GOVERNING BODY MEETING – A meeting in public
Tuesday 5th January 2016
Nightingale Room, OMH
2pm
AGENDA
Ref No.
GB1516/0051

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 – 3rd November
2016
(All)

1.6

Papers

DRAFT GB Minutes
Action Points of
PUBLIC MEETING 03 11WCCG -PUBLIC GB Mee

• Action Points
Matters Arising

Patient Story
(Lorna Quigley)
ITEMS FOR ASSURANCE AND
APPROVAL
Chief officer Update
2.1
(Jon Develing, Chief Officer)
1.7

GB 1516/0052

2.

•

Memorandum of
understanding for Healthy
Wirral

Cover sheet
5b. Draft
Memornadum of UndeMemorandum of Unde

5c. Letter of comfort
V5.docx

•

CCG Network
Cover sheet CCG CCG Network Report Network 05.01.2016.doGB 01.01.2016 JD.docx

•

Mission, Vision and Values
Coversheet Mission
Mission and
and Objectives JanuaryObjectives GB January

2.2

Corporate Affairs Report
(Paul Edwards, Director of
Corporate Affairs)
th
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Director of corporate
Affairs Report January
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Ref No.

No

Time

Item
2.3

Papers
Quality and Patient Safety
Report
•

Director of Quality Jan
GB report.docx

Looked After Children
Annual Report
(Lorna Quigley, Director of Patient
Quality and Patient Safety)

GB Cover Sheet for Looked After Children
CCG LAC Annual ReporAnnual Report 2015.pd

2.4

Commissioning Report
(Nesta Hawker, Director of
Commissioning)

Director of
Commissioning Report

Commissioning
GB report cover sheet
comm decision policy.dDecision Policy and Pro

2.5

2.6

Finance Report
(Mark Bakewell, Chief Financial
Officer)

GB CFO Report
November 15 for Janua

Medical Directors Report
(Dr Susan Wells)

Medical Director
Report for GB -January

Clincal senate results.pdf

Members feedback
ADDITIONAL
15th December 2015.pCOMMENTS FROM SUR

GB 11516/0053

3.

ITEMS FOR NOTING
3.1

Subgroups (Ratified Minutes):
•

GB 1516/0054

4..

QPF Ratified minutes
from 27th October 2015

QPF RATIFIED
Minutes 27 10 2015.do

RISK REGISTER
Current Risk Register

5.
6.

End

To be tabled

ANY OTHER BUSINESS
5.1
DATE AND TIME OF NEXT MEETING
st

Tuesday 1 March 2016
2pm – 4pm
Nightingale Room OMH
Please forward any apologies to Allison.hayes@nhs.net

Day
Tuesday
Tuesday
Tuesday
Tuesday
Tuesday

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

Venue

1 March

2pm – 5pm

Nightingale Room

3 May & 24 May (accounts sign off)

2pm – 5pm

Nightingale Room

rd

th

TH

5 July

2pm – 5pm

Nightingale Room

th

6 September

2pm – 5pm

Nightingale Room

st

2pm – 5pm

Nightingale Room

1 November

th
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WIRRAL CLINICAL COMMISSIONING GROUP
GOVERNING BODY BOARD MEETING
Minutes of Meeting – Public Session
Tuesday 3rd November 2015
2pm
Nightingale Room, Old Market House

Present:

Dr Pete Naylor (PN)
Jon Develing (JD)
Lorna Quigley (LQ)
Dr Paula Cowan (PC)
Dr Laxman Ariaraj (LA)
Dr Simon Delaney (SD)
Dr Sian Stokes (SS)
Dr Sue Wells (SW)
Paul Edwards (PE)
James Kay (JK)
Nesta Hawker (NH)
Dr Arpan Guha (AG)
Dr Sean Magennis (SM)
Mike Sowden (MS)
Graham Hodgkinson (GH)
Dr Richard Williams (RW)

Chair
Chief Officer
Director of Quality and Patient Safety
GP Lead – Unplanned Care
GP Lead – Planned Care
GP Lead – Primary Care
GP Lead – Long Term Conditions
Medical Director
Director of Corporate Affairs
Lay Member (Patient Champion)
Director of Commissioning
Secondary Care Doctor
GP Members Representative
Healthwatch Representative
Director of DASS
LMC Representative

In Attendance:
Allison Hayes (AJH)
David Miles (DM)
Ref No.
GB1516/0045

Board Support/Corporate Officer WCCG
Head of Finance
Minute

Preliminary Business
1.1 Apologies for absence
Apologies were received from: Mark Bakewell, Lesley Doherty, Alastair Cannon and Fiona
Johnstone.
1.2 Chairs Announcements/Opening Remarks
Chair gave positive feedback from a recent GP practice members’ meeting. It was felt that this
meeting was going well and relationships were continuing to improve.
Chair also announced that SW, in her role as CCG Medical Director, had been shortlisted for the
‘Collaborative Leader of the Year’ in the forthcoming North West Leadership Academy Awards.
Members congratulated SW on this.
1.3 Declarations of Interest
All GPs declared their interest with regards to agenda item 2.4 which dealt with Primary Care CoCommissioning in line with the CCGs conflict of interest policy. Chair asked AW would chair this
part of meeting and this was agreed.
1.4 Comments/questions from members of the public
rd
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Minute
There were no comments from the public.
1.5 Minutes & Action Points from previous meeting held on 1st September2015.
The minutes of the previous meeting held on 1st September 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.
Action - AJH to contact FJ with regards to presenting cancer screening figures at a future
GB meeting.
1.6 Matters Arising
There were no matters arising.
1.7 Patient Story
LQ gave a presentation relating to a patient who describes her experience leading up to and
including intermediate care rehabilitation therapy. The patient story provided assurance regarding
the delivery of high quality, safe and effective patient services.
Members thanked LQ for the patient story presented today and noted the contents.

GB1516/0046

2.0 Items for Assurance and Approval
2.1 Chief Officer’s Update
JD provided an update in key areas of activity over the past month.
•

•
•

•

•

•

It has recently been reported that in order to access a share of the additional £8 billion
made available to the NHS in the Summer Budget, local plans would need to be ‘whole
system’ and therefore be collaborative in nature. This will also mean greater alignment is
required for existing plans such as the council’s 2020 Plan’.
JD updated on the latest discussions around the Liverpool City Region devolution plans
and that these are at present focussed on the benefits of collaborating on a wider
footprint.
Regarding the Healthy Wirral programme, JD announced that the CCG has made further
progress and has now been allocated £3.4m which will support a number of projects
currently being developed. A Wirral Expo event will be held on 25th and 26th November for
both staff and public and will take place at the Floral Pavilion, New Brighton.
JD reported that CCGs have been asked to provide a response in relation to the
evaluation report on the procurement and mobilisation regarding Patient Transport
Services once this has been released. As the deadline was the end of November and
ahead of the next formal Governing Body, he asked if the approval could be delegated to
the Quality, Performance and Finance Committee. Members agreed.
JD informed members that 52 of 54 Wirral GP practices have now signed up to the new
Business Intelligence Portal and that all constituent practices have signed up to the
Primary Care Quality Scheme. He stated that this was a significant achievement and
thanked all involved.
JD reported the highlights of a number of recent events he had attended which included:
Vanguards of the North and Collaborative Commissioning Event.
rd
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Minute
Members of the Governing Body noted the Chief Officer’s report presented today.
2.2 Corporate Affairs Report
PE provided an update on his areas of responsibility related to the CCG’s statutory functions and
the areas aligned to the external CCG Assurance Framework.
Key Areas included:
•

•

•

•
•

•
•

A summary of activity regarding Complaints, Compliments, Freedom of Information
requests (FOIs), SARs (Subject Access Requests) and MP Enquiries. PE stated that
responses to each of these areas were compliant with national standards and highlighted
that Continuing Healthcare remains a key theme, together with complaints related to
providers. PE explained that the CCG had agreed with NHS England (who investigate
GP related complaints) that the CCG would co-ordinate any response involving GPs
where there other agencies involved in the complaint response (e.g. another provider). He
also explained that response letters involving third parties would make explicit the
response times for that organisation where they differed from the CCG’s .
The CCG Assurance Framework. PE advised that the first Assurance Framework visit
under the new regime discussed at the last Governing Body was held on 2nd October
2015. This visit was attended by senior representatives from both NHS England and the
CCG and focused on Quarter 1 of the 2015/16 financial year in the domains outlined in
the new framework. PE stated that, whilst formal feedback has not yet been received, the
meeting placed significant onus on the change in the CCG’s planned financial surplus and
the requirement for a recovery plan to address this. It was agreed that, once the CCG’s
Governing Body had reviewed the recovery plan (which was brought to Governing Body
on October), this would be shared by NHS England and that NHS England would work
closely with the CCG in both its on-going development and implementation.
An update on Organisational Development activity, including the Governing Body
development programme currently underway and the plan for a refreshed Organisational
Development plan to be presented at Governing Body in Quarter 4. PE stated that there
is also a staff development session planned for November 17th that will form part of the
CCG’s on-going development
Workforce data on absence and turnover, both of which are compliant with national
targets
An update on compliance with Statutory and Mandatory training. Compliance was hugely
improved, with all areas rated as ‘green’ with the exception of Information Governance.
PE stated that staff would be reminded of the importance of this module with a view to
achieving ‘green’ status by the next Governing Body
Personal Development Reviews, , which will be aligned to the some of the outputs from
the Governing Body development programme outlined above and the planned staff away
day to be held on 17th November 2015.
An update on Emergency Planning, Response and Resilience activities, including training
events attended and the recent refresh of the Business Continuity plan

PE then presented the revised CCG Board Assurance Framework. This was reviewed and
discussed at length at the informal Governing Body held on 6th October 2015 and in line with the
quarterly review schedule outlined in the CCG’s Risk Management Policy. PE outlined the key
changes as summarised in his paper and amended on the Framework document itself.
The Governing Body noted the report and approved the updated Assurance Framework.
2.3 Quality & Patient Safety Report
rd
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LQ presented a report detailing the key messages and issues relating to quality and patient
safety.
Areas included:
•

•

•

•

•

•
•

•

•

WUTH –The Care Quality Commission has undertaken a comprehensive inspection of all
services in September, as part of this programme a series of patient listening events was
undertaken facilitated by CQC. The outcome of the inspection is awaited. There have
been twelve serious incidents that have been reported onto the national reporting system
in September and eight in October. In accordance with the serious incident reporting a
root cause analysis will be undertaken. There have been 2 never events reported in
September and October. One relating to wrong site surgery and one wrong route
administration.
Wirral Community Trust – There have been eleven serious incidents reported on the
national reporting system for September, and seven in October. 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.
Cheshire and Wirral Partnerships – 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 four serious incident have reported to the national
reporting system in September, and three in October. In accordance with the serious
incident reporting a root cause analysis will be undertaken.
One to One Midwifery 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 been published on
16th October 2015.
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. Level 3 safeguarding training for GPs
took place in October; this was attended by 35 GP’s. The session has been evaluated as
excellent. 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 has been advertised
nationally, and there have been no applicants for this role. Subsequently a local GP has
shown interest in the role. This is a risk to the CCG with regard to compliance against the
safeguarding assurance framework. This risk is on the CCG risk register
Nursing and Residential Homes - The CCG continues to work collaboratively with Local
Authority colleagues to ensure that quality and safety in nursing homes is maintained.
Quality in Primary Care - A System for reporting near misses and serious incidents has
been implemented within Primary Care; this system gives Primary Care the ability to
report quality concerns about providers to the CCG in addition to self-report which
improves quality. The largest theme for reporting relates to the discharge process and
access/appointments.
Other performance against the NSH constitutional standards - Achievement against
the 4hour standard remains a challenge for the Trust and the Health and Social Care
economy. Some improvement had been seen in the latter half of June and July; however
this has not been sustained. The Systems Resilience Group continues to meet monthly to
hold the system to account. An economy escalation plan has been developed and its
robustness is being tested. The Economy is in Phase 1 of the Emergency Care
Improvement Project (ECIP) which is a project being run by NHSE for the most
“challenged” economies.
Family and Friends Tests – 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
rd
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•

and Cheshire.
Continuing Health Care - From summer 2014, CCGs across Cheshire and Wirral have
been working together on the delivery of continuing healthcare, funded nursing and
complex care services. A Joint Committee of CCGs and Local Authorities has been set up
with delegated responsibilities around continuing healthcare, funded nursing and complex
care (approved by GB Nov/Dec 2014)). The strategic Joint Committee is underpinned by
an Operational Group and various task and finish groups. Following transition into the
CCG the priority for the service was, transition and stabilisation whilst engaging staff,
people who use services and their families and wider stakeholders in a process of
redesign for transformation. As part of the transformation agenda, work went on to
develop a new service model which was presented in a detailed business case at the
CHC Joint Committee in August 2015. This was followed by an intensive confirm and
challenge process for Cheshire and Wirral CCGs and Local Authorities in September
2015. From this the joint committee has agreed to extend the timelines due to risks and
issues identified from this process.

The Governing Body noted the Director of Quality and Patient Safety’s Report.
2.4 Commissioning Report
NH, Director of Commissioning presented the Governing Body with an update around the
following areas:
Strategy development and reform implementation
•
•

•
•
•

•

•

Policy development - A draft commissioning decision policy and process for the CCG
has been developed and is now on the CCG website for consultation with the public.
Recovery plan - Detailed project plans with agreed metrics to monitor progress have
been developed as part of the recovery plan for 2015/16 and for 2016/17. Progress
against each of the project plans are reviewed in detail at Delivery Plan Confirm and
Challenge meetings and outline progress shared at the Operational meeting on a weekly
basis.
Review of urgent care model. Following consultation the potential model for urgent care
delivery will be refined and the final model will be re-commissioned during 2016/17.
Single Front door. Agreement reached that this scheme of implementing nurse triage at
ED at Arrowe Park to sign post patients to the appropriate care setting will start 1st
December 2015.
Primary Care Quality Scheme. The PCQS has been launched and operational from 1st
October 2015. Support has been offered individually for practices which have been taken
up. The BI web portal has been launched and is being used by practices. All 56 practices
have signed up to deliver PCQS. A small number of practices have shared their plans
which have been uploaded onto the CCG members section of the website to share good
ideas and practice.
Primary Care Risk Stratification The tool has been developed and launched and 51 out
of 56 practices have signed the data sharing agreement, and it is felt that this may
increase by a further two over the next week or so. Two practices are developing their
own model, and one practice has refused to sign the agreement.
Co-Commissioning.
o Primary care. A paper is attached which outlines the proposed way forward for cocommissioning. An engagement strategy is being developed in order to explore next
steps with members, which will be in place by December 2015.
o Local Authority. Agreement reached to undertake a review of joint funded packages of
care and develop a strategy and action plan for future joint commissioning
arrangements. To include involvement of Cheshire and Wirral Partnership in the
review of learning disability services and community mental health packages of care.
rd
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•
•
•

•
o
o
o
o
o
o
o

Crises Care Concordat. The team have presented to the AQUA collaborative on
progress achieved with the crisis care concordat.
Improving Access to Psychological Therapies (IAPT) CCG successful in bid for IAPT
monies to support clearing the waiting list backlog inherited from the previous contract.
CAMHS and Eating Disorder Service A bid has been submitted to NHS England for
£500k for CAMHS and £200k for eating disorders. The CAMHS bid will focus on early
intervention and prevention and develop a single point of access for patients, families and
professionals.
Better Care Fund – highlights of progress of the schemes as at September:Reduction of non-elective activity target (-2.25%) has been achieved for quarter 1 and on
track to achieve for quarter 2.
Winter preparation
100 intermediate and transitional beds available from 1st September with a plan to
increase to 110 in December.
4 adapted flats (which will support people waiting for adaptions to their own property)
available.
24 planned and unplanned respite beds (including 3 bariatric) available.
Rapid Community service which offers support in a person’s own home such as overnight
support, domiciliary and reablement support.
Rapid Community team which is being increased to offer a 7 day core response to ensure
discharge 7 days and also rapid community response 7 days supporting the IMC beds
and in the persons own home.

Procurement Update
•
•

•

•

Case Loading Maternity - The procurement went live on 12th October 2015. The
deadline for receipt of PQQ (pre-qualifying questionnaire) is 12th November 2015. New
contracts will commence on 1st June 2016
Direct Access Diagnostics - The procurement process is underway. The September
provider event highlighted potential challenges for NHS providers to construct their subcontractors within the provisional procurement timeline for the Prime Provider model
(NHS Trusts are subject to different statutory and legal obligations than non-NHS
providers). The procurement timeline is being re-drafted to ensure no providers are
disadvantaged.
Physiotherapy and Podiatry - Procurement processes were separately planned for
these services with new contracts to commence on 1st September 2016 and 1st August
2016 accordingly. The CCG has since reconsidered its approach and is developing a new
integrated pathway for MSK (Muscular Skeletal) incorporating physiotherapy and podiatry.
The procurement timeline is to be determined. In the meantime both contracts will be
subject to negotiation on price, waiting times and first to follow up ratios (where
appropriate).
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.

Engagement
•

•

Wirral Patient Voice - All three consortia Patient Forums have now been merged into
one larger “Wirral Patient Voice Group” who have met a number of times and are
currently going through an election process for Chair and Vice-Chair and are finalising
Terms of Reference for the group. The group is supported by the Direct Commissioning
Team and have established a process for receiving and requesting information from the
CCG.
Member engagement
o Monthly meetings have taken place with GPs, Practice Managers and Practice
Nurses. Members and Provider Forums have taken place; these have been
rd
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•

•

opened up to Practice Managers and Practice Nurses. A number of Protected
Learning Time events and ad hoc training sessions have also taken place.
o A GP Chair has been voted in place to Chair the Members meetings
o Primary Care Communications funnelled through Direct Commissioning Team
with weekly CCG bulletin and ad hoc communications which has received positive
feedback.
Urgent care review - The initial consultation has now finished with 443 respondents.
Further engagement with community groups planned during October and wider public
consultation on the refined proposed model for the urgent care system to be undertaken
during December – February 2016.
Learning Disabilities - An engagement event with the Local Authority has been held to
seek the views of parents/carers of children with a learning disability approaching
transition to adulthood on how we can improve the experience during transition.

Co- Commissioning
In line with the CCGs conflict of interest policy, the Chair handed the meeting to AW to chair this
item. Chair agreed that GP members could contribute to the debate having declared their
interests.
AW informed members that in May 2014 NHS England invited CCGs to come forward with an
expression of interest to take on an increased role in the commissioning of GP services. The
intention was to give CCGs more influence over the wider NHS budget and enable local health
commissioning arrangements that can deliver improved, integrated care for local people in and
out of hospital.
There are 3 co-commissioning models that CCGs can take forward:
1. Greater involvement in GP commissioning decisions
2. Joint commissioning responsibility with NHS England
3. Full delegated responsibility for commissioning the majority of GP services
The document seeks approval from Governing Body for the CCG to proceed to engage with
member practices so as to gain support to submit an application to NHS England in February
2016 to commence level 2 co-commissioning (joint commissioning) from April 2016. The intention
would to submit a further application in November 2016 for delegated status from April 2017,
subject to practice engagement.
Members supported the direction of travel and the engagement process with practices.
2.5 Finance Report

DM, Head of Finance, provided members of the Governing Body with an update of the CCGs
financial position to date as at the end of September (Month 6) within the 2015/16 financial year
and the performance against the measures outlined in the CCGs Assurance Framework 2015/16.
DM stated that there remains to be a continued deterioration in the year to date position; this is a
continuation of previous month trend of over-performance against planned levels of activity
(across both NHS / NON-NHS providers) and prescribing.
In line with the assessment of the month 6 position, across all areas of expenditure and
considering expected forecast trajectories, the forecast outturn surplus position remains revised
at £0.37 million. This is a deviation away from the CCG’s ability to deliver the planned surplus
rd
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level (1% - £4.8 million) as per NHS England Business Rules
The Governing Body was asked to note the development of the Financial Recovery Plan (8
Impact Areas detailed project plans) to address the change in the planned surplus level and
members noted this.
GH highlighted his disappointment that the financial recovery plan had not been discussed more
fully with local authority colleagues and NH agreed to meet with GH outside of the meeting
JD explained how the recovery plan specifically reflects the work required of the CCG by NHS
England and that a whole system recovery plan is something that would be looked at in the
future.
Members were also asked to:
•
•

Note the Developments within the LPF and delegated authority to Chief Officer following
completion of process to place contract
Note the Information Governance developments as part of ‘Healthy Wirral’ programme
and Information Sharing Agreement

The Governing Body acknowledged the current financial position of the CCG and noted the
report.
2.6 Medical Directors Report
In the absence of Dr Wells, members noted the Medical Directors report which included the
following areas:
•

Urgent Care Activity
•
•
•
•
•
•

•

NHS 111 commenced October 2015. The impact of this is being carefully
monitored
OPAT (out-patient antibiotic therapy) referral has been simplified to encourage
increased use by GPs.
Single Front Door project launch
Think Pharmacy continuing Blood Transfusion access.
An educational project focussed on Hypoglycaemia admissions from nursing
homes
Rapid community service launched.

Planned Care Activity
Consultant Connect, which is encouraging increased clinical dialogue with
consultants regarding individual patient care- 4 areas in use. There has been
excellent feedback from GPs and hospital colleagues, with call numbers
increasing and last week 55% of the calls resulted in a patient not being referred
or admitted to hospital.

•

Long Term Conditions
•
•
•

Diabetes pathway including foot care integrated pathway under development.
Elderly Care, including 5 new pathways of care in association with Community
Geriatricians
Joint work with Public Health regarding Alcohol, Ageing-well and Diabetes
prevention.
rd
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•
•

Hypertension Summit held jointly with Public Health end of September

Primary Care –
•
•
•
•
•
•

Primary Care Quality Scheme. Every practice has signed up.
Service Index appropriate for use by GP in consultation available on the web
portal.
Primary Care prescribing being closely monitored.
Pilot planned for deep dive into practices whose figures suggest greatest need of
support.
Co-commissioning of Primary Care to be considered and further engagement to
occur.
Risk Stratification active in 50 practices. Use of the web portal increasing every
week, encouraged by regular ‘drop-in ‘sessions

•

Clinical Senate – September meeting regarding Diabetes Registries, October meeting
regarding respiratory registries. Good multi- disciplinary attendance at each. Further
refinement of both registries will take place at the November meeting

•

Engagement – activities have included:
• Membership Council well attended in October. Important discussion regarding the
‘voice of Primary care’
• Joint meeting of all GPs and Consultants in Wirral being planned for early
November to discuss the Wirral Care Record.
• Practice Engagement Visits (Listening and Quality Visits) are planned for all
practices and have commenced. Learning from these visits will be shared
• Wirral Patient Voice quarterly meeting took place.

•

Research – Currently 50 practices are involved in research, and many are involved
through the ‘Me and My COPD’ project. Research Champion and Medical Director intend
to encourage practices to continue to be research active following this study. Project
regarding demand for antibiotics is being considered and a practice involvement with
research project on surveillance of some influenza vaccines has been approved.

•

Caldicott Guardian - Female Genital Mutilation registration is required for all practices
from October. This has been undertaken on behalf of all practices by the Safeguarding
Team. Considerable work with current Healthy Wirral Information Governance Task and
Finish Group to take forward the Wirral Care Record Advice regarding confidentiality
issues with a reminder to all practices regarding on-going need for vigilance in this area

Member of the Governing Body noted the Medical Director’s report presented at today’s meeting
3.0 Items for Noting
3.1 Subgroups for Noting
•
•
•
GB1516/0048

QPF of 29th September 2015
Clinical Senate of 29th September 2015
Audit Committee of September 2015

Members noted the minutes as detailed above.
4.0 Risk Register
Members noted the current risk register presented for noting at today’s meeting.
5.0 Any other business
rd
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There were no other items of business and the meeting was brought to a close at 16:45pm.
6.0 Date and Time of Next Meeting
th

The date and time of the next formal meeting is Tuesday 5 January 2016 in the Nightingale Room,
OMH please contact Allison.hayes@nhs.net with any apologies or agenda items.

Board meeting ended at: 16:45pm

rd
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Wirral Clinical Commissioning Group
Governing Body
Action Points re Meeting of 3rd November 2015 (Public Session)
Nightingale Room, OMH
2pm
Outstanding Actions from: 01.09.2015
Topics Discussed

Minute

Action Points

Responsibility Action Target
date

There were no outstanding actions from the meeting in September
New Actions from: 03.11.2015
Topics Discussed
Action Points
• There were no new actions recorded from the meeting in November

Responsibility Action Target
date
•

•

Agenda Items for next meeting / Decisions to note for next meeting / Date & time of next meeting
The date of the next meeting is Tuesday 5th January 2016 at OMH, Nightingale Room.
Agenda items and apologies are to be sent to: Allison.hayes@nhs.net

Action Points – Wirral Clinical Commissioning Group, Governing Body Meeting - PUBLIC SESSION – 03.11.2015

1/1

GOVERNING BODY BOARD REPORT COVER SHEET

HEALTHY WIRRAL MEMORANDUM OF UNDERSTANDING AND LETTER OF COMFORT

Agenda Item:

2.1

Reference

GB15-16/0052

Public / Private

Public

Meeting Date

5th January 2016

Lead Officer

Jon Develing, Chief Officer, WCCG

Contributors

Carole Self, Corporate Secretary, Wirral University Hospital Foundation Trust

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

Yes

To note
Summary

Wirral Partners were selected as a Primary and Acute Care Systems (PACS)
Vanguard site as part of the New Models of Care Initiative, supported by a technology
enabled population health model.
As part of this initiative, the Partners have agreed to establish a Memorandum of
Understanding MOU which outlines the values, principles and intent of the partners.
The Partners considered the draft Memorandum of Understanding on 13th November
2015 at which time they requested the inclusion of a risk and benefit share agreement
in the final draft. The Partners have also had the opportunity to comment on the
document as a whole and therefore provided comments which have also been
included.
The Partners agreed at the meeting on the 11th December 2015 to recommend the
approval of the Memorandum of Understanding to each of their Boards in
December/January 15/16. For clarity the Wirral Partners Board replaces the existing
Senior Leadership Group SLG, and the terms of reference are appended to the MOU.
Pending the sign off of Boards/Governing Bodies, a letter of comfort has also been
developed that will enable progression with the Cerner element of the Health Wirral
approach
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Comments
Next Steps

The Wirral Partners Board has recommended the MOU and the letter of comfort to the
respective partner Boards and there request the following:
•

The Board reviews the memorandum of understanding and approve this on
behalf of the organisation.

•

Approve the principle of the risk and benefit share arrangements recognising
that this will develop over time

•

Approve the Letter of Comfort in respect of the contract with Cerner

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

Does the report consider the financial impact?

YES

The Memorandum covers financial risk and how this will be managed between
partners
Value For Money

Does the report consider value for money?

NO

Not applicable

Risk

Is there a documented risk assessment?

YES

Schedule 6 of the MOU outlines the proposal to share the risk and benefits as a
result of this joint working. Practical examples have been included in the document
to aid with understanding and a separate document will be circulated by the CCG
which outlines the hosting arrangements for each Partner.
Risk sharing of this kind is usually undertaken in conjunction with a pooled funding
arrangement, which is not permissible at this stage. The MOU therefore attempts
to provide a short term solution ahead of any more formal agreements the partners
may decide to enter into, for example a S75 agreement.

