GOVERNING BODY MEETING – A meeting in public
Tuesday 1st September 2015
Nightingale Room, OMH
2pm
AGENDA
Ref No.
GB1516/0037

No
1.

Time
2.00pm

Item
PRELIMINARY BUSINESS
(Chair – Dr P Naylor)
Apologies for Absence
1.1
Chair’s Announcements
1.2
Declarations of Interest
1.3
Comments/questions from
1.4
members of the public
Minutes and Action Points of
1.5
Last Meeting – held on 4th
August 2015 (All)

1.6

• Action Points
Matters Arising

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

Papers

DRAFT GB Minutes
Action Points of
PUBLIC MEETING 04 08WCCG -PUBLIC GB Mee

1.7
GB 1516/0038

2.

2.2

New care model
vanguards (August 201

Corporate Affairs Report
•

EPRR Annual Submission
(Approval)

(Paul Edwards, Director of
Corporate Affairs)

Director of corporate
Affairs Report Septem

EPRR cover sheet
Sept 15 GB.docx

2015-16 EPRR
2015-16 EPRR
Statement of ComplianEvidence re assurance

2015-16 EPRR
Improvement Plan for

2.3

2.4

Quality and Patient Safety
Report
(Lorna Quigley, Director of Quality
and Patient Safety)
Commissioning Report
•

Collaborative
Commissioning
(Approval)

Director of Quality
report GB 01.09.2015.d

Director of
GB report cover sheet
Commissioning Reportcollaborative commissi

(Nesta Hawker, Director of
st
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Ref No.

No

Time

Item

Papers
Commissioning)
Collaborative
Commissioning in Spec

2.5

2.6

GB 11516/0039

3.

Finance Report
(Mark Bakewell, Chief Financial
Officer)
Medical Directors Report
(Dr Susan Wells)

Medical Director
Report for GB - Septem

ITEMS FOR NOTING
3.1

Subgroups (Ratified Minutes) or
Committee Chair Reports:
•

GB 1516/0040

Director of Finance
Report GB 01.09.2015.

4.

QPF minutes of
28.07.2015

QPF RATIFIED
Minutes 28 07 2015.do

RISK REGISTER
Current Risk Register
Copy of Risk Register
Governing BOdy 01 09

5.
6.

End

ANY OTHER BUSINESS
7.1
DATE AND TIME OF NEXT MEETING
Tuesday 6th October 2015
2pm – 4pm
Nightingale Room OMH
Please forward any apologies to Allison.hayes@nhs.net

Day
Tuesday
Tuesday

Wirral Clinical Commissioning Group – Future Meetings 2015
Date
Time
3rd November
2pm – 5pm
1st December
2pm – 5pm

st

Agenda – Wirral Governing Body Meeting PUBLIC SESSION –1 September 2015

Venue
Nightingale Room
Nightingale Room

Page 2 of 2

WIRRAL CLINICAL COMMISSIONING GROUP
GOVERNING BODY BOARD MEETING
Minutes of Meeting – Public Session
Tuesday 4th August 2015
2pm
Nightingale Room, Old Market House

Present:
Dr S Wells (SW)
James Kay (JK)
Lorna Quigley (LQ)
Dr Paula Cowan (PC)
Dr Laxman Ariaraj (LA)
Dr Simon Delaney (SD)
Paul Edwards (PE)
Mark Bakewell (MB)
Alan Whittle (AW)
Alastair Cannon (AC)
Nesta Hawker (NH)

Medical Director (Chair)
Lay member (Patient Champion)
Director of Quality and Patient Safety
GP Lead – Unplanned Care
GP Lead – Planned Care
GP Lead – Primary Care
Director of Corporate Affairs
Chief Financial Officer
Lay member (Audit & Governance)
Lay member (Quality & Outcomes)
Director of Commissioning

In Attendance:
Allison Hayes (AJH)
Norma Currie (NC)
Iain Stewart (IS)
Emma Kennedy (EK)
Ref No.
GB1516/0031

Board Support/Corporate Officer WCCG
Commissioning Manager
Head of Direct Commissioning
Programme Manager
Minute

Preliminary Business
1.1 Apologies for absence
Apologies were received from: Dr P Naylor, Jon Develing, Dr S Stokes, Fiona Johnstone,
Graham Hodkinson, and Richard Williams.
1.2 Chairs Announcements
SW, acting as Chair in Dr Naylor’s absence, welcomed all members to the meeting. 2 members
of the public attended the meeting.
PE provided an update on vacant Governing Body roles and stated that the Registered Nurse
post was currently out to advert and that the Membership Council Representative role had been
elected to and confirmed as Dr Sean Magennis. He also stated that the Secondary Care Doctor
role has also been filled, and relevant HR processes were currently being processed, so he
hoped hopefully formally announce the outcome in the near future.
1.3 Declarations of Interest
GPs declared their interest with regards to item (2.1) Local Enhanced Services proposal and SW
stated that Alan Whittle would take over as Chair at this part of the meeting. AW would rule if
members are allowed to remain within the meeting and contribute towards any discussions in line
with the CCGs conflict of interest policy (see item 2.1).
1.4 Comments/questions from members of the public
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Minute
Mr B Giles approached members of the Governing Body and highlighted the importance of
patients being aware of their own health and some ways in which patients can help themselves in
managing their own health care. PE highlighted self- care will be a key part of Vanguard and
there will be a ‘Population Health Group’ that has a focus on patients looking after themselves.
PE thanked Bob for his excellent suggestions. SW echoed PE’s thanks on behalf of the wider
governing body.
1.5 Minutes & Action Points from previous meeting held on 7th July 2015.
The minutes of the previous meeting held on 7th July 2015 were agreed as a true and accurate.
Action Points (see separate action points) – members reviewed and updated the group in relation
to current action points.
1.6 Matters Arising
JK sought clarity with regards to NHS England’s timetable in relation to the approving the CCG’s
proposed constitutional changes. PE advised that the submission to NHSE was submitted
immediately after the last Governing Body and that NHSE had stated that they would respond
within 8 weeks.
1.7 Patient Story
LQ gave a presentation relating to Child Sexual Exploitation and highlighted two cases to
illustrate this issues.
Members noted the patient stories presented at the meeting and thanked LQ for raising this
important issue. LQ stated that GB members would be able to see how the CCG handles
safeguarding issues as part of the Safeguarding Annual Report included later in the agenda.

GB1516/0032

2.0 Items for approval
2.1 Local Enhanced Services (Primary Care Quality Scheme)
SW handed the position of Chair over to AW for this agenda item because of GPs’ conflicts of
interest (see item 1.3).
AW ruled that GP members could remain in the meeting, but would not be allowed to vote,
should a vote be required.
NH introduced the paper to members and explained that the scheme is hoped to incentivise and
reward GP practices based on their performance in 3 key areas:
•
•
•

Non elective admissions
Elective activity
Prescribing

The Governing Body has previously approved the scheme in principle subject to considerations
of the Approvals Committee. The updated scheme paper was presented to the Approvals
Committee on Monday 20th July 2015 and subsequently approved, with the agreement that
financial modelling be confirmed and included in the final scheme. The paper also outlined two
options for the monitoring and payment of the new Primary Care Quality Scheme representing
either a light touch approach by the CCG in terms of monitoring and accountability (option 1) or a
more stringent practice by practice monitoring basis (option 2). NH pointed out that option 1 was
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Minute
being advocated as the best model both from a CCG and practice perspective.
MB informed members of the financial implications and described a sustainable investment
model which is predicated upon a recurrent return equal to £3 for every £1 of non- recurrent
investment, subject to the agreed outcomes being achieved. Subject to the Governing Body
agreement, the financing for the scheme would offer 50% in advance to member practices with
the balancing 50% paid to member practices, only if the recurrent budget efficiencies were
realized at the financial year-end.
Members sought clarity regarding the financial risks and implications that the CCG may
encounter and MB provided an explanation, highlighting that whilst this scheme is a risk, a ‘donothing’ scenario presents a greater risk. Members also agreed that this would be an effective
way of engaging practices in that they would have the freedom to develop the methods by which
they achieved the defined outcomes.
IS informed members that the engagement of Practice Participation Groups will be required for
the scheme, thereby ensuring patient engagement in the development and implementation of
practice level initiatives.
AC asked about evaluation of the scheme and MB clarified for members that future reporting and
evaluation would be directed through the Quality Performance and Finance Committee,
incorporating qualitative information.
NH and SD highlighted that there is evidence of other CCGs adopting this type of scheme with
good outcomes and stated the importance of adopting a new way of working for the CCG.
LA sought clarity around the two week referral process in relation to Cancer and LQ and MB
clarified this. LQ highlighted that the emphasis of the scheme means there are no restrictions on
referrals if felt to be clinically appropriate.
AW thanked members for their contribution and summarised the discussions that took place at
the Governing Body meeting today.
Based on the recommendation of the Approvals Committee, the Governing Body supported the
proposal, with option 1 as the monitoring/payment regime.
The next steps are to engage with and offer the scheme to the CCG member practices for 1st
October commencement.
2.2 Safeguarding Annual Report
LQ presented the annual safeguarding report to members and asked the Governing Body to note
the contents of the report and accept assurances that the Clinical Commissioning Group is
meeting its statutory responsibilities in relation to safeguarding children and adults at risk.
The purpose of the report is to provide assurance to NHS Wirral Clinical Commissioning Group
Governing Body that the work taking place regarding children and adults at risk within Wirral is
operating in accordance with statutory guidance, and takes account of the responsibility to be
assured that the organisations from whom local health services are commissioned have effective
safeguards in place and provide the highest possible standards of care. In addition the report
also demonstrates the work that has been undertaken during the previous year. A separate
report for Looked after Children will be produced in accordance with statutory requirements.
LQ gave thanks to Debbie Hammersley, Designated Nurse Safeguarding Children and Val
Tarbath, Designated Nurse Safeguarding Adults for their work and contribution to the report.
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AC sought further information with regards to obtaining comparative data that the CCG can
benchmark themselves against and LQ explained why this would be problematic due to the
nature of the data, but that it could be pursued at NHS England level. AC went on to seek further
information regarding governance processes and LQ explained that the processes are usually
based on statutory requirements
Members noted the Safeguarding Annual Report and thanked LQ and her team.

2.3 Refresh of CCG Mission Statement, Vision, Values and Objectives
PE informed that upon the appointment of the new Chief Officer in May 2015, a staff
development day was held for all CCG employed staff and, as part of that, the CCGs mission
statement, vision, values and objectives were reviewed to ensure they reflected the CCGs
current position and that they were owned and understood by staff. A number of amendments
were suggested and these have been further refined by the CCG Staff Forum, which is made up
of representatives of each team, and of varying grades. AC stated that he and other members
noted the positive work so far from staff, but would like an opportunity to input into the further
development.
PE requested that members review the Mission Statement, Vision, Values and Objectives and to
feedback their thoughts to the Chief Officer before the next Governing Body. AC asked if he
could attend Staff Forum to help with this process of further refining the CCG’s Mission
Statement, Vision, Values and Objectives , and PE said he would arrange for this.
Action: GB Members to feedback comments via email to Chief Officer.
2.4 Update on re-tendering of Case Loading Community Midwifery
PE welcomed and introduced Norma Currie, Commissioning Manager to the meeting who
presented a paper updating members on the re-tendering of Case Loading Community Midwifery.
Key areas of improvement included:
•
•
•
•
•
•

Strengthened areas of the re-tender process
Representation on the procurement panel
Accurate reflection of a case-loading model
NICE guidance/The Kirkup Report included in the revised specification
Inclusion of the NHS 5 year forward plan
Financial Mechanisms

JK thanked NC and her team for their work and commended the engagement approaches used.
AC sought clarity with regards to the contract value of the service and MB clarified that the
contract is a pathway based payment system.
MB went on to highlight that the procurement support was being provided by North West CSU
and, as this will be closing down, there is a risk in continuity of support.
Members of the Governing Body noted the progress made on the development of the service
specification and were assured regarding the robustness of re-tendering process.
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3.0 Items for Discussion
There were no items for discussion.

GB1516/0034

4.0 Items for Information
4.1 Quality Performance and Finance – QPF
Quality Performance
LQ gave a presentation on the activity performance for Month 2 (May) 2015/16 and the CCGs
dashboard and highlighted the positive areas and the improvements in the challenges that were
originally presented.
Areas included:
•
Inpatient and A&E (minor components) friends and family test and response scores
(patient experiences)
•
NWAS turnaround times
•
Cancer (2 week wait)
•
Delivering the same sex accommodation
•
Diagnostic tests
•
MRSA & Cdifficile – infection/prevention control
•
Referral to treatment (18 weeks)
•
4 hour standard target & A&E waiting times
•
Health Care Associated Infection
•
CQC Visits
Discussions took place regarding the A&E performance and LQ explained to members the
current trends impacting on the performance.
The Governing Body noted the contents of the Quality and Performance Report.
Finance Report
MB provided information of the Financial performance against budgeted allocation as at June
2015 month 3. Key areas included:
•
•
•
•

Financial Performance
Activity Dashboard
Financial Risk and Mitigations
Self-Assessment

The CCG cash balance at the end of June was £22k. 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 report as at June 2015, although a number of queries are on-going
with Wirral DASS regarding Funded Nursing Care and Packages of Care.
The CCG is required to declare in its monthly returns to NHSE the risks and mitigation plans with
regards to the CCG achieving financial balance at year end. Given the relatively early position in
the financial year, the CCG is reporting a planned financial surplus of £4.8m. However this does
include a number of risks as highlighted below:
•

WUTH Growth assumptions
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•
•
•
•
•
•

WCT activity growth
CHC packages
QIPP Unidentified Schemes
QIPP Non delivery of Identified schemes
WUTH coding
BCF delivery

As part of the CCG’s financial management arrangement, the CCG has a number of mitigations
available in order to counter / offset relevant financial risk.
•
•

Contingency £2.41m
Uncommitted Resources £3.45m (As part of non-recurrent headroom requirements)

Further actions are being undertaken within CCG to address unidentified QIPP / required cash
releasing savings
•
•
•
•

Planned Care, review of referral trends, Physio / Diagnostic Pathways, AQP Activity
Provision
Unplanned Care, Implementation of Urgent Care High Impact Areas and Recovery plan
Prescribing, Detailed review meeting of performance, further efficiency improvements.
CCG Prioritisation of commissioning work stream & New Models of Care – In Year Impact

MB indicated that early indications were that the financial position was potentially worsening and
this would require close attention at the Quality, Performance and Finance Committee, and a
further assessment at next Governing Body.

GB1516/0035

Members noted the CCGs Finance Performance presented at today’s Governing Body meeting.
5.0 Items for Noting
5.1 Subgroups for Noting
•
•
•
•

QPF of 30.06.2015
Clinical Senate of 16.06.2015
Approvals Committee of 20.07.2015
Liverpool City Region Summit of 16.07.2015

Members noted the minutes as detailed above.
GB1516/0036

6.0 Risk Register
Members noted the current risk register presented for noting at today’s meeting.
7.0 Any other business
There were no other items of business.
8.0 Date and Time of Next Meeting
st

The date and time of the next meeting is Tuesday 1 September 2015 in the Nightingale Room, OMH
please contact Allison.hayes@nhs.net with any apologies or agenda items.

Board meeting ended at: 16:35pm
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Wirral Clinical Commissioning Group
Governing Body
Action Points re Meeting of 4th August 2015 (Public Session)
Nightingale Room, OMH
2pm
Outstanding Actions from: 07.07.2015
Topics Discussed

Minute

Action Points

Responsibility Action Target
date

Quality and Performance

4.1

• FJ to present Cancer Screening figures at the next GB meeting

• FJ

• October

Engagement Strategy

2.1

• LQ to bring back an Engagement Strategy Update to GB

• LQ

• September GB

Vanguard

3.1

• JD to bring regular Vanguard updates to GB

• JD

• On-going

Risk Register

6.0

• PE to update the CCGs risk register

• PE

• On-going

Action Points

Responsibility Action Target date

• There were no items for action from the meeting of 04.08.2015

•

•

•

•

•

•

•

•

New Actions from: 04.08.2015
Topics Discussed
Minute

Agenda Items for next meeting / Decisions to note for next meeting / Date & time of next meeting
The date of the next meeting is Tuesday 1st September 2015 at OMH, Nightingale Room.
Agenda items and apologies are to be sent to: Allison.hayes@nhs.net
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NEW CARE MODELS:
Vanguards – developing a blueprint for the
future of NHS and care services
AUGUST 2015

www.england.nhs.uk/futureNHS
#futureNHS
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3

CONTENTS

WHAT IS THE NEW CARE MODELS PROGRAMME?

What is the new care models
programme?

3

New care models - vanguard sites
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The vanguards: integrated
primary and acute care systems

8

The vanguards: multispecialty
community providers

18

The vanguards: enhanced health
in care homes

33

The vanguards: urgent and
emergency care vanguards

40

In January 2015, the NHS invited individual organisations and partnerships to apply
to become ‘vanguard’ sites for the new care models programme, one of the first
steps towards delivering the NHS Five Year Forward View and supporting
improvement and integration of services.
In March, the first wave of 29 vanguard sites were
chosen. There were three vanguard types – integrated
primary and acute care systems; enhanced health in care
homes; and, multispecialty community providers.
Integrated primary and acute care systems will join up GP,
hospital, community and mental health services, whilst
multispecialty community providers will move specialist
care out of hospitals into the community. Enhanced
health in care homes will offer older people better,
joined up health, care and rehabilitation services.
In late July, a second wave of eight vanguards was
announced. Urgent and emergency care vanguards will
develop new approaches to improve the coordination of
services and reduce pressure on A&E departments.

www.england.nhs.uk/futureNHS
#futureNHS

The 37 vanguards were selected following a rigorous
process, involving workshops and the engagement of
key partners and patient representative groups.
Each vanguard site will take a lead on the development
of new care models which will act as the blueprints for
the NHS moving forward and the inspiration to the rest
of the health and care system.
A further wave of vanguards will be announced in the
autumn – known as acute care collaborations, they aim
to link local hospitals together to improve their clinical
and financial viability.

#futureNHS
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4

5

What does it mean for patients?
The first 29 vanguards are estimated to be improving the
care received by five million people across England. The
urgent and emergency care vanguards cover a population
of nine million.
Through the new care models programme, complete
redesign of whole health and care systems are being
considered. This could mean fewer trips to hospitals with
cancer and dementia specialists holding clinics in local
surgeries, having one point of call for family doctors,
community nurses, social and mental health services, or
access to blood tests, dialysis or even chemotherapy
closer to home.
It will also join up the often confusing array of A&E, GP
out of hours, minor injuries clinics, ambulance services
and 111 so that patients know where they can get
urgent help easily and effectively, seven days a week.
The partners
The new care model vanguards are a key element within
the Five Year Forward View which is a partnership
between NHS England, the Care Quality Commission,
Health Education England, Monitor, the NHS Trust
Development Authority, Public Health England and the
National Institute for Health and Care Excellence.

#futureNHS

Supporting the vanguards
In July, the Forward View partners published an initial
support package for the first wave of vanguards.
The support package was developed following extensive
engagement with the vanguard leaders, including twoday visits to all 29 sites in April and May 2015 and
follow-up discussions and seminars. It aims to enable
them to make the changes they want to make effectively
and at pace.
Building on the best practice already being displayed, the
support package is designed to be led by vanguard
leaders alongside national experts, and aims to help the
vanguards be as successful as possible in making the
changes they are planning.
It is also intended to maximise sharing of learning and
practice across the 29 vanguards and, importantly, with
the wider NHS and care system – a key element of the
vanguards’ work.

The support package, which covers 2015/16, focuses
on eight areas:
1. Designing new care models – working with the
vanguards to develop their local model of care,
maximising the greatest impact and value for
patients;
2. Evaluation and metrics – supporting the vanguards
to understand – on an ongoing basis – the impact
their changes are having on patients, staff and the
wider population;
3. Integrated commissioning and provision –
assisting the vanguards to break down the barriers
which prevent their local health system from
developing integrated commissioning;
4. Empowering patients and communities –
working with the vanguards to enhance the way in
which they work with patients, local people and
communities to develop services;
5. Harnessing technology – supporting the vanguards
to rethink how care is delivered, given the potential
of digital technology to deliver care in radically
different ways. It will also help organisations to more
easily share patient information;
6. Workforce redesign – supporting the vanguards
to develop a modern, flexible workforce which is
organised around patients and their local
populations;

7. Local leadership and delivery – working with the
vanguards to develop leadership capability and learn
from international experts, and;
8. Communications and engagement – supporting
the vanguards to demonstrate best practice in the
way they engage with staff, patients and local
people.
A number of dedicated workstreams – which will be led
by a vanguard leader and national subject matter expert
– will work with the vanguards to refine what is being
offered so that it is fully tailored to their needs.
In addition to the practical support outlined in the new
document, vanguards also have access to a £200m
transformation fund. In July, it was announced that eight
vanguards were to receive more than £60 million
between them to support their work.
Funding for other vanguards will be approved over the
coming months.
Support for more recently announced vanguards – acute
care collaboration vanguards and urgent and emergency
care vanguards – will be published in November 2015.

