independent and statutory providers with the aim of reducing hospital admission or use
of alternative services due to placement breakdown.
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As a TCP we will develop a provider framework, to ensure excellent standards of care are
commissioned and delivered consistently across the TCP. Signing up to such a framework will
be considered for inclusion within contracts and support future quality monitoring.



There is an opportunity to open up the market and develop opportunities, including the
development of community support for people with low level needs, not usually known to health
or social care. This will include looking to develop further opportunities for a good meaningful
everyday life, supporting community resources, activities, education, training and employment.



Throughout the development and delivery of the model, there will be a need to consider
training and development needs of the workforce, people with and learning disability and
their families. This will need to include training to meet current / future needs and new roles as
they develop.



As a TCP we will be involved in the strategic planning of support systems for clients with
highly complex needs; to prevent people being placed out of area and returning people from
out of area placements where appropriate.



Post Diagnostic Support for ASD /ADHD has been identified as a service gap across the
C&M TCP. Stakeholders across the C&M TCP will look to develop this service further.



We recognise that there are currently no Child and Adolescent Mental Health inpatient
beds for children and young people with learning disabilities in North West England
resulting in individuals being placed out of area. Subject to modelling there may be case to
develop a small number of these specialist beds to support our children and young people
close to the area.



We will strengthen and enhance the existing offer of peer advocacy, in order for people with
Learning Disabilities and Autism to continue to contribute to the respective LD/ASD agenda’s
across Health and Social Care. Co-production is of paramount importance.



We will ensure that services are well organised, managed and delivered through skilled
staff. This will include looking to develop and/or commission services in a different way ,
developing the provider market and commissioning new services to meet the needs of all
patient groups, including children, young adults, and those with more complex needs.

5. Our Priorities
 Priority 1 Less reliance on in patient services


Priority 2 Further development of a dedicated community based positive behavioural
support services across the footprint, offering intensive support to avoid admission and
facilitate discharge



Priority 3 Supporting People’s challenging behaviour



Priority 4 Post Diagnostic Support for ASD /ADHD



Priority 5 Reducing Health inequalities
5
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Priority 6 Accommodation & Support for people from across C&M with complex
presentations and/or linked index offences who currently are placed in secure settings.



Priority 7 Peer Advocacy which includes enhancing capacity into the system.



Priority 8 24/7 crisis response for people for LD/ASD.

6. What is important to our service users and families?
Co-Production Statement
‘’In the Northwest this really is a long term
relationship not just a one night stand’’

‘’This is about our lives you must keep working
with us. Keeping doing what you’re doing and you
will keep getting what you are getting and that’s
not good enough’‘’
‘You should only buy services that you would be
delighted for a member of your family to use’

‘Transforming care must be about social care too.
We must look at the isolation and loneliness that
cuts to care packages cause’

‘Staying Healthy, Living Well, Being Safe-aren’t
they what we all want?
‘We should all be angry that there are such
human rights and equality issues in 2016 that
affect people with learning disabilities and their
families’

‘This is about death by indifference and health
inequalities for us all too’
‘In the Northwest this really is a long term
relationship not just a one night stand’
‘Green Paper consultation’

‘’Transforming care is not just about the small
number of people who live away from home: it is
about all of us everywhere’’
‘Keep doing what you’re doing you’ll keep getting
what you’re getting and it’s not good enough’’
‘It has to be about what is needed in our local
communities that meet the needs of people with

C&M Ambition
Central to the successful delivery of the C&M TCP plan will
be the ability to work in partnership with people with a
learning disability and/or autism, their families / carers and
other key stakeholders to deliver the transformation plan.
Service users are at the heart of our development and have
coproduced our plans
Central to the delivery of this programme will be changing
the way in which services have been traditionally
commissioned and delivered.
We will take a whole system approach to how in the future
services can be commissioned and funded to provide a less
hospital reliant more person-centred approach
Oversee the shifting of resources from inpatient to
community provision, the development of aligned or pooled
budgets, and the shift in commissioning from a population
basis to more personalised arrangements through personal
budgets (including PHBs).
We will deliver a workforce development programme across
the footprint to underpin the transformation programme
building upon the good practice already established in the
footprint, such as expert by experience autism awareness
training as well as identify the new workforce development
requirements
This will include the development of a sustainable and
resilient workforce regardless of their employer, who is
equipped and available to work effectively with this client
group.
Work will be undertaken to develop an engagement and
communication plan which operates both across the
footprint and at a local level. In the development of this
plan consideration will be given to ensure that information is
produced in an appropriate format in line with the
Department of Heath’s Accessible Information Guidance.
Accommodation strategy linked to cohort, risk registers and
bed closure programme

Agree system wide definitions for service specifications. I.e.
service specs for all ages of people with learning disabilities
and/or autism; transition, 24/7 provision/offer/ crisis support,
access to main stream health services, health promotion
and screening, Autism diagnosis & post diagnostic support,
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learning disabilities and their families ‘
‘Transforming care is about social care as well.
We must look at the isolation and loneliness that
cuts in care packages cause’
‘Some people should never be closed to
community teams. Some people will need help
and support in their lives. You must be ready’
‘This is not just about the bed closure programme
or bed reductions. This must be about us all.
Developing communities, housing, leisure, safer
communities and education for us all’
If people are having a crisis they should be able to
stay closer to their community and not have to go
far away-out of sight out of mind’
‘Stop trying to fix the person. Help the person to
grow in a place that works around them as much
as possible’

forensic and CJ interface

There will be improved coordination between children’s and
adult services around the transition of children with a
learning disability and/or autism, with better support to
people with a learning disability and/or autism and their
family and carers through this time
Development and roll out of a comprehensive PBS service
across C&M building on exemplar work in Mid Mersey
Ensure discharge and bed closures are in line with
trajectories. Care closer to home. Resettlement of OAT in
patient placements
Pathway development and support from secure to nonsecure service provision.

‘If people are having a crisis they should be able
to stay closer to their community and not have to
go far away-out of sight out of mind’
‘It scares me that the Mental Health Act could be
used even if I didn’t have an illness. I could be
deprived of my liberty’
‘We have the right to be treated the same as
anyone without a learning disability and have
access to services when we need else’
‘Laughing Boy campaign’
‘LDSAF’

Access to mainstream services i.e. Hospital passport,
Physical, mental health and wellbeing services, health
checks, health action plans, mortality review and
subsequent actions

7. Conclusion
It is acknowledged that each local geographical system is at different stages of transformational
development; therefore there cannot be a ‘one size fits all’ solution.
Our aspiration is that by March 2019 we will have turned our vision and values into meeting the
individualised needs including the qualities, behaviours and skills that create a care environment
filled with confident and capable staff working with a diverse range of individuals, families and
communities.
This is an ambitious programme of work and we are at the start of our journey. As our
coproduction group state; ’this is a long term relationship’’.
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Link to CCG
Strategic System
Plan

Link to current
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1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all
1 Prevent people from dying prematurely
2 Enhance the quality of life for people with long term conditions
3 Helping people to recover from episodes of ill health or following injury
4 Ensuring people have a positive experience of care
5 Ensuring people are treated and cared for in a safe environment and protected from
avoidable
Harm

To approve
To note

YES

To Ratify
Summary

An Ofsted inspection visit was undertaken in August 2016 to review children’s
safeguarding services, included in the review was:
• Children who need help and protection
• Children looked after and achieving performance
In line with the inspection regime, the inspection was unannounced and took place
from 4th July to the 18th July 2016.
The report has been published on 20th September 2016

Comments

The report includes the ratings issued and the recommendations made. Also
described is the process that has been established post inspection to ensure that the
recommendations are acted upon.

Next Steps
Recommendations

An improvement plan will be developed by January 2017, this will be discussed at a
future Governing Body

What are the implications for the following (if not applicable please state why):
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Financial

Does the report consider the financial impact?
It is a regulatory report

Value For Money

Does the report consider value for money?

NO

NO

It is a regulatory report

Risk

Is there a documented risk assessment?

NO

This was undertaken during the inspection

Legal

Are there any legal implications and has legal advice been obtained?

YES

As this is a regulatory report legal advice has been sought.

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES
Communications have been developed alongside the publication of the report. This
has been led by the Local Authority.

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) YES
The report relates to children

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES
The report has been shared with staff within the service.

Partnership Working

Does the report evidence a partnership working in its development?

YES

As the report includes the review of the local safeguarding children board which is
a multiagency board, The improvement plan will be a multiagency document.
(Health, LA, Police)

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
NO
This is a regulatory report

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? NO
This is a regulatory report
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(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
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120

2/3

GOVERNING BODY BOARD REPORT COVER SHEET

Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
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Report Title
Lead Officer
Recommendations

Outcome from the Ofsted inspection of Children’s Services and the
effectiveness of the Local Safeguarding Board
Lorna Quigley Director of Quality and Patient Safety
1. Governing Body to be aware of the outcome of the Ofsted that was
undertaken in July 2016.
2.Governing Body to note the report and the implications for the CCG

1. INTRODUCTION
An Ofsted inspection visit was undertaken in August 2016 to review children’s safeguarding services,
included in the review was:
• Children who need help and protection
• Children looked after and achieving performance
In line with the inspection regime, the inspection was unannounced and took place from 4th July to the
18th July 2016.
The report has been published on 20th September 2016.
https://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/wirral/051_Single%20i
nspection%20of%20LA%20children%27s%20services%20and%20review%20of%20the%20LSCB%20
as%20pdf.pdf
Children’s services in Wirral have been assessed as Inadequate
1. Children who need help and protection Inadequate
2. Children looked after and achieving permanence Requires Improvement
a. Adoption performance- Requires Improvement
b. Experiences and progress of care leavers- Inadequate
3. Leadership, Management and Governance-Inadequate
The review found widespread and serious failings in the services provided to children who need help
and protection in Wirral. This demonstrates a significant deterioration in the quality of all services that
children and young people received since Wirral was last inspected in 2011and 2012.
2. KEY ISSUES / MESSAGES
19 recommendations have been made for the domains of children who need help and protections and
children looked after and achieving permanence:
• Urgently progress plans to recruit a permanent head of service for children’s social care to
provide consistent and effective operational leadership of services for vulnerable children.
• Ensure that thresholds are consistently understood and applied by the local authority and
partner agencies, so that all children receive appropriate responses to risk and intervention at
the right level when they need it.
• Ensure that all performance management information is based on accurate data, and that
managers, leaders and elected members use it effectively to measure and inform service
improvements.
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•

•
•
•
•

•

•
•
•
•
•
•

•
•
•
•

Ensure that recommendations from local authority audits of social work with children, themes
from complaints and other quality assurance activities are fully reflected in subsequent learning
and development programmes, and that the impact is demonstrated in regular management
supervision of social workers.
Ensure that the underlying causes for changes of social workers are quickly and purposefully
addressed to reduce the use of temporary social workers and the disruption that this causes for
children
Provide regular supervision to social workers,that demonstrates reflective analysis of
challenging and complex issues arising in their work with children and families.
Ensure that strategy meetings are timely and include information from key professionals to
inform identification of risks to children, when assessing the need for child protection
intervention.
Improve the quality of assessments and plans to ensure that all risks to children, young people
and care leavers are identified, including their family history and diverse needs. Ensure that
plans are specific and realistic to achieve change, and are informed by children and young
people’s views, balanced against an holistic assessment of risk.
Ensure that all case records fully and accurately reflect children’s and young people’s
experience so that there is sufficient information available to inform decision making, including
out of hours, and so that young people have a clear account of actions taken, should they
choose to access their records.
Ensure that the emergency duty team’s involvement in children’s casework is regularly quality
assured and analysed, and that its performance is included in wider performance management
reporting to senior leaders and elected members.
Ensure that, when contact has been lost with care leavers, strenuous and regular efforts are
made in all cases to re-establish this contact and engage young people in services.
Ensure that those children in private fostering arrangements are identified, assessed and visited
within statutory timescales.
Ensure that procedures for referral to the designated officer are understood and followed by
staff to provide a consistent, timely and effective response to allegations against professionals.
Ensure that homeless 16- and 17-year-olds receive a coordinated response from children’s
social care and housing, so that assessments identify their vulnerabilities early and ensure that
they are offered and receive appropriate services and accommodation.
Ensure that independent reviewing officers (IROs) have sufficient capacity to fulfil all of their
responsibilities towards children in need of help and protection and children looked after, and
that, when IRO challenges to poor practice are unsuccessful, escalation processes are used to
achieve positive change for children.
Ensure that the progress of children in pre-proceedings agreements is regularly reviewed to
make sure that there is no delay in planning for them.
Ensure that children’s emotional health needs are better understood through the completion of
strengths and difficulties questionnaires, in accordance with statutory guidance, and that their
emotional health needs are met through provision of timely, effective support.
Ensure that young people’s personal education plans are specific, measurable, match the
identified needs of children and young people, and include progress against targets.
1Ensure that all children who would benefit from an advocacy service or an independent visitor
have the opportunity to do so.

In addition a further 7 recommendations have been made for the Children’s Safeguarding Board:
•

WSCB should urgently review its governance and business arrangements to ensure that the
board is independent of influence, as required by statutory guidance and that it has the capacity
and shared resourcing to meet business needs.
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Ensure that the chair of WSCB has sufficient influence to meet WSCB priorities and that
statutory partners are held to account for influencing WSCB priorities within their agencies.
WSCB should ensure that any challenges from the board are explicitly recorded and that there
is a mechanism for effectively tracking progress and resolutions.
Ensure that the board has oversight of how well the needs both of children living in the area who
were placed by other local authorities and of children who are privately fostered are being met in
Wirral.
Ensure that all serious incidents are notified to Ofsted within the timeframe set out in statutory
guidance.
Ensure that the board uses accurate data to inform conclusions about the safeguarding of
children, and publishes an annual report with an informed assessment of the effectiveness of
child safeguarding and the performance of local services.
Ensure that multi-agency audits focus on the outcomes and experiences of children and
families, form clear actions from findings, and include managers and practitioners to develop the
workforce and share learning

3. IMPLICATIONS
An improvement board has been established which the CCG is a member of, and the first meeting held
to agree Terms of Reference and governance and reporting arrangements agreed. The board will
appoint an independent chair and will hold the relevant organisations and safeguarding board to
account for delivery of the improvement plan.
With the publication of this report, as part of the process an improvement notice has been issued and
the following actions will be undertaken
• An improvement advisor has been appointed by Department for Education.
• Workshop will be undertaken (November 2016)
•
Improvement plan to be produced following the workshop (November 2016)
• A written statement of proposed action (12/16)
• Quarterly Monitoring meetings to commence (January 2017)

4. CONCLUSION
Governing Body is asked to note the report and the governance process that has been established. The
improvement plan once developed to be discussed at Governing Body to ensure there is robust input
from Health
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GB16-17/0021

Public / Private

Public

Meeting Date

01.11.2016

Lead Officer

Fiona Johnstone

Contributors

Wirral Health Protection Group

Link to CCG
Strategic System
Plan

Edit as applicable:

Link to current
strategic objectives

Edit as applicable:

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

1 Prevent people from dying prematurely
2 Enhance the quality of life for people with long term conditions
3 Helping people to recover from episodes of ill health or following injury
4 Ensuring people have a positive experience of care
5 Ensuring people are treated and cared for in a safe environment and protected from
avoidable
Harm

To approve
To note

Presented for information is the first Annual Report of the Wirral Health Protection
Group, a forum of local partners working collaboratively to tackle key threats to the
health of local people.
The Wirral Health Protection Group has responsibility to ensure that Wirral has a
robust health protection system which effectively controls and prevents population
level health issues and that all partners discharge their roles effectively for the
protection of the local population.
This report was endorsed, and the associated programme of action supported, by the
Wirral Health and Wellbeing Board on 13th July 2016.

Summary

The Wirral Health Protection Group Annual Report shows that Wirral experiences
similar challenges to other areas, and for the vast majority of health protection
indicators, out performs both the North West and England. However there are a
number of areas for improvement. This information, supported by stakeholder insight,
and statutory requirements, has identified eight key health protection priorities for
Wirral. The Wirral Health Protection Group priorities include:
1. Reduce food borne illness
2. Integrated seasonal and pandemic influenza plans
3. Tackling the growth in Antimicrobial Resistance
4. Reduce incidence of Clostridium difficile
5. Protect the health of care home residents
6. Reduce variation in cancer and diabetic retinopathy screening
7. Reduce variation in vaccine uptake at 5 years and prenatal pertussis vaccine
8. Integrated and effective emergency resilience
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Comments
Next Steps

These priorities included within the Annual Report make a major contribution to the
delivery of both the Wirral Plan and the Wirral Clinical Commissioning Group’s
Strategic Plan. The report sets out information how these priorities will be achieved
over the next twelve months and identifies the Accountable Lead/Group for each area.
No single agency can address these challenges in isolation nor can the Health
Protection Group deliver these priorities independently. Improvement will be reliant on
relevant strategies incorporating these priorities as part of ‘usual business’ and
embedding action within commissioning plans.

What are the implications for the following (if not applicable please state why):
Financial

Does the report consider the financial impact?

NO

This is an Annual Report providing an overview of action and priorities.

Value For Money

Does the report consider value for money?

NO

Not specifically but is implicit within system leadership

Risk

Is there a documented risk assessment?

NO

Not applicable

Legal

Are there any legal implications and has legal advice been obtained?

NO

Not applicable

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES
The report identifies a number of priorities to improve the health of the population.

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) NO
Not specifically but it does identify a number of priorities to improve the health of
the population.

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES
These priorities included within the report contribute to the delivery the CCG’s
Strategic Plan.

Partnership Working

Does the report evidence a partnership working in its development? YES
The Wirral Health Protection Group is a partnership forum including members from
Wirral Council, Wirral CCG, NHS England and Public Health England (PHE).
Priorities have been developed collaboratively and the actions will be delivered
across partners. The responsibilities of all member organisations are outlined in the
report.

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
YES
A summary of Wirral health protection indicators is included within the report.
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Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? NO

Sustainability

Not applicable
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FOREWORD

Fiona Johnstone, Director of Public Health
Chair of Wirral Health Protection Group
Health protection is an essential part of
achieving and maintaining good public health.
This is the first Annual Report of the Wirral
Health Protection Group, a forum of local
partners working collaboratively to tackle key
threats to the health of local people. The
Wirral Health Protection Group has
responsibility to ensure that Wirral has a
robust health protection system which
effectively controls and prevents population
level health issues.
As Director of Public Health my responsibility
is to ensure that the health of the people of
Wirral is protected by assuring that threats to
health are understood and properly
addressed. Successful health protection
requires strong working relationships at local
level. The health protection system partners
in Wirral are committed to developing and
implementing preventative strategies which
prepare for, and respond to, key threats.
Since 2013 the work of the Wirral Health
Protection Group has focused predominantly
on assuring the safe transition of health
protection responsibilities to various partners
following the reorganisation of the NHS; as
well as ongoing delivery of health protection
outcomes. In addition to providing assurance
to the Wirral Health and Wellbeing Board, the
Health Protection Group is responsible for
identifying and leading the response to key
health protection challenges and risks, and
influencing the actions of partners to protect
health.

The Wirral Health Protection Group has
recently produced the first health protection
summary for the Wirral Joint Strategic Needs
Assessment. It shows that Wirral experiences
similar challenges to other areas and for the
vast majority of health protection indicators
out performs both the North West and
England. However there are a number of areas
for improvement. This information, supported
by stakeholder insight, and our statutory
requirements, has identified eight key health
protection priorities for Wirral. These
priorities, which are described within this
report, make a major contribution to the
delivery of both the Wirral Plan and the Wirral
Clinical Commissioning Group’s Strategic Plan.
Protecting the health of Wirral residents and
addressing the priorities identified requires
commitment from a range of partners. This
report is therefore relevant to local public,
private, community, voluntary and faith
organisations that all play a role in protecting
health. Wirral must continue to invest in and
improve its health protection system in order
to further reduce communicable disease,
improve screening uptake and develop more
robust plans to respond to emergencies.