Legal

Are there any legal implications and has legal advice been obtained? YES
Legal opinion has been sought and Clauses 9.2 and 12.1 in the MOU are intended
to be legally binding to protect individual and collective partners in relation to
payments made to third partners and the sharing of information respectively.
Clause 9.2 will be supplemented in all cases by formal contracts which all Partners
will have the opportunity to comment upon. Clause 12.1 is supported formally
through the approval of the Information Sharing Agreement to be sent under
separate cover.

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public? NO
At this stage, this is an agreement between partners and has not included wider
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engagement

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
At this stage, this is an agreement between partners

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? NO

Workforce

Not applicable

Partnership Working

Does the report evidence a partnership working in its development?

YES

Yes the Memorandum demonstrates how Wirral Partners will work together and is
being developed collaboratively
Does the report indicate any relevant performance indicators for this item?
NO

Performance
Indicators

Not applicable
Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? YES

Sustainability

Collaborative approach to commissioning across wider footprints has the potential
for patients to be cared for closer to home

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



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

Report History/Development Path
Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

Private Business
The Board may exclude the public from a meeting whenever publicity (on the item under discussion) would
be prejudicial to the public interest by reason of the confidential nature of the business to be transacted or
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GOVERNING BODY BOARD REPORT COVER SHEET
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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RISK AND BENEFIT SHARE AGREEMENT

THIS MEMORANDUM OF UNDERSTANDING IS MADE ON

2015

BETWEEN:
(1) NHS WIRRAL CCG whose principal offices are at Old Market House, Hamilton
Street, Birkenhead, Wirral, CH41 5AL (CCG)
(2) CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST whose
principal offices are at Trust Headquarters Redesmere, Countess of Chester Health
Park, Liverpool Road, Chester, CH21, 1BQ (CWP)
(3) WIRRAL COMMUNITY NHS TRUST whose principal offices are at Trust
Headquarters: St Catherine's Health Centre Derby Road Birkenhead Wirral
CH42 0LQ (CT)
(4) WIRRAL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST whose principal
offices are at Trust Headquarters Arrowe Park Hospital, Arrowe Park Road, Upton,
CH49 5PE (WUTH)
(5) WIRRAL METROPOLITAN BOROUGH COUNCIL whose principal offices are at
Town Hall, Brighton Street, Wallasey, CH44 8ED (WMBC)
(each a Partner and together as Partners)
1. BACKGROUND
1.1

The Partners were selected as a Primary and Acute Care Systems (PACS) Vanguard
site as part of the New Models of Care Initiative, supported by a technology enabled
population health model.

1.2

The Partners plan to work in an integrated way to enable people to live well and stay
well for longer regardless of where they live on the Wirral.

1.3

The Partners have agreed to establish an Agreement which outlines the values,
principles and intent of each of the partners.

2. DEFINITIONS AND INTERPRETATION
2.1

Unless the context requires, the definitions and rules of Interpretation outlined in
Schedule 1 apply in this agreement.

2.2

References to any statute, statutory instrument, regulations, directions or guidance
are references to those as from time to time amended, replaced, extended or
consolidated and include any subordinate legislation for the time being in force made
under it.

2.3

References to a particular government or statutory body or public organisation will be
deemed to include a reference to any assign(s) of or successor(s) to such
government or statutory body or public organisation or any body/ies or
organisation(s) which has taken over any or all of either or both of the functions or
responsibilities of such government or statutory authority or public organisation.
References to other persons will include their successors and permitted transferees
and assigns. References to Partners will be construed accordingly.

2.4

Clause and schedule headings will not affect the interpretation of this agreement.

2.5

A person includes a natural person, corporate or unincorporated body (whether or
not having separate legal personality) and that person’s legal and personal
representatives, successors and permitted assigns.

2.6

Words in the singular will include the plural and vice versa; words denoting the
masculine gender include the feminine gender; words denoting persons include
bodies corporate and unincorporated associations and partnerships.

3.

VISION, AIMS, VALUES AND BEHAVIOURS

3.1

The Partners have agreed that the vision of the programme is that:
“People will live longer healthier lives regardless of where they live on Wirral”

3.2

The Partners have agreed that the aims of the programme are to ensure:
• Right Care - best outcomes that are safe and of the highest quality with a positive
patient experience
• Right Time - services will be provided locally with admissions to hospital only
when necessary
• Right Place - early intervention and prevention with supportive care and access
where and when needed

3.3

The Partners have agreed to abide by a set of values and behaviours set out below
in working with each other under this Agreement

4.

COMMENCEMENT, OPERATION AND PRINCIPLES

4.1

This Agreement shall commence on the Commencement Date and shall continue
until it is terminated in accordance with Clause 18.

4.2

With the exception of this clause and clause 9.2 and 12.1 which are intended to be
legally binding, this Memorandum of Understanding merely constitutes a statement of
mutual intentions of the partners with respect to its contents and each partner
represents to the other that:
a) No reliance shall be placed on it;
b) It does not constitute an obligation binding on each partner;
c) It does not contain all matters upon which agreement must be reached in
order for the agreement to be consummated;
d) It creates no rights in favour of any partner; and
e) For the avoidance of doubt and without limiting the above in any way, this
Memorandum of Understanding imposes no commitment on any person to
proceed with the agreement

4.3

The Healthy Wirral Value Proposition is the basis of investment and describes
specific initiatives that form part of the Health Wirral Vanguard bid. It should not be
seen in isolation of Wirral Local Authority’s ‘Wirral 2020 Plan’ or those strategic plans
currently being developed by respective Partners.
A single system plan for Health and Social Care remains a requirement and whilst
the Value Proposition describes the vision for the future with specific milestones, it is
recognised that each partner will wish to contribute toward the development of a
whole system plan. Existing organisational plans and the Healthy Wirral Value
Proposition will therefore all dovetail towards the production of a single plan for Wirral

4.4

Wirral CCG will act as the lead for Healthy Wirral and host the arrangements for the
Program Management Office. Whilst the CCG will act as the recipient for the new
Care Models funding, this resource will be managed through the Partners
Agreement. The Partners will act in a collaborative manner within the available
resource. The Partners have agreed that expenditure outside that allocated by
NHSE will be determined on a risk and benefit sharing basis as outlined in Schedule
6.

4.5

WUTH as the host for the Cerner Contract will act on behalf of the Partners on an
equal and fair basis. Partners will be included in development and decision making
for the software and release process, components of which include:
•

The user interface design.

•

Integration with each partner’s information system as a data feed.

•

In-context access to the Cerner solution from within each Partner system.

•

Partners’ contribution to the design and choices of Population Health Registries.

•

Healthy Analytics data warehouse (for HealtheIntent data) for all of the
Partners. (Anything uploaded into the HealtheIntent platform from any of the
Partners can be reported on by any of the organisations.)

Decision making will be subject to change control, in accordance with agreed
governance arrangements. Resourcing requirements to be agreed in the first
instance at the Population Health Group PHG.

5.

CATALYSTS FOR CHANGE

5.1

The Wirral Partners New Care Model is focussed around the acceleration of 6 key
Catalysts for Change in order to transform the health and social care and accelerate
service redesign proposal for Wirral Partners over the next 12 months. These are
a) Engaging local population and health and social care workforce to change
culture
b) Enhanced integration – integrating health and wellbeing provision around
the person
c) Workforce redesign
d) Technology and Interoperability of care records
e) Commissioning for outcomes
f)

Evaluation and monitoring of new models of care and their impact on
quality, experience and value for money. Assessment of replicability of
the new models on a national scale.

5.2

The particular areas of change that will help to support these improvements and the
impact this will have upon Wirral Partners triple aim to improve outcomes, improve
experience and reduce system cost, are detailed in the high level programme plan at
Schedule 2.

6.

TIMETABLE

6.1

The Partners have agreed a timetable for the delivery of the objectives as set out in
Schedule 2.

6.2

The Partners agreed to use their reasonable endeavours to achieve the milestones
by of the dates set out in the timetable.

6.3

The Partners agreed to provide “resources in kind” in order to achieve the
requirements as set out in 6.2. The Partners will review the level of “resources in
kind” provided by each Partner to ensure this is equitable as part of this agreement.

6.4

The Partners will seek to maximise their collective skills and resources by avoiding
duplication and ensuring the equitable allocation of activities

7.

GOVERNANCE

7.1

The Partners have established the Wirral Partners Board to lead and co-ordinate the
programme. The terms of reference of the Wirral Partners Board are set out in
Schedule 3.

7.2

The Wirral Partners Board operates within a wider governance structure which is set
out in Schedule 4.

7.3

The Wirral Partners Board will operate within defined delegated levels of authority
from members’ respective organisations. Decisions outside of these delegated
authority limits will be reserved for the decision making bodies of the member
organisations.

7.4

The Wirral Partners Board role will be accountable for delivering the objectives in the
Value proposition with the emphasis on self-care and prevention (and social
prescribing), through the use of a predictive analytic driven Population Health Model.
Success of the programme will be monitored using the agreed metrics framed around
the key themes, these being:
1) Reducing health inequalities
2) People living independently
3) Reducing avoidable admissions to hospital
4) Supporting people to look after themselves
5) Enabling children to get the best start in life
6) Improving patient experience

7.5

Each member of Wirral Partners Board shall be an officer of one of the Partners and
shall have individual delegated authority from the relevant Partner to make decisions
as outlined in clause 8.1 below.

7.6

Each Partner shall put in place such internal reporting arrangements as are required
to meet the standards of accountability and probity required by the relevant Partner’s
statutory duties.

7.7

The GPs will be represented at the Wirral Partners Board but do not form part of this
Agreement until such time as GPs have agreed who the formal overarching body
representing their interest and responsible for decisions on their behalf is.

8.

DELEGATED LEVELS OF AUTHORITY

8.1

The delegated authority of each member of the Wirral Partners Board is outlined in
the scheme of delegation at Schedule 5.

8.2

Upon formal agreement of this memorandum of understanding, the scheme of
delegation will be deemed to have been approved by each partner organisation.

9.

FINANCIAL ARRANGEMENTS

9.1

The Healthy Wirral Programme Management Office will prepare financial statements
and supporting information outlining the national funding and expenditure of the
programme. The Wirral Partners Board will undertake a review of the financial
statements at each of its meeting to ensure that expenditure is in line with agreed
expectations

9.2

The Partners agree that payments to a third party for services deemed essential to
the delivery of the programme will be permissible under this agreement. In
circumstances whereby a single Partner contracts with a third party, subject to prior
agreement by the Wirral Partners Board, the CCG as the host for Healthy Wirral
agrees to reimburse that Partner for the full value of those services. As outlined in
clause 4.2 this clause is intended to be legally binding.

9.3

The Finance function within the Healthy Wirral Programme Management Office
agrees to ensure that any necessary auditing requirements in respect of the
Vanguard funding is undertaken and shared with the Wirral Partners Board.

9.4

The legal costs associated with negotiating and entering into this Agreement will be
borne by the CCG on behalf of Healthy Wirral Partners and costs will be reimbursed
to the CCG from the Healthy Wirral programme budget.

10.

CONFLICTS OF INTEREST

10.1

Each Partner shall comply, and shall ensure that its officers and employees comply,
with its conflicts of interest policy in relation to this Agreement.

10.2

If a Partner becomes aware of any conflict of interest or any potential conflict of
interest, it shall immediately notify the Wirral Partners Board in writing, giving details
of the nature of the conflict of interest and the circumstances in which the conflict of
interest arises or may arise. The Partner shall provide all such further information to
the Wirral Partners Board as it may reasonably require.

10.3

The Wirral Partners Board shall, acting reasonably, determine what steps the
relevant Partner shall take to mitigate or avoid the relevant conflict of interest.

11.

CONFIDENTIALITY AND DATA PROTECTION

11.1

Each Partner undertakes that it will keep confidential and not disclose to any person
any Confidential Information concerning the business, affairs, customers, clients or
suppliers of the other Partners, except as permitted by Clause 11.2.

11.2

Each Partner may disclose the other Partners’ Confidential Information:
11.2.1

to its employees, officers and professional advisers to the extent
necessary to enable the Partner to carry out its obligations under this
Agreement provided that each Partner will procure that its employees,
officers and professional advisers to whom it discloses such
Confidential Information are subject to a duty of confidentiality
equivalent to that contained in this Clause 11; and

11.2.2

as may be required by law, a court of competent jurisdiction or any
governmental or regulatory authority

11.3

The obligations set out in clause 11.1 will not apply, or will cease to apply, to
Confidential Information which a Partner can reasonably show:
11.3.1

is, or becomes, generally available to the public other than as a direct
or indirect result of a breach of this agreement: or

11.3.2

was already lawfully known by the relevant Partner: or

11.3.3

has been received from a third Partner and that third Partner was not
under any obligation of confidence in respect of that information

11.4

A Partner which has received Confidential Information from another Partner will
immediately destroy or return all documents and other records of Confidential
Information that have been supplied to it, if requested to by the other Partner at any
time.

11.5

No Partner will use any other Partner’s Confidential Information for any purpose other
than to perform its obligations under this Agreement.

11.6

The Partners agree that any media enquiries which relate to this Agreement or the
work of the Partners pursuant to this Agreement will be shared and statements
agreed by the Partners.

11.7

The Partners will work co-operatively together in relation to the use of personal data
and the requirements of the Data Protection Act 1998 including ensuring that
appropriate technical and organisational security measures are taken against
unauthorised or unlawful processing of personal data and against accidental los or
destruction of, or damage to, personal data.

12.

INTELLIGENCE AND INFORMATION SHARING

12. 1

In line with the vision for Healthy Wirral and the values and principles outlined at 3.3,
each partner will provide access to and share information in relation to any request,
where relevant and agreed by the partnership board. Whilst not exclusive, this will
include activity, performance, finance schedules, workforce profiles, quality reports
and estate/capital expenditure.

12.2

All the Partner provider organisations agree to share information about their patients,
service users and clients (who for convenience are all referred to in this agreement
as patients) to establish an electronic Wirral Care Record (WCR) for the purpose of
caring for patients in common. All partners must at all times be compliant with the
Information Governance Toolkit as determined by the Department of Health. As
outlined in clause 4.2 this clause is intended to be legally binding.

12.3

Although GPs at this stage are not Partners as defined in this agreement, they will be
expected to sign the information sharing agreement outlined in 12.4.

12.4

The CCG will not have access to the WCR. However, they are required to sign up to
the Information Sharing Agreement as the lead commissioner of the NHS provider
organisations party to this Agreement.

13.

FREEDOM OF INFORMATION

13.1

The Partners agree that they will co-operate with each other to enable any Partner
receiving a request for information under the FOIA or the EIR to respond to the
request promptly and within the statutory timescales.

13.2

No Partner shall be in breach of its obligations under clause 11.1 if it discloses
information in accordance with the requirements of the FOIA or EIR.

14.

EMPLOYEES AND NON-SOLICITATION

14.1

A Partner will not at any time from the date of this Agreement until the expiry of 12
months after the date of termination of this Agreement, solicit or entice away or
employ or attempt to employ any person who is, or has been, engaged as an
employee, consultant or subcontractor of the other Partner in connection with this
Agreement.

15.

INTELLECTUAL PROPERTY RIGHTS

15.1

The ownership of all Background IPR will remain with the respective owner.

15.2

The Partners agreed that any Foreground IPR will be jointly owned by the Partners.

16.

REVIEW

16.1

This Agreement shall be reviewed annually as a minimum but may be reviewed at
any time at the request of any of the Partners. Any amendment to this Agreement
must be agreed in writing by all of the Partners.

17.

DISPUTE RESOLUTION

17.1

Where an issue requires the agreement of the Partners, the Partners shall act in
good faith and use reasonable endeavours to find a solution that is acceptable to
them all.

17.2

In the event of a dispute arising between the Partners in relation to this Agreement,
any Partner may refer the dispute to the next scheduled meeting of the Wirral
Partners Board or, with the agreement of the other Partners, convene an earlier
meeting of the Wirral Partners Board.

17.3

For the purposes of this agreement, a dispute is where one or more partners fail to
agree on a decision that fundamentally prevents the Programme from progressing.

17.4

If the Wirral Partners Board is unable to resolve the dispute, the dispute shall be
referred to the Chief Executives of the Partners, who shall meet within fourteen (14)
days of the dispute being referred to them to try and resolve the dispute.

17.5

If the dispute cannot be resolved by the Partners’ Chief Executives, the Partners will
seek to resolve the dispute through mediation in accordance with the Centre for
Effective Dispute Resolution’s Model Mediation Procedure.

17.6

Nothing in this Clause 17 shall in any way affect any Partner’s right to terminate this

Agreement in accordance with Clause 18 below.

18.

TERMINATION OF THE AGREEMENT

18.1

The Partners may unanimously agree in writing to terminate this Agreement in whole
or in part at any time.

18.2

Subject to the key principles set out in Clause 4.3, any Partner may terminate this
Agreement in respect of its rights and responsibilities at any time, by giving not less
than six(6) months’ prior written notice to the other Partners.

18.3

If any Partner commits a material breach of this Agreement, persistently or
repetitively breaches this Agreement or in the reasonable opinion of the other
Partners is failing to collaborate with them to deliver the Objectives and the matter is
not remedied following the completion of those elements of the disputes resolution
procedure set out in Clauses 17.2 and 17.4 above, then the other Partners may
terminate this Agreement in whole or in part in respect of the Partner in default by
the service of not less than three (3) months’ written notice on the relevant Partner.

18.4

The termination of this Agreement by any Partner shall not affect the validity or
enforceability of any of the other Partners’ rights and responsibilities as set out in
this Agreement.

18.5

The termination in part of this Agreement shall not affect the validity or enforceability
of the terminating Partner’s rights and responsibilities as set out in the remainder of
this Agreement.

18.6

The termination of this Agreement will not affect any rights, remedies, obligations or
liabilities of the Partners that have accrued up to the date of termination, including
the right to claim damages in respect of any breach of this Agreement which
occurred at or before the date of termination.

18.7

The termination of this Agreement will not affect any rights, remedies, obligations or
liabilities of the Partners that have accrued up to the date of termination, including the
right to claim damages in respect of any breach of this Agreement which occurred at
or before the date of termination.

19.

GENERAL LEGAL PROVISIONS

19.1

This Agreement will be governed by the laws of England and the courts of England
will have exclusive jurisdiction.

19.2

No variation or waiver of this Agreement or any part of it will be effective unless
made in writing, signed by or on behalf of all the Partners and expressed to be such
a variation or waiver.

19.3

This Agreement and the documents referred to in them are made for the benefit of
the Partners to them and their successors and permitted assigns, and are not
intended to benefit, or be enforceable by, anyone else.

19.4

The Partners will attempt to resolve any dispute between them in respect of this
Agreement by negotiation in good faith.

19.5

Failure to exercise, or any delay in exercising, any right or remedy provided under
this Agreement or by law will not constitute a waiver of that or any other right or
remedy, nor will it preclude or restrict any further exercise of that or any other right or
remedy.

19.6

No single or partial exercise of any right or remedy provided under this Agreement or
by law will preclude or restrict the further exercise of that or any other right or
remedy.

19.7

A Partner that waives a right or remedy provided under this Agreement or by law in
relation to another Partner, or takes or fails to take any action against that Partner,
does not affect its rights in relation to any other Partner.

19.8

Except as otherwise provided in this Agreement, no Partner may assign, subcontract or deal in any way with any of its rights or obligations under this Agreement
or any document referred to in it.

19.9

Nothing in this Agreement is intended to, or will be deemed to, establish any
partnership or joint venture between any of the Partners, constitute any Partner the
agent of another Partner, nor authorise any Partner to make or enter into any
commitments for or on behalf of any other Partner.

19.10

No person other than a Partner to this Agreement will have any rights to enforce any
term of this Agreement whether under the Contract (Rights of Third Partners) Act
1999 or otherwise.

19.11

This Agreement may be executed in any number of counterparts, each of which
when executed will constitute an original of this Agreement, but all counterparts will
together constitute the same Agreement.

This Agreement has been entered into on the date stated at the beginning of it by the
Partners signing by their duly authorised representatives.
Signed by

) ………………………………………..

Duly authorised for and on behalf of NHS
WIRRAL CCG

) ………………………………………..

Signed by

) ………………………………………..

Duly authorised for and on behalf of CHESHIRE
AND WIRRAL PARTNERSHIP NHS
FOUNDATION TRUST

) ………………………………………..

Signed by

) ………………………………………..

Duly authorised for and on behalf of WIRRAL
COMMUNITY NHS TRUST

) ………………………………………..

Signed by

) ………………………………………..

Duly authorised for and on behalf of WIRRAL
UNIVERSITY HOSPITALS NHS
FOUNDATION TRUST

) ………………………………………..

Signed by

) ………………………………………..

Duly authorised for and on behalf of WIRRAL
METROPOLITAN BOROUGH COUNCIL

) ………………………………………..

SCHEDULE 1 –DEFINITIONS AND INTERPRETATIONS
Agreement

means this Memorandum of Understanding including its
schedules;

Background IPR

means all intellectual property rights in any material or in any
work (in whatever format) which exist as at the
Commencement Date;

Commencement Date

means [

Confidential Information

means any information or data in whatever form disclosed by
one Partner (the “Discloser”) to another (the “Recipient) in
connection with this Agreement which by its nature is
confidential or which the Discloser acting reasonably states in
writing to the Recipient is to be regarded as confidential, or
which the Discloser acting reasonably has marked
“confidential” (including, business affairs, operations, finances,
plans, designs, processes, research, development, know how,
personnel, suppliers and other trade secrets);

EIR

means the Environmental Information Regulations 2004;

FOIA

means the Freedom of Information Act 2000;

Foreground IPR

means all intellectual property rights in any material or in any
work (in whatever format), which are brought into existence as
part of the joint working under this Agreement after the
Commencement Date;

Host for Healthy Wirral

means the Partner who receives the national funding for the
programme.

Information Sharing
Agreement

] 2015

means the agreement set out in Clause 12.1 and includes the
follow organisations:







NHS Wirral Clinical Commissioning Group*
Wirral University Teaching Hospital NHS Foundation Trust
Cheshire and Wirral Partnership NHS Foundation Trust
Wirral Community NHS Trust
Wirral Metropolitan Borough Council
All Wirral GP Practices

Intellectual Property Rights means all patents, trade marks, service marks, registered
designs or any applications for any of the foregoing, copyright,
design rights, database rights, topographical rights,
unregistered trade marks or other intellectual or industrial
property rights, look and feel in any work produced under this
Agreement, and all knowhow whether subsisting in the United
Kingdom or anywhere else in the world;
Objectives
Partner(s)

means those objectives set out in Clause 5.1;
means an organisation or organisations agreeing to work
together and cooperate to advance their mutual interests.

Timetable

has the meaning set out in Clause 6.1;

Wirral Partners Board

means the Board accountable to all the Partner Organisations
for the deliverables in the Value Proposition and for ensuring
each member and partner contributes appropriately

SCHEDULE 2 – HIGH LEVEL PROGRAMME

Themes

4. Informatics

Deliverables
2015/2016

6. Evaluation
and monitoring
of new models
of care and
their impact on
quality of care,
experience and
value for
money (triple
aim)

Lead For

Outcomes

Experience

Reduced
System Cost

31.12.15







When

4.1. We will develop a full Informatics Strategy containing data and technology plans to
enable the following and prevent duplication

JCG / IPG

4.2 By September 2015 we will define the patient cohorts and measures for the registries
for respiratory and diabetes which will inform the new models of care

JCG / IPG

New Models of
Care Lead in
PMO

30.09.15







4.3 By December 2015 we will define the patient/people cohorts and measures for the
registries for depression and wellness which will inform the new models of care

JCG / IPG

New Models of
Care Lead in
PMO

31.12.15







4.4 Extend HIE to further GP practices (possibly 6 pilots or more) by July 2015

JCG / IPG

31.07.15







4.5 Set up Wirral Partners Information Governance Workstream May 2015

JCG / IPG

4.6 Set out the method for engagement on data sharing and the consent options available
for SLG to go to health and social care teams and the public to share health and social care
data to enable new models of care

JCG / IPG

4.7 Complete consultation on approach to IG and options for population health consent
models with GP's and secondary care consultants by end September 2015

JCG / IPG

4.8 Establish data feeds in the population health management system between primary
care and hospital care systems (Cerner and Emis),

JCG / IPG

4.9 Establish data feeds to mental health, social care and community care systems during
(Liquid Logic, System 1 and Care Notes)

JCG / IPG

4.10 The new platform enable the development of and access to the Wirral wide
Integrated Record of Care by April 2016 (EMIS and Cerner data)

JCG / IPG

4.11 Complete consultation with Wirral service users following approach/ options laid out
by Wirral Partners Caldicott and IG leads

JCG / IPG

4.12 Following approval, we will roll out the risk stratification model to all practices by
November 2015 (including Communications with GP practices, processing of data, roll out
to GP practices)

5.
Commissioning
for Outcomes

Triple Aim
Report to

Informatics
Lead in PMO

Informatics
Lead in PMO
Informatics
Lead in PMO
Informatics
Lead in PMO
Informatics &
Engagement
Leads in PMO

31.05.15



31.07.15



30.09.15



1.12.15







Informatics
Lead in PMO

30.6.16







Informatics
Lead in PMO

1.04.16







Informatics
Lead in PMO

Informatics &
Engagement
Leads in PMO

31.10.15



JCG / IPG

Business
Intelligence
lead in PMO

1.11.15





5.1 By April 2016, we will have explored and identified suitable payment models that will
work in our locality

JCG

Finance and
Contracting
Lead in PMO

1.04.16





5.2 Commissioning arrangements will be conducted in an integrated manner to ensure
that all opportunities to improve provision for the people of Wirral are taken

WPB

Chair - Wirral
Partner's Board

Ongoing





5.3 Prepare for implementation of these models for appropriate cohorts from April 2016
onwards by learning from the implementation of an outcomes focussed model for
delivery of diabetes care

JCG

Finance and
Contracting
Lead in PMO

1.04.15





5.4 Identify specific pathways of care to commission on an outcomes basis for the
2016/17 contract year

JCG

Finance and
Contracting
Lead in PMO

31.12.15







5.5 Identify appropriate payment and contract models to facilitate commissioning of
pathways identified in 5.4 above

JCG

Finance and
Contracting
Lead in PMO

31.12.15







6.1 With external support, by April 2016 we will design and implement a mechanism to
monitor and track the delivery of the new models of care, and where possible, realise
immediate benefits (quality outcomes., experience and value for money)

WPB

Programme
Director in
PMO

1.04.16







6.2Produce monthly reports to review feedback and outcomes to ensure continuous
improvement

WPB

Programme
Director in
PMO

Monthly
starting
1.09.15







6.3 Regularly share learning across Wirral Partners and Vanguard sites through NHS E
programme

WPB

Programme
Director in
PMO

Ongoing



6.4 Systems intelligence /modelling / forecasting and benchmarking against best practice

WPB

Business
Intelligence
lead in PMO

Ongoing











SCHEDULE 3 – TERMS OF REFERENCE OF THE WIRRAL PARTNERS BOARD

TERMS OF REFERENCE OF THE
WIRRAL PARTNERS BOARD
Role/Purpose
•

•

To be accountable for delivering the objectives in the value proposition where the
the emphasis on self-care and prevention (and social prescribing), through the use of
a predictive analytic driven Population Health Model
Monitor success of the programme using the agreed metrics framed around the key
themes, these being:
7) Reducing health inequalities
8) People living independently
9) Reducing avoidable admissions to hospital
10) Supporting people to look after themselves
11) Enabling children to get the best start in life

Governance and Accountability
The Board is accountable to all the Partner Organisations for the deliverables in the Value
Proposition and for ensuring each member and partner contributes appropriately. If the
Board delegates any projects or tasks to sub-groups or other groups, the Board retains
responsibility for holding them to account. Members will retain accountability for their
respective organisational governance arrangements and will operate within agreed levels of
delegated authority from their respective organisations. The Board will undertake a review
of the financial statements at each of its meeting to ensure that expenditure is in line with
agreed expectations.
The Wirral Partners Board will be supported by the Programme Management Office, hosted
by the CCG, in respect of organising and managing programme development and delivery,
providing a central function for the programme in collating and reporting overall status.
The Programme Office will be supported by 4 key groups as follows:
a) Systems Resilience Group (SRG) who will focus on operational delivery through two
key programmes – Urgent Care and Planned Care.
b) Population Health Group (PHG) who will focus on the health and well-being approach
by developing new strategies in relation to Prevention and Self Care.
c) Joint Strategic Commissioning Group (JCG) will focus on outcomes and outcome
based commissioning and commissioning for health inequalities.
d) Integrated Provider Group (IPG) will focus on realising the opportunity of integrated
commissioning with integrated delivery. With the intent of jointly developing strategy but
also hold to account the JCG, the IPG will seek to further develop the Vanguard
approach with the clear understanding that delivery for integration is the responsibility of
the IPG.