#futureNHS
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New care models - vanguard sites
Integrated primary and acute care systems - joining up
GP, hospital, community and mental health services
Wirral Partners
Mid Nottinghamshire Better Together
South Somerset Symphony Programme
Northumberland Accountable Care Organisation
Salford Together
Better Care Together (Morecambe)
North East Hampshire and Farnham Clinical
Commissioning Group
8 Harrogate and Rural District Clinical
Commissioning Group
9 My Life a Full Life (Isle of Wight)
1
2
3
4
5
6
7

Multispecialty community providers - moving specialist
care out of hospitals into the community
10 Calderdale Health and Social Care Economy
11 Derbyshire Community Health Services NHS
Foundation Trust
12 Fylde Coast Local Health Economy
13 Vitality (Birmingham and Sandwell)
14 West Wakefield Health and Wellbeing Ltd
15 Better Health and Care for Sunderland
16 Dudley Multi speciality community provider
17 Whitstable Medical Practice
18 Stockport Together
19 Tower Hamlets Integrated Provider Partnership
20 Better Local Care (Southern Hampshire)
21 Primary Care Cheshire
22 Lakeside Surgeries (Northamptonshire)
23 Principia Partners in Health (South Nottinghamshire)

7

4

Enhanced health in care homes - oﬀering older people
better, joined up health, care and rehabilitation
services
24 NHS Wakefield Clinical Commissioning Group
25 Gateshead Care Home Project
26 East and North Hertfordshire Clinical
Commissioning Group
27 Nottingham City Clinical Commissioning Group
28 Sutton Clinical Commissioning Group
29 Airedale and Partners

15

25
36
6

8

37

29

24

12
1

18

5

14

10
11

Urgent and emergency care - new approaches to
improve the coordination of services and reduce
pressure on A&E departments

2 34
23

21
27

30 South Nottingham System Resilience Group
31 Cambridgeshire and Peterborough Clinical
Commissioning Group
32 North East Urgent Care Network
32 Barking and Dagenham, Havering and
Redbridge System Resilience Group
34 West Yorkshire Urgent Emergency Care Network
35 Leicester, Leicestershire & Rutland System
Resilience Group
36 Solihull Together for Better Lives
37 South Devon and Torbay System Resilience
Group

30
22

13
16

33

31
26 19
7

28

35

17

3
20
32

9

#futureNHS
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The vanguards: integrated primary
and acute care systems

1. Wirral Partners
PARTNERS
Wirral University Teaching Hospital NHS Foundation
Trust, Cheshire and Wirral Partnership NHS Foundation
Trust, Wirral Community NHS Trust, Wirral Clinical
Commissioning Group, GPs on the Wirral, Wirral
Metropolitan Borough Council, Cerner UK Ltd and
Advocate Physician Partners (accountable care
organisation) alongside local patient and community
groups and Wirral Healthwatch.
The organisations jointly serve a population of more than
400,000.
AIM
The vanguard aims to use a range of approaches to meet
the different needs of specific sections of their local
population.

There are plans for integration between traditional acute
and primary care roles and the provision of more care in
community settings.
Expected outcomes include a reduction in emergency
admissions to hospital, fewer permanent admissions to
residential or nursing care and a rebalancing of health
inequalities such as life expectancy.
Another important element is the vanguard’s plan to
create health economy-wide patient records, giving realtime access to the best information to support care. This
will also enable better care planning and the delivery of
care pathways across organisational boundaries.

OUTLINE
Wirral Partners health and wellbeing model is based on
self-care and independence as a foundation to
wellbeing. Work is underway to enable more timely
access to services with a care-navigation approach which
will guide people to the support they require to be
healthier for longer.

#futureNHS

#futureNHS
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2. Mid Nottinghamshire Better Together
PARTNERS
Central Nottinghamshire Clinical Services, Circle Health
Limited, East Midlands Ambulance Service NHS Trust,
Nottinghamshire County Council, Nottinghamshire
Healthcare NHS Trust (including County Health
Partnerships), Nottingham University Hospitals NHS Trust,
Sherwood Forest Hospital NHS Foundation Trust and
United Lincolnshire Hospitals NHS Trust.
The partners together serve a population of around
310,000.
AIM
Better Together aims to ensure that everyone receives the
best possible care with high quality, sustainable services.
The vanguard is working towards care becoming much
more integrated, with doctors, nurses and social care
staff working together more closely to support the needs
of patients, their families and carers.
OUTLINE
Better Together sets out a bold vision for the way health
and care services will look over the next five years, based
on population needs and public, stakeholder and staff
feedback about current services.

#futureNHS

It focuses on several important areas – urgent and
proactive care (including care for people with long term
conditions like diabetes or asthma, and frail older
people) and early and planned care (such as surgery for
hips and knees, or cataracts).
Feedback from local communities is central to planning
and the Better Together team has completed a
considerable amount of engagement with patients, the
public and staff. They have used this feedback to shape
the design of future care services and understand what
health outcomes are important to the local population.

3. South Somerset Symphony Programme
PARTNERS
Yeovil Hospital, the Somerset GP Federation, Somerset
Clinical Commissioning Group and Somerset County
Council.

GPs, hospital clinicians, therapists, social workers and
patients will develop packages of care together which
recognise the totality of an individual’s care and lifestyle
needs.

The population covered by the South Somerset
Symphony Programme is 200,000.

The Symphony project is also exploring new models of
care which make routine clinical interventions – such as
certain day surgery procedures – more accessible and
efficient.

AIM
This vanguard aims to develop an integrated care system
in south Somerset which removes organisational
boundaries and allows staff to work together to provide
the population with swifter and easier access to services
and support.
The integrated care organisation will be managed by a
joint venture of health and social care professionals.
OUTLINE
The Symphony project will develop new care pathways
which provide early intervention and proactive care,
closer to where patients live. Patients – particularly those
with complex conditions – will be supported to retain
their independence, stay healthier for longer, and avoid
unnecessary admissions to hospital.

#futureNHS
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4. Northumberland Accountable Care Organisation
PARTNERS
Northumbria Healthcare NHS Foundation Trust and NHS
Northumberland Clinical Commissioning Group in North
East England are the lead partners. Other partners
include Northumberland County Council, local GPs,
mental health services, the ambulance service, as well as
local patients, Healthwatch and the Health and
Wellbeing Board.
These NHS organisations jointly serve a population of
more than 320,000 in Northumberland – one of the
largest geographical and most rural areas of England.
AIM
The NHS in Northumberland aims to create a single
accountable care organisation (ACO) by 2017. The ACO
will: focus on preventing ill health and empower people
to live long and healthy lives at home; improve patient
outcomes and experience; provide seamless coordination
of care; and, maximise resources and reduce duplication.
OUTLINE
In June 2015, this vanguard completed its first phase of
work by opening Northumbria Specialist Emergency Care
Hospital to provide seven day specialist services in acute
care for all serious emergencies. Primary care ‘hubs’ were
also created on general hospital sites.

#futureNHS

These ‘hubs’ involve more GP practices coming together
to work in networks from central hub locations. This will
improve access to primary care services during working
hours, in the evenings and at weekends to meet patient
needs.

5. Salford Together
PARTNERS
Salford City Council, NHS Salford Clinical Commissioning
Group, Salford Royal NHS Foundation Trust and Greater
Manchester West Mental Health NHS Foundation Trust.

The vanguard is developing multidisciplinary groups of
clinicians and other staff to provide targeted support to
people who are most at risk. There is also a population
focus on screening, prevention and signposting to
community support.

Salford has a population of 230,000.
There will also be a redesign of services and workforce
expansion using different professional groups to deliver
care both in GP practices, as community teams and,
where possible, outside of hospital. The aim is to create
one single, united workforce which operates as one
team, in one system

AIM
Salford Together aims to integrate health and social care
for older people in Salford, bringing the contributions of
GPs, district nurses, social workers, mental health
professionals, care homes, voluntary organisations and
local hospitals into a more aligned system and provide
older people with the support they need to manage their
own care.

This includes establishing a contact centre which acts as
a central health and social care hub, supporting
multidisciplinary groups. The centre will also help people
to navigate services, access support and will coordinate
the use of telecare. The vanguard also intends using local
community support to help enable people to remain
independent and develop greater confidence to manage
their own care.

OUTLINE
This new care model has already been tested and refined
in two areas which account for 40 per cent of older
people in Salford. By the end of 2015, it is hoped the
whole city will experience the benefits of this new,
integrated way of working.

#futureNHS
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6. Better Care Together (Morecambe)
PARTNERS
The Better Care Together vanguard is a partnership of 11
organisations based in Morecambe Bay and includes
University Hospitals of Morecambe Bay NHS Foundation
Trust, Cumbria Partnership NHS Foundation Trust, North
West Ambulance Service, Blackpool Teaching Hospitals
NHS Foundation Trust, Lancashire Care NHS Foundation
Trust, Lancashire County Council, Cumbria County
Council, Lancashire North CCG, Cumbria CCG, North
Lancashire Medical Services and South Cumbria Primary
Care Collaborative.
It serves a population of 365,000 people in an area that
is geographically dispersed, financially challenged and
has areas of deprivation and health inequality.
AIM
Better Care Together aims to improve the sustainability
of services, enhance the quality, safety and experience
for patients, and reduce the health system financial
deficit. It aims to do this by working interdependently
with a much more integrated out-of-hospital sector and
moving to a smaller, more productive group of hospitals.
OUTLINE
Better Care Together will see the development of
multidisciplinary core teams based within communities
across Morecambe Bay. There will be increased general
practice capacity and capability, with an expansion of
community based specialist services.

#futureNHS

Increasingly, hospital clinicians will work within the
community based teams fostering a shared approach to
staff development and improving pathways of care.
The vanguard is focusing on ensuring that people who
use local services experience care and support that works
the way it should and that they are supported to take
control of their health and wellbeing. Most of their care
and support will be provided within their local
community, based around their GP practice, with access
to safe and high quality specialist care as and when it is
needed.
This vanguard programme was developed by over 200
healthcare professionals together with input from a wide
range of local patients, community groups and third
sector colleagues.

7. North East Hampshire and Farnham
Clinical Commissioning Group
PARTNERS
NHS North East Hampshire and Farnham Clinical
Commissioning Group, Frimley Health NHS Foundation
Trust, Southern Health NHS Foundation Trust, Surrey and
Borders Partnership NHS Foundation Trust, Virgin Care,
South East Coast Ambulance NHS Foundation Trust,
North Hampshire Urgent Care, and Hampshire and
Surrey county councils.
This vanguard serves a population of more than
220,000.
AIM
The vanguard aims to keep people happy, healthy and at
home by motivating and supporting local people to
improve their own health and ensuring a seamless
service when they are ill or need support.
OUTLINE
The focus of the vanguard is on the way services are
commissioned and the way organisations are set up.
These will be reshaped to best support the new model of
care.

It will also develop integrated teams of specialist health
and social care professionals. These teams will comprise
community nurses, occupational therapists,
physiotherapists, social workers, a psychiatric nurse, a
lead psychiatrist, a pharmacist, a geriatrician, GPs, the
voluntary sector, and specialists in palliative care and
domiciliary care. They will ensure joined up care for
patients, especially those who are vulnerable or have
complex needs.
There will also be enhanced community services for
people in their own homes, in GP surgeries and local
community hospitals. There will also be access into and
out of specialist inpatient care – in community hospitals
(such as in Farnham and Fleet) as well as Frimley Park
Hospital.
The vanguard’s work will enable health and social care
professionals to speed up plans to develop new ways of
providing and paying for support and services for local
people. It will also provide better value for money,
helping to close the gap between the available resources
and the costs of providing services to meet need.

The programme will focus on preventing ill health and
maximising self-care, helping people to manage their
own health conditions, empowering them to make
choices about their care and ensuring the right services
are available to all.

#futureNHS
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8. Harrogate and Rural District Clinical
Commissioning Group
PARTNERS
Harrogate District NHS Foundation Trust, Harrogate and
Rural District Clinical Commissioning Group, North
Yorkshire County Council, Tees Esk and Wear Valley
Foundation Trust, Harrogate Borough Council and
Yorkshire Health Network.
The vanguard covers a population of approximately
160,000.

This work is built on what local people told the vanguard
partners is important to them. Services will be provided
by an integrated care team including GPs, community
nurses, adult social care, occupational therapy,
physiotherapy, mental health and the voluntary sector.
Boundaries between primary, community, acute, mental
health and social care will be removed and hospital beds
will be used only when they are truly needed.

9. My Life a Full Life (Isle of Wight)
PARTNERS
Isle of Wight Clinical Commissioning Group, Isle of
Wight NHS Trust (a unique provider of ambulance,
community, hospital and mental health services), Isle of
Wight Council, One Wight Health (a GP collaborative)
and the voluntary sector.

At the centre of the model is the person. Individuals will
be supported by ‘My Life’ coordinators who will
coordinate and navigate support for people across the
community and care system. This coordination role will
triage, reduce perceived system complexity, increase
awareness of services, and maximise efficiency.

Jointly the partners serve a population of 140,000.

Another key element of the model is integrated locality
teams which deliver person-centred care and support in
the community, with GP clinical leadership and multispecialist teams.

AIM
This vanguard aims to transform the way care is provided
locally with GPs, community services, hospitals, mental
health and social care staff working together to support
people to remain independent, safe and well at home.
The vanguard wants to see care provided by a team that
a person knows and feels they can trust. This will be set
out in a care plan.

AIM
The vanguard’s new care model is aimed at improving
health and wellbeing. It also works to enhance care and
improve quality outcomes, delivering more care in
people’s own homes and in the community, and making
health and wellbeing more financially sustainable. Care
on the island has historically been reliant on statutory
services and is no longer financially sustainable.
Vanguard support is helping accelerate the move to the
new care model.

OUTLINE
The vanguard focuses on prevention. Targeted services
will be increased including their Stronger Communities
Programme (focused on building communities and selfcare), prevention officers (working with people who may
need care in the future) and falls, bereavement and
mental health preventative support services.

OUTLINE
The integrated ‘My Life a Full Life’ model is preventionbased, promotes health and wellbeing and is built on
experience-based co-design. It is also founded on the
principles of self-care and empowered communities.

#futureNHS
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The vanguards: multispecialty
community providers

10. Calderdale Health and Social Care Economy
PARTNERS
Calderdale Pennine GP Alliance, Calderdale and
Huddersfield Foundation Trust, Calderdale Clinical
Commissioning Group , Calderdale Metropolitan
Borough Council, South West Yorkshire Partnership
Foundation Trust, Locala Community Partnerships and
Voluntary Action Calderdale.
This vanguard will service a patient population of
around 100,000.
AIM
This vanguard will build on ongoing work to integrate
health and social care – the ‘care closer to home’
programme – enabling the team to deliver benefit at a
greater pace and scale. It aims to offer a measurable shift
in the balance of service delivery from avoidable
unplanned admissions to hospital, to planned, integrated
care, delivered in primary care and community settings.
OUTLINE
Calderdale has a shared commitment towards a common
goal – a sustainable people-centred, future proof system
for delivering health and social care locally.

The focus of the programme is on three patient cohorts
– people with long term conditions, people at risk
through frailty, and children with complex health and
care needs.
The vanguard will pilot innovative schemes to help these
groups, firstly in the more remote west side, the ‘upper
valley,’ but quickly roll-out learning across Calderdale.
The team has also already installed telecare technology
in care homes and is confident about the positive
effect that it is having upon the experience of care for
residents, reducing their dependency upon hospital care.
Patients with chronic obstructive pulmonary disease
(COPD) now have access to telehealth.
Progress is also being made on a ‘staying well’
programme for older people, helping to tackle social
isolation and loneliness.
At the other end of the age spectrum, a child health
pilot has been launched in north east Halifax, bringing
together the local hospital trust, GPs and children’s
community nurses to run paediatric clinics at a children’s
centre in the community.

One of the challenges that the vanguard faces is its
valley geography, which has an impact on access and
flow. The team is already trialling pilot schemes to
provide truly integrated services closer to where
people live.

#futureNHS
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11. Derbyshire Community Health Services
NHS Foundation Trust
PARTNERS
Derbyshire Community Health Services NHS Foundation
Trust, Derbyshire Healthcare NHS Foundation Trust,
Erewash GP Provider Company, Derbyshire Health United
and NHS Erewash Clinical Commissioning Group.
This vanguard covers a population of 97,000 people.
AIM
This vanguard aims to bring together major community
and mental health services alongside GPs to develop a
prevention and support team. The team is made up of
health and care staff, including GPs, advanced nurse
practitioners, mental health nurses, extended care
support and therapy support.
OUTLINE
The vanguard focusses on the delivery of services to
people with long-term conditions including diabetes,
chronic vascular disease and chronic lung conditions.
There are also plans to extend GP access and improve
records so that the treatment plans of the most
vulnerable people are available for all community and
primary care staff. This will reduce duplication and assist
in times of need for out of hours or emergency
treatment.

#futureNHS

Health professionals will talk frail and vulnerable people
through their concerns and support them to remain in
their homes. Healthcare ‘hubs’ will bring medical,
nursing and mental health professionals together to
share information and knowledge about patients with
long term conditions and acute medical needs so they
get the best care possible to stay well for longer.
The vanguard will also further develop telehealth
technology to help people with long term conditions to
manage their health better – particularly for those with
cardiovascular disease, respiratory diseases and diabetes.

12. Fylde Coast Local Health Economy
PARTNERS
NHS Blackpool Clinical Commissioning Group, NHS Fylde
and Wyre Clinical Commissioning Group, Blackpool
Teaching Hospitals NHS Foundation Trust, Lancashire
Care NHS Foundation Trust, Lancashire County Council
and Blackpool Council.
NHS Blackpool and NHS Fylde and Wyre Clinical
Commissioning Groups have a joint registered
population of 320,000 people living across a mix of
coastal town and rural villages.

Complementing extensive care, plans for enhanced
primary care will enable even more support to be
delivered closer to patients’ homes. Integrating
community services will see GPs working in
neighbourhoods alongside community care and social
workers. Supported by shared electronic care records
and a single point of contact for all out-of-hospital
services this will ensure seamless care for all.

AIM
The vision for the Fylde Coast is to ‘wrap’ healthcare
around the patient, delivering more support in the heart
of the community and less in hospital.
OUTLINE
This vanguard is already delivering new extensive care
services where clinical and non-clinical staff work
together, providing proactive care for elderly and frail
patients with long-term conditions. This dramatically
reduces the need for unplanned hospital visits. Two
extensive care services went live in June 2015 and
another five will become operational during the next
18 months.
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13. Vitality (Birmingham and Sandwell)
PARTNERS
Birmingham Children’s Hospital, Birmingham City
Council, Birmingham Community Health Care Trust,
Birmingham and Solihull Mental Health Trust, Sandwell
and West Birmingham Hospital Trust, Sandwell and
Birmingham Clinical Commissioning Group, and Vitality
Partnership (15 GP practices).
The vanguard covers 200,000 patients within
Birmingham and Sandwell.
AIM
This vanguard aims for a future where patients will tell
their story once. It wants care to be better joined up and
for patients to be at the very heart of care planning and
health management.
OUTLINE
By working together and centralising some processes for
streamlined, efficient and effective care, health and
social care staff will release more time for patients. A
new clinical model has already released capacity with
positive feedback from patients and clinicians.

The vanguard will also be looking at improvements in
technology to help make it easier for people to access
healthcare. In the new model of care, all health and care
organisations will encourage patients to take
responsibility for their health – making sure they get
checks, attend appointments and live a healthy lifestyle.
The model will be delivered by the full range of health
and care partners who are committed to the long-term
vision of transformation for healthcare through the
‘Right Care Right Here Partnership’. This includes the
build of a new hospital (Midland Met) by 2018, moving
more services into local settings and a drive for
improving people’s health by focusing on prevention,
access and choice.

14. West Wakefield Health and Wellbeing Ltd
PARTNERS
West Wakefield Health and Wellbeing Ltd is a
federated network of GP practices in west Yorkshire.
Other partners include: NHS Wakefield Clinical
Commissioning Group, Wakefield Council, Wakefield
District Housing, South West Yorkshire Partnership NHS
Foundation Trust, Wakefield Healthwatch, Mid Yorkshire
Hospitals NHS Foundation Trust, Nova (voluntary
community sector representative body), Yorkshire
Ambulance Service and Local Care Direct.
It is currently responsible for around 64,000 patients.
There are plans to merge with two other GP practice
networks in the area, which will see the number rise to
120,000.
AIM
As a multispecialty community provider, West Wakefield
Health and Wellbeing Ltd will be working to provide a
larger, more diverse primary care team locally. There are
currently 72 care navigators working in practices. These
are administrative staff and patient representatives
trained to direct patients to the most appropriate care.

OUTLINE
A key element of this vanguard’s programme is improved
physical access to care. It is working to improve its care
navigation system, directing patients to the help they
need faster. The extended operating hours service has
been running since October 2014, and the plans to
merge with two other GP networks under the vanguard
will expand both the number of clinicians and patients.
Meanwhile the HealthPod, West Wakefield’s mobile
clinic, is improving engagement with ‘hard to reach’
groups such as members of the gypsy/traveller
community.
The vanguard is also creating more ways for patients to
digitally access healthcare. This includes an online
directory of local services, which pulls information from a
variety of sources online including social media and a
library of helpful health apps on its website. The
vanguard is also engaging primary school pupils in health
using a competition to design health apps. An app is
now being built based on the idea of last year’s winning
team.
Self-service kiosks in practices will help patients to
access these and other helpful resources, pointing to
appropriate care before a patient enters a clinic room.
The vanguard is also looking at introducing email/instant
messaging and video consultations.

#futureNHS
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15. Better Health and Care for Sunderland

16. Dudley Multi-speciality Community Provider

PARTNERS
This vanguard is led by NHS Sunderland Clinical
Commissioning Group (CCG) and Sunderland City
Council, in collaboration with local providers including
Sunderland Care and Support Service, South Tyneside
NHS Foundation Trust (providing community services in
Sunderland), Sunderland City Hospitals NHS Foundation
Trust. It also includes the city’s two GP Federations
(Sunderland GP Alliance and Washington Community
Healthcare), Sunderland Carers Centre, Sunderland Age
UK, and Northumberland and Tyne and Wear NHS
Foundation Trust.

PARTNERS
NHS Dudley Clinical Commissioning Group, Dudley
Metropolitan Borough Council, Dudley Group NHS
Foundation Trust, Black Country Partnership Foundation
Trust, local GPs, Dudley and Walsall NHS Partnership
Trust and Dudley Council for Voluntary Service.

This vanguard covers a population of 284,000 people.
AIM
The vanguard has an ambitious vision to transform care
out of hospital through increased integration of
community services to provide person-centred
coordinated care.
OUTLINE
The vanguard is working to provide an enhanced
citywide recovery at home service to offer rapid response
at home or in community beds to prevent emergency
admissions to hospital and support patients after they
are discharged from hospital.