Fiona Johnstone
Director of Public Health,
Wirral Council

4
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KEY MESSAGES

Protecting Wirral from threats to health,
including outbreaks of infectious diseases
and environmental hazards, makes an
important contribution to improving health
and wellbeing and reducing health
inequalities.
Wirral’s multi-agency Health Protection
Group provides leadership, assurance and
risk assessment for Wirral to ensure key
health protection challenges and risks are
known and managed and that all partners
discharge their roles effectively for the
protection of the local population.
Wirral experiences similar challenges to other
areas in relation to indictors which measure
health protection and for the majority of
those indicators Wirral outperforms both the
North West and England.

The 2016/2017 health protection priorities
present challenges for all local public sector
organisations and impact upon the whole
population. No single agency can address
these challenges in isolation nor can the
Health Protection Group deliver these
priorities independently. Improvement will be
reliant on relevant strategies incorporating
these priorities as part of ‘usual business’ and
embedding action within commissioning
plans.
An overview of how these priorities, and the
opportunities to address them, will be
achieved over the next twelve months is
included in this report.

There are however areas for improvement
and the recently published health protection
component of Wirral’s Joint Strategic Needs
Assessment has informed eight priority areas
on which the group will focus driving
improvement across Wirral.

The Wirral Health Protection Group priorities include:
1.
2.
3.
4.
5.
6.
7.
8.

6

Reduce food borne illness
Integrated seasonal and pandemic influenza plans
Tackling the growth in Antimicrobial Resistance
Reduce incidence of Clostridium difficile
Protect the health of care home residents
Reduce variation in cancer and diabetic retinopathy screening
Reduce variation in vaccine uptake at 5 years and prenatal pertussis vaccine
Integrated and effective emergency resilience
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1. Protecting the
Health of the
Local Population
8
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Health protection seeks to prevent or reduce
the harm caused by communicable diseases
and minimise the health impact from
environmental hazards such as chemicals and
radiation.
As well as major programmes such as the
national immunisation programmes and the
provision of health services to diagnose and
treat infectious diseases, health protection
involves planning, health surveillance and
response to incidents and outbreaks.
This report provides an annual update on the
health protection issues facing Wirral.
Wirral Health Protection Group
The Health and Social Care Act 2012 redefined
the arrangements for protecting the health of
the local population. The aim of which is to
ensure an integrated, streamlined health
protection system that delivers effective
protection for the population from health threats.
The Act states that Public Health teams, on
behalf of Directors of Public Health, are
responsible for local authorities’ contribution
to health protection matters including
responses to incidents and emergencies.
Public Health England (PHE) is required to provide
specialist support and work alongside local
authorities to create a single public health system
when addressing health protection issues.
NHS organisations, including NHS England and
local Clinical Commissioning Groups (CCGs),
have a legal responsibility under the NHS Act
2006 to mobilise resources to manage
incidents and emergencies. They also have a
legal duty to co-operate with local authority
Public Health teams in delivering health
protection national and local priorities.

The Director of Public Health is required to
ensure all parties discharge their roles
effectively for the protection of the local
population.
In response, the Wirral Health Protection
Group was established in 2013 and provides
assurance to the Wirral Health and Wellbeing
Board that the health protection agenda is
being adequately addressed and considered in
sufficient detail. The role of the Group, which
meets bi-monthly, is to provide health
protection system leadership, assurance and
risk assessment. These roles are delivered as
follows:
Leadership
• Surveillance of communicable and notifiable
diseases; overseeing health protection 		
intelligence and outcomes, assimilating the 		
health protection component of the JSNA.
• Define system wide health protection needs
and priorities for population benefit and 		
which tackle health inequalities.
• Develop an appropriate collaborative 		
response to priorities, agreeing where a 		
collective multi-agency response is 			
beneficial and identify opportunities for 		
joint action.
• Influence system wide strategy and policy 		
and inform system wide commissioning.
• Drive continuous quality improvement 		
through the acquisition and distribution of 		
reflective learning.
• Develop a multi-agency health protection 		
communications plan.
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Assurance
• Accountable for the local health protection 		
system.
• Ensure that there are safe and effective 		
arrangements and plans for planning and 		
responding to incidents and emergencies, 		
reducing the negative impacts of 			
communicable and non-communicable 		
diseases and minimising the health impact 		
of environmental hazards.
• Ensure that partners are responding to 		
health protection priorities and undertaking
defined health protection related 			
responsibilities.
• Receive short assurance reports from 		
members for discussion at meetings to 		
include progress against outcomes, 		
incidents managed, measures taken and 		
recommendations for process 			
improvement.
• Produce an annual report focused on 		
system wide priorities and health protection
responsibilities.
Risk Assessment
• Share and identify risks; monitoring, 		
challenging and escalating as appropriate.
• Ensure that appropriate plans and testing 		
arrangements are in place for all partner 		
organisations.
• Review and where necessary challenge 		
partner health protection plans.
• Review all significant incidents/outbreaks to
identify and share lessons learnt and make 		
recommendations.
Corporate plans related to business continuity
and predictable ‘business as usual’ events such
as NHS/social care winter planning are not
within the scope of the Wirral Health Protection
Group. However these plans, when relevant,
should ensure that the health of the population
is protected and provide assurance to the
Wirral Health Protection Group that any threats
are addressed.

10

Members of the local health protection system
represented on the Wirral Health Protection
Group include:
• Wirral Council Director of Public Health (Chair)
• Public Health England (PHE); Consultant in 		
Communicable Disease Control
• Wirral Clinical Commissioning Group; 		
Director of Quality and Patient Safety
• NHS England Cheshire and Merseyside; 		
Consultant lead for screening and 			
immunisation
• Local Authority Health Protection leads 		
including corporate emergency resilience, 		
environmental health and public health
To work effectively the Wirral Health Protection
Group is dependent on the following:
• Robust surveillance systems to identify 		
threats and for preparing, planning and 		
responding to health protection concerns 		
and emergencies.
• Access to robust data and intelligence at the
right level/time.
• Effective communications and marketing.
• Information sharing between local partners.
• Shared leadership and collaborative 		
accountability.
• Commitment to workforce training and 		
development.
• Tools and techniques to test plans.
• Mobilisation of system resources, including
staff, to support priorities.
• Localised solutions tailored to community 		
assets.
• Priorities embedded into commissioning 		
plans and contracts.
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2. Wirral Health
Protection
Indicators Summary
12
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The chart below illustrates Wirral’s position on a range of health protection indicators, compared with the rest of England. Wirral experiences similar
challenges to other areas and for the vast majority of health protection indicators out performs both the North West and England.
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3. Wirral Health
Protection
Priorities 2016-2017
14
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Wirral Health Protection Priorities 2016-2017

Reducing
food borne
illnesses
Integrated
and effective
emergency
resilience

Reduce
variation in
vaccine uptake at
5 years & prenatal
pertussis
vaccine

Reduce
variation in
Cancer & Diabetic
Retinopathy
Screening

Integrated
seasonal and
pandemic flu
plans

Protecting
the health
of Wirral
Residents

Tackling the
growth in
Antimicrobial
Resistance

Reduce
incidents of
C.difficile
Protect health
of residents
in care homes

Understanding and responding to health risk
needs to be informed by Joint Strategic Needs
Assessment (JSNA), Joint Health and Wellbeing
Strategies and the health and social care
commissioning plans based upon them.

Protection Group deliver these priorities
independently. Improvement will be reliant on
relevant strategies incorporating these
priorities as part of ‘usual business’ and
embedding action within commissioning plans.

The first section of the JSNA dedicated to
Health Protection has recently been developed
and is available at http://info.wirral.nhs.uk/
default.aspx.

It is also important to recognise that the
priorities identified are not the only areas of
interest nor do they represent the full range of
contributions that protect health. However,
whilst continuing to assure that responsibilities
of partners to protect health are discharged,
these priorities provide a targeted focus in
areas where improvement is required or needs
are greatest.

This information, alongside insight gathered
from partners at a workshop session of the
Wirral Health Protection Group in February
2016, informed the eight health protection
priority areas for Wirral.
The health protection priorities identified
present challenges for all local public sector
organisations and impact upon the whole
population. No single agency can address
these challenges in isolation nor can the Health

Information on how these priorities, will be
achieved over the next twelve months is
included in the following chapter; Delivering
Wirral’s Health Protection Priorities in
2016/2017.
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4. Delivering
Wirral’s Health
Protection
Priorities in
2016/2017
16
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REDUCE FOOD BORNE ILLNESS
Case for change

• Food poisoning was the most common notified disease 		
nationally in 2014. In Wirral it is the most reported, suspected
and confirmed infectious disease.
• Food poisoning is an illness caused by eating food that is 		
contaminated by bacteria, such as Salmonella, Campylobacter
or Escherichia coli (E. coli), or a virus, such as the norovirus.
• These diseases can lead to very serious illnesses or even be
fatal to the person, however most cases are not usually this
serious.
• Food poisoning is however preventable by ensuring high 		
standards of personal and food hygiene when storing, 		
handling and preparing food.

Planned actions

• Work with food businesses and providers e.g. nurseries and
care homes, to monitor and improve food safety standards.
• Ensure infection prevention and control practices are 		
promoted and adhered to in key settings e.g. nurseries and
care homes.
• Wirral Council and Infection Prevention Control teams to 		
maximise opportunities to promote food and hand hygiene.
• Collaborate with University of Liverpool Gastrointestinal Health
Protection Research Unit

Outcome

• Reduced incidence of food borne illnesses.

Accountable Lead/
Group

• Wirral Council Environmental Health Team
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INTEGRATED SEASONAL AND PANDEMIC INFLUENZA PLANS
Case for change

Seasonal Influenza (Flu)
• Influenza (flu) is a common infectious viral illness spread by
coughs and sneezes. Seasonal influenza occurs most often in
winter and peaks between January and March.
• Uptake of flu vaccination amongst Wirral adults is below the
national average and target. Uptake of flu vaccination is also
below average amongst Wirral’s health and social care workforce.
Pandemic Flu
• Influenza pandemic is an outbreak of an influenza virus which infects
a large proportion of the human population in multiple countries.
• These pandemics occur irregularly and present significant threat
to economic, social wellbeing and health of the population.
• Pandemic flu would have a significant effect on the ability of
partners, particularly health and social care, to meet demand and
carry out essential functions.

Planned actions

Seasonal Influenza (Flu)
• Establish a Wirral Seasonal Flu Group responsible for developing a
coordinated annual plan to prepare for, and mitigate, the impact
of seasonal flu.
• Promote and enable uptake of seasonal flu vaccination amongst
health and social care professionals.
• Promote uptake of seasonal flu vaccination amongst vulnerable
and target groups across the population.
Pandemic Flu
• Annual audit of Wirral’s Health and Social Care Pandemic Flu Plans.
• Annual pandemic systems resilience exercise across health and
social care.

Outcome

• Increased uptake of seasonal flu vaccine in key population and
professional groups from the 2015/2016 baseline.
• Wirral pandemic flu plans are joined up and have been tested.

Accountable Lead/
Group
18

• Seasonal Flu: Wirral Seasonal Flu Group
• Pandemic Flu: Wirral Systems Resilience Group
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TACKLING THE GROWTH IN ANTIMICROBIAL RESISTANCE
Case for change

• Antimicrobial resistance (AMR) is resistance of a microorganism to
an antimicrobial drug that was originally effective for treatment of
infections caused by it.
• AMR threatens the effective prevention and treatment of an
ever-increasing range of infections caused by bacteria, parasites,
viruses and fungi.
• Infections caused by resistant microorganisms often fail to 		
respond to the standard treatment, resulting in prolonged illness,
higher health care expenditures, and a greater risk of death.
• AMR is an increasingly serious threat to global public health that
requires action internationally, nationally and at local level.
• The use and misuse of antimicrobial drugs accelerates the 		
emergence of drug-resistant strains. 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.

Planned actions

• Produce an AMR strategy for Wirral.
• Improve infection prevention and control practices across health
and social care.
• Disseminate learning from healthcare acquired infection post
infection reviews in relation to prescribing to support professional
education and changes to practice.

Outcome

• Reduced prescribing of broad spectrum antibiotics

Accountable Lead/
Group

• Wirral AMR Strategy Group
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REDUCE INCIDENCE OF CLOSTRIDIUM DIFFICILE
Case for change

• Clostridium difficile, also known as C.difficile, is a bacterium that
can infect the bowel and cause diahorrea. It most commonly
affects people who have recently been treated with antibiotics,
and is spread easily to others.
• The symptoms of C.difficile range from mild to severe with those
groups most at risk more likely to experience serious complications.
Other negative consequences include longer recovery times,
poorer health outcomes, increased bed occupancy and length of
stay, increased cost and potential transmission to others.
• There were 93 reported cases of C.difficile in Wirral during 2015/2016.
This is a significant increase in the number of reported cases
across the Wirral health economy compared to 2014/2015 and
exceeds the NHS England threshold for the number of cases (75).
• For 2016/2017 the threshold for cases is 75, which necessitates a
19% reduction in the number of cases for 2015/2016.

Planned actions

• Better access to and use of surveillance data to ensure effective
commissioning and timely response to community and acute
acquired C.difficile.
• Undertake a review of all C.difficile cases occurring in community
and acute health and social care settings and escalate recurrent
themes for action.
• Develop a health and social care healthcare acquired infections
framework to ensure collaborative working to tackle C.difficile.
• Develop integrated approaches to infection prevention and
control working across the health and social care economy to
prevent and reduce infections.
• Implementation of AMR Strategy for Wirral.

20

Outcome

• Reduce number of cases of C.difficile to at least the number for
2014/2015.

Accountable Lead/
Group

• Wirral Infection Prevention and Control Network
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PROTECT THE HEALTH OF CARE HOME RESIDENTS
Case for change

• Care home residents can be particularly vulnerable to infectious
disease due to older age, communal living and or the presence of
health conditions which increase susceptibility to infections.
• In Wirral there have been a number of diahorrea and vomiting
outbreaks in care homes and the incidence of healthcare 		
acquired infections is higher amongst older people than the rest
of the population.
• The burden of morbidity and mortality from infectious disease is
also greater amongst older people.

Planned actions

• Ensure infection prevention and control practices are promoted
and adhered to in care homes through a programme of self-audit.
• Implement an infection prevention and control quality 		
improvement programme targeting a selected number of care
homes based on need.
• Ensure comprehensive coverage and uptake of routine 		
vaccinations amongst care home residents.
• Develop a protocol for the prevention and management of 		
diahorrea and vomiting outbreaks in care homes.

Outcome

• Increased uptake of routine vaccinations amongst care home
residents
• Reduce the number of diahorrea and vomiting outbreaks in
care homes.

Accountable Lead/
Group

• Wirral Council
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REDUCE VARIATION IN CANCER AND DIABETIC RETINOPATHY SCREENING 
Case for change

• Screening is a process of identifying apparently healthy people
who may be at increased risk of a disease or condition.
• England currently operates a number of national screening
programmes covering different conditions in antenatal, newborn,
child and adult populations.
• Cervical screening uptake in Wirral is currently below the national
target and there is variation in take up amongst eligible groups.
• The rate of sight loss due to diabetic eye disease in Wirral is much
higher than the rate for both the North West and England. It is
therefore important to ensure that uptake of diabetic retinopathy
screening remains above 80%.

Planned actions

• Analysis of data for these screening programmes is required to
understand and address the issues associated with take up and
impact on disease prevention.
• Undertake insight with residents to explore views in relation to
uptake and variation in screening programmes and develop
responses which facilitate informed decision making, increase
uptake and reduce variation.
• Provide GP practices with screening data profiles and provide
Public Health Practice Nurse support to practices with lower
uptake and disseminate learning from those with high coverage.
• Providing update training to frontline staff.
• Work with screening providers to develop opportunities to 		
maximise uptake of screening.

Outcome

• Increased uptake of screening equal to, or in excess of, the target
for each screening programme.
• Reduced variation in the uptake of cancer and diabetic 		
retinopathy screening programmes.

Accountable Lead/
Group
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• Public Health England within NHS England Cheshire and 		
Merseyside
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REDUCE VARIATION IN VACCINE UPTAKE AT 5 YEARS AND PRENATAL PERTUSSIS VACCINE
Case for change

• The UK operates a routine immunisation schedule predominantly
targeting key groups that are vulnerable to disease.
• Uptake data for all routine childhood and adolescent 		
immunisation programmes shows that Wirral performs well;
being either in line with, or above, national average.
• Coverage for the preschool booster at age 5 years in Wirral is
above the 90% national target but continued work is required to
meet the local target of 95%.
• Pregnant women are offered the prenatal pertussis vaccination to
protect babies against pertussis infection in early infancy. The
take up of the vaccine in 2014/15 in Wirral was 58.5%, slightly
higher than the national average. However a significant 		
percentage of pregnant women do not take up the vaccine.

Planned actions

• Analysis of data for these programmes is required to understand
and address the issues associated with take up and inform
appropriate strategies to increase uptake and reduce variation.
• Undertake insight with residents to explore views in relation to
immunisation programmes to facilitate informed decision making,
increase uptake and reduce variation.
• Work with partners to develop information for the public and
professionals which promotes health and wellbeing specifically in
relation to increasing vaccination and reducing infection.
• Provide GP practices with vaccination data profiles and provide
Public Health Practice Nurse support to practices with lower
uptake and disseminate learning from those with high coverage.
• Provide update training to frontline staff

Outcome

• Increased uptake of screening equal to, or in excess of, the target
for vaccine uptake at 5 years and prenatal pertussis vaccine.
• Reduced variation vaccine coverage for the prenatal pertussis
vaccine and vaccination at 5 years.

Accountable Lead/
Group

• Public Health England within NHS England Cheshire and 		
Merseyside
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INTEGRATED AND EFFECTIVE EMERGENCY RESILIENCE
Case for change

• Effective planning is essential to limit the impact on health when
hazards and or threats to health cannot be prevented.
• Such arrangements should cover threats ranging from relatively
minor communicable disease outbreaks and health protection
incidents to full-scale emergencies.
• Effective preparedness and responses to major health protection
outbreaks and incidents require responsive plans that reflect the
current organisational infrastructure, have clear roles and 		
responsibilities and which align to each other.

Planned actions

• Partners can provide assurance that plans are in place which aim
to mitigate the adverse impact of hazards and threats to health
on the local population.
• A repository of Wirral’s emergency plans is accessible to partners.
• Undertake an audit of existing plans to ensure they are up to date
and reflect current needs and system issues.

24

Outcome

• Effective and up to date emergency preparedness, resilience and
response plans are in place to ensure seamless connections
across public services in Wirral.

Accountable Lead/
Group

• Wirral Systems Resilience Group
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To find out more:
info.wirral.nhs.uk/ourjsna/health_protection.html

THE WIRRAL PARTNERSHIP
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Pre-operative Medical Optimisation
Agenda Item:

5.4

Reference

GB16-17/0021

Public / Private

Public

Meeting Date

1 November 2016

Lead Officer

Dr Lax Ariaraj, GP Lead for Planned Care
Lorna Quigley, Director of Nursing & Quality

Contributors

Andrew Cooper, Head of Strategic Outcomes & Planning

Link to CCG
Strategic System
Plan

1. Patient and primary care centric and based on high quality primary care, secondary
and community services
2. Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3. Commissioned services which have a sound evidence base
4. Provides greater equality of access to all

Link to current
strategic objectives

1.
2.
3.
4.
5.