Role of Members
The members of the Wirral Partners Board will be of senior level within their respective
organisations and have the ability to make decisions and escalate issues as appropriate.
They will also ensure compliance with governance arrangements. Members will be
responsible for disseminating information to and from their organisations, departments or
professional groups.
Although the LMC are not classed as members at this stage this is only because of the
absence of any formal agreement from GPs as to decision making on their behalf. The LMC
representative is a key stakeholder at the Wirral Partners Board and will be considered at all
times as such. The formal decision making powers cannot be reserved to the LMC however
the Board will seek to secure agreement from GPs as appropriate throughout the
programme.
Membership
One member from each Partner Board to be confirmed
Name

Title

Organisation
CCG

Role
Commissioner

WMBC

Commissioner

WUTH
CT
CWP

Provider
Provider
Provider

Attendees
Name

Title

Jo Goodfellow

Programme Director

Organisation
Role
NHSE
Commissioner
NWAS
Provider
Local
Medical
Committee

In cases where members cannot attend for a single meeting, apologies should be sent.
Additional members will be invited as and when required.
Frequency of Meetings
Monthly (3rd Friday of each month to be reviewed after 6 months)

Formal Reporting
Members will formally report to their respective organisations following each Partners Board
Meeting and seek approval as required on matters outside of their delegated authority. The
report should include early sight of future agenda items to be discussed by the Partners
Board with a view to establishing the respective organisational positions.
The Partners Board will formally report and be accountable to the Health and Wellbeing
Board.
Resources
In terms of publicity, engagement and other activities related to Healthy Wirral, member
organisations should be prepared to contribute resources on an equitable on-going basis as
details arise. In addition, partner organisations will be expected to provide resource to
enable members to attend and will not be reimbursed additionally.
Chair/Vice Chair
Chair – Executive Lead for Vanguard
Quorum
2 Commissioners and 2 Providers
Deputies for members will not count towards the quorum and will not have a vote.
Date of Ratification/Date of Review
TBA

SCHEDULE 5 SCHEME OF DELEGATION
Delegated Financial Limits – NHSE funding
All thresholds are inclusive of VAT irrespective of recovery arrangements
Descriptor
Contracts for services (over
lifetime of contract) –
Revenue expenditure

Management consultants
(inc professional services)
Quotations

Tenders

Programme Management
Arrangements including
resourcing
Pump priming – double
running

Proposed Financial Limits
Over £1,000,000

Authority
Wirral Partners Board
(subject to each Partner
Organisations authority)

Up to £1,000,000

Wirral Partners Board

Over £50,000

Wirral Partners Board

Up to £50,000
CCG Accountable Officer
Over £20,000 subject to
Wirral Partners Board
obtaining 3 written quotations
for goods/services
£5,000 - £20,000 subject to
obtaining 3 informal
quotations for goods/services
Over £100,000

CCG Accountable Officer

Up to £100,000

CCG Accountable Officer

Over £50,000

Wirral Partners Board

Up to £50,000
Over £250,000

CCG Accountable Officer
Wirral Partners Board

Up to £250,000

CCG Accountable Officer

Wirral Partners Board

Delegated Authority – NHSE funding
Delegated Matter
Preparation of financial statements and
Audit Arrangements
Commercial Sponsorship
Information Sharing
Declaration of Interests
Resources “in kind”
Variation to the Memorandum of
Understanding

Delegated to
Finance Function of Healthy Wirral PMO
Wirral Partners Board
Wirral Partners Board
CCG – Director of Corporate Affairs
Wirral Partners Board
Wirral Partners Board

For clarity any potential liability resulting from a claim associated with a commercial or
employment contractual arrangement remains with the host contractor/employer

SCHEDULE 6 – RISK AND BENEFIT SHARING AGREEMENT
The purpose of this agreement is to outline in some detail the potential financial risks and
benefits associated with the Vanguard Project and the wider Healthy Wirral Project. The
upfront costs associated with the Vanguard project will hopefully in the main be funded
by NHS England however there is an understanding from the Partners that some of the
recurrent costs may have to be borne by the health economy as a whole. In order to
ensure there are no surprises as a result of this agreement, the Partners have sought to
establish limitations to their liability by adopting a principle for sharing the risk of
expenditure outside of NHSE funding.
Determining a fair split of risk requires a degree of trust on behalf of all the partners as
different ways may be differentially favourable to one partner compared to another. The
partners have agreed to share risk and benefits based on the principle of “the controlling
mind”. This means that the host of a service/resource/contract is assumed to have the
most control over that particular aspect of the project, is therefore better able to manage
the risk and in turn assume the most benefit. For clarity the risk sharing agreement is in
relation to recurrent costs not as yet covered by NHSE funding. The Partners have
agreed to review the impact of the risk and benefit sharing agreement in May 2016 and
periodically thereafter as the Partners determine.
Outlined below are two key instances when this is most likely to occur:
Cerner Contract
Risks
the ongoing
Cerner

maintenance

Benefits
to Upgrade to its data warehousing and
information reporting solution

charges

the ongoing management of the contract
the role as data controller
population health record

for

New Cloud based solutions

the

Resources – hosted by any partner
Risks
Potential TUPE rights

Benefits
Control over the recruitment and
appointment of these posts – ie
opportunities to attract the “best” people
and also to contract in a way that is most
favourable

Recurrent costs

Opportunities to re-deploy

Implementation of the risk share
The partners have agreed that the host of the resource or contract would take the most
financial risk ie 50%
All the other partners would share the remaining financial risk ie 50%. The Partners
have agreed that the apportionment of the 50% share would take into account the
varying sizes of organisations and therefore their ability to absorb the risk and the value
of the benefit to each. This will have to be undertaken on a case by case basis. The
Partners have also agreed to take all reasonable endeavours to mitigate the costs of
redeployment or redundancy on a Wirral Partners basis. To that effect Partners have
agreed to establish a Wirral Partners clearing house for the redeployment of staff who
are potentially “at risk” as a result of either a lack of recurrent funding or change in
project focus. The proposal does not negate the host Partner from its responsibility for
looking at suitable redeployment opportunities internally.
The Partners recognise that their respective Boards will want to limit and plan for any
financial risks that might arise from Wirral Partners working together. To enable Boards
therefore to be able to agree to the principle of the risk share, a breakdown of each
organisations hosting commitment has been circulated separately.
Example – the Value of the Cerner contract for year 2 is £220K
WUTH as host would take 50% share of the risk this being £110K
The other partners would take a proportion of the other 50% ie £110K.
In this example consideration would need to be given to the fact that the contract with
Cerner is phased over year 1 and the proposal could be therefore that those benefitting
the most in year 1 would bear the most financial risk. In this case this would be WUTH
and the CCG. WUTH would already be underwriting the 50% that would leave the CCG
accepting the largest proportion of the remaining 50% with the other partners having an
equal split of the remaining risk in view of the relatively small nature of this. This could
be therefore that the CCG assume 40% of £110K ie £44,000 and the remaining partners
would assume 20% each of £110K ie £22K

Establishing a legal framework for the risk share agreement
Partners recognise that the normal mechanism for establishing a risk share agreement
between health and social care partners is through a pooled funding arrangement. S75
agreements (read in conjunction with the NHS Bodies and Local Authority Partnership
Arrangements Regulations 2000 (as amended) which were brought into force pursuant
to s75 NHS Act 2006) sets out formal requirements where pooled budgets are being
considered across NHS bodies and local authorities
S 256 NHS Act 2006 provides that CCGs can make payments to local authorities for
social service functions pursuant to these provisions – these provisions do not however,
permit the creation of a pooled funding arrangement – this is more like a CCG actually
commissioning a social care service from a local authority which it then pays the local
authority to provide. S 76 NHS Act 2006 provides conversely that LAs can make
payments to CCGs (and NHS England) in similar circumstances.
The legal advice in the short term therefore is that the risk share arrangement should be
framed around S 256 of the NHS Act. Provided the sharing of risk is undertaken as part
of a contractual payment mechanism, rather than a proper pooling arrangement, then
s256 could permit the CCG to make payments in this way and the other members could
agree similarly to make up amounts (shortfalls) in a similar fashion (as if they were in fact
simply paying each other for the provision of agreed services)
Longer term the partners would need to consider the development of a S75 to allow the
freedoms that the Act provides for in terms of mixing NHS and Local Authority funding.

As Executive Lead for Wirral Partners (Vanguard) I am writing this letter to enable Wirral
University Teaching Hospital NHS Foundation Trust (“the Trust”) to enter into contractual
arrangements with Cerner.
This will enable the work on population health management to commence prior to the
conclusion and signing by all partners of the draft Memorandum of Understanding, a copy of
the latest draft of which has been appended to this letter.
The terms of this letter are intended to be legally binding in a similar way to those set out in
clause 9.2 of the draft Memorandum of Understanding which we have extracted below:
9.2

The Partners agree that payments to a third party for services deemed essential to
the delivery of the programme will be permissible under this agreement. In
circumstances whereby a single Partner contracts with a third party, subject to prior
agreement by the Wirral Partners Board, the CCG as the host for Healthy Wirral
agrees to reimburse that Partner for the full value of those services. As outlined in
clause 4.2 this clause is intended to be legally binding.

Consistent with the principle set out above, Wirral CCG, as host for Healthy Wirral Partners
agrees to reimburse the Trust for the full value of the third party services which the Trust is
being required by the other partners to sign up to by way of the services contract with
Cerner. The full value for Year 1 of that contract will be transferred to the Trust within three
(3) working days after receipt of the same from NHS England to ensure that the Trust can
comply with the terms of that contract.
This letter also provides the agreement of all partners to assume responsibility for a
proportionate share of the annual running cost of the service contract with Cerner of £220K
for years 2 and 3. Details of the risk share arrangement are outlined in the Memorandum of
Understanding and will be dealt with under the terms of the Memorandum of Understanding
once signed by all partners.
Wirral Partners acknowledge that the Trust will terminate the Cerner service contract at the
end of Year 3 if a) a further guarantee of the funds is not forthcoming from either NHS
England or Wirral Partners b) the outcomes of the clinical registries is not delivering the
benefits intended.
This letter of comfort was recommended at the Wirral Partners Board dated 11th December
2015 for approval by Partner Organisations. .
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MERSEYSIDE CCG NETWORK

Agenda Item:

2.1

Reference

GB15-16/0052

Public / Private

Public

Meeting Date

05.01.2016

Lead Officer

Jon Develing, Chief Officer, WCCG

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

Yes

To note
Summary

Proposal to form a collaborative committee of CCGs known as a Committee in
Common so as to plan collaborative commissioning on a footprint greater than that of
a single CCG (WIRRAL CCG)

Comments

Consider the scope of the CCG Network in respect of responsibilities and
governance arrangements

Next Steps

Chief officer to report CCG Governing Body recommendations to the Merseyside CCG
Network

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

Does the report consider the financial impact?

NO

There is no finical impact to consider

Value For Money

Does the report consider value for money?

Yes

There is no financial modeling of the approach however there are assumed
benefits of CCG working to gather at scale which in time should have be able to
realise a benefit to patients, patients pathways and resource.
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Risk

Is there a documented risk assessment?

YES

An Options appraisal is contained within the paper

Legal

Are there any legal implications and has legal advice been obtained? NO
The establishment of a committee in common is being sought as an approval in
principle. Subject to this legal and governance arrangements would then need to
be explored prior to final agreement.

Patient and Public
Involvement (PPI)

Does the report provide evidence whether there could be a positive or
negative impact on patients and public?
No impact of PPI

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
No impact on Equity and Human Rights

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? No
Not applicable

Partnership Working

Does the report evidence a partnership working in its development?

YES

Yes the report demonstrates CCGs working at scale

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
NO
Not applicable

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? YES
Collaborative approach to commissioning across wider footprints has the potential
for patients to be cared for closer to home

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



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

Report History/Development Path
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Report Name

Reference

Submitted to

Date

Brief Summary of Outcome

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

Merseyside CCG Network Discussion Paper – The Future of the CCG
Network

Lead Officer
Recommendations

Jon Develing, Chief Officer
The CCG Network is asked to consider the options regarding the
future scope of responsibility and governance arrangements for the
Network, and to determine a preferred model for discussion with each
CCG.
It is also asked to consider the timetable set out above and the next
steps to implement any changes.
It is further asked to confirm the invitation to Wirral CCG to become a
member of the Merseyside CCG Network

1. INTRODUCTION
The Merseyside CCG was network was established in April 2012, originally comprising the 6 CCGs which
cover Merseyside –
 Halton


Knowsley



Liverpool



South Sefton



St Helen’s



Southport and Formby

Warrington and West Lancashire CCG subsequently became ‘associate’ members to reflect the patient
flows across those CCGs.
The original purpose of the Network was to enable collaboration between the Merseyside CCGs on key
issues where such collaboration would benefit the populations served. It was intended that such issues will
be confirmed by each of the constituent CCG Governing Bodies and set out in the Work Programme.
It was suggested that these issues may relate to the following –


Commissioning of Services – in particular where Trusts have catchment areas which cross CCGs



Commissioning Support – securing effective support across Merseyside



Establishing and maintaining relationships with key partners – for example, NHSE, Merseyside
Commissioning Support Service, etc.

In terms of its mandate, it was agreed that the Network would be advisory only with any decisions ratified
by each CCG’s Governing Body. It was highlighted that some issues would be relevant to some of the
CCGs only and that the Network would offer the opportunity for joint working between relevant CCGs on
common issues and these will also be confirmed through the Work Programme.
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2. MESSAGES
Current Position
The CCG Network has been effective in a number of ways, for example –


Collaborative commissioning arrangements for some key services – Eg 111, Neuro-rehabilition



Promoting collaboration to develop strategic direction – Eg Maternity Services



Debating and resolving issues where a ‘united front’ from CCGs strengthens our position, eg dissolution
of CMCSU



Hearing from key partners and influencing their direction collectively – eg AQUA, NHSE (organisational
review), Monitor, Strategic Clinical Networks

However, we have also spent time on issues that could / should probably have been addressed in other
forums, for example home oxygen, and possibly EPRR.
Future Challenges
There is no need to rehearse in detail the significant financial challenges facing the NHS in England, with
demographic changes and the impact of the economy combining to produce an estimated £30bn gap in the
resources available to deliver a comprehensive NHS compared to the resources needed. However, this
gap does not take account of reductions in social care, public health and other local authority spend which
have impacted more acutely on Merseyside LAs than elsewhere in the country, nor some of the measures
to improve quality which have emerged in recent years.
In response to this, local health systems are working through new arrangements for service delivery which
focus more on prevention, early identification and improved management of people with long term
conditions, and consolidation of services so that access and quality are not compromised at different times
of the week. This is turn is driving conversations about new organisational arrangements for providers,
such as those set out in the 5YFV, options for merger, etc.
As commissioners, we need to be ready for this new landscape of provision, where arguably
stronger providers (in terms of size and scope) will require stronger commissioners.
At the same time, Local Authorities across Liverpool City Region (as above and including Wirral) have put
forward proposals for greater powers being devolved in relation to a number of areas including
regeneration and transport. Originally, this included exploring whether Health and Social Care should be
part of this, however since the submission, LAs have concluded that they should focus on the regeneration
aspects of the ‘asks’.
Again, we need a coherent view from health commissioners in response to this.
CCGs across LCR have considered the best approach, and concluded that it is essential that partnership
working is strengthened between CCGs and Local Authorities, and across CCGs (and NHSE) where this
makes sense for the service being commissioned. However, this does not necessarily require devolved
budgets or powers. This has been set out in a shared ‘Statement of Intent’ (appendix 1), and it should be
highlighted that this paper builds on the principles it contains.
Given the geography of Liverpool City Region, discussions have been held with Wirral CCG regarding
them become a member of the Merseyside CCG Network.
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3. OPTIONS
How should the Network evolve in response to this?
There are two aspects to consider. Firstly, the scope of responsibilities for the Network. And secondly, the
governance arrangements to support this.

Potential Scope of Responsibilities
Three options are suggested in terms of the scope of responsibilities Option 1 - Do nothing
As described above, the CCG network has had value through enhanced communication across CCGs. We
could continue informal collaborate on areas where this makes sense - for example discussions re
commissioning support.
Option 2 - Expand the scope and responsibility of the CCG Network.
The expanded scope could include some / all of the following Overseeing the design and commissioning of service models across named key areas - however, with
each CCG requiring sign off from their GB. Named key areas should be those whose pathway spans
primary, community and hospital services, for example - Stroke, Cardiology, Diabetes. This could also
incorporate Maternity and some paediatric pathways (eg asthma).
CCGs could then speak with one voice to hospital providers, whilst designing primary / community services
which fit with local needs.
Acting as the body for co-commissioning specialised hospital services with NHSE.
Acting as the body for taking forward discussions regarding devolution of health and social care to
Liverpool City Region.
Continuing with activities currently undertaken by the CCG network.
Option 3
Formal delegation of all commissioning which impacts on hospital services to the Network (plus others on
option 2 above).
Potential Governance Arrangements - Options to consider
Three potential governance arrangements are suggested to explore.
a) Stay as we are
b) Establish a Committee in Common
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By establishing a Committee in Common, decision making is not delegated to the Network. Essentially,
each CCG establishes an individual Committee which is reflected in their Governance arrangements and
then the Committees meet concurrently. However, the Committee In Common cannot make any decisions
without referring back to the Governing Body.
c) Establish a Joint Committee
In this arrangement, formal delegation of some responsibilities would be devolved to the Network. A single
Committee is established with delegated responsibilities from each of the CCGs. This would not have to
defer decision making back to each CCG but would be empowered to take decisions in relation to the
scope of responsibilities devolved.
(NB - there is already a Committee in Common in place between Knowsley, South Sefton and Liverpool
CCGs and NHSE as part of Healthy Liverpool governance, to agree proposals for consultation on
reconfiguration of hospital services delivered from within Liverpool where formal consultation is
required. This does not have delegated powers. If the governance of the CCG Network is changed then
consideration would need to be given to how this existing CIC works.)
Membership
Membership of the Network would of course be driven by its scope and which of the options above are
followed. Members from each CCG would need to be of the appropriate level (though this is for each CCG
to determine). Given this is clinically led, it is suggested that a balance of clinical and managerial
leadership from each CCG is sought. In addition, technical expertise will be required.
Administration
To date, the chair and administration of the CCG Network has been undertaken by each CCG on a six
month rolling basis. If a CIC or Joint Committee is established, then the administration would need to be
strengthened, with formal reports to each GB in line with each CCG's governance arrangements.
It is suggested that a shared resource for this is created, hosted by one CCG. However, one of the
strengths of the Network has been the inclusive approach which has been aided by the rotating chair, so it
is suggested that this is maintained.

4. CONCLUSION/NEXT STEPS
Any changes will require formal sign off from each CCG. It is suggested that the following timescales are
adopted
October 2015

debate at CCG to confirm preferred model

November 2015

debate within CCGs to test this
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December 2015

clarity at CCG network regarding new arrangements and plan developed to implement

By April 2016

new arrangements in place.

Recommendations
The CCG Network is asked to consider the options regarding the future scope of responsibility and
governance arrangements for the Network, and to determine a preferred model for discussion with each
CCG. It is also asked to consider the timetable set out above and the next steps to implement any
changes.
It is further asked to confirm the invitation to Wirral CCG to become a member of the Merseyside CCG
Network

5. APPENDICES (Must be copied below or available on request – do not embed)

No.
1

Title of Appendix
Statement of Intent on behalf of NHS Commissioners within Liverpool City Region
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Appendix 1

Appendix 1
Statement of Intent on behalf of NHS Commissioners within Liverpool City Region

Context
In response to the declaration of the Local Authorities within the Combined Authority of Liverpool City Region regarding
a proposal for future devolution of central government funding and powers, representatives of the NHS commissioners
serving the populations coterminous to the local authorities met on 2nd September to collectively consider their position.
The NHS commissioners represented are the seven CCG’s [Halton, Knowsley, Liverpool, St.Helens, South Sefton,
Southport and Formby and Wirral] and NHS England.
The NHS commissioners recognise the collective strength that existing devolved NHS funding and powers from central
government give to them when they work together to tackle system wide issues. At the same time, the NHS
commissioners recognise the high value and existing successes of working within boroughs in an increasingly integrated
manner with their local authority partners including social care and public health.
The significant morbidity, mortality, health inequalities and social challenges within the region coupled with the
significant challenge of a potential funding gap of £350M by 2020 require a significant collective response across health
and social care.
The leadership team of NHS commissioners have developed the following statement of intent regarding the anticipated
devolution process within the Liverpool City Region.

Statement of Intent
NHS Commissioners recognise the following principles associated with integrated working within boroughs, across
adjacent boroughs and across the Liverpool City Region:
1. The foundations of our integrated response to the health and social care system challenge lies within boroughs
and the evolution of closer cooperation between NHS health commissioners and local authorities. Health and
Well Being Boards are well placed to assist and facilitate this process.
2. Existing joint working across boundaries between social care and health services must continue to develop on
the footprint that best delivers high quality, safe and sustainable services to our populations. These footprints
may vary in size or geography according to the clinical specialism or patient flows. An example would be that
6/7
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3.

4.

5.

6.

the effective footprint for the delivery of specialist learning disability services might be different to that of acute
orthopaedic services.
At scale, across the Liverpool City Region, there exist significant opportunities for joint working for health and
local government. Successes of existing joint working such as that for neuro-rehabilitation demonstrate what
can be achieved. We believe that joint working can deliver sustainable clinical services for our population, which
will ultimately reconfigure and alter how providers work.
The challenge we all face cannot be met unless the commissioners of public health, health and social care work
alongside our providers and other key partners such as housing and the third sector at all of the levels of
footprints of service delivery.
The NHS commissioners wish to explore the possibility of devolution of further centralised NHS funding such as
that for specialised commissioning and primary care contractors; as well as closer working with Public Health
England, Health Education England, the health networks and TDA/Monitor.
The NHS commissioners shall explore governance arrangements to enable this approach to joint working and
develop an engagement strategy for CCG members, providers and the public.
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Appendix 1
Statement of Intent on behalf of NHS Commissioners within Liverpool City Region

Context
In response to the declaration of the Local Authorities within the Combined Authority of Liverpool
City Region regarding a proposal for future devolution of central government funding and powers,
representatives of the NHS commissioners serving the populations coterminous to the local
authorities met on 2nd September to collectively consider their position.
The NHS commissioners represented are the seven CCG’s [Halton, Knowsley, Liverpool, St.Helens,
South Sefton, Southport and Formby and Wirral] and NHS England.
The NHS commissioners recognise the collective strength that existing devolved NHS funding and
powers from central government give to them when they work together to tackle system wide
issues. At the same time, the NHS commissioners recognise the high value and existing successes of
working within boroughs in an increasingly integrated manner with their local authority partners
including social care and public health.
The significant morbidity, mortality, health inequalities and social challenges within the region
coupled with the significant challenge of a potential funding gap of £350M by 2020 require a
significant collective response across health and social care.
The leadership team of NHS commissioners have developed the following statement of intent
regarding the anticipated devolution process within the Liverpool City Region.

Statement of Intent
NHS Commissioners recognise the following principles associated with integrated working within
boroughs, across adjacent boroughs and across the Liverpool City Region:
1. The foundations of our integrated response to the health and social care system challenge
lies within boroughs and the evolution of closer cooperation between NHS health
commissioners and local authorities. Health and Well Being Boards are well placed to assist
and facilitate this process.
2. Existing joint working across boundaries between social care and health services must
continue to develop on the footprint that best delivers high quality, safe and sustainable
services to our populations. These footprints may vary in size or geography according to the
clinical specialism or patient flows. An example would be that the effective footprint for the
delivery of specialist learning disability services might be different to that of acute
orthopaedic services.
3. At scale, across the Liverpool City Region, there exist significant opportunities for joint
working for health and local government. Successes of existing joint working such as that for
neuro-rehabilitation demonstrate what can be achieved. We believe that joint working can

deliver sustainable clinical services for our population, which will ultimately reconfigure and
alter how providers work.
4. The challenge we all face cannot be met unless the commissioners of public health, health
and social care work alongside our providers and other key partners such as housing and the
third sector at all of the levels of footprints of service delivery.
5. The NHS commissioners wish to explore the possibility of devolution of further centralised
NHS funding such as that for specialised commissioning and primary care contractors; as
well as closer working with Public Health England, Health Education England, the health
networks and TDA/Monitor.
6. The NHS commissioners shall explore governance arrangements to enable this approach to
joint working and develop an engagement strategy for CCG members, providers and the
public.
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Refresh of CCG Mission, Vision, Values and Objectives

Agenda Item:

2.1

Reference

GB15-16/0052

Public / Private

Public

Meeting Date

5th January 2016

Lead Officer

Jon Develing, Chief Officer

Contributors

CCG Staff Forum, Governing Body

Link to CCG
Strategic System
Plan

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

Link to current
strategic objectives

1.
2.
3.
4.
5.

To approve

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

X

To note
Summary

Prior to the CCG authorization process in 2013, the CCG developed and adopted a
mission statement, vision, a set of values and a set of objectives. Upon the
appointment of the new Chief Officer in May 2015, a staff development day was held
in June 2015 for all CCG employed staff and, as part of that, these were reviewed to
ensure they reflected the CCG’s 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. These were presented as a first draft to Governing Body
in August. Since then, they have been further refined by a second staff development
day held in November and an informal Governing Body held in December. This paper
now contains all the amendments that have been agreed by both staff and Governing
Body and is presented here for final ratification.