#futureNHS

Another key area is integration of community nursing,
social workers, GPs and voluntary staff in five locality
teams, wrapped around GP practices providing planned
and proactive care.
The integrated locality teams will ensure care is better
coordinated, planned and more proactive, particularly for
patients most at risk of avoidable emergency admissions.
Based in one location in each locality but working closely
with clusters of practices, the teams will be supported by
the recovery at home service.
GP practices will be supported to work more
collaboratively through the two federations, with the
aim of providing enhanced care to patients with
long-term conditions.

Dudley has a population of around 318,000 people.
AIM
This vanguard aims to integrate services in order to wrap
health and social care around patients – putting them at
the centre of their care and in control.

The vanguard also aims to streamline and simplify
patient pathways, removing complexity and bureaucracy
from the system and looking holistically at the whole
person and not just their illness or issue.
GPs are at the centre of the model as they have the
responsibility for the patients that choose to register
with them. The vanguard seeks to empower local
communities to take control and responsibility for their
health and happiness, and use their skills and expertise
to build community connections and cohesion.

OUTLINE
The vision is for teams which have no walls and work
together and with patients, their families and carers to
ensure they have the help and support to live life as
independently as possible.
There will be work to establish single IT systems to help
prevent people having to tell their story repeatedly.
Community link workers will join up the services around
the patient, offering support and building relationships
and networks. Care will be delivered in the community,
at place that people can get to and feel comfortable
with.
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17. Whitstable Medical Practice
PARTNERS
Whitstable, Northgate and Saddleton Road Medical
Practices, NHS Canterbury and Coastal Clinical
Commissioning Group, Kent County Council, local
NHS trusts, mental health services, public health and
voluntary and community services.
The organisations jointly serve a population of
approximately 170,000 people.
AIM
The new model of care being developed by Whitstable,
Northgate and Saddleton Road Medical Practices is a
multispecialty community provider. This is expanding to
include an additional 13 practices across the Canterbury
and Coastal area.
This new model will ensure health and social care is
based around local needs and patients can receive more
of their treatment in their local communities, rather than
having to travel to hospital.
OUTLINE
The focus of the vanguard includes working towards a
seven day a week primary care service and enabling
people who are admitted to hospital to be discharged
sooner and receive the care they need in their own
home.

#futureNHS

The vanguard is working to create a more cost effective
service by treating patients closer to their homes using
specialist GPs. There will also be a greater use of
information technology, using telecare and telemedicine
to enable people to maintain their independence
through self-care and self-management, and a shared
single electronic patient record.
Three health and social care hubs will also be created
and will include community hospital beds, nursing home
beds and extra care facilities.
Additionally, focusing on prevention will ensure that the
whole health and social care system is working
seamlessly to support people to stay well and supports
them where necessary.
Patients are involved in helping to decide which services
the vanguard should include through groups known as
community networks.

18. Stockport Together
PARTNERS
Stockport NHS Foundation Trust, NHS Stockport Clinical
Commissioning Group, Pennine Care NHS Foundation
Trust and Stockport Metropolitan Borough Council along
with Stockport’s GP federation, frontline staff, the public
and third party voluntary organisations.
Stockport Together will be serving a GP registered
population of more than 305,000.
AIM
Stockport Together aims to develop a single strategic
plan to improve health and social care services across the
borough. It wants to fundamentally reform the way
health and social care is delivered in Stockport to ensure
the best possible outcomes for local people. This is
against a backdrop of growing demand and restricted
funding

Initially, the vanguard will be commissioned to deliver
care to the over 65 population of Stockport on a
weighted capitation basis. The model covers a range of
measures including screening for early detection of
diseases and supporting people to manage their own
care where appropriate through education.
Where people have complex conditions crisis response
will be put in place through an anticipatory plan to help
support them in the management of exacerbations
themselves and reduce the stress that this can cause.
A facility will also be developed to allow GPs to call
consultants directly for advice initially across up to eight
specialties using a cascade system. The vanguard will
also utilise the skills of social care and third sector
partners to build community capacity in each
neighbourhood.

OUTLINE
The model in Stockport is a GP-led neighbourhoodbased out-of-hospital service, which includes community
health services, mental health, social care and the third
sector.
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19. Tower Hamlets Integrated Provider Partnership
PARTNERS
Tower Hamlets GP Care Group Community Interest
Company, Barts Health NHS Trust, East London NHS
Foundation Trust and London Borough of Tower
Hamlets.
The vanguard serves around 280,000 people.
AIM
This vanguard aims to establish a new model of
community care which will enable social care, primary,
community and acute health services to truly coordinate
their services around the patient.

20. Better Local Care (Southern Hampshire)

OUTLINE
The vanguard is working to ensure that more patients
have their care coordinated around their needs and are
not left to navigate themselves through numerous
different services. It will also help more vulnerable
patients receive care in their own homes, limiting time
spent in hospital away from their family and friends.

PARTNERS
Better Local Care is a growing partnership of around 30
GP practices, Southern Health NHS Foundation Trust and
local commissioners based in Hampshire.

A key part of the vanguard is a greater focus on a
positive patient experience. Patients can expect improved
experience of care across all health and social care
services in the local community.

AIM
This vanguard aims to provide better access, experience
and outcomes for patients closer to their homes. This
means fewer people will need to go to hospital, and
more will be supported to take control over their own
health and wellbeing.

The teams currently support around 220,000 people
with more teams following in the coming months.

By working in this way, health and care professionals will
have more time to support people who are most at risk
of worsening health and wellbeing.
This vanguard understands that people who use services
are experts too. A big part of Better Local Care is finding
new ways to collaborate with users and carers so new
care models really work for them and their families.

OUTLINE
Better Local Care is joining services up to form one
extended team of health, social care, third sector and GP
colleagues who support the same local population. This
will improve access to the right professional at the right
time, including specialists – with fewer unnecessary
appointments in between.

#futureNHS
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21. Primary Care Cheshire
PARTNERS
Primary Care Cheshire (GP Federation involving all 36
GP practices based in west Cheshire) and the local
community services provider supported by West Cheshire
Clinical Commissioning Group, Cheshire and Wirral NHS
Partnership Foundation Trust, the Countess of Chester
NHS Foundation Trust, Cheshire West and Chester Local
Authority and partners from the third sector. Local
patient voluntary and community groups are involved
too, including Healthwatch Cheshire West.
These organisations serve a population of around
250,000.
AIM
With an emphasis on transforming care from cradle to
grave, Primary Care Cheshire focusses on starting well,
living well and ageing well as the drivers for change.

22. Lakeside Surgeries (Northamptonshire)
OUTLINE
A key theme running throughout the Primary Care
Cheshire vanguard is that the individual and their family
and carers will be given the tools and confidence to
manage their condition for themselves, so far as is
possible. This will involve clinicians and local people
working together to build an understanding of what
self-care means and to co-design it together. Where selfcare is not the solution, Primary Care Cheshire is
committed to involving local patients, families and carers
in co-designing care models that meet their needs.

PARTNERS
Kettering General Hospital, University Hospital Leicester,
Northampton County Council, Corby Borough Council,
Celesio, Lloyds Pharmacy, Leonard Cheshire Homes and
Olympus Social Care Services.

Babies, children and young people will look to their local
GP and cluster team as their gateway to coordinated
support. Adults will be supported to make healthier
choices via innovative self-care programmes and people
with long-term conditions will be identified and
supported to minimise the impact on their daily lives.

Through Lakeside Healthcare this vanguard looks after
over 100,000 patients.

Vulnerable older people will be cared for by GPs and
integrated community teams who will proactively
identify and target those most at risk, develop shared
care plans with a single care coordinator and ensure care
is provided by specialist, multidisciplinary teams.

OUTLINE
The model is to further develop their home and
community based service that puts the patient at the
very centre of everything they do.

Lakeside Healthcare is the largest single GP ‘superpractice’ partnership in the NHS with a patient list
of over 60,000. It is headquartered in Corby,
Northamptonshire with several branch surgeries in
nearby towns.

AIM
By April 2016, Lakeside Healthcare aims to be one of the
first accountable care organisations in the NHS.

Lakeside Extensivist Services is a holistic care system
which will provide coordinated, comprehensive care to
the most needy and frail patients. It aims to ensure
patients receive highly personal care with better access
and are engaged in the management of their conditions.
Lakeside Enhanced Primary Care is team-based care that
provides comprehensive and convenient medical care to
a specific patient segment. This will also allow patients to
receive whole-person focussed care delivered by their
current GP.
Lakeside Ambulatory Surgery Centres are outpatient
centres delivering high efficiency care in a convenient
setting with improved patient scheduling which supports
increased patient choice.
CorbyCare Urgent Care operates either as a standalone
service or on a hospital site and has satellite primarypharmacy spokes.

The vanguard will offer patients four new models of care
which complement each other: Lakeside Extensivist
Services; Lakeside Enhanced Primary Care; Lakeside
Ambulatory Surgery Centres; and, CorbyCare Urgent
Care Model.

#futureNHS
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23. Principa Partners in Health
(South Nottinghamshire)
PARTNERS
12 GP practices in Rushcliffe are coming together as a
‘partnership of partners’ to form the cornerstone of a
new multispecialty community provider organisation.
It will combine with general practice, GP out-of-hours
services, community and local mental health services,
social care, third sector, hospital and ambulance trusts.
This vanguard will serve a population of 126,000.
AIM
Serving Rushcliffe’s whole population, the vanguard aims
to accept contractual responsibility for the quality and
costs of healthcare within a single capitated budget.
The vanguard will be defined by integrated working and
a culture of mutual accountability for patient experience
and outcomes.

#futureNHS

OUTLINE
A new model of integrated care will focus on promoting
health and wellbeing through prevention and providing
care at the right time in the right place. This will enable
people to live independently at home for as long as
possible and avoid unnecessary hospital admissions by
moving traditional hospital-based services into
community settings, such as specialist long-term
conditions management, nursing, diagnostics and some
consultant-led care.

The vanguards: enhanced
health in care homes

This vanguard will see the local health and social care
system working as one to focus on proactive healthcare,
with commitment and pride in bringing benefits to
patients and the professionals who serve them. The
result will be a significant culture change, with the health
and social care workforce coming together to agree
ambitions that are patient-centred and empower people
to personalise the care they receive, replacing the onesize-fits-all model currently delivered by individual
organisations.

#futureNHS
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24. NHS Wakefield Clinical Commissioning Group
PARTNERS
NHS Wakefield Clinical Commissioning Group, Wakefield
Council, seven GP networks and the Provider Alliance
which includes Nova-Wakefield, Age UK, Wakefield
District Housing, South West Yorkshire Partnerships NHS
Foundation Trust, Mid Yorkshire Hospitals NHS Trust and
Yorkshire Ambulance Service.
Wakefield district has a population of around 325,000.
AIM
This vanguard focuses on the wider determinant of
wellbeing – ‘somewhere to live, someone to love,
something to do’.
OUTLINE
The vanguard is working to ensure people in care homes
are offered proactive, holistic assessment and care
planning. Care needs will be reviewed on admission to a
care setting, at scheduled intervals (according to need)
and after an unplanned episode e.g. an urgent GP call
out.

25. Gateshead Care Home Project

independent living schemes, i.e. sheltered housing, to
keep them socially connected within the scheme and in
the wider community.

PARTNERS
NHS Newcastle Gateshead Clinical Commissioning
Group and Gateshead Council.

Evidence from existing pilots indicates this will reduce
fragmentation in care and give equal access to high
quality health care whether in a care home or their own
home. It will also help keep residents and their families in
control of their care and reduce accidents and health
deterioration, resulting in urgent GP calls and hospital
attendance or admission.

Gateshead has a population of around 206,000.

This will also reduce the number of people choosing to
go from independent living into care settings to escape
loneliness and enable couples to be supported to stay
together in independent living schemes.
The vanguard is also working to ensure every resident
has an end of life plan – allowing people to die in their
place of choice.

AIM
This vanguard is a pioneering project to improve the
health of care home residents in Gateshead.
OUTLINE
Gateshead Care Home Project sees individual GP
practices each allocated to a specific care home, making
it possible to offer greater continuity of care and more
effective prevention of illness through regular home
visits.

The vanguard is also reviewing the care pathway and a
new model for contracts and payments as well as the
development of co-commissioning for all community bed
and home based care. Co-commissioning is the clinical
commissioning group and Gateshead Council working
together to bring a simplified and joint approach to
enhanced healthcare, making it easier for patients and
professionals to navigate, with the potential to take out
some transactional costs.
Personalised care delivery and multidisciplinary working
has already brought a 14% reduction in avoidable
hospital admissions, together with an improvement in
the quality of care delivered.

There will also be changes to the way services are
commissioned and contracts managed with a wide range
of providers for this group of patients. It will bring
together a network of organisations working together
for a more coherent health and social care offer to
patients.

There will be a joined up support package for people in

#futureNHS
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26. East and North Hertfordshire Clinical
Commissioning Group
PARTNERS
East and North Hertfordshire Clinical Commissioning
Group, Hertfordshire County Council and the Care Home
Providers Association.
East and North Hertfordshire Clinical Commissioning
Group covers a population of 580,000.
AIM
This vanguard aims to facilitate all parts of the health
and social care system to work together to do more to
look after vulnerable patients in care homes and prevent
them having to make unnecessary trips to hospital.
OUTLINE
Patients living in care homes are often some of the area’s
most vulnerable patients. Most have more than one long
term medical condition, such as diabetes, breathing
problems or heart disease and often need to take several
medications. These patients can also become very unwell
very quickly and can sometimes need to be rushed to
hospital because their condition has deteriorated.

#futureNHS

This vanguard will focus on improving services for these
patients in a number of ways.
It will enhance the skills of care home staff through a
package of education and training, so that patients with
complex care needs can be looked after with confidence.
It will also create teams of GPs, district and practice
nurses, mental health nurses, older people’s specialists
and pharmacists, who will work closely with care home
staff to support residents.
The vanguard aims to bring together ‘rapid response’
teams of community nurses, matrons, therapists and
home-carers who can get to care homes within 60
minutes, as an alternative to sending elderly patients to
A&E, when that is in their best interests.
There will also be an investment in technology to give all
GPs access to comprehensive information about each
care home resident when they visit them.

27. Nottingham City Clinical
Commissioning Group
PARTNERS
Nottingham City Clinical Commissioning Group in
partnership with the Care Home Steering Group which
includes Nottingham CityCare Partnership, Nottingham
University Hospitals, Nottinghamshire Healthcare Trust,
Age UK Nottingham and Nottinghamshire, Care Home
Managers Forum, Nottingham City Council and
Nottingham University.
The organisations jointly serve a population of more than
314,000 people.

The vanguard wants to remove organisational barriers,
implement new technology and ensure that care home
staff have support from specialist health services to
identify, understand, manage and respond to the
everyday impact of providing essential care. Residents
will receive coordinated care from GPs and specialist
health professionals in partnership with social care and
their care home staff. These partnerships are essential
and will be built on reliable communication and trust
between teams and individuals through a shared
ambition to transform services for care home residents
and their families.

AIM
Nottingham City’s vision is for care home residents to be
healthier, have a better quality of life and to be treated
with dignity and respect. This vanguard will focus on the
capabilities of those living in care home settings rather
than their dependencies with the aim that all residents,
and their families, are able to enjoy a positive experience
of care.
OUTLINE
Care home residents, commissioners and providers are
committed to working together to transform the model
of support provided to care homes by developing a
value-based approach. To support the transformation of
services, providers will be given greater freedom to
innovate in the way they deliver health and care services
whilst being held to account for the outcomes and costs
of care.

#futureNHS
28 of 105

NEW CARE MODELS: Vanguards – developing a blueprint for the future of NHS and care services

NEW CARE MODELS: Vanguards – developing a blueprint for the future of NHS and care services

38

39

28. Sutton Clinical Commissioning Group

29. Airedale and Partners

PARTNERS
NHS Sutton Clinical Commissioning Group, the London
Borough of Sutton, Epsom and St Helier Hospitals NHS
Trust, St Raphael’s Hospice, Sutton and Merton
Community Services (the community division of The
Royal Marsden), Age UK Sutton, South West London and
St George’s Mental Health Trust, The Alzheimer’s Society,
London Ambulance Service and Sutton Centre for the
Voluntary Sector.

PARTNERS
Airedale and Partners vanguard is a partnership of over
15 organisations in Yorkshire and Lancashire and
includes three hospitals, GPs, three councils, community
healthcare, IT partners and a range of independent care
home providers.

Sutton Clinical Commissioning Group serves a
population of over 190,000.
AIM
The aim of this vanguard is to work together with local
care home providers and communities to provide high
quality care that enhances the health and wellbeing of
care home residents, as well as proving to be financially
beneficial to the tax payer.
OUTLINE
The vanguard has introduced a number of interventions
including the development of a community team to help
prevent unnecessary admissions to hospital and the
establishment of end of life care nursing teams. They
have also set up a joint intelligence group and
established forums for care home managers and senior
nursing staff to share best practice, education and
training.

#futureNHS

These interventions have already demonstrated not only
an increase in the quality of care provided to residents,
but have also shown a reduction in pressures on the
health system.
Whilst much has already been achieved, the vanguard
believes that further work could bring even greater
benefits not only the population of Sutton, but also care
home residents nationally through replication of
successful strategies.

The organisations jointly serve a population of more
than 750,000 people.
AIM
The vanguard is being led by doctors, nurses, and other
health and social care professionals, and its main aim is
to improve the quality of life and end of life care of
thousands of nursing and care home residents.

This helps residents remain active and independent, and
reduces hospital admissions and A&E and GP visits,
including people with breathing problems, heart
conditions and dementia.
The vanguard also aims to help residents improve their
health and wellbeing, including older, vulnerable people
who are most at risk of getting sick. Using remote
technology, such as telemedicine, doctors and nurses can
monitor people on screen to stop them from becoming
ill or provide care earlier.
Technology partners are also helping to support a shared
patient record, including real time information, which is
safer, quicker and avoids duplication.

OUTLINE
This vanguard is using technology to improve care locally.
Improvements include supporting residents who are sick
by providing a secure video link to senior nurses so they
can remain in the care home, where safe to do so.
This means patients have, at the touch of a button, 24/7
access to local care and support.

#futureNHS
29 of 105

NEW CARE MODELS: Vanguards – developing a blueprint for the future of NHS and care services

NEW CARE MODELS: Vanguards – developing a blueprint for the future of NHS and care services

40

41

The vanguards: urgent and emergency
care vanguards

Urgent and emergency care vanguards
In July a further eight new vanguards were announced to transform urgent and
emergency care for more than nine million people.
They are:
30 South Nottingham System Resilience Group
31 Cambridgeshire and Peterborough Clinical
Commissioning Group
32 North East Urgent Care Network
32 Barking and Dagenham, Havering and
Redbridge System Resilience Group
34 West Yorkshire Urgent Emergency Care Network
35 Leicester, Leicestershire & Rutland System
Resilience Group
36 Solihull Together for Better Lives
37 South Devon and Torbay System Resilience
Group

#futureNHS

#futureNHS
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For more information visit:

www.england.nhs.uk/futureNHS
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Report Title
Lead Officer

Corporate Affairs Report

Contributors
Recommendations

Laura Wentworth, Corporate Affairs Manager
• Note key messages in report
• Approve the Emergency Preparedness, Response and
Resilience self-assessment

Paul Edwards, Director of Corporate Affairs

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

Statutory Compliance as at the reports prepared for Quality Performance & Finance Committee held in
August 2015.
o

Complaints
Within the reporting period of 17th July 2015 to 14th August 2015, 9 new complaints were
received. With the exception of the complaint received which related to NHS England (as
detailed below), all complaints were acknowledged within 3 working days of receipt in line with
national guidance.
A summary of the 9 new complaints received is detailed below:
•

•
•
•

5 raised in relation to Wirral University Teaching Hospital NHS Foundation Trust
(WUTH) – 1 was regarding waiting times, 1 regarding prescribing and 3 were concerns
raised in relation to care and treatment received at the hospital.
2 complaints raised were regarding Continuing Healthcare (CHC) Retrospective reviews.
1 complaint was raised regarding a care package provided by Cheshire & Wirral
Partnership NHS Foundation Trust (CWP).
1 complaint was regarding clinical care provided by patient’s GP Practice. Following
consent from the complainant, this complaint was forwarded to NHS England for their
investigation and response.

Trends from this and previous periods identified CHC related complaints as particularly
prominent, with a focus on delays in the CHC process, a lack of information being provided by
the CHC team and also challenging the decisions made following assessments (together with
requests for copies of all evidence considered to make these decisions).
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There was one complaint escalated to the Parliamentary & Health Service Ombudsman (PHSO)
during this period. The case had been managed previously by the CCG as both a Freedom of
Information request and a complaint. Copies of all correspondence in relation to both the FOI
request and the complaint have been forwarded to the Ombudsman for review and to determine
if it would be appropriate for them to investigate this further.
There were 11 complaints closed (some of which were received in the previous reporting
period), all of which were responded to within 25 working days, in line with the CCG’s
Complaints Policy. Full details of each investigation, outcome and lessons learned were
provided in all complaint responses, in line with the national standards for managing complaints
and National Health Service Complaints (England) Regulations 2009. Of the 11 complaints
closed, no complainants re-contacted the CCG unhappy with the responses to their concerns
raised a questionnaire feedback form is also provided when a complaint is closed to determine
how a patient feels their complaint has been managed.
o

Compliments
There was 1 compliment received within the reporting period regarding the Outpatient
Parenteral Antimicrobial Therapy (OPAT) Service. Patient was advised that they would need to
attend the hospital for treatment daily, however, thanks to the District Nurses the treatment was
managed in patients home. The patient wanted to express their thanks to everyone involved in
the service received.

o

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 34 PALS enquiries received within the month of July 2015.