To approve

Yes

Prevent people from dying prematurely
Enhance the quality of life for people with long term conditions
Helping people to recover from episodes of ill health or following injury
Ensuring people have a positive experience of care
Ensuring people are treated and cared for in a safe environment and protected
from avoidable harm

To note
Summary

NHS Wirral Clinical Commissioning Group’s (CCG) vision is to ensure the residents of
Wirral enjoy the best quality of life possible, being supported to make informed choices
about their own care, and being assured of the highest quality services.
This paper seeks Governing Body approval for the introduction of active interventions
regarding weight management and smoking cessation prior to referral and
commencement of non-elective surgery.
Public Health England report that the prevalence of obesity among adults has
increased sharply during the 1990s and early 2000s. The proportion who were
categorised as obese (BMI 30kg/m2 or over) increased from 13.2% of men in 1993 to
24.3% in 2014 and from 16.4% of women in 1993 to 26.8% in 2014 (HSE). By 2050
obesity is predicted to affect 60% of adult men and 50% of adult women.
As the prevalence of obesity in England increases, it has become a major public
health concern due to its association with serious chronic diseases and related
morbidity and mortality. The estimated prevalence of diabetes in Wirral, for people
aged 16 years and over is 9%, rising to 10% by 203014.
Smoking is the primary cause of preventable ill health and early death, accounting for
1 in 5 deaths per year in Wirral (658 deaths a year). One in five people in Wirral
smoke (46,432 people) and people in our most deprived areas are more than twice as
likely to smoke as people in our least deprived areas.
Reducing smoking rates in these groups and areas is one of the fastest ways to
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increase life expectancy and reduce smoking related ill health.
There are also many risks associated with obesity and smoking on surgical outcomes.

Comments

N/A

Next Steps

The Governing Body is asked to:
•
•

review the contents of the paper
approve the introduction of a period of health optimisation before referral and
commencement of non-urgent elective surgery as part of the CCG’s strategic
approach to improving the health and wellbeing of the population of Wirral

What are the implications for the following (if not applicable please state why):
Financial

Does the report consider the financial impact?

YES

The following risks have been identified:
•

Value For Money

Increase in referrals to weight management and smoking cessation
services.

Does the report consider value for money?

YES

Throughout the process the CCG is maintaining its responsibility under the Health
and Social Care act of 2012 by:
•
•

Risk

Performing our duties efficiently and manage our resources effectively
Promoting the values of the NHS and protect its future

Is there a documented risk assessment?

NO

Equality impact assessments (stages 1 and 2) together with a quality impact
assessment have been completed and are attached within the paper.

Legal

Are there any legal implications and has legal advice been obtained?

YES

This process has been in line with Wirral Clinical Commissioning Group’s
‘Commissioning Decisions Policy and Procedure 2016’ which has undergone
previous legal review.

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? YES
The introduction of the preoperative medical optimisation policy would promote
self-care and a healthier lifestyle for patients. Patients would be encouraged to be
more active and healthy and may feel their quality of life has been enhanced
following weight loss and / or by stopping smoking.
The policy would also contribute to the mitigation of the many risks associated with
obesity and smoking on surgical outcomes.
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Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) YES
Equality impact assessment (stages 1 and 2) have been undertaken and is
included within the report.
Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES

Workforce

The report acknowledges that they may be an impact on the workforce of our
stakeholders due to the following:
•
•
•
•

Partnership Working

increase in the number of referrals, for exceptional circumstances, through
the IFR Panel
increase in number of GP appointments required during pre and post health
optimisation period
increase in the number of referrals to Tier 2 weight management services
increase in referral to smoking cessation

Does the report evidence a partnership working in its development?

YES

In conjunction with other CCGs and Public Health England.

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
NO
No, however the data relating to this policy will be collected and monitored through
the relevant CCG committees.

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? YES
The CCG will be providing patients with the opportunity for better health outcomes.



Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome
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Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private
business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to an x.
If you require any additional information please contact the Lead Officer.
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Report Title

Pre-operative Medical Optimisation

Lead Officers

Dr Lax Ariaraj, GP Lead for Planned Care
Lorna Quigley, Director of Nursing & Quality

Recommendations

The Governing Body is asked to review the contents of this paper and
approve the following commissioning policies as part of a wider holistic
approach to ensure patients have optimised their health prior to surgery:
1. All non-urgent referrals to surgical specialties with a BMI of ≥ 30 to
be offered a referral to Tier 2 weight management to enable
completion of a period of health optimisation for 6 months before
commencement of surgery
2. All non-urgent referrals to surgical specialties where the patient is a
smoker to be offered a referral to smoking cessation to enable
completion of a period of health optimisation for 6 months before
commencement of surgery. If the smoking cessation provider
confirms a positive quit to the patient’s GP within this period then the
referral could be expedited
3. Patients with a BMI of ≥ 30 who also smoke will be offered referral to
both Tier 2 weight management and smoking cessation to enable
completion of a period of health optimisation for 6 months before
commencement of surgery. If Tier 2 weight management
attendance and a positive quit are confirmed to the patient’s GP then
a referral could be expedited.
These recommendations will be in addition to advice on self-care and wider
lifestyle behaviours e.g. alcohol reduction and optimisation of long term
condition management.

1. INTRODUCTION
NHS Wirral Clinical Commissioning Group’s (CCG) vision is to ensure the residents of Wirral enjoy the
best quality of life possible, being supported to make informed choices about their own care, and being
assured of the highest quality services. To achieve this, the CCG must enable, encourage and support
the people it serves to live the healthiest lives possible and it must do so within the resources available.
Only by doing so will we ensure we get the very best value from the NHS. Exceeding the CCG’s
resources risks the ability of the NHS to be there when people really need it.
The life style choices we make will affect our long term health. If the choices we make impact on the
ability of the NHS to provide services to all, the CCG should consider action to preserve the ability to
get the best value from NHS resources.
One of the many expectations on CCGs in the NHS Five Year Forward View (FYFV) is to prioritise
action on preventable ill health including smoking, obesity and diabetes.
2. IMPACT OF OBESITY ON HEALTH
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Public Health England report that the prevalence of obesity among adults has increased sharply during
the 1990s and early 2000s. The proportion who were categorised as obese (BMI 30kg/m2 or over)
increased from 13.2% of men in 1993 to 24.3% in 2014 and from 16.4% of women in 1993 to 26.8% in
2014 (HSE). By 2050 obesity is predicted to affect 60% of adult men and 50% of adult women.
As the prevalence of obesity in England increases, it has become a major public health concern due to
its association with serious chronic diseases and related morbidity and mortality.
NHS Wirral CCG is part of the national Diabetes Prevention Programme which is tackling the
progression from Pre-Diabetes to Diabetes.
Compared with a healthy weight man, an obese man is:
•
•
•

five times more likely to develop type 2 diabetes
three times more likely to develop cancer of the colon
more than two and a half times more likely to develop high blood pressure – a major risk
factor for stroke and heart disease1

Compared with a healthy weight woman, an obese woman is:
•
•
•

almost thirteen times more likely to develop type 2 diabetes
more than four times more likely to develop high blood pressure
more than three times more likely to have a heart attack1

Obesity increases the risk of the development of other disease including angina, gall bladder disease,
liver disease, ovarian cancer, osteoarthritis and stroke.
The impact of obesity stretches to cancer survival rates with both survival and recurrence being linked
to obesity. For example, it is understood that substantial weight gain after diagnosis and treatment is
adversely associated with breast cancer prognosis. Obesity has been shown to increase the risk of
recurrence and death among breast cancer survivors by around 30%1.
3. OBESITY AND IMPACT ON JOINT REPLACEMENT AND OTHER SURGERY
Obesity is an increasing problem for the NHS and is a significant risk factor for osteoarthritis. It is often
associated with comorbidities such as diabetes, ischaemic heart disease, hypertension and sleep
apnoea.
A report2 produced by the Arthritis Research Campaign stated that joint surgery is less successful in
obese patients because:
•

obese patients have a significantly higher risk of short-term complications during and
immediately after surgery e.g. longer operations, excess blood loss requiring transfusions, DVT,
wound complications (including infection)

•

the heavier the patient, the less likely that the surgery will bring about an improvement in their
symptoms for joint replacement surgery in that they are less likely to regain normal functioning
or reduction in pain and stiffness

•

within joint replacement surgery the implant is likely to fail more quickly, requiring further surgery
e.g. within 7 years; obese patients are more than 10 times as likely to have an implant failure
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•

people who have joint replacement surgery because of obesity-related osteoarthritis are more
likely to gain weight post operatively (despite the new opportunity to lose weight through
exercise following reduction in pain levels)

The report also concluded that “Weight loss and exercise combined have been shown to achieve the
same level of symptom relief as joint replacement surgery”. A study of obese patients with knee
osteoarthritis found that those who dropped their weight by 10% after a combination of diet and
exercise reported less pain, better knee function, improved mobility and enhanced quality of life3.
A recent extensive literature review advises assessment of ’timely weight loss as a part of conservative
care’4. It confirms in detail the increased risk of many perioperative and postoperative complications
associated with obesity (as well as increased costs and length of stay), such as wound
healing/infections; respiratory problems; thromboembolic disease; dislocation; need for revision
surgery; component malposition; and prosthesis loosening.
Across other surgical specialties, there is good evidence that shows that obese patients are more likely
to experience:
a nearly 12-fold increased risk of a post-operative complication after elective breast procedures5
•

a 5-fold increased risk of surgical site infection (SSI)6

•

an increased risk of SSI as much as 60% when undergoing major abdominal surgery
and up to 45% when undergoing elective colon and rectal surgery7

•

an increased risk of bleeding and infections after abdominal hysterectomy8

•

a higher incidence of peri-operative deep venous thrombosis and pulmonary embolism9

•

increased risk of complication after elective lumbar spine surgery10

4. LOCAL CONTEXT - OBESITY
In conjunction with our Public Health colleagues, NHS Wirral CCG commit to improving the health of
our population. It is understood that obesity is a national concern and itself is a burden on the health
economics of the population.
Treatments directly relating to diabetes currently cost the NHS approximately £14 billion per annum11.
With the incidence of Type 2 diabetes increasing in line with obesity levels, this is adding to pressures
on services.
NHS Wirral CCG
Percentage of adults classified
as overweight or obese12
66.2%
Percentage of children aged 45 classified as overweight or 22.4%
obese12
Percentage
of
population
diagnosed with hypertension 15.2%
(high blood pressure) 13

National Average
64.6%
21.9%
13.8%
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The links between obesity and Type 2 diabetes are clear. The estimated prevalence of diabetes in
Wirral, for people aged 16 years and over is 9%, rising to 10% by 203014.
5. OVERVIEW OF WIRRAL WEIGHT MANAGEMENT SERVICES
In Wirral, the commissioning arrangements for weight management services are shared between Wirral
Borough Council (Tiers 1 and 2), NHS Wirral CCG (Tier 3 and 4).
The national model for managing obesity is outlined below:

Provision of Tier 1 and 2 services, commissioned by Wirral Borough Council, are available to people
aged 16 years and above who meet the BMI thresholds below:
•
•
•
•

BMI 28-39.9 with co-morbidities
BMI 30-39.9 without co-morbidities
BMI 23.5-39.9 for Asian patients with co-morbidities
BMI >25-39.9 for Asian patients without co-morbidities

These services include weekly support groups and diet plans and the opportunity to share experiences,
recipes and ideas.
Tier 3 services will be commissioned by NHS Wirral CCG from NHS Wirral Community NHS
Foundation Trust in December 2016 and will be a fully compliant Specialist Weight Management Tier 3
Service, in line with NICE Guidance.
Tier 3 services will be available to patients aged 18 years and over with a BMI of ≥ 39.9 with comorbidities that require complex management.
The service will include an initial appointment and assessment followed by a 12-18 month weight loss
course, including the use of gym facilities. Individual tailored programmes will be drawn up for each
patient to support needs and goals. Support groups and the provider will be responsible for providing
co-ordinated access to a bariatric physician and nurse, a bariatric dietician, a physiologist and a
psychological assessment and follow up by Cheshire & Wirral Partnership NHS Foundation Trust.
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A Mutli-Disciplinary Team (MDT) will consider a full evaluation of the patient both in terms of progress
throughout the programme and next steps, considering recommendation for discharge or referral to Tier
4 services
Tier 4 services, commissioned by NHS Wirral CCG, include pre-operative assessment and bariatric
surgery.
6. BMI NON-URGENT ELECTIVE SURGERY OPTION FOR CONSIDERATION
The Governing Body is asked to consider the adoption of the following Commissioning Policy in relation
to BMI before elective surgery:
NHS Wirral CCG does not routinely commission referral to secondary care for routine, non-elective
surgery for patients whose BMI is 30 or more (≥). Patients with a BMI of 30 ≥ are to be offered a
referral to Tier 2 weight management to enable completion of a period of health optimization for 6
months before commencement of surgery, offering an opportunity for weight loss to improve health and
surgical outcomes.
If a clinician feels that there are exceptional circumstances then the patient may be referred to the
Individual Funding Request (IFR) Panel for consideration.
It is suggested that patients with the following will be excluded from this policy:
•
•
•
•
•
•
•
•

patients undergoing surgery for cancer
2 week wait referral for suspicion of cancer
patients with a BMI of 30 (≥) but who have waist measurement less than 94cm in males
or 80cm in females
patients with severe mental health illness, Learning Disability or significant cognitive
impairment
referrals for interventions of a diagnostic nature e.g. endoscopy
children under 18 years
frail elderly
any urgent procedures (based on clinical judgement)

7. IMPACT OF SMOKING ON HEALTH
Tobacco smoking remains the single greatest cause of preventable illness and premature death in
England. It is also the largest single cause of inequalities in health and accounts for about half of the
difference in life expectancy between the lowest and highest income groups.
Smoking causes a range of diseases including cancer, cardiovascular disease and respiratory
diseases. It causes many other debilitating conditions such as age-related macular degeneration,
gastric ulcers, impotence and osteoporosis. It can also cause complications in pregnancy and can be
associated with lower survival rates, delayed wound healing, increased infections, prolonged hospital
stays and repeated admissions after surgery15.
The recent ‘Joint Briefing: Smoking and Surgery’ (April 16) document produced by ASH and 5 Royal
Colleges as well as the Faculty of Public Health, provides a powerful summary of the significant risks
associated with smoking and surgery and the benefits of achieving smoking cessation preoperatively15 .
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In England in 2011, an estimated 79,100 adults aged 35 years and over died as a result of smoking
(18% of all deaths) and nearly half a million hospital admissions of adults aged 35 years and over (5%
of all admissions) were attributable to smoking. Treating smoking-related illnesses cost the NHS an
estimated £2.7 billion in 2006. The overall financial burden of all smoking to society has been
estimated at £13.74 billion a year16.
8. SMOKING AND IMPACT ON SURGICAL OUTCOMES
There is strong evidence that smokers who undergo surgery15:
•
•
•
•
•
•
•

have a higher risk of lung and heart complications
have higher risk of post-operative infection
have impaired wound healing
are more likely to be admitted to an intensive care unit
have an increased risk of dying in hospital
are at higher risk of readmission
remain in hospital longer

Also, there is evidence to suggest that stopping smoking before having surgery:
•
•
•
•
•

reduces the risk of post-operative complications
reduces lung, heart and wound-related complications
decreases wound healing time
reduces bone fusion time after fracture repair
reduces length of stay in hospital

9. LOCAL CONTEXT – SMOKING
Smoking is the primary cause of preventable ill health and early death, accounting for 1 in 5 deaths per
year in Wirral (658 deaths a year)17.
One in five people in Wirral smoke (46,432 people). People in our most deprived areas are more than
twice as likely to smoke as people in our least deprived areas17.
People doing jobs which are classed as ‘routine and manual’ are much more likely than average to
smoke (28.5% or 11,000 people working a routine and manual job smoke)17.
Reducing smoking rates in these groups and areas is one of the fastest ways to increase life
expectancy and reduce smoking related ill health.
Deaths from smoking are more numerous than the next six most common causes of preventable death
combined i.e. drug use, road accidents, other accidents and falls, preventable diabetes, suicide and
alcohol abuse. 50% of fatal residential fires in Wirral are related to people smoking 18.
Treating smoking related illness cost the local NHS £12.8 million in 2015. The costs of tobacco use are
much greater than just costs to the NHS, with the overall economic burden of tobacco use to the Wirral
estimated at £77.7 million a year. These costs comprise not only treatment of smoking related illness
but also the loss in productivity from smoking breaks and increased absenteeism, the cost of cleaning
up cigarette butts, the cost of smoking related house fires and the loss in economic output for people
who die from a disease relating to smoking or exposure to second-hand smoke18.
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10. OVERVIEW OF WIRRAL SMOKING CESSATION SERVICES
Smoking cessation services are commissioned by Wirral Local Authority.
The smoking cessation service offers support to Wirral residents aged 12 years and above. Requests
for children younger than 12 years of age will be assessed for acceptability on a case by case basis.
The service offers:
•
•
•
•
•
•
•

support to stop smoking
support to quit chewing tobacco
support to quit shisha and e-cigarettes
support to stop the use of e-cigarettes
provision of multiple sessions of behavioural support
approved stop smoking medicines
bookable appointments, drop in sessions, home visits where appropriate, open and
closed groups, and telephone support

11. SMOKING OPTION FOR CONSIDERATION
The Governing Body is asked to consider the adoption of the following Commissioning Policy in relation
to stopping smoking before elective surgery:
NHS Wirral CCG does not routinely commission referral to secondary care for routine, non-urgent
elective surgery for patients who are active smokers. Patients who are active smokers are to be
offered a referral to smoking cessation to enable completion of a period of health optimisation for 6
months before commencement of surgery, unless a quit status is confirmed by smoking cessation
provider, whichever is sooner. A confirmed quit means that a person has been smoke free for 4 weeks
after their individual quit date; this will allow a period of health optimisation.
If a clinician feels that there are exceptional circumstances then the patient may be referred to the
Individual Funding Request (IFR) Panel for consideration.
It is suggested that patients with the following are excluded from this policy:
•
•
•
•
•
•
•

patients undergoing surgery for cancer
2 week wait referral for suspicion of cancer
patients with severe mental health illness, Learning Disability or significant cognitive
impairment
referrals for interventions of a diagnostic nature e.g. endoscopy
children under 18 years
frail elderly
any urgent procedures based on clinical judgement

Patients who only use electronic cigarettes will be classified as a non-smoker for the purposes of the
policy.
12. IMPLEMENTATION
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As part of the implementation, a clear and comprehensive communications and engagement process
will take place with primary care colleagues and information will be produced to inform the public
regarding these policies.
Clinicians across the system will be provided with clear guidance regarding the process of
implementation and the effectiveness of this will be monitored through CCG Committees. GPs in Wirral
will be supported with materials to educate patients and inform them of the benefits of their health
optimisation period.
It is anticipated that any potential short term impacts on people with lifestyle risk factors will be
balanced by a longer term reduction in health inequalities. Although people excluded within the policy
will not be expected to complete a 6 month health optimisation period if they smoke or are obese, they
will also be supported to address lifestyle factors.
13. RISKS
The following risks in relation to the impact on our stakeholders have been identified:
•
•
•
•

increase in the number of referrals to Tier 2 weight management services
increase in referral to smoking cessation
increase in number of GP appointments required during pre and post health optimisation
period
increase in the number of referrals, for exceptional circumstances, through the IFR Pane

The following reputational risk has been identified:
•

The public and other key stakeholders may have concerns about these proposals.