Comments
Next Steps

Governing Body is asked to ratify the final version of the refreshed mission statement,
vision, values and objectives. These will then form part of Governing Body
development and underpin individual staff objectives and personal development
reviews.

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

Does the report consider the financial impact?

YES

There is no direct financial impact in adopting the proposed mission statement,
vision, values and objectives
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Value For Money

Does the report consider value for money?

NO

This is not applicable for the proposed mission statement, vision, values and
objectives

Risk

Is there a documented risk assessment?

NO

This is not applicable for the proposed mission statement, vision, values and
objectives

Legal

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

NO

Legal advice is not deemed necessary for the proposed mission statement, vision,
values and objectives

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 proposed mission statement, vision, values and objectives explicitly state that
commissioning is informed by patients

Equality & Human
Rights

Does the report provide evidence of whether there could be a positive or
negative impact on protected groups (statutory duty for new / changes to
services) YES
The values in the paper reflect the CCG’s commitment to create a positive culture
of respect for all staff and patients.

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES
The values have been developed with CCG staff

Partnership Working

Does the report evidence a partnership working in its development?

YES

Local Authority and other non-CCG staff who attend Governing Body will be asked
to comment on the proposals as part of the January meeting

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
NO
This is not applicable the proposed mission statement, vision, values and
objectives

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

Report History/Development Path
Report Name

Refresh of CCG
Mission, Vision,
Values and
Objectives

Reference

2.3 GB1516/0032

Submitted to

Date

Brief Summary of Outcome

Staff Development
Day

12th June
2015

Revision of existing
Mission/Vision/Values and Objectives

Governing Body

4th August
2015

Noted and to be brought back once
finalised.

Staff Development
Day

27th
November
2015

Revision of existing
Mission/Vision/Values and Objective

Informal Governing
Body

1st
December
2015

Revision of existing
Mission/Vision/Values and Objective

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

Refresh of CCG Mission, Vision, Values and Objectives

Lead Officer

Jon Develing, Chief Officer

Recommendations

Governing Body is asked to ratify the final refreshed mission
statement, vision, values and objectives. These will then form part of
the Governing Body development and underpin individual staff
objectives and personal development reviews

Introduction
Prior to the CCG authorization process in 2013, the CCG developed and adopted a mission
statement, vision, a set of values and a set of objectives. Upon the appointment of the new Chief
Officer in May 2015, a staff development day was held in June 2015 for all CCG employed staff and,
as part of that, these were reviewed to ensure they reflected the CCG’s 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. These were presented as a first draft to Governing Body in August. Since then,
they have been further refined by a second staff development day held in November and an informal
Governing Body held in December. This paper now contains all the amendments that have been
agreed by both staff and Governing Body and is presented here for final ratification.
The original versions are attached as Appendix A
Proposed Mission, Values and Objectives
Our Mission
“To commission high quality services which enable the people of Wirral to improve their own health
and well being”
Our Vision
“People will have the opportunity to live longer healthy lives regardless of where they live on Wirral”
Our Values
•
•
•
•
•
•

Leadership – that is credible, passionate and ambitious
Accountability – we will take personal and organisational ownership
Partnership – we will seek to develop positive relationships with people and our partners
Quality – we will always seek to raise standards and improve outcomes
Character – we will be respectful, supportive and transparent
Integrity – truthful and trustworthy in all we do

Our Objectives
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•
•
•
•

To empower the people of Wirral to improve their physical, mental health and general well
being
To reduce health inequalities across the Wirral
To adopt a health and well being approach in the way services are both commissioned and
provided
To commission and contract for services that:
o
o
o
o
o

•
•

Demonstrate improved person centred outcomes
Are high quality and seamless for the patient
Are safe and sustainable
Are evidenced based
Demonstrate value for money

To be known as one of the leading Clinical Commissioning Groups in the country
Provide systems leadership in shaping the Wirral health and social care system so as to be fit
for purpose both now and in five years time

Conclusion
Governing Body is asked to ratify the final version of the mission statement, vision, values and
objectives. These will then form part of Governing Body development and underpin individual staff
objectives and personal development reviews.
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APPENDIX A
Existing Mission, Vision, Values and Objectives as agreed in 2013

Our Mission
Your partner in a healthier future for all
Our Vision
To improve health and reduce disease by working with patients, public and partners, tackling health
inequalities and helping people to take care of themselves
Our Values
•
•
•

Caring, fair and responsible.
Safe and trusted.
Person-centred

Our Objectives
•
•
•
•
•
•
•

Our aims are to work with our patients, the public in Wirral and our stakeholders to:
Improve the health of all Wirral citizens.
Target inequalities in health experiences and outcomes amongst sections of our population
Deliver needs based healthcare of the highest quality to all our resident population.
Promote maximum self-care by involving and including our patients in all decisions made
about them.
Reduce waste and inefficiency and duplication within the patient journey and between partners
Be a high performance, high reputation organisation with ambition
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Report Title
Lead Officer

Corporate Affairs Report – Governing Body – 5th January 2016

Contributors
Recommendations

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

Paul Edwards, Director of Corporate Affairs

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

Emergency Preparedness, Resilience and Response
o

New EPRR framework
•

The new Emergency Preparedness, Resilience and Response guidance for NHS
organisations was circulated in November 2015 and included amended roles and
responsibilities for Clinical Commissioning Groups

•

Whilst the categorisation under the Civil Contingencies Act has not changed the new
guidance expands slightly on the requirements of the CCG’s. Section 9.3 states the
updated roles and responsibilities for CCG’s as follows:
1. Ensure contracts with all commissioned provider organisations (including independent
and third sector) contain relevant EPRR elements, including business continuity
2. Monitor compliance by each commissioned provider organisation with their contractual
obligations in respect of EPRR and with applicable Core Standards
3. Ensure robust escalation procedures are in place so that if a commissioned provider has
an incident the provider can inform the CCG 24/7
4. Ensure effective processes are in place for the CCG to properly prepare for and
rehearse incident response arrangements with local partners and providers
5. Be represented at the LHRP, either on their own behalf or through a nominated lead
CCG representative
6. Provide a route of escalation for the LHRP in respect of commissioned provider EPRR
preparedness
7. Support NHS England in discharging its EPRR functions and duties locally, including
supporting health economy tactical coordination during incidents
8. Fulfil the duties of a Category 2 responder under the CCA 2004 and the requirements in
respect of emergencies within the NHS Act 2006 (as amended).

Point 7 above shows that it is now the duty of CCG’s to support NHS England at Tactical Coordination Groups. As a result of this, all-on call officers will require additional training to

undertake this role and this will be arranged by NHS England. Additionally, Incident Control
Rooms within each CCG need to be in place and tested to allow the CCG’s to undertake control
from their premises in the event of a local incident affecting their commissioned services.

•

o

Annual Submission for 2015 Assurance Process – CCG assurance evidence requirements
included a suite of documents being submitted to NHS England in November 2015. These
documents included:
• 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

o

Training exercises
• The Director of Commissioning and Head of Finance (Contracting) attended the
‘Introduction to Integrated Emergency Management’ course on 11th November 2015.
• There will be CCG representation at NHS England’s whole system Pandemic Flu
exercise to be held on Wednesday 13th April 2016.
• A National Pandemic Flu exercise has been arranged for the 23rd May 2016. NHS
England and Public Health England will be running the Merseyside element alongside
the Mersey Local Resilience Forum – It has not yet been confirmed what, if any, CCG
involvement is required

o

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

Organisational Development
o

The following section outlines development in the areas of Organisational Development since
the last report presented to the Governing Body on 3rd November 2015
•

Upon the appointment of the new Chief Officer in May 2015, a staff development day
was held in June 2015 for all CCG employed staff and, as part of that, the CCG’s
Mission, Vision, Values and Objectives were reviewed to ensure they reflected the
CCG’s 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. These
were presented as a first draft to Governing Body in August. Since then, they have been
further refined by a second staff development day held in November and an informal
Governing Body held in December. These final amendments are presented for
ratification separately at the January Governing Body and, if approved, will form the
basis of a new round of Personal Development Reviews.

•

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, and the first formal
development sessions was held on 1st September 2015 and a subsequent session has
now been held on 15th December 2015.
This latest session included the use of a pre-completed team assessment tool aimed at
identifying key elements of team dynamics that were either working well or need further
attention. The results were presented alongside a comparator group that included
Boards and Governing Body and it was noted that the CCG was largely in line with
longer established groups. Whilst acknowledging that the tool used was not a perfect fit
for Boards/Governing Bodies, the group did agree that there was enough relevance to
use the results as benchmark and to use the tool again to measure improvement in the
future.

•

•

The Director of Corporate Affairs is to lead the development of an updated
Organisational Development plan to be brought to Governing Body in Quarter 4 2015/16.

•

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

Policies
o

The following revised policies were reviewed and ratified at the Quality Performance & Finance
Committee held in October 2015. Following approval of these policies, they have been included
on the CCG’s public facing website and staff intranet:
•
•
•
•

o

The following revised policies were reviewed and ratified at the Quality Performance & Finance
Committee held in November 2015. Following approval of these policies, they have been
circulated to employees and included on the staff intranet:
•
•

•

Complaints Policy
Risk Management Policy
Serious Incident Policy
Safeguarding Adults Policy

Email Usage Policy
Internet Usage Policy

Workforce/HR
o

Absence – The monthly absence rate at the end of October 2015 was 2.82% which is below
the national target rate of 3.32%, and therefore the CCG is fully compliant with national targets.
(The data for November 2015 was not available at the time of writing this report).

o

Statutory and Mandatory Training
The training compliance as at the end of November 2015 is as follows:
Training Module

Compliance (%)

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

89%
89%
88%
91%
91%
86%
94%
92%

The target compliance rate for all Statutory and Mandatory training is 85%. The training
compliance rates have increased significantly within the months of October and November.
The new on-line training system has the ability to provide reminder emails to staff one month
prior to their courses expiring and reminder emails continue to be sent directly to staff members
and copied to Line Managers from the Corporate Affairs team, to continue to address noncompliance.
o

Personal Development Reviews
The CCG has been refreshing its organisational objectives in consultation with staff and the
Governing Body and these are due to be ratified at January 2016’s Governing Body. A new
round Personal Development Reviews will then be carried out based on these new objectives
as they are cascaded throughout the organisation.

•

Complaints
Within the reporting period of 14th October 2015 to 16th December 2015, 33 new complaints
were received, all off of which were acknowledged within 3 working days of receipt in line with
national guidance.
A summary of the 33 new complaints received is detailed below (where more than one
complaint was on the same issue/topic):
•
•
•

11 complaints received were to appeal the decision in relation to patient’s eligibility for
Continuing Healthcare (CHC) funding
4 complaints were received in relation to the CHC process
3 raised in relation to Wirral University Teaching Hospital NHS Foundation Trust
(WUTH)

•
•

2 complaints were regarding GP Practices and following consent from the complainant,
these complaints were forwarded to NHS England for their investigation and response.
The remaining 13 complaints received related to single issues and mostly focussed on
service providers in areas such as waiting times for appointments or experience of care
received

Trends from this and previous periods identified CHC related complaints as particularly
prominent, with a focus on delays in the CHC process and also challenging of the decisions
made following assessments (together with requests for copies of all evidence considered to
make these decisions which were managed as Subject Access Request’s).
There were no complaints escalated to the Parliamentary & Health Service Ombudsman
(PHSO) during this period.
There were 30 complaints closed (some of which were received in the previous reporting
period). Of the complaints received, 5 had extension of times for the investigations requested by
the Provider organisations and new deadlines for response were communicated to the
complainants. The remaining 25 complaints were responded to within 25 working days, in line
with the CCG’s Complaints Policy. Full details of each investigation, outcome and lessons
learned were provided in all complaint responses, in line with the national standards for
managing complaints and National Health Service Complaints (England) Regulations 2009.
Of the 30 complaints closed, 3 complainants re-contacted the CCG unhappy with the responses
to their concerns raised which are currently being investigated. These reopened complaints
were relating to the following:
•
•
•

Mental Health facilities available on Wirral
Alleged incorrect diagnosis from Consultant at WUTH
Vision Call Opticians attendance at care/nursing homes

A questionnaire feedback form is provided when a complaint is closed to determine how a
patient feels their complaint has been managed. During this reporting period, of the 30 feedback
forms sent, 1 was completed and returned to the Corporate Affairs team, which was positive
and highlighted that the complainant was happy with the responses and outcome of their
complaint, and how they were managed by the Corporate Affairs team.
•

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 55 (27 in October and 28 in November) PALS enquiries received within the
reporting period of October and November 2015.
Details of the services calls were received about are included below:

October 2015:

Declined to say

Other

Not NHS

Out of Area

Health Treatment…

Spa Medica

Continuing Care

Pharmacy

Optical

GP

WCT

CWPT

WUTH

NWAS

Wirral CCG

7
6
5
4
3
2
1
0

Dental

Type of Service

November 2015:

Type of Service
12
10
8
6
4
2
0

Of the 55 calls received by the PALS office, 32 contacts were from callers raising a concern, 17
were queries being raised and 6 callers wished to make a formal complaint and were provided
with the appropriate contact details to make a complaint together with information about the
Complaints Advocacy Service (HealthWatch). All enquiries were dealt with within the national
best practice response time of 48 hours.
(Source: Monthly PALS report provided from Wired)

•

MP Enquiries

Within the reporting period of 17th October 2015 to 16th December 2015, 12 new enquiries were
received, all off of which were acknowledged within 3 working days.
There were 12 MP enquiries responded to and closed within this period. Brief details of the
subjects of these enquiries closed are detailed below:

-

Individual Exceptional Funding Request (IEFR) application – 2
Commissioned services/decisions – 7
Waiting times for Autistic Assessment – 2
Request for promotion of new online resource for GP’s to increase awareness and
knowledge of neuromuscular conditions - 1

The 12 MP enquiries were investigated and responded to within the CCG’s target Key
Performance Indicator of 20 working days, and were therefore fully compliant within this
reporting period.

•

Freedom of Information (FOI) requests
October 2015:
Within the reporting period of October 2015, 15 new FOI requests were received. The subjects
of the FOI requests received are detailed below:

November 2015:
Within the reporting period of November 2015, 21 new FOI requests were received. The
subjects of the FOI requests received are detailed below:

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

•

Subject Access Requests (SARs)
October 2015:
There were 6 new Subject Access Requests (SARs) received within the period of October 2015
(2 of the SAR’s were received from family members, 2 were received from solicitors and 2 from
the patients themselves).
November 2015:
There were 2 new Subject Access Requests (SARs) received within the period of November
2015 (1 was received from a family member and 1 from solicitors).
All of SARs were responded to within 40 days, therefore the CCG were fully compliant in
managing and responding to all FOI requests within this reporting period.

IMPLICATIONS
The additional training required for on-call staff will be arranged in the New Year, alongside implementing any
other measures required to enable the CCG’s role in tactical command.

CONCLUSION
Governing Body is asked to note the contents of the report.

Report Title
Lead Officer

Quality and Patient Safety Report
Lorna Quigley Director of Quality and Patient Safety

Recommendations

•
•

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

INTRODUCTION
This report is to provide information to the Governing Body on the quality of services
commissioned by NHS Wirral CCG.
KEY ISSUES / MESSAGES
WIRRAL UNIVERSITY TEACHING HOSPITAL
The Care Quality Commission has undertaken a comprehensive inspection of all services in
September, as part of this programme a series of patient listening events was undertaken
facilitated by CQC. The outcome of the inspection is expected in January 2016.

There have been seven serious incidents that have been reported onto the national
reporting system in November. In accordance with the serious incident reporting a root
cause analysis will be undertaken.
A desktop review of maternity services has taken place with senior clinicians within the trust
with the aim to seek assurance following the report of the Kirkup report (investigation into
Morecombe Bay). The trust has been informed that the CCG are assured based on the
evidence required following the Key lines of enquiry.

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

WIRRAL COMMUNITY TRUST
There has been one serious incidents reported on the national reporting system for
November. 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.

There has been an improvement in the response rate and recommended scores in
community Health care, and an increase in response rate and decrease in recommended in
Community Nursing from October

CHESHIRE AND WIRRAL PARTNERSHIP TRUST

The Care Quality Commission has undertaken a comprehensive inspection of services
provided by CWP in June. An overall score of good was awarded, with an outstanding for
caring
http://www.cqc.org.uk/sites/default/files/new_reports/AAAD7696.pdf

There have been no incidents to the national reporting system in November.
In light of the concerns following the into Southern Health Foundation Trust, the CCG will be
part of a Cheshire Warrington and Wirral Quality Surveillance Group seeking assurance that
there are systems in place for the reporting of Serious incidents in all areas covered by CWP
services.
Friends and Family Test for Mental Health services at CWP are detailed below.

Action; GB to note the action being taken to seek assurance regarding Incident reporting in
CWP.
NURSING AND RESIDENTIAL HOMES
The CCG continues to work collaboratively with Local Authority colleagues to ensure that
quality and safety in nursing homes is maintained. The following CQC reports have been
published

Lezayre Nursing Home- rated Good
http://www.cqc.org.uk/location/1-122563764
Derwent Lodge Nursing Home- rated Good
http://www.cqc.org.uk/directory/1-134177329
Rose Brae Nursing and Residential Home- rated Inadequate
http://www.cqc.org.uk/directory/1-1543719565
Fairfield Nursing Home- rated good
http://www.cqc.org.uk/location/1-113028260
Wirral Autistic Society - 86 Allport Road- rated Good
http://www.cqc.org.uk/location/1-119937408
An action plan has been developed with Manager of the home and is being reviewed weekly.

As part of the winter escalation plan, 28 “step down” beds have been established in
Charlotte House (formerly Edgeworth House) fully supported by an MDT to ensure that
patients are discharged safely. A quality visit has been undertaken and assurance sought
regarding the quality of care of patients in this facility. This is being monitored weekly.
Action GB to note the actions being taken to ensure quality and safety in Rose Brae and
Charlotte House.
QUALITY IN PRIMARY CARE
A System for reporting near misses and serious incidents has been implemented within
Primary Care; this system gives Primary Care the ability to report quality concerns about
providers to the CCG in addition to self-report which improves quality. The table shows the
number of GP reported incidents. The largest theme for reporting relates to the discharge
process and access/appointments.

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

CQC have commenced their programme of inspections in Primary Care which includes both
GPs and Dental Surgeries. It is the intention that these visits will be undertaken over the next
12 months.
Orchard Surgery - BG Lannigan- rated good
http://www.cqc.org.uk/directory/1-543876245
Riverside Surgery – Dr Williams –rated good
http://www.cqc.org.uk/provider/1-199780453

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.

Action GB to Note: There has been a drop in the number of response rates from 661 in
June.
OTHER PROVIDERS
There has been a SI reported from Clatterbridge Cancer Centre- this is relating to a CDifficle. A post infection review will be undertaken.
The Murrayfield hyperbaric unit (Wirral) has undergone a CQC inspection on 25th November.
This service is commissioned by NHS England
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 Children has been filled by Dr Liz Hare who
commenced the role in November.
The CCG commission Wirral Community Trust to undertake Adult Safeguarding Training.
This was scheduled in December and was cancelled at short notice due to IT issues. An
investigation has been undertaken and the CCG Medical Director and Director of Quality are
working with the CT team to gain assurance this will not reoccur.
Action: GB to note: The filled vacancy for safeguarding children

CONTINUING HEALTH CARE (CHC)
From summer 2014, CCGs across Cheshire and Wirral have been working together on the
delivery of continuing healthcare, funded nursing and complex care services. A Joint
Committee of CCGs and Local Authorities has been set up with delegated responsibilities
around continuing healthcare, funded nursing and complex care (approved by GB Nov/Dec
2014)). The strategic Joint Committee is underpinned by an Operational Group and various
task and finish groups. Following transition into the CCG the priority for the service was,
transition and stabilisation whilst engaging staff, people who use services and their families
and wider stakeholders in a process of redesign for transformation.
As part of the transformation agenda, work went on to develop a new service model which
was presented in a detailed business case at the CHC Joint Committee in August 2015. This
was followed by an intensive confirm and challenge process for Cheshire and Wirral CCGs
and Local Authorities in September 2015. From this the joint committee has agreed to
extend the timelines due to risks and issues identified from this process.

Previously Unassessed Periods of Care (PUPOC)
The Department of Health introduced deadlines for appeals for people who think they may
have been eligible for NHS continuing healthcare funding between 1 April 2004 and 31
March 2012 but who did not have a continuing healthcare assessment at that time, this is
known as Retrospective CHC -Previously unassessed periods of care, (PUPoC). Below is
the plan set and the actual cases that have been undertaken.
This work is being undertaken by the Northwest Commissioning Support Unit, because of
the concerns raised regarding the delivery and quality issues across Merseyside and
Cheshire, a Single Item Quality Surveillance Group (QSG) was held in September. CHC has
been identified on the CCGs risk register.

Action: GB to note the changes in timeline with regard to the transformation and note the
performance and risks to delivery with regard to PUPOCs.
QUALITY PERFORMANCE INDICATORS
The table below shows the number of serious incidents in month. There has been a large
decrease in the numbers reported in the month of November. The quality and safety team
are liaising with providers to ensure that there are no data reporting issues.

Action; GB to note the decrease in reporting in November and the oversight that the team
are doing in relation to this.
OTHER PERFORMANCE AGAINST THE NHS CONSTITUIONAL STANDARDS (October
2015)
Achievement against the 4hour standard remains a challenge for the Trust and the Health
and Social Care economy. Some improvement had been seen in the latter half of June and
July; however this has not been sustained.
The Systems Resilience Group continues to meet monthly to hold the system to account. An
economy escalation plan has been developed and its robustness has been tested, this
identified issues around systems communications which are being addressed. The
Economy is in Phase 1 of the Emergency Care Improvement Project (ECIP) which a project
is being run by NHSE for the most “challenged” economies; this includes a SAFER week
being run from the 4th January 2016.

Due to the change in focus on looking at all patients who have been waiting (incomplete
pathways), the patients being treated within 18 weeks has deteriorated across the providers.
Pressures remain at subspecialty level, e.g. community pediatrics. This is being monitored
by the CGG as part of the contractual process, and a plan is in place to address this.

There are 3 patients waiting over 52 weeks:

1 in Robert Jones, Agnes Hunt
2 Countesses of Chester- Plastics and General Surgery

Action: GB to Note the change in the focus of reporting and 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. There is has been a nonachievement against the 62 day standard. The breaches have occurred in Head and Neck
and lung, due to delays within providers.

Action: GB to note the underperformance of the 62 day cancer target.

There have been four breaches in in the delivery of the same sex accommodation in October
all breaches where in the critical care area at Wirral University Teaching Hospitals. It has
been noted the amount of time that the breach occurs, which is associated to flow within the
Hospital. The CCG are managing this through the contractual process.
Action: GB to note the approach that the CCG are adopting with regard to single sex
accommodation breaches.

The ceiling set for the CCG in 2015/16 in relation to Clostridium Difficile was 75. The year to
date position is 53, with4 new cases reported in September. These have been attributed to
Wirral University Teaching Hospital.
Work is being undertaken across the economy to ensure there is a robust post infection
review meeting in order to identify causes and share learning. Focused work is being
undertaken in relation to Antimicrobial prescribing to reduce variation across practices.

There have been no new MRSA Cases reported in September 2015. Cumulatively there
have been 3 cases to date.
CONCLUSION
Governing Body is asked to note the report.
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• Every Child Matters – Transforming the Lives of Children and Young People
in Care (DfES 2006)
• Our Health, Our Care, Our Say (DH2006)
• Care Matters: Time for Change (DCFS2007)
• Children and Young Persons Act (2008)
• Better Care, Better Lives (DH2008)
• Planning Transitions to Adulthood for Care –leavers Regulations and
Guidance (2010)
• Promoting the quality of life of Looked after children and young people
(NICE, 2010)
• No health without mental health 2011
• Health and Social Care Act (2012
• Care Planning, Placement and Case Review Regulations and Guidance
(2013
• Quality standard for the health and wellbeing of looked-after children and
young people (NICE, 2013)
• Improving Children and Young People’s Health Outcomes: a system wide
response (2013)
• Working Together to Safeguard Children (DCSF2013)
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EXECUTIVE SUMMARY
1. This report provides information about national changes and influences, local activity
and development- including how statutory requirements are being met for Looked
after Children and aims to give assurance on progress against Wirral’s delivery plan.
2. The health and wellbeing of Looked after Children – that is their physical and social,
educational and emotional wellbeing – is influenced by nearly all aspects of their lives
and the care they receive. Experiences early in life may have long term
consequences for health and social development. Some Looked after Children have
positive experiences in the care system and achieve good emotional and physical
health, do well in their education and go on to have good jobs and careers. However,
Looked after Children are more likely to have experienced deprivation and poverty as
a result of low family income or parental unemployment. About 60% of Looked after
Children in England are reported to have emotional and mental health problems, and
a high proportion experience poor health, educational and social outcomes after
leaving care. The main reason for children and young people entering care in the
year up to March 2015 was abuse or neglect (reported in 62% of cases). Longer term
outcomes for Looked after Children have been consistently reported to fall behind
that of their peers.
3. Nationally the number of Looked after Children continues to rise and has increased
steadily over the past seven years. There is a continued need to maintain services to
address the disadvantages that Looked after Children experience regarding physical
and mental health outcomes.
4. Wirral’s rate of Looked after Children per 10,000 population has remained stable over
the past five years; however rates in Wirral are higher than the national average.
Wirral Council is committed to reducing the numbers of children who become looked
after, through improving the early help offer and through the Permanence agenda.
5. Reducing inequalities through improving prevention alongside public health is
fundamental to the NHS Five Year Forward View. Statutory Guidance on Promoting
the Health and Well-being of Looked after Children (DH, 2015) states that the starting
point for commissioning health services for Looked after Children should be the Joint
Strategic Needs Assessment (JSNA).
6. A major challenge, in Wirral, has been significant difficulties in obtaining collated data
on health activity and health outcomes for Looked after Children during the period
covered by this report. Current health information systems in use provide little
capacity to record information beyond process data i.e. limited information on health
needs and outcomes is held except on hard copy records therefore it is not possible
to provide detailed summary report information that allows analysis of service
effectiveness to include evidence of improved outcomes.
7. The development of a health information system that is fit for purpose has been
recognised as a priority. This identified gap has been addressed through the
development of a Looked after Children health dashboard as a component of the
Safeguarding Assurance Framework.
8. A planned Looked after Children service review may impact on the capacity of the
Looked after Children team. The improvements in the outcomes of the service will
3

need to be kept under review as the numbers of Looked after Children continues to
rise and the expected outcomes must be achieved and must not deteriorate.
9. The cost of provision of health care for Looked after Children is determined by the
Department of Health. Arrangements for the implementation of mandatory charges
for Looked after Children Health Assessments, is embedded locally in line with
relevant guidance.
10. There have been no Care Quality Commission safeguarding children inspections in
the last year. During this time preparation has continued for future safeguarding and
Looked after Children inspections and reviews.