Details of the services calls were received about are included below:
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Wirral CCG

Type of Service

Of the 34 calls received by the PALS office, 16 contacts were from callers raising a concern, 15
were queries being raised and 3 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).
The majority of calls received this month by the PALS office were resolved swiftly and without
delay and each month the PALS team ask people if they are happy to receive a feedback form.
The feedback within this reporting period was positive and, as an example, a patient felt that the
PALS team had solved a problem that they had not been able to resolve themselves for three
months.
(Source: Monthly PALS report provided from Wired)
o

MP Enquiries
There were 6 new MP enquiries receiving within the reporting period of 17th July 2015 to 14th
August 2015 all of which were acknowledged within 3 working days.
There were 3 MP enquiries responded to and closed within this period; 2 related to Continuing
Healthcare assessments and the third was regarding concerns about a service change to
Primary Care Mental Health provision.
The 3 MP enquiries were investigated and responded to within the CCG’s target Key
Performance Indicator of 20 working days, and were therefore fully compliant within this
reporting period.

o

Freedom of Information (FOI) requests
Within the reporting period of July 2015, 28 new FOI requests were received. The subjects of
the FOI requests received are detailed below:
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All FOI requests received during this period were responded to within 20 working days, in line
with the Freedom of Information Act 2000 and the CCG’s Policy for Management of Freedom of
Information requests, and the average response time was 4 working days. Therefore, the CCG
were fully compliant in managing and responding to all FOI requests within this reporting period.
o

SARs
There were 4 new Subject Access Requests (SARs) received within the month of July 2015, (2
of the SAR’s were received from Solicitors and 2 were received from family members). All of
SARs were responded to within 40 working days, therefore the CCG were fully compliant in
managing and responding to all FOI requests within this reporting period.

•

CCG Assurance Framework 2015/16
o

Following the release of the 2015/16 CCG Assurance Framework, as reported at July’s
Governing Body, further supporting guidance has now been released. This new guidance goes
into greater detail on the assurance regime in regards to Special Measures and the Operating
Manual and can be found at:
http://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2013/10/ccg-ass-opman-2015.pdf
and
http://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2013/10/spec-measccg.pdf

•

Organisational Development
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•

•

o

The CCG has utilised resource secured from North West Leadership Academy to engage with
PACE Consulting to support its Governing Body development. PACE Consulting have been
conducting diagnostic work since April 2015, with the first formal development session being
held on 1st September 2015. Future sessions are being planned throughout 2015/16.

o

Following the CCG staff development event held in June, a Staff Forum has been established,
made up of representatives of each team, and of varying grades. This group meets fortnightly
and is instrumental in encouraging staff engagement, capturing new ideas, raising key issues
and acting as a reference groups for proposed CCG developments,

o

This group has supported the development of the CCG’s refreshed Mission Statement, Vision,
Values and Objectives,

o

Once the refreshed Mission Statement, Vision, Values and Objectives are agreed, new PDRs
will be undertaken aligned to the revised organisational objectives.

o

The Chief Officer now holds a weekly team briefing, updating staff on key issues and also giving
a weekly opportunity for CCG employee to raise any topics they wish.

o

A further CCG staff development event is planned for November 2015.

Policies
o

The revised Complaints Policy was approved at August Quality Performance and Finance
Committee and incorporates recommendations from the recent Mersey Internal Audit Agency
review

o

This revised policy is fully in line with the National Health Service Complaints (England)
Regulations 2009 to ensure that the CCG is complaint with these national regulations.

Workforce/HR
o

Turnover – The monthly turnover rate for July 2015 was 0.0%, which is in line with national
compliance rates and targets.

o

Absence – The monthly absence rate as at the end of June 2015 was 1.78% which is below the
national target rate of 3.32%, and therefore the CCG is fully compliant with national targets.

o

Statutory and Mandatory Training
The training compliance as at August is as follows:
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Training Module

Compliance (%)

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

77%
89%
85%
85%
82%
84%
85%
80%

(Please note that the figures above do not include members of staff on long term sickness/
secondment / maternity leave)
The target compliance rate for all Statutory and Mandatory training is 85%. The training
compliance rates have increased within the months of July and August following the introduction
of the new e-learning system. The compliance rate for Counter Fraud has decreased within this
reporting period, as the frequency for the completion of this course has recently been amended
by HR from once during employment to bi-annually for all staff.
The new system has the ability to provide reminder emails to staff one month prior to their
courses expiring and reminder emails continue to be sent directly to staff members and copied
to Line Managers, to continue to address non-compliance. A request has also been made by
the Chief Officer to all staff for all training to be completed by Friday 4th September; therefore an
increase in compliance will be reported at the next Governing Body meeting in October 2015.
o

Personal Development Reviews
•

•

The CCG are currently agreeing new organisational objectives which are due to be
established by the end of September 2015. A further email will then be sent to staff as a
reminder for Personal Development Reviews to be held as a matter of urgency based on
these new objectives as they are cascaded throughout the organisations.

Emergency Preparedness, Resilience and Response
o

Annual Submission for 2015 Assurance Process – CCG assurance evidence requirements
are for a suite of documents to be submitted to NHS England by December 2015. These
documents include:
• Compliance statement
• The assurance sheet containing evidence against each standard
• Development plan against core standards elements
• Minutes of Governing Body meeting to evidence that the above documents have been
approved
The first three papers are included here at Appendix A and require CCG Governing Body
approval.
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o

Business Impact Analysis update
• The Business Impact Analysis templates for each team have been completed and are
currently being collated and will be reflected within the refreshed Business Continuity
Plan.

o

Training exercises
• Two members of staff attended Emergency Planning Strategic training on 25th June
2015.
• Director of Corporate Affairs is to attend a Severe Winter Planning exercise on 13th
October 2015.

o

On-call review
• Director of Corporate Affairs to revise the on-call rota in line with newly appointed senior
management staff and refresh CCG action cards to reflect new North West Ambulance
Service and NHS England escalation protocols in Quarter 3
• On-call training has been arranged for new and existing on-call staff to be delivered by
Senior Resilience Manager (NWCSU) and will be held on 3rd November 2015.

o

Updates from Groups / Working Groups
•
•
•

The next meeting of the Mersey Local Resilience Forum is being held in September
2015.
Hazards and Risks Sub Group – No impacts to CCG’s.
Capabilities Sub Group – No impacts for CCG’s noted.

IMPLICATIONS
EPRR submission at September meeting requires Governing Body sign off and will form part of the
CCG Assurance process. The suite of document will then be submitted to NHS England, together with
a copy of the Governing Body minutes, by December 2015.
CONCLUSION
Governing Body is asked to note the report and approve the EPRR annual submission
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Emergency Planning, Response and Resilience (EPRR) – Compliance Assessment

Agenda Item:

2.2

Reference

GB15-16/0038

Public / Private

Public

Meeting Date

1st September 2015

Lead Officer

Paul Edwards, Director of Corporate Affairs

Contributors

Laura Wentworth, Corporate Affairs Manager
Roger Booth, Senior Resilience Manager (North West Commissioning Support Unit)

Link to CCG
Strategic System
Plan

1. Patient and primary care centric and based on high quality primary care,
secondary and community services
2. Commissioned services which have a sound evidence base
3. Provides greater equality of access to all

Link to current
strategic objectives

1. Ensuring people are treated and cared for in a safe environment and protected
from avoidable harm

To approve

X

To note
Summary

The statement of compliance and action plan are completed against the required
areas of NHS England’s core standards for EPRR. The CCG has self-assessed as
demonstrating the full compliance level against the core standards.

Comments
Next Steps

Governing Body members are asked to note the evidence of assurance and action
plan and then to approve the self-assessment compliance level.

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

Does the report consider the financial impact?

YES

The training for on-call staff outlined in assurance evidence is covered by the
existing support arrangements provided by North West Commissioning Support
Unit. The underpinning CCG Business Continuity Plan considers any resources
required to implement the plan.

Value For Money

Does the report consider value for money?

NO

This is not applicable for the attached submission and supporting documents.

Risk

Is there a documented risk assessment?

YES

The assessment process itself is a risk assessment of EPRR compliance

Legal

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

YES

Legal issues may arise from incidents if Department of Health guidance is not
followed and may take the form of a civil action or under statute (e.g. Corporate
Manslaughter and Corporate Homicide Act 2007) and can be made against the
CCG or individuals.

Workforce

Does the report provide evidence of whether there could be a positive or
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negative impact on the CCG or other NHS staff?

YES

The on-call staff may be required to be away from their day job for periods of time
during the extent of any emergency, and this may impact to a degree on the day to
day work of the CCG. This is included in the underpinning Business Impact
Analysis (BIA)

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 and Diversity protected characteristics have been and will continue to be
considered throughout the process of developing actions, policies and procedures
in Wirral CCG complying with the Civil Contingencies Act 2004 and the Department
of Health Emergency Planning Response and Resilience requirements. There is
currently no impact identified which would provide inequality.

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? NO
Patient or public have not been involved in determining the EPRR assessment, as
it is primarily concerned with organizational response to national core standards.

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
This is not a requirement of the EPRR core standards

Partnership Working

Does the report evidence a partnership working in its development?

YES

Partnership working is evidenced via the NWCSU attendance at Local Resilience
Forum Groups, which allows interactions with all multi agency partners.

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
YES
Reports to the Governing Body will provide updates against the elements of EPRR
undertaken on behalf of Wirral CCG by NWCSU.

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? NO
Only applicable for new/change projects

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.
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Report History/Development Path
Report Name

Reference

EPRR –
Compliance
Report

Submitted to

Date

Governing Body

1st
September
2015

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
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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Emergency Preparedness, Resilience and Response (EPRR) Assurance 2015-16
STATEMENT OF COMPLIANCE
NHS Wirral Clinical Commissioning Group has undertaken a self-assessment against the
NHS England Core Standards for EPRR (v3.0).
Following self-assessment, and in line with the definitions of compliance stated below, the
organisation declares itself as demonstrating Full compliance against the EPRR Core
Standards.
Compliance Level

Evaluation and Testing Conclusion

Full

The plans and work programme in place appropriately address all the
Core Standards that the organisation is expected to achieve.

Substantial

The plans and work programme in place do not appropriately address one
or more Core Standard that the organisation is expected to achieve.

Partial

The plans and work programme in place do not adequately address
multiple Core Standards that the organisation is expected to achieve.

Non-compliant

The plans and work programme in place do not appropriately address
several Core Standards that the organisation is expected to achieve.

The results of the self-assessment were as follows:
Number of applicable
standards

Standards rated as
Red1

Standards rated as
Amber2

Standards rated as
Green3

30

0

0

30

Acute providers: 47
Specialist providers: 38
Community providers: 38
Mental health providers: 38
CCGs: 30

1

Not complied with and not in
an EPRR work plan for the next
12 months

2

Not complied with but
evidence of progress and in an
EPRR work plan for the next 12
months

3

Fully complied with

Where areas require further action, this is detailed in the attached EPRR Core Standards
Improvement Plan and will be reviewed in line with the organisation’s EPRR governance
arrangements.
I confirm that the above level of compliance with the EPRR Core Standards has been or
will be confirmed to the organisation’s board / governing body.

________________________________________________________________
Signed by the organisation’s Accountable Emergency Officer

____________________________
Date of board / governing body meeting

____________________________
Date signed
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NHS Core Standards Requirements for Wirral CCG
CORE STANDARD - DUTY
Governance
1.Organisations have a director level
accountable emergency officer who is
responsible for EPRR (including
business continuity management)
2. Organisations have an annual work
programme to mitigate against
identified risks and incorporate the
lessons identified relating to EPRR
(including details of training and
exercises and past incidents) and
improve response.

3. Organisations have an overarching
framework or policy which sets out
expectations of emergency
preparedness, resilience and response.

CLARIFYING INFORMATION

EVIDENCE OF ASSURANCE

Lessons identified from your organisation
and other partner organisations.
NHS organisations and providers of NHS
funded care treat EPRR (including
business continuity) as a systematic and
continuous process and have procedures
and processes in place for updating and
maintaining plans to ensure that they
reflect:
- the undertaking of risk assessments
and any changes in that risk
assessment(s)
- lessons identified from exercises,
emergencies and business continuity
incidents
- restructuring and changes in the
organisations
- changes in key personnel
- changes in guidance and policy.
Arrangements are put in place for
emergency preparedness, resilience and
response which:
• Have a change control process and
version control
• Take account of changing business
objectives and processes
• Take account of any changes in the
organisations functions and/ or
organisational and structural and staff
changes

• Ensuring accountable emergency
officer's commitment to the plans and
giving a member of the executive
management board and/or governing
body overall responsibility for the
Emergency Preparedness Resilience
and Response, and Business
Continuity Management agendas
• Having a documented process for
capturing and taking forward the
lessons identified from exercises and
emergencies, including who is
responsible.
• Appointing an emergency
preparedness, resilience and response
(EPRR) professional(s) who can
demonstrate an understanding of EPRR
principles.
• Appointing a business continuity
management (BCM) professional(s)
who can demonstrate an understanding
of BCM principles.
• Being able to provide evidence of a
documented and agreed corporate
policy or framework for building
resilience across the organisation so
that EPRR and Business continuity
issues are mainstreamed in processes,
strategies and action plans across the
organisation.
• That there is an appropriate budget
and staff resources in place to enable
the organisation to meet the
requirements of these core standards.

None

Evidence available
Chief Officer has this responsibility

Annual work programme developed
both by the Local Health Resilience
Partnership (LHRP) and by North
West CSU (NWCSU) taken to
governing body
Debriefing process incorporated into
trust planning
Organisation assurance framework
requirements reviewed at governing
body.
EPRR and Business Continuity
professional commissioned from by
NWCSU

CCG Business Continuity (BC) and
Incident Response (IR) plan contains
a policy statement in respect of
Business Continuity and Incident
Response
BC and IR plans in place which
include version control and annual
review arrangements
Reviewed and updated August 2015.
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4.The accountable emergency officer
will ensure that the Board and/or
Governing Body will receive as
appropriate reports, no less frequently
than annually, regarding EPRR,
including reports on exercises
undertaken by the organisation,
significant incidents, and that adequate
resources are made available to enable
the organisation to meet the
requirements of these core standard
Duty To Assess Risk
5. Assess the risk, no less frequently
than annually, of emergencies or
business continuity incidents occurring
which affect or may affect the ability of
the organisation to deliver its functions.

• Take account of change in key suppliers
and contractual arrangements
• Take account of any updates to risk
assessment(s)
• Have a review schedule
• Use consistent unambiguous
terminology,
• Identify who is responsible for making
sure the policies and arrangements are
updated, distributed and regularly tested;
• Key staff must know where to find
policies and plans on the intranet or
shared drive.
• Have an expectation that a lessons
identified report should be produced
following exercises, emergencies and /or
business continuity incidents and share
for each exercise or incident and a
corrective action plan put in place.
• Include references to other sources of
information and supporting
documentation
After every significant incident a report
should go to the board/governing body or
appropriately delegated governing group
Must include information about the
organisations position in relation to the
NHS England core standards selfassessment

This budget and resource should be
proportionate to the size and scope of
the organisation.

NWCSU provide advice and support,
training and annual reports and
reviews of plans
Plans held on intranet, staff exercise
held on July 10th 2015 facilitated by
NWCSU
Monthly EPRR brief sent to CCG by
NWCSU

Annual report to CCG. Issues from
the EPRR risks taken to board
NWCSU provides an annual report on
EPRR and other reports to board as
required
Assurance documents signed off by
Governing Body

Risk assessments should take into
account community risk registers and at
the very least include reasonable worstcase scenarios for:
• severe weather (including snow,

Being able to provide documentary
evidence of a regular process for
monitoring, reviewing and updating and
approving risk assessments
• Version control

CCG BC and IR plans updated
annually and any additional threats
and risks incorporated
Risk take into account within the
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heatwave, prolonged periods of cold
weather and flooding);
• staff absence (including industrial
action);
• the working environment, buildings and
equipment (including denial of access);
• fuel shortages;
• surges and escalation of activity;
• IT and communications;
• utilities failure;
• response a major incident / mass
casualty event
• supply chain failure; and
• associated risks in the surrounding area
(e.g. COMAH and iconic sites)

6. There is a process to ensure that the
risk assessment(s) is in line with the
organisational, Local Health Resilience
Partnership, other relevant parties,
community (Local Resilience Forum/
Borough Resilience Forum), and
national risk registers.

• Consulting widely with relevant internal
and external stakeholders during risk
evaluation and analysis stages
• Assurances from suppliers which
could include, statements of
commitment to BC, accreditation,
business continuity plans.
• Sharing appropriately once risk
assessment(s) completed

Business Continuity plan the areas
contained in clarifying information
section. Any local risks additional to
generic risks would be identified
within the plans
Risks assessed to health via the
LHRP and sub groups
CCG attends LHRP strategic Group.
NWCSU attend LHRP sub groups and
Local Resilience Forum (LRF) groups
on behalf of CCG and issues raised.
CRR assessed and national risk
register considered.
Threats to CCG identified within the
Business Impact Analysis (BIA)

There is a process to consider if there are
any internal risks that could threaten the
performance of the organisation’s
functions in an emergency as well as
external risks e.g. Flooding, COMAH
sites etc.

LHRP attended by CCG and NWCSU
LRF and groups attended by NWCSU
on behalf of CCG

Other relevant parties could include
COMAH site partners. PHE etc.

Additional risks identified would be
included where relevant
Monthly brief to CCG on issues

7. There is a process to ensure that the
risk assessment(s) is informed by, and
consulted and shared with your
organisation and relevant partners.

Duty to maintain BC and IR plans
8. Effective arrangements are in place
to respond to the risks the organisation
is exposed to, appropriate to the role,

Risks considered within CCG and
cascaded appropriately.
Risks affecting external agencies
cascaded via LHRP and LRF
representation
Incidents and emergencies (Incident
Response Plan (IRP) (Major Incident
Plan))

Relevant plans:
• demonstrate appropriate and sufficient
equipment (Inc. vehicles if relevant) to

BC and IR plans in place which
adherer to NHS Core standards and
ISO 22301 for BC. Plans reviewed
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size and scope of the organisation, and
there is a process to ensure the likely
extent to which particular types of
emergencies will place demands on
your resources and capacity.
Have arrangements for (but not
necessarily have a separate plan for)
some or all of the following
(organisation dependent) (NB, this list
is not exhaustive): see next column

9. Ensure that plans are prepared in
line with current guidance and good
practice which includes:

corporate and service level Business
Continuity (aligned to current nationally
recognised BC standards)
Severe Weather (heatwave, flooding,
snow and cold weather)
Pandemic Influenza
Mass counter measures ( e.g. mass
prophylaxis or mass vaccination
Surge and Escalation Management (Inc.
links to appropriate clinical networks e.g.
Burns, Trauma and Critical Care)
Infectious Disease Outbreak
Utilities, IT and Telecommunications
Failure

Aim of the plan, including links with plans
of other responders
• Information about the specific hazard or
contingency or site for which the plan has
been prepared and realistic assumptions
• Trigger for activation of the plan,
including alert and standby procedures

deliver the required responses
• identify locations which patients can
be transferred to if there is an incident
that requires an evacuation;
• outline how, when required (for mental
health services), Ministry of Justice
approval will be gained for an
evacuation;
• take into account how vulnerable
adults and children can be managed to
avoid admissions, and include
appropriate focus on providing
healthcare to displaced populations in
rest centres;
• include arrangements to co-ordinate
and provide mental health support to
patients and relatives, in collaboration
with Social Care if necessary, during
and after an incident as required;
• make sure the mental health needs of
patients involved in a significant incident
or emergency are met and that they are
discharged home with suitable support
• ensure that the needs of selfpresenters from a hazardous materials
or chemical, biological, nuclear or
radiation incident are met.
• for each of the types of emergency
listed evidence can be either within
existing response plans or as stand
alone arrangements, as appropriate.

Being able to provide documentary
evidence that plans are regularly
monitored, reviewed and systematically
updated, based on sound assumptions:
• Being able to provide evidence of an
approval process for EPRR plans and

and updated August 2015
All issues within clarifying
requirements where appropriate are
contained within the IR and BC
planning
BC and IR plan assessed and
amended by CCG management
Part of NHS England command and
control structure to respond to Major
Incidents
All plans covering Mass Casualties,
vaccination, infectious diseases,
weather related events part of both
LHRP and LRF generic planning and
CCG represented at all relevant
groups

All plans reviewed and updated
annually
All plans reviewed against current
guidance and good practice
Version control in place
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10. Arrangements include a procedure
for determining whether an emergency
or business continuity incident has
occurred. And if an emergency or
business continuity incident has
occurred, whether this requires
changing the deployment of resources
or acquiring additional resources.
11. Arrangements include how to
continue your organisation’s prioritised
activities (critical activities) in the event

• Activation procedures
• Identification, roles and actions
(including action cards) of incident
response team
• Identification, roles and actions
(including action cards) of support staff
including communications
• Location of incident co-ordination centre
(ICC) from which emergency or business
continuity incident will be managed
• Generic roles of all parts of the
organisation in relation to responding to
emergencies or business continuity
incidents
• Complementary generic arrangements
of other responders (including
acknowledgement of multi-agency
working)
• Stand-down procedures, including
debriefing and the process of recovery
and returning to (new) normal processes
• Contact details of key personnel and
relevant partner agencies
• Plan maintenance procedures
(Based on Cabinet Office publication
Emergency Preparedness, Emergency
Planning, Annexes 5B and 5C (2006))
Enable an identified person to determine
whether an emergency has occurred
- Specify the procedure that person
should adopt in making the decision
- Specify who should be consulted
before making the decision
- Specify who should be informed once
the decision has been made (including
clinical staff)
Decide:
- Which activities and functions are
critical

documents
• Asking peers to review and comment
on your plans via consultation
• Using identified good practice
examples to develop emergency plans
• Adopting plans which are flexible,
allowing for the unexpected and can be
scaled up or down
• Version control and change process
controls
• List of contributors
• References and list of sources
• Explain how to support patients, staff
and relatives before, during and after an
incident (including counselling and
mental health services).

References included

On call arrangements in place
On-call Standards and expectations are
set out
• Include 24-hour arrangements for
alerting managers and other key staff.

On call documents available to on call
staff
Triggers contained within plans
Mutual aid considered in plans
Prioritised functions within plans as
part of BIA
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of an emergency or business continuity
incident insofar as is practical.