14. CONCLUSION
This paper seeks Governing Body approval for the introduction of a period of health optimisation before
referral and commencement of non-urgent elective surgery as part of the strategic approach to
improving the health and wellbeing of the population of Wirral.
The Governing Body is asked to review the contents of this paper and approve the following
commissioning policies as part of a wider holistic approach to ensure patients have optimised their
health prior to surgery:
All non-urgent referrals to surgical specialties with a BMI of ≥ 30 to be offered a referral to Tier 2 weight
management to enable completion of a period of health optimisation for 6 months before
commencement of surgery
All non-urgent referrals to surgical specialties where the patient is a smoker to be offered a referral to
smoking cessation to enable completion of a period of health optimisation for 6 months before
commencement of surgery. If the smoking cessation provider confirms a positive quit to the patient’s
GP within this period then the referral could be expedited
Patients with a BMI of ≥ 30 who also smoke will be offered referral to both Tier 2 weight management
and smoking cessation to enable completion of a period of health optimisation for 6 months before
commencement of surgery. If Tier 2 weight management attendance and a positive quit are confirmed
to the patient’s GP then a referral could be expedited.
165

8/33

GOVERNING BODY BOARD REPORT

APPENDICES
No.
1
2
3

Title of Appendix
References
Equality Impact Assessment
Quality Impact Assessment

166

9/33

GOVERNING BODY BOARD REPORT
Appendix 1
1. Healthier Lives, Healthier People – A Call to Action on Obesity in England
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and Risk Assessment
Title

Equality & Inclusion Team, Corporate Affairs
For enquiries, support or further information contact
Email: equality.inclusion@nhs.net
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EQUALITY IMPACT AND RISK ASSESSMENT TOOL
STAGE 2
ALL SECTIONS – MUST BE COMPLETED
SECTION 1 - DETAILS OF PROJECT
Organisation: NHS Wirral CCG
Assessment Lead:
Directorate/Team responsible for the assessment: Commissioning
Responsible Director/CCG Board Member for the assessment Nesta Hawker
Who else will be involved in undertaking the assessment? Sheena Hennell, Heather Harrington
Date of commencing the assessment: 24th August 2016
Date for completing the assessment: Post Governing Body
SECTION 2 - EQUALITY IMPACT ASSESSMENT
Please tick which group(s) this project will or may impact upon?

Yes

Patients, service users



No

Carers or family



General Public



Staff



Partner organisations



Indirectly

Background of the project being assessed:
The NHS faces a big challenge with demographic changes leading to increasing pressure and demand
on health and care services
(see https://www.wirralccg.nhs.uk/Downloads/AboutUs/Operational%20Plan/Wirral%20CCG%20Ope
rational%20Plan%202016-17%20GB%20Approved%20-%20Final.pdf). NHS Wirral Clinical
Commissioning Group (CCG) has the responsibility to ensure that NHS services delivered in Wirral are
safe, effective and sustainable as we meet the challenges ahead. In response to this, we have
embarked on a programme of change with new and expanded services providing high quality care and
an increased focus on supporting people to maintain their health and independence.
This Equality Impact Assessment relates to promotion of smoking cessation and BMI reduction prior
to elective, non-cancer surgery;

Equality & Inclusion
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What are the aims and objectives of the project being assessed?
Pathways for pre-operative medical optimisation

Services currently provided in relation to the project:
Wirral University Teaching Hospital, Royal Liverpool Hospital, Countess of Chester Hospital
Which equality protected groups (age, disability, sex, sexual orientation, gender reassignment, race,
religion and belief, pregnancy and maternity, marriage and civil partnership) and other
employees/staff networks do you intend to involve in the equality impact assessment?
Please bring forward any issues highlighted in the Stage 1 screening
All patients will have the opportunity to become involved during the pathway discussion with a
healthcare professional
How will you involve people from equality/protected groups in the decision making related to the
project?
All patients will have the opportunity to become involved during the pathway discussion with a
healthcare professional
Protected characteristic groups will be proactively supported eg Multicultural Organisation, disability
groups, Older Peoples Parliament and other relevant groups.
EVIDENCE USED FOR ASSESSMENT
What evidence have you considered as part of the Equality Impact Assessment?
•

All research evidence base references including NICE guidance and publication – please give
full reference

•

Bring over comments from Stage 1 and prior learning (please embed any documents to
support this)

http://www.enhertsccg.nhs.uk/news/201604/ccg-policy-elective-surgery
http://www.enhertsccg.nhs.uk/sites/default/files/Letter-to-ENHGPs-BMI-December2011-Final.pdf

Equality & Inclusion
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ENSURING LEGAL COMPLIANCE
Think about what you are planning to change; and what impact that will have upon ‘your’ compliance
with the Public Sector Equality Duty (refer to the Guidance Sheet complete with examples where
necessary)
In what way does your current
service delivery help to:

How might your proposal affect
your capacity to:

How will your mitigate any
adverse effects?
( You will need to review how
effective these measures have
been)

End Unlawful Discrimination?

End Unlawful Discrimination?

NA

Talking to groups to ensure Wirral NA
CCG is showing due regard and
completing EIA to show prior
consideration has been shown

Promote
Equality
Opportunity?
NA
Foster
Good
Between People
NA

of Promote
Opportunity?

Equality

NA

End Unlawful Discrimination?

of Promote
Equality
Opportunity?

of

NA

Relations Foster Good Relations Between Foster Good Relations Between
People
People
NA

NA

What are the benefits to patients and staff?
This process will allow prioritisation of cost effective, clinically evidenced care.
It may improve services and staff experience through reduced waiting times for commissioned
services.
Support for clinicians to focus on delivering evidence based care for optimisation
How will any outcomes of the project be monitored, reviewed, evaluated and promoted where
necessary?
“think about how you can evaluate equality of access to, outcomes of and satisfaction with services
by different groups”
Continuous contract management will ensure equality is maintained. It is not envisaged that access
will be adversely affected.
Post implementation, outcomes and satisfaction will be monitored through the contract process.

Equality & Inclusion
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EQUALITY IMPACT AND RISK ASSESSMENT
Does the ‘project’ have the potential to:
• Have a positive impact (benefit) on any of the equality groups?
•

Have a negative impact / exclude / discriminate against any person or equality group?

•

Explain how this was identified? Evidence/Consultation?

•

Who is most likely to be affected by the proposal and how (think about barriers, access,
effects, outcomes etc.)

•

Please include all evidence you have considered as part of your assessment e.g. Population
statistics, service user data broken down by equality group/protected group

Please request guidance on Equality Groups/Protected Groups and their issues, this document may
help and support your thinking around barriers for the equality groups
Equality Group /
Protected Group

Positive
effect

Negative
effect

Neutral Please explain - MUST BE COMPLETED
effect

No discernible difference anticipated
There is a difference between age groups
and obesity, peaking around 65.
http://www.noo.org.uk/NOO_about_obesit
y/inequalities#d6886

Age

Most smokers start as teenagers: two-thirds
before the age of 18.
https://www.gov.uk/government/publicati
ons/health-matters-smoking-and-quittingin-england/smoking-and-quitting-inengland#who-smokes
In rare circumstance, a patient may feel
their disability is worsening due to lack of
treatment as part of this policy. If a
clinician deems their case to be clinically
exceptional, they can apply for funding via
an Individual Funding Request.



Disability

There is limited data on disability and
obesity
http://www.noo.org.uk/NOO_about_obesit
y/inequalities#d6886
Smoking is twice as common in people with
Equality & Inclusion
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longstanding mental health problems.
https://www.gov.uk/government/publicati
ons/health-matters-smoking-and-quittingin-england/smoking-and-quitting-inengland#who-smokes
Gender
Reassignment



No positive or negative effects anticipated

Pregnancy and
Maternity



No positive or negative effects anticipated



There is no straightforward relationship
between obesity and ethnicity, with a
complex interplay of factors affecting health
in minority ethnic communities in the UK
https://www.noo.org.uk/NOO_about_obesi
ty/adult_obesity/UK_prevalence_and_tren
ds



No discernible difference anticipated across
religious groups.



No difference between men and women for
obesity however men are more likely to be
overweight.

Race

Religion or Belief

Sex (Gender)

https://www.noo.org.uk/NOO_about_obesi
ty/adult_obesity/UK_prevalence_and_tren
ds


Lesbian and gay people are much more
likely to smoke than the general population.
http://www.ash.org.uk/files/documents/AS
H_985.pdf



No discernible difference anticipated.



No discernible difference anticipated

Sexual Orientation

Marriage and Civil
Partnership N.B.
Marriage & Civil
Partnership is only
a protected
characteristic in
terms of workrelated activities
and NOT service
provision
Carers
Deprived
Communities
Equality & Inclusion

Although there is no direct discernible
difference anticipated across communities.
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It should be noted that less deprived
patients may be unable to self-fund these
procedures.
Higher level of obesity and smoking in poor
community and lower socioeconomic
groups



Vulnerable Groups
e.g. Homeless, Sex
Workers, Military
Veterans

http://www.noo.org.uk/NOO_about_obesit
y/inequalities#d6886
https://www.gov.uk/government/publicati
ons/health-matters-smoking-and-quittingin-england/smoking-and-quitting-inengland#who-smokes
No discernible difference anticipated

SECTION 3 - COMMUNITY COHESION & FUNDING IMPLICATIONS
Does the ‘project’ raise any issues for Community Cohesion?
No issues identified.
What effect will this have on the relationship between these groups? Please state how will you
manage this relationship?
No issues identified however this will be reviewed post consultation based on feedback received from
these groups.
What is the overall cost of implementing the ‘project’?
Neutral – the project will release cost savings to focus on clinically evidenced care.
Please state: Cost & Source(s) of funding:
NA
This is the end of the Equality Impact section, please use the embedded checklist to ensure and
reflect that you have included all the relevant information

EI&RA
checklist_V1.0_11091
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SECTION 4 - HUMAN RIGHTS ASSESSMENT
If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required to complete a
Stage 2 Human Rights assessment (please request a stage 2 Human Rights Assessment from the
Equality and Inclusion Team), please bring the issues over from the screening into this section and
expand further using the Human Rights full assessment toolkit then embed into this section.
SECTION 5 - PRIVACY IMPACT ASSESSMENT
If the Stage 1 Equality Impact and Risk Assessment highlighted that you are required to complete a
Stage 2 Privacy Impact Assessment, please request a stage 2 Privacy Impact Assessment either from
the Equality and Inclusion Team or the Information Governance Team, email your completed stage
2 to your Information Governance Support Officer either at the CCG or CSU.
SECTION 6 – RISK ASSESSMENT
Please identity any possible risk for patients and / or the Clinical Commissioning Group if the project
is implemented without amendment. All risks will be monitored for trends and provided to the
project author when the project is due to be reviewed
IMPLEMENTATION RISK: CONSEQUENCE SCORE
MODERATE

MAJOR

CATASTROPHIC

Impact on the
safety of
patients, staff
or public
(physical /
psychological
harm

DOMAIN

Minimal injury
requiring no /
minimal
intervention or
treatment

INSIGNIFICANT

Minor injury or
illness, requiring
minor
intervention

Moderate injury
requiring
professional
intervention
RIDDOR / agency
reportable incident,
an event which
impacts on a small
number of patients

Incident leading to death.

Complaints /
Audit

Informal
complaint /
inquiry

Formal complaint
(Stage 1)
Local resolution
Single failure to
meet internal
standards
Reduced
performance
rating if
unresolved

Formal complaint
(Stage 2) complaint
Local resolution
(with potential to
go to independent
review)
Repeated failure to
meet internal
standards

Statutory Duty
/ Inspections

No or minimal
impact or breech
of guidance /
statutory duty

Breech of
statutory
legislation.
Reduced
performance
rating if
unresolved. For

Single breech in
statutory duty.
Challenging
external
recommendations /
improvement
notice.

Major
injury
leading
to longterm
incapacit
y/
disability.
Mismana
gement
of
patient
care with
longterm
effects
Multiple
complain
ts /
independ
ent
review
Low
performa
nce
rating
Critical
report
Multiple
breeches
in
statutory
duty.
Enforcem
ent

For example:
Unsatisfactory

Equality & Inclusion
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An event which impacts
on a large number of
patients

Inquest / Ombudsman
inquiry
Gross failure to meet
national standards
Severely critical report

Multiple breeches in
statutory duty.
Prosecution Zero
performance rating
Severely critical report.
For example: a
177

patient
experience which
is not directly
related to patient
care.
No action
required

example: a minor
impact on people
with a protected
characteristic has
been identified
that was agreed
to be accepted
within the scope
of the project.
No action
required.

Adverse
Publicity /
Reputation

Rumours
Potential for
public concern

Equality & Inclusion

Local media
coverage shortterm reduction in
public confidence.
Elements of
public
expectation not
being met
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For example: a
moderate impact
on people with a
protected
characteristic has
been identified.
This can be
resolved by making
amendments to the
project or providing
an objective
justification for not
amending the
project (This must
be published with
the EIA)

Local media
coverage.
Long-term
reduction in public
confidence

action
Low
performa
nce
rating
report

catastrophic impact on
people with a protected
characteristic has been
identified that may lead to
litigation or impact on
patient safety.

For
example:
a major
impact
on
people
with a
protecte
d
character
istic has
been
identified
.
Consider
ation
should
be given
to and
review
the
project
immediat
ely.
Q. Can
we make
amendm
ents to
the
project
or
provide
objective
justificati
ons? If
yes, this
must be
publishe
d the EIA.
National
media
coverage
<3 days
service
well
below
reasonab
le public
expectati
on

The project should be
stopped immediately

National media coverage >
3 days
MP concerned (questions
in the House)
Total loss of public
confidence
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Business
Objectives /
Projects

Insignificant cost
increase
No impact on
objectives

Finance
Including
Claims

Small loss risk of
claim remote

Frequency:
How often
might it / does
it happen?
Probability

Not expected to
occur for years

Expected to occur
annually

Expected to occur
monthly

Expected
to occur
weekly

Expected to occur daily

<1%

1.5%

6-20%

21-50%

>50%

Will only occur in
exceptional
circumstances

Unlikely to occur

Reasonable chance
of occurring

Likely to
occur

More likely to occur than
not occur

RARE

UNLIKELY

POSSIBLE

LIKELY

Insignificant

1

2

3

4

5

Minor

2

4

6

8

10

Moderate

3

6

9

12

15

Major

4

8

12

16

20

Catastrophic

5

10

15

20

25

<5 per cent over
project budget
Minor impact on
delivery of
objectives

5 – 10 per cent
over project budget

Noncomplian
ce with
national
10 – 25
per cent
over
budget
Major
impact
on
delivery
of
strategic
objective
s
Loss of 0.1 – 0.25
Loss of 0.25 – 0.5
Loss of
per cent of
per cent of budget
0.5 – 1.0
budget
Claims (s) between
per cent
Claim less than
£10,000 and
of
£10,000
£100,000
budget
Claim(s)
between
£100,000
and £1
million
IMPLEMENTATION RISK: LIKELIHOOD SCORE

Incident leading > 25 per
cent over project budget
Failure of strategic
objectives impacting on
delivery of business plan

Loss of >1 per cent of
budget
Claim(s) > £1 million

RISK MATRIX

RISK SCORE ON DRAFT PROJECT

ALMOST CERTAIN

RISK SCORE ON FINALISED PROJECT

6
WHAT ARE THE KEY REASONS FOR THE CHANGE IN THE RISK SCORE?

Equality & Inclusion
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EQUALITY IMPACT AND RISK ASSESSMENT AND ACTION PLAN
Risk identified

Actions required to
reduce / eliminate the
negative impact

Resources
required* (see
guidance below)

Adverse Publicity /
Reputation – potential

Open consultation,
press release and
contact email and
telephone number.

NA

Who
will
lead on
the
action?
Mike
Chantle
r

Target completion
date

End of consultation
(December)

‘Resources required’ is asking for a summary of the costs that are needed to implement the changes
to mitigate the negative impacts identified
SECTION 7 – ONGOING MONITORING AND REVIEW OF EQUALITY IMPACT ASSESSMENTS AND
ACTION PLANS
Please describe briefly, how the equality action plans will be monitored through internal CCG
governance processes?
Clinical Operations Group will monitor the above action plan.
Date of the next review of the Equality Impact Assessment section and action plan? (Please note: if
this is a project or pilot reviews need to be built in to the project/pilot plan)
Date: December 2016 following consultation
Which CCG Committee will be responsible for monitoring the action plan progress?
Clinical Operations Group will monitor the above action plan.
Who will be the responsible person in the organisation to ensure the action plan is monitored?
Nesta Hawker
FINAL SECTION
SECTION 8
Date sent to Equality & Inclusion (E&I) Team for quality check:
8th September 2016 stage 2 EIA submitted to Equality Business partner on 14.9.16 – final review
post consultation.
Date quality checked by Equality and Inclusion Business Partner:
16.9.16, returned for further amendment
Date of sign off by Equality and Inclusion Business Partner:
22.9.16
Signature Equality and Inclusion Business Partner:

Qurban Hussain
CCG Committee Name and sign off date:
Equality & Inclusion
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This is the end of the Equality Impact and Risk Assessment process: By now you should be able to
clearly demonstrate and evidence your thinking and decision(s).
To meet publishing requirements this document SHOULD NOW BE PUBLISHED ON YOUR
ORGANISATIONS WEBSITE.
•

Save this document for your own records

•

Send this document and copies of your completed Privacy Impact Assessment and Human
Rights Screening to equality.inclusion@nhs.net

Equality & Inclusion
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Appendix 3
Wirral Clinical Commissioning Group: Quality Impact Assessment Tool v1
Overview
This tool involves an initial assessment (stage 1) to quantify potential impacts (positive or negative) on quality from any proposal to change
the way services are commissioned and/or delivered. Where potential negative impacts are identified they should be risk assessed using the
risk scoring matrix to reach a total risk score.
Quality is described in 6 areas, each of which must be assessed at stage 1. Where a potentially negative risk score is identified and is
greater than (>) 8 this indicates that a more detailed assessment is required in this area. All areas of quality risk scoring greater than 8 must
go on to a detailed assessment at stage 2.
Scoring
A total score is achieved by assessing the level of impact and the likelihood of this occurring and assigning a score to each. These scores
are multiplied to reach a total score.
The following tables define the impact and likelihood scoring options and the resulting score: LIKELIHOOD

IMPACT

1

RARE

1

MINOR

2

UNLIKELY

2

MODERATE / LOW

3

MODERATE
/ POSSIBLE

3

4

LIKELY

5

ALMOST
CERTAIN

Risk
score

Category

SERIOUS

1-3

Low risk (green)

4

MAJOR

4-6

Moderate risk (yellow)

5

FATAL / CATASTROPHIC

8 - 12

High risk (orange)

15 - 25

Extreme risk (red)

A fuller description of impact scores can be found at
appendix 1.

LIKELIHOOD

IMPACT
1

2

3

4

1

1

2

3

4

5

2

2

4

6

8

10

3

3

6

9

12

15

4

4

8

12

16

20

5

5

10

15

20

25

Equality & Inclusion

5

Please take care with this assessment. A carefully completed assessment should safeguard against challenge at
a later date.