INTRODUCTION
11. This report is produced for NHS Wirral Clinical Commissioning Group in response to
the Department of Health publication Statutory Guidance on Promoting the Health
and Well-being of Looked after Children (2015)1. The guidance requires a report on
the delivery of service and the progress achieved for the health and well-being of
Looked after Children.
12. The purpose of this report is to provide assurance to NHS Wirral Clinical
Commissioning Group Governing Body and partners that the work being undertaken
regarding Looked after Children within Wirral is in accordance with statutory
requirements and takes account of the responsibility to be assured that the health
provider from whom the Looked after Children service is commissioned have
effective systems in place to deliver the service.
13. It will inform the Governing Body and partners of the work NHS Wirral Clinical
Commissioning Group is doing to reduce the health inequalities and so improve
health outcomes for Wirral Looked after Children. It reports on the achievements,
progress and challenges encountered between 1st April 2014 and 31st March 2015, it
also outlines the current work being undertaken and the priorities for 2015-16. The
report demonstrates the Clinical Commissioning Group’s commitment to fulfil its
statutory responsibilities and describes how health commissioners and providers
have worked together, in partnership with the local authority, to meet the health
needs of Wirral Looked after Children.

STATUTORY FRAMEWORK, LEGISLATION & GUIDANCE
Children Act (1989)
14. Under the Children Act 1989 a child is defined as being ‘looked after’ by the Local
Authority if he or she is in their care or is provided with accommodation for a
continuous period of more than 24 hours by the authority (section 22).
15. Children who are accommodated under a voluntary agreement with their parents
(section 20)
16. Children who are subject to a care order (section 31) or interim care order(section
38)
17. Children who are the subject of emergency orders (section 44 and 4) and children
who are compulsorily accommodated. This includes children remanded to the local
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authority or subject to a criminal justice supervision order with a residency
requirement (section 21)
18. Looked after Children and young people may live in a variety of settings including:
with foster carers, in residential placements, with their parents or with family
members who are approved as foster carers.

Adoption and Children Act (2002)
19. The Adoption and Children Act (2002) aligns adoption law with the relevant
provisions of the Children Act 1989. The act determines that agencies must ensure
that the child’s welfare is the paramount consideration in all decisions relating to
adoption.

The Children and Young Person’s Act (2008)
20. This act strengthens the legislative framework which enables children and young
people to receive high quality care and support. In addition amendments to the
Children Act 1989 require local authorities to take steps that secure sufficient suitable
accommodation within their area and improve care planning by strengthening the role
of Independent Reviewing Officers. This relates to services for care leavers.

Children and Families Act (2014)
21. This act means changes to the law to give greater protection to vulnerable children
and ensures vital changes to the adoption system, meaning more children who need
loving homes are placed faster. For children entering care the new 26 week time limit
for care proceedings will reduce unnecessary delays. Children in residential care will
live in safer, better quality homes and care leavers will have the option to stay with
their foster carers until they are 21 years old.

Promoting the health and well-being of Looked after Children (March
2015)
22. This statutory guidance is issued to local authorities, Clinical Commissioning Groups,
providers and NHS England. It replaces the guidance issued in 2009 to reflect
reforms to the National Health Service following the Health and Social Care Act
2012. It also takes into account changes to the special educational needs legislative
framework and the cross government mental health strategy which emphasises that
mental health is as important as physical health.

NATIONAL CONTEXT
23. The Five Year Forward View (NHS, 2014) highlights the projected funding gap
between need and resources. Crucial to a reduction in future demand for services is
the health of children dependant on “a radical upgrade in prevention and public
health”. This has particular relevance to Looked after Children who generally
experience inequity in health and other outcomes.
24. Looked after Children should expect to have the same opportunities as other children
and young people, including being healthy and safe. They should be provided with
the opportunities needed to help them move successfully to adulthood. Their needs
vary, but are often complex, and can be met only by a range of services operating
collaboratively across different settings.
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25. At the end of March 2014 there were 68,840 Looked after Children in England, an
increase of 1% compared to March 2013 and an increase of 7% compared to March
2010. 16% of Looked after Children were placed with their parents or relatives 75%
of the children were in a foster placement and approximately 9% were cared for in
residential accommodation (including secure units, children's homes, hostels,
residential schools and other residential settings) (Department of Education, 2014)
26. There were 5,050 Looked after Children adopted during year ending 31 March 2014,
an increase of 26% from 2013 and an increase of 58% from 2010.
27. The National Looked after Children Sub Group provides national leadership, support
and advice in the delivery of safeguarding duties for Looked after Children. The
group is accountable to the National Safeguarding Steering Group, NHS England.
28. A Northwest Regional Looked after Children Professionals Working Group has been
established to influence the national priorities for the health of Looked after Children
via NHS England Looked after Children sub-group. Key themes have been identified
that mirror many of the issues that are impacting on Wirral and it is evident that a
standard approach is required to ensure that services will be safe, effective and
consistent across England.

ROLES AND RESPONSIBILITIES OF THE NHS
29. The NHS has a major role in ensuring the timely and effective delivery of health
services to
Looked after Children and the support and contribution the NHS is
crucial to ensuring that local authorities fulfil all the responsibilities of corporate
parenting and that Looked after Children achieve the same optimal outcomes as any
good parent would wish for their child.
30. Looked after Children and young people want to be treated in the same way as other
children, the challenge is to actively engage them and their carers in local
arrangements without making them feel different.
31. In meeting the health needs of Looked after Children health organisations need to
focus on ensuring that Looked after Children are able to access universal services as
well as targeted and specialist services where necessary to ensure their health
needs are met in the same way as other children and young people. Effective
provision is also required to meet their health needs when they leave the care
system, whether that is as they become adults, return to their birth families or are
adopted.
32. The NHS contributes to meeting the health needs of Looked after Children by:
a. Commissioning effective services
b. Delivery through provider organisations
c. Individual practitioners providing coordinated care for each child, young
person and carers.

Responsibilities of Clinical Commissioning Groups
33. The Clinical Commissioning Group has a statutory duty to comply with requests from
the local authority to provide support and services for Looked after Children. As
commissioners of health services for Looked after Children the Clinical
Commissioning Group should satisfy itself that:
6



Appropriate arrangements are in place to meet the health needs of Looked after
Children



Strategic commissioning as part of the Children’s Trust arrangements focuses on
health services which meet the needs of Looked after Children locally and are
informed by their views



Systems are in place to ensure services for individual children and young people
placed out of the Clinical Commissioning Group area



Robust arrangements are in place where a child or young person is placed away
from the responsible local authority to provide continuity of the health assessment
and health planning and process



There is expertise from a Designated Nurse and Doctor to provide strategic and
clinical leadership and advice to the Clinical Commissioning Group
commissioners and the local authority



There is effective co-ordination between health bodies, particularly at a strategic
level. This should include joint working between public health, clinical health and
Child and Adolescent Mental Health Services so as to ensure a social model of
promoting health



Appropriate data sets are agreed locally, collected and reviewed annually



Clinical Commissioning Groups, together with colleagues in local authority
services, should monitor and review arrangements and services against agreed
targets and quality standards, to ensure a robust service is in place

34. The Role of the Designated Doctor Looked after Children and Designated Nurse
Looked after Children (Designated professionals)
The role of the Designated Professionals is to assist the Clinical Commissioning
Group in fulfilling their responsibilities as commissioners of services to improve the
health of Looked after Children. The Designated role is intended to be a strategic
one separate from any clinical responsibilities for individual Looked after Children.
35. Looked after Children Designated Nurse 0.5 WTE
This post is commissioned by and accountable to Wirral Clinical Commissioning
Group and is hosted by Wirral Community Trust until 1st May 2015 when it will
transfer to Wirral Clinical Commissioning Group.
36. Looked after Children Designated Doctor 0.1 WTE
This post is commissioned as part of the Community Paediatric Service Specification
with Wirral University Teaching Hospital NHS Foundation Trust. The Designated
Doctor is also the medical advisor for adoption and fostering panel for the local
authority.

LOCAL CONTEXT
Multi Agency Working
Local partnerships and forums to support Looked after Children and promote their
health include:



Corporate Parenting Board
Children in Care Council
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Local Safeguarding Children Board
Providers Forum

37. The Designated professionals are members of the Corporate Parenting Panel. The
focus of panel is to oversee arrangements for the effective delivery of the Councils
Corporate parenting role for Looked after Children and Care leavers. Governance is
through Wirral Safeguarding Children Board.
38. Integrated working arrangements have developed significantly between the Looked
after Children health team and Wirral Local Authority in the last 12 months. Part of
the Named Nurse and Support Nurse role is to work in partnership with social
workers to ensure health needs are identified and addressed in an appropriate and
timely manner. This is achieved by the close collaboration with Wirral Looked after
Children, foster carers and the children with disabilities and leaving care teams. The
Named Nurses and Support Nurses are the key health contacts for the teams.
39. Attendance at social care team meetings would assist further the development of
partnership working and promote increased understanding of each other’s
professional roles and responsibilities. The Looked after Children Health team
continues to work with colleagues in other statutory and voluntary organisations to
promote health and meet the health needs of Looked after Children.
40. It has been agreed with the local authority to form an Integrated Strategic Partnership
Group for Looked after Children. The Designated Nurse and Doctor for Looked after
Children will be members and the aim of this group will be to facilitate effective
coordination between health, social care and other partner agencies. The group will
enable strategic level agreements to be reached to promote the health and improve
health outcomes for Looked after Children. The Designated professionals will support
the Head of Service Children and Families in identifying the main areas of work for
the group that will include the development of an Integrated Care Pathway.
41. Work has begun with the local authority for identified members of the Looked after
Children health team to have access to social care’s electronic record system, Liquid
Logic. This will improve information sharing relevant to improving the timely
completion of health assessments. Remote read only access has already been
agreed and will be in place in the near future.
42. Public Health commissioners who have a responsibility for children, families, sexual
health, smoking cessation and other areas relevant to Looked after Children already
influence many services that these children need to access now or in the future.
Public health also commission the 0-19 Service and their awareness of the needs of
Looked after Children and the inequality issues surrounding these young people is
essential to partnership working and the sharing of expertise to achieve improved
health outcomes.

KEY ACHIEVEMENTS IN WIRRAL 2014/15
43. The information below demonstrates the key achievements during 2014 / 15 to
improve the quality of our services delivered to Wirral Looked after Children:


A more integrated approach to work taken by the Looked after Children health
team and social care teams has led to strengthened professional relationships.
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The Looked after Children health team has contributed to the local authority
website for Looked after Children ‘Right Side of Care’, they have their own
section on the website



The Looked after Children health team achieved accredited Young People
Friendly Status from Public Health



Looked after Children Support Nurses completed an audit of review health
assessments



There has been some improvement in the number of Initial and Review health
assessments completed within statutory timescales in the past 12 months,
however consistent improvement must be achieved. Monitoring of the timely
completion of these assessments continues and a notification process is in place
to address the cases that are outside timescales.



The focus on quality of completed health assessments for children in and out of
area is now embedded and since March 2014 100% of review health
assessments have been quality assured



Looked after Children Support nurses have reviewed and updated level 2
training. It is delivered to relevant staff groups in accordance with the
Intercollegiate Framework.



Named Nurses Looked after have developed and delivered level 3 training in line
with Intercollegiate Role Framework .The training is mandatory and has already
been delivered to 87% of Health Visitors and Family Nurse Partnership
Practitioners. It is intended that in the coming year 100% of said staff group will
have attended the training and that the same training will be provided across the
0-19 Service.



The secure transfer of School Nurse held health records for 16-18year old
Looked after Children not in mainstream education, employment or training for
whom the Looked after Children nurses are the named health professionals.
Previously health records did not follow the child, this issue was prioritised and
appropriate processes were implemented resulting in improved information
sharing and continuity of care.



‘Your Health Assessment’ leaflet has been developed in collaboration with Wirral
local authority, and will be made available to all children and carers to explain the
purpose of the health assessment prior to the appointment. The leaflet will be
available as a paper copy and in electronic format within the health component of
the local authority website.



At the beginning of the process the designated professionals met with the
Children in Care Council to gain the views of the young people about the content
of the leaflet so that the information provided to them is meaningful. Their
responses have shaped the development of the leaflet. They were also asked if
they would be willing to give feedback and in what format? Their preference for
any feedback was via text and options to facilitate this are being explored
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The Designated Doctor Looked after Children has provided teaching sessions for
all paediatricians undertaking Initial health assessments. This will be repeated in
2015/2016 to incorporate themes identified from quality assurance processes.



Information has been provided to all safeguarding lead GPs, within the
Safeguarding Children Audit Tool, to update them on the needs of Looked after
Children when registered with the practice and the importance of the GP record
and being aware of Looked after Children within the practice. The update
included information on suggested read codes to use, the importance of
requesting and transferring records in a timely manner and the need to include in
referrals if a child in care has transferred into the area.



The Looked after Children component of the health Safeguarding Dashboard has
been developed.



The Designated nurse is a member of the National sub group for Child Sexual
Exploitation (CSE). The purpose of the group is to guide health’s response to the
implementation of the recommendations to address CSE from the, Department of
Health.

WIRRAL LOOKED AFTER CHILDREN SERVICE
44. The Looked after Children service is commissioned by Wirral Clinical Commissioning
Group to meet its statutory responsibility for Looked after Children and in meeting
local defined outcomes:
45. Health assessments will be completed in accordance with statutory guidance for
Wirral Looked after Children irrespective of placement and for Looked after Children
residing in the borough from other areas.


Each looked after child will have a health plan that will be shared with the
Local Authority, implemented and reviewed in accordance with statutory
guidance and contribute to the overall care plan for the child.



All Looked after Children resident in the borough will have an identifiable
named health professional who will coordinate the health plan and ensure
actions are tracked in collaboration with the child’s social worker and carers.



NHS Wirral Clinical Commissioning Group will be provided with appropriate
information to inform future commissioning of services and to ensure that
statutory requirements are met.

46. With the exception of the Initial health assessments, which are commissioned from
Wirral University Teaching Hospital, the Looked after Children’s service is provided
by Wirral Community NHS Trust. The service is co-located with Wirral Community
Trust’s Safeguarding Service, and is managed by the trust’s Named Nurse
Safeguarding.
47. The Looked after Children’s health team is a specialist service working closely with
universal and other specialist services in particular with Community Paediatrics,
Community Dental Service, Primary Care, 0-19 Service, Child and Adolescent Mental
Health Service, Substance Misuse Team, Teenage Pregnancy and Sexual Health
Teams.
The team comprises:
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Two part time Named Nurses Looked after Children 1.4 WTE



One full time Looked after Children Support Nurse.



One part time Looked after Children Support Nurse 0.8 WTE



Administrative support 1 WTE

48. In addition, health services to Looked after Children are also provided by various key
health professionals in the 0-19 Service and Wirral University Teaching Hospital
Foundation Trust (WUTH) who share statutory responsibility for meeting the health of
Looked after Children. The health visitors and school nurses have a statutory
responsibility to undertake Review health assessments and to co-ordinate health
plans.

LOCAL POPULATION OF LOOKED AFTER CHILDREN AND
INFORMATION MANAGEMENT
49. Each year the local authority is required to undertake a Looked after Children census
(SSDA903) for the Department for Education. The census includes information about
their health and the data is collected for the children who have been in care for 12
months or more at the 31st March. The data is collated by the local authority from
information provided by health from completed health assessments and health plans
as part of the Looked after Children health assessment and review process.
50. Table 1 shows that the number of Wirral children who have been continuously looked
after for twelve months or more has remained generally stable over the last 5 years
at between 508 and 524, with 520 on 31st March 2015.
530

Table 1

525
520
515

Number in cohort:

510
505
500
2014/15

2013/14

2012/13

2011/12

2010/11
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51. Table 2 provides a snapshot of the number of Looked after Children within NHS Wirral
Clinical Commissioning Group footprint at 31/03/15. These figures are reported on a
monthly basis by Wirral Community NHS Trust through the Safeguarding Assurance
Framework to the Clinical Commissioning Group.

Table 2
Total Number of Wirral Looked after Children (placed in and out of NHS
Wirral Clinical Commissioning Group area)

779

Wirral Children

678

Number of Wirral Looked after Children placed out of area

113

Number of out of area children known to be placed in Wirral

214

Number of 16+ Looked after Children in Wirral

78

52. Table 3 below provides information regarding health assessments, dental check- ups and
immunisations, since 1st April 2014, for Wirral children who have been continuously looked
after for at least twelve months.
600
500
400
300
200
100
0
Number

%

2014/15

Number

%

2013/14

Number

%

Number

2012/13

%

Number

2011/12

2010/11

2014/15 2013/14 2012/13 2011/12
%

%

%

%

%

2010/11
%

Children who have received the 83.27
84.56
81.30
24.29
91.34
required health assessments during
the year
 83% of children have received a health assessment within the last year. This is lower
than the recorded 90% in the northwest and 88% in England.
 The proportion of Wirral Looked after Children having had health assessments has
fluctuated between 81% and 85% over the last four years having been 91% in 2010/11.
There is clearly room for improvement.
Children who have received dental
checks during the year

91.73

91.12

86.07

84.29

91.34
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Children who have received the 80.58
79.92
72.52
79.31
82.87
required dental & health checks
during the year
 91% of Wirral Looked after Children have had a dental check-up within the last year,
compared to 90% in the northwest and 88% in England. In Wirral, this is similar to
2013/14 and an improvement on the two previous years.
 Health and the local authority are working together to determine why a small proportion
of Looked after Children have not had dental check-ups and aim to ensure that 100%
of children have their check- up in 2015. Additional capacity within Liquid Logic will
enhance reminders when dental check-ups are due and data will be collected when a
child/young person refuses a dental check-up.
Children who’s immunisations are up 84.04
84.56
81.30
83.91
to date
 84% of Wirral Looked after Children are up to date with immunisations.
This is below reported data in the northwest of 89% and 87% in England.
 Wirral data for the last five years shows stability with room for improvement

8.39

Mental Health and emotional well- being
53. Nationally it is recognised that there is a higher level of emotional and mental health needs
amongst Looked after Children. Local authorities are required to use the Strengths and
Difficulties emotional health screening questionnaire to assess the emotional well-being of
Looked after Children as part of the health assessment process, for children aged 4 – 16
years of age, who have been in care for 12 months. The questionnaire should be
completed by the child’s main carer and it should be completed ahead of the child’s
statutory health assessment. The completed questionnaire assists in the early identification
of the child’s mental health needs and referral for assessment to Child and Adolescent
Mental Health Services when necessary. A total score of 17 or above would indicate
emotional, mental health or behavioural difficulties that might require input from Child and
Adolescent Mental Health Services (CAMHS)
54. Table 4 below illustrates data from Wirral local authority showing that from 1st April 2014
58.5% of 4-16year old Looked after Children had a completed Strengths and Difficulties
questionnaire (SDQ). This is lower than the previous year (66.3%) and 2012 (68.4%). The
underlying trend over the last five years has not been above 69% and is below the national
average of 68% at March 2014.
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2014/15 2013/14 2012/13 2011/12
%
Children aged 14-16

%

%

2010/11

%

%

80.6

81.85

78.44

80.08

77.36

Children aged 4-16 with a valid SDQ 61.3
score

58.49

66.91

68.42

65.39

Children aged 4-16 with the reason for 35.8
not submitting an SDQ score for reason
‘other’

37.26

29.93

27.27

33.84

Children aged 4-16 with the reason for
not submitting an SDQ score for reason
‘Child/Young Person refused’

-

-

4.31

-

-

55. The challenge is to ensure that the SDQ is completed for all 4-16 year old Looked after Children
to ensure that those young people who require additional support are identified and referred for
assessment at the time of need. Evidence based improvement is a key priority and the
Partnership CAMHS team in consultation with the local authority and health are reviewing the
Referral pathway to CAMHS for Looked after Children. Review of the pathway needs to be in
accordance with statutory guidance for the implementation of the SDQ process.

Substance misuse (drugs and alcohol not tobacco)
56. Table 5 illustrates data from the local authority showing that identified substance misuse has
varied considerably over the last five years. Data relating to substance misuse and Looked
After Children should be interpreted with caution as young people might be reluctant to
report use. In 2014-15 8.5% of Wirral Looked after Children were identified to have had a
substance misuse problem. All those who were identified were offered an intervention.
Previous year’s figures have ranged from 27% to 24.3%. The local authority report that there
have been changes both in how data is collected and government reporting requirements.
Wirral is currently reviewing their data collection and recording mechanisms that need to
include the development of a more effective substance misuse screening tool, to improve the
identification and reporting of substance misuse issues. The outcome will inform when a
young person needs access to relevant services.
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2014/15 2013/14 2012/13 2011/12
%
%
%
%

2010/11
%

Children identified as having a substance 8.46
misuse problem during the year

2.70

3.63

24.33

0.19

Children who received an intervention for 0.58
their substance misuse problem

1.54

0.38

-

-

Children who
intervention

1.16

2.29

-

0.19

refused

the

offer

of 1.73

HEALTH ASSESSMENTS
57. The local authority has a responsibility to ensure that Initial and Review health
assessments are undertaken and that health care plans are made, delivered and
reviewed health partners have a duty to co-operate. Initial health assessment must
be undertaken by a registered doctor and review health assessments may be
undertaken by an appropriately qualified registered nurse.
58. Undertaking health assessments provides an excellent opportunity to actively
engage Looked after Children in health promotion and must not be seen simply as a
disease screening exercise. The voice of the child is a specific element of each
physical and mental health assessment and every health professional should ensure
that this is captured when completing health assessments.
59. Information related to Health Assessments is submitted via the Safeguarding
Assurance Framework and health assessments completed out of timescale will be
exception reported, reasons for delayed completion of health assessments are
considered and addressed to enable improvements in the timely completion of
assessments and through collaborative health and the local authority.

Initial Health Assessments
60. In Wirral Initial Health Assessments are undertaken by the WUTH community
paediatricians.
61. Requests for Initial Health Assessments are made by social workers and notifications
in line with the identified timescales are crucial to the children receiving their health
assessments within the statutory timescales. Delays in requests lead to delays in
completing health assessments and ultimately the identification of health needs.
Health care professionals are not always notified in a timely manner of children being
placed in care, this has been raised with senior managers in social care and is being
addressed. In quarter 1- 2014 there were also some delays in the completion of initial
health assessments due to capacity issues. This was raised as a risk and there have
been some improvements in the timely completion of Initial Health Assessments in
Wirral in 2014.
62. Monitoring the timeliness of the requests being made by social workers, timely
completion of health assessments and systems to transfer relevant health
assessment forms needs to continue. The Designated professionals are working
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with providers and the local authority to facilitate secure electronic transfer of all
health assessment information to further reduce delays.
63. Initial Health Assessments are quality assured by the Designated Doctor. From April
2014 50% of in area initial health assessments have been quality assured and 100%
of out of area initial health assessments have been quality assured. Outcomes are
generally good; however, some themes for improvement have been identified and
subsequently shared for review with all doctors who undertake Initial Health
Assessments in Wirral. Specific support and advice is given when the quality of the
assessment does not meet the required standard.

Review Health Assessments
64. Review health assessments are generally completed by health visitors and school
nurses dependent on the age of the child. The Looked after Children nurses offer
health assessments to young people over 16 years of age who are not in education.
If the young person does not want to participate in an assessment they have the
opportunity to talk to the nurse about their health and any particular issues that they
want to discuss or want more information about and this informs Health Care Plan.
65. Not all health assessments are completed within expected timescales and there are
significant difficulties in achieving consistency in this regard. Through partnership
working issues have been identified in health and social care systems for both
requesting and completing health assessments that are causing delays. Also, school
nurses report difficulty engaging some young people in the process and capacity
issues, including term time only working, sometimes delay the completion of review
health assessments. Work is on-going to address the challenges and an Integrated
Care Pathway will be developed in 2015/2016.

Quality Assurance process
66. Quality assurance of completed review health assessments was not undertaken prior
to March 2014 due to capacity issues within the Looked after Children health team.
The quality assurance of the review health assessments is now undertaken by the
Named Nurses Looked after Children. Health assessments that do not meet the
expected standards are returned for amendment by the named health professional. If
the assessment has been completed out of area and the quality is not what is
expected this will also be returned and the Designated Nurse made aware. The
quality of health assessments for our children placed out of area is a key priority.
Ensuring that the health needs of children placed out of area are fully identified and
addressed can be challenging, in part, due to difficulties in influencing the delivery of
care by external service providers. This challenge is being addressed by the LAC
health team through the Quality Assurance process. The Quality Assurance process
will be audited in 2015 by the Named Nurses Looked after Children.

CARE LEAVERS
67. When children cease to be looked after health professionals and social workers
should work together to ensure that appropriate transition arrangements are in place
to enable care leavers to access support, advice and treatment for any continuing
health needs.
68. Looked after Children Nurses offer the statutory annual health assessment to all care
leavers aged 16 -18 years of age and each young person has a named health
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professional from the Looked after Children health team until they are 18 years old.
Currently, if a young person has continuing unmet or continuing health needs when
they leave care their named health professional provides a summary of their health
needs to the young person, their GP, their personal advisor and the social worker.
This process is not followed routinely for all young people leaving care and this will
need to be further developed.
69. An area for development is a ‘health passport’ for care leavers. This would provide
the young person with key health information such as immunisation dates, allergies
and other important health information that will help them make informed decision
about their health in the future. The Looked after Children nurses will undertake this
piece of work in collaboration with the young people and the local authority. Following
consultation with the young people a suitable ‘passport’ format will be proposed for
development.
70. The Looked after Children Nurses have also offered to provide health related support
to the recently established drop in service for 16-24year olds within social care.
71. The ‘Right Side of Care’ information guide is being developed by the local authority
and will be available to every young person and their carer when they come into
care. Members of the Children in care Council are involved in its development and
Public Health has provided the finances to enable the guide to be printed and has
provided clear guidance that the content must reflect the needs of all Looked after
Children and Care Leavers in Wirral. The Looked after Children Nurses are
supporting the health content of the guide which will also be available in an electronic
format and will be included on the local authority Looked after Children Council
website.

CHILDREN WITH DISABILITIES
72. The Named Nurses and Support Nurse for Looked after Children liaise with and
provide advice and support to the Children with Disabilities Team social workers. In
addition, the timely completion of health assessments is arranged with the most
appropriate health professional for the child.

RESIDENTIAL CARE PROVIDERS AND FOSTER CARERS
73. The Named Nurses and Support Nurses for Looked after Children have contact with
the residential care providers and foster carers in Wirral. They are the named point of
contact for the care staff and young people in their care. They provide health advice
and information on a planned or opportunistic basis.
74. Foster Carers and Residential Care Providers have access to the Designated Nurse
and Doctor via the local authority fostering teams and the Private Providers Forum.
Training for foster carers is currently being reviewed by the local authority and the
Looked after Children health team will continue to support training provision.