- What is an acceptable level of service
in the event of different types of
emergency for all your services
- Identifying in your risk assessments in
what way emergencies and business
continuity incidents threaten the
performance of your organisation’s
functions, especially critical activities

13. Preparedness is undertaken with
the full engagement and co-operation
of interested parties and key
stakeholders (internal and external)
who have a role in the plan and
securing agreement to its content
14. Arrangements include a debrief
process so as to identify learning and
inform future arrangements
Command and Control
15. Arrangements demonstrate that
there is a resilient single point of
contact within the organisation, capable
of receiving notification at all times of
an emergency or business continuity
incident; and with an ability to respond
or escalate this notification to strategic
and/or executive level, as necessary.
16. Those on-call must meet identified
competencies and key knowledge and
skills for staff.

BIA reviewed and updated by CCG
management in 2015
Improvement plan submitted to NHS
England

Specify who has been consulted on the
relevant documents/ plans etc.

CCG staff involved in BIA process,
involved in exercises to assist with
awareness rising. Exercise
th
undertaken July 10 2015
NWCSU liaises with all relevant
partners in planning process
Debrief Process Included in plans

Explain the de-briefing process (hot, local
and multi-agency, cold) at the end of an
incident.
Organisation to have a 24/7 on call rota in
place with access to strategic and/or
executive level personnel

Explain how the emergency on-call rota
will be set up and managed over the
short and longer term.

On call system in place

NHS England published competencies
are based upon National Occupation
Standards.

Training is delivered at the level for
which the individual is expected to
operate (i.e. operational/ bronze,
tactical/ silver and strategic/gold). For
example strategic/gold level leadership
is delivered via the 'Strategic
Leadership in a Crisis' course and other
similar courses.

Currently working with NWCSU
Senior Resilience Manager to
organise further training.
Training opportunities provided to
CCG on a regular basis
On call staff have undertaken training
to equip them for their role
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17. Documents identify where and how
the emergency or business continuity
incident will be managed from, i.e. the
Incident Co-ordination Centre (ICC),
how the ICC will operate (including
information management) and the key
roles required within it, including the
role of the loggist.
18. Arrangements ensure that
decisions are recorded and meetings
are minuted during an emergency or
business continuity incident.
19. Arrangements detail the process for
completing, authorising and submitting
situation reports (SITREPs) and/or
commonly recognised information
pictures (CRIP) / common operating
picture (COP) during the emergency or
business continuity incident response.
Duty to communicate with public
22. Arrangements demonstrate warning
and informing processes for
emergencies and business continuity
incidents.

This should be proportionate to the size
and scope of the organisation.

Arrangements detail operating
procedures to help manage the ICC (for
example, set-up, contact lists etc.),
contact details for all key stakeholders
and flexible IT and staff arrangements
so that they can operate more than one
control/co0ordination centre and
manage any events required.

Command centre within plan, decision
logging included in plan

Decision logging included in plan

Sample SITREPS and CRIPs in plan

Arrangements include a process to inform
and advise the public by providing
relevant timely information about the
nature of the unfolding event and about:
- Any immediate actions to be taken by
responders
- Actions the public can take
- How further information can be
obtained
- The end of an emergency and the
return to normal arrangements
Communications arrangements/
protocols:
- have regard to managing the media
(including both on and off site
implications)
- include the process of communication

Have emergency communications
response arrangements in place
• Be able to demonstrate that you have
considered which target audience you
are aiming at or addressing in
publishing materials (including staff,
public and other agencies)
• Communicating with the public to
encourage and empower the community
to help themselves in an emergency in
a way which compliments the response
of responders
• Using lessons identified from previous
information campaigns to inform the
development of future campaigns
• Setting up protocols with the media for
warning and informing

Communications within the CCG via
comms support from NWCSU.
NHS England comms would support
out of hours
Input to web site managed by CCG
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with internal staff
- consider what should be published on
intranet/internet sites
- have regard for the warning and
informing arrangements of other
Category 1 and 2 responders and other
organisations.

23. Arrangements ensure the ability to
communicate internally and externally
during communication equipment
failures
Information Sharing – Mandatory
requirements
24.Arrangements contain information
sharing protocols to ensure appropriate
communication with partners.

Co-operation
25. Organisations actively participate in
or are represented at the Local
Resilience Forum (or Borough

These must take into account and include
DH (2007) Data Protection and Sharing –
Guidance for Emergency Planners and
Responders or any guidance which
supersedes this, the FOI Act 2000, the
Data Protection Act 1998 and the CCA
2004 ‘duty to communicate with the
public’, or subsequent / additional
legislation and/or guidance.

• Having an agreed media strategy
which identifies and trains key staff in
dealing with the media including
nominating spokespeople and 'talking
heads'.
• Having a systematic process for
tracking information flows and logging
information requests and being able to
deal with multiple requests for
information as part of normal business
processes.
• Being able to demonstrate that
publication of plans and assessments is
part of a joined-up communications
strategy and part of your organisation's
warning and informing work.
• Have arrangements in place for
resilient communications, as far as
reasonably practicable, based on risk.

Other systems in place, mobile
telecoms, email, ipads available,
remote access available

Where possible channelling formal
information requests through as small
as possible a number of known routes.
• Sharing information via the Local
Resilience Forum(s) / Borough
Resilience Forum(s) and other groups.
• Collectively developing an information
sharing protocol with the Local
Resilience Forum(s) / Borough
Resilience Forum(s).
• Social networking tools may be of use
here.

Information sharing protocol in place
with Mersey and providers

Attendance at or receipt of minutes from
relevant Local Resilience Forum(s) /
Borough Resilience Forum(s) meetings,

NHS England represents on LRF
Minutes available via Resilience
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Resilience Forum in London if
appropriate)
26. Demonstrate active engagement
and co-operation with other category 1
and 2 responders in accordance with
the CCA
27. Arrangements include how mutual
aid agreements will be requested, coordinated and maintained.
30. Arrangements demonstrate how
organisations support NHS England
locally in discharging its EPRR
functions and duties
33. Arrangements are in place to
ensure attendance at all Local Health
Resilience Partnership meetings at a
director level

Training and Exercising
34. Arrangements include a training
plan with a training needs analysis and
on-going training of staff required to
deliver the response to emergencies
and business continuity incidents

NB: mutual aid agreements are wider
than staff and should include equipment,
services and supplies.
Examples include completing RITREP’s ,
cascading of information, supporting
mutual aid discussions, prioritising
activities and/or services

• Staff are clear about their roles in a plan
• Training is linked to the National
Occupational Standards and is relevant
and proportionate to the organisation
type.
• Training is linked to Joint Emergency
Response Interoperability Programme
(JESIP) where appropriate
• Arrangements demonstrate the
provision to train an appropriate number
of staff and anyone else for whom
training would be appropriate for the

that meetings take place and
membership is quorate.
• Treating the Local Resilience
Forum(s) / Borough Resilience
Forum(s) and the Local Health
Resilience Partnership as strategic level
groups
• Taking lessons learned from all
resilience activities
• Using the Local Resilience Forum(s) /
Borough Resilience Forum(s) and the
Local Health Resilience Partnership to
consider policy initiatives
• Establish mutual aid agreements
• Identifying useful lessons from your
own practice and those learned from
collaboration with other responders and
strategic thinking and using the Local
Resilience Forum(s) / Borough
Resilience Forum(s) and the Local
Health Resilience Partnership to share
them with colleagues
• Having a list of contacts among both
Cat. 1 and Cat 2. responders with in the
Local Resilience Forum(s) / Borough
Resilience Forum(s) area

Direct

Taking lessons from all resilience
activities and using the Local Resilience
Forum(s) / Borough Resilience
Forum(s) and the Local Health
Resilience Partnership and network
meetings to share good practice

Training plan in place developed from
LHRP and LRF.

• Being able to demonstrate that people
responsible for carrying out function in
the plan are aware of their roles

NWCSU attends LHRP and sub
groups and LRF sub groups on behalf
of CCG. All issues communicated to
CCG
Via command and control and NHS
England
Via command and control. SITREP
included within IR plans

LHRP attended by CCG officer and
NWCSU

Strategic training provided in 2015
Awareness training to be provided for
on call staff 2015
BC exercise provided additional
training for CCG staff
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purpose of ensuring that the plan(s) is
effective
• Arrangements include providing training
to an appropriate number of staff to
ensure that warning and informing
arrangements are effective
35. Arrangements include an on-going
exercising programme that includes an
exercising needs analysis and informs
future work.

36. Demonstrate organisation wide
(including on call personnel)
appropriate participation in multiagency exercises

• Exercises consider the need to validate
plans and capabilities
• Arrangements must identify exercises
which are relevant to local risks and meet
the needs of the organisation type and of
other interested parties.
• Arrangements are in line with NHS
England requirements which include a
six-monthly communications test, annual
table-top exercise and live exercise at
least once every three years.
• If possible, these exercises should
involve relevant interested parties.
• Lessons identified must be acted on as
part of continuous improvement.
• Arrangements include provision for
carrying out exercises for the purpose of
ensuring warning and informing
arrangements are effective

• Through direct and bilateral
collaboration, requesting that other Cat
1. and Cat 2 responders take part in
your exercises

All training provided linked to NOS
JESIP familiarisation information
provided to all on call personnel

• Refer to the NHS England guidance
and National Occupational Standards
For Civil Contingencies when identifying
training needs.

All exercises are offered to on call
personnel.

• Developing and documenting a
training and briefing programme for staff
and key stakeholders

Annual exercise in CCG in respect of
Business Continuity and Incident
response

• Being able to demonstrate lessons
identified in exercises and emergencies
and business continuity incidents have
been taken forward
• Programme and schedule for future
updates of training and exercising (with
links to multi-agency exercising where
appropriate)
• Communications exercise every 6
months, table top exercise annually and
live exercise at least every three years

Attendance at multi agency and
health only exercises where
appropriate
Limited availability of exercise
opportunities

37. Preparedness ensures all incident
commanders (on call directors and
managers) maintain a continuous
personal development portfolio
demonstrating training and/or incident

All personnel have training and
exercise information
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/exercise participation.
Pandemic Flu
1.Organisation have updated their
pandemic influenza arrangements to
reflect changes to the NHS and partner
organisations, as well as lessons
identified from the 2009/10 pandemic
including through local debriefing

2. Organisations have developed and
reviewed their plans with LHRP and
LRF partners

3. Organisations have undertaken a
pandemic influenza exercise or have
one planned in the next six months

4. Organisations have taken their plans
to Boards / Governing bodies for sign
off

• changes since April 2013 are reflected
in local plans including formation of NHS
England, CCGs and PHE; as well as the
move of the previous PCT public health
function into local authorities
• key changes to the national pandemic
influenza strategy (such as de-coupling
from WHO, development of DATER
phases, and removal of UK alert levels)
as well as relevant local learning is
reflected
relevant local partners (particularly other
NHS providers/ commissioners, PHE and
local authority public health and social
care teams where appropriate) have
been engaged in the development of
local plans - at a minimum through an
opportunity to comment on draft versions
• local organisations have held an internal
exercise or participated in a multiorganisation exercise since updating their
local arrangements to reflect changes
and learning described in DD1
• if this has not taken place, there is a
clear plan to deliver an exercise in the
next six months
• updated arrangements that reflect
changes and learning described in DD1
have been taken to Boards or Governing
Bodies, and even if they have not yet
have been signed off by such bodies, the
process towards this has been started

updated planning arrangements reflect
changes and learning
• version control indicates changes
made and timeliness

Pandemic Flu requirements part of
LHRP planning. CCG involvement via
NWCSU
Business Continuity plan incorporates
staffing losses

• indication of the process used to
develop updated arrangements,
including identification of organisations
involved in contributing or commenting
on drafts
• agendas/ minutes illustrating where
the updated arrangements have been
discussed
• documentation related to exercise
since the 2013 publication, including
lessons identified OR
• invitation letters/ documentation
related to exercise scheduled to take
place in next six months, including an
indication of how lessons identified will
be addressed
• Board/ Governing Body agenda or
meeting papers indicating updated
pandemic influenza arrangements have
been discussed and/ or signed off

Plans updated and reviewed in line
with current guidance

Stated at LHRP that a whole system
exercise will be held
Date fixed at LHRP meeting for w/c
11th April 2016

Governing body have signed off plans
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Organisation: NHS Wirral Clinical Commissioning Group
Plan owner: Paul Edwards, Director of Corporate Affairs
Core
Standard
reference

Core Standard description

Organisations have
undertaken a pandemic
Pandemic
influenza exercise or have one
Flu 3
planned in the next six months

Improvement required to achieve
compliance

To attend an exercise.

Action to deliver improvement

LHRP exercise for NHS organisations
to be held week commencing 11th April
2016 - CCG to ensure attendance

Deadline

April 2016
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Report Title

Quality and Patient Safety Report

Lead Officer
Lorna Quigley Director of Quality and Patient Safety

Recommendations

•
•

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

INTRODUCTION
This report is to provide information to the Governing Body on the quality of services
commissioned by NHS Wirral CCG.
KEY ISSUES / MESSAGES
WIRRAL UNIVERSITY TEACHING HOSPITAL
The Care Quality Commission has undertaken a focussed inspection in May of Arrowe Park
Hospital in response to a number of concerns that where reported relating to the Trusts
escalation processes, and inappropriate staffing on specific wards. The report was published
in August http://www.cqc.org.uk/location/RBL14
The inspectors found weaknesses in how the trust managed increases in patient demand, so
pressures on bed capacity meant that patients were being treated in areas with inappropriate
equipment or facilities to meet their needs.
Although the hospital was clean and inspectors observed good infection control practices,
there were a number of urgent maintenance issues that needed to be addressed.
In addition, inspectors identified concerns regarding nurse staffing levels and skill mix. Some
wards were not suitably staffed to be able to best meet the care needs of patients. The trust
is actively recruiting nurses to help fill the number of vacancies; however this remained an
ongoing challenge.
The Trust will be undergoing a comprehensive inspection of all services in September and
will check that improvements have been made.
A follow up to the single item Quality Surveillance Group was undertaken on 20th August.
This was to assess the Trusts progress against the issues identified in February relation to:
Achievement against the 4 hour standard
Infection Prevention Control Measures
Culture
Never Events
With the evidence provided, the outcome of the meeting was to de -escalate the trust to
“normal” surveillance through the CCG contractual and quality processes.
There have been five serious incidents that have been reported onto the national reporting
system. Three have been classed as potentiality avoidable deaths, one serious medication
error, and a pressure sore. In accordance with the serious incident reporting a root cause
analysis will be undertaken.
The Trust receives patient feedback via the Friends and Family Test which is assessed in
A&E (minors unit), inpatient services, and maternity service over 4 touch points.
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WIRRAL COMMUNITY TRUST
The trust has reported a never event in July when the wrong tooth was extracted. This is
classed as a wrong site surgery. A root cause analysis is being undertaken by the
Community Trust to identify cause and effect. This incident is being managed by NHS
England who is the commissioners for community dental services. The CCG will be informed
of the outcome.
There have been 6 serious incidents reported on the national reporting system for July. Six
of these have been classed as pressures sore and one a potentially avoidable death. In
accordance with the serious incident reporting a root cause analysis will be undertaken.
Since January 2015, The Trust has undertaken the Friends and Family test for Community
services.
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CHESHIRE AND WIRRAL PARTNERSHIP TRUST
The Care Quality Commission has undertaken a comprehensive inspection of services
provided by CWP in August. This report has not been published.
There has been one serious incident have reported to the national reporting system in July.
This has been classed a potentially avoidable death. In accordance with the serious incident
reporting a root cause analysis will be undertaken.
Friends and Family Test for Mental Health services at CWP are detailed below.

ONE TO ONE MIDWIFEREY SERVICE
The Care Quality Commission have undertaken an unannounced focussed inspection in
April 2015.This was due to a number of concerns raised about the care of women at the
service and to follow up the compliance actions issued at our previous inspection in
September 2014. This report has not yet been published.

SAFEGUARDING CHILDREN AND VULNERABLE ADULTS
The safeguarding team continue to ensure that there are robust processes in place across
commissioned services to ensure that children and vulnerable adults are protected. The role
of the Named GP for Safeguarding Adults has been filled, however there is a vacancy for the
Named GP for Safeguarding Children. This is being advertised nationally.
NURSING AND RESIDENTIAL HOMES
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The CCG continues to work collaboratively with Local Authority colleagues to ensure that
quality and safety in nursing homes is maintained
Woodheath Nursing home was subject to an unannounced inspection in June. The overall
rating given was requires improvement the report was published in
July. http://www.cqc.org.uk/directory/1-123518608 en subject

Oxton Grange Nursing home has been subject to an unannounced inspection on March
2015. The overall rating was good.
http://www.cqc.org.uk/location/1-136284840
A safeguarding incident has been raised through the national reporting system in relation to
a Wirral resident who is placed in a care home in Liverpool. This incident will be managed by
Liverpool CCG on behalf of Wirral CCG.
QUALITY IN PRIMARY CARE
A System for reporting near misses and serious incidents has been implemented within
Primary Care; this system gives Primary Care the ability to report quality concerns about
providers to the CCG in addition to self-report which improves quality.
The position at 1st April to 31st July 2015 there were 14 incidents recorded.

The Friends and Family test (FFT) have been performed in GP practices since January
2105. There is a variance in response rates across practices. Practices will need to look at
innovative ways to improve response rates. The net promoter score for Wirral Practices are
more favourable than those across Merseyside and Cheshire.

QUALITY PERFORMANCE INDICATORS
There have been a total of 13 serious incidents reported in July from Providers, broken into
the following themes.
The biggest area for reporting remains Pressure Ulcers,
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Number of SI's Reported in Month
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Abuse/alleged abuse
of adult patient by
staff

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Serious Incident Themes
VTE meeting SI
criteria

Apparent/actual/sus
pected self-inflicted
harm - SI criteria

Pressure ulcer
meeting SI criteria

Child death
Maternity/Obstetric:
baby only (foetus
neonate and infant)
Medication incident
meeting SI criteria

Pending review
(category must be
selected before
closed)

Pressure Ulcer Grade
4
Pressure Ulcer Grade
3

OTHER PERFORMANCE AGAINST THE NHS CONSTITUIONAL STANDARDS
Achievement in June against the 4hour standard remains a challenge for the Trust and the
Health economy. However this has seen an improvement in the latter half of June and July.
This has been due to changes to internal processes within the Trust and the impact of the of
some of the projects coming on stream from the Better Care Fund (BCF)
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Patients within the CCG are consistently being seen and treated with 18weeks. Pressures
remain at subspecialty level in Ophthalmology; this is being monitored by the CGG as part of
the contractual process. In line with guidance from NHS England, the focus is on those
patients who have are waiting the longest (incomplete pathways).
There have been no patients waiting over 52 weeks.

The amount of time patients waiting for an appointment with a suspected cancer
(2 week rule) and those waiting for cancer treatment (62 day wait) remain a focus
for the CCG. The System Resilience Group (SRG) is responsible for the
reviewing of patients who breached the 62 day pathway to ensure that future
breaches are prevented.
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There has been one breach in month in the delivery of the same sex
accommodation. This was in a critical care area at Wirral University Teaching
Hospitals.

The ceiling set for the CCG in 2015/16 in relation to Clostridium Difficile was 75.
The year to date position is 22, with 8 new cases in May. These have been
attributed to:
• 5 Wirral University Teaching Hospital
• 2 Clatterbridge Cancer Centre
• 1 The Walton Centre
A detailed review of all cases is being undertaken to see if the cases where
avoidable, and see if there is a pattern to the cases.
There have been no new MRSA Cases reported in May 2015.

CONCLUSION

Governing Body is asked to note the report.
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Report Title
Lead Officer
Recommendations

Commissioning Report

Nesta Hawker – Director of Commissioning
•
•

Note progress in report
Recommend next steps re collaborative commissioning

INTRODUCTION
This paper provides Governing Body with a report on the key strategic and operational issues related to the
delegated duties of the Director of Commissioning.
KEY ISSUES/MESSAGES
Strategy Development and Reform Implementation
Primary Care Quality Scheme.
This has been shared with GPs at the Provider Forum and the service document and agreement template for
signature and return has been forwarded to GP practices. Work on going to support the practices and share
best practice. A web portal is now available for GP practices which will show practices their referral activity, as
at 21st August, 30 GP practices were signed up to access the portal.
Primary Care Risk Stratification
This is a tool now available via the web portal and will help GP practices to identify patients that are most at
risk of requiring hospital admission in the future. As at 21st August, 13 GP practices data is available and it is
envisaged that this number will continue to increase.
Co-Commissioning
Primary care
An engagement strategy has been developed in order to explore next steps with members.
Local Authority
Plans underway for a number of joint commissions with the Local Authority to be undertaken which will result in
more streamlined commissioning. Services include complex domiciliary care, advocacy, and home from
hospital support and information and advice services. Terms of reference for joint funding panels for complex
care for mental health and learning disabilities have now been agreed with the Local Authority.
Crises Care Concordat
This has now been signed off by all partners who are now working against the action plan.
Better Care Fund
7 key work programmes within the fund. A review of performance to date has been undertaken and
demonstrated:Rapid Community Response preventing 3 admissions per day
•
•

Out Patient Antimicrobial Therapy has saved 601 bed days since commencement.
Integrated Care Coordination Hubs are fully functioning across the 4 hubs of Wirral.
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•

Community Older Peoples service has geriatricians in the Emergency Department supporting
admission avoidance at the front door.
• Wirral Independence Service is live as from 1st July and will improve response times and support in
relation to Community Equipment, Assistive Technology, Falls Prevention and Pick-up.
• Care Home schemes have improved end of life support, diabetes support, streamlined the information
sharing process and reducing the number of falls.
• Non-elective admission reduction is showing a 4% (target 3.5%) reduction over quarter 4 2014/15 and
first two months of quarter 1 in 2015/16.
The performance against agreed metrics is showing three red areas:-

Performance Metric

Current Performance

Year to Date Target

Non-elective bed days per
1,000 population (65+)
Average monthly bed days
lost due to delayed transfers
of care per 100,000
population (18+)
Number of carers who have
received a needs assessment
or review and a specific
carers service, or advice and
information.