Page 25

182

Stage 1
The following assessment screening tool will require judgement against the 6 areas of risk in relation to Quality. Each proposal will need to be assessed
whether it will impact adversely on patients / staff / organisations. Where an adverse impact score greater than (>) 8 is identified in any area this will
result in the need to then undertake a more detailed Quality Impact Assessment. This will be supported by the Clinical Quality & Nursing team.
Title and lead for scheme:

Service Review

Brief description of scheme: The CCG will agree pathways for pre -operative medical optimisation

•

Promotion of smoking cessation & BMI reduction prior to elective non cancer surgery

Answer positive/negative (P/N) in each area. If N score the impact, likelihood and total in the appropriate box. If score > 8 insert Y for full assessment

Area of Quality

Impact question

Duty of Quality

Could the proposal impact positively or negatively on any of the following compliance with the NHS Constitution, partnerships, safeguarding children or
adults and the duty to promote equality?
Could the proposal impact positively or negatively on any of the following positive survey results from patients, patient choice, personalised &
compassionate care?
Could the proposal impact positively or negatively on any of the following –
safety, systems in place to safeguard patients to prevent harm, including
infections?
Could the proposal impact positively or negatively on evidence based practice,
clinical leadership, clinical engagement and/or high quality standards?
Could the proposal impact positively or negatively on promotion of self-care
and health inequality?
Could the proposal impact positively or negatively on - the best setting to
deliver best clinical and cost effective care; eliminating any resource
inefficiencies; low carbon pathway; improved care pathway?
Could the proposal impact positively or negatively as a result of staffing posts
lost?
Could this proposal impact positively or negatively with regard to estates, IT

Patient
Experience
Patient Safety

Clinical
Effectiveness
Prevention
Productivity
and Innovation
Vacancy
impact
Resource

Equality & Inclusion

P/N
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Impact

Likelihood

Score

N

3

2

6

Full
Assessment
required
N

N

4

4

16

Y

P

N

P

N

P

N

P

N

N and
P
NA

3

2

6

N
N
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Impact

resource, community equipment service or other agencies or providers e.g.
Social care/voluntary sector/District nursing

Please describe your rationale for any positive impacts here:
Prevention and promotion of self-care will impact positively on individuals who take more control over their care.
Productivity and Innovation will be improved through eliminating inefficiencies and focussing on cost effective clinical care.

Signature:

Equality & Inclusion

Designation:
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Stage 2

Description of impact
(Positive or negative)

What is the impact on the organisation’s duty to secure continuous
improvement in the quality of the healthcare that it provides and
commissions. In accordance with Health and Social Care Act 2008
Section 139?

Positive
Prioritising care to focus on cost
effective, high quality care

Does it impact on the organisation’s commitment to the public to
continuously drive quality improvement as reflected in the rights
and pledges of the NHS Constitution?

Positive
Prioritising care to focus on cost
effective, high quality care

Does it impact on the organisation’s commitment to high quality
workplaces, with commissioners and providers aiming to be
employers of choice as reflected in the rights and pledges of the NHS
Constitution?

Positive
Commitment to delivery in high quality
workplaces.

What is the impact on strategic partnerships and shared risk?

What is the equality impact on race, gender, age, disability, sexual
orientation, religion and belief, gender reassignment, pregnancy and
maternity for individual and community health, access to services
and experience of using the NHS (Refer to CCG Equality Impact
Assessment Tool)?
Are core clinical quality indicators and metrics in place to review
impact on quality improvements?

Will this impact on the organisation’s duty to protect children, young
people and adults?

Equality & Inclusion
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Overall
Score

Indicators

Likelihood

Area of
quality

Impact

Risk (5 x5 risk
matrix)
Mitigation strategy and monitoring
arrangements

NA

Positive
Prioritising care to focus on cost
effective, high quality care
Equality impact assessment tool
completed.

Current services are measured on
clinical quality indicators via the
contract meetings. Any incidents are
reported and investigated through
SBAR. Any recommendations are then
implemented.
No

185

PATIENT EXPERIENCE

There is potential to have an effect on
What impact is it likely to have on self
patient reported experience. This may be
reported experience of patients and service positive or negative depending on patient
users? (Response to national/local
view.
surveys/complaints/PALS/incidents)
How will it impact on choice?
Choice should not be affected as treatment
will be available/non available depending on
the outcome of the optimisation. It is not
envisaged that this process will reduce the
number of providers available.

CLINICAL EFFECTIVENESS

PATIENT SAFETY

Does it support the compassionate and
personalised care agenda?
How will it impact on patient safety?

4

4

16

Patient experience surveys will
evidence improved patient outcomes

Pathways must include relevant
information and options to assist
decision making by patients and public.

Yes – supports evidence based personalised
care.

How will it impact on preventable harm?
Will it maximise reliability of safety
systems?
How will it impact on systems and
processes for ensuring that the risk of
healthcare acquired infections is reduced?
What is the impact on clinical workforce
capability care and skills?
How does it impact on implementation of
evidence based practice?
How will it impact on clinical leadership?
Does it support the full adoption of Better
care, Better Value metrics?
Does it reduce/impact on variations in
care?
Are systems for monitoring clinical quality
supported by good information?

Equality & Inclusion
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Does it impact on clinical engagement?

PREVENTION

Does it support people to stay well?
Does it promote self-care for people with
long term conditions?
Does it tackle health inequalities, focusing
resources where they are needed most?

Signature:

Equality & Inclusion

Designation:
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PRODUCTIVITY AND
INNOVATION
VACANCY IMPACT

Does it ensure care is delivered in the most
clinically and cost effective way?
Does it eliminate inefficiency and waste?
Does it support low carbon pathways?
Will the service innovation achieve large
gains in performance?
Does it lead to improvements in care
pathway(s)?
Does the proposal involve reducing staff
posts? If so describe the impact this will
have
Is the loss of posts likely to impact on
remaining staff morale?
Can arrangements be made to prioritise
and manage workload effectively?
Are vacancies likely to impact on patient
experience?
Will services be negatively impacted by the
loss of posts for a short term, medium term
or longer term?

Equality & Inclusion
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Appendix 1.
Impact / Consequence score (severity levels) and examples of descriptors
1
Negligible
Informal
complaint/inquiry

2

3

4

5

Minor (Green)
Formal complaint (stage 1)

Moderate (Yellow)
Formal complaint (stage 2)
complaint

Major (Orange)
Multiple complaints/ independent
review

Catastrophic (Red)
Gross failure of patient safety if
findings not acted on

Local resolution

Local resolution (with potential to
go to independent review)

Low performance rating

Inquest/ombudsman inquiry

Single failure to meet internal
standards

Repeated failure to meet internal
standards

Critical report

Gross failure to meet national
standards

Minor implications for patient
safety if unresolved

Major patient safety implications if
findings are not acted on

Late delivery of key objective/
service due to lack of staff

Uncertain delivery of key
objective/service due to lack of
staff

Non-delivery of key
objective/service due to lack of staff

Unsafe staffing level or
competence (>1 day)

Unsafe staffing level or
competence (>5 days)

Ongoing unsafe staffing levels or
competence

Low staff morale

Loss of key staff

Loss of several key staff

Poor staff attendance for
mandatory/key training

Very low staff morale

No staff attending mandatory
training /key training on an ongoing
basis

Reduced performance rating if
unresolved
Short-term low staffing
level that temporarily
reduces service quality
(< 1 day)

Low staffing level that reduces
the service quality

No staff attending mandatory/ key
training
No or minimal impact
on breech of guidance/
statutory duty

Rumours

Equality & Inclusion

Breech of statutory legislation

Single breech in statutory duty

Enforcement action

Multiple breeches in statutory duty

Reduced performance rating if
unresolved

Challenging external
recommendations/ improvement
notice

Multiple breeches in statutory duty

Prosecution

Improvement notices

Complete systems change required

Low performance rating

Zero performance rating

Critical report

Severely critical report

National media coverage with <3
days service well below
reasonable public expectation

National media coverage with >3
days service well below reasonable
public expectation. MP concerned
(questions in the House)

Local media coverage –

Local media coverage –

short-term reduction in public
confidence

long-term reduction in public
confidence
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Potential for public
concern

Elements of public expectation
not being met

Insignificant cost
increase/ schedule
slippage

<5 per cent over project budget

5–10 per cent over project budget

Non-compliance with national 10–
25 per cent over project budget

Incident leading >25 per cent over
project budget

Schedule slippage

Schedule slippage

Schedule slippage

Schedule slippage

Key objectives not met

Key objectives not met

Small loss Risk of
claim remote

Total loss of public confidence

Loss of 0.1–0.25 per cent of
budget

Loss of 0.25–0.5 per cent of
budget

Uncertain delivery of key
objective/Loss of 0.5–1.0 per cent
of budget

Non-delivery of key objective/ Loss
of >1 per cent of budget

Claim less than £10,000

Claim(s) between £10,000 and
£100,000

Claim(s) between £100,000 and
£1 million

Failure to meet specification/
slippage

Purchasers failing to pay on time

Loss of contract / payment by
results
Claim(s) >£1 million

Loss/interruption of >1
hour

Loss/interruption of >8 hours

Loss/interruption of >1 day

Loss/interruption of >1 week

Permanent loss of service or facility

Minimal or no impact
on the environment

Minor impact on environment

Moderate impact on environment

Major impact on environment

Catastrophic impact on environment

Likelihood score
1
Rare
This will probably
never happen/recur

Equality & Inclusion

2

3

Unlikely
Do not expect it to
happen/recur but it is possible it
may do so

Possible
Might happen or recur occasionally
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4

5

Likely

Almost certain

Will probably happen/recur but it is
not a persisting issue

Will undoubtedly happen/recur,
possibly frequently
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EQUALITY IMPACT & RISK ASSESSMENT STAGE 1 SCREENING TOOL
Organisation:

Service:

Wirral CCG

Service Review

Project Lead:
Nesta Hawker

Service Area:
Pre-operative medical optimisation - promotion of smoking cessation and BMI reduction
prior to elective, non-cancer surgery

Person responsible for this Assessment:

Date of Review:

Nesta Hawker

05/09/2016

Brief explanation of what is happening / being assessed (MAX 1000 CHARACTERS)
The CCG is proposing the introduction of pre-operative medical optimisation process .This will include the pathways to support people with a BMI of equal or greater than 30 to be offered tier 2 weight
management services, pathway to refer smokers to smoking cessation or both if required.
This EIA relates to proposal for patients to stop/reduce smoking and reduce BMI prior to elective, non cancer surgery

QUESTION
No.

EQUALITY IMPACT

type
y or n

Comments (provide example)
Example

(click for examples)

1

Does this issue plan to withdraw a service, activity or
presence?

n

2

Does this issue plan to reduce a service, activity or
presence?

y

3

Does this issue plan to introduce or increase a charge for
Service?

n

4

Does this issue plan to change to a commissioned service?

y

5

Does this issue plan to introduce, review or change a policy,
strategy or procedure?

y

6

Does this issue plan to introduce a new service or activity?

n

7

Is this primarily about improving access to, or delivery of a
service?

n

8

Does this affect employees or levels of training for those
who will be deliivering the service?

n

9

Does this issue affect Service users?

y

10

Can you foresee a negative impact on any Protected
Characteristic Group(s)? If YES please state what these could
be.

y

11

Have you got any general intelligence (research,
consultation, etc.)? If YES please list any related documents.

y

12

Have you got any specific intelligence (research,
consultation, etc.)? If YES please list any related documents.

y

13

Have you taken specialist advice? (Legal, E&I Team, etc). If
YES please state.

n

No specialist advice has been sought however it is based on National research into post surgical
outcomes and best practice from other areas.

14

Have you considered your Public Sector Equality Duty?
Please provide a rationale.

n

This has been considered however it is felt that medically optimising patients is best practice and
therefore doesnt require consultation.

15

Do you plan to publish your information? Include any
"Decision Reports"

Y

16

Can you minimise any negative effect? Please state how.

Y

17

Do you have any supporting evidence? If YES please list the
documents.

Y

18

Have you/will you engage with affected staff and users on
these proposals?

y

The CCG wishes to support patients to be as medically optimised as possible prior to surgery.
The CCG believes that the proposals listed above will help to reduce the deficit and allow spending on
other priority services. We understand however, that there will be an impact on those directly affected and
are keen to find out exactly what that impact will be before we make a decision.
Yes this issue affects service users as some surgical procedures may be delayed or not offered due to
patients lifestyle choice.
This is not anticipated to negatively affect any of the protected characteristic groups.

EQUALITY RISK

Comments (provide example)
The CCG has reviewed other CCG policies and is in line with similar proposals and relevant guidance
Some research has been conducted into prevalence and any potential impact on protected characteristic
groups.

Yes, a paper will be taken to Governing Body papers published on CCG website.
GPs to discuss alternative treatment options and signpost to private providers where appropriate.
Quality Impact Assessment.

At point of referral, GPs and other health professionals will engage with patients regarding these
pathways.

IMPACT

600

There will be some impact. You should undertake a Stage 2 assessment

RISK

200

There is a high risk
HUMAN RIGHTS IMPACT

Comments (provide example)

19

Will the policy/decision or refusal to treat result in the death
of a person?

n

20

Will the policy/decision lead to degrading or inhuman
treatment?

n

21

Will the policy/decision limit a person’s liberty?

n

22

Will the policy/decision interfere with a person’s right to
respect for private and family life?

n

23

Will the policy/decision result in unlawful discrimination?

n

24

Will the policy/decision limit a person’s right to security?

n

25

Will the policy/decision breach the positive obligation to
protect human rights?

n

26

Will the policy/decision limit a person's right to a fair trial
(assessment, interview or investigation)?

n

27

Will the policy/decision interfere with a persons right to
participate in life?

n

RISK

0

There is little chance of Human Rights breach. There is no requirement to carry out a Stage 2 assessment
PRIVACY IMPACT

Comments (provide example)

28

Will the project involve the collection of new information
about individuals?

n

29

Will the project compel individuals to provide information
about themselves?

n

30

31

Will information about individuals be disclosed to
organisations or people who have not previously had routine
access to the information?
Are you using information about individuals for a new
purpose or in a new way that is different from any existing
use?

n

32

n

33

Will the project result in you making decisions about
individuals in ways which may have a significant impact on
them? e.g. service planning, commissioning of new
services.

n

34

Is the information to be used about individuals’ health
and/or social wellbeing?

n

35

Will the project require you to contact individuals in ways
which they may find intrusive?

n

0

The process will not result in any additional information, above and beyond what is already gathered,
being taken or shared.

n

Does the project involve you using new technology which
might be perceived as being privacy intrusive? For example,
the use of biometrics or facial recognition.

RISK

The pathways will improve patient outcomes and as such will not affect a person's human rights.

There is little chance of a Privacy breach. There is no requirement to carry out a Stage 2 assessment

PLEASE SEND YOUR COMPLETED STAGE 1 SCREENING TOOL TO THE EQUALITY & INCLUSION TEAM EMAIL: equality.inclusion@nhs.net
GENERAL GUIDANCE
Please use the comments section to explain any 'RED' scores or to further elaborate what is being assessed is necessary
All 'RED' scores will require further action in future planning regardless of the requirement to carry out Stage 2 approaches.

Signature of person completing the screening tool:
Heather Harrington

Comments (MAX 250 CHARACTERS)
Hi Jess, please see updated version attached - does this meet requirements? Thanks. Are you aware of prevalence of smoking and obesity in protected characteristic groups?
Thanks.

Signature of Equality & Inclusion Business Partner & Date
EIA stage 1 submitted 24.8.16 / 5.9.16 signed off 19.9.16

Comments (MAX 250 CHARACTERS)
Please complete stage 2 EIA thank you
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Director of Corporate Affairs Report
Agenda Item:

6.1

Reference

GB 16-17/0022

Public / Private

Public

Meeting Date

01.11.2016

Lead Officer/Author
of paper

Paul Edwards – Director of Corporate Affairs

Contributors
Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

Link to current
strategic objectives

2 Enhance the quality of life for people with long term conditions
4 Ensuring people have a positive experience of care

To Approve
To Note

Yes

To Ratify
Summary

Report summaries the key activities undertaken by the Director of Corporate of Affairs
for noting by the Governing Body.

Comments

N/A

Next Steps/
Recommendations

•

Note the update report

What are the implications for the following (if not applicable please state why):
Financial

Does the report consider the financial impact?
Any financial aspects of the update report will be included within the Chief Financial
Officer’s Report (where applicable)

Value For Money

Does the report consider value for money?

Risk

Is there a documented risk assessment? Any risks arising from the content of
update report will be detailed in supplementary reports included on the Governing
Body agenda (Risk Management). The update report will indicate this where
applicable.

Legal

Are there any legal implications and has legal advice been obtained? Any
legal implications arising from the update report will be detailed in supplementary
reports included on the Governing Body agenda. If any legal advice has been
obtained in relation to any aspect of the update report then this will be indicated in
the report content.

Patient and Public

Does the report provide evidence whether there could be a positive or

As above
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Involvement (PPI)

negative impact on patients and public?
Any Patient and Public Involvement aspects of the update report will be included
within the Director of Corporate Affairs’ Report (where applicable)

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) Any Equality & Human rights implications arising from the update
report will be detailed in supplementary reports included on the Governing Body
agenda with an associated Equality Impact Assessment (EIA)

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff?
Any workforce related aspects of the update report will be included within the
Director of Corporate Affairs’ Report (where applicable)

Partnership Working

Does the report evidence a partnership working in its development?
Evidence of partnership working will be incorporated into the update report (where
applicable)

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? n/a

Any performance related aspects of the update report will be included within the
Director of Commissioning’s Report (where applicable)

Do you agree that this document can be published on the website?
(If not, please note that it may still be subject to disclosure under Freedom of Information Freedom of Information Exemptions



This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
for other special reasons stated in the resolution. If this applied, items must be submitted to the private
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business section of the Board (Section 1 (2) Public Bodies (Admission to Meetings) Act 1960). The
definition of “prejudicial” is where the information is of a type the publication of which may be inappropriate
or damaging to an identifiable person or organisation or otherwise contrary to the public interest or which
relates to the provision of legal advice (for example clinical care information or employment details of an
identifiable individual or commercially confidential information relating to a private sector organisation).
If a report is deemed to be for private business, please note that the tick in the box, indicating whether it
can be published on the website, must be changed to an x.
If you require any additional information please contact the Lead Officer.
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Report Title
Lead Officer

Corporate Affairs Report – Governing Body – 1st November 2016
Paul Edwards, Director of Corporate Affairs

Contributors

Laura Wentworth, Corporate Affairs Manager
Michael Chantler, Head of Communications and Engagement
• Note key messages in report

Recommendations

1. 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.
2. KEY ISSUES / MESSAGES
•

Emergency Preparedness, Resilience and Response (EPRR)
o

Industrial Action
• The British Medical Association (BMA) has called off the industrial action planned for
September to December.

o

Feedback from groups
•

Local Resilience Forum (LRF):
• NHS England represents the NHS at the main LRF group.
• No issues raised for the CCGs at the last meeting.

•

Local Health Resilience Partnership (LHRP) meeting:
• No issues raised for the CCGs at the last meeting.

o

Changes to CCG On-Call Responsibilities
• From 1st September 2016, the CCG’s on-call manager will be expected to attend the
Tactical Co-ordination Group, if required to do so by NHS England. This reflects the
requirements in the EPRR Framework 2015 that states “CCGs are to support NHS
England in discharging its EPRR functions and duties locally, including supporting health
economy tactical co-ordination during incidents.”

o

Exercises
• An on-call manager from the CCG attended the COMAH exercise held on 14th
September 2016, to provide support to the NHS tactical commander.

o

Business Continuity
•

Test exercises were held on the 23rd and 30th September to test the Business Continuity
plan for the CCG. Following these test exercises, the Business Impact Analysis
195

templates for each team are currently being updated following test exercises held in
September 2016.
o

•

Commissioning Support
o

o
o

•

Annual Submission for 2016 Assurance Process
• A suite of documents was submitted to NHS England in September 2016 in line with the
CCG assurance evidence requirements. These documents included:
• Compliance statement
• The assurance sheet containing evidence against standard
• Development plan again core standards elements
• Minutes of the Governing Body meeting to evidence that the above documents
have been approved

The CCG contracts for the following elements from Midlands and Lancashire Commissioning
Support Unit (MLCSU): End to End services (including areas such as Human Resources and
Communications). Medicines Management, Individual Exceptional Funding Requests and
Retrospective Continuing Health Care
Directors and Heads of Service have been continuing to meet with key CCG staff to discuss service
delivery moving forward.
Now that MLCSU has implemented new service structures and concluded its formal organisational
change process, PE has initiated a monthly contract review meeting with MLCSU to monitor
performance across the service lines. At present, two areas are of concern: Communications and
Retrospective Continuing Health Care. For Communications, the service model has not delivered
the outcomes the CCG requires, so a meeting has taken place to change the service offer to be
more in line with the CCG requirements. It is expected that the new service model will be in place
by mid-November. For Retrospective Continuing Health Care (Previous Unassesed Periods of
Care), whilst the trajectories have been met, MLCSU has been unresponsive and unclear in dealing
with disputes/reviews to the decisions made in the time that MLCSU was dealing with these cases,
in spite of the fact that an agreement was reached that MLCSU would deal with these. This has
been escalated to the MLCSU Service Director.