SUPERVISION
75. Health visitors and Family Nurse Partnership Nurses receive case supervision on a
one to one basis in relation to all Looked after Children on their caseloads from
Named Nurses Safeguarding Children employed by Wirral NHS Community Trust.
The Named Nurses Looked after Children receive case supervision from the
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Designated Nurse and the Named Nurses Looked after Children provide supervision
to the Support Nurses Looked after Children.
76. Due to capacity issues within the 0-19 Service supervision for school nurses is
undertaken using criteria for selection; arrangements need to be reviewed as part of
the Looked after Children Service Specification to provide assurance that supervision
arrangements are robust.
All supervisors have undertaken accredited NSPCC
Safeguarding Supervision Skills Training.
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SUMMARY AND PRIORITIES FOR APRIL 2015 – MARCH 2016
78. NHS Wirral Clinical Commissioning Group ensures that the statutory roles and
responsibilities for Looked after Children are met and monitors the arrangements of
commissioned health services in order to gain assurance that all Wirral Looked after
Children (in and out of borough) receive services which meet their needs and leads
to improved health outcomes.
79. The key priorities for the coming year are underpinned by Wirral Clinical
Commissioning Group Vision 2018: To ensure the residents of Wirral enjoy the best
quality of life possible, being supported to make informal choices about their own
care and being assured of the highest quality services.
80. The Designated professionals will continue to facilitate the implementation of the
health agenda for Looked After children, which includes:


To continue to work with commissioners, providers and the local authority
including Public Health to ensure that improving health outcomes and the quality
of life for Looked after Children remains a priority



To continue to listen to the views of Looked after Children/ Care leavers and their
parents/ carers and to use the information to shape and improve service delivery.



To ensure the process in place to monitor the quality and timely completion of
initial and review health assessments is developed further and is robust.



To lead the development of Looked after Children standards that will inform the
new Service Specification for the provider and contribute to the development of a
Looked after Children specific audit tool for CCG compliance.



To ensure that the planned Looked after Children Service review will also reflect
the delivery of the 0-19 service. The outcome will ensure a comprehensive
delivery of service for Wirral Looked after Children which meets requirements in
statutory guidance.



To review and update the Looked after Children Service Specification in line with
requirements of the Quality Assurance Framework and statutory guidance.



To enhance the Safeguarding Assurance Framework to provide data that
demonstrates improvements in service delivery and quality to be evidenced by
improved health outcomes for Looked after Children.



To lead the development of a ‘health passport’ for all care leavers.



To continue to work with partners establishing more robust processes for
assessing and responding to the risk of Sexual Exploitation to Looked after
Children using evidence based interventions.



To continue to influence improvements of the Department for Education
performance indicators (numbers of Looked after Children with immunisations up
to date, attendance at the dentist and health assessments, in particular emotional
and mental health



To lead strategic collaboration with the providers and the local authority to
develop an Integrated Care Pathway.
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To ensure consistent improvement in the proportion of Looked after Children
health assessments completed within timescales, including Wirral children placed
out of area.



To ensure the Clinical Commissioning Group, along with provider services are
well prepared for all external inspections.



To continue working with the safeguarding leads within key provider services to
ensure that arrangements for Looked after Children across the health economy
are robust and include improved supervision arrangements where necessary.



To support active engagement with Looked after Children to shape safe and
effective services and evidence/effective Quality Assurance processes.



To continue to work in partnership with the local authority to gain access to the
local authority electronic record system.



To continue to work with the local authority to improve notification and referral
processes for health assessments for Looked after Children



To support the implementation of a health data collection tool to improve
performance reporting within health providers and the local authority. This will
improve data match, demonstrate the health needs and improved health
outcomes of Looked after Children.



To strengthen knowledge and skills regarding Looked after Children in Primary
Care



To ensure that NHS Wirral Clinical Commissioning Group meets the statutory
responsibilities in line with the Accountability and Assurance Framework.
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Report Title
Lead Officer
Recommendations

Director of Commissioning Report

Nesta Hawker Director of Commissioning
1. Note progress in report
2. Approve final draft Commissioning Decision Policy

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.
STRATEGY DEVELOPMENT AND REFORM IMPLEMENTATION
•

•

•

•

•

•

•
•

Policy development - The final draft commissioning decision policy is attached to this report
for agreement of formal adoption of the policy. There were no comments received as a
result of the public consultation.
Recovery plan - Detailed project plans for recovery during 2015/16 have been reviewed
against achievement against the agreed metrics and review of the forecast position
undertaken. Further work now being undertaken to develop further plans to achieve the
target of the recovery plan for 2015/16. Work also progressing to develop plans for
2016/17.
Review of urgent care model - Results from the initial engagement have been collated and
will inform the development of person centred outcome measures for urgent care during
focus groups to be held.
Single Front door - Phase 1 of the service commenced on Monday 7th December and
deflecting an average of 15 patients per day away from the A&E Department. Data is being
collected and will be analysed at the end of the first month to review activity levels, patient
journeys and patient outcomes.
Community Diabetes Service - The initial ‘spoke’ clinic is now fully functional and plans to
roll out further spoke clinics and development of a central hub clinic are also in progress.
The next spoke is due to commence in January 2016.
Redesign of Musculoskeletal services - Work planned during January and February 2016
for the development of an outcomes based service specification in collaboration with
stakeholders, including patients and public. The service specification to be taken to the
March Clinical Senate for review and agreement.
Collaborative Commissioning – Discussions have now commenced on the transfer of
bariatric surgery to CCG commissioning responsibility from April 2016.
Co-Commissioning - Primary care. An engagement strategy has been developed which
outlines a range of methods to engage with members and develop the proposal to apply for
joint commissioning. A transition working group is now established to support the process

with representation from LMC, GP clinical leads, practice managers, patients, CCG
management and NHS England.
Successful in securing additional funds to support the transformation of CAMHS and further
funds to support improving the access to eating disorder services. Currently working with
partners to develop implementation plan for 2015/16 and for 2016/17. The focus will
initially involve increasing the presence of CAMHS within the community, particularly within
schools and early intervention together with the development of a single point of access.

•

•

•

A review of community paediatric services is near completion which will make
recommendations for future ways of working.
Better Care Fund – the schemes are continuing to reduce a percentage of unnecessary
admissions to hospital, however equivalent financial efficiencies have not been observed.
The Rapid Community Service has now been extended to provide 7 day cover in
preparation for winter.
Winter Resilience - whole system capacity has been reviewed by the System Resilience
Group (SRG) in preparation for winter and NHS England are assured by the submitted
winter plans. The Wirral winter publicity campaign is now in progress; the campaign is
being delivered in innovative ways such as through use of adverts on buses and use of
social media such as Twitter.
Emergency Care Improvement Programme (ECIP) – The ECIP team have undertaken 2
site visits in November and December. A targeted action plan is to be implemented from
January to March 2016.

OPERATIONAL DEVELOPMENTS
The contract management team from the Commissioning Support Unit have now transferred
into the CCG and will provide a shared service across Wirral and West Cheshire CCGs.
In line with recommendations from the Winterbourne report the first ‘blue light’ meeting has
been held which successfully avoided learning disability inpatient admission.
Procurement update
•
•
•

•

Case Loading Maternity - The procurement went live on 12th October 2015 and
is on-going. New contracts will commence on 1st June 2016
Direct Access Diagnostics - The procurement process continues to progress
with the new contract due to start 1st November 2016
Physiotherapy and Podiatry - The plan is for the new proposed integrated
pathway for Muscular Skeletal service to be taken to the clinical senate in
March for sign off. Procurement of a prime provider will then commence and
new contract planned to start November 2016.
Audiology - Plans progressing in the preparation for procurement of the service.

Contract negotiation and reviews
•

•
•
•

The existing ‘any qualified provider’ contracts for physiotherapy have been
continued from 1st December 2015 to 30th November 2016. A reduction in first and
follow up tariff and change in waiting time and first to follow up ratios agreed for the
extended contract.
Review of Peninsular contracts underway.
Interim contracts with revised tariffs and timeline for Direct Access Diagnostics
agreed from 1st April 2016 to 1st November 2016.
Contract negotiations have commenced with Wirral University Hospital Trust, Wirral
Community Trust and Cheshire and Wirral Partnerships.

Task and finish groups are being formed to develop an alliance contract for urgent care to
start 1st April 2016. Initially this will include Accident and Emergency Department, all three
Walk in Centres and Psychiatric Liaison.
ENGAGEMENT
Wirral Patient Voice - The Patient Voice group now established with a Chair and Vice Chair
elected into post for a 6 month period. The group have agreed terms of reference which will
be reviewed on a bi-annual basis. Meetings occur every 2 months with representation from
an average of 32 practices. The group are keen to develop engagement with Patient
Participation Groups and are also considering the name for the group.
Member engagement - All Members forums are now open to Practice Managers and Practice
Nurses to attend as a result of feedback received from members. On-going use of survey
monkey and practice visits to gather feedback are providing excellent opportunities to
address practice specific issues and build positive relationships.

CONCLUSION
Governing Body is asked to note progress and agree formal adoption of the commissioning
decision policy.

GOVERNING BODY BOARD REPORT COVER SHEET

Commissioning Decision Policy and Procedure

Agenda Item:

2.4

Reference

GB15-16/0052

Public / Private

Informal

Meeting Date

6.1.16

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

The commissioning decision policy and process will outline how the CCG will make
decisions on future commissioned services.

Comments

The draft policy and process has been reviewed by equality and engagement experts
and legal advice has been sought on the policy and process. The draft policy has
also now undergone public consultation.

Next Steps
Governing Body to review the draft policy and process and agree formal adoption.

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

Does the report consider the financial impact?

NO

The policy proposes a governance structure for commissioning decisions made by
the CCG.

Value For Money

Does the report consider value for money?

YES

The policy proposes a governance structure and as part of this value for money of
services commissioned is reviewed.
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Is there a documented risk assessment?

Risk

NO

The policy proposes a governance structure and legal advice has been received on
the policy.
Are there any legal implications and has legal advice been obtained?

Legal

Yes

The policy proposes a governance structure and legal advice has been received.

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 policy and process outlines how and when consultation will be undertaken
before any final commissioning decisions are made. This includes completion of a
equality impact assessment.

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
As part of the process an equality impact assessment will be completed.

Workforce

Does the report provide evidence of whether there could be a positive or
negative impact on the CCG or other NHS staff? YES
Any potential impact on workforce will be reviewed as part of the process to be
followed prior to the final commissioning decision being made.

Partnership Working

Does the report evidence a partnership working in its development?

NO

This is a CCG policy.

Performance
Indicators

Does the report indicate any relevant performance indicators for this item?
NO
Not applicable.

Sustainability

Does the report address economic, social and environmental sustainability
(should be addressed for new / change projects)? YES
The sustainability of an existing or proposed new service will be reviewed as part of
this process.

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
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If you require any additional information please contact the Lead Officer.

3/3

Commissioning Decisions
Policy and Procedure

First
issued
by/date

Issue
Version
1

Purpose of Issue/Description of Change

To outline process for commissioning
decisions which will result in
investment/decommissioning/dis-investment
of services.
To demonstrate effective use of public
money.

Named Responsible Officer:Nesta Hawker,
Director of Commissioning

Approved by

Planned
Review
Date
2016

Date

Policy No.
Policy file: Corporate Policy

Impact
Assessment
Screening Complete Full impact Assessment
Required -

Key Performance Indicators:
1. Standard and transparent process for commissioning decisions.
2. Regular review of all existing contracts and outcomes delivered.

Commissioning Decisions Policy and Procedure
Page 1 of 3

Commissioning Decisions
Policy and Procedure
Contents

Page
3

1. Introduction
2. Purpose

3

3. Commissioning Cycle

3

4. Principles for Commissioning Decisions

4

5. Governance for Commissioning Decisions

4

6. Criteria for Commissioning Decisions

5

7. Consultation and Public Involvement

6

8. Process

6

Appendices
Appendix A – Process Map
Appendix B – Service Contract Review Checklist
Appendix C – New Initiative Mandate
Appendix D – Commissioning Decision Impact Assessment
Appendix E – Pre-consultation Stakeholder Analysis and Engagement Matrix

8
9
12
14
18

Commissioning Decisions Policy and Procedure
Page 2 of 3

1.

INTRODUCTION

1.1

This policy will outline the principles, approach and process which will be followed
by NHS Wirral Clinical Commissioning Group (CCG) to support commissioning
decisions. The process will be transparent, fully informed and consistently applied
by the CCG when undertaking commissioning decisions.

1.2.

The CCG has a responsibility to ensure that public money is utilised effectively
and to commission services that will deliver the right care, in the right place, at the
right time for the Wirral population.

1.3

Public money to fund health services is limited and together with the changing
needs of patients, the CCG must commission health services that are able to meet
the needs of Wirral patients in the most efficient way, and also explore new
models of care to meet the changing needs of patients.

1.4

The CCG is required to commission services which are safe, improve the quality
and outcomes for our population, and improve the efficiency in the provision of the
services.

1.5

The Strategic Plan of the CCG together with the Healthy Wirral plan outlines the
priorities for the commissioning of health services in order to meet the needs of
the Wirral population.

1.6

This policy will set out how commissioning decisions that require investment or
decommissioning of health services will be made. For the remainder of this policy
the term ‘commissioning decision’ will refer to both of these scenarios.

2.

PURPOSE

2.1

To ensure that limited resources which are calculated centrally on the statutory
commissioning requirements of the CCG, are consistently directed in accordance
with the CCGs priorities and to services that will deliver effective and efficient
health services for the Wirral population.

2.2

Ensure that the needs of patients are central to commissioning decisions.

2.3

For the CCG to commission a range of health services that will achieve the best
possible health outcomes for the local population within available resources.

2.4

To ensure services are always safe and are required to meet the highest
standards of quality.

3.

COMMISSIONING CYCLE

3.1

The need to undertake commissioning decisions is integral throughout the
commissioning cycle which is shown in the diagram below.
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Commissioning Cycle

3.2

As part of the commissioning cycle all services to be commissioned by the CCG
will be reviewed in terms of alignment to the strategic plan, priorities, quality,
outcomes and efficiency.
This review, of both existing and new
services/initiatives, will inform the commissioning decisions undertaken by the
CCG.

4.

PRINCIPLES FOR COMMISSIONING DECISIONS

4.1

The following principles, which are in line with the four tests for planning and
delivering service changes, will be adopted by the CCG throughout the
commissioning decision process. These principles are integral to the values and
business of the CCG and in accordance with those values, the process will be
clinically led.
•

The process will be clear and transparent.

•

A consistent and robust approach is adopted to ensure decisions are informed
and evidence based.

•

Decisions will align with the priorities of the CCG and strategic plans together
with the Wirral Health and Wellbeing Strategy.

•

Maintain on-going communication and engagement with key stakeholders
including patients, public and providers in line with CCG best practice.

•

Ensure fairness and patient choice and safety remains paramount.

•

Proactively identify and manage any risks and consequences.

•

Ensure compliance with all legal duties as a public sector organisation. These
include those legal duties imposed under the NHS Act 2006.

•

Decisions will be consistent with the CCG’s values and its constitution.

5.

GOVERNANCE FOR COMMISSIONING DECISIONS

5.1

Governance arrangements for commissioning decisions will have to comply with
the CCG constitution and the CCG scheme of delegation, together with
procurement, patient choice and competition regulations.

5.2

The commissioning decision process is outlined in Appendix A and outlined in
section 8 of this policy. This process will be followed unless an event as specified
under the terms and conditions of the relevant contract and regulations require or
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allow for prompt termination of a contract. For clarity this process includes those
services that are jointly commissioned.
5.3

Commissioning decisions will all have consequences and it is important that the
CCG is aware of the risks and likely impact of the commissioning decision. The
Clinical Operational Group meeting of the CCG will decide whether a full review of
the service is required on the proposed commissioning decision.

5.4

Where it is determined by the Clinical Operational Group that a full review is
required, the final commissioning decision will be made by the Governing Body
once the outcome of the full review has been completed including completed
equality impact assessment and the required level of consultation.

6.

CRITERIA FOR COMMISSIONING DECISIONS

6.1

The CCG will use the following criteria to inform its commissioning decisions:

6.2

•

A needs assessment, such as the Joint Strategic Needs Assessment,
demonstrates that the existing services are not meeting the health needs of
the Wirral population.

•

The original decision to fund a service was made on assumptions that have
not been realised or are no longer valid.

•

There are demonstrable projected benefits for the investment in a service.

•

For existing services, there is inability to demonstrate delivery of agreed
outcome measures or failure to deliver outcomes, despite requiring remedial
action from the provider under the terms of the relevant contract.

•

For existing services, it does not deliver value for money.

•

The service is unable to demonstrate sufficient clinical and cost effectiveness.

•

The service is not a statutory responsibility or central to the CCG’s
commissioning priorities.

•

The service is unsafe or of poor quality.

•

The evidence to support the service is deemed to be insufficient and/or not
supported by national bodies such as NICE.

•

The completed impact assessment outlines the risks/benefits and any
contingency plans.

•

The service is no longer aligned with the strategic plans of the CCG or national
strategy, such as the NHS Five Year Forward View.

•

Before any investment in services, there is evidence that the service is able to
meet the criteria highlighted above, for example, the service is able to
demonstrate that it is safe, high quality, supported by robust evidence and
aligned with the strategic plans of the CCG.

Drivers for Decommissioning
Together with the criteria above, as part of the commissioning cycle the CCG will
be required to make decisions both proactively and reactively regarding the need
to decommission or disinvest in a service. The main drivers include:
•

a service contract review has proposed decommissioning

•

persistent and/or serious immediate risk to patient safety

•

notice of termination from the provider
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•

the service does not add value in terms of the patient pathway

•

the introduction of new technologies enables the service to be provided in
different ways

•

breach of contract served due to irreconcilably poor performance, poor patient
experience, governance and/or risks to patient safety.

7.

CONSULTATION AND PUBLIC INVOLVEMENT

7.1

Throughout the process of making a commissioning decision it is important to
identify and engage with the stakeholders. The CCG is keen to have an open,
engaged and transparent process for making commissioning decisions. The
objective of engagement will always will be made clear to stakeholders.

7.2

Engagement will ensure that final commissioning decisions are informed and will
facilitate positive decisions as different expertise, alternative perspectives,
identification of unintended impact and practical problems will be captured.
Consultation and other forms of engagement will seek to gather the views of
stakeholders of services and to test out options for future services to ensure these
are in line with the needs and expectations of Wirral patients and public.

7.3

The level of engagement will need to be in proportion to the identified impact of
the commissioning decision. If a material change in the delivery of a service is
proposed, such as decommissioning, then full public consultation will often be
required.

8.

PROCESS

8.1

It is important that the evidence for commissioning decisions undertaken by the
CCG is robust. The process to be followed is outlined in Appendix A.

8.2

It is important to ensure that each commissioning decision is considered in terms
of whether it supports the CCG in complying with legal duties imposed under the
NHS Act 2006.
These include the duty to promote NHS Constitution,
effectiveness, efficiency, improvement in quality services, promote involvement of
each patient and patient choice.

8.3

To enable consistent objective decisions, all existing commissioned services will
undergo a service contract review on a regular basis. The CCG recognises that
its internal resources will not allow every service to be assessed within every
annual commissioning round. The CCG will therefore have to allocate its
resources to decide which services to review as part of the annual commissioning
cycle. The reviews will evaluate all existing health service contracts in terms of
assessment of outcomes, quality, safety, value for money and strategic fit. The
evidence from this is to be documented on the checklist in Appendix B.

8.4

As part of the commissioning cycle and as part of Healthy Wirral there may
identified a requirement for a new service or to redesign an existing service.
ensure a consistent approach, any such new service developments will
required to evidence the requirement for the new/redesigned service
completion of a new initiative mandate (Appendix C).

8.5

For both prospective decisions to commission or decommission, an impact
assessment will be completed which will identify any potential risks/benefits as a
result of the commissioning decision (Appendix D). As part of this assessment it is
important to check the legal position of the service contract and to adhere to
contract terms. During this step an engagement checklist (Appendix E) will also
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be
To
be
by

be completed to inform the communication plan and identify stakeholders for
engagement which may involve engagement with the clinical senate.
8.6

The outcome of the above will be presented to the Clinical Operational Group
Meeting of the CCG for review and agreement of whether to proceed with
progression to development of a business case to inform the final commissioning
decision.
For commissioning decisions, such as those involving major
reconfigurations, approval will also be required from NHS England. Agreement will
also be given by the Clinical Operational Group as to the level of engagement to
undertake for the proposed commissioning decision.

8.7

A full business case will include clinical evidence, equality impact assessment,
stakeholder consultation and final commissioning decision recommendation. The
Governing Body of the CCG will review the findings of the business case and its
recommendation and will agree the final commissioning decision.

8.8

The provider will be informed of the CCG’s intention and given 10 working days to
make representations to the CCG in response to the proposal.
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APPENDIX A
EXISTING SERVICE

NEW/RE-DESIGN SERVICE

CHECKLIST
IMPACT ASSESSMENT
ENGAGEMENT CHECKLIST

RECOMMEND
CONTINUE

PROPOSAL TO
DECOMMISSION

MANDATE
IMPACT ASSESSMENT
ENGAGEMENT CHECKLIST

RECOMMEND
RE-DESIGN

Report to Clinical
Operational
Group

NOT APPROVED
APPROVED TO UNDERTAKE
FULL BUSINESS/ PROJECT
PLAN
END OF
PROCESS

RECOMMENDATION OF
FINAL COMMISSIONING
DECISION

Report to
Governing Body
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APPENDIX B

Service Contract Review Checklist
Commissioning Manager

Date of Review

Service Type

Provider

Pathway

Contract ID

Evidence (to provide documentary evidence
for questions below)

Provider conforms?

Yes

No

Comments

In
Part

Does the provider meet the service
specification?
Are specified waiting times consistently
maintained more than 4/6 months?
Does the service meet current national
strategy in terms of outcomes and
expectations?
Does the evidence base (NICE/SIGN etc)
identify that the service is clinically
effective? (parliamentary enquires could
also provide evidence)
Has the service evaluated well against the
key performance indicators and standards
within the contract?
Are there any equality implications i.e does
the service demonstrate it meets the needs
of our population?
Is there evidence of a material contractual
breach?
Has the provider has a
remedial/performance notice or contract
query raised?
If yes, has the provider been offered 2
opportunities to address the issue?
Actual activity v. contracted activity is
significantly more or less (-/+5%)?
Actual cost v. contracted cost is significantly
more or less (-/+5%)
Does the service cost provide value for
money? (if on local tariff, is it on reasonable
limits, if block, is the reference cost within
regional average) calculations to be
attached to checklist
Does the service reduce activity and cost
elsewhere in pathway?
Are DNA rates in line with benchmarked
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national/regional DNA rates for the service?
Are new/follow up ratios in line with
benchmarked national/regional ratios for the
service?
Have there been any significant patient
safety/clinical governance issues? (such as
SUI’s, CRB issues, breaches of policies or
CCG strategy)?
If the service is provided by a single
practitioner, has this impacted on service
delivery during the practitioner’s absence?
Is there positive patient feedback?
Has the service provider had concerns
raised as a performer?
If yes, have these concerns/complaints
been upheld by internal or external
governance processes?
Are there any safeguarding concerns?
If yes, what was the outcome?
Has the provider had any quality
concerns/triggers leading to quality/risk
summit?
If yes, what was the outcome?
Does the service conform with existing
patient pathways? i.e part of a referral
pathway to other services ?
Is it statutory or core commissioning in the
CCG’s responsibility?
Is this service commissioned by other
organisation? Is there an opportunity for
joint commissioning?
Are there any other data from the review to
consider? Please attach with indication
below of conclusion following review of this
data
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Please list stakeholders who have been involved in this review:

Proposal:
Re-commission:

Decommission:

Re-design:
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APPENDIX C
NEW INITIATIVE
MANDATE

A1) Is the initiative mandatory (Mandatory

Please explain why?

initiatives could include those that are a legal
requirement, National mandated policy or that
funding has been received for. (n.b. NICE
guidance, other than technology appraisals, does
not constitute a mandatory initiative – it is only
recommendation).

A2) INITIATIVE DETAILS

Initiative Name:
Initiative Manager:
Commissioner (LA / CCG / Joint):
What is the legitimate aim of the service
change: e.g. specific improved outcomes
What is the change that will be required to Threshold change or Criteria Change –
detail:
achieve this aim: e.g. Threshold change linked to ‘numbers entering the service’ or Criteria
change which is about ‘who’ is eligible.

A3) ESTIMATED TIMEFRAME

Estimate

No.
months

Potential dates
from / to

No. months to develop initiative:
Liaise with procurement for advice on tendering contract period
Liaise with engagement for advice on consultation period

No. months to implement initiative:
No. months to evaluate initiative:
A4) Estimated Staff Resources:
e.g. initiative manager, clinical lead

No. hours
per week

A5) ALIGNMENT TO HEALTH & WELLBEING MODEL – Right care, Right Time, Right
Place
Please indicate with an ‘x’ the prime area where the service will be delivered – choose only one:

Looking after yourself and your family:
Family, Friends, Local Groups and Organisation:
General health, care and education services where you live:
Contact point for advice, assessment and guidance:
Quick access to specialist expertise close to home:
Focussed or intensive community support:
Care provided in a specialist setting to meet urgent / complex needs:
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B1) CASE FOR CHANGE / INNOVATION

Why is the initiative needed – evidence of a
case for change: e.g. best practice, demographics,
reports

How is the initiative innovative:
How will you engage with stakeholders to
develop the initiative (patients & workforce):
Please specify any protected groups
affected:
How will the initiative make best use of
resources:
How does the initiative promote integrated
working:
How will the initiative contribute to outcome
based commissioning:
B2) HEALTHY WIRRAL OUTCOMES BAROMETER
Please describe if / how the initiative would contribute to ANY of the following outcomes:

Reducing health inequalities:
Improving patient experience:
Increasing the number of people living
independently:
Supporting people to look after
themselves:
Reducing avoidable admissions:
Enabling children to get the best start in
life:
B3) JOINT STRATEGIC NEEDS ASSESSMENT
Please indicate with an ‘x’ if the initiative directly addresses the top level Wirral JSNA strategic
priorities:

Meeting needs of ageing population:
Supporting alcohol prevention and treatment services:
Improving mental health services / dementia:
C1) Any Inter-dependencies with other initiatives:

C2) COST BENEFIT ANALYSIS (liaise with financial lead to complete)
Pre-change activity costs:
Development and transitional
costs:
Post-change activity costs:
Anticipated savings:
Notes:
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APPENDIX D

Commissioning Decision Impact Assessment

Service Considered:

Annual Contract Value:

Approx. number of patients
receiving the service:

This document forms part of the auditable document trail for the commissioning decision
which may be legally challenged, therefore it must be completed factually, objectively and
diligently. Commissioning a health service will have both positive and negative impact. It
is critical that any adverse impact on patients and on the wider health economy are
understood and documented.

Background – Information on Service:
Brief notes e.g. what it is, what it does, who provides, to whom, where, since when

Background- Policy Context and/or principle driver for commissioning decision:
Summary from service contract review checklist/new initiative mandate

Positive Impact (Benefit) of Commissioning Decision:
The prime benefit from commissioning decision e.g improved safety, simplified pathway,
better value money, better outcomes, market improvement, opportunity for reinvestment

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High

Commissioning Decisions Policy and Procedure
Page 14 of 3

Risks of not proceeding with the proposed commissioning decision:
Impact to patient care, pathway, CCG reputation etc.

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High

Adverse Impact on the Patient:
Continuity of on-going care for those within service, pathway of care, access, distance
travelled, is there another provider representing reasonable choice. Likelihood of public
concern at change of service delivery, loss or perceived loss. Impact on CCG’s
reputation.