431.4
(May 2015)

366.7

85.3
(Apr – May 15)

75

6.9%

37.5%
North West
benchmarking data

Collaborative commissioning
A paper is attached which describes the proposed engagement and governance for collaborative
commissioning of specialised services.
Acquired brain injury
In order to address quality issues, a new system has been launched that will ensure gatekeeping and case
management of any patients admitted to a rehabilitation unit after an acquired brain injury.
Operational Developments
Procurement update
Case Loading Maternity
The procurement process is underway and a provider event will take place at the end of August to discuss the
CCGs requirements with prospective providers. New contracts will commence on 1st June 2016.
Direct Access Diagnostics
The procurement process is underway and a provider event will take place in September to discuss the CCG
requirements with prospective providers. New contracts will commence on 1st July 2016.
Physiotherapy
• The current service specification is to be reviewed and consulted upon prior to commencement of the
formal procurement process. The new contracts will commence 1st September 2016.
• Podiatry The current service specification is to be reviewed and consulted upon prior to formal
procurement process beginning. New contracts to commence 1st August 2016.
• Audiology The current service specification is to be reviewed and consulted upon prior to formal
procurement process beginning. New contracts to commence 1st August 2016.
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Contract negotiation and reviews
•
•
•

Contracts signed with Cheshire Wirral Partnerships and Community Trust.
Wirral University Teaching Hospital contract to be signed by end of August.
Contract reviews. All existing contracts of the CCG continue to undergo a review process to ensure
alignment with commissioning priorities, review service quality, outcomes, safety, evidence.

Engagement
Wirral Patient Voice
• A meeting was held on the 18th August with representation from 20 practices. Presentations given
included information on Healthy Wirral and the Primary Care Quality Scheme.
• Member engagement
• Meetings have taken place with GPs, practice managers and practice nurses. A Members and
Provider Forums have taken place.
• Volunteers are being asked to join a workshop to review the future engagement model and meeting
arrangements, together with the chairing arrangements for these meetings.
Urgent care consultation
This is now underway with the people of Wirral on how we can change urgent care services in the Wirral.
Learning Disabilities
A public workshop was held earlier this year by the Local Authority to ask how improvements could be made
for learning disability services. The learning from this event is to be used for a workshop with professionals on
the future commissioning of learning disability services in Wirral. Consultation with the public will follow to test
out the suggested new ways of commissioning services.

CONCLUSION
Governing Body is asked to note progress and to recommend next steps regarding collaborative
commissioning.
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COLLABORATIVE COMMISSIOING

Agenda Item:

2.4

Reference

GB15-16/0038

Public / Private

Public

Meeting Date

01.9.15

Lead Officer

Nesta Hawker

Contributors
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

Y

To note
Summary

To support the proposed governance arrangements in Cheshire and Merseyside to
enable the development of collaborative commissioning of specialised services.

Comments

To review the principles underpinning the model of collaborative commissioning and
the proposed governance structures.
To review the services identified as priorities for collaborative commissioning.

Next Steps
Governing Body to recommend next steps in terms of collaborative commissioning.

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

Does the report consider the financial impact?

NO

The paper proposes a governance structure and priority areas for collaborative
commissioning.

Value For Money

Does the report consider value for money?

YES

The paper proposes a governance structure and priority areas for collaborative
commissioning. By commissioners working together across the pathway there will
be opportunities to transform pathways and deliver efficiencies.
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Risk

Is there a documented risk assessment?

NO

The paper proposes a governance structure and priority areas for collaborative
commissioning.

Legal

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

NO

The paper proposes a governance structure and priority areas for collaborative
commissioning.

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 benefits of collaborative commissioning include commissioners working
together to improve outcomes, patient experience, quality of care and equity of
access across the patient pathway.

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
It is envisaged that collaborative commissioning will improve equity of access.

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES
Collaborative commissioning will enable patient pathways to be developed which
reflect local health needs across the whole pathway. This will enable staff to work
together from different organisations.

Partnership Working

Does the report evidence a partnership working in its development?

YES

Commissioners (CCG and from NHS England specialised services) will work
together with clinicians and patients to review pathways of care.

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
NO
The paper proposes a governance structure and priority areas for collaborative
commissioning.

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? YES
Collaborative commissioning will enable consolidation and redesign of services that
are more sustainable, such as development of new models of providing care via a
prime provider.

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.
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Report History/Development Path
Report Name

Reference

Collaborative
Commissioning

Submitted to
Operational Group
Meeting

Date

Brief Summary of Outcome

18.8.15

Agreement for the paper to proceed to
Quality Performance and Finance
meeting.

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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Governing Body
Report title
Collaborative commissioning in specialised services
Lead Officer
Nesta Hawker
Recommendations • For information and discussion.
• Support continued engagement with emerging governance
structures to facilitate collaborative commissioning.

1.

Introduction

1.1

In March 2015 NHS England produced two guidance documents 1 2that set out the
vision and next steps towards developing a more collaborative approach to the
commissioning of specialised services for 2015/16 and beyond. This guidance was
developed in collaboration with a wide range of stakeholders including the NHS
Commissioning Assembly, NHS Clinical Commissioners, Public Health England,
Clinical Commissioning Groups (CCGs) and Clinical Reference Groups (CRGs). The
specialised commissioning Patient and Public Voice Assurance Group also
contributed to the development of proposals for collaborative commissioning.

1.2

The guidance documents cite the duty we have as commissioners to reduce
inequalities and work collaboratively to improve outcomes for populations. Patients
often receive specialised care following treatment within primary and secondary care.
Since the changes in commissioning arrangements in April 2013 there has been some
fragmentation between NHS England and CCGs who together commission all of these
services. The guidance sets out a proposed approach to bring NHS England and

1

NHS England Specialised Commissioning National Support Centre, Developing a more
collaborative approach to the commissioning of specialised services: Guidance document, NHS
England, 4th March 2015 – http://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2015/03/spec-serv-collabrtv-comms-guid.pdf
2

NHS England Specialised Commissioning National Support Centre, Developing a more
collaborative approach to the commissioning of specialised services: Supporting tools and resources,
NHS England, 4th March 2015 - http://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2015/03/spec-serv-collabrtv-comms-sup-res.pdf
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CCGs, as well as local authority and public health partners, closer together to ensure
an integrated patient and population centred approach.
1.3

The approach proposed in the guidance documents is consistent with our
commissioning ethos of co-operation, collaboration, co-production, compassion,
communication and common purpose. It fits with the Healthy Wirral approach that
recognises that for pan-borough services, such as specialised services, we need to
engage with partners beyond Wirral. Collaborative commissioning for specialised
services could lead to a significant number of benefits for patients. This would include
more integrated pathways around the needs of diverse local populations and therefore
reduced inequalities, improved outcomes and a better patient experience.

1.4

The guidance invites CCGs to work more closely with NHS England specialised
commissioning to design and develop commissioning pathways, ensuring they are
grounded in meeting diverse local need. The aim of the guidance was to introduce a
more collaborative approach from 1st April 2015, with 2015/16 as a development year
in which NHS England and CCGs can build upon and strengthen existing collaborative
arrangements.

1.5

The guidance proposed that, from 1st April 2015, one collaborative commissioning
oversight group will be established by NHS England in each specialised
commissioning hub. CCGs will be invited to join, or be represented by another CCG at
their relevant oversight group, to support priority setting and the design and delivery of
transformational change across whole pathways. Local delivery sub-groups will be
established to support the delivery of agreed priorities. In addition, the purpose and
membership of national Programmes of Care (PoCs) and Clinical Reference Groups
(CRGs) will be refreshed to strengthen CCG involvement and to support collaborative
commissioning oversight groups to deliver their priorities.

2.

Progress in Cheshire and Merseyside

2.1

On 1st July 2015 NHS England met with representatives of the Cheshire and
Merseyside CCGs to discuss how to progress collaborative commissioning in
specialised services. The session was led by Andrew Bibby, Assistant Regional
Director of Specialised Services, NHS England and supported by Linda Devereux,
Service Specialist, Tabitha Gardner, Head of Finance and Roz Jones, Senior Service
Specialist.

2.2

Aims of collaborative commissioning
During the meeting on 1st July 2015, the aims of collaborative commissioning were
reiterated as to:
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•
•
•
•
•

2.3

Improve pathway integrity for patients, helping to ensure that specialised care is
commissioned as part of a single pathway.
Enable better allocation or investment decisions, giving CCGs and their partners
the ability to invest in prevention or more effective services.
Move towards population accountability and lay the groundwork for ‘place based’
or population budget and clearer accountability to local populations.
Improve financial incentives over the longer term, reducing demand, where
appropriate, and unwarranted variation.
Ensure providers can be effectively held to account, ensuring clearer links between
services, referrers and providers.

Benefits of collaborative commissioning
The benefits of collaborative commissioning for transformation of place, pathway and
people were identified as:
•
•
•
•

2.4

Commissioners acting jointly to improve outcomes, quality of care, equity of access
Fit for purpose place based governance- shared commissioning intentions, shared
transformation objectives
Identify pathway opportunities and integrated service models based on evidencee.g. Lower Back Pain pathway- reduced ineffective therapies, improved selfmanagement, outcomes.
Develop and consolidate specialised service models that are more sustainable –
service networks - hub and spoke, lead provider.

Opportunities for CCGs in collaborative commissioning
The opportunities for CCGs in more collaborative commissioning with NHS England
were posited to be:
•
•
•
•

Realising benefits for patients and the system from consolidating services and
redesigning pathways to deliver more joined up care.
Agreeing the most optimal footprints for commissioning services and pathways for
their local populations.
Setting priorities for how and where services are delivered, and which local
services are prioritised first.
Supporting the transformation agenda through CCGs and NHS England working
together to deliver transformed pathways and Quality Innovation Productivity and
Prevention (QIPP) schemes for improved value.
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2.5

Working across pathways of care and priority areas
NHS England believes that CCGs are critical partners in delivering a shared ambition
to achieve world –class patient outcomes and experience in specialised services.
This needs to be based on strong working relationships and shared decision-making
to create seamless patient pathways from GP surgeries through local hospitals to
specialist care and back again. Appendix One identifies some 28 services across 5
areas (cancer and blood, internal medicine, trauma and head, mental health and
women and children’s services) in which collaborative commissioning could:
•
•
•
•
•

2.6

Improve outcomes.
Improve value/cost.
Reduce fragmentation across commissioners and providers.
Move towards more networked service provision and/or lead provider contracts.
Allow innovation within partnerships and networks.

Governance

NHS England is proposing that collaborative commissioning with CCGs is taken
forward through the structures outlined in Figure One.
Figure One: Proposed collaborative structure
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3.

Questions for NHS Wirral CCG

3.1

All CCG representatives who attended the meeting on 1st July 2015 resolved to return
to their organisations and discuss collaborative commissioning of specialised services
with NHS England. This would then enable a collective view to be fed back to NHS
England at the next meeting in October 2015.

3.2

The Governing Body is therefore asked to answer the following questions:
•
•
•
•

Do you recognise and support the aims of collaborative commissioning in
specialised services with NHS England?
Do you recognise and support the potential benefits and opportunities of
collaborative commissioning in specialised services with NHS England?
Do recognise and agree with the principle of working across pathways of care?
Are the priority areas identified congruent with our commissioning priorities and
intentions?
Is the proposed collaborative approach the right way forward? At what level does
NHS Wirral CCG wish to be included?

4.

Conclusion and recommendations

4.1

There is a clear direction of travel that has been set by NHS England towards more
collaborative commissioning. As stated above, this fits with our ethos as a
commissioning organisation. There is a clear desire to work better together across
pathways of care, although there has been little progress to date on taking forward the
arrangements suggested in the guidance on collaborative commissioning for
specialised services. To be balanced, some of this is due to CCGs needing to get to a
common position as to what we want to do.

4.2

It is recommended that the Governing Body:
•
•
•

Note the contents of this report.
Discuss and answer the questions posed in the paper.
Support continued engagement with emerging governance structures to facilitate
collaborative commissioning.
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Appendix One
(a)

Priority areas for pathway working

Cancer and Blood

Service

Rationale

Benefits

Specialised
cancer services

Pathway interdependencies
between primary, secondary and
tertiary care
Variation in outcomes including
emergency admissions
Need for earlier detection and
improved access to
diagnostics
Multiple commissioners along
pathway

Improved outcomes and
reduced variation
Reduction in inequalities
Streamlined pathways

Chemotherapy

National priority service
Highest spend
Biggest growth
Further enhanced transition to
primary care
Governance

Maximise care closer to
home
Patient experience
Potential cost
savings
Streamlined
pathways

Haemoglobinopathies Inequity in access to services
Formal network required with
shared care Service model
review – focus on community
provision

Reduce emergency
admissions for acute
sickle cell crisis
Equity of access
Improved patient
experience

Immunology &
Allergy

Reduction in number of
outpatient admissions –
better management of
patients reduction in
costs

Interface between secondary
and tertiary care and
management of patients
Earlier diagnosis and
management

73 of 105

(b)

Internal Medicine

Service

Rationale

Benefits

Severe & Complex
Obesity

Pathway interdependencies
between primary, secondary and
tertiary care
Early management in pathway
required

Better patient outcomes
Possible cost savings

Renal Dialysis

Changing the model of care to
increase the number of patients on
home dialysis moving care out of
hospital

QIPP

Complex invasive
cardiology

Appropriate use of criteria
Appropriate selection of
centres Reduction in
complications Pathway
development

Quality improvement in
pathway management
Maximise care closer to home
Potential cost savings

Cardiac surgery

Review of referral criteria

Improved classification of
patients regarding risk
leading
to
improved
treatment
related
outcomes

Specialised
dermatology

Secondary/tertiary interface – joined
up care
Appropriate referral, reduce repeat
admissions

Improve patient experience

Hepatobiliary &
Pancreas

Majority of pathway commissioned
by CCGs Low number of providers
for primary cancers Focus on
cirrhotic patients

Earlier detection and
intervention Better outcomes
for patients Consistency in
approach with providers

Specialised
respiratory –
complex home
ventilation

Alignment of pathways
Timely discharge into community
setting

Care closer to home
Potential savings
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(c)

Trauma and Head

Service

Rationale

Benefits

Complex disability
equipment –
specialised
wheelchair &
Neurosciences –
specialised
neurology

In year change in commissioning
portfolio from specialised to CCG –
transition work required

Transition – handover

In year change in commissioning
portfolio from specialised to CCG –
outpatient services – transition
work required.
Specialist
Some are CCG commissioned
rehabilitation for
Issues on access and egress –
patients with highly current pathways not meeting
needs of patients
complex needs

Transition – handover

Spinal cord injury

Patient pathway access and egress
– requirement to strengthen support
infrastructure in primary and
secondary care to support
rehabilitation

Improved patient
experience/QALY Better
outcomes for patients
Better use of resources

Complex spinal
surgery

Need to align pathways to improve
outcomes for patients

Care in right place/time
Avoids duplication of
services Improved
outcomes

Major trauma

Tertiary focus on trauma centre
configuration. Network configuration
in regard to trauma units and
ambulance provision.

Care in right place/time
Avoids duplication of
services Improved
outcomes

Service

Rationale

Benefits

Specialised
services eating
disorders

Service interdependency issues
Long waiting time or restricted
access Evidence of unmet need,
need for consistent and more
integrated pathways – parity of
esteem issues.

Reduce need for inpatient
beds – realignment of
resources to community

Low secure mental
health services

Discussion regarding the best
placed commissioning. Risk in
pathway management –
fragmentation of current pathways

More local ownership
Less destabilisation of
pathways
Better integration of local
services

(d)

Improvement in care
pathways Better outcomes
for patients More efficient
use of resources

Mental Health
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Specialised mental
health services for
the deaf

Increase efficacy of community
based services – reduction in
inpatient beds if community
resources strengthened

Reduce need for inpatient
beds - realignment of
resources to community

Gender identify
services

Shared understanding of the
pathways which has number of
complexities

Right place/right time
Improved care pathway,
more efficient use of
resources
Care closer to home

CAMHS Tier 4

Improved pathway management to
address inappropriate admission re
urgent referrals Requirement for
more integrated consistent pathway
Parity of esteem issues

Patient in right place/right time
Better use of resources
Reduce need for inpatient
beds – realignment of
resources to community
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(e)

Women and Children’s

Service

Rationale

Benefits

Paediatric surgery

Changes in anaesthetic guidelines –
historical service shift into tertiary
centres in some areas

Equity in service provision
Care closer to home

Paediatric medicine Inequity in access/services
–
Strengthening community
palliative care
provision to support patients
closer to home

Quality care as close to
home as possible with good
networked support to
families

Paediatric high
dependency
care

Lack of dedicated HDU provision in
DGHs Reduce direct HDU access
into tertiary setting to improve
throughput of patients/OATs. Lack
of paediatric transport service
provision for back transfers

Care closer to home
More efficient use of
resources

Paediatric long
term ventilation

Delayed discharges into community
setting Alternative models to
provide care closer to home being
explored

Better quality of life for
patients More timely care
closer to home More
efficient use of resources

Neonatal critical
care

Focus on alternative model for
special care – strengthening
community nursing team support

Mum and baby cared for at
home/in community
More efficient use of
resources

Paediatric
neurosciences

Pathway management and
service interdependencies
Access/egress and strengthening
support services

Equity in service provision
Efficient use of resources
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Report Title
Lead Officer
Recommendations

Finance Report
Mark Bakewell – Chief Financial Officer
Financial Performance
The Governing Body is asked to consider the CCG position
regarding the associated financial risks and ability to deliver
the NHS England Business Planning rules within the
2015/16 financial year. An assessment should be made in
conjunction with the CCG Risk Management Policy and
current assessment within the Governing Body risk register
in respect of criteria for impact and likelihood.
Any resulting amendment to the CCG forecast outturn
position will subsequently require a formal notification to
NHS England in line with relevant escalation processes and
operating protocols. This will require the subsequent
development of a detailed financial recovery plan and will
have impact as part of the CCG Assurance Process.

INTRODUCTION
This report is produced in line with revised reporting arrangements to the CCG
Governing Body and in accordance with Assurance Framework alignment for
2015/16.
The areas for reporting are as per the table below.
Governing Body Report

Chief
Financial
Officer

CCG
Assurance
Component

1. Financial and Activity Financial
Performance
Management
2. Financial Planning
3. QIPP
4. Final Accounts
5. Commissioning Support
6. ICT
7. Information Governance
8. Estate

Details will be reported on an exceptional basis and will complement discussions
held at Quality, Performance and Finance Committee with regards to the appropriate
actions.
KEY ISSUES / MESSAGES
Financial Performance
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This report sets out the financial position for NHS Wirral Clinical Commissioning
Group (Wirral CCG) as at the end of July (month 4).Table 1 illustrates the key
planning requirements for 2015/16 as set out by NHS England.
Requirement
1% surplus
1% headroom (non-recurrent)
0.5% contingency (minimum)

£ million
4.82
4.63
2.40

KEY ISSUES / MESSAGES
RESOURCE
Wirral CCG’s current resource allocation for this financial year is £483.28 million and
the expenditure is plan is £478.46 million, split between recurrent and non-recurrent
with a planned surplus of £4.82 million. This is shown in table 2 below:

478.35

NonRecurrent
£million
4.93

461.81
7.09
468.90
(9.45)

9.56
0.00
9.56
4.63

Recurrent
£million
Resource
Expenditure :
- Programme
- Admin
Total Expenditure
Planned (Surplus) / Deficit

Total
£million
483.28
471.37
7.09
478.46
(4.82)

PERFORMANCE INDICATORS
NHS England has developed a proposed set of financial performance indicators as
part of its CCG Assurance Framework which is outlined in Appendix 1.
Wirral CCG’s assessment of its performance against these indicators is set out in
table 3 below with commentary. Note under indicator 3 and 13 – the risk adjusted
outturn position and potential impact upon assessment ratings.
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As at the end of July As at the end of July (Month 4) the year to date operational
performance position for Wirral CCG is an overspend of £1.51m before planned
surplus, as shown in the variance table below, table 4. The planned surplus position
at this point in the year was £1.61m therefore producing a year to date surplus
position of £0.1m
Table 4:

There has been a notable deterioration in the year to date position during month 4
given that with 3 months of worth activity data (and 2 months of prescribing) has now
been received, should mitigating factors not address the cumulative trend and impact
upon the ability to reduce to planned levels of expenditure there will be a resulting
impact upon the ability to deliver the planned surplus level (1%) as per NHS England
Business Rules.
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There has been a continuation of previous month trends over performance against
planned levels of activity (across NHS / NON-NHS providers) combined with
significant additional risk within the year to position as a result of the Wirral
University Teaching Hospitals NHS Foundation Trust Contract and prescribing
position.
The month 4 year to date operational performance detail breakdown is shown in the
variance table, table 5 below:
Table 5:
M4
YTD variance
£'000
WUTH

M3
YTD variance
£'000

Movement
£'000s

0

(1,382)

1,382

Other NHS

342

204

138

Non NHS

910

495

416

Prescribing

123

0

123

Commissioned out of Hospital

247

166

80

(1)

(1)

(1)

3rd Sector
Better Care Fund
Other (incl reserves)
Running costs
Operational performance

0

0

0

(149)

558

(707)

35

36

(1)

1,507

76

1,431

FORECAST OUTTURN
The CCG is required to declare in its monthly returns to NHS England the potential
risks and mitigation plans with regards to the CCG achieving financial balance at
year end in line with Business Planning Rules
The CCG has reported a planned financial surplus of £4.8m as at month 4 reporting
on the basis that mitigations / actions plan are successful in delivering the financial
plan position. However given the challenging year to date position at month 4 in the
financial year, a reassessment of impact / likelihood will be required as part of month
5 and 6 reporting process particularly as a number of the QIPP plans are linked to
activity based contract performance and the impact of service redesign /
transformation agenda.
Table 7 shows the required current forecast outturn position on the basis of the
month 4 position

FOT variance
WUTH
Other NHS
Non NHS
Prescribing
Commissioned out of Hospital

£'000
0
1,431
2,388
0
669
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3rd Sector
Better Care Fund
* Other (incl non-recurrent plans)
Running costs
Operational performance
Planned Surplus
Total Surplus