Communications and Engagement
o

Communications and Engagement – Strategy Development
•

Following the approval of the Communications and Engagement Strategy in July 2016, the
focus has been on building the structure and platform for the CCG to effectively
communicate and engage with the local population. The Governing Body will receive an
update report in November detailing the actions to date which also acknowledges the focus
on collaborative working across the Wirral Health Economy and across the wider Cheshire
and Merseyside Sustainability and Transformation Planning (STP) area. A further updated
action plan will be submitted to Governing Body in early 2017 following the publication of the
STP and reflecting the impact and associated work plan for Wirral and Cheshire.

o Communications and Engagement – Activity:
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•

•

•

•

•

•

•
•

•

Consultation Activity – Post consultation reports in relation to Gluten Free
Prescribing/Over the Counter Medications/PLCV and the Homeopathy Service were
submitted to the Governing Body in October 2017. The outcome of the discussions was
communicated via the CCG website and in particular the Homeopathy Service received local
and regional media attention.
Annual General Meeting – The CCG AGM was held on 29/9/16 at the Williamson Art
Gallery. The meeting was expanded in its scope from previous years and was attended by
over 50 people, there were presentation from each CCG Director and a question and answer
session was facilitated by the Director of Corporate Affairs. The meeting also featured
stands from CCG teams and local groups including Healthwatch and WIRED.
Digital Media Development – Following resource approval by the CCG Operational
Management Team in September 2016, proposals to develop the CCG digital media
capability has been progressed. This will be principally based on a new NHS Wirral website,
a revised members website and new intranet for CCG staff. An initial action was to
implement the Browsealoud application to the existing website to ensure it is fully
accessible.
Patient Voice Meeting – 12th July 2016 The last meeting of the Patient Voice Group
focused on concerns in relation to the Community Phlebotomy Service provided by Wirral
Community NHS Foundation Trust. The group received an update form the Trust and had
the opportunity to discuss concerns with representatives of the service.
Communications and Engagement workshops – A key component of how the CCG will
communicate and engage is to establish collaborative working with local health partners.
Two workshops have been held to date to date to establish common synergies and a wider
health system plan will be developed for 2017/18, which will incorporate STP/LDP planning
as well as local priorities.
Wirral Health Equality Advisory Group – Following discussions with Healthwatch Wirral
and Wirral Change, a proposal is in development for the establishment of a health advisory
group to represent and engage with those members of the community with protected
characteristics.
Mental Health Strategy Development - Support for the Mental Health Strategy
Development has continued with the design for engagement activity in partnership with
Healthwatch Wirral.
Sustainability and Transformation Plan (STP) – The STP planning across Cheshire and
Merseyside is continuing and the Head of Communications and Engagement will act as the
lead for communications and engagement for the Wirral and Cheshire Local Delivery Plan
(LDP) area.

Policies
o

At the Quality Performance & Finance Committee (QPF) held in August 2016, the following
policies were reviewed and approved:
•

•

Safeguarding Supervision for Named professionals in Commissioned Services – This
policy was reviewed in accordance with practice requirements. The changes included:
• References to strategy documents
• Supervisee posts changed to account for organisational changes in provider
organisations
Conflicts of Interest Policy – This policy has been updated in line with NHS England’s
Managing Conflicts of Interest: Revised statutory guidance for CCG’s.
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o

At the Quality Performance & Finance Committee (QPF) held in September 2016, the following
policies were reviewed and approved:
•
•

o

•

Information Governance Handbook – This policy handbook replaces all previously used
Information Governance policies.
Non-Medical Prescribers Policy – This policy was amended to enable standardisation of
the 3 Non-Medical Prescribers policies previously used by Warrington, West Cheshire
and Wirral.

Following approval of these policies, they have been replaced on the staff intranet and on the
public facing website, where appropriate.

Statutory and Mandatory Training
The training compliance as at September 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

94%
96%
84%
93%
93%
85%
93%
93%

The target compliance rate for all Statutory and Mandatory training is 85% and overall for the
CCG the overall compliance rate is 91%. To note, this overall compliance rate remains the
same from the previous reporting period of June and July 2016.
The new on-line training system continues to have 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 non-compliance.
Face to face training sessions have been arranged for all to staff to attend in relation to
Information Governance, from the team within Midlands and Lancashire Commissioning
Support Unit
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•

Complaints
Within the reporting period of 12th August 2016 to 10th October 2016, 35 new complaints were
received, all off of which were acknowledged within 3 working days of receipt in line with
national guidance.
Trends from this and previous periods identifies 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 Requests).
There have also been a high number of complaints received in relation to the changes that have
been made to the Phlebotomy Service, although these only appear to be from patients from one
GP Practice at present. All complaints are regarding the same theme of the length of wait before
patients are allocated with an appointment.
There were 3 complaints escalated to the Parliamentary and Health Service Ombudsman
(PHSO) within this reporting period. One related to care and treatment provided by Spire
Healthcare (Murrayfield Hospital) and one related to a patient’s eligibility for Continuing
Healthcare (CHC) funding, of which the CCG are currently awaiting an update from the PHSO
as to whether any further action will be required. The third related to patients eligibility for
further assessment of CHC. The final investigation report for this has been received and the
PHSO have confirmed they will be upholding this complaint and recommendations have been
received of which are currently being undertaken by the CCG, in line with the timescale set by
the PHSO.
There were 42 complaints closed within this reporting period (some of which were received in
the previous reporting period). Of the complaints received, 6 were reopened within this reporting
period as further queries were raised by the complainant for investigation, in relation to the
original concerns raised.
Of the complaints received regarding CHC Retrospective Reviews, 8 extensions of time were
requested by the CHC Team due to the lack of clinical presence within the team and
subsequently extension requests were sent to all of the open complaints to advise of new
timescales for response foe each of the cases. The is being monitored by the Corporate Affairs
Manager and has also been flagged with the Director of Corporate Affairs and Director of
Quality and Patient Safety and to the CHC Retrospective Review Lead within Midlands and
Lancashire CSU.
There were also extensions of times for 4 complaints, in each case due to a delay in the CCG
receiving third party responses:
The remaining 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, where
applicable, were provided in all complaint responses, in line with the national standards for
managing complaints and National Health Service Complaints (England) Regulations 2009.
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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 42 feedback
forms sent, 1 was completed and returned to the Corporate Affairs Team which indicated
positive comments in relation to the way the complainants concerns had been managed.
•

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 50 (26 in August and 24 in September) PALS enquiries received within the reporting
period of 1st August 2016 and 30th September 2016. The two dominant areas of these were
related to Wirral University Teaching Hospital NHS Foundation Trust and GP Practices.
Of the 50 calls received by the PALS office, 15 contacts were from callers raising a concern, 12
were queries being raised, 5 were requests for information and 18 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).
(Source: Monthly PALS report provided from Wired)

•

MP Enquiries
Within the reporting period of 12th 2016 to 10th October 2016; 6 new enquiries were received, all
of which were acknowledged within 3 working days.
There were 6 MP enquiries responded to and closed within this period. 5 of the MP enquiries
were investigated and responded to within the CCG’s target Key Performance Indicator of 20
working days, however, the remaining 1 was responded to on day 29 working days, as there
was a delay in the response being provided by Wirral Community NHS Foundation Trust.
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•

Freedom of Information (FOI) requests
Within the reporting period of 1st August 2016 to 30th September 2016, 50 new FOI requests
were received (25 in August and 25 in September). The subjects of the FOI requests received
are detailed below (split by month):

Subject
CCG Commissioning
CCG Structure / Intentions / Plans
Continuing Healthcare
Contracts and Procurement
Finance and Expenditure
HR
ICT
Medicines Management
Mental Health
Other
Primary Care
Total

Number Received
11
2
3
3
6
0
1
4
6
10
4
50

The graphs below provide a breakdown of the subject of FOIs received by month:
August 2016:

Breakdown of FOIs received during August 2016
4%
12%

CCG Commissionining

16%

CCG Intentions / Plans

4%
12%
12%

Contracts / Procurement
Finance / Expenditure
Other
ICT

4%

Medicines Management

12%
24%

Mental Health
Primary Care
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September 2016:

Breakdown of FOIs received during September 2016
CCG Commissionining

12%
28%
12%

CCG Intentions / Plans
Continuing Healthcare (CHC)
Finance / Expenditure

4%

Other

4%
16%

12%
12%

Medicines Management
Mental Health
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. Therefore, the CCG were fully compliance in managing and responding to
all FOI requests within this reporting period.
Subject Access Requests (SARs)
There were 6 SARs received within the period of 1st August 2016 to 30th September 2016 (4
were received from solicitors and 2 received from the patient themselves / individuals).
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.

3. IMPLICATIONS
The CCG will actively seek to ensure Statutory and Mandatory training targets are continued to be
complied with by reiterating messages for new starters in regard to early completion of all training
modules.
4. CONCLUSION
Governing Body members are asked to note the contents of the report.
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Link to CCG
Strategic System
Plan

1 Patient and primary care centric and based on high quality primary care, secondary
and community services
2 Rigorously developed and agreed care pathways working together with patients to
secure their help, understanding, ownership and support of the needed changes
3 Commissioned services which have a sound evidence base
4 Provides greater equality of access to all

Link to current
strategic
objectives

2 Enhance the quality of life for people with long term conditions
4 Ensuring people have a positive experience of care

To Approve
To Note

Yes

To Ratify
Summary

This paper details the key initial implementation milestones for the Communications
and Engagement Strategy which was approved by the CCG Governing Body in July
2016. Given the rapidly changing landscape which exists within the NHS nationally
and locally, the principle basis of this plan is twofold. Firstly, to provide a platform and
structure for the CCG to communicate and engage in order to meet its statutory duties
and secondly to provide the mechanisms for the CCG to work as part of the wider
health and social care system as transformation activity gathers pace in the
short/medium term. In addition, the plan details how the CCG will communicate and
engage with staff and members.

Comments

N/A

Next Steps/
Recommendations

•
•

Note the report an initial action plan
Receive a further updated plan in February 2017
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Does the report consider the financial impact?
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Value For Money

Does the report consider value for money?

Risk

Is there a documented risk assessment?

Legal

Are there any legal implications and has legal advice been obtained?
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n/a

No
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Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? Yes
Report provides the initial actions on how the Communications and Engagement
Strategy will be delivered.

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) n/a

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? Yes
Report incorporates specific actions to communicate with and engage CCG staff
and members.

Partnership Working

Does the report evidence a partnership working in its development?

Yes

Report highlights the need for communications and engagement activity to be
increasingly planned on a partnership approach.

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
n/a

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? n/a
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Report Title

CCG Communications & Engagement Strategy – Implementation Plan

Lead Officers

Michael Chantler – Head of Communications and Engagement

Contributors

Recommendations

To note the progress in the Implementation Plan and actions scheduled for
completion

1. INTRODUCTION
This paper details the key initial implementation milestones for the Communications and Engagement
Strategy which was approved by the CCG Governing Body in July 2016. Given the rapidly changing
landscape which exists within the NHS nationally and locally, the principle basis of this plan is twofold.
Firstly, to provide a platform and structure for the CCG to communicate and engage in order to meet its
statutory duties and secondly to provide the mechanisms for the CCG to work as part of the wider
health and social care system as transformation activity gathers pace in the short/medium term. In
addition, the plan details how the CCG will communicate and engage with staff and members.
This plan will detail the initial actions required to begin to meet the aims of the strategy rather than
provide a wide ranging plan to cover the lifecycle of the strategy. The rationale for this is based on the
changing environment and therefore actions in the future will be flexible to the needs of the CCG and
wider system, utilising the platform and structures provided by this plan.
2.

COMMUNICATIONS AND ENGAGEMENT – FUNCTIONAL RESPONSIBILITIES
The Communications and Engagement team within the CCG provides a number of functions to support
the organisation in meeting its duties as well as delivering key communications and engagement
activity. A key principle of the function is to work with teams to incorporate communications and
engagement into their planned activity by acting in a specialist advisory capacity. This ensures that this
important activity is not considered to be devolved to a corporate team but rather to be integral to the
way teams think about how they engage with the public and service users.
Function
Ensure the CCG meets its
statutory duty to engage and
consult

Provide a positive outward
facing image of the CCG locally

Delivery mechanism
• Establishment of consultation guidelines and
framework
• Support commissioning teams to incorporate
engagement and consultation into their operational
plans to ensure they are integral to their functions
• Advising on engagement methodology and delivery
• Developing and maintaining relationships between
key stakeholders
• Provide assurance to the CCG Governing Body that
statutory duties are being met when CCG is in formal
consultation
• Pro-active and reactive media management
• Delivery and maintenance of CCG website as the
principle platform for communication
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•

Development of visual/social media to support the
organisations plans, especially in relation to
transformation activity

Internal communications

•

External communications

•
•
•

Delivery of multiple channels to communicate with
staff inc: Weekly bulletin/profiling teams/pod casts
from senior leaders
Providing design for external communications
Advising on content for external publications
Providing senior support to the staff engagement
group
Work with staff engagement group on a work plan that
positively develops organisational culture
Providing the basis to communicate activity with the
wider staff team
Delivery of multiple channels to communication with
members inc: Weekly bulletin/profiling teams/pod
casts from senior leaders & clinicians
Use of webinars/forums to develop engagement with
practices
Supporting the delivery of members events

Staff engagement

•
•
Member engagement

•
•
•

3. STRATEGY IMPLEMENTATION – INITIAL ACTIONS
Digital media channels
The Communications and Engagement Strategy highlighted that the CCG digital media capability was
insufficient to meet current and future requirements. The action detailed below will provide a platform to
have multiple channels that the CCG can use for its own requirements but also to work in partnership
with providers and other CCGs.
The NHS Wirral CCG website will be the main development with the aim of this being less corporate
focused and having more of a public/patient feel to facilitate communication and engagement on a
number of levels. The NHS Wirral brand will be at the forefront and to the public this would be viewed
as the primary portal to obtain information about the NHS locally and how to access and navigate the
local health system. This will also provide a platform to engage the public effectively about the
transformation changes required as part of the CCG operational plan and the STP/LDP programme.

Requirement

Actions

Target date

Status
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Development of
new NHS Wirral
website

Revised CCG staff
intranet
New GP members
website
Visual media
resources

1. Resource proposal
developed for
approval by CCG
operational
management team
2. Review of
capability of
existing website to
identify gaps
3. CSU redesign
proposal for
approval
4. Existing content
review
5. Design briefing for
CSU build
6. CSU build
7. Revised website
approval
8. Website live
As above

1.
2.
3.
4.

September 2016
September 2016
September 2016
Content Review
(Nov 16)
5. Website build
(Dec 16)
6. Website live (Feb
17)

1. Completed
2. Completed
3. Completed

1. Jan 17

Pending completion

As above
1. Development of
visual media
capability to be
utilised in local
health economy
campaigns

Communication and Engagement – Staff
There has been a lack of structure to how CCG staff are communicated with and engaged. This has
been limited to a weekly face to face briefing which does not provide an appropriate platform for staff to
receive information or ask questions and as such there is no consistent way in which information is
cascaded to staff through the CCG structure. In addition, the existing staff forum has been used as a
mechanism for staff to raise issues that in the main are related to working environment/infrastructure.
This group has struggled to find a focus and as such it does not provide an appropriate way to facilitate
effective two way communication between staff and management. It is proposed that this forum is
revised to become a staff engagement group which will focus their activity on promoting a positive staff
culture.

Requirement
Development of
new channels for
staff communication

Actions
1. Development of a
new intranet site
to support

Target date
1. Feb 17
2. Nov 16
3. Feb 17

Status
All actions pending
completion
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2.

3.

Developing staff
engagement

1.

2.

communication to
staff
Weekly bulletin to
staff detailing key
messages about
CCG activity and
plans
Development of
more interactive
channels for staff
to engage with
each other to
develop a positive
culture
Staff forum
transition to staff
engagement
group
Support staff
engagement
group to develop a
work plan that
supports staff
wellbeing,
involvement and
satisfaction/culture

1. Nov 16
2. Nov 16

Communication and Engagement – Public
The Communications and Engagement Strategy detailed that there was a need to utilise the NHS
Wirral brand that the public recognise easily and can be used to deliver local system wide
communications about the NHS whilst recognising and acknowledging local providers need to utilise
their own brand identities for their services. The redesign of the CCGs external communications
channels will feature NHS Wirral prominently and campaigns moving forward will utilise this brand to
deliver
system
wide
communications.
The main activity for CCG engagement in the short term is in relation to the need to consult on service
changes and to date four formal consultations have been completed which have had good responses
from stakeholders and the public. This has enabled the CCG Governing Body to make informed and
evidence based decisions in response to proposals. However, the wider context on what and how the
CCG will engage and communicate over the next four years will be aligned to the wider Sustainability
and Transformation Plan (STP) for Cheshire and Merseyside which, once published will need to be
locally interpreted to plan actions.
This will require much more collaborative communications and engagement planning locally
(CCG/Provider/Public Health/Local Authority) and across a wider Wirral and Cheshire footprint with
other CCCs and providers. Therefore the initial actions in this plan are in relation to the establishment
of collaborative working groups to facilitate this work while the CCG engages and consults on its short
term commissioning plans. How the previous Healthy Wirral brand will be utilised to support
transformation activity has yet to be determined although this will need to be aligned to wider NHS
Wirral communications and engagement activity.
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There will be an increasing focus on the use of digital media as well as using more traditional means of
engagement such as focus groups and public meetings.
Requirement
Develop
engagement
and
consultation
guidelines for
the CCG to
meet its
statutory duties
Development of
a collaborative
group to deliver
system wide
campaigns that
impact on the
heath economy
as a whole
Align
collaborative
communication
s group work
plan with major
system work
streams, (eg:
Urgent Care)
Review existing
CCG
stakeholder
map to ensure
any gaps are
identified and
addressed

Actions
1. Development of guidelines for
engagement and consultation
2. Agreement to new guidelines
by Operational Management
Group

Target date
1. April 2016
2. April 2016

Status
1. Completed
2. Completed

1. Establish new group to include
NHS providers and other
partners

1. August 2016

1. Completed

1. Complete collaborative
planning workshops to align
activity, starting with Urgent
Care
2. Develop health economy wide
campaign plan

1. October 2016
2. Jan 17

1. Completed

1. Complete stakeholder
mapping exercise

1. August 2016

1. Completed

Member Engagement
Responsibility for member engagement transferred to the Communications and Engagement team in
May 2016. Actions have been progressed to refresh communication and engagement channels and the
revised members website will be launched in January 2017 which will facilitate a more interactive
approach between the CCG and its members.
There are eight Protected Learning Time sessions that are currently organised by the Communications
and Engagement team which does not align with the functional responsibility of the team. This was due
to this not being reviewed when responsibility for member engagement transferred from the Primary
Care Team in June 2016. As these sessions predominately relate to clinical practice development then
the organisation of these will need to be the responsibility of the directors responsible for clinical
practice
development.
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Requirement
Revise weekly
bulletin to
member
practices so it is
more visually
appealing and
useful
Incorporate
additional
requirements
into revised
Members
website
Establish new
support
structure for
member
localities (based
on 4
parliamentary
constituencies)
Revised method
for members
meetings to
facilitate more
interactive
working and
feedback

Actions
1. Utilise Mail Chimp to refresh
weekly bulletin

Target date
1. August 2016

Status
1. Completed

See ‘Digital Media’ section

1. Develop locality leads
including Director
lead/Finance/BI/Commissioni
ng/Head of Service
2. Undertake planned practice
visits

1. August 2016
2. October 2016

1. Completed
2. Ongoing

1. Develop revised approach
with members chair
2. Implement revised approach

1. August 2016
2. August 2016

1. Completed
2. Completed

4. NEXT STEPS
The Governing Body is asked to note the progress in this report. It is recommended that a further plan
is submitted in February 2017 which will provide a longer term view of key communications and
engagement activity. This further plan will incorporate actions that acknowledges the collaborative
approach outlined in this paper and recognises the current transformation planning (STP) currently
underway.
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Lead Officer

Medical Director Governing Body Report
Dr Sue Wells

Recommendations

1.