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High

Adverse Impact on CCG Finance:
Non recurrent impact/ one off decommissioning cost contractually borne by commissioner
e.g TUPE, Non-recurrent impact replacement service overlapping with decommissioned
service. Recurrent gross cost (cost of this service) recurrent net cost (cost of this service
less cost of any replacement or movement in demand) transactional costs of
commissioning

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High

Adverse Impact on Provider:
Does the loss of this service/contract element compromise the provider’s economic or
physical ability to deliver other services? Fixed cost dilution, sub-critical mass etc
Does the provider have capacity to provide new services?

Impact/risk assessment (tick one and include notes as required)
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□None□Low□Medium□High

Adverse impact on Health Market Economy:
Overall supply/demand balance, on upstream and downstream elements of care pathway,
knock on to the other providers, gap in provision, market diversity, loss of clinical skill,
training opportunities etc

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High

Adverse impact on Performance:
Does the cessation of service adversely affect any vital sign commitment eg cancer
access, health inequalities, 18 week access etc. Will the new/re-design service impact on
performance elsewhere?

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High

Adverse Impact on Equality:
Is there an equality implication to the commissioning decision?
Yes No

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High

Adverse Impact on Rurality:
Does initiation/ cessation of service represent unequal treatment or a barrier to access to
service users in a rural location – if yes how will this be mitigated?

Impact/risk assessment (tick one and include notes as required)
□None□Low□Medium□High
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Engagement :
To what degree is patient and public involvement (including, where appropriate,
consultation) required.

Recommendations:
Recommendation to CCG e.g. commission, not to be decommissioned, decommission
with stipulated conditions (state them)

Overall impact/risk assessment (tick one and include notes as required, including
contingency/mitigation plans)
□None□Low□Medium□High

Completed by :

Date:
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APPENDIX E

PRE-CONSULTATION STAKEHOLDER ANALYSIS AND ENGAGEMENT MATRIX
The Stakeholder analysis prompts you to identify likely individuals or groups who may
need to interact with the project or who may be affected by the project's outcome,
including protected groups. The document prompts you to plan the necessary
engagement activity to develop the project – it must be done at development stage and
NOT AFTER the plans are already developed. In general, the bigger the change the
broader and deeper the consultation will need to be. Assign different methods of
consultation as appropriate. Groups should be engaged with firstly to develop the plan
and then consulted for approval of the developed plan.
Please see the Program Management and Equality Considerations guide for advice on
engagement activity best practice:
Program managment
and equlity considerat

PROTECTED STAKEHOLDER GROUPS
It is a statutory duty to engage with protected groups appropriately and ensure Public
Sector Equality Duty is met.
Protected
Groups

What
are the
potential
effects
of the
change
to this
group

Can you
identify
barriers or
difficulties
that might
affect this
group

How will
you
engage
to
develop
the
plans

Timeframe
to develop
plans
From / To

How will
Consultation
you engage Timeframe
to enable
From / To
views to be
taken into
account
once plans
developed

Age (Young)
Age (Old)
Disability
(Mental and
Physical)
Gender
Reassignment
Pregnancy &
Maternity
Race
Religion &
Belief
Sex (M / F)
Sexuality
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OTHER STAKHOLDER GROUPS
Consider who are the interested parties in the service (e.g. CCG members, Healthwatch,
workforce, specific patient or service user groups, resident groups, third sector /
community groups, public bodies such as Local Authority, Police, Fire Service,
businesses)
Other
Stakeholder
Groups

What are
the
potential
effects of
the
change
to this
group

Can you
identify
barriers or
difficulties
that might
affect this
group

How will
you
engage
to
develop
the
plans

Timeframe
to develop
plans
From / To

How will
you
engage to
enable
views to be
taken into
account
once plans
developed
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Consultation
Timeframe
From / To

GB FINANCE REPORT
Report Title
Governing Body Report regarding
Financial Governance / Management – January 2016
Lead Officer
Mark Bakewell – Chief Financial Officer
Recommendations a) 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.
b) Note the Developments within the LPF for Commissioning
Support Provision

a) Financial Performance
NHS England has developed a proposed set of financial performance indicators
as part of its CCG Assurance Framework.
Wirral CCG’s assessment of its performance against these indicators is set out
in the table below with commentary:
Financial performance
No.

Indicator

Primary /
Supporting
Indicator

Self Assessment
Month 6
(Sept 2015)

Self Assessment Self Assessment
Month 7
Month 8
(Nov
(Oct 2015)
2015)
Green
Red
Red
Green
Amber / Red
Amber / Red
No Formal
Indicator
Available
No Formal
Indicator
Available

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

1
2
3
4
5
6

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

Primary
Primary
Primary
Supporting
Primary
Primary

7

Activity trends - year to date

Supporting

8

Activity trends - full year forecast

Supporting

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

9

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

Primary

Green

Green

Green

Primary

Amber / Red

Amber / Red

Amber / Red

Supporting

Green

Green

Green

Supporting

Green

Green

Green

Supporting

Amber / Red

Amber / Red

Amber / Red

10
11
12
13

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

th
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GB FINANCE REPORT
Resources (Indicator no.1)
Wirral CCG’s current resource allocation for this financial year is £487.92 million
split between recurrent and non-recurrent as shown below:

Resource

Recurrent
£m

Non-Recurrent
£m

Total
£m

479.20

8.72

487.92

Year to date and Forecast Financial Performance (Indicator no 2 & 3)
As at the end of November (Month 8) the year to date operational performance
position for Wirral CCG is an over spend of £3.08m before surplus (£3.2m), as
shown in the variance table below. This gives a year to date surplus position of
£0.12m compared to planned surplus of £3.2m
M8

M7

YTD variance
£'000

YTD variance
£'000

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

Movement
£'000s

695

625

70

1,558

1,234

324

659

469

189

59

115

(56)

(2)

(2)

()

0

0

0

125

301

(176)

(9)

()

(9)

3,083

2,742

341

There has been a further deterioration in the year to date operational position,
this is a continuation of previous month trends over performance against
planned levels of activity (across both NHS / Non-NHS providers) and prescribing.
At month 8 the revised expenditure forecast of £487.55 million against the allocation is illustrated in the table below:
Recurrent Non-Recurrent
£m
£m

Total
£m

Resource

479.20

8.72

487.92

Expenditure

476.12

11.43

487.55

(3.09)

2.71

(0.37)

Revised (Surplus) / Deficit
th
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The forecast outturn surplus position remains at £0.37 million (revised from
planned levels in August (Month 5).
This is a deviation away from the CCG’s ability planned surplus level (1% - £4.8
million) as per NHS England Business Rules and is subject to the delivery of the
in-year impact of its recovery plan as agreed by the Governing Body with associated risks and mitigations identified appropriately.
Activity Trends (Indicator no. 7 & 8)
The CCG continues to develop a robust activity monitoring system via its Business Intelligence team and delivery through its web portal.
The below tables are extracts from the portal of performance information and
sources of appropriate data providing a snapshot of activity performance against
all provider contracts:
CCG Activity Dashboard – Comparison against NHS England Plans (All Providers)

CCG Activity Dashboard – Comparison against Last Year (All Providers)
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GP Referrals All Providers (General & Acute Specialties)
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All Elective Admissions (General & Acute Specialties)
NHS England plans are not available to provider level, year on year comparisons
are provided below:

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

For further detail by practice please refer to the web portal.
Admin Expenditure (Running Costs) (Indicator no. 9)
Year to date running cost expenditure is on plan at month 8 and forecast plan
remains within the running cost allocation.
Financial Risks (Indicator no. 10)
A number of risks are still being highlighted by the CCG in the month 8 reporting
to NHS England, as outlined below but are summarised by:
th
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• Financial Recovery Plan delivery
• Better Care Fund
Financial Quality (Indicator no. 11)
This indicator relates to Financial Quality (predominantly concerned with internal
/ external audit opinions, timeliness and quality of returns).
The CCG has met all planning / reporting deadlines in respect of NHS England
Planning requirements and uploads to the Integrated Single Financial Environment (ISFE) ledger on a monthly, quarterly and ad-hoc basis. Regular contact is
made with both internal / external audit terms regarding plans and audit progress
where necessary. No items to report at this stage.
An internal audit was conducted during October by Mersey Internal Audit Agency (MIAA) on the CCGs core financial systems and financial planning. The draft
report executive summary indicates “significant assurance”
Balance Sheet and Cash Management (Indicator no. 12)
Balance sheet indicators and other performance metrics regarding cash management and Better Payments Practice Code (BPPC) is reported below.
The BPPC monitors public sector organisations on the timeliness of its financial
payments in terms of both volume and value. Guidance recommends 95% of
payments within 30 days.
The table below shows performance for all invoices (NHS and non NHS) within
the system as at month 8:

Performance Against Better Payment Practice Code (BPPC) ALL
Month

APRIL
MAY
JUNE
JULY
AUGUST
SEPTEMBER
OCTOBER
NOVEMBER

Period
Num ber
01
02
03
04
05
06
07
08

Paid
Year

Total
Num ber of
Invoices

15
15
15
15
15
15
15
15

921
874
991
1153
927
871
1247
1280
8264

Total Paid
Within
Target No.
902
850
949
1141
915
855
1240
1273
8125

%age

97.94%
97.25%
95.76%
98.96%
98.71%
98.16%
99.44%
99.45%
98.32%

Value paid
Total Value of
Invoices Paid £ w ithin Target £
32,778,907.90
38,055,968.14
33,600,636.05
34,683,462.58
42,363,408.68
34,182,383.02
32,436,585.23
32,816,805.46
280,918,157.06

32,720,890.84
37,972,865.93
33,506,484.35
34,667,331.37
42,353,025.51
34,156,833.61
32,374,641.60
32,458,417.95
280,210,491.16

%age

99.82%
99.78%
99.72%
99.95%
99.98%
99.93%
99.81%
98.91%
99.75%

The CCG cash balance at the end of November was £54k. 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.
th
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There are no significant aged debtors or creditors to highlight as at November,
although there are a range of on-going queries with regards to expenditure in relation to packages of care with Wirral DASS.
These queries are being investigated and challenged by the CCG for an effective resolution between both parties.
Forecast Outturn/ Risks and Mitigations:
The CCG is required to declare in its monthly returns to NHS England the risks
and mitigation plans with regards to the CCG achieving financial balance at the
year end.
Given the continued challenging year to date position in the financial year, the
CCG maintains its reported revised financial surplus of £0.37 million consistent
with the movement in month 5 from the planned 1% surplus of £4.8 million.
Better Care Fund
At the beginning of the financial year the difference between planned expenditure and associated funding contributions was circa £9.9m with a range of mitigations agreed and further actions required to close the planning gap.
Within the full year budget for Wirral ASC and CCG , there is an amount of
£1.2m for ‘planned slippage’ which is due to be delivered within the DASS ‘Revised 7 Day working / Community Provision’ budgets.
Also the ‘contingency’ budget was to be aligned to the planning gap of £4.1m.
This reduced the planning gap to circa £4.4m non-recurrently (for 2015/16) but
£5.6m recurrently.
Further actions are required to close the planning gap, either through further
slippage against planned expenditure (review currently being undertaken in line
with half year budgetary performance), reduction in non-elective performance as
a result of impact of schemes or further realignment of existing expenditure.
These options are being explored as part of the pooled budget arrangements.
Recovery Plan
Following the Feedback from NHS England with regards to the CCGs Financial
Recovery plan, the CCG has now established a “Confirm and Challenge Group.”
Using the identified 8 high impact areas the group conducted a sensitivity analysis on the confidence levels of achieving delivery of the planned savings, as
shown in the table below:

th
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Wirral CCG - Confirm and Challenge Recovery Plan Confidence Meeting (Month 8)
A

B

Planned Savings
£

Month 8
Confidence of Delivery

Single Front Door
Early Supported Discharge
Green Car
Acute Visiting Scheme
OPAT
Urgent Care Redesign
Older people's services
Street triage
Rapid community service and ICCHs
Risk Stratification
TOTAL URGENT CARE
Reduction in expenditure on mental health packages
Credit received for all outstanding queries
Packages of Care
Reduction in expenditure on 100% health funded packages
Reduction in expenditure on joint learning disability packages
TOTAL PACKAGES OF CARE
Reduce non-elective beddays
Respiratory
TOTAL RESPIRATORY
No impact
Diabetes
TOTAL DIABETES
Primary Care Quality
Reduction in referrals
TOTAL PRIMARY CARE QUALITY
Physio Contract Changes
Spire Activity
Contract Conditions
Spa Activity
TOTAL CONTRACT CONDITIONS
Risk Strat / ICCH
**Counted in Urgent Care
TOTAL RISK STRATIFICATION
Prescribing
Rebate Schemes
TOTAL PRESCRIBING

114,048
175,500
32,700
38,304
269,100
403,650
26,910
699,660
503,000
2,262,872
125,660
171,000
75,000
125,000
496,660
58,500
58,500
0
0
376,000
376,000
478,818
15,000
6,182
500,000
0
0
60,000
60,000
3,754,032

100%
75%
100%
50%
50%
50%
100%
50%
0%
45%
100%
100%
50%
25%
74%
100%
100%
100%
100%
0%
0%
100%
0%
0%
96%
0%
0%
100%
100%
53%

C

D

114,048
131,625
32,700
19,152
134,550
201,825
26,910
349,830
0
1,010,640
125,660
171,000
37,500
31,250
365,410
58,500
58,500
0
0
0
0
478,818
0
0
478,818
0
0
60,000
60,000
1,973,368

0
43,875
0
19,152
134,550
201,825
0
349,830
503,000
1,252,232
0
0
37,500
93,750
131,250
0
0
0
0
376,000
376,000
0
15,000
6,182
21,182
0
0
0
0
1,780,664

0
0
0
0
0
0
0
0
0
0
125,660
171,000
37,500
31,250
365,410
0
0
0
0
0
0
478,818
0
0
478,818
0
0
60,000
60,000
904,228

The original recovery plan figures based on month 5 forecast out-turn position. The figures show the expected cash releasing savings needed.

Column B

As at month 8 the figures shown are the likely % achievement of the recovery plan. This is the achievement of cash releasing savings anticipated.

Column C

This column shows the likely non-delivery of the original recovery plan value for that scheme

Column D

Shows the amount of 100% achievement included in the forecast position already

Column E

This is the revised value of the recvoery plan after the elements already included in the forecast outturn position have been removed

Column F

Based on the confidence levels outlined in column B this is the remaining likely amount that the recovery plan will deliver
th

F

Included in M8
Revised
Non-Delivery
Likely to Deliver
Forecast Outturn Recovery Plan
£
£
£
£

Column A
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E

114,048
175,500
32,700
38,304
269,100
403,650
26,910
699,660
503,000
2,262,872
0
0
37,500
93,750
131,250
58,500
58,500
0
0
376,000
376,000
0
15,000
6,182
21,182
0
0
0
0
2,849,804

114,048
131,625
32,700
19,152
134,550
201,825
26,910
349,830
0
1,010,640
0
0
0
0
0
58,500
58,500
0
0
0
0
0
0
0
0
0
0
0
0
1,069,140

Recovery
Needed

1,251,429

Recovery
Gap

-182,289
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Based on the current assessment at month 8 of the £3.75 million planned savings, £905k has been included within the forecast outturn position, with £2.85
million remaining subject to further investigation.
At the month 8 “Confirm and Challenge” review £1.07 million savings have been
identified as likely to be delivered and with the current forecast require planned
savings of £1.25 million; therefore the resultant gap is a further £182k.
The tables below show the movement between respective positions over the last
four financial periods:
Pre recovPost recovery plan
ery plan
adjustments adjustments
M8
M8
£000
£000

Post – Recovery Plan Mitigation
Scenario Analysis

M5
£000

M6
£000

M7
£000

Forecast Out-Turn Deficit

450

576

561

573

(188)

Potential WUTH / Other Contract
Risks

1,000

1,000

1,345

1,069

1,069

Actual Deficit Pre Mitigation

1,450

1,576

1,906

1,642

881

Target Revised Deficit / Surplus
Position

(370)

(370)

(370)

(370)

(370)

Recovery Plan Gap

1,820

1,946

2,276

2,012

1,251

Total Recovery Plan Impact
Needed

1,820

1,946

2,276

2,012

1,251

Revised Deficit / Surplus Position

(370)

(370)

(370)

(370)

(370)

The month 8 position (post recovery plan) includes an adjustment in the forecast
outturn position of £761k for actual recovery plan achievements.
The table below shows the revised best, likely and worst case scenarios updated to the month 8 reporting position. The “Confirm and Challenge” column illustrates the £182k additional savings as identified above.

th
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Month 7

Pre – Recovery Plan Mitigation Scenario Analysis

Month 8
Confirm &
Worst Case - 25% Likely Case - 50% Best Case - 100% Worst Case - 25% Likely Case - 50%
Challenge
£000
£000
£000
£000
£000
£000

Best Case - 100%
£000

Forecast Out-Turn Deficit / Surplus

561

561

561

(188)

(188)

(188)

(188)

Potential WUTH / Other Contract Risks

1,345

1,345

1,345

1,069

1,069

1,069

1,069

Pre-Mitigation Position

1,906

1,906

1,906

881

881

881

881

Other risks (coding / counting & bcf)

1,000

Estimated Recovery Plan Impact

(946)

(1,877)

(3,754)

(712)

(1,425)

(1,069)

(2,850)

Revised Deficit / Surplus Position

1,960

29

(1,848)

1,169

(543)

(188)

(1,968)

Target Revised Deficit / Surplus Position

(370)

(370)

(370)

(370)

(370)

(370)

(370)

Planning Gap

2,330

399

(1,478)

1,539

(173)

182

(1,598)

1,000

The recovery plan assumptions are as follows:
Likely Scenario
The current forecast outturn assessment is based on Month 7 activity reflecting
the information regarding potential expenditure trends and is before the assessed impact of the recovery plan. It is anticipated that the identified mitigations will begin to be reflected from Month 8 reporting period as the corresponding actions begin to impact and will consequently be reflected as an adjustment
to the forecast outturn position.
The current forecast outturn position includes an assessment of the Wirral University Teaching Hospitals NHS Foundation Trust contract position and of note
is that an increased over performance has now been included within the forecast outturn position (pre-mitigation) based on forecast methodology given increase in elective activity referrals’ and Non-PbR trends.
Previously it was assumed that in a likely scenario of the expenditure trends
continuing that 50% of the recovery plan would be required to ensure that the
CCG position delivers the revised surplus position of £370k.
50% delivery of the remaining recovery plan areas would deliver £1.425 million
savings and result in a surplus position of £0.543 million. It is important to contrast with the assessment undertaken as part of the “Confirm and Challenge”
process which delivers a £1.07 million savings and a resulting surplus of £0.188
million.
Worst Case
For planning purposes the worst case scenario assumes that there is a further
£1m of additional outturn pressure which could be identified in a range of areas
such as increased outturn activity above current assumptions, impact of coding
and counting activity from WUTH, impact of BCF planning gap.
th
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This scenario also models if the recovery plan were to only deliver 25% of the
assumed impact
This would result in a deficit position of £1.17 million for the CCG.
Best Case
The best case scenario assumes that 100% of recovery plan is achieved
through mitigation and that none of the additional expenditure risks as identified
in the ‘worst case’ scenario is translated into actual performance.
This would result in a surplus position of £1.97 million for the CCG, £1.6 million
above the current forecast of £370k planned surplus.

th
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CCG Forecast Out-turn Position
ACTUAL
Resource
Expenditure
Reported Surplus / Deficit
Actual Surplus / Deficit
Recovery Plan Impact Needed
Target "best case" - 100%
Confirm and Challenge
Target "likely" - 50%
Target "worst case" - 25%

th

M6
483.54
483.16
(0.38)
1.58
1.96
(2.43)

M7
487.92
487.55
(0.37)
1.91
2.28
(1.85)

(0.47)
2.24

(0.47)
2.24

0.00
1.96
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RAG

FORECAST

M5
483.48
483.11
(0.37)
1.45
1.82
(2.43)

M8
487.92
487.55
(0.37)
0.88
1.25
(1.97)
(0.19)
(0.54)
1.17
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M9
487.92
487.55
(0.37)
(0.37)
0.00
(1.97)
(0.19)
(0.54)
1.17

M10
487.92
487.55
(0.37)
(0.37)
0.00
(1.97)
(0.19)
(0.54)
1.17

M11
487.92
487.55
(0.37)
(0.37)
0.00
(1.97)
(0.19)
(0.54)
1.17

M12
487.92
487.55
(0.37)
(0.37)
0.00
(1.97)
(0.19)
(0.54)
1.17
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CONCLUSION
NHS Wirral CCG’s Governing Body is asked to note:
•
•
•
•

The CCG financial position as at the end of November 2015
Performance against indicators based on the information
available
The revised forecast outturn position
The associated financial risks within the declared position
including the impact of potential resource allocation issues.

b) Financial Planning
There are no exceptional issues to report, the CCG Financial Plan is currently
being refreshed for Month 8 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.
The CCG understands that planning guidance may not be released until Early
January but with early signals leading to multiple year allocations but with a
requirement for a system wide transformation plan and alignment of provider /
commissioner plans.
The CCG Financial Recovery Plan includes an indicative assessment of potential scenarios within the 2016/17 financial year regarding potential planning
/ QIPP gaps based on the planning assumptions
c) QIPP & Effective, Efficient Services
Due to the Financial Performance Position, the CCG has prepared a Financial
Recovery Plan which is currently under review by NHS England and now
forms the basis of the QIPP requirements going forwards.
The CCG had 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 schemes.

The Financial Recovery Plan supports both 2015/16 and 2016/17 financial
performance with the identification of 8 Impact areas in support of delivery of
the revised forecast outturn position for 2015/16 and helping to support additional improvements in the longer term with a plan to return to business planning rules in 2016/17.

th
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d) Final Accounts
There are no exceptional issues to report, CCG Finance team are implementing recommendations / feedback from 2014/15 year end process in order to
improve approach.
Early planning is underway for Annual Accounts / Annual Governance Statement report production in line with requirements and release of national guidance. Timetable has been brought forward a further week from 2014/15 and
will result in additional pressures in order to meet required deadline
Transition planning process currently underway with regards to Financial Services Arrangements back from NWCSU (to new shared service between Wirral, Western Cheshire (Host) and Warrington CCG’s) will are vital to smooth
Year end / Final Accounts process.
e) Commissioning Support
Formal handover arrangements have now begun for new CSU Arrangements
including the movement from a Transition Board to Mobilisation Board for new
LPF provision
There has been a number of sub groups created regarding Stability and ICT
which will commence from Tuesday 15th December.
Key events are as per below
First Mobilisation Board meetings taken place and Terms Of Reference have
been agreed
Mobilisation plan currently on track
Governance process has been agreed and ways of working with sub groups
are agreed, meetings to be arranged

f) ICT
No Exceptional items to report on CCG operational matters other than subject
to ongoing discussion regarding LPF procurement.
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
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 conth
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nections, servers and storage area network (SAN) and the CT invoice the
CCG direct for related services, maintenance and support contracts

g) Information Governance (IG)
There are no exceptional issues to report regarding CCG IG activities and a
detailed review / assurance is discussed at Quality, Performance & Finance
Committee.
There has been one notified breach to the Information Commissioners Officer
which is currently being investigated with regards to lost patient records.
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
However, as previously reported a significant amount of work is currently being undertaken with regards to Information Governance Areas in relation to
the Healthy Wirral programme due to the work on the Wirral Care Record and
development of registries.

h) Estate
Discussions continue with relevant stakeholders regarding the base accommodation for NHS Wirral Clinical Commissioning Group and lease arrangements for Old Market House.
Mark Bakewell
Chief Financial Officer
NHS Wirral Clinical Commissioning Group
21st December 2015

th
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Report Title
Lead Officer

Medical Director Report January Governing Body 2016

Recommendations

Note progress in report

Sue Wells Medical Director

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

Clinical Engagement
•

Urgent Care Activity
NHS 111 commenced October 2015. Being carefully monitored and feedback being
encouraged.
Single Front Door project launched
8 High Impact Areas
Think Pharmacy continuing
Blood Transfusion access
Hypoglycaemia admissions from nursing homes – educational project
Rapid community service launched.

•

Planned Care Activity
Consultant Connect – encouraging increased clinical dialogue with consultants regarding
individual patient care- 4 areas in use currently seeking to expand a further 4 areas
Excellent feedback from GPs and hospital colleagues . Currently 40% of calls do not
result in a referral or admission. Approximate estimated to have saved £40,000 from
September to December.
Direct Access Diagnostics- rationalization of current provision being discussed at the
same time as procurement proceeds for new tender.
Physiotherapy- delivery plan options under discussion. Current service in year alterations
taken place.
Musculoskeletal care-being reviewed. MSK Protected Learning Time very well attended.
Consideration to be given regarding development of guidelines for high cost areas.

•

Long Term Conditions
Integrated Pathway and community clinic launched for diabetes.
Integrated pathway and clinic in development for Respiratory care

Elderly Care including 5 new pathways of care in association with Community
Geriatricians active
Joint work with Public Health regarding Alcohol, Ageing well and Diabetes prevention.
Joint work on hypertension being planned.
•

Primary Care
Primary Care Quality Scheme – encouragement to push ahead with this work via weekly
communications.
Service Index appropriate for use by GP in consultation available on the web portal.
Use of this tool promoted at Practice visits and members meetings.
Primary Care prescribing being closely monitored. Pilot planned for deep dive into
practices whose figures suggest greatest need of support.
Co-commissioning of Primary Care to be considered and further engagement to occur.
Risk Stratification active in 52 practices. Referral as appropriate to Integrated Care
Coordination teams being promoted
Use of the web portal increasing every week, encouraged by regular ‘drop in sessions’.
Programme of Practice visits currently by CCG manager and a clinical lead to discuss
issues in detail at a practice level.
Recent survey of Members to request feedback regarding the changes made to
Membership meetings attached. Positive feedback regarding the current
system/structure. Some comments/suggestions already being implemented.

•

Clinical Senate
Good multi-disciplinary attendance at each meeting.
Further refinement of both Diabetes and Respiratory Registries took place at the
November meeting.
No December meeting.
Survey of all who have so far attended Clinical Senate attached and will be discussed at
the January Senate.
Governing Body Nurse Representative now invited to attend Clinical Senate to
strengthen Nurse presence at the Senate meetings.
Survey of all GPs and consultants regarding the Procedures of Low Clinical priority
currently being planned jointly with the Medical Director of Wirral University Teaching
Hospital.

•

Engagement
Membership Council well attended in November.
January membership meeting will discuss Planning, Healthy Wirral, Performance, Wirral
Care record and GP Federations.
Joint meeting of all GPs and Consultants in Wirral took place in November to discuss the
Wirral Care Record. Small attendance numbers but very good discussion.
Practice Engagement Visits (Listening and Quality Visits) are planned for all practices
and have commenced. Learning from these visits will be shared.

Wirral Patient Voice – extraordinary meeting to discuss the Wirral Care record will take
place in early January.
•

Research
Currently 50 practices are involved in research
Many are involved through the Me and My COPD project
Research Champion and Medical Director held a recent meeting to discuss how to
encourage more practices to be research active following this study.