(3)
0
(4,485)
0
0
(4,823)
(4,823)

* Other FOT (includes delivery of QIPP, utilisation
of contingency and release of non-recurrent
expenditure plans)

Should the trajectory of activity based contracts continue in line with the current
trajectory (as per quarter one / month 4 assessment) this would provide the CCG
with an additional cost pressure of circa £1.92m, in order to achieve the planned 1%
outturn and also importantly is on the basis that WUTH and prescribing expenditure
budgets are in line with contract / financial planning assumptions as approved by
Governing Body.
If these additional forecast outturn pressures were to be taken into account (on the
basis that any further mitigation will not reduce the trajectory) in order to deliver the
NHS England Planning Rules this therefore increases the potential in –year ‘QIPP’
gap to £6.4m (see * in Table below), once the held contingency is offset to reduce
this to £3.9m and for the avoidance of doubt the availability of resources within nonrecurrent expenditure plans (of £2.6m) is taken into account within the calculation.
Activity performance and use of appropriate levers within contracts is paramount to
the ability to be able to deliver the planned surplus for the financial year and
therefore will need to be closely monitored / actioned as appropriate over the
duration of the financial year in particular regards to the risks relating to community
and secondary care activity.
On the basis of the above and assumptions remaining consistent with those at
month 4, non-delivery of the QIPP gap of £3.9m against the planned surplus of
£4.8m would result in a surplus position of circa £0.9m being circa 0.2%
The above position does not include a number of risks as highlighted as part of the
planning / contract assumptions process. These are also required to be reported to
NHS England as part of monitoring arrangements and considered as a ‘Risk –
Adjusted’ Forecast Outturn position.
The below table is an assessment of the full value of financial risk to the CCG based
on current information. Those that are reflected within the current financial period are
marked with an asterix in the appropriate column for information
CCG Risk
WUTH growth assumptions
WCT activity growth
QIPP – Identified Schemes (risk of non-

Full Risk value
£m
3.30
0.30
2.28

Included in
reporting

*

82 of 105

delivery within budgeted expenditure)
QIPP – Unidentified Schemes (*)
Other Contract Performance (as per m4)
(*)
Prescribing Over performance not
reflected
Other – WUTH coding
Other – BCF delivery
Total

4.41
1.92

*
*

0.25
4.00
4.40
20.86

With respect to mitigation of the risks in particular the unidentified QIPP element,
BCF planning gap the CCG has recently collectively identified a number of
mitigations outlined below which is working through further detail of anticipated
impact alongside the use of contingency to offset risk and uncommitted resources
(i.e. slippage on recurrent / non-recurrent commitments) in addition to:
•
•
•
•
•
•

Refreshed CCG operational plan
Vision 2018 / Vanguard New Models of Care.
Prioritisation exercise
Packages of Care Savings (Integrated Hub / CWP)
Further Prescribing Improvements (in addition to identified)
Impact of 15/16 Primary Care Quality Scheme

Additional analysis is being undertaken during August and September in order to
assess the impact in these areas.
Risk Adjusted Forecast Outturn
As a result of the impact of these mitigations and their relative probability of further
reducing expenditure within the financial year, the potential risk and mitigation values
are reflected as per table 9:
Table 9:
Full Risk Probability
value
of risk /
£m mitigation
CCG Risks & Mitigations
being
realised
%
WUTH growth assumptions
3.30
50%
WCT activity growth
0.30
50%
QIPP – Identified Schemes (non2.28
50%
delivery)
QIPP – Unidentified Schemes
4.41
95%
Other FOT Contract Performance
1.92
85%
(as per m4)
Prescribing
0.25
100%
Other – WUTH coding
4.00
30%
Other – BCF delivery
4.40
30%

Potential
Risk
Value £m

1.65
0.15
1.14
4.19
1.63
0.25
1.20
1.32
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Contingency
Non-recurrent Slippage
Total

(2.40)
(2.60)
15.86

100%
100%

(2.40)
(2.60)
6.53

The net effect of the potential risk values and mitigations based on the stated
probabilities would be a resulting forecast outturn position and CCG surplus in the
region of £370k as shown below in table 10:
Table 10:
(4.82)

Planned Surplus
Total Potential Risk Value (as above)

6.53
1.72

Impact to Planned Surplus
Further Mitigations
Integrated hub with CWP

(0.19)

Prescribing Efficiencies

(0.40)

Primary Care Quality Scheme

(1.50)

Total Further Mitigations

(2.09)

Revised Surplus Position

(0.37)

Balance Sheet and Cash Management
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. Table 6 below shows performance for all invoices (NHS
and non NHS) within the system as at month 4:
Table 6:

The CCG cash balance at the end of July was £44k. This is in line with current
NHSE guidance that CCGs aim towards 1.25% month end cash balance of the
drawdown.
Conclusion
The Governing Body is asked to note:
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a) The CCG financial position as at the end of July 2015
b) Performance against indicators based on the information available
c) The associated financial risks within the declared position and those not reflected
as such in the risk adjusted forecast outturn position.
Recommendations
The Governing Body is asked to consider the CCG position regarding the associated
financial risks and ability to deliver the NHS England Business Planning rules within
the 2015/16 financial year. An assessment should be made in conjunction with the
CCG Risk Management Policy and current assessment within the Governing Body
risk register in respect of criteria for impact and likelihood.
Any resulting amendment to the CCG forecast outturn position will subsequently
require a formal notification to NHS England in line with relevant escalation
processes and operating protocols. This will require the subsequent development of
a detailed financial recovery plan and will have impact as part of the CCG Assurance
Process.
Financial Planning
There are no exceptional issues to report, CCG Financial Plan currently being
refreshed for Quarter one 2015/16 recurrent adjustments and in respect of in-year
requirements regarding non-recurrent expenditure (headroom), Better Care Fund /
Section 75 agreement and long term planning assumptions as appropriate.
QIPP & Effective, Efficient Services
The CCG has established a ‘QIPP’ plan of circa £6.9m QIPP following an update to
the 2015/16 financial plan. This consisted up of £2.3m in identified schemes and
£4.6m in unidentified for which further mitigations are currently being identified.
As per financial performance section above, should
assumptions with regards to the forecast outturn position
financial year, the required ‘unidentified’ QIPP savings in
circa £6.4m (partially offset by held contingency) in order
planning rules.

the financial planning
hold to the end of the
year would increase to
to deliver the business

An assessment of QIPP performance has been performed based on the receipt of
activity based information as at month 4 and likelihood of delivery in line with original
planning assumptions as per the table below
Market / Demand
Management
Referral Trends
AQP Management
Packages of Care - LD/ MH

£
500,000
350,000
250,000

Likelihood
Low
Low
Medium

Rationale
Increase in GP Referral’s
Increase in AQP Activity
CWP - Integrated Provider
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/ PD

Repatriation

100,000

Medium

DAD Procurement

200,000

Low

Hub, Package Terms of
Reference / Resolution Panel,
CTO
As per Packages of Care
Procurement timeline delayed
- cost savings unlikely

Medicines Management
Metformin / Venlafaxine
Modified release tablets

309,000

Medium

Further Investigation required

Low

Pace / Scale of Change
required and position of Health
Economy

Transformation / Vision
Respiratory
MSK
575,815
Cardiology
Elderly
Urgent Care
2015/16 Identified QIPP
Schemes

2,284,815

Low

Due to the value of the unidentified / maturity of QIPP schemes this has previously
resulted in an Amber RAG rating for the appropriate indicators and based on quarter
one indicative performance would provide a similar assessment of relative scheme
performance
As per financial performance section, the CCG has recently collectively identified a
number of mitigations outlined below which is working through further detail of
anticipated impact alongside the use of contingency to offset risk and uncommitted
resources (i.e. slippage on recurrent / non-recurrent commitments):
•
•
•
•
•
•

Refreshed CCG operational plan
Vision 2018 / Vanguard New Models of Care.
Prioritisation exercise
Packages of Care Savings (Integrated Hub / CWP)
Further Prescribing Improvements (in addition to identified)
Impact of 15/16 Primary Care Quality Scheme

Final Accounts
No Exceptional issues to report, CCG Finance team are implementing
recommendations / feedback from 2014/15 year end process in order to improve.
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Early planning underway for Annual Accounts / Annual Governance Statement report
production in line with requirements and release of national guidance.
Commissioning Support
NHS Wirral Clinical Commissioning Group current holds a contract with North West
Commissioning Support Unit (NWSCU) for a range of commissioning support
services.
NHS England announced in February 2015 organisations that had been approved to
join the new Commissioning Support Lead Provider Framework (LPF).
NWCSU were not on the approved lists of organisation’s who had been approved in
order to deliver the support services to Clinical Commissioning Groups (CCGs) and
such CCG’s have had to establish a process in order to transfer the services it
currently commissions to either
•
•

one of the providers on the framework in each of the respective lots
provision of services in-house or on a shared basis (requiring approval of
NHS England on a business case basis).

The current configuration of the LPF / alternative approaches is as per below table
Component

Decision

Data
Management
(DSCRO)

Separate Process

Contracting &
Quality

Shared Service (Wirral
(Host) & West
Cheshire)

Process /
Governance
EPRR
E&D
IG Advisory
IFRs
Management of
the Directory of
Service for
NHS111
Medicines
Management
Communication
& Engagement
Procurement
Finance

LPF
LPF
LPF
LPF

LPF Lot

Lot 1
Lot 1
Lot 1
Lot 2b

Shared Service
(Cheshire CCG's)
LPF

Lot 2a

LPF

Lot 1

LPF
Shared Service (West
Cheshire (Host) ,

Lot 1
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Warrington & Wirral)
HR/OD

LPF

Lot 1

ICT

LPF

Lot 1

UCAT
CHC PUPOC

Separate Process
LPF

Lot 2b

The current status / timeline of the LPF process is as follows

Stage

Date

Description

Status

Pre Procurement
Work Complete and
onto Portal

Complete

27/07/15-25/10/15

Competition Phase

Work underway

05/10/15

Standstill Period

Work underway

26/10/15

Award of Contracts

Work Underway

4

26/10/15-03/01/16

Mobilisation

Not yet commenced

5

04/01/16

Business as Usual

Not yet commenced

13/07/15 (soft
launch)
1
27/07/15 (final
launch)
2

Complete

3

ICT
No Exceptional items to report on operational matters
General Practice Information Technology (GPIT) services in Cheshire are currently
provided by Northwest Commissioning Support Unit (NWCSU) managed via
delegated NHS England budget to the CCG, however subject to 2.5 above re LPF
procurement will be subject to transition.
LPF decision will also have impact upon Technical Infrastructure issues as per below
and have been identified as potential risks
The CCG currently sit on Wirral NHS Community Trust (CT) infrastructure and utilise
the CT IP Telephony solution. This includes a number of network connections,
servers and storage area network (SAN) and the CT invoice the CCG direct for
related services, maintenance and support contracts
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3 GP practices at Victoria central Health Centre - Liscard, Central Park and Mill Lane
sit on CT infrastructure and utilise the Wirral health economy N3 connections, 2 of
these use the CT IP Telephony solution
2 practices at St Catherine’s Health Centre - Greenway Park and Victoria Park sit on
CT infrastructure and utilise the Wirral health economy N3 connections, 2 of these
use the CT IP Telephony solution.
The Community trust has signaled that administrative access to the infrastructure will
not be given to external parties.
Information Governance
There are no exceptional issues to report and a detailed review / assurance is
discussed at Quality, Performance & Finance Committee. There are a range of work
plan activities being progressed in order to complete milestones for IG Toolkit
submission in Quarter Four of 2015/16 financial year
Key activities for August / September are as follows:
Caldicott Guardian & Senior Information Risk Owner to complete role specific elearning
Annual Information Governance e-learning -staff training percentage compliance
Implementation of MIAA Audit Report Recommendations including Training Needs
Analysis, Review of Systems for necessary controls / access (Broadcare), Review of
PID interdependencies between CCG / CSU (DSCRO)
Spot Checks / Walk the Floor (August 2015)
Circulation of Knowledge Based Articles (E-briefs)
Estate
On-going discussions regarding base accommodation for NHS Wirral Clinical
Commissioning Group.
The lease extended for Old Market House until March 2016 pending further review
and business case development between health and social care partners.
Mark Bakewell
Chief Financial Officer
NHS Wirral Clinical Commissioning Group
26th August 2015
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Report Title
Lead Officer
Recommendations

Medical Director Report

Sue Wells Medical Director
1. Note progress in report

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

Clinical Engagement current ongoing activities
URGENT CARE ACTIVITY
• NHS 111 mobilization
• Directory of Services
• OPAT ( out-patient antibiotic therapy)
• Single Front Door project
• 8 High Impact Areas
• Think Pharmacy
• Blood Transfusion
PLANNED CARE ACTIVITY
• Consultant Connect – encouraging increased clinical dialogue with consultants regarding individual
patient care
• Direct Access Diagnostics
• Physiotherapy
• Musculoskeletal care
LONG TERM CONDITIONS
• Diabetes pathway including foot care
• Elderly Care including 5 new pathways of care in association with Community Geriatricians
• Respiratory Care
• Joint work with Public Health regarding Alcohol, Ageing well and Diabetes prevention
• Hypertension Summit to be held jointly with Public Health
PRIMARY CARE
• Primary Care Quality Scheme
• Directory of Services appropriate for use by GP in consultation
• Primary Care prescribing
• Co-commissioning of Primary Care to be considered and further engagement to occur
CLINICAL SENATE
• Second meeting has taken place.
• Vanguard/Healthy Wirral discussed
• Consultant Connect presentation and discussion
• Further discussion regarding involvement of Allied Health Professionals.
• Registries for Diabetes, Asthma and Chronic Pulmonary Disease to be discussed
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ENGAGEMENT
• A Membership Council and Provider Forum have both been held, well attended
• Following election of the Chair of Membership Council, a working party of members will be formed in
order to review and discuss the structure of Membership engagement
• Practice Managers forum event took place and Practice Managers attended the Providers Forum.
• Practice Nurse Senate took place in June further engagement planned
• Joint Consultant and GP event took place in July and a further event is planned
• Practice Engagement Visits ( Listening and Quality Visits) are currently being planned for all practices
• Wirral Patient Voice quarterly meeting due to take place on the date of writing
• 2 PPGs have been visited with the intention of extending the offer to all PPGs
• Plan to increase the Virtual Patient Group.
RESEARCH
• Currently 50 practices are involved in research
• Many are involved through the Me and My COPD project
• Research Champion and Medical Director intend to encourage practice to continue to be research
active following this study.
CALDICOTT GUARDIAN
• Female Genital Mutilation registration by 2 practices. More will be encouraged
• Work with current Healthy Wirral Information Governance Task and Finish Group to take forward the
Wirral Care Record.
• Advice regarding confidentiality issues
• Advice regarding Information Governance of Risk Stratification and Safeguarding
CONCLUSION
Governing Body is asked to note progress.
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NHS WIRRAL CCG
CORPORATE RISK REGISTER
To be reviewed at Governing Body - 1st September 2015

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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Risk ID

Date added

12-13 A

12-13
CCG
Financial Year

Source

Division

Gov Body

Risk Description

Organisational
Conseque Likelihoo
Objectives (reference
nce
d
to detail)
Impact of 111
Quality / Patient Access
3
2
Implementation and Various
Activity Impacts across
primary / community and
A&E Attendances.
Increased demand for clinical
input and lack of influence of
national specification

Matrix
Score
6.00

Key Control Established

Key Gaps in Control
(reference to evidence)

Assurance on Controls
(reference to evidence)

Current provision of primary Unknown impact of 111
Monitoring of Primary
care / urgent care services - Service Provision.
Care/ urgent care activity
ability to absorb additional Increased costs for clinical and performance of
activity
input
NHS111 through
information flows

Gaps in Assurance
(reference to evidence)
Timely impact on
monitoring of primary care
activity

Consequ Likelihoo Previous Owner
ence
d
Risk Rating
3

3

9.00

Date of next Date of last
review
review

Governing
September
Body - 111
15 QPF
Implementation
Team

June 15 QPF

Last review

To be reviewed at September QPF.
Updated AP reviewed at September QPF, next due for review
at December QPF. AP reviewed, next due at January QPF
upon completion.
Reviewed at Jan QPF and noted that a review of the host
mobilisation is underway. Agreed for next review at June QPF
with a full risk assessment due in October 15.
Updated AP received from PB - for review at June QPF.
Reviewed at June QPF and agreed to reduce the likelihood to
2, next due for review at September QPF.

14-15 B

Apr-14

CCG

Gov Body

Safeguarding and the
completion of the GP
assurance toolkit.

Quality / Patient Safety

0

0

0.00

Process in place for
completion of toolkit

Number of doctors trained Monitoring of the
to complete toolkit from a completion of the GP
safeguarding perspective. assurance toolkit
Non-compliance.

Training has been carried
out for doctors to ensure
compliance.

3

9.00

3

LQ

N/A

August 15 QPF

New risk discussed. To be monitored at Governing Body.
Action plan to be agreed with lead. Oct 14 - Work still being
undertaken to ensure the completion of the plan, therefore for
further review at December 14 GB.
Action discussed at Nov GB and decision made for this to be
rescored at the Dec QPF committee.
Updated AP reviewed at Jan QPF and agreed to amend
scoring. Safeguarding team to provide a further updated
action plan, next due for review at May QPF.
AP reviewed at May QPF & noted the increase in the
compliance rate against the toolkit - Noted next due for review
in August 2015 upon completion.
Action plan reviewed at August QPF and Medical Director
updated that only 2 practices remain outstanding, but
extensions have been agreed with these practices for
completion. Agreed for risk to be removed from the register to be noted at GB to be held in September 15.
Closed & will be removed from risk regsiter.

14-15G

Jun-14

CCG

Gov Body

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

4

4

16.00

On-going monitoring

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

Target continues to not be
met.

4

20.00

5

LQ

September
15 QPF

August 15 QPF

New risk discussed at June GB. To be monitored at
Governing Body. Action plan to be agreed with lead.
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 reveiewed at August QPF and agreed monthly
review going forward.

14-15H

Jul-14

CCG

Gov Body

Cdifficile monitoring

Quality / Patient Safety

4

4

16.00

Monitoring or performance
against targets

Health economy are
ahead of tracheotomy for
the threshold for Cdifficile

5

20.00

4

LQ

September
15 QPF

August 15 QPF

New risk discussed at July QPF/ Action plan to be agreed with
lead. To be brought back to August QPF. AP reviewed at
August QPF and due back for further review upon completion
at the December 14 meeting.
Reviewed at Jan QPF & agreed for consequence to be
amended to 5. LQ to provide further updated action plan for
March GB. Reviewed at March GB & agreed for further
review at May QPF upon completion.
AP reviewed at May QPF and updates noted. It was agreed
that this risk should remain on the register and the new target
should be reflected - LQ to update AP accordingly for review
at July QPF.
LQ apols noted for July QPF, therefore due for review at
August QPF.
Action plan reveiewed at August QPF and agreed monthly
review going forward.

14-15I

Jul-14

CCG

Gov Body

Supreme Court Judgement
Deprivation of Liberty
Safeguards (DoLS)

Quality / Patient Safety

4

2

8.00

To work with Provider
Organisations.

To work with Local
Authority to assess the
impact fully.

Understanding the local
impact to Wirral based on
the Supreme Court
Judgement Deprivation of
Liberty safeguards (DoLS)

Work continues with
Provider Organisations
and the Local Authority

Currently awaiting national
guidance.

4

12.00

3

LQ

September
15 QPF

August 15 QPF

New risk discussed at July QPF/ Action plan to be agreed with
lead. To be brought back to August QPF. AP reviewed at
August QPF and due back for further review upon completion
at December GB meeting. AP reviewed at Jan QPF & it was
noted that processes and training are in place to manage the
risk. Noted that Supreme Court Judgement has not yet been
received. For further review of AP at May QPF.
AP reviewed at May QPF & members requested further
information regarding what has been done so far & what work
is being done with Provider Organisations and Local Authority Further update to be included within action plans for July QPF.

Provider Organisations to
ensure that this is on their
Risk register also.

LQ apols noted for July QPF, therefore due for review at
August QPF.
Action plan reviewed at August QPF and agreed for the
likelihood to be reduced to 2 from 3.Action plan next due for
review at September 15 QPF.

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

5

3

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
CHC joint committee
reliance on CSU for
contract gaps in place and
established to oversee
delivery of PUPoC
minutes of joint committee
service tranistion
targets. Lack of contracts
and QPF
with provides

5

15.00

3

CC

September
15 QPF

July QPF

New risk discussed at August QPF. AP to be completed by
IS. For noting at September GB & AP to be reviewed at
December GB - awaiting AP from lead. Still awaiting AP from
lead - Dec 14.
AP requested from CC as part of new work plan / structure.
AP due for review at May 15 QPF.
AP reviewed at May QPF & members requested for further
details to be included within the AP, for further review at June
QPF.
Further information to be included in AP for review at July
QPF following update, in line with timescales.
Reviewed at July QPF and added additional risks in relation to
contracts and PUPoCs.

14-15N

December
QPF

CCG

QPF

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

Quality / Patient Safety
/ Financial

4

3

12.00

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

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

To review further in 6
months

4

4

16

LQ

September
15 QPF

August 15 QPF

New risk discussed at December QPF. Scoring to be agreed
& action plan to be completed by LQ.
Scoring to be agreed at January QPF.
Awaiting AP from Lead.
Reviewed at Jan QPF & agreed for the risk description to be
amended to reflect concerns regarding the quality of care
being provided. It was agreed that this risk would be scored
at the next GB to be held in Feb 15.
Reviewed & scored at Feb GB, and agreed for further review
at March GB. Reviewed at March Gb & agreed for further
review at May 15 QPF.
Action plan being reviewed at QSG meeting and also being
monitored through WUTH Quality and Clinical Risk Committee.
Reviewed at August QPF and as WUTH surveillence has been
reduced, agreed to amend the likelihood to 3 from 4. Next due
review September QPF.