1.

Note progress in the report

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

2.

CLINICAL ENGAGEMENT – URGENT CARE ACTIVITY – Dr Paula Cowan
•

Care Navigation
The partnership working with Wirral Community Trust on improving the delivery of care navigation
through the Single Point of Access (SPA) continues. Phase 1 of this implementation is well
underway and agreement has been reached on many areas of delivery. There are still a number of
ongoing areas of work to be completed but this group continues to meet fortnightly to undertake this
work.
The Emergency Care Improvement Project (ECIP) visited Wirral during the week of October 10th –
13th and were presented with an update on the three key areas of work which they advised focus be
given to.
The integrated working and progress thus far was met positively yet formal feedback from ECIP is
awaited at the A/E delivery Board on Tuesday 18th October.

•

VSA (Value Stream Analysis for Urgent Care)
The date for the 3rd VSA has been arranged for later in October. At this meeting the options and
outcomes from previous 2 meetings will be collated and development of plans around these options
will be begin.

•

Urgent care recovery group (URCG)
The on-going focus of this group has been on the key ECIP areas of work: SPA, Improved flow and
Discharge planning. Agreed actions and outcome measures are being monitored fortnightly.
The Group met this week, with ECIP present to review the progress. The issue of streaming and
deflection was again discussed and agreement that work on this will be undertaken by the care
navigation group.

•

A/E Delivery Group
The A/E delivery board (previously the System Resilience Group) had its inaugural meeting on
September 29th. Terms of Reference and membership of the group were agreed. Work to date by
the UCRG was presented. It was agreed by the Chair and members that the UCRG would continue
in its current format as an operational group with key areas of focus and would update the A/E
delivery group on a monthly basis.

•

Ambulance Activity Review
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Pathfinder: The pilot currently underway at Victoria central Hospital Walk in Centre (VCH) continues
as a trauma pathfinder. The numbers of patients being conveyed by ambulance is steady but
increasing as more confidence in service grows.
Medical Pathfinder: Developing a Medical Pathfinder pilot has been considered for VCH and
proposals around this are being discussed with key partners.
Review and outcome: Ongoing monthly monitoring of VCH activity
•

Think Pharmacy
A paper outlining activity for 2015-16 and proposals for the future of this scheme has been
completed. This will be presented to the Quality, Performance and Finance committee on 25th
October.
Paper will be presented at October QPF

•

OPAT (Outpatient Antibiotic Therapy)
Review of the OPAT activity is undertaken on a monthly basis by the OPAT steering group. Activity
continues to increase with in excess of 2000 bed days saved as at the August 2016.

3.

PRIMARY CARE LEAD – Dr Simon Delaney
•

Co- commissioning
This was discussed at the Primary Medical Care Committee. There is need for further engagement
with practices regarding this as CCG intention is to apply for level 3 delegated co-commissioning.
PMCC felt that to give a true mandate would require a majority vote from practices and not just a
majority of the votes cast.

•

Community Phlebotomy
Discussions have taken place regarding this service with Wirral Community Foundation Trust,
Patient Voice and practice managers. Much feedback regarding concerns about the availability of
phlebotomy had been raised from practices. Changes from 1/12/16 to be walk-in based phlebotomy
centres at various locations from 8.30 to 4.30. Domiciliary activity will not be capped. Practices will
no longer receive in-house sessions. This system increases capacity by 1000 slots per week thus
leading to enhanced capacity to appropriately cover demand for urgent, routine, domiciliary and
pediatric requirements.

•

7 day working in Primary Care
A paper was presented at PMCC. Clarification over outcomes was discussed and consideration that
these appointments are not intended to be for urgent issues, but can become available for
unplanned care if appropriate to ensure appointments are utilised.

• Primary Care Services England
NHS England reported problems with Capita regarding payments to practices. They are aware of
this and have escalated it to high level.
•
Member Engagement
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A Members Council event took place on 19th October.
• Prescribing
Terms of reference for the medicines management group were agreed by the clinical senate
Meetings are taking place to progress this priority area
Action points
o
o
o
o

Development of a dashboard in order to view projects considered by the Drugs and
Therapeutics Committee, the intention is to move to this committee being commissioner led.
Review practice pharmacist role
QIPP 17/18, produce plan by January.
Liaise with the Commissioning Support Unit regarding practice visits in order to target
assistance practices to have greatest benefit.

• Discharge Letters
Hospital discharge letters have been discussed in order to improve the effectiveness of
communication with the Patients General Practice following an episode of in hospital based care.
4.

PLANNED CARE ACTIVITY – Dr Laxman Ariaraj
•

Liaison with the Cancer Team has occurred
Currently there is a vacancy for the CCG Cancer and End of Life Lead though interviews are to occur
soon for a replacement.
This is a priority clinical area
Discussion is taking place regarding the best pathway for care after a negative urgent referral for
consideration of possible cancer, particularly regarding negative colonoscopy
Development of a searchable cancer guidance directory with contact details will occur
Early stages of introduction to cancer team for a wider GP group
Planned meeting with Consultant (DL) at Arrowe Park regarding clinical team introductions; a more
advanced top tips with improved understanding of what each person actually does, challenges,
strengths, risks and benefits of handover etc. This will enhance working together across the different
Wirral organisations to improve effective patient care
Assimilation of Right Care information particularly gastroenterology, neurology and cardiology. Liaison
will occur with CSLs (clinical service leads) in these areas and investigate reasons to explain
variation, leading to improved pathways for Wirral.
Assisted with transfer of consultant connect to Arrowe Park and helping with 'GP connect' in order to
consider a two way process for clinical discussion regarding a patient.
Discussions with diagnostics lead at Arrowe Park re appropriateness of limiting access to muscular
skeletal ultrasound, leading to discussions about groups who may benefit from this diagnostic
procedure e.g. Babies. This has been discussed with the Lead for Long Term conditions who is
working on the Direct Access Diagnostics service procurement.
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Improvements in the method of requesting MRI scans is being discussed in order to make most
appropriate use of this service.
5.

LONG TERM CONDITIONS – Dr Sian Stokes
•

Diabetes
The business case for the Diabetes community service has been presented to Healthy Wirral
Partners Board. It was universally agreed that the business case was strong and was giving the
backing of partners to go forward. However, further work regarding the finances of the service needs
to be undertaken and this will be presented to HWPB in due course, so that funding for the service
can be agreed.
The Diabetes in the workplace health project is ongoing. This aims to support employers to be
proactive in providing health promotion, education and screening within the workplace.
The National Diabetes Prevention Programme is now underway in Wirral with referrals already being
made to the service. The programme will provide 9 months of education and support for patients
with Pre-Diabetes, with the aim of reducing the progression to Diabetes.

• Respiratory
The business case for the Respiratory community service has been presented to Healthy Wirral
Partners Board. It was universally agreed that the business case was strong and was giving the
backing of partners to go forward. However, further work regarding the finances of the service needs
to be undertaken and this will be presented to WHPB in due course, soon so that funding for the
service can be agreed.
GPs were updated regarding the community respiratory service at the recent Protected Learning
Time event and it is hoped that this will increase uptake of the respiratory ‘hot appointments’ with the
aim of reducing admissions for patients with COPD
MeandMyCOPD project has been re-launched. This is a research project being funded by AZ. The
project aims to help the early detection of COPD exacerbations.
•

Elderly Care
The first 2 Frail Older People Value Stream Analysis events have taken place. They were very
productive. A further event took place to look at future state options. A business case will be
developed following this to be ready in late November/early December.
A new teletriage service is being commissioned by the local authority. This will be piloted in 30 care
homes initially and will aim to support care homes to reduce unnecessary admissions, unnecessary
ambulance calls and unnecessary GP’s calls from care homes. The community trust are putting a
business case together to deliver this through their ‘integrated gateway’ which they are developing at
the moment.
Clinical Senate – See Chairs report
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Wirral Clinical Commissioning Group
Briefing from the Chair of the Audit Committee 15th September 2016

Purpose
Wirral NHS CCG Audit Committee is a a subcommittee of the Governing Body which
provides assurance in relation to the operation of key financial, clinical and corporate control
systems operated by and on behalf of the organisation. It receives and scrutinises progress
reports from the external and internal auditors, assesses the accuracy and
comprehensiveness of the Annual Governance Statement, and oversees the CCG’s
approach to the identification, assessment, mitigation and management of those key risks
which might prevent the achievement of the organisation’s strategic objectives.
The Audit Committee agrees an annual workplan, which drives the agenda for its meetings.
The Audit Committee is free to invite any officer of the CCG to attend a meeting, or to
commission expert independent advice to assist in the discharge of its responsibilities.

Significant agenda Items/Key topics discussed
•
•
•
•
•
•

Review of Assurance Framework and Risk Management System
Establishment of a Finance Sub-Committee of the Quality, Performance and Finance
Committee (QPF)
“Lessons Learnt” report relating to financial performance for 2015/16
Compliance with new guidance relating to the management of Conflicts of Interest
Receive the External Auditor’s Management Letter 2015/16
Receive progress reports from Internal Audit, External Audit, Counter Fraud Service
and the CSU Information Governance service

Outcomes/actions/assurances/risks
•

•

•

The Committee welcomed the development of the Assurance Framework (AF) as a
key management document in the measurement of progress towards achieving
organisational objectives. The AF now records the CCG’s risk appetite, by
determining target risk scores against each risk, which aids assessment of the
effectiveness of risk controls and mitigating actions. Risk management will in future
be integrated into Governing Body and Committee reports and discussions in a
manner which puts it into the spotlight, rather than as a separate agenda item.
The Committee supported the recent establishment of the Finance Committee, which
will enable closer regular scrutiny of the management of those budgets under most
pressure, and the delivery of short and medium term QIPP savings. The Committee
also welcomed assurance that the CCG will be seeking approval to a constitutional
change to enable the Finance Committee to report directly to the Governing Body in
the future.
The Committee has asked that the Finance Committee should report back on
progress in implementing actions identified in the “Lessons Learnt” report, which
should provide strong assurance in relation to the reliability of finance reports.
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•

•

•

•

•

The Committee emphasised the importance of ensuring that all GP member
practices are aware of the declaration requirements contained within the revised
NHS England guidance relating to the management of Conflicts of Interest.
Both the Internal and External Auditors foresee no difficulty in completing their
workplans for the current year, although much of the activity takes place towards the
end of the year. The Internal Auditors have agreed to discuss with the CFO the need
to add 2 further reviews into their plan, namely the mandatory assessment of
compliance with the Conflicts of Interest Guidance, and a review of progress in the
implementation of the Primary Care Quality Scheme 2016/17, requested by the
Primary Medical Care Co-Commissioning Committee.
The report from the MIAA Counter Fraud Service confirmed that good progress is
being made against the workplan, and that the CCG is more active than many in
reporting suspected fraud.
The Information Governance report sought the Audit Committee’s support to the
approval by QPF of the Information Governance Handbook and Policy documents,
which was received subject to a small number of minor amendments.
In private session, the Audit Committee was appraised of progress made by the
Auditor Panel in the appointment of External Auditors from 2017/18. The Committee
has been regularly updated on the work of the Auditor Panel, and advises the
Governing Body that it supports the award of the contract as recommended by the
Auditor Panel. A report will be submitted to the Governing Body in the private section
of the October meeting.

Any formal recommendations
The recommendations to the Governing Body from the meeting are as follows:•

•
•

Support the constitutional change to formally establish the Finance Committee as
a sub-committee of the GB. This will be part of a package of other changes that
are required, including the updated Scheme of Delegation that was also
approved at this meeting.
Ensure all relevant staff are aware of the declaration requirements in order to
ensure compliance with guidance on the management of Conflicts of Interest.
Commend the recommendation of the Auditor Panel in relation to the
appointment of External Auditors for the CCG from 2017/18.

Chair Name: Alan Whittle
Chair of Audit Committee
Date 15/09/16
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Wirral Clinical Commissioning Group
Briefing from the Chair of the Finance Committee

Purpose:
To scrutinise CCG financial and provider contractual performance and report to the QPF
Committee on available levels of assurance and/or escalate risks and issues requiring
action.
Agenda Items/Key topics discussed
•

Financial Recovery Plan/Reporting Milestones
This paper presented a chronology of key dates with regard to the CCG’s financial
recovery plan considered by the Governing Body on 6th September, discussions with
NHSE regarding its content, and the circumstances in which the CCG’s planned
surplus of £0.4m became a forecast deficit of £9.0m. The paper was written to
ensure a formal minute existed to document the governance of the change and the
directions that were given by NHSE.
Outcome – The Finance Committee welcomed the transparency of
reporting described in the paper, and asks the QPF/Governing Body to
note the scrutiny provided over the change in forecast.

•

Month 5 Finance Report
A year-to-date £6.6m operational overspend at month 5 was reported
o NHS contracts £566 overspend
o Non NHS contracts £275 overspend
o CHC – cumulative deterioration of £1,736k
o QIPP shows a £4.6m pressure
o The committee reviewed each pressure and the current management
responses and mitigations.
o NHSE requirements are that full mitigation options must be exhausted, a
financial recovery plan is being prepared for presentation to NHSE. The
finance paper identifies the current view on best (-£3664) and worst case (£15,757) financial position. Despite the revision of plan to a forecast deficit of
£9.0m, the QIPP/control of operational overspends challenge remains
significant in the range £5.5m to £6.8m Outcome – The Finance Committee
wishes this financial position is highlighted in discussions with NHSE
and to the QPF/Governing Body.

•

Conflicts of Interest Policy
o The Conflicts of Interest Policy was reviewed and discussed.
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o
o

•

Outcome –
The policy was agreed in its current format.
It was noted that policy and processes contained within would be
audited by MIAA.

Board Assurance Framework (BAF)
o The BAF was reviewed and discussed.
Outcome –
o It was agreed an additional standalone risk for QIPP delivery and
identification of recurrent projects should be included in the BAF.

Formal recommendations
•
•

The QPF to note the financial position and in its turn the Governing Body and the
change in the year end forecast.
The reported challenges to achieving the required level of QIPP saving will be
included as a separate risk on the BAF, as recommended in last month’s report.
.

Lesley Doherty
21/10/16
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Wirral Clinical Commissioning Group
Briefing from the Chair of the Clinical Senate Meeting 11th October 2016

Purpose
Wirral NHS CCG Clinical Senate is a subcommittee of Governing Body to provide a
multidisciplinary, multi-organisational forum for clinical debate to provide the opportunity for
clinicians to influence and give leadership in driving forward service transformation.
The Clinical Senate contributes to the delivery of our strategic and operational plans whilst
providing clinical ownership of the objectives of the CCG
The Clinical Senate will ensure that improved health outcomes for the population of Wirral
are underpinned by a focus on quality and safety.

Significant agenda Items/Key topics discussed
The CCG Conflicts of Interest policy was fully clarified.

NHS Right Care Packs
Clinical Senate had previously discussed the Right Care Programme.
Detailed packs for four areas were discussed. Clinical Senate after considering the packs in
some detail highlighted areas it was felt would be of most benefit to look at in further depth in
order to lead to the greatest improvement in health outcome, care and best use of
resources.
Meetings have been arranged for deeper consideration of these areas by appropriate
clinicians across the system and where appropriate contact will be made with other CCG
areas within our Right Care matched grouping which appear from Right Care data to be
performing better than Wirral in order to discuss pathways and learn from their experience.
Areas highlighted are as follows:
•

Cardiovascular disease
Hypertension/Atrial Fibrillation/Heart failure

•

Neurology
Epilepsy/Pain/Headaches/migraine

•

Gastroenterology
Gastritis/hepatobiliary/alcohol/diverticular disease/constipation

•

Respiratory
As part of the Healthy Wirral Respiratory redesign
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The King’s Fund Quality Framework for District Nursing was discussed.

Six Priority Clinical Areas
The six areas which are being nationally prioritized and against which CCGs receive a
quarterly rating were discussed and the initial ratings for Wirral regarding these areas
shared.
These areas are Cancer, Diabetes, Dementia, Learning Disabilities, Maternity and Mental
Health.
Maternity care is rated that we are performing well, all other areas needing improvement.
Work must be identified to improve performance in these key areas and Clinical Senate will
be updated quarterly regarding performance.
The Medicines Management Group Terms of reference were approved and minutes of the
meeting will be received by Clinical Senate in future

Any formal recommendations
The recommendations to the Governing Body from the meeting are as follows:Governing Body is asked to note this report.

Chair Name: Dr Sue Wells
Chair of Clinical Senate
Date 20/10/16
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Wirral Clinical Commissioning Group
Report from the Chair of the Quality, Performance & Finance Committee (QPF)

Purpose:
To report to the Governing Body on available levels of assurance and/or escalate risks and
issues requiring action arising from the Committee’s meeting on 27th September 2016.
Significant agenda Items/Key topics discussed:
•

•
•
•
•
•

•
•

A fully revised Information Governance policy and Handbook prepared by the CSU
and an updated CCG policy on Non-Medical Prescribing revised to align with those of
neighbouring CCGs, was received.
July’s performance against constitutional quality standards was examined with a
focus on areas of underperformance.
A baseline assessment of WCCG on the Six Clinical Priorities conducted by NHS
England was received.
A report on the Ofsted inspection of Wirral Children’s Services was received
The first of regular monthly performance reports from the Joint Committee on
Continuing Health Care was received.
A report was received from the Finance subcommittee. (The Governing Body
receives this report directly and therefore financial risks and issues are not
addressed below).
A process description, with worked examples, of equality and quality impact
assessment for QIPP proposal was received.
Relevant risks for the risk register were reviewed.