•

Caldicott Guardian
Female Genital Mutilation registration has now taken place by Wirral Clinical Commissioning
Group on behalf of all practices.
Considerable work with current Healthy Wirral Information Governance Task and Finish Group
to take forward the Wirral Care Record which now will involve a programme of engagement with
staff and public.

Conclusion
Governing Body is asked to note progress.

Customer Comments Template

SurveyMonkey

Q1 Who are you?
Answered: 16

Skipped: 0

Nurse

GP

Consultant

Physio

OT

Dietician

Pharmacist

Optometrist

Other

0%

10%

20%

30%

40%

Answer Choices

50%

60%

70%

80%

90%

100%

Responses

Nurse

12.50%

2

GP

43.75%

7

Consultant

25.00%

4

Physio

0.00%

0

OT

0.00%

0

Dietician

6.25%

1

Pharmacist

6.25%

1

Optometrist

0.00%

0

Other

6.25%

1

Total

16
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SurveyMonkey

Q2 The clinical senate was formed to allow
purely clinical discussion. To what extent
do you feel that is being achieved ?
Answered: 16

Skipped: 0

Fully Clinical

Mixed

Not at all

0%

10%

20%

30%

40%

Answer Choices

50%

60%

70%

80%

90%

100%

Responses

Fully Clinical

43.75%

7

Mixed

56.25%

9

Not at all

0.00%

0

Total

16
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SurveyMonkey

Q3 The senate is for multidisciplinary
discussion. How well do you feel that is
being achieved?
Answered: 16

Skipped: 0

Well

To some extent

Not at all

0%

10%

20%

30%

40%

Answer Choices

50%

60%

70%

80%

90%

100%

Responses

Well

37.50%

6

To some extent

62.50%

10

Not at all

0.00%

0

Total

16
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SurveyMonkey

Q4 Do you feel the senate is effective at
achieving clinical engagement across
organisations and professions?
Answered: 16

Skipped: 0

Yes

No

0%

10%

20%

30%

40%

Answer Choices

50%

60%
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Q5 Does the clinical senate promote
collaboration/ reduce fragmentation?
Answered: 15

Skipped: 1
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Q6 Do you feel there are other clinical
groups we should include?
Answered: 14

Skipped: 2
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Q7 Do you feel that you can usually
contribute to the discussion?
Answered: 16
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Q8 Do you have a process within your
organisation to feedback decisions/
discussions that have taken place within
the senate?
Answered: 16

Skipped: 0
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Q9 Would you wish the content of the
Clinical Senate agenda to be broadened?
Answered: 15

Skipped: 1

No, I'm happy
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Yes, I feel
other work...
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Total
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Q10 If the clinical senate did not exist
where do you feel such clinical debate on
Wirral would be appropriate?
Answered: 11

Skipped: 5
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Q11 Have you any other ideas for further
development to improve the effectiveness
of the clinical senate?
Answered: 6

Skipped: 10
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Q1 Please indicate if you are
Answered: 28

Skipped: 0
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Total Respondents: 28
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Q2 Taking in to account your feedback, the
CCG have changed the format of the
previous two members meetings. Do you
feel this is a better format?
Answered: 25

Skipped: 3

Yes

No

0%

10%

20%

30%

40%

Answer Choices

50%

60%

70%

80%

90%

100%

Responses

Yes

84.00%

21

No

16.00%

4

Total Respondents: 25

#

Other (please specify)

Date

1

Not attended a meeting

12/2/2015 1:37 PM

2

However - there needs to be a plenary after the table top discussions. Feedback from each table, and opportunity for
comments from floor (time limited and well chaired!!). When discussions are limited to a single table, valuable sharing

12/1/2015 6:01 PM

of and developing of ideas may not take place where a table is neither 'well informed' re the national/regional picture
nor politically aware. Risk of CCG being seen as manipulating the feedback from these discussions. The feedback
should be timely (within a week) if it is to be meaningful.
3

only attedned one so cant compare

12/1/2015 2:09 PM

4

Haven't attended meeting before

12/1/2015 1:04 PM
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Q3 Which part in particular do you find the
most useful?
Answered: 27

Skipped: 1
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Total
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Q4 Do you feel you have an overall
awareness of who the clinical team are at
the CCG?
Answered: 28

Skipped: 0
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Total Respondents: 28
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Q5 Are you happy to continue with the
current format?
Answered: 27
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Q6 How would you like to improve the
Members' Meetings to make them more
useful for you?
Answered: 16

Skipped: 12

#

Responses

Date

1

be able to have some time for free discussions, maybe have a ccg panel sitting at the front taking questions from the

12/14/2015 4:59 PM

members via hands up and written down during session
2

a slot for member's concerns/issue - a "gripe slot" so that if there is an issue, say the recent problems with choose &

12/9/2015 5:37 PM

book referrals being bounced back to GPs instead of being given an appt if waiting list too long - we need to know is it
wirral-wide or just one gp
3

They are too big for team working / group discussions. There's no point having table discussions if there is no plenary.

12/8/2015 12:23 PM

Just revert to presentations with questions from the floor.
4

considering we are planning service deivery of millions of poiunds tax payers money I don't think they would be happy

12/3/2015 9:47 AM

knowing we are sat around a table jotting thoughts on post it notes.This is not a robust way to design new services.
The table top questions are designed to promote specific contexts. ie we have been 'led' into Federation. If we are to
be manipulated then please be more sublte
5

Having table top discussions are fine but the results should be fed back to the whole group for wider debate.

12/2/2015 7:47 PM

Otherwise it feels that the CCG is just doing an information gathering exercise. There is no decision making at this
level. I don't feel that this is a true members CCG but the old PCT with a few more GPs, making the decisions and
informing the rest of us of what will be
6

Presentations from someone who has positive experience and knowledge of federating and co-commissioning

12/2/2015 3:14 PM

7

The meds mgmt bits are too long and very dry

12/2/2015 2:26 PM

8

More information supplied several days in advance electronically. I would like for the CCG to have developed their

12/1/2015 6:01 PM

own ideas and to present them to the meeting, with a cogent and balanced exposition of their reasoning, clarifying both
the disadvantages as well as the advantages. (In the same way that the Cabinet develop a plan to put it to the
Commons for a vote) I would like there to be an opportunity for attendees to address the whole meeting, within a time
limit (maximum 1min pp). Feedback from any discussions should be provided to members/attendees within a week.
Consider varying the format eg a debate formate with a speaker for and against the motion, seconders for and against,
brief comments from the floor (max 1 min).......and then take a vote from the floor (vote not binding but gives a feel for
the majority view of the attendees). I would like to feel that the meeetings had some 'outcomes' for me - at the
moment I'm not sure I benefit, nor am I sure that my voice is heard.
9

start a little later - 1.30 is too early

12/1/2015 4:56 PM

10

Could the prescribing update be sent out as a email update rather than a presentation at each meeting ? Also is there

12/1/2015 4:16 PM

room to rotate the days rather than just Wednesday and more often Thursday?
11

CCG board members to make themselves much more visible

12/1/2015 2:56 PM

12

Think it's good to get everyone together again, I have seen colleagues that I haven't seen for years because we have

12/1/2015 2:29 PM

been separated into Three divisions. It is good to get everyone's views
13

feel more information about commisioning and future plans need to be cascaded to Practice Nurses, we are often

12/1/2015 1:29 PM

unaware of what is on the agenda!
14

Start on time and run to time.

12/1/2015 1:25 PM

15

As a practice nurse I would appreciate more notice of the meetings. Even though I may not have any influence in

12/1/2015 1:04 PM

decision making it would've been nice to give feedback in a survey that wasn't only targeted at GPs in attendance.
CCG engagement with the PN's on the Wirral is far from adequate,only 3 were at the meeting!
16

Stop this table top exercise, never achieve anything. Loads of waffles
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ADDITIONAL COMMENTS FROM SURVEY REGARDING CLINICAL
SENATE
December 2015

Qu 4. Do you feel the Senate is effective at achieving clinical
enagement across organisations and professions?
-Engagement needs to be a common/agreed or even shared goal.
We could improve the articulation of these.
-No. Unsure as only attended once
-I would have answered ‘to some extent’ if it were available. I think it
does permit engagement across organisations but is ‘doctor heavy’
with rather scanty cross professional representation
- It’s good to have people from different disciplines around the one
table. It will take time for people to be able to give the opinion of the
body they represent rather than a personal opinion and work
collaboratively

Qu 6 Do you feel there are other clinical groups we should include?
-When needed for other subjects eg cpn for depression
-Dentistry, other therapy areas, more public health,academic
bodies,oncology,hospice/EOL care. I think the Senate would be wise
to have representation that reflects the clinical priorities for the CCG
and Wirral as a whole
- Would depend on the topic being discussed. All relevant
professions seemed to be represented at the senate I attended

- if it gets much bigger it will become too fragmented

Qu 9. Would you wish the content of the Clinical Senate to be
broadened? If yes, what?
-We have been concentrating on the registries but there is far more
work we could be doing looking at all pathways.
-No I am happy with the current and planned content
-this is tricky with regard to the limited duration and frequency of
meetings and the potential that greater inclusiveness would
probably make the meeting unweildy. Also it is ‘early days’ for the
seante so I would not propose any massive change, but that the
senate does consider its spread of representation and remit
regularly. I think that such a multidisciplinary meeting would be a
fertile ground for advising onresearch and innovation strategy for the
area. To date the agenda has been dominated by issues delivered to
the senate without a sense of permission for issues to be brought to
the senate by members. I do feel that this is not the intent, noir is it a
negative critiscism at this early stage but I do feel that the ongoing
work should invite contributions more openly and may require some
guidance as to how such submissions ought to be formulated for the
best discussion within the timeavailable.
- I don’t know what topic were discussed at the other senates but the
one I attended only looked at IT systems so looking at clinical
pathways including referral streams and joint approaches in tackling
eg identification and management of impaired glucose regulation
would be very useful
- yes I feel other work should be considered by the clinical senate

Qu 10. If the Clinical senate did not exist where do you feel such
clinical debate on Wirral would be appropriate?
-No other cross system clinical forum so continue with senate for
clinical debate.
-I think the discussions would take place in pockets and not go
anywhere or fit into anyone’s priorities
-Don’t know
-Really difficult to say- never really been a forum to promote this
kind of discussion to my knowledge
-At the GP members meeting but you would lose the
multidisciplinary nature of it.
- The Senate is a tool and should be shaped to deliver what it should
deliver. I am not sure if the function is to ratify decisions taken
before.
- Don’t believe there is an equivalent forum
- There used to be modernisation group. Could they be reinstated.?
QIPP meetings or their latest mutation
-The seante is a first of its kind entity. Clinical debate will already
happen in individual organisations and it may be appropriate to have
a communication channel open to receive advice and
recommendations from such external discussions. I think that the
senate is the best focus for the synthesis of advice based upon this.

Qu 11 Have you any other ideas for further development to improve
the effectiveness of the Clinical Senate?
- I think the exact contribution of all the members need to be
articulated and expectations defined better.
- I have only attended once . I have not been invited again.
Therefore not sure if I am the right person to fill this out. It
looked like a forum for senior clinical managers and seemed
like a tick boxing exercise to be honest. The Senate needs to
decide what it is for – strategic or operational.
- -I have given a sense that representation may not be as full as it
should be, but that expansion to accommodate this would
probably lead to meetings of an unwieldy size unlikely to lead
to robust conclusions within the available time. A suggestion is
to have some senate subgroups that then feed into the senate
via a main representative such as a nursing forum,therapy
forum etc that could occur separately and even meet virtually
or by discussion groups. Medicine already has full
representation and is probably ok at the moment with some
potential tweaks but nursing is for example very wide and
diverse with a massive workforce but a small voice on the
senate but with a huge contribution to the delivery of care on
Wirral, the same could be said of other professional groups, to
include the clinical and care components of social work that has
a large interface with and impact upon clinical considerations.
Experience to date, with regard to the registries, has
demonstrated to me that members have dived into the
minutiae of received expert opinion, discussing points of detail
rather than having a more disciplined approach of taking a
wider and strategic view to request clarification or more

consideration of queries to be delivered to senate later.
However this has been driven to a degree by the stated need to
get a decision within a timescale. I do not think this is what the
senate should be for. The senate should support the expert
opinion and agree it when the experts are satisfied rather than
second-guessing or micromanaging the recommendations
made. Anything else degrades the confidence in the expert
opinion and I do not think should be the domain of the senate.
- Clinical pathways straddling primary and secondary care.
- The meetings I have attended have been well chaired, but I
think the discussions should have a clearer focus on what
decision is being asked of the members. The trouble with
doctors is we are all highly trainer problem solvers and each
person will try and solve every question in their own way. We
need more clarity on exactly what step we are being asked to
consider otherwise the conversation can be sent down other
tracks.
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Medicines Management

Ref No.
QPF1516/0037

Minute
1.0 Standing Agenda Items
1.1 Apologies for absence
Apologies were received from: Mark Bakewell, Christine Campbell, Alastair Cannon, Jon
Develing and Peter Naylor.
1.2 Declarations of Interest
There were no declarations of interest.
1.3 Minutes of Previous meeting from 29th September 2015
The minutes from the previous meeting held on 29th September were agreed as true and
accurate record, notwithstanding typographical and grammatical errors.
Action - AJH to send ratified minutes from August to GB in September/October.
Actions
Members discussed the outstanding actions from previous meetings and informed members of
work in progress items.
Matters Arising

QPF1516/0038

There were no matters arising.
2.0 Items for approval
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2.1 Complaints Policy
LW gave an update regarding the recent updates to the complaints policy and asked the QPF
committee to review and approve the changes to the Complaints Policy as detailed below:
10. COMPLAINTS RELATING TO PRIMARY CARE SERVICES
10.1 Complaints received after the 1st April 2013 relating to primary care services including;
GPs, GP Practices, Pharmacies and Dentists, are managed by NHS England. The email
address to use to contact them is: England.contactus@nhs.net
All letters should be sent direct to the address below:
NHS Commissioning Board
PO Box 16738
Redditch
B97 9PT
10.2 Any complaints received by the CCG which relate to Primary Care Services will be
forwarded to NHS England for their management and response, with consent from the
complainant, unless the complaint is regarding more than one organisation, in which case the
CCG will co-ordinate a joint response.
Whilst the principles described within the policy have not changed there is a need to update it
to include specific key performance indicator information and roles and responsibilities.
Members approved the above amendments as detailed in the report presented at today’s
meeting
2.2 Risk Management Policy
LW updated members regarding the risk management policy. The Risk Management Strategy
and Policy has been reviewed in line with the planned review date and reviewed by Audit
Committee members on 24th September 2015 to agree the proposed amendments before
formal ratification at Quality Performance & Finance Committee.
Members noted and approved the policy.
2.3 Serious Incident Policy
This was presented at last month’s committee, but due to not being quorate, this could not be
approved.
Review and approve the changes to the Serious Incidents Management Policy, following the
implementation of the amended Serious Incident Framework in April 2015. This Serious
Incident Policy has been developed in collaboration with Cheshire CCG’s in order to comply
with the 2015 “NHS England Serious Incident Framework” and ensure consistency in Serious
Incident reporting, management and monitoring across Wirral and Cheshire CCG’s. This
reflects the revised frameworks recommendations that commissioners must work
collaboratively to agree how best to manage Serious Incidents that occur in their services.
Members noted and approved the Serious Incidents Policy.
2.4 Safeguarding Adults Policy
LW provided the QPF committee with an update of the changes to the Safeguarding Adults
policy.
This Safeguarding Adults policy for Wirral Clinical Commissioning group has been written to
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reflect the requirements of the Care Act 2014, and the CCG compliance with the statutory
requirements as defined in the act.

QPF1516/0039

Members reviewed, noted and agreed the Safeguarding Adults policy as presented at today’s
meeting with some minor typos to be corrected.
Action - Members agreed it would be helpful to have the updated flow chart to be
distributed to GP practices.
3.0 Items for Discussion
3.1 Performance Reports
LQ presented the performance figures for August against the standards within the NHS
Constitution and the actions that are being taken in order to improve performance where
needed.
Areas included:
•
•
•
•
•
•
•
•
•

A&E waiting times (4 hour target)
Ambulance handover times
Cancer waiting times
Delivering same sex accommodation
Reducing healthcare acquired infections
Referral to treatment (RTT - 18 weeks)
Excessive waiters (incomplete pathways )
Diagnostic testing
Friends and family tests including staff and GP surgeries, Community Trust WUTH and
Mental Health

The Health economy is part of phase1 of the Emergency Care Improvement Project (ECIP)
which is a national project to support the most challenged communities. Members of the SRG
arranged the launch event in Birmingham on 21st October. NH and LQ will provide feedback
from these events on a regular basis.

It was noted that a letter had been received from WUTH stating their intention to not accept
referrals into the community Paediatric Service from 1st November. NH is to respond to
WUTH on behalf of the CCG.

The Quality Performance and Finance Committee were asked to:
•

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

3.2 Medicines Management Recovery Plan
SR presented a report which detailed
• The position regarding delivery against 2015/16.
• The proposed approach for the 2016/17 QIPP plan.
It was brought to the committees attention that this plan does form part of CCG revery plan,
however as this forms one of the largest overspends for the CCG and poses financial risk for
the purpose of the committee it would be looked at separately.
• Thereport outlines the budgetary performance at M4, based upon actual prescribing
expenditure from July 2015 and forecast year end overspend, projected to be
£876,272. The report also highlights proposed innovative work-streams and potential
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contingency plans.
In conclusion the medicines management team agreed a QIPP work programme, focusing on
key priorities for the CCG. It was estimated that the programme would deliver £1,300,000 in
annualised prescribing cost efficiencies. However, the programme is now projected to deliver
approximately £1,733,050 in-year prescribing cost efficiencies.
The QPF committee were asked to discuss and decide upon:
1. If the team should just undertake essential quality / safety projects and antibiotic
stewardship support, in order to free capacity to undertake cost efficiency projects
which will impact in 2016/17.
2. Note projected in-year savings from
3. QIPP projects implemented by end Quarter 2
4. Planned QIPP projects for remainder 2015/16
5. Rebate schemes
6. Note budgetary performance at the end of July 2015 (M4) and projected savings
impact.
7. .
DM sought clarity around specific schemes that are working in conjunction with each other
such as: rebate schemes and SR provided and explanation regarding this.
Members noted the report presented at today’s meeting and reviewed the options detailed
within the paper.
3.3 Finance Reports
DM presented a report detailing the CCGs financial plan and financial performance against
budgeted allocation for 2015/16 financial year as at Month 6 September 2015, on behalf of
Mark Bakewell.
The report sets out the financial position for WCCG as at the end of September (Month 6)
within the 2015/16 financial year and the performance against the measures outlined in the
CCG Assurance Framework 2015/16.
Areas included:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Headline Plan Deliverables
Resources
Surplus requirements
Planned expenditure
QIPP
Prescribing – year to date position reported for prescribing is £123k overspend
Forecast Outturn Assumptions
Contract Values
Non recurrent resources
Non elective admissions
Other commissioning expenditure
Better Care Fund (BCF)/Third sector
Financial Risks & Mitigations
Debtors and Creditors
Identified 8 high impact areas
Anticipated recovery plan

Members were asked to note:
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•
•
•
•

The CCG financial position as at the end of August 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.
The revised forecast outturn position

AW sought clarity around acute trust coding and asked if any impact had been seen so far.
DM explained that the CCG is tracking the case mix of the WUTH activity to see if there had
been any impactacross various specialities and points of delivery, so far there had been little
change which suggests the impact of coding changes was minimal. .
DM also feedback from the recent CFO and NHSE meeting with Cheshire and Merseyside
CCGs. Phil Wadeson (Director of Finance, Cheshire & Merseyside NHSE) had commented
that he had sight of Wirral’s recovery plan and met with LQ and MB, he was assured by
Wirral’s plan and stated that it contained some good ideas for recovery. A working group has
been set up for the 4 financial recovery CCGs (Southport & Formby, St Helens, Wirral and
Western Cheshire) to share best practice and recovery plans. 2 other CCGs requested to
attend given their tight financial positions (Eastern Cheshire & South Cheshire). The Cheshire
& Merseyside CCGs are currently facing an £11m forecast outturn variance from plan.
Members noted the finance report presented at today’s meeting and acknowledged the CCGs
proposed recovery plan.

QPF1516/0040

4.0 Items for Information
4.1 Complaints Update
LW provided an update regarding the CCGs current complaints. The purpose of this monthly
update is to provide assurance to the Quality, Performance & Finance Committee of
complaints received (including those escalated to the Parliamentary & Health Service
Ombudsman) & MP enquiries received by NHS Wirral CCG as at 16th October 2015.
The QPF Committee were asked to:
•

Review and note the contents of the report.

New complaints
Within the period of 21st September 2015 to 16th October 2015, 12 new complaints were
received all of which were acknowledged within 3 working days of receipt. 3 of the complaints
received were in relation to GP practice’s and were forwarded to NHS England to be
investigated and responded to directly.
Closed complaints
Within the period of 21st September 2015 to 16th October 2015; 15 complaints have been
closed
On-going complaints
There are currently 14 further cases with on-going investigations (some of which were
received in the previous reporting period)
New MP enquiries
Minutes of the WCCG QPF Meeting –27.10.2015
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There were 5 new MP enquiries received within this reporting period.
On-going MP enquiries
There are currently 2 MP enquiries which are being investigated.
Closed MP enquiries
There were 5 MP enquiries closed during this period
Patient Enquiries / Concerns
There were also 4 patient enquiries / concerns received during this period
Parliamentary & Health Service Ombudsman
There were no complaints escalated to the Ombudsman during this reporting period.
Trends and Themes
There continues to be a large number of complaints received in relation to Continuing
Healthcare (CHC) reviews and assessments, of which complainant’s do not agree with the
outcomes of the checklists for patients.
A number of complaints have been received in relation to Provider Organisations of which,
following consent, are forwarded through to the Provider’s for their investigation and response.
The queries raised from MP Office’s continue to relate to services which are commissioned by
the CCG and meetings are offered to meet with the CCG or commissioned services to discuss
queries in further detail.
Members noted the contents of the Complaints Report.
4.2 Freedom of Information Update (FOI)
LW 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
September 2015.
This report details the number of FOI requests received and closed during the reporting period
of September 2015. This report also provides a brief description of each request, details the
type of applicant, the average response time and reasons for delay, if applicable.
In the month of September 2015; 18 requests were received which is a decrease of 9 from the
previous reporting period of August 2015. During this period, the subjects of the FOI requests
received are detailed below:
•
•
•
•
•
•

CCG Commissioning – 11
Finance/Expenditure – 3
HR – 1
Medicines Management – 1
ICT – 1
Other - 1

All FOI requests received during this period were responded to within 20 working days and the
average response time was 9 working days. 3 requests remained open at the time of writing
this report.
This report details the number of SARs received and closed during the reporting period of
September 2015.
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In the month of September 2015; 3 requests were received, no requests remained open which
had been received in previous months
Conclusion
All FOI queries and responses are published on the CCG’s public facing website, as per the
publication scheme.
This update report will continue to be presented at this committee on a monthly basis going
forward.
The QPF Committee were asked to review and note the contents of the Freedom of
Information report.
4.3 Serious Incidents Update
SS presented the Serious Incidents update report for September 2015.
The QPF Committee is asked to:
Note the 28 new serious incidents reported to the Strategic Executive Information System
(StEIS) in August 2015, relating to:
• 14 Wirral University Teaching Hospital Trust.
• 5 Cheshire and Wirral Partnership NHS Foundation Trust
• 7 Wirral Community NHS Trust
• 1 Countess of Chester Hospital NHS Foundation Trust
• 1 Liverpool Women’s NHS Foundation Trust
This was a reduction on the number that was recorded in the previous month
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.
The Quality Performance and Finance committee are asked to note the Serious Incidents
reported onto the StEIS system in September 2015. All Serious Incidents will be managed via
the serious incident review group to ensure:
•
•
•
•
•

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

4.4 Continuing Health Care (PUPOC)
LQ provided an update for Quality Performance and Finance Committee on Previously
unassessed periods of care. (PUPOC)
NHS Continuing Healthcare (CHC) is the name given to a package of care which is arranged
and funded solely by the NHS for individuals outside of hospital who have on-going healthcare
needs. To qualify for NHS CHC, an individual must have a ‘primary health need’ which is
assessed using the National Framework for NHS Continuing Healthcare and NHS Funded
Nursing Care published 1 October 2007 (revised 2009). Prior to 1 October 2007 eligibility for
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NHS CHC was established using the relevant Strategic Health Authority criteria in place at the
time.
The Department of Health introduced deadlines for appeals for people who think they may
have been eligible for NHS continuing healthcare funding between 1 April 2004 and 31 March
2012 but who did not have a continuing healthcare assessment at that time, this is known as
Retrospective CHC -Previously unassessed periods of care, (PUPoC).
Following the close down, NHS Wirral CCG received 830 requests for CHC funding.
Trajectories have been set with NHS England, and the North West Commissioning Support
unit where commissioned on behalf of the CCG to undertake this work. Due to the number
involved across Merseyside and Cheshire, the CSU have subcontracted aspects of this work
out to other providers in order to achieve the deadlines.
The QPF reviewed and noted the CHC report and acknowledged that the report will be
presented to the Governing Body.
4.5 Safeguarding Report
LQ presented a paper for the Quality, Performance & Finance 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 July to
September 2015 (Quarter 2)
Members noted the Safeguarding report and the risks regarding the vacant post for the
Named GP for safeguarding children.
4.6 Nurse Revalidation
SS presented a report regarding a nurse revalidation model. From April 2016 all nurses and
midwives registered through the NMC and intending to practice will need to provide evidence
of continued professional development in the last three years at the time of re-registering.
Revalidation of nurses and midwives will replace the current process of registration renewal
through the Post-Registration Education and Practice (PREP) standards. It will also replace
the existing three-year renewal cycle and the notification of practice form.
The QPF Committee were asked to:
•
•
•

Note the requirements for revalidation and the work being undertaken by CCG Leads
Note identified risks and mitigation
Receive an update on progress and assurance in 3 months

Members discussed organisation liability compared with the individual’s liability and SS
clarified that it is the responsibility of the individual to ensure that they are compliant as
required and set out in the terms and conditions of the model.
Further discussions took place around the guidance that has been provided relating to the
funding of the process and SS provided a rational regarding this.
Members agreed that organisations should provide the appropriate assurances to the CCG
with regard to revalidation.

QPF1516/0041

5.0 Items for Noting
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5.1 Recovery Plan
Members noted the financial recovery plan and gave thanks to the authors and contributors
who worked on producing the report. Members went on to acknowledge the change of focus
detailed in the report.
5.2 Sub groups for noting
•

QPF1516/0042

Serious Incidents Group Minutes of 2nd September 2015.

Members noted the sub groups ratified minutes as detailed above.
6.0 Risk Register
6.1 Risk Register
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 items of Business
7.1 AOB - there were no items of other business.
Date and Time of next meeting
The date and time of the next QPF meeting is scheduled for:
Tuesday 24th November at 1pm in Room 539 OMH
Please forward any apologies to Allison.hayes@nhs.net

The meeting ended at: 15:15pm
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