14-15P

January QPF

CCG

QPF

Financial risk to CCG

Financial

4

4

16.00

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

Minutes & monitoring of
GB / QPF

Timliness of reporting /
ability ti implement action
plans directly.

MB

September
15 GB

August 15 QPF

New overall financial risk agreed to be added at Jan QPF to
replace existing financial risks (1415C,D&F) - Further
description, key controls & scoring to be agreed at Feb GB.
Unable to score at Feb GB as CFO not present - Therefore
agreed to score at March GB.
Scoring agreed at Feb QPF.
May 15 - Financial assumptions are currently being tested
against contract values - This is currently being fianlised 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 positoin based on month 3 data discussed at July
QPF and Chief Financial Officer will brief Governing Body at
August meetingwith a view to reviewing this risk at August
QPF.
Reviewed at August QPF and agreed for further review and
discussion at GB to be held in September 15.

14-15Q

February GB

CCG

GB

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

3

3

9.00

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

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

Minutes from the
Transition Board and
regular newsletters on
progress

Stabiltity arrangements
during transition and risk of
staff loss

PE/LQ/MB

September
15 QPF

July 15 QPF

New risk identified at Feb GB - Scoring to be agreed at Feb
QPF.
Scoring agreed as appropriate at Feb GB.
May 15 - Scoring agred but action plan for resolution is being
co-ordinated by NHS England with CCG's joiintly, for further
review at July 15 QPF.
July 15 QPF - Update from MB to advise that transition
arrangements are progressing and specifications accross
Cheshire & Merseyside are being finalised. In house business
cases have been informally approved. Support may be
required for assessment process in September Further update
due for review at September 2015.

14-15R

Jun-15

CCG

GB

Impact of Vacant Named GP Quality / Patient Safety
Safegarding Children post.
Non compliance with
Accountability & Assurance
Framework & CQC
standards.

3

3

9.00

Designated Nurse providing
some essential functions.
Proactive attempts at
recruitment.

Capacity of Designated
Nurse. Main functions of
Named GP not
undertaken. Adverse
impact on risk to 14-15B

Designated Nurse
monitoring activity. NHS
England may assist in
recruitment process.

Until appointment made,
continue to be non
compliant with
requirements.

LQ

September
15 QPF

August 15 QPF

New risk forwarded to Corporate Affairs Manager via email
from Safeguarding Team.
For noting at June QPF & for scoring to be agreed. Action
Plan also provided, for review at June QPF.
Scoring agreed at June QPF as consequence - 3 and
likelihood - 3. Next due for review ay July 15 QPF.
July QPF noted that role being advertised more widely in NHS
Jobs and agreed to readvertise with local practices.
Action plan reviewed at August 15 QPF and updated that the
role is currently live on NHS jobs. Due for next review at
September 15 QPF.

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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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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Gov Body
QPF
WGPCC
PCMH
DNA
KPI
SLA
CSU
MD
DMIC
OOH
LCAG
NHSD
DOS
QDOS
PLT
AT

Governing Body
Quality, Performance and Finance Committee
Wirral GP Commissioning Consortium
Primary Care Mental Health
Did not Attend
Key Performance Indicator
Service Level Agreement
Commissioning Support Unit
Managing Director
Data Managerment Information Centre
Out of Hours
Local Clinical Advisory Group
NHS Direct
Directory of Services
Quality Directory of Services
Protected Learning Time
Area Team
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WIRRAL CLINICAL COMMISSIONING GROUP
Quality Performance and Finance meeting
Notes & Actions of Meeting
Tuesday 28th July 2015
1pm Room 539, 5th Floor, Old Market House

Present:
Mark Bakewell (MB)
Paul Edwards (PE)
Sue Smith (SS)
Dr Sue Wells (SWe)
Dr Paula Cowan (PC)
Nesta Hawker (NH)
Alan Whittle (AW)

Chief Financial Officer
Director of Corporate Affairs
Lead Nurse for Patient Quality & Safety
Medical Director WCCG (Deputy Chair)
GP Lead
Director of Commissioning
Lay member – Audit & Governance

Guest Speakers:
Minute Taker/Support: Allison Hayes (AJH)
In attendance
Norma Currie (NC)

Sheena Hennell (SH)
Val Tarbath (VT)
Ref No.
QPF1516/0019

WCCG Corporate Officer – Corporate Affairs
Commissioning Manager
Commissioning Manager
Safeguarding Lead for Adults
Minute

1.0 Standing Agenda Items
1.1 Apologies for absence
Apologies were received from: Pete Naylor, Jon Develing, Lorna Quigley, Laura Wentworth,
Alastair Cannon, and James Kay.
1.2 Declarations of Interest
There were no declarations of interest.
1.3 Minutes of Previous meeting from 30th June 2015
The minutes from the previous meeting held on 30th June were agreed as true and accurate
record, notwithstanding typographical and grammatical errors.
Action - AJH to send ratified minutes from July to GB in August.
Actions from the previous meeting – please refer to action sheet.
Outstanding Actions
Members discussed the outstanding actions from previous meetings and informed members of
work in progress items.
Areas included: Commissioning Intentions – CSU. MB gave thanks to the CSU HOCO’s who
are supporting the process and members of the CCG team for their contributions to the LPF
workstream and provided members with an update on the current position within the process
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Further discussions took place regarding the transition of staff from the CSU to other
organisations and how this may link with the Lead Provider Framework.
MB explained the CCGs planning assumptions in relation to stranded costs and the
challenges the CCG face in relation to this.
Matters Arising

QPF1516/0020

There were no matters arising.
2.0 Items for approval
2.1 SAPB Constitution
VT presented a paper regarding the Wirral Safeguarding Adults Partnership Board proposed
constitution. The Board has reviewed and revised its constitution to ensure it complies with the
requirements of the Care Act 2014.
AW sought clarity with regards to CQC membership on the board and VT explained how the
CQC contribute towards this, however; VT is to feedback the CCGs thoughts with regards to a
regulatory body being a member of the board.
Further discussions took place regarding financial arrangements and it has been agreed by
the SAPB partners to establish and maintain a pooled fund.
The QPF committee noted the contents of the constitution and asked VT to submit their
comments to the Safeguarding Adult Board.
Action – VT to submit CCG feedback to Safeguarding Adult Board.
2.2 Update on recommissioning of Case Loading Community Midwifery Service
SW introduced Norma Currie, Commissioning Manager to the meeting. NC presented a paper
regarding the progress made on the development of the service specification regarding the recommissioning of Case Loading Community Midwifery services and for the Board to receive
assurance regarding the re-tendering process.
The current contract was due to expire in March 2015, and a procurement process was initially
commenced in September 2014 with a view to awarding a contract commencing 1st April 2015
to the successful bidder. Unfortunately the bids received did not satisfy the commissioning
requirements on a number of points, and the decision was taken by all CCGs involved and
Wirral CCG Governing Body (7th April 2015) to discontinue the procurement process and
initiate a re-tendering exercise for service mobilisation April 2016.
A procurement plan is in operation to secure a new contract effective from 1st June 2016 for
all new referrals. The timescale for the re-tendering process was extended to take into
consideration guidance from the investigation into Morecambe Bay Maternity Services – the
‘Kirkup Report’. The contract with the current provider has therefore been extended to 31st
March 2017 for existing referrals as at 31st May 2016 to ensure the continuation of care for all
women using this service. All new referrals from 1st June 2016 will be to the new contract
which will be for 3 years with an option to extend for one additional year.
Next Steps include:
• Hold Provider day to encourage partnership working
• Finalize service specification to incorporate stakeholder feedback
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•
•
•
•
•
•
•

Commence PreQualification Questionnaire (PQQ) process
Evaluate PQQ returns
Commence Invitation to Tender (ITT) process
Evaluate ITT responses and invite successful bidders to presentation/interview
Bring summary paper to Governing Body detailing outcome of the tender process for
decision.
Award contract to successful bidder
Commence a 3 month mobilisation phase with a commencement date of 1st June
2016.

The QPF committee were asked to note the progress made on the development of the service
specification.

2.3 Consultant Connects
SW introduced the Sheena Hennell, Commissioning Manager to the meeting who gave an
overview of a telephone service that makes it easy for GPs to speak directly with local hospital
consultants: called “Consultant Connect”. A 2-year trial of the concept has been conducted
and the outcomes show – some 65% of calls concluding in no admission or referral. The paper
had been previously discussed at the CCGs Operations Committee and Clinical Senate.
Key Features include:
• Reduces the number and cost of referrals
• Reconnects GPs with consultants, joining up primary and secondary care
• Increases number of GP-patient episodes that can be completed in one visit
• Better patient experience
• Case-based learning for GPs
In conclusion, should the CCG agree to the costs and to implement the facility a minimum of 2
weeks would be required to configure the system and then further mobilisation and evaluation
will be carried out.
Members discussed potential implications and risks and SH provided the group with a rational
as to how these would be dealt with.
Members agreed for Sheena Hennell to continue with the implementation of the service.
QPF1516/0021

3.0 Items for Discussions
3.1 Performance Reports
NH introduced the performance for April against the standards within the NHS Constitution
and the actions that are being taken in order to improve performance where needed.
NH presented the performance against the NHS Constitutional standards as at the end of May
2015.
Areas included:
•
•
•
•

A&E waiting times
Ambulance handover times
Cancer waiting times
Delivering same sex accommodation
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•
•
•
•
•

Reducing healthcare acquired infections
Referral to treatment (RTT - 18 weeks)
Excessive waiters (incomplete)
Diagnostic testing
Friends and family tests including staff and GP surgeries

MB requested that mental health targets are included on future dashboards and NH is to
feedback this to the performance team in order to include these targets in the future.
Other areas of discussion included action plans in relation to diagnostic tests waiting more
than 6 weeks, cancer and excessive waiters.
The Quality Performance and Finance Committee were asked to:
•

Note the performance for May against the standards within the NHS Constitution and
the actions that are being taken in order to improve performance where needed.

The QPF committee discussed and noted the performance figures presented at today's
meeting.
3.2 Quarterly Safeguarding Report
VT provided an update regarding the Quarterly Safeguarding report which provides the QPF
committee with a summary of the work associated with safeguarding activity with particular
reference to updates relating new government publications, serious case reviews, work of the
Wirral Safeguarding Boards, safeguarding assurance items and potential risks. The report
covers the period April to June 2015.
Areas included:
•
•
•
•
•
•
•
•
•
•
•
•

Female Genital Mutilation prevention programme
Lessons learnt relating to Jimmy Savile
Safeguarding vulnerable people in the NHS
Duty of Candor
Serious Case reviews
Incidents
Local Safeguarding Boards
Safeguarding Assurance
Care Homes
Safeguarding Training
MASH – Multi Agency Safeguarding Hub
Risks

Discussions took place regarding MASH and the role of the specialist safeguarding nurse in
post for the service. Members queried if there has been appropriate consent obtained to view
individual patient records and whether the appropriate systems are in place to deal with this in
relation to provide direct care to patients. Further discussions are to take place regarding this.
VT highlighted the training compliance for the 3 main providers (WUTH, CWP, WCT) and
informed members that WUTH have completed a data cleanse and have implemented an
action plan to ensure compliance is obtained by the end of the next quarter.
Action – SW is to send a letter to practices that have not yet completed the serious
case review action plan.

99 of 105

Ref No.

Minute
Members went on to discuss a vacancy for a Named GP for Safeguarding Children and it was
agreed that this would be re advertised.
VT informed members that the Lead Nurse for Quality in Care Homes is retiring and that the
CCG is in the process of advertising for the post.
The QPF committee noted the contents of the Safeguarding Report presented today.
3.3 Finance
MB presented a report detailing the CCGs financial plan and financial performance against
budgeted allocation for 2015/16 financial year as at Month 3 June 2015 and areas for
reporting are as per the CCG assessment framework.
Key items discussed were
•

Headline Plan Deliverables

Small Operational Over performance at month 3 against planned expenditure, broadly in line
with planned surplus but position subject to a number of risks in terms of contract performance
and QIPP delivery.
•

Resources

Relevant adjustments made for non-recurrent allocations
•

QIPP

Amber Rag rating due to unidentified / maturity of identified QIPP schemes
•

Activity Trends

Activity reported as per BI web portal, increase in GP referrals up to May. All other indicators
noted regard elective / non-elective admissions.
•

Balance Sheet indicators

All indicators were in line with requirements, cash, better payment practice code, expenditure
reporting etc
MB presented further information on the financial performance against planned activity levels
in line with reporting categories
NHS Contracts currently showing underperformance, predominantly due to month 2
underperformance at WUTH. The CCG had however received information of an adverse
movement in financial performance based on month 3 and would need to be reflected in risk of
delvivery in line with business planning rules. Other areas show some variation as highlighted
in 2.26 of report and in line with previous reporting regarding physiotherapy etc.
Non-NHS contracts, Further adverse movement in Spire Contract performance due to
increased activity and again further adverse movement in activity contracts for physio, podiatry
etc across range of AQP contracts.
Prescribing position still in line with plan as only received one months worth of information at
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the time of the report, however information has subsequently been received that shows further
deterioration.
Commissioned Out of Hospital – adverse movement due to package changes
Other expenditure areas, Better Care Fund, quarter one reconciliation still being performed
and wider monitoring being developed as part of section 75 agreement and through the Better
Care Fund board.
There still remains financial and performance risk to the CCG as a result of the minimum top
slice from the CCG and will need to be identified pending reconciliation and actions of the
Better Care Fund Board.
The remains an unidentified QIPP gap which is partially offset by contingency and nonrecurrent headroom resources.
MB then discussed the risk assessment that had been undertaken regarding financial risk and
potential mitigations against these risk factors as part of assessment of ability to deliver
against Business Planning Rules
Financial Risks factors are dependent upon contract performance and planning assumptions
particularly regarding contract issues regarding estimated growth and coding / counting impact
from WUTH. Other risks are assessed in respect of other potential areas, including other
contract performance, CHC, QIPP non-delivery etc. The full value of these risks is assessed
to be £19.63m
The CCG has identified mitigations as listed under 3.3 and will partially be dependent upon
contract performance. A probability based risk assessment against each of these factors is
then performed following each reporting period and is part of the NHS England reporting
process (non-ISFE ledger).
MB introduced two potential scenarios based on differing assessment of these risk factors and
the resulting impact upon the planned surplus.
Based on current performance under 1st scenario, this would result in a lower than planned
surplus whilst 2nd scenario would lead to a deficit position for the CCG.
The CCG team are to perform a more detailed QPP review as part of month4 reporting to
inform an assessment of potential forecast outturn position (given that quarter’s worth of
activity information and two months of prescribing information) would have been received.
MB referenced the adverse movement in the WUTH / Prescribing position within his report and
the likely impact of this on the potential planned surplus.
MB asked QPF Members to note:
•
•
•

The CCG financial position as at the end of June 2015
The performance against indicators based on the information available
The associated financial risks within the declared position including the impact of
potential resource allocation issues.

Members discussed the associated financial risks and MB explained how the CCG will need to
work with NHSE, constituent practices and the general public how the CCG are mitigating
against the risks and the delivery of the position in line with planning assumptions.
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MB requested that a view may need to be taken with regards to the level of financial risk as
recorded on the CCGs risk register based on discussions today
Members went on to discuss potential recovery plans and discussions with the CCGs
Governing Body are required in relation to the risks and recovery plans. It was agreed that this
should take place once further work had been performed on risks / mitigation for month 4
reporting.
3.4 Contract Update WUTH
MB provided members with an update regarding the WUTH Contract negotiations. MB
informed members that the contract is due to be signed off in August once further discussions
between the CCG and WUTH take place regarding outstanding issues
3.5 CHC Update & PuPoC
CC presented a report which provided an overview of the delivery of the CHC/Complex Care
service since its transition into South Cheshire CCG from February 2015. The paper provided
a summary of how the shared service is operating in practice, in respect of key areas such as
quality, finance, contracting and governance. Discussion points included:
Governance
Each CCG is represented on a Joint Committee, which has clinical and management
representation from each of the five CCGs, and has delegated autonomy, as set out within our
Constitution, to act on behalf of the CCG.
CC sought clarity around how the Committee wishes to strengthen governance over the
service: should minutes of the Joint Committee go to the Governing Body of the CCG on a
monthly basis? How frequently, and based on which information, should reports be considered
by the Quality, Performance and Finance Committee?
Members agreed that future reports are to be directed to the QPF committee on a quarterly
basis and for the Director of the service to update Governing Body members.
Finance
The CCG has been working with the Local Authority on use of a tool which can apply a more
proportionate split, as the Local Authority agrees that 50:50 is not always the most appropriate
split, and such tools are used successfully elsewhere. This is with a view to using this tool for
a period of time (at least 6 months) and using this as a basis for pooled budgets.
The CCG is happy with this approach.
Given that the CCG is acting on legal advice, yet is making no progress in negotiations with
the Local Authority on the funding of Community Treatment Orders, members agreed that
discussions should be escalated to the legal representatives of both organisations.
As most of the legal input relates to jointly funded cases, CC sough clarity around if there
efficiencies to be made by allowing the Local Authority solicitor to act on behalf of both
organisations (clearly there will be occasions where this is not possible, as there may be a
difference in opinion between both organisations, and the duty of the Local Authority solicitor
in the first instance would be to the Local Authority) Or, should the Joint Committee consider
investing in shared in-house legal advice? Considering the escalating use of solicitors across
the CCGs, this is certainly something that may be cost-efficient.
Members agreed to explore investing in shared in house legal advice.
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Quality
The CCG will need to consider its capacity to support the monitoring of quality in placements /
packages of care commissioned for CHC / Complex care.
PuPoC – Previously Unassessed Periods of Care
Between January and June 2015, the CSU planned to close 156 cases – a target of 26 per
month - yet only closed 29 in total over the 6 months. This underperformance is common
across the CCGs, and has been raised by the Joint Committee with the CSU, and they have
been given until September to bring performance in line with the new NHS England trajectory.
The CCG is going to be performance-monitored against this by NHS England on a monthly
basis.
Contracts
There is a new procurement exercise underway for a CHC framework, and it is anticipated that
the vast majority of care homes will join this, and hence receive an NHS Contract. So, the
CCG will focus on those cases that are 100% health funded. The Head of Partnerships now
has a list of patients in receipt of a domiciliary package of care, and requires contractual
support to issue contracts. The same will be required for patients in independent hospitals /
other 100% health funded packages. The CCG will need to determine how this contractual
support will be provided.
Culture and Staff Morale
Work has been on-going since February to develop a business case for a ‘future vision’ for the
shared service. This is predicated on the model remaining shared across the 5 CCGs, but with
increased integration between CHC and community provider staff. The aim is for the CHC
Joint Committee to sign this business case off in August.
Given that this Committee has delegated authority to act on behalf of CCGs, it is imperative
that this CCG is comfortable with the proposed direction of travel in advance. The CCG will
need to be comfortable with moving forwards on the basis of a shared service, as opposed to
taking the service (or any element of it) back in-house.
The paper provides an overview of the delivery of the CHC / Complex Care service since the
transition into the hosted CCG service in February 2015. It is clear that there remain significant
reputational, clinical, financial and operational issues, albeit the shared service has provided
significant benefits in relation to joint working and collaboration between commissioners, as
well as strengthening the relationship between commissioners and operational staff.
The QPF committee were asked to consider if it would like any alternative or additional actions
to be undertaken and also if it would like any issues to be escalated to the CCG risk register. It
was agreed that the lack of contracts in place for some 100% health funded packages, and
PuPoC performance, would be highlighted as risks to the CCG.

QPF1516/0022

Members thanked CC for her work and noted the contents of the report presented today.
4.0 Items for Information and Noting
4.1 Contracting Issues
MB provided an update regarding the current contracting issues; please see previous notes in
item 3.4.
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4.2 Complaints Update
PE presented an update in relation to Complaints, Ombudsman and MP letters as of 15th July
2015. The purpose of this monthly update is to provide assurance to the Quality, Performance
and Finance committee of complaints received and MP enquiries received by NHS Wirral
CCG as of this date.
In conclusion all complaints and MP enquiries received will continue to be managed and
monitored in line with the agreed policies and procedures by the CCG’s Corporate team and
this update report will continue to be presented at this committee on a monthly basis going
forward, together with an aggregated report of learning and themes on a quarterly basis.
Members noted the complaints update.
4.3 Freedom of Information Update
PE presented a monthly report regarding Freedom of Information requests. The purpose of the
report is to provide assurance to the group of FOI’s received and responded to within June
2015.
The QPF Committee were asked to review and note the contents of the report.
4.4 Serious Incidents Update
SS provided the committee with details of the new serious incidents reported in June 2015.
The QPF Committee were asked to:
Note the 28 new serious incidents reported to the Strategic Executive Information System
(StEIS) in June 2015, relating to:
•
•
•
•
•

11 Wirral University Teaching Hospital Trust.
4 Cheshire and Wirral Partnership NHS Foundation Trust
12 Wirral Community NHS Trust
1 Clatterbridge Cancer Care NHS Foundation Trust
As per the serious incident reporting framework, a root cause analysis will be
undertaken on the incident, the report and action plan will be monitored at the CCG
Serious Incident Review Group

Members noted the report presented today.
QPF1516/0023

5.0 For Noting
5.1 Healthwatch Report
Members noted the Healthwatch report.
5.2 Sub Group minutes for noting
•

QPF1516/0024

Minutes of the 14/15 Contract Monitoring Meeting between CWP & WCCG of 16th
April.

Members noted the contents of the minutes.
6.0 Risk Register
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Members discussed the current risk register and all items were reviewed and noted
accordingly.
Action - PE is to update the current risk register and provide a report detailing the
recommendations made by the QPF committee to the Governing Body. This will be an
on-going action from all QPF meetings.
7.0 Any Other Business
Local Anti-Fraud Bribery and Corruption Policy
MB presented the above policy for members to note the refreshed details. Members noted the
policy.

Deputy Chair thanked members for their attendance and the meeting closed at: 16:10pm.
Date and Time of next meeting
The date and time of the next QPF meeting is scheduled for:
Tuesday 25th August at 1pm in Room 539 OMH
Please forward any apologies to Allison.hayes@nhs.net
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