Outcomes/actions/assurances/risks
•
•

•

The Information Governance policy and Handbook, and Non-Medical Prescribing
Policy were approved.
In July WUTH failed to meet either its agreed trajectory with NHSI, or the
constitutional standards. QPF looks forward to receiving a ‘Value Stream Analysis’
providing a first cogent explanation of all the relevant metrics indicating continued
underperformance of the urgent care system. QPF awaits a response to its letter to
WUTH seeking an explanation of what appear to be contradictory data on WUTH bed
occupancy figures which are relevant to that analysis.
QPF continues to be frustrated by failure to furnish it with key information about the
sustained underperformance of the NHS111 service, which deteriorated further on all
metrics in July. QPF is particularly concerned about the implications for patients and
the urgent care system arising from the significant underperformance in meeting the
‘warm transfer’ and ‘call back’ KPIs. Lack of information about what actions have
been required and what improvement trajectory has been agreed means QPF cannot
provide Governing Body with assurance that underperformance is being addressed
effectively. A further approach is to be made to the lead CCG with the aim of
obtaining this information in time for the next QPF.
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•

•

•

•

•

•
•

•
•
•

The issue regarding a cohort of patients, who ought to have been discharged after
initial assessment in the IAPT service but were not, has been resolved recently. QPF
was advised that work is in hand to address underperformance in access to
treatment but noted the low figure for recovery and asked for an assurance report
about the quality of treatment provided by the service.
Noting the continuing upward trend in healthcare acquired infections, QPF asked that
it be provided with an analytical assurance report of all cases in Q1 to examine
whether any were avoidable or due to lapses in care.
The QPF was substantially assured by receipt of the CHC Joint Committee
performance report which included appropriate metrics and KPIs. However, it noted
that WCCG case-processing performance generally was poorer than other
participating CCGs and supported the Director of Quality in pressing for appropriate
flexing of resources to ensure equitable treatment for WCCG.
The Six Clinical Priorities baseline assessment identified the need for significant
improvement in 5 of the 6 priorities. Whilst not particularly an outlier locally, this
placed the CCG in the 3rd quartile nationally. QPF agreed that the Clinical Senate
would be the most appropriate forum to lead on developing an appropriate action
plan, against which QPF will receive quarterly progress reports. However, it
considered that in the meantime this assessment finding must impact adversely on
WCCG’s aspiration to be a leading CCG.
The QPF received with due concern the Ofsted inspection report, noting that the
adverse findings had not been prefigured in any previous reports to QPF or the GB.
Whilst the bulk of recommendations are directed at the Local Authority others related
to the Children’s Safeguarding Board of the which WCCG is a member. WCCG is
participating fully in the Improvement Board and QPF will receive progress reports on
its implementation of change.
QPF was fully assured that the equality and quality impact assessment process for
QIPP proposals was systematic and rigorous.
Relevant risks on the register were reviewed in line with the revised QPF process
whereby the risk register is used more directly to shape the agenda and relevant
risks were actively considered during the discussion of each agenda item. It was
agreed that this was a welcome improvement.
Formal recommendations
That the Governing Body accept the assurances provided and note the issues raised
regarding provider performance for July 2016.
That the Governing Body accept the QPF revisions to risk controls and scores.
That Governing Body review the BAF risks to take into account the Six Clinical
Priorities baseline assessment findings.

Alastair Cannon
Chair of Quality, Performance and Finance Committee
28th September 2016
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WIRRAL CLINICAL COMMISSIONING GROUP
Quality Performance and Finance Committee
Minutes
Tuesday 26th July 2016
1pm Room 539, 5th Floor, Old Market House
Present:

Alastair Cannon (AC)
Nesta Hawker (NH)
Mike Treharne (MT)
Lorna Quigley (LQ)
Paul Edwards (PE)
Dr S Wells (SW)
Dr P Cowan (PC)
Sue Smith (SS)
Laura Wentworth (LW)

Board Support
In attendance

Allison Hayes (AJH)
Corporate Officer
Jim Britt (JB)
Cheshire, Warrington and Wirral Lead/Ambulance
PTS and 111 commissioning
Christine Campbell (CC)
Lorraine Guy (LG)

Ref No.
QPF1617/0024

Chair of QPF – Lay Member Quality & Outcomes
Director of Commissioning
Chief Financial Officer
Director of Quality & Patient Safety
Director of Corporate Affairs
Medical Director/Acting CCG Chair
Clinical Lead: Unplanned Care
Lead Nurse for Quality and Patient Safety
Corporate Manager

Head of Partnerships
Programme Manager

Minute
1.0 Standing Agenda Items
1.1 Apologies for absence
Apologies were received from: Alan Whittle, Pete Naylor and Jon Develing.
1.2 Declarations of Interest
AC reminded committee members of their obligation to declare any interest they may have on
any issues arising at committee meetings which might conflict with the business of Wirral
Clinical Commissioning Group.
Declarations by members of the QPF committee are listed in the CCG’s register of interests
and the register is available either via the secretary of the committee or the CCG website.
With reference to business to be discussed at the meeting AC declared afresh in light
of the ‘deep dive’ on IAPT performance on the agenda that he had undertaken
consultancy work over a year ago with South Staffordshire Foundation Trust, the
provider of IAPT services in Wirral, but that work did not include specific work on IAPT.
I. At The meeting was quorate and members of the committee resolved that this did not
constitute a conflict of interest and agreed that AC could take part in discussions.
1.3 Minutes of Previous meeting from
•

PE highlighted that minutes from CCG committee meetings can be requested through the
Freedom of Information Act and advised that members need to be sensitive to the fact that
minuted discussions could enter the public domain.
Minutes of the WCCG QPF Meeting – 26.07.2016

Page 1 of224
8

Ref No.

Minute
The following amendments to the minutes from the previous meeting held on 28th June 2016
were made:
On page 1 Sue Smith’s apologies were noted
On page 1 it is to be noted that a) the Chair of QPF in common with other GB
committee chairs will write a report for the subsequent Governing Body meeting wef
September 2016summarising key issues and decisions b) that the agenda format for
the QPF had been amended: now items would be either for decision, assurance or
information. On page 2 (3.1) A&E should read ‘Wirral’s combined April’s performance
fell below the national standard at (instead of of) 85.36%
• On page 4 (3.2) Obtaining timely data on prescribing costs actuals against the £6m
should read £60m
• On page 4 NH advised that a named non-NHS Provider should read that the “CCG is
looking at non NHS providers”
• On page 5 SW advised that the public & GB committee need only reassurance should
read need only ‘an overview’
• On page 6 LQ spoke of a new risk with regards a named provider should read referred
to as “a non NHS provider”
The minutes have been updated to show the amendments discussed.
•
•

Action Points
Members discussed the outstanding actions from the previous meetings and informed
members of the work in progress items.
QPF1617/0025

2.0 Items for Decision
2.1 HR Policies
PE asked members to approve the CCG’s Grievance and Disputes policy, in line with its
planned review date. He advised that there were no amendments necessary based on HR’s
advice, and hence the policy remained unchanged and would be reviewed in a further 2 years.
MT suggested it would be useful to clarify the process should there be a grievance raised by
or against a Director. PE provided an explanation of how the policy would be applied in those
circumstances and agreed he would include this in the policy.
Action: PE to include how the policy would be applied in specific circumstances within
the policy.
Members discussed how policies are reviewed in general and PE explained how policies are
developed in conjunction with staff side, but are subject to no other assurance process other
than any comments made through QPF itself. PE stated that any significant changes would
need to be discussed with staff side, though minor or local points of clarity would normally be
permissible.
The QPF committee approved CCGs Grievance and Disputes policy, with a review dates set
of July 2018.
2.2 PHB Action Plan
Following an action from a previous meeting NH introduced the PHB (Personal Health
Budgets) action plan. and asked the committee to note the advisory report with
recommendations conducted by MIAA in April
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Members discussed the plan and it was agreed that as presented it was not possible to readily
determine which actions related to which recommendations and therefore to either identify any
progress against the plan that may have been made or to be suitably assured.
Members asked that an updated version be brought back to the September QPF meeting
once the CHC joint committee has reviewed the plan.

QPF1617/0026

Action – PHB action plan to be brought back to Septembers QPF.
3.0 Items for Assurance
3.1 Quality & Performance Reports
NH presented the Performance Report for the month of May 2016t to the Committee:Ambulances
Performance for May fell below the 30 minute standard for handovers with an average overall
time to clear of 38 minutes. The current weekly average is currently at 34.3 minutes. The
reason for the below standard performance continues to be the below standard performance
at Arrowe Park’s A&E. However the standard for Cat A Red 1 was met and Cat A Red 2
missed only marginally.
A & E (95% standard)
In May the combined A&E and WIC performance at 83.45%. Fell below the national standard
Performance has failed to achieve the Wirral’s CCG’s target of 89% but has achieved WUTH’s
trajectory that they agreed with NHSI (83% for May) – the CCG has not agreed to this
trajectory and continues to monitor the provider against the CCG plan.
The Committee discussed what might be the underlying reasons for the continuing
substandard performance. It was suggested that there has been an increase in illness in the
elderly population. However, it was observed that if this was so then it would be expected that
this would be reflected in increased lengths of stay, which, from the figures available did not
appear to be the case.
The Committee received assurances that WUTH remained on track to implement ‘SAFER’
across the Trust by September in response to the findings of the ECIP work which had
identified this as an important improvement. .
PC and NH explained that there appears to be too many options available to the Wirral
population, in comparison with other health economies, regarding access to urgent health
services and NH highlighted that a Value Stream analysis on urgent care is being carried out
and the results will be available in December 2016. It thought that profusion of potentially
confusing options combined with lack of clear signposting might be leading patients to
exercise less than optimal choices. NH agreed to prepare a paper detailing the outcomes of
the analysis for the QPF in November ahead of the Governing Body in December.
Members noted the challenges and recent decrease in performance regarding A&E activity.
Action – NH to prepare a paper on the outcome of the VSA for the QPF in November
RTT Performance
WUTH has failed to achieve the national standard at 91.37% but has achieved their agreed
trajectory with NHSI (90% for May). The CCG has not agreed to this trajectory and continues
to monitor the provider against CCG plan of 92%. Wirral CCG failed to achieve the Incomplete
RTT standard in May performing at 91.49%. WUTH’s performance is a significant contributing
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factor.
The CCG is currently underperforming in the following specialties; ENT 91.60%, General
Surgery 85.75%, Other Specialties 90.12%, Plastic Surgery 66.67% and T&O 90.45%.
Cancer Performance
In May the CCG failed to achieve 1 target regarding cancer waiting times.
Dementia
66.7% diagnosis rate target – the current diagnosis rate for May is 69.32%.
AC sought clarity about what the GP out of hour’s performance metrics are intended to convey
and whether the recorded performance is good or unsatisfactory. NH informed members that
the performance was not satisfactory and that conversations that have taken place with the
current providers in relation to a review of the value for money of the services. NH is to raise
value for money with the provider and it was agreed that a deep dive is carried out and is to
include intentions of the service, performance matrices, risks and implications and
benchmarking figures, compared to other CCGs.
Action – NH to update the QPF committee of developments and outcomes in the
August.
Members note the current performance figures presented at today’s meeting.
3.1.1 IAPT – Primary Care Mental Health Contract
NH introduced LG to the meeting who presented a paper detailing the performance of IAPT in
response to a request from QPF in light of the fact that the CCG was required to supply NHS
E with an improvement plan. LG also highlighted that the report informed the QPF committee
of the services current performance in the four IAPT national standards and other notable
areas.
LG brought members attention to an additional 800 patients that have been identified by the
provider who they initially state would have otherwise received one gateway assessment then
discharge from treatment which may be due to system reporting failures these patients have
entered step 2 and step 3 treatments.
LG advised that the CCG have requested the service to provide trajectories and assurance on
plans to remedy additional demand, second waits and to improve the overall performance of
the service however; due to non-compliant work force matters and their underperformance on
forecasted activity, they are not in a position to provide trajectories to the CCG until their subcontractor provides them with assurance on how they will meet their contractual obligations.
The Committee stated that it fully supports LG in seeking the necessary assurances from the
provider and agreed that it was unacceptable that the provider sought to escape responsibility
for inadequate performance by blaming the performance of those to whom they have chosen
to subcontract LG went on to highlight that the CCG has requested further assurance from the
provider that they have robust processes in place for quality and patient safety issues and
advised the CCG has served a contract performance notice formally notifying the provider of
such issues relating to changes to service delivery and correspondence regarding a serious
incident.
Members discussed the safety issues relating to the additional 800 patients identified by the
service and SW clarified that there is no clinical risk involved if those with no clinical need
were to receive either Step 2 or Step 3 interventions. However this potentially would mean
delays for those genuinely in need and the Committee was concerned to note that the provider
was unable to provide assurances about improvement trajectories for reduced delays for those
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patients, particular those requiring Step 3 interventions, as well as lower reported recovery
rate for these patients.
Members asked that LG bring back her findings and details of progression to the QPF
committee in August.
Action – LG to provide QPF with a further update relating to the IAPT service
performance.
3.2 Finance briefing paper
MT provided members with an overview of the 19th July meeting of the newly established
Finance Committee.
Discussions took place around the timings of the Finance Committee meetings in relation to
the challenge of production of timely information. It was suggested that the Finance
Committee meeting could be potentially moved a week later to the morning of the same day of
the QPF meeting, and a verbal update could be provided to the QPF from the finance meeting.
Members reviewed the TORs of the Finance Committee and formally approved them
recognising that a later stage the Finance Committee may need to be formally established as
a subcommittee of the Governing Body itself, rather than a subcommittee of the QPF.
MT advised the committee of the recent increase in Funded Nursing Care (FNC) fees which
will impact on WCCGs financial positon to the sum of circa £2m.
Discussions took place around how NHSE will be formally appraised of the revised forecast
and members discussed the challenges associated with incorporating unmitigated risks into
the forecast outturn position v the control total.
MT went on to provide a summary of the key point discussed at the Finance Committee which
included:
•
•
•
•
•

Lessons learnt paper/auditors comments
QIPP plan
Finance report
Draft TORs
External consultancy review

Discussions took place regarding the decision to invite a review by an external consultancy
and the remit for that review. MT and SW explained that due to tight timescales within the
year’s planning it had been decided to proceed and conduct a review as quickly as possible.
AC requested sight of the engagement letter sent to the external consultants and also
requested that future Finance Committee agendas are sent to the Chair of the QPF meeting.
Action – MT to send AC a copy of the letter sent to the external consultants and to
forward all finance committee agendas to the QPF chair.
3.3 QIPP Plan (Financial Recovery Plan)
NH gave the committee an update on the QIPP plan and advised that work was ongoing in the
development and delivery of schemes. There are regular Confirm and Challenge meetings
and a recovery plan which is being monitored weekly.
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NH informed members of the QPF committee that future QIPP plan updates will be reported
through the new Finance Committee and will detail updates on current schemes etc.
The QPF Chair sought assurance that quality, in addition to equality, impact assessments
would be conducted for each item in the QIPP plan. It was agreed that these would be
required to ensure that defensible decisions are taken.
NH also advised that an engagement and consultation process may need to be considered
and NH will liaise with MC Head of Communications and Engagement regarding this.
3.4 Autistic Spectrum Disorder Diagnosis in Adults
In response to a query from the QPF Chair at an earlier meeting about the number of MP
letters that had been received by the CCG, NH introduced CC, Head of Partnerships to the
meeting who gave an overview of the Assessment for Autistic Spectrum Disorder in Adult’s.
Concern had been expressed about the time taken for assessments to be conducted.
CC advised that the number of referrals have increased, despite a change in the referral
pathway and that patients due to be assessed could wait up to 69 weeks from receipt of the
referral to treatment. Based on this information the CCG has been in contact with
neighbouring CCGs to determine their commissioning arrangements. CC also advised that a
number of MP enquiries have been received by the CCG and response updates have been
sent.
The lead commissioner for South and Vale Royal CCG has advised that a review of the adult
ASD and ADHD pathways is overdue and that it would be beneficial to look at this in
collaboration with other CCGs. There is no NICE guidance about what an adult assessment
should contain and it was possible that fit-for- purpose assessments could be obtained at
significantly reduced cost. This would allow for more assessments to be carried out within the
same budget and thereby reduce waiting times. It was noted that delays in assessment do not
have a clinical impact but could result in delays to support arrangements being put in place.
QPF welcomed the assurance that this service is under review with a view to addressing the
concerns expressed, and that MPs who had written previously would be contacted with an
update on the position for their constituents.
Action – CC to communicate the CCG’s actions to GPs
3.5 NHS 111
AC welcomed Jim Britt (Cheshire, Warrington and Wirral Lead/Ambulance PTS and 111
Commissioning) to the meeting and explained that the Committee had some concerns about
current and recent NHS11 performance and had therefore called for a detailed update. JB
reported on the NHS 111 service in relation to current performance and explained how his role
works.
JB explained the national direction of travel for NHS 111 in comparison to emergency phone
line 999. JB highlighted the turnaround requirements and the journey so far and gave a
background of the services as of 2015.
JB informed the committee that from January 2016 a performance improvement notice was
served by the regional commissioners (Blackpool CCG) in relation to the poor performance
against specific measures including:
•
•

Number of abandon calls
Call waiting times
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•
•

Warm transfers
Time taken to call back patients

JB explained that in addition to the above measures there are three distinct course of action to
address capacity and recover performance levels. These include: Rota refinement, recruitment
and training and attrition and abstraction management. JB confirmed that NWAS had now
revised its workforce model to provide more staff at peak call times and therefore there should
be sustained improvement in call answering times.
AC asked whether there were any particular factors about call demand levels and patterns in
the north west compared to other areas that would account for the persistent performance
below standard. JB explained that the relatively recent transition from out of hour’s services
had had an impact along with a growth in unplanned care in summer months. The QPF
welcomed confirmation that there was an action plan in place for improvement in NWAS
performance. MT noted the performance improvements recorded in the paper but sought
clarity around specific actions that would be required to provide assurance to the CCG.
It was agreed that it was helpful that Dr P Cowan was due to attend a performance monitoring
meeting on Thursday to discuss this and would report back.
AC requested a copy of the action plan that has been devised and JB confirmed that this
would be available as a revised version from next week with evidence to show performance
developments.
AC also sought clarity about the correct interpretation of the ‘warm transfers KPI’ given that
the paper provided for the item indicated a significantly different interpretation from that which
the Committee had hitherto understood to apply. This was important because the reported
level of performance was either significantly below (QPF’s view) or significantly better than the
KPI, depending on which interpretation was correct.
NH requested that a dashboard comparing Wirral CCG’s performance against other CCGs is
created as part of the CCGs assurance for 111 activity. It was agreed that this information
would be included in future performance packs. JB also agreed to provide comparative figures
per quartiles on a national comparative basis.
AC asked JB to clarify whether penalties are applied and by whom and to what extent, should
the service not meet its targets. JB stated that it was his view that it is a monopoly service, that
there aren’t any penalties issued other than performance notices.
Action – JB is to investigate whether penalties are applied and feedback his finding
through the performance pack. It was also agreed that JB would provide copies of the
action plan, narrative around how NWAS stands nationally, to produce a comparative
dashboard of other CCGs and to clarify the correct interpretation of the ‘warm
transfers’. KPI

QPF1617/0027

Members of the QPF committee thanked JB for his attendance.
4.0 Items for Information
4.1 Safeguarding
LQ presented the Safeguarding update to the committee and provided members with a
summary of the work associated with safeguarding activity and references to updates relating
to new government publications, serious case reviews, work of the Wirral Safeguarding
Boards, safeguarding assurance items and potential risks.
LQ informed the committee that an Ofsted inspection of children’s services is currently being
undertaken, this includes the assessment of the Wirral Safeguarding Children’s Board.
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Members were asked to note that there was sickness within the adult safeguarding team,
however all statutory safeguarding functions continue to be undertaken.
The QPF committee noted and acknowledged the Safeguarding update.
4.2 Other Committee Minutes
•
•

QPF1617/0028

Serious Incidents Review Group of 1st June 2016
SRG Minutes from 21st June 2016

Members of the QPF committee noted the minutes from the above committees.
6.0 Risk Register
6.1 Risk Register
PE led the discussion on the risk register and will add narrative to update the risk register for
the next meeting. SW brought members attention that the CCG is now liable for all NHS empty
properties. The cost of these properties has now added additional financial pressures and
risks for the CCG and will be included on the CCG’s risk register. MT advised that he is
looking at guidance to establish the CCGs legal position in relation to this.
7.0 Any other items of Business
7.1 AOB

Date and Time of next meeting
The date and time of the next QPF meeting is scheduled for:
Tuesday 30th August at 1pm in Room 539 OMH
Please forward any apologies to Allison.hayes@nhs.net
The meeting ended at: 16:00pm
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